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WELCOME

The Office of Group Benefits welcomes you as a network provider and we thank you for your participating in serving the healthcare needs of state employees and their families.

At OGB, we work diligently to offer an employee benefits system that meets or exceeds industry standards and/or benchmarks.  We envision ourselves as a leader in improving and preserving quality of life for our membership.  We are cognizant that this cannot be possible without dedicated healthcare providers offering services to our membership, and we value you as part of our community of network providers.  

The purpose of this manual is to educate you, our partners in healthcare, on the procedures that will allow you to efficiently provide care to OGB PPO members in need of services.  Throughout the following pages, information is provided to you regarding OGB’s benefits, contracting requirements, medical management procedures, claim submission procedures, ID cards, and eligibility verification.   Instructions on accessing and utilizing SeBois, our state-of-the-art website, are also provided to offer you the opportunity to quickly obtain comprehensive and critical information that you may find useful.  The topics in this manual are designed to cover most situations you and your office staff will encounter in working with OGB.  

Feel free to contact us for clarification of our procedures or to discuss requirements not described in this manual.  We look forward to a longstanding, mutually beneficial relationship with you.
[image: image7.wmf]
SECTION 1

INTRODUCTION

Introduction and Background of OGB
The Office of Group Benefits, (OGB), is authorized by statute and governed by the Division of Administration to provide health and life insurance benefits to State employees, retirees, and their dependents.  Plan member eligibility includes employees of State agencies, institutions of higher education, school districts that elect to participate in OGB’s programs, and certain political subdivisions.   Eligibility does not include local government entities or municipalities.

The State PPO Program is the only self-administered PPO product offered to Louisiana state employees and currently administers benefits to nearly 90,000 covered lives.  
OGB has, for many years, provided a self-insured and self-administered indemnity-type health benefits plan.  Since the 1980s, OGB also has contracted with HMOs to offer services to plan participants (on a fully insured basis) as an enrollment option.  In the early 1990s, OGB began direct contracting with health care providers to develop its own network.  This allowed OGB to add a component to its self-insured plan, now identified as a Preferred Provider Option (PPO). 
OGB also offered a second self-insured and self-administered plan, the Exclusive Provider Option (EPO) in most areas of the state from July 1, 1999 to June 30, 2005.  Through direct contracting with provider groups and organizations, OGB developed this second network option for its employees utilizing co-payments (similar to HMOs) in most cases, in lieu of deductibles and co-insurance found in the PPO plan.  The EPO option will not be offered through OGB for the 2005-2006 plan year, but will be offered statewide through United Health Care.
Since January 1, 1996, OGB has contracted with a Pharmacy Benefit Management company (PBM) to provide pharmacy benefit management services, administering all aspects of the outpatient prescription drug benefits.  Catalyst, OGB’s PBM for the 2005/2006 Plan Year, will administer the pharmacy benefits for the PPO plan.

OGB is a money in-money-out operation.  The funding OGB receives comes from plan members and participating agencies through monthly premiums.  This funding is used to pay doctors, hospitals, pharmacy benefits, HMOs offered through the OGB umbrella, other medical expenses, and life insurance claims.  Currently, $.96 of every dollar OGB receives is used to pay for plan member services.  The remaining $.04 is used for operating costs for the agency.  The amount of premium dollars needed by OGB to pay benefits for plan members is determined by the amount and cost of services utilized by plan participants. 

How to Reach Us

DEPARTMENT

CONTACT FOR 

                               PHONE NUMBERS

Utilization Review
Pre-admission Certification
    1.800.432.3432

Info System Care               
Continued Stay Review

Management 

Outpatient Procedure Certification
Large Case Management

Discharge Planning

Provider Relations
OGB participation Information
1.225.925.7799
Tax Identification Changes Requirements

General Inquiries

Electronic Data

Registration to Submit Claims Electronically 




Support Services for EDI Claims submitted by 







       

Information Required for Electronic Submission

Proof of Filing
OGB Payer Id # 72087
United Behavioral
Mental Health and/or Substance
1.866.492.7143 

Health


Abuse Services                  


Prior Authorization Required









Care Coordination





Discharge Planning





Referral Assistance

Catalyst 
Prescriptions
1.866.958.9530

Drug Prior Authorizations
1.877.362.3933




Quantity Limits





Network Pharmacy





Non-Network Pharmacy





In-State Purchases





Out-of-State Purchases





Mail Services Refill Requirements
Customer Service
Eligibility Verification
www.groupbenefits.org

Claim Status
1.800.233.8156

Right Fax/SeBois

Live Representative
1.800.215.1093

Web Access Registration


Barbara Duhon
225.925.4592




bduhon@ogb.state.la.us
Regions by Zip Code



REGION
        ZIP CODES
1 70000 – 70199
2 70300 – 70399

3 70400 – 70499

4 70500 – 70599

5 70600 – 70699

6 70700 – 70899

7 71300 – 71499

8 71000 – 71199

9 71200 - 71299
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Section 2

PRODUCT OVERVIEW
2005/2006 PLAN YEAR PRODUCTS

Louisiana State Employees have other health plan options in addition to

OGB’s self-administered PPO Plan.  OGB options for the 2005/2006 plan year are as follows:



Product


Plan


PPO



Office of Group Benefits (OGB)



EPO



United Health Care



HMO



Humana (Regions 1-8)







Vantage (Monroe only)



MCO



FARA

Preferred Provider Organization (PPO)

The Preferred Provider Organization (PPO) represents a broad spectrum of physicians and other healthcare professionals who have agreed to participate in OGB plans.  By electing the PPO, a member agrees to utilize this network of providers and healthcare professionals. 

Out-of-State

For PPO plan members living or traveling outside of Louisiana who require medical services, please refer to the Schedule of Benefits. 

Preferred Provider Organization (PPO) – Schedule of Benefits
Comprehensive Medical Benefits

Eligible expenses for professional medical services are reimbursed on a fee schedule of maximum allowable charges. All eligible expenses are determined in accordance with plan limitations and exclusions.

Lifetime Maximum for all benefits 

(Except outpatient prescription drug benefits) per person


$1,000,000

Lifetime Maximum for all outpatient prescription drug benefits,

per person









$250,000


Deductibles:

Inpatient deductible per day, maximum of 5 days per admission 


(Waived for admissions at PPO hospitals)

$50

Emergency room charges for each visit unless the covered person


is hospitalized immediately following emergency room treatment


(prior to and in addition to plan year deductible)

$150

Professional and other eligible expenses, employees and


dependents of employees


( Per person, per Plan year

$500

Professional and other eligible expenses, retirees and dependents


of retirees, or re-hired retirees


( Per person, per Plan year

$300


( Family unit maximum: 3 individual deductibles

Percentage Payable after Satisfaction of Applicable Deductibles

Eligible expenses incurred for services of a PPO participating provider
90%

Eligible expenses incurred for services of a non-participating provider


when Plan Member resides outside of Louisiana

90%

Eligible expenses incurred of a non-participating provider when


plan member resides in Louisiana

70%

Eligible expenses incurred when Medicare or other group health


plan is primary, and after Medicare reduction

80%

Eligible expenses in excess of $10,000 per Plan year per person

100%

· Eligible expenses at a network PPO Provider are based upon contracted rates.  PPO discounts are not eligible expenses and do not apply to the $10,000 threshold.

· Eligible expenses at non-PPO providers are based upon the OGB’s fee schedule.  Charges in excess of the fee schedule are not eligible expenses and do not apply to the $10,000 threshold.

Prescription Drug Benefits
*Not subject to deductible.
Network Pharmacy
Member pays 50% of drug costs at point of purchase



Maximum co-payment – $50 per prescription dispensed

Out-of-pocket 
$1200 per person, per plan year



Co-pay after maximum is reached:




Brand – $15




Generic – No co-pay
Plan pays balance of eligible expense

Non-network pharmacy
Member pays full drug costs at point of purchase

· In-state – Reimbursement limited to 50% of amount payable by Plan at network pharmacy

· Out-of-state pharmacy - Reimbursement limited to  80% of amount payable by Plan at network pharmacy

The Plan allows benefits for drugs and medicines approved by the Food and Drug Administration or its successor, requires a prescription, and dispensed by a licensed pharmacist or pharmaceutical company, but which are not administered to a covered person as a hospital inpatient or a hospital outpatient, including insulin, Retin-A dispensed for covered persons under age 27, Vitamin B12 injections, prescription Potassium Chloride, and over-the-counter diabetic supplies including, but not limited to, strips, lancets, and swabs.

In addition, this Plan allows benefits, not to exceed $200 per month, for expenses incurred for the purchase of low protein food products for the treatment of inherited metabolic diseases if the low protein food products are medically necessary and are obtained from a source approved by OGB.  Such expenses shall be subject to the co-insurance and co-payments relating to prescription drug benefits.  In connection with this benefit, the following words shall have the following meanings:

1. “Inherited Metabolic Disease” shall mean a disease caused by an inherited abnormality of the body chemistry and shall be limited to:

A) Phenylketonuria (PKU)

B) Maple Syrup Urine Disease (MSUD)

C) Methylmalonic Acidemia (MMA)

D) Isovaleric Acidemia (IVA)

E) Propionic Acidemia

F) Glutaric Acidemia

G) Urea Cycle Defects 

H) Tyrosinemia

2.
“Low Protein Food Products” shall mean food that is specially formulated to have   less than one gram of protein per serving and is intended to be used under the direction of a physician for the dietary treatment of an inherited metabolic disease.  Low protein food products shall not include a natural food that is naturally low in protein.

Pharmacy Limitations

The following drugs, medicines, and related services are not covered:

· Appetite suppressant drugs;

· Dietary supplements;

· Topical forms of Minoxidil;

· Retin-A dispensed for a covered person age 27 and over

· Amphetamines dispensed for diagnoses other than Attention Deficit Disorder or Narcolepsy;

· Nicotine, gum, patches, or other products, services, or programs intended to assist an individual to reduce or cease smoking or other use of tobacco products;

· Nutritional or parenteral therapy;

· Vitamins and minerals;

· Drugs available over the counter

· Serostim dispensed for any diagnoses or therapeutic purposes other than AIDS wasting;

· Drugs for the treatment of impotence, except following the surgical removal of the prostate gland; 

· Glucometers

Prescription drug dispensing and refills will be limited in accordance with protocols established by the prescription benefits manager, including the following limitations:

· Up to a 34 day supply of drugs may be dispensed upon initial presentation of a prescription or for refills dispensed more than 120 days after the most recent fill;

· For refills dispensed within 120 days of the most recent fill, up to a 102 day supply of drugs may be dispensed at one time, provided that co-payments shall be due and payable as follows:

· For a supply of 1-34 days the Plan Member is responsible for payment of 50 percent of the cost of the drug, up to a maximum of $50 per prescription dispensed.

· For a supply of 35-68 days the Plan Member will be responsible for payment of 50 percent of the cost of the drug, up to a maximum of $100 per prescription dispensed.

· For a supply of 69-102 days the Plan Member will be responsible for payment of 50 percent of the cost of the drug, up to a maximum of $150 per prescription dispensed.

Dental Surgical Benefits

Percentage payable (Deductible waived) 

100%
When excision of one or more impacted teeth is performed by a doctor of dental surgery,
(D.D.S.) or doctor of dental medicine, (D.M.D.) while coverage is in force, the Plan will

pay, without deducible, the eligible expense actually incurred for the surgical procedure.

Eligible expenses incurred in connection with the removal of impacted teeth include pre 

operative and post-operative care, anesthesia, radiology, and pathology services. Facility charges are subject to the deductible, co-insurance fee schedule, and the maximum benefit provisions of the Plan.

In order for wisdom tooth excision claims to process properly, they must be filed on HCFA 1500 claim forms with the HCPCS code appropriate for an impacted wisdom tooth.

WELL CARE

Routine physical examinations, active immunizations, check ups, and office visits to a physician and billed by a physician, except for the treatment and/or diagnosis of a specific illness, from age 1 through age 15, as itemized:

Well Baby

Birth to age 1  
All office visits for scheduled immunizations and screening 

Routine care to a well newborn infant from the date of birth to age one, including: Newborn facility and professional charges.  All office visits for scheduled immunizations and screenings.

Well Child              Diagnosis is V20.2 under age 15.


Age 1-2

Three office visits per year for scheduled immunizations and screenings.

Age 3-15 
One office visit every 12 months for scheduled immunizations and screenings

Covered dependent children under age 16 are eligible for wellness benefits, subject to deductible and co-insurance in the PPO Plan.  A physician must perform examinations.  Benefits include:

Well Adult

Adult wellness diagnosis is V70.0

This program includes routine physical examination by a physician that may include influenza vaccination, lab work, and x-rays performed as part of the examination in the physician’s office and billed by that physician with wellness procedure and diagnosis codes.  All other health services coded with wellness procedures and diagnosis codes are excluded.

(No deductible - limited to a maximum benefit of $200)

PPO in-state and non-Louisiana residents – 100% of eligible expenses up to the maximum benefit; non-PPO in-state – 70% of eligible expenses up to 70% of the maximum benefit

The well Adult benefit covers up to $200 in expenses, not subject to deductible for physical exam and related pathology and radiology services.

Age 16-39
$200.00
during a 3-year period

Age 40-49
$200.00
during a 2-year period

Age 50-over
$200.00
during a 1-year period

The examination MUST be performed by a physician and be billed by that physician.

If the patient has used his or her eligible wellness benefit for the time period in which he or she is able to receive benefits, OGB WILL DENY any other wellness claims as not eligible during this same time period for that patient.

The patient is responsible for any wellness cost exceeding the allowable benefit of $200.00.

ELIGIBLE WELLNESS CARE SERVICES

Laboratory Tests

ELIGIBLE SERVICE

DESCRIPTION

80050



General health panel

80053



Comprehensive metabolic panel

80061



Lipid panel

81000



Urinalysis

81001



Automated with microscopy

81002



Without microscopy

81003



Without microscopy; automated

82270



Blood, occult:  feces screening

82465



Cholesterol, serum total

82747



RBC

82947



Glucose; quantitative

82948



Blood, reagent strop

82951



Tolerance test (GTT)

82952



Tolerance test-beyond three specimens

83718



Lipoprotein, direct measurement; HDL

84443



Thyroid stimulating hormone

84478



Triglycerides

85007                                 Blood count:  manual differential WBC                 count         

85021



Hemogram Automated

85022
Hemogram, automated and manual        differential

85023
Hemogram and platelet count, automated and manual differential WBC Count

85024
Hemogram and platelet count, automated and automated partial differential WBC count

85025
Hemogram and platelet count, automated, and automated, and automated complete

85031
Blood count, hemogram, manual, complete CBC

85610
Prothrombin time

85651
Sedimentation rate, erythrocyte; non-automated





Radiological Tests

ELIGIBLE SERVICE

DESCRIPTION

71010
Radiologic examination, chest, single       view, frontal

71015



Stereo, frontal

71020
Radiologic examination, chest, two views, frontal and lateral

71030
Complete, minimum of four views

Immunizations

ELIGIBLE SERVICE

DESCRIPTION

86580



Skin test; tuberculosis

86585



Skin test; tuberculosis tine test

90389
Tetanus Immune

90476
Adenovirus vac type 4

90477
Adenovirus vac type 7

90585
BCG

90645
Hib, HbOC

90646
Hib, PRP-D

90647
Hib, PRP-OMP

90660
Flu mist Intra-nasal mist vaccine (Pneumococcal)

90669
Pneumococcal

90680
Rotavirus vac, Tetravalent, live, for oral use

90700
DtaP

90701
DTP

90702
DT

90703
Tetanus Toxoid

90704
Mumps virus vaccine

90705
Measles virus vaccine

90706
Rubella virus vaccine

90707
MMR

90708
Measles and rubella

90709
Rubella and mumps

90710
MMRV

90712
Poliovirus vaccine

90713
IPV

90716
Varicella virus vac

90718
Tetanus and diphtheria

90719
Diptheria toxoid

90720
DTP-Hib

90721
DtaP-Hib

90723
Diphtheria, tetanus

90733
Meningococcal 

90748
Hepatitis B and Hemophilus influenza

Coding for Office Wellness Visits

99382



age 1-4 office visits for wellness

99383



age 5-11 office visits for wellness

99384



age 12-17 office visits for wellness

99395



age 16-39 office visits for wellness

99396



age 40-49 office visits for wellness

99397



age 50 & over office visit for wellness

Routine Services

Not subject to annual deductible:

1. Routine Pap Smears
One Pap test for cervical cancer per every 12 months, subject to co-insurance and co-pay.

ELIGIBLE SERVICE

DESCRIPTION

88142



Cytopath cer/vag; manual screen

88143



Cytopath Cerv/Vag thin prep; W

88144



Cytopath Cerv/Vag thin prep; M

88145



Cytopath Cerv/Vag thin prep; M

88147



Cytopath Cerv/Vag thin prep; A

88148



Cytopath Cerv/Vag; Auto Screen

88150



Cytopath Slide Cerv/Vag; Manual


88152



Cytopath Slide Cerv/Vag; M

88153



Cytopath Cerv/Vag; Man Scrn-RE

88154



Cytopath Cerv/Vag; Man Acrn-CO

88164



Cytopath Slides-Cerv/Vag; Man


88165



Cytopath Slides-Cerv/Vag; Man

88166



Cytopath Slides-Cerv/Vag; Man

88167



Cytopath Slides-Cerv/Vag; Scrn

88199



Cytopathology Procedures

P3000



Screen Pap by Tech w MD Supu

Q0091


Obtaining Screen Pap smear

2. Routine Mammograms

Mammographic examinations performed according to the following schedule:

a. One mammogram during the five-year period a person is 35-39 years of age.

b. One mammogram every two calendar years for any person who is 40-49 years of age or more frequently if recommended by a physician;

c. One mammogram every 12 months for any person who is 50 years of age or older;

Deductible does not apply-Subject to co-insurance and co-pay.

ELIGIBLE SERVICE

DESCRIPTION

76090



Mammography; Unilateral

76091



Bilateral

76092



Screening Mammography, bilateral






(Two view film study of each breast).

3. Routine Prostate-Specific Antigen

Testing for detection of prostate cancer, including digital rectal examination and prostate-specific antigen testing, once every twelve months for men over the age of 50 years, and as Medically Necessary for men over the age of 40 years;

ELIGIBLE SERVICE

DESCRIPTION

84152



Prostate Specific Antigen; complexed

84153



Prostate Specific Antigen; total

84154



Free

This listing is intended as a guide for our provider partners; requirements may change.
Durable Medical Equipment
Lifetime Maximum per Covered Person




$50,000

Durable Medical Equipment means equipment which (a) can withstand repeated use, (b) is primarily and customarily used to serve a medical purpose, (c) generally is not useful to a person in the absence of a illness or injury and (d) is appropriate for use in the home.  

Durable Medical Equipment includes, but is not limited to, such items as wheelchairs, hospital (semi-electric) beds, respirators, braces (non-dental), and other items that the Program may determine to be durable medical equipment.

Mental Health and Substance Abuse

(Requires prior approval of services)

Deductibles
Annual per person


$200

(Separate from Comprehensive Medical Benefits deductible)

Inpatient



$50 per day

(Maximum 5 days; $250 per stay)

Benefits

80% of the first $5,000 of eligible expenses

100% of eligible expenses over $5,000 until the Lifetime Maximum for all Plan benefits is reached

Up to a maximum of 45 inpatient days per person, per plan year

Up to a maximum of 52 outpatient visits per person, per Plan year, inclusive of the intensive outpatient program

Note: Two days of partial hospitalization or two days of residential treatment center hospitalization may be traded for each inpatient day of treatment that is available under the 45-day plan year maximum for inpatient treatment.  A residential treatment center is a 24-hour mental health or substance abuse, non-acute care treatment setting for active treatment interventions directed at the amelioration of the specific impairments that led to admission.  Partial hospitalization is a level of care where the patient remains in the hospital less than 24 hours.

Expenses incurred for emergency services will be reimbursed only if, after review, the services are determined to be a life-threatening psychiatric emergency resulting in an authorized mental health or substance abuse admission within 24 hours to an inpatient, partial, or intensive outpatient level care.  Non-emergent psychiatric or substance abuse problems treated in the emergency room will not be eligible for reimbursement.

The plan for Mental Health and Substance Abuse is designed to provide the Plan participant with personal care for daily problems, as well as treatment for more serious concerns, and is managed by United Behavioral Health.  The Plan Participant can receive help for issues such as:

· Depression and anxiety

· Alcohol and drug abuse

· Marriage and family problems

Difficulties with children and teenagers

· Crisis situations

The services provided through the Plan include:

· Information and referral

· Crisis Intervention

· A network of qualified MHSA providers

· A network of JCAHO accredited MHSA facilities

· Treatment follow-up

· Case management

United Behavioral Health is responsible for helping the Plan Participant find the care that is right for them.  The Plan is private and easy to use.  The Plan Participant and/or covered family members can access care by calling at 1.866.492.7143.  When the Plan Participant calls, a customer care coordinator will ask them a few questions, help them select a network provider that is convenient to their home or workplace, and assist with setting up an appointment, if needed.  If the Plan Participant needs immediate assistance, United Behavioral Health has clinical staff available 24 hours a day to assist.

All MHSA services, both inpatient and outpatient, must be preauthorized by the behavioral Health Contractor.

Rehabilitation Services

Physical Therapist, Speech Therapist and Occupational Therapist who are licensed by the state in which the services are rendered are covered when:

· Prescribed by a licensed medical doctor;

· Services require the skills of and performance of a licensed physical therapist or licensed occupational therapist and performed in a non-group setting;

· Restorative potential exists;

· Meet the standard for medical practice;

· Reasonable and necessary for the treatment of the disease, illness, accident, injury or post operative condition;

· Approved through Case Management when rendered in the Home;

Cardiac Rehabilitation is covered when:

· Rendered at a medical facility under the supervision of a physician;

· Rendered in connection with a myocardial infarction, angioplasty (with or without stent), or cardiac bypass surgery;

· Completed within 6 months following the qualifying event.

Note:  Charges incurred for dietary instruction, educational services, and behavior modification literature, health club membership, exercise equipment, preventative programs and any other items excluded by the Plan are not covered.

SECTION 3
MEDICAL I.D. CARDS and ELIGIBILITY VERIFICATION

The purpose of the OGB identification card is to identify an OGB plan member. The ID card is an excellent source of information about the plan participant’s coverage.

Due to the enforcement of HIPPA regulations and for the protection of OGB plan members, identification numbers are no longer included on new OGB health/prescription cards, effective July 1, 2004.  Dependent plan members are responsible for providing healthcare providers with the employee’s social security number for eligibility, filing claims, claims processing, etc.  Occasionally, new plan participants do not receive their card prior to an office visit.  Verification of eligibility and benefits can be obtained by calling OGB’s RightFax at 1.800.233.8156 or by visiting OGB’s web site at www.groupbenefits.org  where insurance verification can be confirmed via return e-mail.

Since an OGB plan participant’s coverage status can change at any time, you should request and copy the plan participant’s OGB ID card and additional proof of identification (preferably a photo ID).  At each visit verify that the plan participant continues to participate in the same health plan.  Call the number provided on the ID card or check the status via the web site (SeBois) for eligibility and benefit plan type information.

OGB will verify a participant’s eligibility.  Eligibility is based on the data available at the time the request is made.  Subsequent changes to eligibility may not be available at the time of the request and may alter the OGB plan participant’s eligibility on that particular date.  Accordingly, verification of eligibility is not a guarantee of coverage.

Payment at the contracted rate will be made for medically necessary eligible expenses rendered to eligible OGB plan members after satisfaction of applicable deductible, co-insurance, co-payments, and/or pre-certification requirements. 

A patient may be billed directly if it cannot be proven that the patient is an OGB plan participant at the time of service.  If it is later determined that the patient is an OGB plan participant and has paid for rendered services which are covered under his or her benefit plan, you must refund the OGB plan participant any amounts collected in excess of applicable co-payments, co-insurance, deductibles, or fee schedule amounts.

If the OGB plan participant does not have an ID card, call RightFax or visit OGB’s web site at www.groupbenefits.org, or you may call Provider Customer Service at 1.800.215.1093.

Below are sample ID cards for OGB plan members.  Actual cards may vary in layout or design, but will include the OGB logo in the upper right hand corner.
SAMPLE INSURANCE CARDS

[image: image1.png]W/'—- Catalystrx
A HealthExtras Company

Health and Pharmacy Benefits ID Card

Rx Group#: STLA

Rx Bin#: 005947

PCN: CLAIMCR

Name: TOMMY K. SAMPLE

The cardholder’s Social Security number must be provided at the point of service




[image: image2.png]Present this card when visiting a participating network pharmacy or health care
provider. It identifies you as a Office of Group Benefits Plan Member.
This ID Card does not guarantee medical coverage or benefits.

For Health Claims information: 1-800-272-8451
RightFax 1-800-233-8156
TDD: 1-800-259-6771

Website address: www.groupbenefits.org
Mailing address for claims: Office of Group Benefits
P.O. Box 44036
Baton Rouge, LA 70804

Important Phone Nurbers Concerning Your Benefits

Hospital Pre-Admission 1-800-432-3432

(For emergency hospitalization/surgery, you must call within 72 hours)
Mental health/Substance Abuse Pre-certification 1-866-492-7143
(For in-patient and out-patient treatment/therapy)

For drug claims information/locate participating pharmacy ~ 1-866-358-9530 or
1-877-362-3933





Who’s Eligible?
Eligibility requirements apply to all participants in the Program, whether in the PPO, EPO, MCO, or a HMO Plan.

Employees of the State may enroll in the OGB Program if they are full-time employees of a participating agency or school board.  Employees may enroll the following dependents:
a. A legal spouse.
b. Never married children under 21 years of age who are dependent upon the employee for support.
c. Never married children, age 21 or older, but less than 24 years of age, who are enrolled and attending classes as full-time students and are dependent upon the plan participant for support.  (A full-time student is one who is enrolled in an accredited university, college, vocational, technical, or trade school or institute, or a secondary school, for the number of hours or courses considered to be full-time attendance by the school or institution.)  Full-time student status of a dependent child must be furnished each semester.  If OGB does not have current proof of student status, verification of benefits may not be given.  Claims will not be paid on students who have not sent verification of “full time student status” for the current semester/term.
The term “Children” includes the following:

a. Natural or legally adopted children of the plan participant or spouse, who are dependent upon the covered person for support.
b. Children who have been placed with the family for adoption, by agency adoption contract or by irrevocable act of surrender for private adoption, who are living in the household and are or will be included as a dependent on their federal income tax return for the current or next tax year.
c. Other children for whom the plan participant has been granted guardianship or legal custody, who live in their household and who are or will be included as dependents on their federal income tax return for the current or next tax year.
d. Grandchildren for whom the plan participant does not have legal custody or guardianship, who are dependent upon them for support and whose parent is one of their covered dependents.
e. If a never married dependent child is incapable of self-sustaining employment by reason of mental retardation or physical incapacity and became incapable prior attainment of age 21, and is dependent upon the covered employee XE "Employee"  for support, the coverage for the dependent child may be continued for the duration of incapacity. 
i. Prior to such dependent child’s attainment of age 21, an application for continued coverage must be submitted to the OGB together with current medical information from the dependent child’s attending physician to establish eligibility for continued coverage as set forth above.

ii.  
OGB may require additional medical documentation regarding the dependent child’s mental retardation or physical incapacity upon receipt of the application for continued coverage and as often as it may deem necessary thereafter. XE "Employee"  For purposes of this section, mental illness does not constitute mental retardation.
Retiree Coverage
In order to be eligible for retiree coverage, the retiree must be enrolled for coverage as an employee at the time of retirement.  If plan participants drop retiree coverage for any reason, they are not eligible to re-enroll.
SECTION 4

PROVIDER CONTRACTING

The OGB PPO plan is comprised of over 3600 contracted providers who serve over 88,000 members.  As of July 2005, the OGB PPO plan has the following numbers of contracted providers:

· Acute Care Hospitals

        
124

· Long Term Acute Care Hospitals

27

· Rehabilitation Hospitals


13

· Ambulatory Surgical Centers

63

· Dialysis providers



18

· Infusion Therapy providers


26

· Physicians, Therapists, DME

3,355
*Some of these providers may have multiple locations and are only counted as one.
  Provider membership in the PPO plan depends upon a contractual relationship between the provider and the OGB.  The OGB PPO contracts are simple yet comprehensive documents issued to providers on a yearly basis as opposed to the “evergreen” contracts issued by many health insurers.  ALL OGB PPO contracts are effective the first day of the state’s fiscal year, July 1, and terminate on the last day of the state’s fiscal year, June 30.

The OGB contract is composed of a contract body, payment schedule (Exhibit A), address for notices (Exhibit B), Provider Information Sheet, and a W-9.  Additionally, a renewing provider will receive a form entitled “List of Physicians Identified by Taxpayer Identification Number”.  In order for the contract to be fully executed by the OGB, the provider must sign and return the entire contract and any attachments to the OGB.

The contract must not be altered in any way and must include a current copy of malpractice insurance certificate.  The certificate showing proof of current malpractice insurance must not expire within 30 days from the date the contract is reviewed by the OGB.  If the certificate has an expiration date within 30 days of the OGB’s review, the contract will be rejected and a new certificate of malpractice insurance will be requested from the healthcare provider.

The OGB’s yearly contracting process also facilitates the printing of two provider directories.  The OGB mails contracts to providers starting in December of each year with an early return date so that an interim provider directory of contracted providers can be published and distributed to state employees during Annual Enrollment.

Annual Enrollment begins in April and OGB holds meetings with OGB enrollees and prospective enrollees.  During these meetings, state employees are presented with the health plans available for selection along with the appropriate provider directories for each plan.  In order to be included in the OGB interim PPO directory, providers must return their contracts with the required documents by the established deadline.  Providers who miss the initial deadline will not be included in the interim PPO directory, but could be included in the final directory if contracting requirements are met.

The Office of Group Benefits issues specific contracts for specific categories of healthcare providers.  The contract types and categories are:

· Hospital Contact:  A licensed acute care hospital

· Rehabilitation & Long Term Acute Care Contract:  A licensed hospital approved by Medicare to treat rehabilitation or long term acute care patients

· Rehabilitation Contract:  An inpatient rehabilitation facility

· Ambulatory Surgery Center Contract:  A licensed ASC 

· Dialysis Contract:  A facility providing hemodialysis services

· Infusion Therapy Contract:  A provider of infusion therapy services

· Physician Contract:  This contract will cover all other services not case managed and is issued to healthcare providers such as:

· physicians

· physical, speech, or occupational therapists

· DME providers

· independent diagnostic and testing centers

· certified pathology laboratories

All contracts are issued based upon a Taxpayer Identification Number.  While a provider with one type of contract may provide many types of services, the OGB will not issue more than one contract to any tax id number.  

If you have any questions regarding your contract or the contract process, please contact your Regional Marketing Representative listed below:

Provider Services Marketing Representatives
Wayne Diel

225.925.4026
ddiel@ogb.state.la.us
Region 1

Region 2

Dianne Smith
225.922.3145
dsmith@ogb.state.la.us
Region 3

Region 6

Shawn Welcome
225.925.7713
swelcome@ogb.state.la.us
Region 4

Region 5

Chris Wilson

225.925.2863
cwilson@ogb.state.la.us
Region 7

Jim Blakely

225.925.4599
jblakely@ogb.state.la.us
Region 8

Region 9
Contracts

All contracts are bar-coded with a unique record number for tracking purposes.

It is imperative that documentation required for contracting accompany your signed contract.  If required documentation is not included, (most current W-9, Provider Information Sheet, and current malpractice/liability insurance) contracts are considered incomplete and will not be approved. 

NOTE: The expiration dates for all required documents must not be within 30 days of the application’s receipt. 

NOTE:  Delay in notification of tax identification changes, address changes, and/or changes in affiliations may result in claims payment errors.  Please notify your Marketing Representative immediately of any of the above changes.  New contracts must be issued for tax identification changes in order for services to be processed as in-network.

Provider Dispute Resolution Process

The Provider Dispute Resolution Process is for Providers to appeal actions taken by OGB that relates to (1) the Provider’s status within the provide network; or (2) the Provider’s professional competency or conduct.

	Level 1

Appeal
Level II

Appeal
	The Provider may appeal the proposed corrective action by submitting a written request for appeal and documentation in writing to the Director of Provider Services, for review by the OGB Quality Management Committee.

If the Provider is not satisfied with the Level I resolution, the Provider may request that the appeal be given the opportunity to be presented to an independent internal committee for review.  Provider must submit additional documentation to support appeal request.


 Appeals should be submitted to:

The Office of Group Benefits

Director of Provider Services

5825 Florida Blvd.

P.O. Box 44036

Baton Rouge, LA  70804

Provider Access and Availability

OGB has initiated Access and Availability standards for its provider network to ensure that Plan Members have reasonable access to all contracted providers in the network and that the contracted providers are available to provide services to the Plan Members.  

Provider Access refers to the distribution of healthcare providers throughout OGB’s primary service area and addresses the geographic location of healthcare providers relative to eligible Plan Members.  OGB has established access to care standards based on mileage between the Plan Member and Providers.  The OGB access standards are as follows:

Provider Type


Metropolitan Standard
Rural Standard    

Acute Care Facility


25



40 

Ambulatory Surgical Center
40



60

Rehabilitation Facility

45



70

Primary Care Physician

20



30

OB/GYN Physician


20



30

Specialist Physician


25



35

Allied – Physical Therapy

20



30

Allied – Chiropractor

20



30

Provider Availability is the timeliness of healthcare services provided to the Plan Member by the provider.  The OGB availability standard categorizes care as emergency, urgent, and routine and requires that the patient receive care within an amount of time established by OGB.  These categories are defined below:

Emergency Care is a medical situation in which a member would reasonably believe that their situation is life or limb threatening.

Urgent Care is a medical condition which could result in serious injury or disability if medical attention is not received in a limited amount of time.  These conditions are not considered to be life threatening.

Routine Care is defined as conditions which could develop if left untreated over a period of time.

The standards are as follows:

Emergency Care
=
Immediate Access

Urgent Care 

=
32 Hours 

Routine Care

=
25 Days

The OGB also addresses instances of excessive Patient Wait Times during office visits.  An excessive wait time is considered to be a duration of one hour or greater at the provider office prior to being seen by a medical professional.  

PROVIDER INFORMATION SHEET 
ALL CORRESPONDENCE SUBMITTED TO Office of Group Benefits MUST INCLUDE PROVIDER TAX ID.

Provider Information

Provider Name _______________________________________________________________________________________________


Tax ID Number _________________    Effective Date of Tax ID_____________________   Previous Tax ID____________________

Telephone (        )                         ___Fax (__) ____________________ Provider Type:  Individual ___________Group____________

Practice Address (Physical Location) __________________________________________________________Ste._________________ 

City ____________________________State _____Zip_____________    

    Specialty: ___________________________________

Billing INFORMATION (if different from above)
Billing Contact Person __________________________________

Telephone (        )                        Fax (     ) ______________________

Billing Address___________________________________________________________________________Ste._______


City ______________________________State _______Zip_____________

ContRact Information (if different from above)

Contracting Contact Person ________________________________ 

Contract Address (Physical Location to Mail Contracts) ___________________________City _________________State _____Zip________ 

Email____________________________ Telephone (____) ____________Fax (___) ________________________
Please fill out the following table, listing all providers under this Tax Id Number.  Attach additional sheets if necessary.

	PROVIDER NAME
	SPECIALTY
	MEDICAL LICENSE NUMBER
	EXPIRATION DATE
	FEDERAL DEA NUMBER
	EXPIRATION DATE
	STATE DRUG NUMBER
	MEDICARE NUMBER

	 
	 
	 
	 
	 
	 
	 


	

	 
	 
	 
	 
	 
	 
	 
	

	 
	 
	 
	 
	 
	 
	 
	

	 


	 
	 
	 
	 
	 
	 
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


(1) Attach Copies of: W-9(Tax ID) (2) Attach Copies of: Malpractice Coverage/Policy (3) Copy of Hospital /ASC License (if applicable) 

SECTION 5

UTILIZATION MANAGEMENT PROGRAM COMPONENTS

Hospital Admission Prior Authorization
The Office of Group Benefits is currently contracted with InfoSystem Care Management for Utilization Review management services.  Please call 1.800.432.3432 for all required prior authorizations.

When an OGB network physician determines the need for hospitalization, he or she must request authorization prior to the admission.  Although the OGB network physician determines the need for hospitalization, OGB network hospitals are responsible for ensuring that all authorization requirements are met.

Prior authorization for inpatient elective surgery requires 72 hours prior authorization for elective surgery. Claims payment may deny if this is not met. Authorization will be given only for admission the day of surgery unless an earlier admission is medically necessary under the terms of the benefit plan.  Therefore, laboratory work and routine pre-surgical procedures should be completed, whenever feasible, prior to admission or on the day of surgery.

Weekend admissions for elective procedures not performed on the day of admission will not be authorized unless a medical necessity for the delay can be substantiated.
Pre-Certification of a plan member is not required if a plan member has Medicare Part A and B.  If plan members have only Part A or only part B, OGB requires Pre-Certification.  It is recommended that Pre-Certification be obtained regardless of Medicare participation for the protection of OGB’s provider partner’s reimbursement.

Concurrent Review
Following the initial authorization, a Utilization Review representative may conduct an inpatient review either on-site or by telephone.  This review will be conducted concurrently for a hospitalized patient to review and determine discharge planning needs, appropriate level of care, and necessity of continued stay.

Utilization Review will provide prompt notice of its determination.  The determination will either:

· Authorize an extension in the length of an inpatient stay, or
· Indicate that any further length of stay is not medically necessary and will not be authorized.

Discharge Planning
Discharge planning begins at the time of an urgent/emergency admission, and optimally prior to a scheduled admission.  Utilization Review representatives are available to discuss discharge planning with the OGB plan participant’s physician and hospital personnel, and to authorize benefits for services for the patient’s post-hospital care through contracted vendors.

The attending physician or hospital discharge planning staff must refer to prior authorization requirements from Utilization Review for post-discharge services such as home health care, ambulance service, rental or purchase of durable medical equipment, or a skilled nursing facility admission.

Some of these outpatient services may be granted prior authorization for a specific period of time or number of visits.  This process is necessary to ensure that the planned provider of service is a network provider; the type of service is covered under the health benefit plan and is medically necessary.  Utilization Review representatives can assist the attending physician or hospital discharge planner in coordinating the necessary arrangements.

Ambulatory Surgery/Outpatient Procedure Certification
Outpatient Procedure Certification (OPC) certifies that certain outpatient procedures and therapies are Medically Necessary; and

· It is the Plan Member’s responsibility to assure that OPC is requested on services performed by non-PPO providers
· On services performed by a contracted provider, it is the provider’s responsibility to obtain OPC.  The Plan Member cannot be billed if the provider fails to obtain prior authorization.

Regarding OPC on the following procedures:

· Speech Therapy

· All Therapy performed in the home setting

No benefits will be paid for the facility fee in connection with outpatient procedures, or the facility and professional fee in connection with speech therapy:

· Unless OPC is requested at least 72 hours prior to the planned date of procedure or therapy;

· For charges incurred on any listed procedure for which OPC was requested but not certified as Medically Necessary by the Program’s utilization review contractor.

Benefits otherwise payable for services rendered by a non-contracted provider (only) will be reduced by 25% for any procedure or therapy on which OPC was not obtained.  Contracted providers will be required to write off the entire amount if pre-certification is not obtained.

Although the OGB network physician determines the need for ambulatory surgery, OGB network hospitals and ambulatory surgical centers are responsible for ensuring that all authorization requirements are met.  If the patient is admitted to the hospital after the surgery has been performed, the admitting physician must notify Utilization Review.

Emergency Room Visit
If possible under the circumstances, OGB plan participants should call their network physician’s office or after-hours emergency number prior to seeking medical services except for emergency care.  If the network physician determines that the OGB plan participant be examined by a physician, he or she will use professional discretion in directing the OGB plan participant to the physician’s office, a network hospital, or as medically necessary, to the nearest emergency facility.

If OGB plan participants cannot contact their network physician before seeking medical attention for an emergency, they should go to the nearest emergency facility.  The network physician needs to notify Utilization Review within two working days if the plan participant is admitted to the hospital for an emergency admission.

Medical care provided at an emergency facility without notification to Utilization Review will be reviewed on a retrospective basis.  Follow-up care must be rendered within the OGB delivery system service area, and be provided or arranged through a network physician or provider for these services to be a covered benefit, or to be covered at the in-network benefit level.

If OGB determines, under the terms of the benefit plan, that an emergency did not exist and the OGB plan participant was not referred by his or her network physician, the OGB plan participant may be financially responsible for any services rendered, including services which OGB determines were not medically necessary.

Emergency care is defined by OGB as “a serious medical condition or symptom (including severe pain) resulting from injury, sickness, or mental illness which arises suddenly and, in the judgment of a reasonable person, requires immediate care and treatment, generally received with 24 hours of onset, to avoid jeopardy to the life or health of a covered person.”

Emergency Admission
Admission of an OGB plan participant to a hospital on an emergency basis must be reported by the hospital, the admitting physician, or the network physician to Utilization Review within 48 hours or 2 business days.  

Upon notification of an emergency admission, the admission will be reviewed.  If the admitting physician is not the OGB plan participant’s network physician, he or she should notify the network physician of the admission.

Retrospective Review
OGB Utilization Review may conduct retrospective review of services provided to an OGB plan member.

Retrospective review of any case may include the following:

· Review of the appropriateness and medical necessity of care if not reviewed previously

· Review of admissions that were not previously reviewed by OGB

· Review of the coding of diagnoses and procedures

Medical Necessity
OGB Utilization Review program determines if the health care services proposed or rendered are:

· Medically necessary,

· Provided at the appropriate level of care

· Performed at the appropriate level of service, and

· Covered under the plan participant’s benefit plan.

“Medical Necessity” or “Medically Necessary” means health care services and supplies which are determined by OGB to be medically appropriate, and

a. Necessary to meet the basic health needs of the covered person;

b. Rendered in the most cost-efficient manner and type of setting appropriate for the delivery of the service or supply;

c. Consistent in type, frequency, and duration of treatment with scientifically based guidelines of national medical, research, or health care coverage organizations or governmental agencies that are accepted by OGB;

d. Consistent with the diagnosis of the condition;

e. Required for reasons other than the comfort or convenience of the covered person or his or her physician; and

f. Demonstrated through prevailing peer-reviewed medical literature to be either:

(1) Safe and effective for diagnosing or treating the condition or sickness for which their use is proposed;
(2) Or safe with promising efficacy for treating a life threatening sickness or condition;

(3) Or in a clinically controlled research setting, and using a specific research protocol that meets standards equivalent to those defined by the National Institutes of Health.

For the purpose of this definition, the term “life threatening” is used to describe sicknesses or conditions, which are more likely than not to cause death within one year of the date of the request for treatment.

The fact that a physician performed or prescribed a procedure or treatment or that it may be the only treatment for a particular injury, sickness, or mental illness does not mean that it is a Medically Necessary covered health service as defined in the covered person’s benefit contract.

The definition of Medically Necessary relates only to benefit coverage and may differ from the way in which a physician engaged in the practice of medicine may define medically necessary.

Services and supplies that are not determined to be medically necessary are not covered and will not be paid.  Please refer to the “Appeals of Utilization Review Denials” heading in this section for information regarding appeals of Utilization Review denials.

There will be instances where the Utilization Review Medical Director will review the medical necessity of requested patient care with you.  This is likely to occur during the Utilization Review of hospitalization and specific outpatient services.  The Medical Director may discuss the reasoning or indication that led you to request a specified procedure/treatment.

Medical Records
Medical records contain important clinical history of the patient.  It is imperative that all patient medical records are organized and complete.  Periodically, the Medical Director will request the records of an OGB plan participant for review.  These requests for medical records are authorized by your provider participation agreement and are part of the Utilization Review process.  A separate signed authorization is not required.  These should be provided at no cost to OGB.
Out of Area Transfers
Network physicians and providers are required to assist OGB in facilitating the transfer of OGB plan participants from out of area providers to network physicians, providers, or hospital(s) if the transfer is determined medically acceptable by the network physician or provider and the out of area attending physician.

Case Management

Case Management (CM) is the managed care program available in cases of illness or injury where critical care is required and/or treatment of extended duration is anticipated.   Case Management may provide coverage for services that are not normally covered.  To be eligible, the condition being treated must be a covered condition and Case Management must be approved prior to the service being rendered.  
OGB must be the PRIMARY PAYOR for services to be Case Managed.

These charges are subject to the deductible, co-insurance, fee schedule, and maximum benefit limitations.

The following criteria must be met:

· The Program must be the primary carrier at the time Case Management is requested.  Any Case Management plan will be contingent upon the Program remaining the primary carrier;

· The patient must not be confined in any type of nursing home setting at the time Case Management is required.

· There must be a projected savings to the Program through Case Management; OR a projection that Case Management expenses will not exceed normal Plan benefits; and 

· The proposed treatment plan will enhance the patient’s quality of life; 

· Benefits will be utilized at a slower rate though the alternative treatment plan;

· If approved, Case Management may provide any of the following;

· Alternative care in special rehabilitation facilities;

· Alternative care in a skilled nursing facility/unit or swing bed (not nursing home), or the patient’s home, subject to the deductible and co-insurance.

· Avoidance of complications by earlier hospital discharge, alternative care, and training of the patient and/or family.

· Home health care services limited to 150 visits per Plan year;

· Hospice care:
· Not subject to the deductible;

· Benefits are always payable at 80%.
· Private duty nursing care (does not include assisted living).
· Total Parenteral Nutrition (TPN), provided that home visits for TPN are not reimbursable separately.

· Enteral nutrition up to a single 90-day period for instances where through surgery or neuromuscular mechanisms, the patient cannot maintain nutrition and the condition can reasonably be expected to improve during this 90-day time-span.

· Physical, Speech, and Occupational therapy rendered in a home setting.

· Long Term Acute Care

· Mental health and substance abuse services or conditions are not eligible for Case Management.

· Benefits are considered payable only upon the recommendation of the Program’s contractor, with the approval of the attending physician, patient or his representative, and the Program or its representative.  Approval is contingent upon the professional opinion of the Program’s Medical Director, consultant, or his designee as to the appropriateness of the recommended alternative care.

· If a condition is likely to be lengthy or if care could be provided in a less costly setting, the Program’s contractor may recommend an alternative plan of care to the physician and patient.


Appeals of Utilization Review Denials
Providers may only appeal Utilization Review Denials

Overview
An appeal is a specific request to reverse a denial or adverse determination and restriction of benefit coverage.  A denial of benefits is based on:

· Medical necessity,
· Specific benefit contract exclusions, or

· Lack of medical information.

An explanation of the appeals process is provided with the verbal and written notification of each denial determination.  If you disagree with a denial decision made by Utilization Review, there are appeal opportunities available to reverse the initial determination.  The physician and the patient accept the final treatment decision.

Appeal Requests
Appeal requests are submitted to Utilization Review (InfoSystem Care Management) verbally or in writing within 60 days of the initial benefit denial.  InfoSystem Care Management can only review appeals on the basis of “lack of medical necessity.”  The Utilization Review Company will not grant retroactive approval of non-compliance of the pre-certification process.  The appeal process can be initiated by calling 1.800.432.3432.  To reach InfoSystem Care Management to request appeals please call 1.800.432.3432.   Written submitted appeal requests should include:

· The plan participant’s name and employee identification number,

· The actual service for which benefit coverage was denied,
· The reason why you feel benefit coverage should be provided, and
· Any available medical information to support your reasons for reversing the denial determination.

Appeals Review
All appeal requests and associated information are forwarded for further review and determination to the Medical Director or designated physician consultant previously uninvolved with the case.  Utilization Review may request additional information from you to document the medical necessity of the health care services.

Determination Timeframes
Timeframes for review of the appeal requests and determinations are based on the urgency of the requested care/services, and are classified as expedited or standard.  Expedited appeals typically involve urgent or ongoing care/services.  Standard appeals typically involve non-urgent prospective care/services, and may include retrospective care/services.  Appeal determination timelines meet or exceed those required by regulatory agencies.

Notification of the Determination
The outcome of the appeal review is communicated verbally and in writing to the appellant and all involved parties by the Medical Director or designated representative.  Appeal notification timelines meet or exceed those required by regulatory agencies.
SECTION 6
CLAIMS OVERVIEW
Acceptable Claim Forms
You may submit claims in one of the following formats:

· Electronic Claim Submission (RECOMMENDED)


· HCFA 1500 Form 

· UB-92 Form


Completing the Forms
For Plan reimbursements, ALL BILLS MUST SHOW: 

Employee’s name 

Employee’s social security number

Employee’s member number / OGB Assigned 

Name of patient 

Date of Birth

Name, address, and telephone number of rendering provider of care 

Provider Tax Identification number 

Place of Service

ICD-9 diagnosis code

Type of services rendered, with diagnosis and/or procedure codes 

Place of Service

CPT (procedure codes) or HCPCS codes, and/or Revenue codes 

Date of Service 

Line Charges 

Total Charges

Anesthesia minutes and Number of units (15 minute units)
Medicare explanation of benefits, if applicable 

Durable Medical Equipment (DME) requires a letter of medical necessity and copy of prescription and a purchase price for equipment.
· The DME can require additional documentation in order to determine the extent of coverage or the appropriate reimbursement. Failure to furnish the requested information within 90 days of the request will constitute reason for the denial of benefits. 

Electronic Submission

Electronic claims submission offers physicians and other providers faster and more efficient payment, less paperwork, and lower mailing costs.  Electronic claims are accepted for any service, including those traditionally billed on a HCFA and USB.

To submit claims electronically, call Customer Service at 1-800-215-1093 and request the payer ID number. You can also get additional information to reach OGB contracted clearinghouses to set up your account.  
Where to Mail a Paper Claim
The appropriate claim office address is listed on the back of the OGB plan participant’s ID card.  
Claims may also be mailed to: 

OGB

Attn:  Claims 

P O Box 66398
Baton Rouge LA  70896

Correspondence
Any correspondence concerning claims should include the claim number on the Explanation of Benefits (or a copy of the Explanation of Benefits).  Also, please include the plan participant’s name, the subscriber’s name, and, social security number of the plan subscriber.

Coverage Payment Policies Coding Criteria
OGB’s standard is to accept valid current revenue, APC, ASA, CPT, DRG, HCPCS, ICD-9-CM, and NDC codes and modifiers.  

Administrative Facility Admission Fees
OGB does not consider administrative fees associated with admissions of patients, medical records, or other similar fees to be covered expenses.  These are not directly related to the treatment of an illness or injury.  These fees are not covered by OGB and may be billed to the OGB plan participant.
Filing Deadline
All claims must be submitted within 12 months following the date of service for which the expenses were incurred.
It is the responsibility of the plan member to ensure that claims are filed timely if another carrier is primary. Many providers do file secondary claims as a courtesy to patients, but federal regulations do not require providers to do so.  If you do file secondary for plan members and the primary provider’s Explanation of Benefits has not been received, you may file claims without an EOB.  Please consider it held for payment until the EOB is submitted.  It is suggested that this procedure be followed only near the yearly filing deadline.  It is also helpful when sending an EOB for a pending claim to indicate the claim number of the original claim. 

If your office does not bill secondary insurance, plan members must be provided with a copy of the super bill each time services are rendered.  Plan members may then submit this as a claim for reimbursement.  Please make sure the aforementioned list of items has been marked on the bill.
Claims Filing Requirements

Accident diagnosis: needs a written statement from the plan member explaining what happened, where, when, who was involved, and how it happened.  The report may need to be notarized and/or have the police report included.
Ambulance: charges need to include transportation origin and destination.
Anesthesia: OGB’s anesthesia policy was developed using guidelines from the American Society of Anesthesiologists (ASA), the American Medical Association (AMA) and the Health Care Financing Administration (HCFA).  Anesthesia services must be billed using codes from the ASA Relative Value Guide.

When multiple procedures are performed during a single anesthetic administration, only the code for the procedure with the highest basic value should be submitted.  Time for anesthesia procedures is to be reported in both minutes and 15-minute units.   Appropriate anesthesia modifiers must be used to denote whether the procedure was personally performed, medically directed, or medically supervised.  Some qualifying circumstances are covered.  Some physical status modifiers are covered upon review of supporting documentation.

Any procedures outside the actual delivery of anesthesia, identified by a basic value only, without any associated time units, are subject to the multiple surgical reduction guidelines.  Services that are considered to be an integral part of anesthesia services are not covered separately.

OGB will pay only the expenses of the CRNA or the anesthesiologist, but not both.  The first claim processed will receive the benefits.

Monitored anesthesia and IV sedation are fully covered as if general or regional anesthetic had been administered when the service criteria are met.  A -QS modifier must be attached to the procedure code to indicate monitored services when performed.  For the charges to be considered for payment, documentation, which supports the criteria, must accompany the claim.

When anesthesia services are performed in an office by an anesthesiologist, payment is allowed.  If the anesthesia is administered by the surgeon/physician performing the procedure, the anesthesia is considered part of the primary procedure and is not covered separately.

Assistant Surgeons: charges for assistant surgeons are not covered for those procedures where an assistant surgeon is not considered medically necessary.  The OGB plan participant cannot be billed for those charges.
Bundled Charges: all billed charges are subject to bundling and other automated logic during the adjudication process.  Any services or amounts not covered due to bundling or other payment logic are not billable to the OGB plan participant.  Bundled charges implemented by OGB include Correct Coding Initiatives (CCI).

Care Plan Oversight: OGB does not cover care plan oversight (CPT codes 99374-99380) since it does not involve direct patient care.

Emergency Service: use the same procedure for submitting emergency room claims as for all other claims.  Although prior authorization is not required, a review to determine the medical necessity of emergency room care is conducted at the time of claim processing.  This review uses the “prudent person” definition as endorsed by the American College of Emergency Physicians.  In some cases the emergency room record is required for review.  Your prompt response to this request for information will ensure a timely determination.  No fee should be charged to the Program for this information if requested.
Facility Based Private Duty Nursing: OGB does not cover inpatient private duty nursing.  Private duty nursing rendered in a hospital or skilled nursing facility is considered included in the room and board payment.  Hospital and skilled nursing facilities are required to determine and provide the appropriate level of nursing care for each patient.
Facility Fees for Professional Office Visit Services: OGB does not cover clinic facility fees billed under revenue codes 510-529.  Payment for facility fees associated with office services is included in the physician professional fee and is not paid separately.
Lab Handling: OGB does not cover laboratory-handling charges separately.  Lab handling is considered included in the primary evaluation and management service or a routine part of office overhead.
Massage Therapy: OGB does not cover massage therapy (CPT code 97124) when billed by a massage therapist.  
Maternity Care: routine maternity care is to be billed using the appropriate global maternity code.  Do not bill for each office visit for maternity care; these visits are included in the payment of the global maternity bill.  If you do not perform the global maternity services, bill with the appropriate non-global maternity CPT codes.

Missing information: claims missing any of the required information cannot be processed.  Physicians and providers submitting claims without the required information will be notified that the claims cannot be processed, and advised what additional information is needed to enable adjudication.  
Multiple Procedures: if you are performing multiple procedures, bill your full normal charge for each procedure.  We will adjust payment appropriately per our guidelines for multiple procedures.  The standard OGB coverage for multiple procedures is 100 percent of the allowable amount for the primary procedure, 50 percent of the allowable amount for the secondary procedure, and 25 percent of the allowable amount of the third and subsequent procedures.    

Prescription drug: claims need to be mailed to Catalyst.  Please call 1.800.364.6331.

OGB does not coordinate prescription drug purchases/co-pays with other carriers. 
Professional and Technical Component Payment: OGB covers the professional and technical components of global CPT procedures based on 21 different professional and technical percentage splits.  The appropriate –26 modifier (professional component) and/or –TC modifier (technical component) should be used.  This payment methodology closely mirrors the guidelines of the Health Care Financing Administration (HCFA).

Standby Services: OGB does not cover standby services billed under CPT code 99360.  The standby physician is paid for those face-to-face services directly rendered to the patient.  Neonatologists or pediatricians will be paid for attendance at delivery under CPT code 99436 (attendance at delivery) and when requested by delivering the physician.  Neonatologists and pediatricians will also be paid for initial stabilization of a newborn.

Taxes/Late Charge Interest: applicable sales tax is incorporated into the fee schedule allowance and will not be reimbursed as a separate item.  Late charge interest is not a reimbursable expense.

Telephone Care: charges for care by telephone (CPT codes 99371-99373) are not covered.

Unclean claims: claims that are hand written and claims that include more service lines than the form is designed to accommodate will be returned to the physician or provider unprocessed/denied.  These claims will be reconsidered once submitted cleanly and according to the above procedures. OGB Participants may not be billed for services for which a claim submission has been returned to the physician or provider for lack of information. The Plan can require additional documentation in order to determine the extent of coverage or the appropriate reimbursement.  Failure to furnish the requested information will constitute reason for the denial of benefits.
Venipuncture: OGB does not cover a venipuncture when billed by a network laboratory.  Venipuncture is considered to be included in the primary procedure.
Only one provider of service is to be submitted per claim.

Billing and Payment

Timeliness of Payments

OGB will pay the provider for covered services within 45 days of OGB’s receipt of the hospital bill.  The provider bill must include all necessary billing information.
OGB will advise the provider of any reason for non-payment if and when payment is not made within the 45-day period.  Such advice may be through provider Explanation of Benefits, SeBois, or letters.

Billing Outpatient Services
Hospitals should bill outpatient services on the UB-92 billing form following uniform billing guidelines or instructions from OGB.  Coding must be appropriate and consistent with acceptable coding standards, CCI, and OGB requirements.

Professional Services should be billed on a Professional 1500 claim form following proper guidelines for completion and instructions from OGB.  Coding must be appropriate and consistent with acceptable coding standards, CCI, and OGB requirements.
Electronic Claims (UB-92 format or 1500 format as applicable) are encouraged by OGB.  
Billing-Inpatient Services

(Coding and DRG assignment must be appropriate and consistent with acceptable coding standards, CCI and OGB requirements.)
OGB uses the IRP Grouper Software, Medicare DRG Grouper. Updates are made in October of each year.

Itemized Bills are required by OGB in the following circumstances:

Claims for Durable Medical Equipment (DME)

Claims for Implants

Claims with services listed with miscellaneous CPT/HCPCS

Electronic Claims (UB-92 format) are encouraged and can improve payment timeliness.
Claims must be received by OGB within 12 months following the initial date of service.  Proof of receipt will include the following:

Co-Insurance and Deductibles
· Providers may collect or bill co-payments co-insurance or at their discretion.  Providers may also collect deductible amounts if the OGB Provider Explanation of Benefits form indicates that a deductible may be collected.  Prior to collecting the deductible, verify that the member has not yet met the deductible requirements.

· If the co-payment is more than the contracted fee for the service, collect the contracted fee rather than the co-payment amount.
· These and any other charges that can be billed to OGB plan participants will be indicated as “Patient Responsibility” / “Patient Pays” on the Provider Explanation of Benefits.
· It is recommended that an OGB plan participant be billed for applicable deductibles and co-insurance after you receive the Explanation of Benefits form.  
· It is considered an unacceptable billing practice for a provider to waive a co-pay or co-insurance obligation.  Providers should collect co-pays and co-insurance as defined by the plan participant’s benefit plan. 

Non-Covered Services
Providers may bill OGB plan participants for non-covered services, such as cosmetic procedures and items for personal convenience (e.g., televisions and telephones).  Use the EOB as your guide as to what items can be billed to the member.

Contracted Amounts/Prohibition on Billing Plan Participants
By entering into a contract with OGB, you have agreed to accept payment directly from OGB.  Payment from OGB constitutes payment in full for covered services, except for co-payment, co-insurance, deductibles and any other monies listed in the “Patient Responsibility”/Patient Pays” area of the Explanation of Benefits.  You may not balance bill OGB plan participants for the difference between your actual charge and the contracted amount.

Incomplete/Missing Claim Information
An OGB plan participant may not be billed for services for which a claim submission has been returned to the provider for lack of information.  
Non-Notification Processing
If you fail to notify Medical Management/Utilization Review of services being provided to a plan participant that require prior authorization, payment for those services will be denied.  Plan participants may not be billed for these charges if you fail to obtain prior authorization.  For elective surgery, a 72 hour prior notification is required.
Covered Services not Medically Necessary
An OGB plan participant may not be billed for services determined to be not medically necessary by OGB unless the OGB plan participant’s informed written consent is obtained prior to rendering the services.  This is also outlined in the standardized contracts agreed upon by contracted providers and physicians. 

Coordination of Benefits  
Coordination of benefits (COB) is the order of payment when two or more plans are involved.  When a patient is also covered by another plan, the plans will coordinate benefits.  Benefit plan is an OGB plan (PPO) or any one of the following;
Group or employer sponsored plan

Group practice and other group repayment plan

Other plans required or provided by law.  This does not include Medicaid or any benefit plan that does not allow coordination.

Primary and Secondary Plan
· All benefits provided are subject to coordination of benefits;

· Benefit plan payment order:

· If an individual is covered by more than one plan, the order of benefit payment will follow guidelines established by the National Association of Insurance Commissioners.
· The first plan pays as if there were no other plan involved.  The secondary and subsequent plans may pay the balance due up to 100% of the total allowable expense.  No plan will pay benefits greater than it would have paid in the absence of coordination of benefits.

Identification of the Primary Payor and Claim Submission
Prior to submitting a claim, it is important to determine if any other payer, including Medicare, has primary responsibility for payment of a claim.  The identification of the primary payor prior to claim submission will improve the efficiency and accuracy of the claim payment process.  “Primary plan” means a plan whose benefits for a person’s health care coverage must be determined without taking the existence of any other plan into consideration.  

If it is determined that another payor is primary, that payor should be billed prior to billing OGB.  When a balance is due after receipt of payment, a claim should be submitted to OGB for billed charges including:

· The amount received from the primary plan; and
· A copy of the other plan’s Explanation of Benefits statement.

When OGB is secondary to Medicare or another group plan, the terms of your contract with the OGB do not apply.

Workers Compensation Claims
For workers’ compensation claims, the patient’s employer should be contacted.  For automobile accident claims, the no fault carrier should be billed as the primary payor.  

Medicare as the Primary or Secondary Payor
Individuals can become eligible for Medicare because of age or disability.  Person aged 65 and over who are entitled to monthly Social Security benefits are automatically eligible for Medicare.
Medicare is the primary payor for retirees who are age 65 and over.  It is also the primary payor for persons under age 65 when the person is covered by Medicare because of disability (other than End Stage Renal Disease) and the group health plan sponsor employs less than 100 employees or the person is not actively performing services for the employer.  Medicare becomes the primary payor for persons with End Stage Renal Disease after the 30 month coordination period following the earlier of (1) the month in which the person begins a regular course of renal dialysis, or (2) the first of the month in which the person became entitled for Medicare, IF he received a kidney transplant without first beginning dialysis.  Medicare is the secondary payor for Medicare enrollees who (1) are active employees and (2) are covered by Medicare because they have reached age 65 when there are 20 or more employees in the group.

Pre-Certification of a plan member is not required if a plan member has Medicare Part A and B.  If plan members have only Part A or only part B OGB requires Pre-Certification.  It is recommended that Pre-Certification be obtained regardless of Medicare participation for the protection of OGB’s provider partner’s reimbursement.

**Medicare rules change periodically and the most recent rules will apply.

OGB Fee Schedule as Secondary Payor

OGB is the secondary payor and a network provider is billing, we will calculate benefits using the primary carrier’s allowable.  This allowable will be either the Medicare allowable or the contracted rate.  The sum of the primary carrier’s payment and our payment will never exceed this allowable expense.  Physicians may not bill the plan participant for any outstanding balance above this allowable expense, which was covered by both plans.

When the patient is covered by more than one plan, you should not collect charges, including co-payments that may be covered through coordination of benefits.  By following this procedure, you will save the time and expense of reconciling payments and remitting reimbursement checks to plan participants who have dual coverage.  If you collect payments from the plan participants in error, you are required to reimburse the plan participant.

After payment has been received and if it is determined that another payor or Medicare is primarily responsible for all or a portion of the claim, OGB requests your cooperation in collecting from the other payor, including providing any documents reasonably required or appropriate for this purpose.
Third Party Recovery Provisions-Subrogation
Subrogation is a process through which OGB has the legal right to recover benefits paid for a plan participant’s health care services when the plan participant’s injury or illness is caused by a third party.  Many subrogation cases result from automobile accidents. 

Subrogation does not change the procedure for processing claims.  We process the claim and pay for covered services at established fees.  Subrogation activities take place after claims have been processed for payment.

You can help us identify subrogation cases by using the accident codes found in the ICD-9-CM book; also, you can provide additional information regarding the nature of the injury or illness in the space provided on the claim form or EDI equivalent.

Post-Payment Audits

OGB or an OGB representative may conduct post-payment audits periodically and in such cases an independent audit firm may be employed by OGB to conduct the audit.  Please make the necessary documentation available (e.g., patient’s medical records) to ensure a successful audit.

Overpayments

If it is determined that an overpayment has been made, OGB or its representatives will request a refund for the overpayments. If the refund if not received within a timely fashion from the provider, the amount of the overpayment(s) will be deducted from future claim submissions.

When a refund check is received by OGB, the refund is deposited on a PIV (Pay in Voucher) and is assigned a specific log number.  The following numbers allow us to identify every refund check issued to the OGB office.

PIV #


Log #

The date of deposit

These are written or stamped on each refund check prior to its deposit in OGB accounts. The refund checks are entered into our claims processing system as if they were a claim with a benefit to be paid to the issuing provider/plan member.  These refund check claims print on the Provider Explanation of Benefits and will generate a payment to that provider/plan member in the absence of an overpaid claim or negative amount.  When the overpaid claim is identified, it is reversed and reprocessed, creating a new claim with a negative amount, and another new claim with a payable amount that reflects the correct processing.  In the absence of a refund check claim (positive amount), the negative amount resulting from a reversed claim will be offset from the benefits of other claim payments to be issued to the same payee.

If you, as a payee, have discovered a situation where a refund is due to OGB, and you intend to issue a refund check, it is not necessary to contact the Customer Service Department.  Simply issue the refund check, made payable to the “Office of Group Benefits”, and mail to the attention of: 

Cash Management

Collections Department

P.O. Box 44036 Capitol Station

Baton Rouge, LA 70804 

Please be sure to include the Balance Forward claim number or a detailed explanation of what the overpayment situation is with any backup documentation such as provider EOB’s, as well as:

· The member name and social security number

· The patient name

· The date of service and/or claim number

When the refund is handled, the overpayment will be verified and claims will be reversed and reprocessed, allowing the process outlined above to proceed without complication.  You will be able to see the refund check posted, the overpaid claim reversed, and the correct processing of the claim.

If you receive a provider EOB that has a negative total, this means that money is due to OGB. ALWAYS KEEP THESE EOB’s. 

The total reflected on the EOB will be the cumulative amount of the payable amounts and the negative amounts.  You should keep this EOB.  

The next EOB will include balancing the claim with a negative amount that reflects the carried over amount from the preceding EOB. The details of the claims that created this carried over amount will NOT be printed and must be found by referring to the prior EOB.  This new EOB may also contain details of any newly processed claims in addition to the balancing claim.  If the resulting cumulative amount of this new EOB is again a negative, keep this EOB also.  The balance forward process will continue until the negative amount is entirely recovered and a check is issued.

A refund check claim will contain all information that a normal claim will contain, however; the Service Code will now be “TOT”, and there will be only one line.  The date of service will reflect either the deposit date or the date of service of the overpaid claim.

Steps in viewing a balance forward claim(s):

· Go to the OGB SeBois website (www.groupbenefits.org).

· Login with your username and password. 

· Next, click on “Balance Forward” located on the left side of the screen.

· This screen will appear.
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· Next, click on the “All – Resolved and Unresolved Balance Forward Transactions”.

· Click on the submit button.

· Click on the first claim id# listed to start your balance forward search.  

· This screen will appear.
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· Next, click on the “claim id” to view the claim information.

· This screen should appear.
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· Next, click on the “View EOB” Link.  A printable copy of the EOB will come up in Adobe Reader.
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· You are now in the EOB that contains the balance forward information. You can review all claims involved and should print this EOB if you do not have a copy. Keep this EOB until the balance forward amount is no longer showing as a negative amount on any future EOB’s.







SECTION 7

REIMBURSEMENT

This explanation of payment methodology is intended as a training and reference tool to promote an understanding of the OGB processes and payment guidelines.  Reimbursement is determined by the OGB based on the contract, plan benefits, the Plan Document and other documents related to the Program.  OGB utilizes the INGENIX Program for system edits.

Reimbursement for Services

Reimbursement for services rendered for covered plan members by a participating (contracted) provider means the provider agrees to accept a fee equal to or less than the allowed charges set forth in the contract Exhibit A.  Patients are responsible for the full amount allowed until their deductible has been met and/or the co-insurance of the amount allowed is collected.  The amount collected is subject to limits on patients out of pocket maximum according to Plan Document guidelines.  

Inpatient Services

Reimbursement for acute inpatient and acute rehabilitation services will be calculated using the Medicare classification methodology and by multiplication of the 2005 Medicare DRG relative weights by a monetary amount assigned to the DRG with the acute care facility tier level.  The three OGB “tiers” are as follows:

TIER GROUPS


Tier 1
$7,211


Tier 2
$6,490


Tier 3
$6,129

OGB hospital inpatient reimbursement has changed the methodology for the Plan Year beginning 7.1.2005.  OGB has increased the DRG conversion factor to allow more dollars to the basic DRG payment while allocating fewer dollars to outlier payments.  OGB has incorporated a hospital’s Medicare base DRG payment, in addition to the Medicare case mix index (CMI) to create a reimbursement ranking formula.  Hospitals with a higher CMI and a higher base DRG payment are placed into a higher tier, with a higher DRG conversion factor.

Inpatient Outlier Payments
The intent of the OGB outlier payment methodology is to provide protection for high cost admissions where the hospital’s cost may exceed the DRG payment.  “Charges” for the same service vary widely from hospital to hospital and raw charges are longer an accurate indicator of a hospital’s “cost”.  In an attempt to more accurately align a hospital’s charges with its cost, OGB will now use a multiple of the Medicare cost to charge ratio (CCR) in the outlier formula for contracts effective 7.1.2005.

Inpatient admissions payable under an acute care DRG are be subject to an outlier payment, in addition to the DRG amount, if allowable charges exceed the DRG amount plus a threshold amount of $15,000.00 (fifteen thousand dollars).  Allowable charges are calculated by multiplying charges for Covered Services by the hospital’s allowable charge percentage (each hospital is given a unique figure in their contract based on their CCR), represented by the following formula:

(Charges for Covered Services x Allowable Charge Percentage) – (DRG Amount + $15,000.00) = Outlier payment.

Example:
Charges for Covered Services

$100,000

DRG Total Amount



$25,000

Allowable Charge Percentage

(Located in each hospital contract) =
50% (example)

Apply to Formula:  ($100,000 x .50) – ($25,000 + $15,000)

                                      $50,000      _         $35,000


                 $15,000 Outlier Payment

Total Allowed Reimbursement:


$25,000 DGR

        + $15,000 Outlier

$40,000 Allowable

*Please contact your Marketing Representative if you have any questions regarding the         
 Inpatient Outlier.
Rehabilitation

Inpatient Care Rehabilitation admissions NOT classified under the DRG payment methodology will be reimbursed on a per diem basis and based on the provider contract.
Rate:  The Per Diem Rate for 2005/2006 is $825.

Outlier payments or charge-based reimbursement will NOT apply to these cases.
Outpatient Hospital Reimbursement

Outpatient hospitals are reimbursed for outpatient services including ambulatory surgical and emergency room services up to the maximum allowed amount on the OGB hospital Outpatient Fee Schedule.  The establishment of this methodology and resulting payments are described below.  
Medicare OPPS-OGB will use the Medicare Hospital Outpatient Prospective Payment System (OPPS), the status indicator codes, and other fee schedules as the basis for determining the OGB fee schedule.  This includes clinically based ambulatory payment categories (APC's), payment policy APC's, services not assigned to APC's and paid outside of OPPS and services not assigned to APC's and packaged.  The OGB outpatient fee schedule will be 205% percent of the amounts established for CPT/HCPCS codes on the Medicare fee schedules.

Notice:  Payment based on a percentage of usual, customary and reasonable charges are applicable and eligible ONLY when OGB has not established a fee for the service and when all conditions for reimbursement are met.

Status Indicator Codes-Each CPT and HCPCS code on the Medicare OPPS fee schedule is assigned a status indicator code, which determines how that service is paid.  The sections below describe the OGB fee schedule development by each status indicator.

Status Indicator A - Certain CPT/HCPCS codes are assigned to status indicator A codes and paid under different fee schedules.  These include the Medicare physician, laboratory, DME, etc. schedules.   OGB will use the Medicare fees for Louisiana in establishing the OGB fees.  If there are multiple Louisiana fee schedules, OGB will use the non-New Orleans region rates.
· Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS)

· Providers must submit the correct codes including MODIFIERS as follows:

RR=for all equipment rented

NU=for all new equipment purchased

UE=for all used equipment purchased

· Clinical Diagnostic Laboratory Services CPT/HCPCS Codes assigned a status indicator code of A AND included on the clinical diagnostic Laboratory Fee Schedule, OGB will use the Medicare rates established for Louisiana. OGB reimburses 205% of the LA. Laboratory Fee Schedule. 

· Physical, Occupational, and Speech Therapy, Physician Services for ESRD Patients, Screening Mammography.
· CPT/HCPCS Codes Assigned a Status Indicator Code of A, AND related to Physical, Occupational, and Speech Therapy, or Physician Services for ESRD Patients or Screening Mammography.

OGB Payment is based on the Medicare “All Other Louisiana Fee” (Area 99) Physician Fee Schedule for 2005. 

Status Indicator B-These are services that are not recognized by Medicare under OPPS when submitted on an Outpatient Hospital Part B bill type 12x, 13x, and 14x.  There may be alternate codes that are recognized and payable under Medicare OPPS.

OGB recognizes certain Status Indicator B codes and has established a fee for these procedures.  If such services meet all requirements, it will be considered eligible for reimbursement at the OGB fee schedule amounts.   Other eligible services may be payable based on a fee amount established by OGB.  Otherwise, such services are not paid by OGB.

Status Indicator C - Service that Medicare considers inpatient procedures.  They must be billed to Medicare as an inpatient and are not payable by Medicare on an outpatient basis.  These codes are not paid by OGB.

-The Medical Review Department of OGB will establish a limited list of status indicator code C procedures it will consider as appropriate to bill as Outpatient.  

Status Indicator D - These are CPT&HCPCS service codes that have been deleted effective on the beginning of the calendar year.

-Deleted Codes are not payable by OGB as of the effective date of the deletion by Medicare. 

Status Indicator E - Non-covered items and services are codes not reportable as hospital outpatient.  These are services that are not considered a Covered Service under the Medicare program OR where Medicare will not pay for such services in a hospital outpatient setting.
-OGB has established a list of approved and covered services in a Hospital 

Outpatient setting and if other required conditions for reimbursement are met, they may be billed and paid according to OGB’s fee schedule.

Status Indicator F - Acquisition of Corneal Tissue.
-OGB will pay 70% of usual and customary billed charges or a fee schedule amount established by OGB.

Status Indicator G - Drug and Biological Pass Through; Separate APC Payment includes pass through amount.
-Separate APC codes established by Medicare
-National OPPS rates used

-OGB pays 205% of national rates
Status Indicator H- Device category pass through; Separate cost based pass through payment by Medicare.
-OGB will pay 70% of usual and customary billed charges or a fee schedule amount established by OGB.

Status Indicator K - Non pass through drug/biological.

-Separate Medicare APC

-National OPPS Rates are used

-OGB pays 205% of national rates

Status Indicator L- Influenza vaccine; pneumococcal pneumonia vaccine.

-OGB will pay 70% of usual and customary billed charges or a fee schedule amount established by OGB.

Status Indicator M- Services that are not billable or payable.
Status Indicator N- Items and services packaged into APC rates.
Payment is packaged into payment of other services, i.e., other APC's or fees

No additional reimbursement for these services.
Status Indicator P- Partial Hospitalization.
Medicare pays a per diem APC for the following codes when supported by specific diagnosis and other conditions for payment:

a. G0129

b. G0176

c. G0177

-Services are associated with Mental Health.  Refer to OGB Plan for coverage determination.

-United Behavioral Health is the mental health network for State Employees.  Services must be pre-certified by United Behavioral Health by calling 1.800.432.3432.

Status Indicators S, T, V, and X - These services are considered clinically based PC's.

-Separate APC Codes established by Medicare 
-National OPPS Rates used
-OGB pays 205% of national rates 

Status Code S services are significant procedures and NOT subject to multiple procedure discounts.

Status Code T is significant procedures or service that are subject to multiple procedure discounts.  

The status code “S” procedures will not impact the “T” services in terms of the primary, secondary, tertiary, etc.  OGB will consider using the highest OGB fee schedule allowed amount to determine primary, the second highest allowed amount to determine secondary and the third and subsequent highest allowed amounts to determine the tertiary, etc. procedures.  OGB will not apply the “Lesser of Billed Charges or OGB Allowed Amount” at this level, but it will apply on a total claim basis.

Additional Reimbursement Rules-Status Indicator T

CPT/HCPCS codes assigned to Status Indicator Code T are subject to multiple procedures discounting as follows:

Primary procedure is determined as the Status Code T procedure with the highest reimbursement amount.  It will be paid at 100% of the OGB Fee schedule amount.

Secondary procedure is determined as the Status Code T procedure with the second highest reimbursement amount.  It will be paid at 50% of the OGB Fee Schedule amount for that procedure.

Tertiary and other procedures are reimbursed by OGB at 25% of the OGB Fee Schedule amounts for those procedures.

OGB is currently allowing secondary, tertiary, etc., SURGICAL procedures to be billed with Zero charges indicated.  It will not impact reimbursement at this level.  Charges can be grouped with the primary procedure consistent with Medicare billing procedures.  The “lesser of charges or payment” process is applied on the total SURGICAL claim rather than line item.

NOTICE:  For Non-Surgical Items and Services OGB pays the lesser of Usual and Customary Charges or OGB Allowed amount per the fee schedules on a line item basis.  Status Code S, Significant Procedures are not subject to discounting NOR do they impact the discounting of status code T Significant Procedures.

Status Indicator Y- Non-Implantable Durable Medical Equipment.  Medicare does not pay such services under OPPS.  All institutional providers other than Home Health Agencies must bill to the DMERC.  

Status Indictor Y services are payable at amounts listed on the fee schedule when all conditions for reimbursement are met.  The rates are based on 205% of the Medicare rates.  In certain instances, services may be paid at fee amount established by OGB.

Status Indicator Z- Services not payable under OPPS by Medicare, but payable by OGB.

-OGB will pay 70% of usual and customary billed charges if all conditions and criteria are met for reimbursement by OGB.

New Technology

New technology items that have been assigned a code will be reviewed by OGB for coverage and payment consideration.
If approved, reimbursement will be made at 70% percent of usual and customary billed charges or an amount established by OGB.
Lesser of Usual and Customary Charges or OGB Allowed Amount

· Applied on a Claims basis for Multiple Surgical Procedures

· Zero charges on multiple surgical procedures (Status Indicator T) will not impact reimbursement at this level.

· For all other non-surgical services, payment is on a line item basis and will be processed based on the lesser of Usual, Customary, and Reasonable Charges or OGB Allowed Amount per the fee schedule

· Surgical and non-surgical services are defined as follows:

-Surgical-CPT/HCPCS Code Range-10000-69999

-Non-Surgical-CPT/HCPCS Code Range-0-9999; 70000 and above

Professional Services Reimbursement

OGB will pay the lesser of the Provider’s Usual, Customary, and Reasonable charges or the percentages specified below of the 2005 Medicare Fee schedule in effect on July 1, 2005 for Participating providers in Louisiana.  

If Medicare has not established a fee for a covered procedure or service, then the fee amount will be established by OGB or will be reimbursed at 70% of Provider’s usual, customary, and reasonable charge.

OGB’s calculation of the payment is based on the Medicare Louisiana Non-New Orleans region fees (La. Area 99).  Reimbursement is as follows:

	
	Percentage of Medicare Fee Schedule 2005

	Evaluation and Management CPT 99000 to 99999
	145 percent

	Physical Medicine CPT Codes 97000 to 98999
	140 percent 

	Medicine CPT Codes 90000 to 96999
	180 percent 

	Pathology and Laboratory CPT Codes 80000 to 89999, Professional Component
	180 percent 

	Pathology and Laboratory CPT Codes 80000 to 89999, Technical Component
	140 percent 

	Radiology CPT Codes 70000 to 79999, Professional Fee Component
	180 percent 

	Radiology CPT Codes 70000 to 79999, Technical Component
	180 percent 

	Surgery CPT Codes 10000 to 69999
	180 percent 

	Services Billed under HCPCS Codes
	140 percent 

	Services Billed under NDC Codes
	140 percent 


Ambulatory Surgery Center ACS’s

CPT/HCPCS codes for services rendered in a licensed ASC are assigned to OGB of nine groups per the current Medicare Ambulatory Fee Schedule.  According to the standard contract Exhibit A for ASC facilities, “Reimbursement shall not exceed Provider’s usual, customary, and reasonable charge.  Provider must bill using codes approved by Medicare for Ambulatory Surgical Centers and submit on a HCFA 1500 or format.”
After January 1, 2005, OGB will adopt only the Medicare changes that replace or modify a CPT or HCPCS Code and not any overall increase or decrease to the Medicare Fee Schedule that may take effect on or after January 1, 2005.
In the event that Medicare publishes a fee with a retroactive effective date, OGB will NOT retroactively modify its Fee Schedule. The change to the OGB Fee Schedule will then take effect within 60 days of the Medicare publication date, and not on the Medicare retroactive effective date.

Some items that Medicare does not pay may be considered for possible reimbursement.  Facilities should submit a written request for consideration.  If approved, such items would be paid at 70% of usual and customary billed charges or the OGB established fee.

OGB will apply the multiple surgery procedures methodology for paying cases when more than one ASC procedure was performed as follows:

Primary: Highest OGB Fee Schedule Amount; paid at 100% percent.

Secondary: Second highest OGB Fee Schedule Amount; paid at 50% percent.

Tertiary and Subsequent: Third highest; paid at 25% percent.

Notice:  Ambulatory Surgery Centers and Clinics billing for both facility and professional services under a single Tax ID or provider number must contact OGB for proper billing instructions to ensure correct reimbursement for these services. 

Anesthesia
Reimbursement shall be $50.00 dollars per unit. OGB recognizers the American Society of Anesthesiology (ASA) units for base units, time units, and other modifier units based on ASA codes and in standard CPT coding manuals.
Dialysis

Per Treatment Rate (In Dialysis Facility)

Hemodialysis, Hemodialysis Training, or Peritoneal Training will be paid at an all inclusive rate of $605.00 per treatment.  Per treatment is defined as one course of dialysis treatment and/or training performed in a 12 hour period. 

Per treatment amount is inclusive of all services and supplies normally rendered per treatment, including laboratory, pharmacy, injectables, and parenteral services except as indicated below.

In-Home Peritoneal Dialysis Support and Supplies

Provider will be reimbursed $275.00 per day for dialysis support and supplies for each patient on home peritoneal dialysis, excluding any days the patient is in an inpatient facility.

Epoetin/EPO Payment

OGB will pay Epoetin/EPO in addition to the per treatment rate in the amount of $20.01 per 1,000 units.

Blood Transfusions

OGB will pay for blood transfusions in addition to the per treatment rate for the following:

DESCRIPTION OGB Fee

Whole Blood



$231.34
Platelets


$ 98.75

Red Blood Cells, Leukocytes
$339.69
Red Blood Cells

$232.24

Plasma, Frozen


$129.87
Red Blood Cells, Washed 
$397.33

LTAC - Long Term Acute Care Facilities

Facilities licensed as LTAC will be paid on a multiple per diem basis as follows:


1st-3rd Day
$1675.00


4th-8th Day
$1250.00
9th+ Days
$ 900.00

Outlier payments DO NOT apply to LTAC cases.

LTAC facilities that handle both Rehabilitation and LTAC cases MUST contact OGB for approval to accept rehabilitation cases.  Rehabilitation patient services are reimbursed at the rehabilitation per diem and NOT the LTAC per diems.
Communications and Updates

OGB has established a process to monitor code, fee, and other changes that may impact coverage, claims, and reimbursement. These changes are presented to an internal committee for recommendation and approval.  It is the intention of OGB to include and post such changes on its Web Site.  Providers are encouraged to visit the Web Site for updates.

For outpatient services and professional fees, OGB will adopt any code or fee changes made by Medicare within 60 days of the Medicare effective date for that code or fee if it meets other OGB requirements for coverage.  


SECTION 8

PROVIDER 

EXPLANATION OF BENEFITS (EOB)

FORMS

After a claim is submitted to OGB, you will receive a provider Explanation of Benefits form.  The EOB is an explanation of the OGB payment, OGB discount, plan member deductible, plan member co-payments, and/or plan member co-insurance.  It is a continuous voucher form that will list numerous plan participants who have had services preformed at your facility.  It is necessary for each provider’s office staff to understand the explanation thoroughly in order to make all billing adjustments accurately.  Each page will display the same information for each of the plan member’s services.  A review of the provider EOB follows:

	CATEGORY
	EXPLINATION OF CATEGORY

	EMPLOYEE
	Name of plan member

	SOCIAL SECURITY NUMBER
	Employee’s social security number

	PATIENT NUMBER
	The number assigned to the individual plan member

	PATIENT NAME
	Name of plan member receiving services

	PATIENT ACCOUNT NUMBER
	Number of account listed on claim form

	PROVIDER NAME
	Name of provider rendering service for plan member

	ADJUSTER CODE
	Initials of claim processor who adjudicated the claim

	CLAIM NUMBER
	The number given to each claim

	DATE
	Date claim was processed

	INITIAL DATE OF SERVICE
	The date the service was performed

	SERVICE CODE
	Codes that explain the type of service performed by the provider

	TOTAL CHARGE
	Total amount of charges for services provided

	NOT COVERED
	Charges not eligible, which could be a discount written off by the provider, or a charge the patient is responsible to pay

	REASON CODE
	Codes that define any claim adjustment, disallowed, denials or reasons for non-consideration of the charge

	DISCOUNT AMOUNT
	Amount of discount defined within the provider’s contract

	COVERED BY PLAN
	The total charge minus non-covered amounts minus discount amount

	DEDUCTIBLE AMOUNT
	The amount applied t the deductible

	CO-PAY AMOUNT
	The amount the patient is responsible to pay to a provider when service is rendered

	BALANCE
	Total charges minus amounts not covered minus amount equals covered by plan minus deductible amounts minus co-payment amount

	PAID  AT
	Co-insurance percentage,  It is the “Balance” times the co-insurance percentage (after the deductible is satisfied)

	PAYMENT AMOUNT
	The amount paid to the provider for the plan member

	OTHER INSURANCE CREDITS OR ADJUSTMENTS
	Amount insurance has paid for services for the same services OGB is also paying for

	PATIENT RESPONSIBILITY
	Amount patient owes on billed charges after deductible and or discounted amount

	PROVIDER NET PAYMENT
	Total of all payments to provider on PEOB.


	IMPACT REMARK (PRE HIPAA CONV.)
	DESCRIPTION OF IMPACT REMARK CODE
	NEW HIPAA CLAIM ADJUSTMENT REASON CODES
	DESCRIPTION OF NEW HIPAA CLAIM ADJUSTMENT REASON CODE
	
	
	
	

	$NOPPS
	SERVICES NOT PAID UNDER OPPS
	97
	Payment is included in the allowance for another service/procedure.
	
	
	
	

	$OPPKG
	INCLUDED IN OPPS PAYMENT PACK 
	97
	Payment is included in the allowance for another service/procedure.
	
	
	
	

	%LIFE
	LM-LIFETIME MAXIMUM REACHED
	35
	Lifetime benefit maximum has been reached
	
	
	
	

	^01
	LESS COB
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^02
	EXCEEDS MAXIMUM BENEFITS
	119
	Benefit maximum for this time period has been reached.
	
	
	
	should be patient

	^03
	EXCEEDS FEE SCHEDULE
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	^04
	EXCEEDS CLAIM FILING DEADLINE
	29
	The time limit for filing has expired.
	
	
	
	

	^05
	NOT COVERED ON SERVICE DATE
	27
	Expenses incurred after coverage terminated.
	
	
	
	

	^05A
	EXPENSES PRIOR TO EFFECTIVE DATE
	26
	Expenses incurred prior to coverage.
	
	
	
	

	^05B
	EXPENSES AFTER TERM DATE
	27
	Expenses incurred after coverage terminated.
	
	
	
	

	^06
	JOB NOT ELIG FOR BENEFITS
	19
	Claim denied because this is a work-related injury/illness and thus the liability of the worker's compensation carrier.
	
	
	
	

	^07
	MEDICARE ESTIMATE
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^08
	MEDICARE PAYMENT
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^10
	PREV PROCESSED
	18
	Duplicate claim/service.
	
	
	
	

	^12
	EXCEEDS RM & BD ALLOWED
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	^13
	NOT COVERED BY MEDICARE OR GROUP BENEFITS
	96
	Non Covered Charge(s).
	
	
	
	

	^14
	NON-COVERED DRUGS
	96
	Non Covered Charge(s).
	
	
	
	

	^26
	PREV PROCESSED PROF COMPONENT
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^38
	DISCOUNT - PATIENT DOES NOT OWE THIS AMOUNT
	41
	Discount agreed to in Preferred Provider Contract.
	
	
	
	

	^45
	EXCEEDS GENERIC EQUIVALENT
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	^51
	PREMIUMS DUE FOR THIS SVC DATE
	96
	Non Covered Charge(s).
	
	
	
	

	^52
	RESUBMIT WITH CPT OR REV CODE ONLY
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^99
	BILL W/APPROVED CPT/HCPCS/OPPS
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^A4
	LESS PREV PAID
	96
	Non Covered Charge(s).
	
	
	
	

	^A5
	P/M PAYMENT
	96
	Non Covered Charge(s).
	
	
	
	

	^A7
	MEDICARE PYMT & DISALLOWED
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^A8
	CONVERTED CLAIMS ONLY - NC BY PLAN
	96
	Non Covered Charge(s).
	
	
	
	

	^AA
	PREV PAID CRNA CHARGE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^AC
	ADMINISTRATIVE COSTS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^AD
	ACCIDENT DETAILS REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^AF
	TRANSP TO/FROM HOSPITAL ONLY
	96
	Non Covered Charge(s).
	
	
	
	

	^AG
	MUST BILL USING ASA CODES
	8
	The procedure code is inconsistent with the provider type/specialty (Taxonomy)
	
	
	
	

	^AI
	ACQUISITION INVOICE REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	I say provider resp

	^AM
	AMBULANCE MEMBERSHIP IN FORCE
	96
	Non Covered Charge(s).
	
	
	
	

	^AO
	AMB SERV MUST BE BILLED OUTPAT
	96
	Non Covered Charge(s).
	
	
	
	I say prov resp

	^AR
	PREV PAID ANESTHESIA CHG
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^AS
	ASSISTANT SURGEON NOT WARRANTED
	54
	Multiple physicians/assistants are not covered in this case.
	
	
	
	

	^AT
	ANESTHESIA TIME NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	I say prov resp

	^AU
	PLEASE PROVIDE TOTAL ANESTHESIA UNITS
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	I say prov resp

	^AV
	ANESTHESIA RECORDS NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	I say prov resp

	^AZ
	PROVIDER MUST BILL ASA CODES & TOTAL ANESTH UNITS
	8
	The procedure code is inconsistent with the provider type/specialty (taxonomy).
	
	
	
	

	^BC
	CLAIM MUST BE FILED WITH BESTCARE EPO
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^BD
	EMER RM OR I/P R&B DEDUCT
	1
	Deductible amount.
	
	
	
	

	^BX
	CLAIM MUST BE FILED WITH BLUE CROSS EPO
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^CD
	ANNUAL DEDUCTIBLE
	1
	Deductible amount.
	
	
	
	

	^CI
	CONVENIENCE ITEMS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^CM
	CASE MANAGEMENT REQUIRED
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^CO
	NO RESPONSE TO PREV INFO REQ
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^CP
	CURRENT CPT/HCPC/CODE REQUIRED
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^CR
	CASE RATE APPLIED
	A2
	Contractual adjustment
	
	
	
	

	^CS
	SVC NOT ELIG FROM THIS PROV
	52
	The referring/prescribing/rendering provider is not eligible to refer/prescribe/order/perform the service billed
	
	
	
	

	^CV
	CONVERSION ONLY - LINE BALANCING
	63
	Correction to a prior claim.
	
	
	
	

	^DA
	DUP PREV APPL ER DEDUCT
	18
	Duplicate claim/service.
	
	
	
	

	^DADA
	INVALID ADA FOR DOS
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DB
	DUP PREV APPL TO R&B DEDUCT
	18
	Duplicate claim/service.
	
	
	
	

	^DC
	DUP PREV PAID TO CLAIMANT
	18
	Duplicate claim/service.
	
	
	
	

	^DCPT4
	INVALID CPT4 FOR DOS
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DD
	DUP PREV APPL TO ANNUAL DEDUCT
	18
	Duplicate claim/service.
	
	
	
	

	^DDIAG
	INVALID DIAGNOSIS FOR DOS
	146
	Payment denied because the diagnosis was invalid for date(s) of service reported.
	
	
	
	

	^DE
	DETAILED DESCRIPTION REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	Think should be prov resp

	^DG
	APPROPRIATE DRG CODE REQUIRED
	A8
	Claim denied; ungroupable DRG
	
	
	
	

	^DI
	DENTAL INELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^DICD9
	INVALID ICD9 FOR DOS
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DM
	MEDICAL NECESSITY REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	Think should be prov resp

	^DMODF
	INVALID MODIFIER FOR DOS
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DOPIC
	INVALID ICD9 PROCEDURE CODE
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DP
	NEED PURCHASE PRICE OF EQUIP
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	Think should be prov resp

	^DPOSC
	INVALID PLACE OF SERVICE FOR DOS
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	Think should be prov resp

	^DREVC
	INVALID REVENUE CODE FOR DOS
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	Think should be prov resp

	^DS
	DIETARY SVCS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^DT
	NEED ADA CDT 2 CODES
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^DX
	REQUIRED VALID DIAG CODE
	47
	This (these) diagnosis (es) is (are) not covered.
	
	
	
	

	^EA
	EXCEED MAXIMUM ALLOWABLE
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	^EB
	NEED EOB FROM OTHER CARRIER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^EC
	PPO PROVIDER BEING PAID EPO BENEFITS
	A2
	Contractual adjustment
	
	
	
	

	^ED
	EDUC SVCS NOT ELIG FOR BENEFIT
	96
	Non Covered Charge(s).
	
	
	
	

	^EP
	PRO DISC; PATIENT DOES NOT OWE
	A2
	Contractual adjustment
	
	
	
	

	^ER
	EMERGENCY RM REPORT REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^ES
	NEED ITEMIZATION OF EXPENSES
	110
	Billing date predates service date
	
	
	
	

	^ET
	EXCEEDS TOTAL BILLED CHARGES
	94
	Processed in Excess of charges.
	
	
	
	

	^FC
	NEED SPEC SVC & ARE OF BODY
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^FF
	INCL W/FACILI OR SURG FEE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^FM
	SERV RENDERED BY FAM MEM INEL
	53
	Services by an immediate relative or a member of the same household are not covered.
	
	
	
	

	^FR
	FRAUD INVESTIGATION
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	^FS
	NOT ON FEE SCHEDULE
	96
	Non Covered Charge(s).
	
	
	
	

	^FT
	FERTILITY TREAT NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^HC
	CURRENT HCPCS CODE REQUIRED
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^HF
	BILL ON HCFA WITH CPT/HCPC
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^HM
	NOT INSURED BY OGB SEND TO HMO
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^HT
	NO LONGER INSURED BY THE HMO
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^IB
	ITEMIZED BILL NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^IC
	EPO INPATIENT COPAY
	3
	Co-payment amount.
	
	
	
	

	^IF
	I/P PRECRT NOT MET PT NOT LIAB
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^IL
	I/P PRECRT NOT MET
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^IM
	INAPPROPRIATE MODIFIER BILLED FOR PROVIDER TYPE
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^IR
	INFORMATION REQUEST
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	^IS
	INCLUDED IN PYMT FOR SURGERY, FACILITY OR E&M FEE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^MA
	DIAG PAY ONLY FOR LEGAL SPOUSE
	96
	Non Covered Charge(s).
	
	
	
	

	^MC
	BALANCE DUE AFTER MEDICARE PAYMENT
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^ME
	NEED EXPL OF BENE FROM MEDICARE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^MH
	PROV MUST REFILE TO MAGELLAN
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^MI
	NEED EOB FROM MEDICARE AND OTHER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^MM
	PLEASE FORWARD A COPY OF THE M
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^MN
	NOT MEDICALLY NECESSARY
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	^MO
	MEDICARE PAYMENT AND EXCEEDS FEE SCHEDULE
	96
	Non Covered Charge(s).
	
	
	
	

	^MP
	MEDICARE PAID CHARGE IN FULL
	92
	Claim paid in full.
	
	
	
	

	^MR
	ROOM & BOARD EXCESS/MEDICARE PAYMENT & DISALLOWED
	96
	Non Covered Charge(s).
	
	
	
	

	^MS
	NON COVERED SUPPLIES/EQUIPMENT
	96
	Non Covered Charge(s).
	
	
	
	

	^MV
	OGB MAX ALLOWED PROV MUST REFIL
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^NA
	NOT ELIG PER ASA GUIDELINES
	96
	Non Covered Charge(s).
	
	
	
	

	^NC
	NOT PAY FOR THIS SVC/CONDITION
	96
	Non Covered Charge(s).
	
	
	
	

	^ND
	DIAG NOT COVERED BY THIS PLAN
	47
	This (these) diagnosis (es) is (are) not covered.
	
	
	
	

	^NF
	PENDING REVIEW OF ALLOWABLE BENEFIT AMOUNT
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	^NM
	RESUBMIT WITH MODIFIER
	4
	Missing/incomplete/invalid HCPCS modifier
	
	
	
	

	^NP
	NON COVERED PROVIDER
	52
	The referring/prescribing/rendering provider is not eligible to refer/prescribe/order/perform the service billed
	
	
	
	

	^NR
	NO PATIENT RESPONSIBILITY
	96
	Non Covered Charge(s).
	
	
	
	

	^NU
	ADDITIONAL UNITS NOT ALLOWED F
	96
	Non Covered Charge(s).
	
	
	
	

	^OC
	NEED TERMINATION DATE OF OTHER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^OD
	OTHER CARRIER DISALLOWED PATIE
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^OF
	O/P PRECERT NOT MET PATIENT NO
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^OL
	O/P PRECERT NOT MET
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^OP
	OVERPAYMENT RECOVERY
	88
	Adjustment amount represents collection against receivable created in prior overpayment.
	
	
	
	

	^OR
	ORTHOTICS INSERTS WEDGES COOKI
	96
	Non Covered Charge(s).
	
	
	
	

	^OX
	INCL WITH THE MAJOR SVC PERFOR
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^PA
	SERVICES NOT ELIGIBLE FOR THIS PLACE OF SERVICE
	5
	The procedure code/bill type is inconsistent with the place of service.
	
	
	
	

	^PB
	PHYSICIAN MUST BILL OGB
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PC
	PRE EXISTING CONDITION
	51
	These are non-covered services because this is a pre-existing condition.
	
	
	
	

	^PD
	HOSP MISC INCL IN PER DIEM AMT
	A2
	Contractual adjustment
	
	
	
	

	^PF
	PLEASE SUBMIT CPT CODE FOR SERVICES RENDERED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PI
	NEED PROV NAME & DEGREE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PM
	PRIM CARR AND MEDIC PYMT/DISAL
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^PN
	NON-PPO PROVIDER
	B8
	Claims/service not covered/reduced because alternative services were available, and should have been utilized.
	
	
	
	

	^PO
	PLEASE PROVIDE RELATED POLICE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PP
	NPPN DISCOUNT - PATIENT NOT LIABLE
	A2
	Contractual adjustment
	
	
	
	

	^PQ
	PRE EXISTING INVES IN PROGRESS
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	^PR
	PLEASE SUBMIT ICD9 PROC CODE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PS
	NO PROOF OF STUD STATUS ON FIL
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^PV
	NEED VALID PLACE OF SVC CODE
	5
	Missing/incomplete/invalid place of service.
	
	
	
	

	^PX
	SUBMIT CLAIM TO PHARMACY BENE
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	^R1
	PROCESSED USING RETIREE 100 PL
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	^RC
	CORRECT REVENUE CODE NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^RD
	ROUTINE DIAG NOT ELIG FOR BENE
	49
	These are non-covered services because this is a routine exam or screening procedure done in conjunction with a routine exam.
	
	
	
	

	^RF
	REFRACTIVE SVCS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	^RO
	OPERATIVE REPORT REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^RP
	ROUTINE PROC NOT ELIG FOR BENE
	49
	These are non-covered services because this is a routine exam or screening procedure done in conjunction with a routine exam.
	
	
	
	

	^RS
	ROUTINE SVCS NOT ALLOWED FOR T
	49
	These are non-covered services because this is a routine exam or screening procedure done in conjunction with a routine exam.
	
	
	
	

	^RX
	PLEASE SUBMIT NDC#, RX NAME, QUANTITY, PRICE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^SI
	SELF INFLICTED/AGGRESSOR/SUICI
	96
	Non Covered Charge(s).
	
	
	
	

	^SP
	MUST RESPOND TO UM VENDORS REQ
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^ST
	SALES TAX NOT ELIG FOR BENE
	96
	Non Covered Charge(s).
	
	
	
	

	^SX
	NAME AND LICENSING OF SPEECH THERAPIST NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^TC
	PREVIOUSLY PROCESSED TECHNICAL COMPONENT
	B10
	Allowed amount has been reduced because a component of the basic procedure/test was paid.  The beneficiary is not liable for more than the charge limit for the basic procedure/test.
	
	
	
	

	^TP
	PREVIOUSLY PROCESSED PROFESSIONAL & TECHNICAL FEES
	96
	Non Covered Charge(s).
	
	
	
	

	^TS
	NEED VALID TYPE OF SERVICE CODE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^TX
	BILL ON HCFA 1500 WITH CPT CODES & THERAPIST NAME
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^U1
	1 DAY PRE-CERT PENALTY $450 & PPO DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U2
	2 DAYS PRE-CERT PENALTY $900 & PPO DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U3
	3 DAYS PRE-CERT PENALTY $1350 & PPO DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U4
	4 DAYS PRE-CERT PENALTY $1800 & PPO DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U5
	MAXIMUM PRE-CERT PENALTY $2000 & PPO DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U6
	ONE DAY PRE-CERT PENALTY
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U7
	TWO DAYS PRE-CERT PENALTY
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U8
	THREE DAYS PRE-CERT PENALTY
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^U9
	FOUR DAYS PRE-CERT PENALTY
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UA
	ONE DAY PRE-CERT PENALTY $450 & ROOM EXCESS
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UB
	TWO DAYS PRE-CERT PENALTY $900 & ROOM EXCESS
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UC
	THREE DAYS PRE-CERT PENALTY $1350 & ROOM EXCESS
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UD
	FOUR DAYS PRE-CERT PENALTY $1800 & ROOM EXCESS
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UE
	MAXIMUM PRE-CERT PENALTY $2000 & ROOM EXCESS
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UM
	MAXIMUM PRE-CERT PENALTY
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UP
	UR PENALTY AND PER DIEM DISCOUNT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^UR
	REDUCTION DUE TO PRE CERT PENA
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	^V1
	THIS SERVICE NOT ELIGIBLE FROM THIS PROVIDER
	52
	The referring/prescribing/rendering provider is not eligible to refer/prescribe/order/perform the service billed.
	
	
	
	

	^V2
	INFO PROVIDED DOES NOT JUSTIFY
	96
	Non Covered Charge(s).
	
	
	
	

	^V3
	SVC CONSIDERED PART OF SPINAL
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^V4
	EXPERIMENTAL/INVESTIGATIONAL PROCEDURE NOT PAYABLE
	55
	Claims/service denied because procedure/treatment is deemed experimental/investigational by the payer.
	
	
	
	

	^V5
	SERVICE NOT APPROPRIATE FOR CONDITION
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	^V6
	RADIOLOGY CHARGES PREV REIMBUR
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^V7
	INELIG DUE TO DUPLICATIVE THER
	96
	Non Covered Charge(s).
	
	
	
	

	^V9
	DESCRIBE SERVICE AND AREA TREATED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^VA
	VACCINES NOT ELIGIBLE FOR BENEFITS
	96
	Non Covered Charge(s).
	
	
	
	

	^VB
	MAINTENANCE CARE IS NOT ELIG U
	96
	Non Covered Charge(s).
	
	
	
	

	^VC
	LEVEL OF SVC NOT DOC CODE WAS
	57
	Payment denied/reduced because the payer deems the information submitted does not support this level of support, this many services, this length of service, this dosage, or this day's supply.
	
	
	
	

	^VE
	SVC RENDERED NOT COVERED BY PL
	96
	Non Covered Charge(s).
	
	
	
	

	^VF
	SVC CONSIDERED A PART OF ELECT
	96
	Non Covered Charge(s).
	
	
	
	

	^VG
	NOT MEDICALLY NECESSARY CHIROP
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	^VH
	UNBUNDLED CHIROPRACTIC SVC NOT
	96
	Non Covered Charge(s).
	
	
	
	

	^VI
	IMPROPER CODE BILLED FOR SVC D
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^VJ
	PROV MUST REFILE WITH CORRECT
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^VK
	NOT MEDICALLY NECESSARY OR CHIRO PREVIOUSLY PAID
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	^VL
	REBILL WITH CORRECT PLACE OF SVC OR SUBMIT RECORDS
	5
	The procedure code/bill type is inconsistent with the place of service.
	
	
	
	

	^VM
	DOCUMENTATION DOES NOT SUPPORT SERVICES RENDERED
	96
	Non Covered Charge(s).
	
	
	
	

	^VN
	INFO PROVIDED IS ILLEGIBLE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^X1
	AUTOMATED TESTS DO NOT REQUIRE PROF INTERPRETATION
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^X2
	R22-BENEFITS REDUCED FOR SECONDARY PROCEDURES
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^X4
	PHYSICIAN VISIT N/C FOR THIS DATE OF SERVICE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^X5
	ALREADY CONSIDERED AS PART OF A MAJOR PROCEDURE.
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^X6
	R32 - NON COVERED SERVICES
	96
	Non Covered Charge(s).
	
	
	
	

	^X7
	R01 - OBSOLETE PROCEDURE CODE - BILL CURRENT CODES
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^X8
	R02 - EXPERIMENTAL/INVESTIGATIONAL PROCEDURES
	55
	Claims/service denied because procedure/treatment is deemed experimental/investigational by the payer.
	
	
	
	

	^X9
	R07-INCLUDED IN GLOBAL MATERNITY FEE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XA
	R08-INCLUDED IN SURGERY GLOBAL FEE
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XB
	R09-INAPPROPRIATELY BILLED AS NEW PATIENT
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^XC
	R33-DISALLOWED MULTIPLE PROCEDURES
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XD
	R05-SEPARATE PROCEDURES NOT ALLOWED
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XE
	R38-INAPPROPRIATE CODING FOR AGE OR GENDER
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	^XF
	R06 - PROCEDURE DOES NOT WARRANT ASSISTANT SURGEON
	54
	Multiple physicians/assistants are not covered in this case.
	
	
	
	

	^XG
	R10-INAPPROPRIATE INITIAL INPT HOSP MGT
	96
	Non Covered Charge(s).
	
	
	
	

	^XH
	R11-INAPPROPRIATE CRITICAL CARE FREQUENCY
	96
	Non Covered Charge(s).
	
	
	
	

	^XI
	R13-MULTIPLE VISITS NOT ALLOWED
	B14
	Payment denied because only one visit or consultation per physician per day is covered.
	
	
	
	

	^XJ
	R16 - RADIOLOGY UNBUNDLED
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XK
	R27 - CHEMISTRY LAB UNBUNDLED
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XL
	R04-INAPPROPRIATE USE OF MODIFIERS
	4
	The procedure code is inconsistent with the modifier used or a required modifier is missing.
	
	
	
	

	^XM
	R17-MUTUALLY EXCLUSIVE PROCEDURES
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XN
	R21-FRAGMENTED PROCEDURES NOT ALLOWED
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XO
	R23-BILATERAL PROCEDURE REDUCTION
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	^XP
	R34-DUPLICATE PROCEDURES
	18
	Duplicate claim/service.
	
	
	
	

	^XQ
	R41-DIAGNOSIS AND PROCEDURE INCOMPATIBILITY
	11
	The diagnosis is inconsistent with the procedure.
	
	
	
	

	^XR
	R24 - UTILIZATION REVIEW
	96
	Non Covered Charge(s).
	
	
	
	

	^XS
	R12-RELATED HOSPITAL CARE PREVIOUSLY ALLOWED
	54
	Multiple physicians/assistants are not covered in this case.
	
	
	
	

	^XT
	R14-REPEAT PROCEDURE NOT ALLOWED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	^XU
	R15-COMPLETE PROCEDURE ALLOWANCE WAS PAID
	B10
	Allowed amount has been reduced because a component of the basic procedure/test was paid.  The beneficiary is not liable for more than the charge limit for the basic procedure/test.
	
	
	
	

	^Z3
	ADJUSTED DUE TO OUTLIER MAXIMUM
	A2
	Contractual adjustment
	
	
	
	

	^Z4
	PROVIDER AGREED UPON DISCOUNT
	A2
	Contractual adjustment
	
	
	
	

	^Z9
	MEDICARE VALIDATION NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	CO41
	PROVIDER DISCOUNT
	41
	Discount agreed to in Preferred Provider contract. Inactive for 003040
	
	
	
	

	CO42
	EXCEEDS FEE SCHEDULE
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	CO62
	PAY REDUCE/DENY NO PRE-CERT
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	COA2
	PROVIDER DISCOUNT 
	A2
	Contractual adjustment.
	
	
	
	

	COA2  
	PRO DISC; PATIENT DOES NOT OWE
	A2
	Contractual adjustment
	
	
	
	

	CR106
	>X<ASSIGNMENT ERROR PM VS PROV
	106
	Patient payment option/election not in effect.
	
	
	
	

	CR108
	>X<DRG/CASE RATE
	108
	Payment reduced because rent/purchase guidelines were not met.
	
	
	
	

	CR11
	>X<CLAIMS SCREENING
	11
	The diagnosis is inconsistent with the procedure.
	
	
	
	

	CR115
	>X<SERVICE NOT RENDERED
	115
	Payment adjusted as procedure postponed or canceled.
	
	
	
	

	CR119
	>X<EXCEEDS MAXIMUM BENEFITS
	119
	Benefit maximum for this time period has been reached.
	
	
	
	

	CR125
	>X<BILLING ERRORS 
	125
	Payment adjusted due to a submission/billing error(s).
	
	
	
	

	CR128
	>X<NEWBORN/MOM 
	128
	Newborn's services are covered in the mother's Allowance.
	
	
	
	

	CR129
	>X<DATA ENTRY / CORRECTED EOB
	129
	Payment denied - Prior processing information appears incorrect.
	
	
	
	

	CR141
	>X<NOT COVERED ON SERVICE DATE 
	141
	Claim adjustment because the claim spans eligible and ineligible periods of coverage.
	
	
	
	

	CR18
	>X<DUPLICATE
	18
	Duplicate claim/service.
	
	
	
	

	CR19
	>X<WORKER'S COMP
	19
	Claim denied because this is a work-related injury/illness and thus the liability of the Worker's Compensation Carrier.
	
	
	
	

	CR20
	>X<LIABILITY
	20
	Claim denied because this injury/illness is covered by the liability carrier.
	
	
	
	

	CR23
	>X<MC-COB COINS OR OVERLOOKED
	23
	Payment adjusted because charges have been paid by another payer.
	
	
	
	

	CR26
	>X<EMPLOYEE DEFERRAL RULE 
	26
	Expenses incurred prior to coverage.
	
	
	
	

	CR27
	>X<LATE TERMINATION
	27
	Expenses incurred after coverage terminated.
	
	
	
	

	CR29
	>X<DEADLINE FILING
	29
	The time limit for filing has expired.
	
	
	
	

	CR35
	>X<EXCEEDS MAXIMUM BENEFITS
	35
	Benefit maximum has been reached.
	
	
	
	

	CR4
	>X<CLAIMS SCREENING
	4
	The procedure code is inconsistent with the modifier used or a required modifier is missing.
	
	
	
	

	CR47
	>X<NON COVERED CHARGES
	47
	This (these) diagnosis (es) is (are) not covered, missing, or are invalid.
	
	
	
	

	CR49
	>X<CLAIMS SCREENING
	49
	These are non-covered services because this is a routine exam or screening procedure done in conjunction with a routine exam.
	
	
	
	

	CR50
	>X<NOT MEDICALLY NECESSARY
	50
	These are non-covered services because this is not deemed a `medical necessity' by the payer.
	
	
	
	

	CR51
	>X<PAID PRE EXISTING
	51
	These are non-covered services because this is a pre-existing condition
	
	
	
	

	CR54
	>X<CLAIMS SCREENING
	54
	Multiple physicians/assistants are not covered in this case
	
	
	
	

	CR55
	>X<EXPERIMENTAL SERVICE
	55
	Claim/service denied because procedure/treatment is deemed experimental/investigational by the payer.
	
	
	
	

	CR57
	>X<NOT MEDICALLY NECESSARY 
	57
	Payment denied/reduced because the payer deems the information submitted does not support this level of service, this many services, this length of service, this dosage, or this day's supply.
	
	
	
	

	CR59
	>X<CLAIMS SCREENING
	59
	Charges are adjusted based on multiple surgery rules or concurrent anesthesia rules.
	
	
	
	

	CR6
	>X<CLAIMS SCREENING
	6
	The procedure code is inconsistent with the patient's age.
	
	
	
	

	CR60
	>X<CAN'T HAVE OUTPT WITH INPT
	60
	Charges for outpatient services with this proximity to inpatient services are not covered.
	
	
	
	

	CR62
	>X<PRE CERTIFICATION
	62
	Payment denied/reduced for absence of, or exceeded pre-certification/authorization.
	
	
	
	

	CR63
	>X<WRONG PROV-DEP PD/PRIOR OP 
	63
	Correction to a prior claim. Inactive for 003040
	
	
	
	

	CR64
	>X<MEDICAL REVIEW REVERSAL
	64
	Denial reversed per Medical Review. Inactive for 003040
	
	
	
	

	CR65
	>X<DATA ENTRY-PROCEDURE CODE
	65
	Procedure code was incorrect. This payment reflects the correct code. Inactive for 003040
	
	
	
	

	CR70
	>X<INTERIM BILL/LATE CHGE 
	70
	Cost outlier amount.
	
	
	
	

	CR77
	>X<PRE CERTIFICATION
	77
	Covered days. (Handled in QTY, QTY01=CA) Inactive for 003040 
	
	
	
	

	CR94
	>X<PAID MORE THAN BILLED 
	94
	Processed in Excess of charges.
	
	
	
	

	CR95
	>X<ASSIGNMENT ERROR PROV VS PM
	95
	Benefits adjusted. Plan procedures not followed.
	
	
	
	

	CR96
	>X<NON COVERED CHARGES
	96
	Non-covered charge(s).
	
	
	
	

	CR97
	>X<CLAIMS SCREENING
	97
	Payment is included in the allowance for another service/procedure.
	
	
	
	

	CRB10
	>X<CLAIMS SCREENING 
	B10
	Allowed amount has been reduced because a component of the basic procedure/test was paid. The beneficiary is not liable for more than the charge limit for the basic procedure/test.
	
	
	
	

	CRB12
	>X<HA LATE CREDITS-NURSE AUDIT 
	B12
	Services not documented in patients' medical records.
	
	
	
	

	CRB14
	>X<CLAIMS SCREENING 
	B14
	Payment denied because only one visit or consultation per physician Payment denied because only one visit or consultation per physician
	
	
	
	

	CRB15
	>X<CLAIMS SCREENING
	B15
	Payment adjusted because this procedure/service is not paid separately.
	
	
	
	

	CRB16
	>X<CLAIMS SCREENING
	B16
	Payment adjusted because `New Patient' qualifications were not met.
	
	
	
	

	CRB22
	>X<DIAGNOSIS ALTERS BENEFITS 
	B22
	This payment is adjusted based on the diagnosis.
	
	
	
	

	CRB5
	>X<WRONG BENEFITS/DRG CASE RTE
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.D11
	
	
	
	

	DEFDUP
	DUPLICATE CLAIM
	18-CLM
	DUPLICATE CLAIM
	
	
	
	

	DUPSVS
	DUPLICATE SERVICE
	18-SVC
	DUPLICATE SERVICE LINE
	
	
	
	

	OA109
	CLM MUST BE FILED W/BESTCR EPO
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	OA110  
	NEED ITEMIZATION OF EXPENSES
	110
	Billing date predates service date
	
	
	
	

	OA133
	INFORMATION REQUEST
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	OA16 
	PREV PROCESSED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OA18  
	DUP PREV PAID TO CLAIMANT
	18
	Duplicate claim/service.
	
	
	
	

	OA23  
	LESS COB
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	OA35  
	OGB MAX ALLOWED PROV MUST REFIL
	35
	Lifetime benefit maximum has been reached.
	
	
	
	

	OA42
	CHARGES EXCEED FEE SCHEDULE
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	OA47
	REQUIRED VALID DIAG CODE
	47
	This (these) diagnosis (es) is (are) not covered.
	
	
	
	

	OA59  
	INCL WITH THE MAJOR SVC PERFOR
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	OA8  
	MUST BILL USING ASA CODES
	8
	The procedure code is inconsistent with the provider type/specialty (Taxonomy)
	
	
	
	

	OA97
	PAY ALLOW INCLD W/OTHR SRVC
	96
	Non Covered Charge(s).
	
	
	
	

	OAA8
	APPROPRIATE DRG CODE REQUIRED
	A8
	Claim denied; ungroupable DRG
	
	
	
	

	OAB18  
	CURRENT CPT/HCPC/CODE REQUIRED
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	OGBAC
	ADMINISTRATIVE COSTS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBAD
	ACCIDENT DETAILS REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBAF
	TRANSP TO/FROM HOSPITAL ONLY
	96
	Non Covered Charge(s).
	
	
	
	

	OGBAI
	ACQUISITION INVOICE REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBAO
	AMB SERV MUST BE BILLED OUTPAT
	96
	Non Covered Charge(s).
	
	
	
	

	OGBAT  
	ANESTHESIA TIME NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBCI  
	CONVENIENCE ITEMS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBDE  
	DETAILED DESCRIPTION REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBDI  
	DENTAL INELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBDM  
	MEDICAL NECESSITY REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBDP  
	NEED PURCHASE PRICE OF EQUIP
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBDS  
	DIETARY SVCS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBDT  
	NEED ADA CDT 2 CODES
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	OGBEB 
	NEED EOB FROM OTHER CARRIER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBED  
	EDUC SVCS NOT ELIG FOR BENEFIT
	96
	Non Covered Charge(s).
	
	
	
	

	OGBER  
	EMERGENCY RM REPORT REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBFC  
	NEED SPEC SVC & ARE OF BODY
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBFS
	NOT ON FEE SCHEDULE
	96
	Non Covered Charge(s).
	
	
	
	

	OGBFT  
	FERTILITY TREAT NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBHF  
	BILL ON HCFA WITH CPT/HCPC
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBIB  
	ITEMIZED BILL NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBIF
	INPATIENT PRECERT DENIAL
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	OGBMA
	DIAG PAY ONLY FOR LEGAL SPOUSE
	96
	Non Covered Charge(s).
	
	
	
	

	OGBME  
	NEED EXPL OF BENE FROM MEDICARE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBMH
	PROV MUST REFILE TO MAGELLAN
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	OGBMI
	NEED EOB FROM MEDICARE AND OTHER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBMM
	PLEASE FORWARD A COPY OF THE M
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBMS  
	NON COVERED SUPPLIES/EQUIPMENT
	96
	Non Covered Charge(s).
	
	
	
	

	OGBNA  
	NOT ELIG PER ASA GUIDELINES
	96
	Non Covered Charge(s).
	
	
	
	

	OGBNC  
	NOT PAY FOR THIS SVC/CONDITION
	96
	Non Covered Charge(s).
	
	
	
	

	OGBNM  
	RESUBMIT WITH MODIFIER
	4
	Missing/incomplete/invalid HCPCS modifier
	
	
	
	

	OGBNR  
	NO PATIENT RESPONSIBILITY
	96
	Non Covered Charge(s).
	
	
	
	

	OGBNU
	ADDITIONAL UNITS NOT ALLOWED F
	96
	Non Covered Charge(s).
	
	
	
	

	OGBOC
	NEED TERMINATION DATE OF OTHER
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBOD  
	OTHER CARRIER DISALLOWED PATIE
	23
	Payment adjusted because charges have been paid by another payer
	
	
	
	

	OGBOR  
	ORTHOTICS INSERTS WEDGES COOKI
	96
	Non Covered Charge(s).
	
	
	
	

	OGBPB  
	PHYSICIAN MUST BILL OGB
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBPI  
	NEED PROV NAME & DEGREE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBPO  
	PLEASE PROVIDE RELATED POLICE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBPQ  
	PRE EXISTING INVES IN PROGRESS
	133
	The disposition of this claim/service is pending further review.
	
	
	
	

	OGBPR  
	PLEASE SUBMIT ICD9 PROC CODE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBPS  
	NO PROOF OF STUD STATUS ON FIL
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBPV  
	NEED VALID PLACE OF SVC CODE
	5
	Missing/incomplete/invalid place of service.
	
	
	
	

	OGBPX
	SUBMIT CLAIM TO PHARMACY BENE
	109
	Claim not covered by this payer/contractor.  You must send the claim to the correct payer/contractor.
	
	
	
	

	OGBRC  
	CORRECT REVENUE CODE NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBRF  
	REFRACTIVE SVCS NOT ELIG
	96
	Non Covered Charge(s).
	
	
	
	

	OGBRO  
	OPERATIVE REPORT REQUIRED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBSI
	SELF INFLICTED/AGGRESSOR/SUICI
	96
	Non Covered Charge(s).
	
	
	
	

	OGBSP
	MUST RESPOND TO UM VENDORS REQ
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	OGBST  
	SALES TAX NOT ELIG FOR BENE
	96
	Non Covered Charge(s).
	
	
	
	

	OGBSX
	NAME AND LICENSING OF SPEECH THERAPIST NEEDED
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBTS
	NEED VALID TYPE OF SERVICE CODE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OGBV2  
	INFO PROVIDED DOES NOT JUSTIFY
	96
	Non Covered Charge(s).
	
	
	
	

	OGBV6  
	RADIOLOGY CHARGES PREV REIMBUR
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	OGBV7  
	INELIG DUE TO DUPLICATIVE THER
	96
	Non Covered Charge(s).
	
	
	
	

	OGBVB  
	MAINTENANCE CARE IS NOT ELIG U
	96
	Non Covered Charge(s).
	
	
	
	

	OGBVC  
	LEVEL OF SVC NOT DOC CODE WAS
	57
	Payment denied/reduced because the payer deems the information submitted does not support this level of support, this many services, this length of service, this dosage, or this day's supply.
	
	
	
	

	OGBVE  
	SVC RENDERED NOT COVERED BY PL
	96
	Non Covered Charge(s).
	
	
	
	

	OGBVF  
	SVC CONSIDERED A PART OF ELECT
	96
	Non Covered Charge(s).
	
	
	
	

	OGBVG  
	NOT MEDICALLY NECESSARY CHIROP
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	OGBVH  
	UNBUNDLED CHIROPRACTIC SVC 
	96
	Non Covered Charge(s).
	
	
	
	

	OGBVI  
	IMPROPER CODE BILLED FOR SVC D
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	OGBVJ  
	PROV MUST REFILE WITH CORRECT
	B18
	Payment denied because this procedure code/modifier was invalid on the date of service or claims submission.
	
	
	
	

	OGBVN
	INFO PROVIDED IS ILLEGIBLE
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	OI96
	NON-COVERED CHARGE
	96
	Non Covered Charge(s).
	
	
	
	

	PI42   
	EXCEEDS FEE SCHEDULE
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	PI96
	NON-COVERED CHARGE
	96
	Non-covered charge(s).
	
	
	
	

	PR1  
	ANNUAL DEDUCTIBLE
	1
	Deductible amount.
	
	
	
	

	PR17
	NO RESPONSE TO PREV INFO REQ
	16
	Claim/service lacks information which is needed for adjudication
	
	
	
	

	PR18  
	PREVIOUSLY CONSIDERED
	18
	Duplicate claim/service.
	
	
	
	

	PR19
	JOB NOT ELIG FOR BENEFITS
	19
	Claim denied because this is a work-related injury/illness and thus the liability of the worker's compensation carrier.
	
	
	
	

	PR2
	CONISURANCE AMOUNT
	2
	Co-insurance amount.
	
	
	
	

	PR26
	EXPENSES PRIOR TO EFFECTIVE DATE
	26
	Expenses incurred prior to coverage.
	
	
	
	

	PR27
	EXPENSES AFTER TERM DATE
	27
	Expenses incurred after coverage terminated.
	
	
	
	

	PR29  
	EXCEEDS CLAIM FILING DEADLINE
	29
	The time limit for filing has expired.
	
	
	
	

	PR3
	CO-PAYMENT AMOUNT
	3
	Co-payment amount.
	
	
	
	

	PR30
	PREMIUMS DUE FOR THIS SVC DATE
	96
	Non Covered Charge(s).
	
	
	
	

	PR35  
	EXCEEDS MAXIMUM BENEFITS
	119
	Benefit maximum for this time period has been reached.
	
	
	
	

	PR42  
	EXCEEDS RM & BD ALLOWED
	42
	Charges exceed our fee schedule or maximum allowable amount.
	
	
	
	

	PR47
	DIAG NOT COVERED BY THIS PLAN
	47
	This (these) diagnosis (es) is (are) not covered.
	
	
	
	

	PR49
	ROUT PROC/SERV NC
	49
	These are non-covered services because this is a routine exam or screening procedure done in conjunction with a routine exam.
	
	
	
	

	PR50
	NOT MEDICALLY NECESSARY
	50
	These are non-covered services because this is not deemed a "medical necessity' by the payer.
	
	
	
	

	PR51  
	PRE EXISTING CONDITION
	51
	Pre-existing conditions are not covered.
	
	
	
	

	PR52
	NON COVERED PROVIDER
	52
	Referring/prescribing/rendering provider is not eligible to refer/prescribe/order/perform the service billed
	
	
	
	

	PR53
	SERV RENDERED BY FAM MEM INEL
	53
	Services by an immediate relative or a member of the same household are not covered.
	
	
	
	

	PR54  
	ASSISTANT SURGEON NOT WARRANTED
	54
	Multiple physicians/assistants are not covered in this case.
	
	
	
	

	PR59
	CHARGE ADJ MULT SURG/ANES
	59
	Charges are adjusted based on multiple surgery rules or concurrent anesthesia rules.
	
	
	
	

	PR62  
	REDUCTION DUE TO PRE CERT PENA
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	
	
	
	

	PR96  
	INELIGIBLE EXPENSE
	96
	Non Covered Charge(s).
	
	
	
	

	PR97  
	SVC CONSIDERED PART OF SPINAL
	97
	Payment is included in the allowance for another service/procedure
	
	
	
	

	PREM
	PREMIUM NOT PAID
	145
	 Premium payment withholding
	
	
	
	

	PRM90
	EXCEEDS MAXIMUM BENEFITS WELL
	119
	Benefit maximum for this time period has been reached.
	
	
	
	

	RECOUP
	RECOUPMENT
	88
	Adjustment amount represents collection against receivable created in prior overpayment.
	
	
	
	

	REFUND
	REFUND CHECK
	123
	Payer refund due to overpayment.
	
	
	
	

	REISSU
	RE-ISSUE OF VOIDED CHK (CONV)
	63
	Correction to a prior claim.
	
	
	
	


SECTION 9
PROVIDER ACCESS to the WEBSITE SeBois

The Office of Group Benefits is proud to offer you on-line access to eligibility, claims payment, benefits coverage, and deductible information concerning the plan members covered under OGB.  Just click on www.groupbenefits.org
Following the on-line tour, fill out and submit a provider registration form.  Next, enter your tax id and create a user id and a password.  The person who signed the provider contract is the only one allowed to sign the provider registration form.  Print out the form and mail the original back to the address specified on the web site.  Once the form is reviewed by OGB’s webmaster one of following will happen:

1. Contracted providers with the correct signature on the form are activated    permanently.

2. Contracted providers with the incorrect signature on the form are activated for two weeks.  At the end of the two weeks, if the correct form has not been received by OGB, providers are sent a second notice.  After two more weeks (a total of four) the account is de-activated until the correct signature is on the form.

If the person who originally signed the PPO contract is no longer employed with the provider (ABC Bandages no longer employs Joe Jones), a letter with the new contract signature authority must be sent to the OGB.  Include the statement such as: “Joe Jones has been replaced by Joan Smith on the contract and has taken over the signature duties.”  This should be sent on company letterhead and must be signed by the new signature authority.  

All problems sent to the Webmaster should have the provider’s name, tax identification number, email address, and doctor/group name. There is a direct link to the webmaster at the bottom of the home page and at the bottom of the provider page.

Activation on SeBois
Once you are activated on SeBois other valuable information updates or news releases will be sent to you.  As an active SeBois user, valuable information is available to you such as:

· Fee schedule updates

· Provider Manual Updates

· What’s New at OGB

· Frequently Asked Questions

· Benefit Changes

Please contact your designated Marketing Representative if you would like an in-service on the website.

How to Log On to SEBOIS

· Log on to www.groupbenefits.org
· On the top right of the screen you will see “Home/Login”;

Click on “Login”
· If you are a “New User,” Go to “I wish to register as a:” click on “Provider”, then click “Register Now”.  *Remember to click provider before hitting the “REGISTER NOW” button.

· You are now at the “Login” page.

· The “Create Account for Provider Online Access” will appear.  Complete the form and click “submit”.  A printable form will appear.    Print the form out.  The person who signed your provider contract with OGB must be the same person who signs this form.

*Remember this will be your “Master User” – The Master user must have signed the OGB PPO contract.   This person will have the ability to create new users and   change passwords for the other users.

Example of a Provider Registration Form to be sent to OGB

Provider Name/dba name

Provider Address

Provider City, state, zip

Official Request to Register 

for

 Provider Online Access

 with the 

Office of Group Benefits

SeBois

(State Employees Benefits Online information Service)

www.groupbenefits.org

Provider Information
	Tax ID:
	

	First Name:
	

	Last Name:
	

	Email Address:
	


The signature below is the authorized representative of the provider listed above, who is authorized to create additional user accounts (up to 20) for the sole use of the registered provider and his/her agents, to view patient/OGB plan member information.  Any other use is strictly prohibited.  To protect the privacy of your patients and OGB plan members, your signature MUST be the same one on your current OGB PPO contract.  This signature authorizes OGB to provide you with information regarding our plan members who are your patients.  I agree to abide by the stipulations listed.


Name:  
___________________________________________________________

Signature:
____________________________________________________________


Date:
              ____________________________

Mail to:

State of Louisiana

Office of Group Benefits

Attn:  Provider Contracting Services

P O Box 44036

Baton Rouge LA  70804

 Instructions if Signatory of Contract is no longer employed with Provider

*Note:  If the person who signed the EPO/PPO contract is no longer employed with the company they must submit a letter with this wording: “Name on current contract is no longer employed with Provider’s name.  New contract signature authority has replaced Name on contract and taken over their signature duties”  

Adding Secondary Accounts 

Once the master account is approved, you can create up to 60 secondary accounts.  

1. The master user will log onto SEBOIS using the user name and password that they registered with.  Once logged in, click on “User Admin”.

2. A page will appear indicating “no rows returned”; scroll down and click on “Add Users”.

3. Complete the information needed:

· First Name

· Last Name

· Password (Master user should use a generic password as the system will make the user change the password when they sign on for the first time.)

4. *Click “OK or Submit *Remember to refresh the page each time you add a user

5.  The user will then show up under Rows returned.

The Master user will be able to add, delete, and change passwords for all users except the Master User account.

Provider Profile

Accessing the Profile

· Click on Profile after logging in. 
(Refer to Provider Profile Tour for additional information)
· Either fill in the search fields or leave them all blank to display all Providers. 

Claims Search


This tab allows providers to view claims and check status online.

1. To begin conducting a claims search, click “Claims” after logging onto the system.

2. The provider’s Tax-ID will be automatically entered.

3. Enter the “Service Begin” and “End Date”.  These dates are required and cannot be more than a 30 day span.  

4. To further narrow the search, you may select a provider from the drop down list.

5. Enter the claim number to search for a particular claim.

6. To display all claims of a certain status you may select the claim status.

7. The members with open claims will be displayed on the left hand side, to select a member, click on the member’s name.

8. All claims for that member will be displayed.  Click on a claim number to display the claim details.

9. The claim details will show if the claim has been paid, services date, total charges, diagnosis codes and the amount paid to the provider.

10. If the claim has service lines you can click on the number to view the details for the services line.

11. By clicking on “view EOB” you can bring up a printable copy of the voucher issued by OGB.  The EOB will appear in Adobe format.

Balance Forward

This area allows the provider to view their balance forward claims. 

1. To view balance forward claims click “Balance Forward” after logging in.

2. To view open balance forward transactions, click “open unresolved Balance Forward Transactions” or select “All” to view open and closed balance forward transactions.

3. If selecting “All” enter the search to and from claim dates.  Click Submit.

4. Select the Claim ID.

5. The provider will see a summary of all claims making up that balance forward transaction.

6. Click on the claim number to view the claim’s details

7. Click View EOB to view the Explanation of Benefits

**It may take more than one claim to clear the balance forward.  Providers will need to review each EOB to determine if the balance forward has been cleared and what plan members payments are included.

Eligibility

The Eligibility area allows the provider to search OGB plan members by the plan member’s date of birth and the patient’s date of birth.   It shows the plan member’s effective date, coverage and deductible.

Viewing Eligibility

1. Click Eligibility.

2. Enter the plan member’s SSN.

3. Enter the patient’s date of birth.

4. Click Submit.

5. The system will display plan member coverage and the effective date of coverage.  The amount applied to the deductible is also available.

6. If the plan member has other coverage, the system will display that information at the bottom of the page.

Update Web Information

This area allows the provider to update their own email address, URL and contact information within the Provider Search Pages of SeBois.
· Once you click on Update Web Information, a web page will appear.  Fill in the following information:

URL (Provider’s URL if they have a active website) optional

Email Address (Main email address to be contacted by plan members)

Active Link (Is the URL active)
· Then click Submit.  This information is automatically updated on our website.
Common Questions
1. Can I change my username?

Once the username is created it cannot be changed. If you would like to delete the current username and reregister you should contact the webmaster.

2. What if my Tax ID number is already in use?

This will cause an error window to appear.  The account is not active.  Contact the webmaster, and include the provider’s tax-id and email address.

3. Can I retrieve information on more than one Tax ID Number?

The website is Tax ID driven; therefore only one Tax ID can be viewed with a username.

4. I never received my username and password from OGB.  

OGB does not create usernames and passwords for providers.  The username and
password you created when you registered are to be used.

5. I forgot my username.

On the home page, Click on “Forgot My Username” and follow the simple instructions.  If you are still unable to obtain your username, contact Barbara Duhon at bduhon@ogb.state.la.us.
6. I forgot my password.

On the home page, Click on “Forgot My Password” and follow the simple instructions.  If you are still unable to obtain your password, contact Barbara Duhon at bduhon@ogb.state.la.us.
7. How can I change/correct the provider information?

Contact the OGB Provider Maintenance Department or your designated Marketing Representative to have this information corrected. 

8. One of the doctors in my practice is not listed.
Contact the webmaster with the provider’s Tax-ID and email address.
9. Why can’t I see my claim online?

· Verify the claim you are searching for is an OGB PPO plan member.

· Search for the claim by claim number (if available).

· Contact the webmaster with the provider’s Tax-ID and email address.

10.
The claim shows paid, but I haven’t received a check?
· The “paid” status means the claim was processed, not that a check was sent.

· If there is an amount in the “Pay Provider” field, a check will be sent.

· If the check has been sent, a check number and a check date will be shown.

· Your claim may have been subject to a balance forward.  

· You may call the Provider Customer Service Department at 1-800-215-1093 for additional assistance.

11.  Why wasn’t the claim paid in full?


· The entire or part of the claim may have been applied to the deductible.

· The plan member may have met their out-of-pocket expenses and are in 100% of coverage.
You may need to contact the Customer Service Department at 1-800-215-1093.

12.
What if I cannot find the member?

· Verify the social security number and birth date and try again. Contact the Webmaster at ogb.state.la.us with the provider’s Tax-ID, email address and the member’s SSN.

James “Jim” Blakely


Region (8) 710, 711


Region (9) 712


225.925.4599


jblakely@obb.state.la.us





Christopher Wilson


Region (7) 713, 714


225.922.2863


cwilson@ogb.state.la.us


 





Donald “Wayne”Diel


Region (1) 700, 701


Region (2) 703


225.925.4206


ddiel@ogb.state.la.us





Dianne Smith


Region (3) 704


Region (6) 707, 708


225.922.3145


dsmith@ogb.state.la.us





Shawn Welcome


Region (4) 705


Region (5) 706


Region (0) Out of State


225.925.7713


� HYPERLINK "swelcome@ogb.state.la.us" ��swelcome@ogb.state.la.us�
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Office of Group Benefits contracts are standardized; alterations, scratch outs, correction fluid, and/or written changes are not accepted.  Contracts cannot be executed until new, corrected contracts are re-issued and received by the OGB.








ADDRESS CORRESPONDENCE TO:





	ATTN:  Provider Services 





TO ENSURE TIMELY DELIVERY OF ALL CONTRACTS, NOTIFICATIONS, ETC.





Plan Members have the right to appeal within 90 days from the date the claim was initially denied in part or in whole.





Providers submitting paper claims should submit the original.  Copies do not read well on our scanner.  





Please do not use highlighter pens on claims; OGB’s image scanner cannot read highlighted items.





For Electronically filed claims, payment will be made under the RENDERING provider.





Provider’s Name Here





Welcome, Provider’s Name





This should be the claim the Balance Forward began on.





Tom and Jerry


Medical Supplies








This is the PM’s information. Showing for whom payment was posted.





This indicates the refund was received at OGB.





Provider Name:                                                                                                  Patient Name:                                                                                             Employee:


Claim#:                                Patient Acct#:                                                       DRG


OGB Member #:                                   Soc Sec#:                                                                         Medicare Claim#:





Provider Name:                                                                                                  Patient Name:                                                                                             Employee:


Claim#:                                Patient Acct#:                                                       DRG


OGB Member #:                                   Soc Sec#:                                                                         Medicare Claim#:








This is the PM’s information. Showing who payment was posted to.





This is the provider’s information as to where payment came from 





This indicates it was refund received at OGB





This is the claim # issued on a refunded payment to OGB.





Keep all vouchers to help reconcile balance forwards.








Claims should be addressed as:  Attention  Claims.





Vouchers may not be mailed to any address other than the one listed on the voucher.





Call Customer Service, send a written request, or send a corrected billing stating “Corrected Bill” if there is an overpayment.
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When a provider accepts assignment of benefits in the state of Louisiana, the patient cannot be billed for charges that exceed fee schedule.





Changes cannot be made to provider information unless submitted on company letterhead with a signature of the physician or the office manager.





OGB Fraud Director





OGB does not reimburse all CPT codes listed on Medicare Fee Schedules.  OGB reimburses procedures based on covered benefits listed in the Plan Document.





If a contracted provider submits a claim 12 months after the initial date of service, the plan will deny for late filing and the Plan Member cannot be billed.
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