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Who is Behavioral Health Billing
BHBS Solutions?

Behavioral Health Billing Solutions, LLC was created after 10+ years
experience in the Ohio Behavioral Billing world and seeing the need
for training and support of billing departments by an actual billing
expert. In addition, we provide assistance with implementation on
necessary EHR software, billing consultation to review and identify
problem areas within your current billing process, and a full host of
additional needed services.

We are now an Affiliate partner with Qualifacts offering associate
programs using CarelLogic software to agencies to get onto a fully
functional, meaningful use certified EHR for a fraction of the cost, |n
a fraction of the normal time.




On July 1st, 2018, Ohio Behavioral Health agencies underwent another
substantial change called “The Managed Care Carve in”. This meant rather
than billing Medicaid directly, if a client has managed care Medicaid, we
have to bill them directly. At the same time, ALL behavioral health
providers, licensed and unlicensed, were required to be registered with
Medicaid in order to provide and bill for services.

In the last 6 months there have been substantial delays in payment,
incorrect denials for covered services, and short payments for a variety of
services.

In addition, there have been substantial problems around provider
enrollment, rules surrounding tiered offenses for providers, and very
impactful issues related to provider enrolilment coordination between the
MCO'’s and the Ohio Department of Medicaid.

After many months of meetings and task force gatherings and overall
instability in the Ohio Behavioral Health field, on January 1st, 2019, a MITS
BITS was released with the heading “Behavioral Health Redesign and
Integration — Ongoing Assistance for Behavioral Health Providers”. 3
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Behavioral Health Redesign and Integration — Ongoing
Assistance for Behavioral Health Providers

Aswe work bo complate the transition to managed care b-flirE throwsh Bahavioral Health |I1'b=_EI1tI_CII'I_. the Departmient of
M:dimid{l::il:lmjhus fadliteted & sene=s of reEinnaI "netti"-F sround the state to gather feediback, hesr concems and
brainstorm idess with the provider community and county boards. E=sed upon those conversations, ODM has worked
with the marag=d cars plans to mainkin robust technical assistancs programs, rapid response teasms, and has also
devslop=d additional strategies and puidelines to help resolve any outstanding billing isswes.

ODM contirues to Clossly monitor the implementation of B=havioral Health Redesign and assess any impacts on
member access to ontical behavioral health serdices. We are confident that throwgh 2 partnership with mem bers,
providers, and those valued stakeholders who have sngaged with us on this jourrey. thet we will contnue with forssnd
progress in improving sersices ko Chio Medicsid members.

Several stratesies have DEen identified to help providers and managed care plans resolve challenges that may hawve
resulted in outstanding acoounis receiyable. Thess strdesies include:

Delxy Repaymant of Contingency Paymeants

Re=payment for contingancy plan sdvarces may be delsyed beyond fanuany 2009 a5 a result of one-on-one discussons
betas=n managed care plans and providers. Please refer to the mansged care plan contact informetion referenced
below to schedule a one-on-one call or in-person mesting.-

Extermd behawioral keslth redesign “tramsition of care patient protecion’ reguiremants that managed care plans mest
Tollow to sustsin acoess o care, comtinuity of services, snd trestment capacity.

®  Extend the rEquir:mEnt E maindbean cunrent Fee-for-Serdos peEyment rates, covered benadits mrd p-nnr
suthonzation r:quirzmznﬂ from Jume 30, 2015, to Deosmber 31, 2019,
= Extend I:irnel-r' claims submizsion pericd from 180 days to 363 deys through December 31, 2049, for FA=chcmid
"nunu_Ezl:I CHre.
=  Extend reguiremient for payment to out-of-reteork providers, Members who ane cummently receiving serdces
froem a F-r'D'Iﬂ-dl:r'H'hD is not im nebwork with a misnaged care plan, may pombines to recenve services from that
orovider unktil June 30, 2049, The maraged care plan may P’l‘IDI" muthorize thess servioes, whens auprnuriu'b:. or
25551 the member to scoess services through & network provider when any of the following ocosr
o khe members oonditon stabelizes, ard the misnaged care plan CEN ERSUnE 0o in1:|:r'r1.||:|l:i|:||1tu sEriDes;
o the member chinoses bo |:I1un5|: o & nebwork Fﬂ:rl.'fdl:r.
@ Ehe members nesds Cangs 10 WArrant 8 change in service;
o oF quality ComCems are isentifisd with the proviger.
This will 2isa allow rfor &cditbonal time for B COFs snd Drovsicers to oollsborative W COMmpiete n:|n1:|1|:h'|15. prn'-iu:r
:reuznﬁainﬁ. :nnl:'ul:lir'E budir'E_. mind final contract sxecwtion.



Enswring Aocess and Capadity to Critical Services

= Poychological Testing: Msintain mbes so theare i no loss of ACCasSS BNd There is R recuction in the serdice as
delver=d curmenthi. Recent changes in faderal HCPCS codes r\equir:l:l DD to ==t meEw rates; howeser, 55
annourced inthe MITS Sits issued December 26, 2018, the rates have besn revised with the intent of no
reduction in paymeEnt gue to the new coding structure.

=  ACT: Revise the financial structure; eiminate the face-to-face requirement for the prescribing team member;
coatinues to rEqu'r\e the TOUr CORTACES par month; and keep the pn:\-'.n'd:r BN SErGicE nequinem:nﬁ_.ﬁl:leli'rr'
sxpectaticns, and prl'or muthonzations & is. DM is -vurl-:inﬁl:o determine unl'mph"nen'tuti\:ln dabe El'.r\en thare
willl b= rule amerdments as well as possible system configuration changes.

Additicnal opjportaniti=s for one-on-one bechmical assistance for prowiders sxperiencing com plicati cns with clsims
processing ard payment is awailable.

For claims submikted oetween July 1. 2018, and December 31, 2048, the managed care pians wwll Femnve il Febmuary 41,
2019, to-

= develod & CollaDorative plan with prosiders throuph cne-on-one tachrical sssistance to fix Caims that have Deen
subsmikted with =rrors in erder (o reprocess thaose claims; andor
= pay prowiders for daims that are besing hedd dwee to managed care plan system isswes.

Im arder for this s e successhul, oroviders whamen:zri:minﬁ ha.r\-:l:hi:lsari:l'ﬂ.lkn;:: waith bill'n5 or cleims peymant
miust reach cut directly to the identified contacts for each managed care plan for ore-on-ons assistance. The Flans will
EXEMINE VEMDWS prowiser spacific strategies to help mitigate these chalenges.

I limiited cirosmstunoss, sddittonal Sollars meey De e b o b through the MOPS to pr\a’.ril:ler: who ql.r-u.i'f:.-. Thi=
determination will be mass on & chse-by- ase Dasis. Factors to De considered may incluss, but are nok limited to:

®  Whather or Rot the prowvider is billing-

= Whether or not the prowvider is contracted with the maraged cars plan

= Whether or rot the prowvider has Deen paid less through claims than they received in advance payments
setween July — Dohober.

Pliease refer to the contact information referenced below to schedule & one-on-ore all or in-person meeting. This
informiation is n follow Bo to, arsd repiaces, the information communicated im the Howsmoer 19, 2018 MITS Eits
Provider Informistion Feesce

Third Party Liability [TPL]

QDM has established a TFL taskfiorce and is working with menaged care plans ard prosiders to improse the process to
updats TFL informiation so that both CDM snd mansged care plan systems refiect more acourats information. The
taskfiorce will also dewelop best practices and resources to assist providers in navigating TPL requirements and
coordination of Derefits. DM is committed o working collabarstively with the managed care plans snd providers to
idi:n'ti'rll mrEss t-u-n:lp-:ra.ti-:-n-ulizc efficiemcies within the bowndames of federal n:;ulul‘.iun oy Janmuary 31, 2045, and

im plamient thase rl:rul:eE;ie_': my aorill, 209,

Prowider Enrolliment and Afiliaticn

Al claimis must imclude both the ﬂEEnI:‘r.":IiIFﬂ; mnd r\:nd-:rl'n; Hatiomnal Provider l-:ll:n‘h"l'il:r|hIFI:|. The managed cars plan
shisll adjudicate the claim for payment consistant with timely payment requirements. Managed care pisns shsll not
deny claims when an aﬂcm:lr.":lillhﬁ or r\cnl:l-crinE; MPI1 on the claim is not known in BMITS. .ﬂ\.ddil‘_ililmlr". plans are mat
reguired to ensure the individusl rendering praciitioner is sffilisbed to their sgancy at this ime. Plans shall not ey 5

MITS BITS Prosddes Infommation Belesse BH Redesign and Imegration - Ongoing Asistance for BH Prowiders Fiegs 2




Cl=irm wik=n the practitior=r is not arfiated bo the uEEr-:'ll_.'l:l'li'ng srovicer. The clsim should contirue to b= denied wh=n
nao H;EI‘ID:.'_.'DI-“I‘E or renl:ler'mE HFI| 5 submithed om the daim. This approech shall b= taken urdl DOk arsd the mianaged
care plans complete the work to implcmcntth-: universal roster and/or ODM gererated pﬂ:l-u'il:lcr emroliment report.

For more information on Behevioral Health Redesizn ard Integration, visit Dibo W ghomedipaid ghig sorg, Wite walue your
Tredoack ard guestions; submit inguiries at DEsgopn medicaig onig cow/Coniagiiis

Providers hawing persistent isswes with a Managed Cars Plan mey folkow the link b=low to register 8 complaint for Shio
Medicaid to investigate.

medicesd . oh :-.E-Dr.'."='r|:|-.-i|:| = BAanamedCare  Frowice riComolaink

Managed Care Plan Techmnical Assistance Contacts

e

Frovider Assistancs Aesources:

Fapid Response Team: | sl S S E =

Frior Authorizstion Susstioms: 1-H:I:I-3-5-ﬂ-05'."4__ap1:i-\:rl1 =, then 43

247 Motifecation Fax: 1-E35-734-2353

Frovider Sersicss: :L-EI:IJ-3-5-ﬂ-DEI'."-1-_.ap1:i-D-n 2, themn 5

Escalation/Crther Questicns: Afet Kiling, 939-299-F27E, 514-232-32 25 &ilinca@aeTH A oo
Euckeye:

Frovider Sssictanos Aesources:

Rapid Response Team: Qobagiorpibegith @ coniens pom

Frovider Relstions: 1-BEE-245-2356, &xt 247331

2477 Fror Authorizsom Line: 1-S00-Z224-19951

247 OH Hobficaton Fax: 1-265-53%-£574

EsmalationfCther Questions: Matalis A Lukascewice, Ngiglie s Lk ico S ENTEME Sty
S56-296-4336, ext TATES

CErespuarpes

Frovider &ssctanos Aesournces:

RﬂFiI:I Resoormse Temm: 1-S00-2B2-0d4 33

247 Motification Fax: 1-837-3E7-1684

7 Maotification Email: DEOSHI o CorsE DUICe COm
Escalation/Cther Questions: Tenmy jones, E13-223-3613, Tooy Jone o oo re o ree com
Eolinno

Frovider &s=ctanos Aesounces:

F:upil:l Recoomnse Temmn:s BHE oW i ders e icms @540 lin e i cmeres oo

Frovider ServicesFror Authorzateon Questions: 1-B33-32 22075

2477 Motification Fax: 1-BEE5-3409-584 3

Care Maragemeant Referral= DHOcbogicroitioplitbEatarrsiz Sl olingHosihoors S0
Esmalation/ Tiher Questons: Deanms Putrmen, SSE-562-344F axt 212340,

= - o

Farsmount

Frovider Assistancs Resources:

Fepid Rasoonse Temm: 1-3153-28 7-2954

F:upil:l Respomnse Email: FHECEshawicralies P rofdedice ors

2477 Motification Fax: 1-B44-222 4001

Frovider Relations Email Faramount Progicerfolsiions @ gromedics o
Esbaviorsl Hesith Fas: 1-557-651- 0541

Esmalation Ciher uestoms: Linds Mordshl, 419-S87-2273,
Lipiteds

Frovider &ssctanos Aesources:

Reapid Response Team: O hio Mebawork i sn age men W optu me. oo m

2477 Fhiomne Lne: 1-B00-500-S007

2477 Frowvider Frior 2outhoerizaton Request: 1-8665-F61-F7ES2

247 Cnlires Prior Authorization Regquest wia Frowider Porbsl: s gronig erorp re s Do =sed

s U n it ecli = A lchosreOm line coom

EsmalationfCther Questions: Trecey lzzard-Evenett, 5§14 E28-5837, Trecey. Zrard-evere bt S oo tum. oom

Sion o=
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What does all this mean?

For claims submitted between July 1, 2018 and December 31, 2018, the
managed care plans will have until February 1, 2019 to:

® Develop a collaborative plan with providers through one-on-one technical assistance to
fix claims that have been submitted with errors in order to reprocess those claims;

and/or

® Pay providers for claims that are being held due to managed care plan system issues.

However, the responsibility for identifying issues and reaching out to the
MCQO'’s lies with each of the agencies experiencing issues.



BHBS

So we are going to walk through some of the key issues we are seeing at
Behavioral Health Billing Solutions with our clients and hopefully provide
some insight on how to take this information and apply it to your agency’s
procedures.

Before we begin, | would like to touch on the latest issue to arise in BH and it
has to do with this quarter’s CMS updates to the NCCl edit rules that all BH
agencies in Ohio must now comply with.

The Ohio Department of Medicaid’s rule for billing SUD group counseling is if
the service is between 16-52 minutes, it should be billed as a CPT code of
90853 as an encounter code with 1 unit. 53 minutes or more should be billed
with the HCPC code Hooos in 15 minute increments of 1 unit. If you bill Hooos
for less than 4 units, it would deny. .



BHBS

SUD Group Counseling and SUD Case Management:

The recent 1/1/2019 NCCl edit table update included two new Medically
Unlikely Edits (MUESs) that limit the number of units of SUD Group Counseling
(Hooos) and SUD Case Management (Hooo6) to 1 unit per day.

A further review of the HCPCS code definition reveals that the unit definition
was also updated to be variable, meaning Hooos and Hooo6 are no longer
nationally defined as 15 minute units. This means that any Hooog SUD Group
Counseling and Hooo6 SUD Case Management service billed from more than 2
unit after 1/1/2019 will deny due to an NCCl edit. In addition, several MCO's are
applying these new edits to services prior to 01/01/2019.



BHBS

BHBS originally heard about the edit issue from a peer who works for a board
assisting with various issues, including updating their system to comply with
National and State guidelines.

The Board immediately identified these obviously problematic issues and
decided not to apply them in their system and immediately contacted ODM.

Unfortunately not all payers reacted that way. Most systems were
automatically updated with the new rules and some backdated the edit to
dates of services prior to the implementation of the edit in 2018. Many groups
including Ohio Council and legislators are attempting to work with ODM to
convey how devastating this rule would be to the SUD agencies across Ohio.

There is no current timeline for resolution. .



BHBS

It's my understanding that some of the MCO's are meeting with ODM next
Friday in an effort to resolve.

In the meantime it's up to each agency, whether you hold billing these services
or bill as normal, in hopes that the MCQO'’s will reprocess these claims once the
issue is resolved.

Our recommendation is for agencies to continue to bill for SUD groups that
are 52 minutes or under as a 90853 (remember this must go to insurance first if
the client has insurance). As for any SUD group over 53 minutes, | would hold
billing until a resolution is released. And unfortunately the same
recommendation would apply to SUD case management. Bill 1 unit services
and hold all others. We realize this could cause serious cash flow issues for
agencies, so the decision resides with each agency that provides these
services.

11
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In the interim, | would recommend reaching out to your House and Senate
representatives and make sure they understand your current situation.

Ohio House of Representatives by District

Ohio Senate Directory

Most agencies are still struggling with provider enrollment, adapting to TPL
requirements, the MCO carve in, and a variety of issues related to problems
surrounding all 3 that are causing devastating cash flow issues.

Adding these edits, on top of an already unstable environment is unacceptable
and they should be immediately removed.

12


http://www.ohiohouse.gov/members/member-directory
http://www.ohiosenate.gov/senators

BHBS
Now onto the fun stuff.

How do you review, identify and report problematic denials post July 15 from
the MCO’s? How do you identify what you as an agency need to correct, from
a workflow standpoint?

The issues we are seeing at BHBS are widespread but we have developed a
method that we use that | realize may not be available to all agencies
currently.

We will give you information on how to purchase and utilize the tools we use
at the end of this presentation, but my hope is that by showing you what to
look for, regardless of whether you are reviewing electronically or on paper
EOB’s, you will leave this session with a better understanding of how to move
forward.

13



So how can you review your denials and payments and identify these issues??

In order to efficiently review your payments for issues, you must have
access to exactly what was billed and then your remittance advice or
preferably an 835 from the payer.

IF you bill manually through the portals, you must keep logs of what you
are billing, noting supervised services, licensures, the Billing NPI the claim
was processed under, the rendering provider and any modifiers included.
Without a tracking of the services being billed, you will have to go to the
portal it was entered in and review it manually, which is not realistic or
efficient.

IF you bill using an EHR and send 837 EDI billing files, my recommendation
is to get a reader or print out of the same items included above so you can
easily compare to the remittance advice and check for errors.

Without access in some way to the claims that were billed, you
will never be able to accurately diagnosis incorrect problems .,
with denials or payments.
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EMS

Healthcare Informatics

EDI Power
Reader

Open healthcare
EDI files as easily
as spreadsheets.
HIPAA EDI files
are translated
and presented in
an interactive
user-friendly
grid. Read 835,
837,277,271,
234 files and

more.

EDI Power
Generator

0s

Create outbound
HIPAA
transaction set
EDI Files, such as
70 Eligibility
Requests or 837
Claims files from
source data files.
Convert data
from text, XML,

or database files

inta X12 EDI files.

EDI Power
Toolbox

A comprehensive
collection of
tools to manage
and edit EDI files
within one
program. Mo in-
depth knowledge
of EDI loops,
segments or
elements
needed. ldeal for
business and

rechmnical teams.

EDI Export
Engine

(Generate custom
exports and
choose exact
elements to be
extracted from
837 claims and
835 remittances.
Import data into
warehouses,
billing systems
and denia
management

SYSTEms.

EDI Power
Converter

EDI Claim
Reconciler

Convert ANSI
K12 HIPAA
transaction
files from the
4010 standard
to the 5010
standard, and
from 5010 to
4010. Provides
a solution for
bi-directional
legacy system
compatibility.

Reconcile claim
acknowledgem
ents & status
files against
source billed
claims, file by
file, claim by
claim. ANSI
compatible for
APCD post-
adjudicated
reporting for
837 and 277
code readers.

EDI 270
Power
Generator

Create
outbound 270
eligibility
requests and

read incoming

271 responses.

Features a 271
File Reader.
Convert data
from text files
into X12 27
EDI files.
Generate 270
eligibility
benefit
inquiries and
read 271

response files.

At BHBS, we utilize tools available from EMS Healthcare Informatics. The
tools they offer are below and they provide a discount to Ohio BH agencies
and they are one of the best companies I've had the pleasure of working
with. They are on the call today and | will provide contact information at
the end of the presentation.

837 Claim
File
Generators

e

(===

Coming soon
from EMS5: Qur
837 Professional
Claim File
Generator and
837 Institutional
Claim File
Generator to
help you get paid
faster, and to
gather more
detail on
patentialky

rejected files.


http://www.emscorp.biz/

In addition to tools to read your files, second on the list is a good clearing
house to check eligibility (whether you manual bill or electronically), and to
send claims and receive 835's back from payers. Traditionally, | recommend

pE - Claim Remedi or Etactics because I've worked with both and they provide
- Etactics the access | need to do my job efficiently.

Passon Excalionco, Innovation

| do have a representative from Etactics on the call today and his
information will be provided at the end of the presentation as well.

They do allow for agencies to contract with them for eligibility alone and
process 270 batch eligibility, as well as allow you to check individually.

| also recently found out that when using their batch eligibility processing,
it returns if a client has third party liability. An incredible perk from my
perspective.

As all of you know it's now our responsibility to bill third party as well as
determine a client’s MCO prior to billing, so the importance of eligibility
checking has increased dramatically.

16



http://www.etactics.com/

| also want to add Behavioral Health Billing Solutions does not specialize in
everything you need. We aren‘t clinical, we aren't CPT code experts, we
know nothing about contracting and credentialing and we leave the
strategic planning a lot of agencies need right now to the people that
specialize in these areas.

| believe in my ability to recognize peers | think are the best in their field
and are valuable to build and maintain a relationship with. Peers that do
the things that we either don't specialize in or, at this time, do not have the
capacity to offer the service.

So at the end of the presentation I'm going to give you contact info for my
guru’s in these areas. People | trust and depend on to answer questions
correctly and timely.

As always, | believe every agency in Ohio should belong to the Ohio Council
for Behavioral and Family Services. They fight the battle for us every day,
whether you are a member or not. But if you're not a member, you don’t

get the essential training and updates they frequently provide to members. ”




% Now moving on to what to look for
S Most commonly found incorrect denials and short payments
BHBS for services

Comments

Incorrect De nial for add on

Incorrect Denial for Diagnosis

Imncorrect Denial for Format?

Incorrect Denial for HCPC for Insurance Client

Incorrect Denial for Incomplete Payer Address?
Imcorrect Denial for Location- 55 is Residential

Incorrect Denial for misrouted claim
Incorrect De nial for Missing information
Incorrect De nial for Modifier-Modifier Correct
Incorrect Denial for nursing service
Incorrect Denial for Procedure not Followed
Incorrect Denial for Provider Type

Incorrect Denial for Supervised Service
Incorrect Denial-Mo Reason

Imncorrect Short Pay for Licensure

Incorrect Short Pay for Ssupervised Service
Imncorrect Short Pay-Licensed Provider
Imcorrect Short Pay-Partial Paid as IOP
Incorrectly Denied for Prior Auth

Incorrectly Denied-MNo Valid Reason
ltemized Statement-Reported never Repaid
Fartial Paid as I10P-Reported in Oct

Prior Auth Mot Required for Service

Prior Auth Mot Required-1st 30




L
R

BHBS

Most commonly found correct denials that agencies
need to identify and fix

Comments

Check Provider Credential
Client has Insurance Primary
Client has MCO

Copy of Medicare Card

DX Not Allowed
Exceeded Benefits
Incorrect Location

Entity not Found

Missing Prior Auth

Meed to Rebill as 90853
Mo Ordering

Residential

Same Day Service
Unbillable DX

19



So how do we go about identifying issues and reconciling to
our billing files or claims sent?

For the next half hour or so, I'm going to show you how my team at BHBS
does this.

We take all 835's files received each week from the client’s we work with.
We run it through the EMS Power Reader and using excel and a billing
database we keep for each client, we pull into the 835 several critical fields
needed to determine whether the denial is correct or not.

Fields you need from your billing file or tracking are:

 Billing NPI

* Rendering

* Provider Credential — From your system or obtained from HR

* Supervising

* Ordering

* Location

* Diagnosis

We import those fields into our excel version of our 835 and then begin our
review.



Rill Gitarantor '

Below are some of the error codes and adjustment code combinations

that agencies will see that are correctible at the agency level:

M77 - Missing/incomplete/invalid/inappropriate place of service. 5 - The procedure code/bill type
is inconsistent with the place of service.

MAg2 - Missing plan information for other insurance. 22 - This care may be covered by another
payer per coordination of benefits.

M62 - Missing/incomplete/invalid treatment authorization code.; 197 -
Precertification/authorization/notification absent.

22- This care may be covered by another payer.

23-The impact of prior payers adjudication including payments or adjustments.

24 - Charges are covered under a capitation agreement/managed care plan.

26- Expenses incurred prior to coverage.

27 Expenses incurrent after coverage terminated.

31— Patient cannot be identified as our insured.

177 —Patient has not met the eligibility requirements.

29 - The time limit for filing has expired.

18 - Exact duplicate claim/service (Use only with Group Code OA except where state workers'
compensation regulations requires CO).

1- Deducible Amount;2- Co-insurance Amount; 3-Co-pay Amount.

4, 6,8, 146, 204, A1 when present on a denial indicates the client has QMB, SLMB, some other
non-Medicaid coverage.

B7- Client is enrolled in Health Home and be billed for CPST.

N479 - Missing Explanation of Benefits (Coordination of Benefits or Medicare Secondary Payer).
16 - Claim/service lacks information or has submission/billing error(s) which is needed for
adjudication.

MAoy4 - Secondary payment cannot be considered without the identity of or payment
information from the primary payer. The information was either not reported or was illegible.
109 - Claim/service not covered by this payer/contractor. You must send the claim/service to the
correct payer/contractor.
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Below are some of the error codes and adjustment code combinations
(9 that agencies will see that may need reported to the MCO's:

BHBS

Ngs - This provider type/provider specialty may not bill this service. 96 - Non-covered charge(s). At least one Remark Code must be provided (may be
comprised of either the NCPDP Reject Reason Code, or Remittance Advice Remark Code that is not an ALERT.)

® N34 - Incorrect claim form/format for this service. 16 - Claim/service lacks information or has submission/billing error(s) which is needed for adjudication.
Report to MCO if claim was billed correctly.

®  Ma6 - Alert: Please see our web site, mailings, or bulletins for more details concerning this policy/procedure/decision. B7 - This provider was not
certified/eligible to be paid for this procedure/service on this date of service. Verify provider was eligible and correct Billing NPl was used, if correct report to
MCO.

®  Nss5- Procedures for billing with group/referring/performing providers were not followed. 96 - Non-covered charge(s). If Provider is credentialed and it was
billed under the correct Billing NPI, report to MCO.

® Nsg24 - Based on policy this payment constitutes payment in full. If short paid or denied, report to MCO.

® Naio - Adjustment based on the findings of a review organization/professional consult/manual adjudication/medical advisor/dental advisor/peer review. - 45 -
Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement. If denied or short paid, report to MCO.

®  N381-Alert: Consult our contractual agreement for restrictions/billing/payment information related to these charges. 45 - Charge exceeds fee
schedule/maximum allowable or contracted/legislated fee arrangement. If short paid or denied, report to MCO.

®  My6 - Missing/incomplete/invalid diagnosis or condition. 146 - Diagnosis was invalid for the date(s) of service reported. Verify diagnosis was correct, if it was,
report to MCO.

®  45-Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement. If received with a denied claim or short payment with no
other error code, this could be incorrect.

® N64o - Exceeds number/frequency approved/allowed within time period. 150 - Payer deems the information submitted does not support this level of
service. New NCCl edit for Hooos and Hooo6. If applied to dates of service prior to 01/01/2019, report to MCO.

® Nsig - Invalid combination of HCPCS modifiers. - 4 - The procedure code is inconsistent with the modifier used or a required modifier is missing. If claim was
billed correctly, report to MCO.
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AL
N/ Summary of next steps for agencies
S

1. Begin reviewing your 835 files or Remittance advice in comparison to what was billed.

2. Compare what you should be paid for each service vs what you are being paid.

3. Note each denial or short payment you feel may be incorrect, stating why and what is wrong.

4. Reach out to each MCO (their information is listed on the next page) and establish a relationship.
5. Partner with a clearing house and develop a full understanding on the new eligibility guidelines.

6. Keep in mind CareSource and Paramount use unique ID’s. You cannot not submit with the client’s Medicaid
number.

7. If you are billing via 837 and receiving 835's, consider getting a reader to turn your files into excel which will
give you more capability to understand and isolate problems.

8. If you are working with an MCO and find them untimely in responding to or resolving issues, file a
complaint. Ohio Medicaid only knows of issues that are reported to them.

9. In my professional opinion, all Behavioral Health agencies in Ohio should consider becoming a member of
Ohio Council. Yes, there’s an expense but the benefit is worth it.

10. Make sure the legislators in your area are aware of your challenges. They were elected to support you.
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BH REDESIGN — RAPID RESPONSE TEAMS & TA RESOURCES

MITS FFS Rapid Response Team

e Medicaid Provider Hotline: 1-800-686-1516

e Ohio Medicaid Policy Rapid Response: bh-enroll@medicaid.ohio.gov

Mon = Fri: 8:00 AM —5:00PM

AETNA - MYCARE ONLY

Rapid Response Team: OH BH Redesign@AETNA.com

Prior Authorization Questions: 1-855-364-0974, option 2, then 4
e 24/7 Notification Fax: 1-855-734-9393
s Provider Services: 1-855-364-0974, option 2, then 5
e FEscalation/Other Questions: KilincA@aetna.com

Technical Assistance: Aetna Rapid Response Team and TA Resources
Monthly provider webinars scheduled and Provider Relations Liaisons available
for onsite visit.

BUCKEYE
s Rapid Response Team: BehavioralHealth@centene.com
s  Provider Relations: 1-866-246-4356 ext. 24291
e 24/7 Notification Phone Line: 1-866-296-8731
e 24/7 OH Notification Fax: 1-866-535-6974
e Escalation/Other Questions: Ipaynter@centene.com

Technical Assistance Resources: Buckeye BH Redesign Webinar Registration
Provider webinars available every Tuesday at 9:00 and Thursday at Noon.

CARESOURCE
Customer Advocacy Group: 1-800-488-0134 (KATIE system)

BH e-mails: OhioBHinfo@caresource.com

24/7 Notification Fax: 1-937-487-1664

24/7 UM Notification e-mail: mm-bh@caresource.com
Escalation/Other Questions: terry.jones@caresource.com

Technical Assistance: BH Redesign Rapid Response Weekly Webinars

Each Wednesday, 3:00 - 4:00 PM. To register, contact at
Sherron.Jefferson@CareSource.com or call 614-255-4620 and include
organization name and NP| number along with names and e-mail address of
individuals planning to participate.

MOLINA
* Rapid Response Team: BHProviderServices@MolinaHealthcare.com
e 24/7 Notification Phone Line: 1-855-322-4079
e 24/7 Notification Fax: 1-866-449-6843
e 24/7 Notification e-mail:
OHBehavioralHealthReferrals@MolinaHealthcare.com
e  Escalation/Other Questions: Emily.Higgins@MolinaHealthcare.com

Technical Assistance Resources: BH Redesign Provider Bulletin
Multiple provider TA webinars scheduled throughout the year. Details and
registration in the Provider Bulletin.

UNITED HEALTHCARE/OPTUM
Rapid Response Team: OhioMNetworkManagement@optum.com
24/7 Notification Phone Line: 1-800-600-9007
e 24/7 Provider Prior Authorization Request: 1-866-261-7692
e 24/7 Online Prior Authorization Request via Provider Portal:
www.providerexpress.com and www.UnitedHealthcareOnline.com
s  Escalation/Other Questions: tracey.izzard-everett@optum.com

PARAMOUNT —= MEDICAID ONLY
* Rapid Response Team/Testing Assistance:
PHC.BehavioralHealth@ProMedica.org
s 24/7 Notification Phone Line: 1-419-887-2557 or 1-888-891-2564
e 24/7 Notification Fax: 1-567-661-0841
s PHCReferralManagement@ProMedica.org
e  Escalation/Other Question: hy.kisin@promedica.org and
Linda.NordahILSWCCM@ProMedica.org

ODM Managed Care Provider Complaint Form: https://providercomplaints.ohiomh.com/

24

The ’ai'u,’l:uunr.il

[ Beberiarzl Health & Family Services Providers




The|Ohio ;Gouncil

Of Behavioral Health & Family Services Providers

CODING : ADVANTAGE

Education for the Business Side of Medicine

Contacts for Services not provided by Behavioral Health Billing Solutions, LLC

Teresa Lampl, MSW, LISW-S
Associate Director of The Ohio Council of Behavioral Health & Family Services Providers
Membership information for agencies:
https://www.theohiocouncil.org/membership-applications

Teresa Lampl is currently an Associate Director with The Ohio Council of Behavioral Health &
Family Services Providers, a statewide trade and advocacy organization located in Columbus,
Ohio. In this role she advocates for public policies that support improving the health of Ohio’s
communities and the well-being of Ohio’s families by promoting effective, efficient, and sufficient
behavioral health and family services. Ms. Lampl has more than 20 years of experience in
community behavioral health. She has held both clinical and administrative positions in
community behavioral health organizations prior to joining the Ohio Council in 2005. She has a
Bachelor of Science degree in Psychology and Business from Muskingum College and a Master of
Social Work degree from The Ohio State University. She is a Licensed Independent Social Worker
with supervision designation in Ohio

Sonda J. Kunzi, CPCCOCCRCCPB CPCO CPMA CPPM CPC-I
Coding Advantage, LLC
https://www.codingadvantage.com/

skunzi@codingadvantage.com

With more than 30 years of experience in healthcare, Sonda’s expertise includes comprehensive
knowledge of ICD10 and CPT coding concepts, documentation and training, compliance and
healthcare reimbursement methodology. Her experience comes from working in a variety of

positions both as an outside consultant and as a professional within hospital-owned and private
medical practices. She has experience with review and application of the Ohio Administrative

Code (OACQ) relating to her work with community behavioral health agencies in Ohio. Sonda holds
many certifications including coding, billing, compliance, practice management, risk-based
coding, and is a licensed coding instructor through AAPC. Sonda also teaches ICD-10 and
Advanced Coding at Lakeland Community College in Kirtland, Ohio.
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Contacts for Services not provided by Behavioral Health Billing Solutions, LLC

Christine Smalley, M.A., LPCC-S
Smalley & Associates
christinedsmalley@gmail.com

| have worked in the Behavioral Health space for over 25 years, with 16 of those years in Mental

SMALLEY Health Management and oversight. | have an extensive skill set related to analyzing systems at
both the macro and micro levels. | have worked directly with clients, serving clients with mental

health and addiction disorders. | have worked in non-profit and for -profit administration,
& ASSO Cl AT E S developing compliance departments, establishing policies and procedures, attaining certifications

and accreditations for agencies of all sizes. | have also worked at the county government level,
auditing clinical work, analyzing service systems and collaborating across systems to establish
streamlined services, increase client access to care and drastically reducing wait times for county
services. | received my Master’s degree in Clinical and Pastoral Counseling, Clinical Counseling
from Ashland Theological Seminary and am currently an Ohio licensed professional clinical
counselor.

Gary Humble, BA
Executive Director, Pinnacle Partners
http://pinnacle-partners.org/

ghumble@pinnacle-partners.org

Gary Humble is the Executive Director of Pinnacle Partners and has over thirty-six (36) years in the

Fa
p I n n a c | E' managed care industry and specifically, over twenty-six years in the behavioral health industry.
DA RTMERS

After graduating from John Carroll University in 1982 with a BA in Economics, Gary began working
for several Health Maintenance Organizations (HMOs) as an account representative, marketing
various managed care products to large employer groups in Northeast Ohio.

In April 2014, he joined Pinnacle Partners, a Shared Services Organization (SSO) that is committed
to provide more effective care to patients by creating efficiencies within member operations;
sharing resources; and networking to assure comprehensive treatment and prevention solutions
for patients. Pinnacle Partners' mission is to assist the behavioral health community to not only
survive but thrive in a managed care environment.
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Contacts for Services not provided by Behavioral Health Billing Solutions, LLC

David Pontrello and Erich Comminsky

EMS Healthcare Informatics
https://www.emscorp.biz/
dpontrello@emscorp.biz

Healthcare Informatics

EMS Healthcare informatics offers a variety of tools for the healthcare industry that simply make
our jobs easier.

Ray Dalessandro
Etactics

www.etactics.com

G’Etactics

FPasson Excsience, Inrovaton

rdalessandro®@etacticsinc.com

Etactics is a clearing house but much more. They offer 270/271 eligibility, 837 file processing, 835
retrieval and much more.
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BHBS

Thank you for your time and attention today.
Hopefully, the information presented was helpful
and will assist you in addressing current issues.

As always, Behavioral Health Billing Solutions,
LLC is here to help. Our website is
https://bhbillingsolutions.com

My direct email is teresaheim@bhbillingsolutions.com
and my cell phone is 614-395-0136.
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