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Introduction

The Medicaid Illinois Professional User Guide contains detailed information about
the Emdeon’s Medicaid Illinois product.
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Medicaid Illinois - HFS Forms

Medicaid lllinois - HFS Forms

Medicaid Illinois, Healthcare and Family Services (HFS), requires a proprietary
form be completed when billing in a hardcopy or paper format and when filing
adjustments. The Medicaid Illinois HFS claim forms are specific to the type of
service performed and contain data elements unique to Medicaid Illinois HFS. The
Medicaid Illinois HFS adjustment form is used for Professional adjustments to
Medicaid Illinois HFS.

—— Client Setup Required

Access to the Medicaid Illinois HFS form specific fields and the

& capability to create the Medicaid Illinois HFS forms is a premium
service that requires setup by the Emdeon Implementation
Administrator.

The Claim Master claim form screens have been modified to accommodate the
data elements specific to the following Medicaid Illinois HFS forms:

HFS Form Descriptions

Number Description
1443 Provider Invoice (Therapy)
2209 Transportation Invoice
2210 Medical Equipment/Medical Supplies
2360 Health Insurance Claim Form (Professional)
2292 Adjustment (NIPS)

Color-coded visual aids in this chapter identify the fields on the Claim Master claim
form screens that:

Highlighted in yellow Corresponds to the Medicaid Illinois HFS form

Required for billing a Medicaid Illinois HFS claim from

Highlighted in green Claim Master

izl i vElen Required for filing an adjustment to Medicaid Illinois

HFS from Claim Master

HIPAA Compliance

4

In order to be Health Insurance Portability Assurance Act (HIPPA) compliant, this
version of Medicaid Illinois is based on the current HIPPA-compliant EDI ASC X12
835 data set for Healthcare Electronic Remittance Advice (ERA). While the
software contains many data elements of the old HCFA 1500 health claim, the
newer CMS 1500- and HIPAA-compliant data elements have been added to
provide total compliance.
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HIPAA Compliance

—— Note
In order for Medicaid Illinois to function properly, healthcare data must be
received from your system in the proper HIPAA-compliant file format or in an
'enhanced' non-HIPAA print image file with supplemental data added to the
print image. For additional information, please contact the Emdeon Support
Desk at 877-271-0054.
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About This Book

About This Book

Hyperlinks

To improve your ability to navigate between topics (especially related topics), this
book incorporates numerous cross-reference hyperlinks that display in a blue
typeface. These hyperlinks make it easy for you to reference related tables,
topics, or other information from the currently displayed page. To move to the
related topic, simply click on the blue text.

Each topic in the Table of Contents is also a hyperlink. To move to a chapter,
section, or topic in the book from the Table of Contents, click on its title.

Additionally, each chapter in this book has its own Table of Contents on the first
page the chapter. Each section or topic in each chapter-level Table of Contents
is a hyperlink. To move to a section or topic within the chapter, click on its title.

The Bookmarks feature of Adobe® Acrobat Reader or Adobe® Reader® can also be
used to move quickly to a chapter, section, or topic. When you have this book
open in Acrobat Reader, you can click on the Options pull-down in the Bookmarks
window to open the Table of Contents bookmarks. To expand or collapse the level
of detail in the Table of Contents, click on the + or - symbols. To move to a
chapter, section, or topic in the book, click on a bookmark icon or a title.

List of Screens

All of the Denial Manager graphical user interface displays are referred to as
screens throughout this book. To facilitate your use of this book as a product
reference after you have become familiar with the product, a List of Screens has
been provided. This list is located at the back of the book. Each screen name in
the List of Screen Images is a hyperlink that you can click to navigate directly to
the screen example in the book.

List of Tables

6

A List of Tables has been provided to provide quick access to the detailed
information contained in the tables throughout this book. This list is located at the
back of the book. Each table name in the List of Tables is a hyperlink that you can
click to navigate directly to the associated table in the book.
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Usage Restrictions

Usage Restrictions

When you see an “exclamation” icon or a “padlock” icon in this book, it indicates
the description or instructions refer to a product function or usage privileges that
are controlled by either the Emdeon Implementation Administrator or the Client
System Administrator.

The Emdeon Implementation Administrator provides customized product
configuration and setup services at your site. Usually, these services are provided
at the time of product installation. To provide optimal security for sensitive
processes, many Denial Manager functions and their associated usage rights can
be controlled only by the Emdeon Implementation Administrator. Some of the
functions controlled by this person may require the purchase of product add-ons
or a separate Emdeon product.

The Client System Administrator is a designated person at your site who can
grant or deny user rights to perform actions on certain software features or
functions. The Client System Administrator will use the Denial Manager
Administrator Guide as a reference for performing these tasks.

Both of these people use the product's Setup/Configuration Menu option to control
or define product functions and user Privileges. This menu option will display on
the Denial Manager Main Menu for these two individuals, and for other users that
have been granted related rights.

If you have questions about product functions that are signified as
A “restricted” by the either the “exclamation” icon or the “padlock”
icon, see your Client System Administrator.
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Chapter

Completing Claim Master Screens

The Claim Master claim form screens contain data elements that correspond to the
NUCC Professional healthcare claim form, the ANSI 837-P electronic format and
the Medicaid Illinois HFS proprietary forms.

For detailed descriptions of the Claim Master claim form screens, see Chapter 2,
837 Professional Claim Form Screens in the Claim Master Professional User
Reference.

The data elements specific to the Medicaid Illinois HFS claim forms are located on
the following Claim Master screens:

= Patient & Subscriber > Patient and Current Subscriber/Payer
m Service Lines > Original Lines

m Service Lines > Adjustment

s Other Info > Ambulance

Chapter 1 Completing Claim Master Screens 9



Provider. THE DOCTOR'S OFFICE (460447693) Payver: MEDICAID IL (HEALTH FAMILY) (DO062100) PSP Status: Hew
Patient: , Patient Control #: Claim #:
| FromiThru; Lines: 0 Total Cha: Est Amt Due:

Screen 1 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(Medicaid IL Fields)

Main Wenu - Create New Claim | Wed Dec 08 21:34:24 CST 2010

Service Lines Other Infa g Validate
Patient and Current Subscriber/Payer | Other SubserbersiPayers. .. Functions Printing
25, Provider Tax ID: |THE DOCTOR'S OFFICE (480447852} j Save As: | NEWY vl
26. Patient Account I:l -ﬂ Freq T},rpel 'i 12, Release Ir'rfol LI Date
2. Patient Hame Last | | First | |mi[ ] 3.BirthDate [ | | Sex| =1 ssn

5. Address | I | city | st Jzm[ - county [ ][ |
Phone |:| 8. Status F.'Iaritall 'I Employmenll LI Studentl LI IMedical Record Hum

10. Related Cﬂusel ;I I ;I | ;l Accident State D Country | | Date | | Howr D
Patient Homeboundl "i APG I:l 10d. Local Use | | DeathDate I:l Accidentinjury »
Condition Codes |:| |:| |:| |:| |:| |:| I:I I:I j Patient Signature Sourcel ;I

Current Payer [MEDICAID IL (HEALTH FAMILY) (00082100) =] ,] [t.Subscriberid [ |,)l@) 13. AssignBenenit| =]

Provider IDMNPI 1234567803 / 331L00000X /1 |4 Subscriber Name Last | | First | mi[ ]
Payer Address | || | 7. Subscriber Address | || |
city[  state[ [zZip[ |-[ |coumtry[ ||city[  |st[ |zip] |- Jeountey[ |-[ |
Insurance Type | |7 Original Reference | | Phone| | 6. Patient Relationship | =l
23. Prior Auth | | Referral | | 1a.girthDate [ | sex] = ssu[ |
Filing Ind || 11c. Payer Name [EDICAID IL (HEALTH FAMILY) | 4. Grp Name | | Hir | | bEmpisch | ]

Payer Secondary ID Qual I:I D Health Record Hum I:l Patient ID I:l
2?.AcceplAssignment| 'I Par Agmtl Ll 31, Signature | || |
32. Facility A ][ Jssmfin)v[ | Taxonomy[3a1L00000x] T

Y

Pay-To Provider I — SAME AS BILLING PROVICER — _ﬂ gl

Table1 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (Medicaid IL Fields)
Field Description

Accident/Injury Codes to indicate the probable reason the participant sought
treatment for an accident/injury:

Accident/Injury Code

B

Code Definitions
Emplowvment related accident or illness.

1
2 |Injury received while operating a metor vehicle, as a paggengerin a
metor wehicle, or in ancther tvpe of accident involving a motor vehicle.

3  |Injury due to participation in an organized =port or =chool activity.
4 |Injury due to an act of viclence (non-accidental).
2 |Injury iz the rezult of an unzpecified accident.
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Screen 2 Service Lines > Original Lines Screen (Medicaid IL Fields)

Wain Menu = Create New Claim

| Fridun 11 12:17:26 COT 2010

Provider; RURAL HEALTH CLINIC {436993977) Payer; MIEDICAID IL {HEALTH FARILY) (DO062100) PSP Status: New
Patient: , Patient Control # TEST MEBICAID IL Claim #:

FromiThru: Linez: 0 Total Chg: 50.00 Est Amt Due; 50.00
Patient & Subscriber Other Info Editilog Validate Exit

14.CurrentllinessDate [ | 15.FirstiinessDate [ ||

Patient Pregnant?l j‘

17, Referring Doctor

Originat Lines

| Adjustment Functions Printing

16. Unable to VWork From | | Thru | |

 Last Work Date I:l Return to Work Date I:l

Last Menstrual Date I:l

|

Attending Doctor

18. Hospitalization From | | Thru | |
| | \Care Assumed Date |:| Relinquished Date :l
Jj 20, Dutside Lab?| =] Charges [ |steriz. =]
&

Supervising Doctor

22. Medicaid Resubmission Code | | Ref | |

19, Local Use

2

o T — T —

TOTAL PAGES! 1 PAGE LIST: 1

HEVY PAGE/LAST PAGE

Delete Line

@ copy

O 2l

ot Retoresie Codk | = EPSDT Referral?| =] Condition Codes [ 1xCx7
21, Diagnosis 1, | v 2] v 3] v 4. |+ | Special Program Code [ |~ pemoProjid| |
5. | |v & | |v 7. | |v g, | |v Delay Reason Code I:lV IDE Humiber I:l
H |= A |* B |* €| |* | Anesthesia Related Procedure Code I:lv I:I'
A, Date of Service B | =€ D. Procedures E F G H J
From To POS | TOS EMG | HCPCS M1 M2 M3 M4 Pntr Charge = Unit  EPSDT  Plan Doctor | Set
1 - -HE % =M= =
2 - <= - == E
3 I f [ = = alC
3 e = | == I
R == e
- -r=m - == AlC
PatientPaid: [ | Total Purchased: | | 28. Total Charge: 0.00 29, Amount Paid: 30. Balance Due: 0.00

=
&
=1
=

[Acton |

Chapter 1

Completing Claim Master Screens
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Table 2 Service Lines > Original Lines Screen Field Descriptions (Medicaid IL

Fields)
Field Description
Steri? Service submitted for payment for a sterilization or
abortion:
Y = Yes
N = No
TOS A one- or two-digit code to identify the Category Code or
Type of Service.
Category Code / TOS =
| Clear | Cloze |
Code Definitions
1 |Medical Care - Attending Phvsician
2 |Surgery - Surgeon
2 |Conzultation - Conguliant
4 |Diagnogtic X-Rav - Radiclogizt
5 |Diagnostic Laboratory - Pathologist
7 |Anesthesia - Anesthesiclogist
2 |A=sziztance at Surgery - Surgical A=zziztant
9 |Other Medical Service
S |Co-Surgecn
¥ |Second Opinign on Elective Surgery
G |Concurrent Care
03 |Optometric Services
04 |Podiatric Services
05 [Chiropractic Services
11 [Phy=ical Therapy Services
12 |Occupational Therapy Services
13 |Speech Therapy/Pathology Services
14 |Audiology Services
33 |Clinic Option Services
34 |Mental Health Rehak Option Services
41 [Medical Eguipment or Prosthetic Devices
45 (Optical Suppliez
47 |Mental Health Targeted Caze Management
Services
48 [Medical Suppliez
20 |Emergency Ambulance or Helicopter
21 |Mon-Emergency Ambulance
22 |Medicar
23 |Taxicab
54 |Service Car
55 |Private Automcbils
S8 |Other (.
-
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Screen 3 Service Lines > Adjustment Screen (Medicaid IL Fields)

Main Menu -= Search Claim -= Edit Claim T T | Friduncl) 1224295 COT2000

Provider: QAE MEMORIAL HOSPITAL (436999377) Payer, MEDICAID IL (HEALTH FAMILY) (DSKILOOO) PRSP Status; Incomplete
Patient s, b . Patient Control#; TEST426047 0001 Claim # T957271
FromiThru: 051607 - 0516007 Lines: 1 Total Chg, §68.80 E=t &mt Dus: 563.80

23 Editig), 0 Fxed Wiew Al Edits’ =< Previcug Unfixed Edit = Previous Edit MNext Edit = Next Unfixed Edit ==

Other info Validate

Functions Printing

Patient & Subscriber Service Lines
Original Lines | Adjustment

. Do - DOSTo  POS TOS HCPCS M1 M2 M3 M4 ( Unit Approved | | OTAF |
| ¥ 20070516 20070518 22 TT080 | 1 UN |
HFS Adjustment — Print Overlay Print image -
6. Voucher 7. Document Control Humber 14, Adj Type 15, ltem or Service
20, Reason Adjustment Requested: 16, Quantity 17, Charges 18, TPL 19, TPL Amt

! Adiudication Payer [~ PLEASE SELECT A PAVER - x| Add | ctear]| adgjudication Date] | PaidAmount] |
wepes| [ ma[ | m2[ |[m3[ | ma[ |Paidunits| | BundiedLine#| | Patientliab] |

Group Reason Quantity Amount  Group Reason Quantity Amount  Group Reason Quantity Amount .~/

1 - - Z - - 3 - -

28. Total Charge: 68.80 29, Amount Paicd: 30, Balance Cue: E_SB.BU

Chapter 1 Completing Claim Master Screens 13



Screen 4 Other Info > Ambulance Screen (Medicaid IL Fields)

Main Menu -= Create New Claim | Wed Dec 08 21:35:43 CST 2010 |

Previder: THE DOCTOR'S OFFICE (460447693) Paver: MEDICAID IL (HEALTH FAMILY) (DO062100) RSP Status: Hewr
Patient: , Patient Control #: Claim #:
FromiThru; Linez: 0 Total Chg: Est Amt Due:
Patient & Subs=eriber Senvice Lines Other Info E::I-'t-"_a_-: Validate Exit

General | Ambulance | DME | PT/Chiro Functions Printing

Claim Ambulance Transport Info -

Patient Weight |:| Lbs Transport Code 3 Reason Code * Distance ]Mil&s
Rournd Trip Purpose| |

Stretcher Pu rpose| |
Vehicle License Hum Mr:l Vehicle License State[l
Claim Ambulance Certification
| MiA '+I 01 Patient was admitted to a hospital | NiB, "‘I 02 Patient was bed confined before the ambulance service
| Wy wI 03 Patient was bed confined after the ambulance service | MiA v[ 04 Patient was moved by stretcher

| MR -+I 05 Patient was unconscious or in shock | NiA, "‘I 6 Patient was transporied in an emergency situation
| NiA -r.I 07 Patient had to be physically restrained | MNeA vl 08 Patient has visible hemorrhaging
| Mk '+I 03 Ambulance service was medically necessary | Ni&, "‘I 12 Patient is confined to a bed or chair

| MA wl 50 Transportation was to the nearest facility

Claim Ambulance Location Info

Pick-Up Address | city State Tip Country| |

Drop-Off Address | City State Zip Country[ |

Location | |

Service Line Ambulance Transport InfoiCertification

14 Medicaid lllinois Professional User Guide



HFS Form 1443

HFS Form 1443

The HFS 1443 claim form is used to submit claims for Therapy services in a
hardcopy or paper format to Medicaid IL. The following Type of Service (TOS)
entered on the Service Lines > Original Info screen identifies the claim as a
HFS 1443 claim form in Claim Master.

03 = Optometric Services

04 = Podiatric Services

05 = Chiropractic Services

11 = Physical Therapy Services

12 = Occupational Therapy Services

13 = Speech Therapy/Pathology Services
14 = Audiology Services

33 = Clinic Option Services

34 = Mental Health Rehab Option Services
45 = Optical Supplies

47 = Mental Health Targeted Case Management Services

Color-coded visual aids in this chapter identify the fields on the Claim Master claim
form screens that:

Highlighted in yellow Corresponds to the Medicaid Illinois HFS form

Required for billing a Medicaid Illinois HFS claim from
Claim Master

Highlighted in green

The Medicaid Illinois HFS form specific data elements listed below were not added
to the Claim Master claim form screens as the Payer requires the field to be blank
upon submission.

HFS 1443 FL# HFS 1443 Field Description
4 Role (Leave blank)
23-8 Modifying Units (Leave blank)
24 Optical Materials Only (Leave blank)
33 Sect (Leave blank)
34 Bill Type (Leave blank)

Chapter 1 Completing Claim Master Screens 15



HFS Form 1443

Patient & Subscriber > Patient and Current Subscriber/Payer
Screen

Screen 5 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(HFS 1443 Crosswalk)

Main Menu -= Create New Claim | Wed Dec 05 21:34:24 C5T 2010
| Provider: THE DOCTOR'S OFFICE (4604476393) Payer: MEDICAID IL (HEALTH FARILY) (DO0DG2100) PSP Status: Hew

Patient. , Patient Control #: Claim #.
| FromiThru; Lines: 0 Total Chag: Est &mt Dus:

Service Lines Other Info EditiLog

Patient and Current SubscrniberiPayer | Other SubscribersiPayers... Functions Printing

i25. Provider Tax I1D: E[ Save As: Im
26. Patient Account ] -,_"| Freq T'_.rpel EI 12. Release rn'f::-| E Date
2. Patient llame Last | | First Mi| 3. BirthDate sex| =] ssn [ ]
5. Address \ City stz coumtry[ |-[ ]

Phone I:l 8. Status F.ﬂﬂritallﬁ Emplo'_.rmenll Ll Studentl Ll Medical Record Hum ||

10, Related Causel LI I LI | ;l Accident State D Country | | Date | | Hour Ij
Patient Homehound I_LI APG :l 10d. Local Use | | DeathDate :l Accidentinjury |:| -

|| Condition Codes ¥ DDDDDDDD j Patient Signature Sourcel Ll

Current Payer II-1EDII2AID IL (HEALTH FAMILYy (DO0S2100) LI rj 4. Bubscriber 1D {j .q.;] 13. Assign Benefit 3

Provider ID/NPI 4] 4 Subscriber Name Last | First | mai ]

Payer Address | | | | 7. Subscriber Address )

city[ |state[ |zip[ |-[ |country[ | |city st zp - country [ |-[ |
Insurance Type || Original Reference Phone [ | & Patient Relationship| =

23. Prior Auth | Referral | | 11a.Birthoate [ ] sex| = ossi[ ]
Filing Ind [ | 11c. Payer tame | 11. Grp Name | | nbr | |pEmpisen | ]

Payer Secondary ID Qual |:| il 1] Health Record Hum |:| Patient ID |:|

27, Accept Assignment | 3 Par Agmtl LI 31. Signature I .I
32, Facility Awm > Jsmmw v[ Taxonomy -
Pay-To Provider 3 ,:_.I]

Table 3  Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 1443 Crosswalk) (part 1 of 2)

Claim Master
HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description
1 Provider Name 33-2 Provider Tax ID (Name)
2 Provider Number 33a Provider ID/NPI
3 Payee N/A Pay-To Provider (Display
Provider)
6 Prior Approval 23 Prior Authorization Number
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HFS Form 1443

Table 3

Patient & Subscriber > Patient and Current Subscriber/Payer Screen

Field Descriptions (HFS 1443 Crosswalk) (part 2 of 2)

HFS 1443 FL#

HFS 1443 Field Description

CMS 1500 FL#

Claim Master
Field Description

7 Provider Street 33-3 Provider ID/NPI (Address -
Display Provider
8 Facility & City Where Service 32-1 Facility (Name - Search Facility)
Rendered
8 Facility & City Where Service 32-3 Facility (City, State, Zip - Search
Rendered Facility
9 Provider City, State, Zip 33-4 Provider ID/NPI (City, State, Zip
- Display Provider
11 Recipient Name (First MI Last) 2 Patient Name Last, First, MI
12 Recipient Number 1a Subscriber ID
13 Birthdate 3-1 Birth Date
19 Taxonomy 33b Provider ID/NPI
20 Provider Reference 26 Patient Account
32 Original DCN 22-2 Original Reference
36 Provider Signature (Leave 31-1 Signature
blank)
37 Date (Leave blank) 31-2 Date
N/A N/A Top 1 Payer
N/A N/A 3-2 Sex
N/A N/A 4 Subscriber Name Last, First MI
N/A N/A 5-1 Address
N/A N/A 5-2 City
N/A N/A 5-3 State
N/A N/A 5-4 Zip
N/A N/A 6 Pat-Ins Relation
N/A N/A 7-1 Subscriber Address
N/A N/A 7-2 City
N/A N/A 7-3 State
N/A N/A 7-4 Zip
N/A N/A 1ic Payer
N/A N/A 12 Release Info - Date
N/A N/A 13 Assign Benefit
N/A N/A 27 Accept Assignment
N/A N/A N/A Freq Type

Chapter 1 Completing Claim Master Screens 17



HFS Form 1443

Patient & Subscriber > Other Subscribers/Payers Screen

Screen 6 Patient & Subscriber > Other Subscribers / Payers Screen (HFS 1443
Crosswalk)

Main Memnu -= Create New Clam . | Wed Oct 27 11:46:41 COT 2010

Provider: THE DOCTOR'S OFFICE (460447693) Payer: MEDICAID IL (HEALTH FARILY) (DO0G2100) RSP Status: New
Patient: |, Patient Control #; Claim #;
From/Thru; Linsz: 0 Total Chg: Est Amt Due;

Patient & Subscriber Service Lines Other Info Editil
Patient and Current Subscriber/Payer | Other SubscribersiPayers.. Functions Printing
Other Payer 1 I ;I J 9. Subscriber ID I:lﬂ I 13. Assign Beneﬁtl j"'
Provider IDINPI —PLEASE SET PAYER FIRST— 8. Subscriber lame Last | | First | [ [ ]
Payer Address | | | | | Subscriber Address | | | |
city[ state[ |zip[ |- |country[ | city [ st Jzie[ ]{ Jcounty[ |- |:|
Insurance Type I:l" Original Reference | | Phone |:| Patient Relatlonsh|p|

1123, Prior Auth | | Referral | |_gb. BirthDate I:l Sexlﬁ 55H I:l
8d. Payer Hame MediGap Id l:l ga, Grp Name | | Hbr | | c.Empisch |:|
Filing Ind [ | Payer RefiD Qual [ |~ ID HealthRecordNum [ |Patemtin| |
COB/Adjudication Payer E!atusl Mz j‘ % Adjudication Date Paid Amount’i Total Ncrn-Cc-v:I

Discoum:l Per Day Limit| | Tax| | Pre-Tax| | oTAF| | PatientLiab |

. Group  Reason Quantrty Amount - Group Reason Ouantity — Amount Group Reason Cma.nhty Amount 7|
1 - - |2 x - 13 - -
Other Payer 2 | :I ﬂ Subscriber B :lﬂ :4;.] 13, Assign Beneﬁtm
i Provider IDINPI —PLEASE SET PAYER FIRST— | Subscriber Name Last | | First | | mar [ ]
[Payer Address | || | Subscriber Address| || |
City :l State |:| Zip |:| |:| Country |:| City |:| 5t I:l Zip |:| I:l Country I:l |:|
Insurance Type I:l" Original Reference | | Phone |:| Patient Ftelatlc-nshlp|
|23, Prior Auth | | Referral | |

BirthDate sex | >l ssn
Payer Name| | MediGapld | | GrpName | | Hir | |Empisch [ ]
Filingind [ | PayerRefiD@ual [ |vm[ | HealthRecordBum |  |Patientin| |
COB/Adjudication Payer Status m M Adjudication Date I:l Paid Amount:l Total Hon—Cw:I
Approvm:l Allowed:l Cuvered:l Patient Ftesp.l:l Patient Paid:l
Discount| | Per Day Limit] | Tax| | Pre-Tax| | oTAF] | PatientLiab |

: Group Reasonﬁt.aan‘tlty Amqtmt Group Rﬁasm Quantity Al!munt Grnup Reason Quantrty Amount ﬂ

1 - - 2 - - 3 - -
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HFS Form 1443

Table 4

Descriptions (HFS 1443 Crosswalk)

Patient & Subscriber > Other Subscribers/Payers Screen Field

HFS 1443 FL#

HFS 1443 Field Description

CMS 1500 FL#

Claim Master
Field Description

23-9 TPL Code (Line) N/A Payer ID (Position 1-3)
23-10 Status (Line) N/A Payer ID (Position 4-5)
25A TPL Code (Claim) N/A Payer ID (Position 1-3)
25B Status (Claim) N/A Payer ID (Position 4-5)
25C TPL Amount (Claim) N/A Paid Amount
25D TPL Date (Claim) N/A Adjudication Date
26A TPL Code (Claim) N/A Payer ID (Position 1-3)
26B Status (Claim) N/A Payer ID (Position 4-5)
26C TPL Amount (Claim) N/A Paid Amount
26D TPL Date (Claim) N/A Adjudication Date
27A TPL Code (Claim) N/A Payer ID (Position 1-3)
27B Status (Claim) N/A Payer ID (Position 4-5)
27C TPL Amount (Claim) N/A Paid Amount
27D TPL Date (Claim) N/A Adjudication Date
35 Uncoded TPL Name (Claim) 9d Payer (Name - Payer ID -

Position 1-3 = 999)

Chapter 1

Completing Claim Master Screens

19



HFS Form 1443

Service Lines > Original Lines Screen

Screen 7 Service Lines > Original Lines Screen (HFS 1443 Crosswalk)

| Fridun 11 13:12:43 COT 2010

Provider; . ~ Payer: MEDICAID IL (HEALTH FARILY) (DSKILODO} PF/S: P Statuz: Hew
Patient: Patient Control # | Claim# . _.._. .
FromiThru: 05/16/07 - 05/16/07 Lines; 1 Total Chy: $68.80 Est Amt Dus; $68.80

23 Edit(=), 0 Fxed Miew AllEdits  #< Previous Unfieed Edt = Previous Edit Mext Edit= Hext Unfieed Edit ==
Dther Info Edit/Log Validate

Functions Printing

14. Current lliness Date l:l 15, First lliness Date I:l 16, Unable to Viork From | | Thru | |
Patient Pregnant> [Ne 1 1 ast Manctriia nata LastWorkDate [  |ReturntoWorkDate [ |

Original Lines | Adjustment

17. Referring Doctol —. .o~ .- .. .. .., - .| 18, Hospitalization From | | Thru | |
| | Care Assumed Date I:I Relinquished Date
Attending Doctor 51288 MONROE, M b 0. Distside Lab?l 1.I Charges |:| Steri’ | E
O-ils |}
ApCrasIg llnctar B 2o niscicaia Resubmission Cads | | Ret | |
19. Local Use &
} =1 CLIA Hum Mammo Cert
A =
Hoté Risference Code]| =] EPSDT Referral? | ~] condition Codes| |*[ |~[ |~

21. Diagnosis 4 ]v c —lv 3 |'r'339l] |v 4. |~‘__.—r-231 |v Special Program Code I:l" Demo Proj. ld |:|
5 | |v 5. | |v 7. | |v a. | |v Delay Reaszon Code |:|" IDE Humber |:|
9, | v A |* B |* c| |* | Anesthesia Related Procedure Code I:l' I:l'

A, Date of Service B € . Procedures E E G H J
Froim Tn PO§ | TO§  SWG 0 HOBCE TTT 77T 77T 7T Bmdy | Slemeen tree “"&80T Plan Doctor
U ruu wowu o x ] 3 g ool rour |[) ] | _LI rj

I - - -

il
el
Il

[ - - -

Patient Paid: Total Purchased: |:| 28. Total Charge 1 29, Amount Paid. 30, Balance Due, e

TOTAL PAGES: 1 PAGELIST: 1 _NEW PAGE/] &3T PAGE Delete Line i Copy T Spiit Action

Table 5 Service Lines > Original Lines Screen Field Descriptions (HFS 1443
Crosswalk) (part 1 of 3)

Claim Master
HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description
5 Emer (Leave blank) 24C EMG
10 Referring Practitioner Name 17 Referring Doctor (Name - Search
Doctor)
14 H. Kids (Leave blank) 24H EPSDT
Upper
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HFS Form 1443

Table 5 Service Lines > Original Lines Screen Field Descriptions (HFS 1443
Crosswalk) (part 2 of 3)

Claim Master

HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description
15 Fam Plan (Leave blank) 24H Plan
Lower
16 St/Ab (Leave blank) N/A Steri?
17 Primary Diagnosis Description N/A Diagnosis (Search Diagnosis)
18 Primary Diag Code 21-1 Diagnosis
21 Ref Prac No NPI 17b Referring Doctor (NPI - Search
Doctor)
22 Secondary Diag Code 21-2 Diagnosis
23-1 Procedure Description N/A HCPCS (Search HCPCS)
23-2 Proc. Code/NDC 24D-1 HCPCS
23-3 Modifiers 24D-2 M1, M2, M3, M4
23-4 Date of Service 24A Date of Service - From/To
Lower
23-5 Cat Serv N/A TOS (Value entered determines

HFS Form created)
Allowed values

03 = Optometric Services

04 = Podiatric Services

05 = Chiropractic Services

11 = Physical Therapy Services
12 = Occupational Therapy
Services

13 = Speech Therapy/Pathology
Services

14 = Audiology Services

33 = Clinic Option Services

34 = Mental Health Rehab
Option Services

45 = Optical Supplies

47 = Mental Health Targeted
Case Management Services

23-6 Place of Serv 24B POS

Allowed values

11 = Office

12 = Home

13 = Assisted Living Facility
14 = Group Home

21 = Inpatient Hospital

22 = Qutpatient Hospital

31 = Skilled Nursing Facility
32 = Nursing Facility

33 = Custodial Care Facility

23-7 Units / Quantity 24G Unit

23-13 Provider Charges 24F Charge
25 Sect# (Line Number) N/A Calculated field
25C TPL Amount (Patient Paid) N/A Patient Paid
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HFS Form 1443

Table 5 Service Lines > Original Lines Screen Field Descriptions (HFS 1443
Crosswalk) (part 3 of 3)

Claim Master

HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description

25D TPL Date (Patient Paid Date) N/A Date of Service - From

26 Sect# (Line Number) N/A Calculated field

26C TPL Amount (Patient Paid) N/A Patient Paid

26D TPL Date (Patient Paid Date) N/A Date of Service - From

27 Sect# (Line Number) N/A Calculated field

27C TPL Amount (Patient Paid) N/A Patient Paid

27D TPL Date (Patient Paid Date) N/A Date of Service - From

28 Tot Charge 28 Total Charge

29 Tot Deductions 29 Amount Paid

30 Net Charges 30 Balance Due

31 # Sect (Number of Lines) N/A Calculated field

N/A N/A 24E Pntr

22 Medicaid lllinois Professional User Guide



HFS Form 1443

Service Lines > Adjustment Screen

Screen 8 Service Lines > Adjustment Screen (HFS 1443 Crosswalk)
W | Fridun 11 12:24:15 COT 2010

Provider Paver; MEDICAID IL (HEALTH FAMILY) (DSKILOOD) PSP Status; Incomplete
Patient s, b Patient Control#; Claim#
FromiThru: 051607 - 0516007 Lines: 1 Total Chg, §68.80 E=t &mt Dus: 563.80

23 Editig), 0 Fxed View AllEdite == Previous Unfixed Edit = Previous Edit NextEdit = Next Unfixed Edit ==

Patient & Subscriber Other Info Edit/Log Validate
Original Lines | Adjustment Functions Printing
DOSFrom  DOSTo  POS TOS HCPCS M1 M2 M3 M4 Charge  Unit Approved | | OTAF | |
k] 20070518 20070518 22 7r0e0 88.80 T UN
HFS Adjustment — Print Overlay Print image

6. Voucher I:l 7. Document Control Humber I:l 14, Adj Type 15, ltem or Service I:l
20, Reason Adjustment Requested: 16, Quantity 17, Charges | 18, TPL 19, TPL Amt

-3 Adjudication Pa'_,re.rl— PLEASE SELECT 4 PAYER — ll Add | Clzar | Adjudication Date Paid Amoumi
wepes| [ ma[ | m2[ |[m3[ | ma[ |Paidunits| | BundiedLine#| | Patientliab] |
Group Reason Quantity Amount Group Reason l}l.lantity Amount Group Reason Quantity Amount ﬂ
28. Total Charge: 68.80 29, Amount Paicd: 30, Balance Cue: 8880

Table 6 Service Lines > Adjustment Screen Field Descriptions (HFS 1443

Crosswalk)
Claim Master
HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description

23-11 TPL Amount (Line) N/A Paid Amount
23-12 TPL Date (Line) N/A Adjudication Date

25C TPL Amount (Line) N/A Paid Amount

25D TPL Date (Line) N/A Adjudication Date

26C TPL Amount (Line) N/A Paid Amount

26D TPL Date (Line) N/A Adjudication Date

27C TPL Amount (Line) N/A Paid Amount

27D TPL Date (Line) N/A Adjudication Date
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HFS Form 1443

Other Info > General Screen

Screen 9 Other Info > General Screen (HFS 1443 Crosswalk)

| Main Menu —= Search Claim = Edit Claim . Tue Sep 21 14:20:59 COT 2010
Provids SRR IR o B | Payer; MEDICAID IL (HEALTH FAMILY) (DSKILOOD) PSP Sfatus: New
Patient. LAST, FIRST P Patient Control#, S5 S s Claim #: e
FromThru: 06/06M0 - 06/06/10 Lines: & Total Chg: $100.00 Eat Amt Dus: §100.00
Patient & Subscriber Service Lines Other info EditiLog | validate | Save | Exit
General | Ambulance | DME | PT/Chiro Functions Printing

Zlaim Additionai Info |
Last Seen Date |:| Hearing/Vision Rx Date |:| Newborn Weight |:| Gramz Care Plan Oversight |:|
Referral Numberl:l Authorization Exception Code |:| * Property & Casualty Claim Num I:I

Claim Contract Info |

T}rpel Ll Amount I:l Percent | | Cocte| | Discount Percent l:l Version I:l

Claim Patient Vision Condition Info |

1. Categow' :l Indicﬂtorl “'I Condition Codel Ll ﬂ
Claim Paper Work/Attachment Info l
1. Type I:l * Transmission Code! Ll Contral Number | | ﬂ

Claim Purchased Service Provider Info
Type| =] tiame Last | | First | [mi[] o[ ]~ ] mefip[ |~ ]

Claim Siate Regulatory Info - K3

1 12| | 3| | 4] | 8] | =]

Service Line Drug Info |

Bronmiiss HDC E;Ifritl'Type Price Pre=:rtp;t[0ﬂ Com pound, If)mg Date
1, 80047 26 -
2 2500428 Al
3 85007 26 o
4 81000 28 -

Table 7  Other Info > General Screen Field Descriptions (HFS 1443

Crosswalk)
Claim Master
HFS 1443 FL# HFS 1443 Field Description CMS 1500 FL# Field Description
23-2 Proc. Code/NDC 24D-1 NDC
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HFS Form 2209

HFS Form 2209

The HFS 2209 claim form is used to submit claims for Transportation services in a
hardcopy or paper format to Medicaid IL. The following Type of Service (TOS)
entered on the Service Lines > Original Info screen identifies the claim as a
HFS 2209 claim form in Claim Master.

50 = Emergency Ambulance or Helicopter
51 = Non-emergency Ambulance

52 = Medicar

53 = Taxicab

54 = Service Car

55 = Private Automobile

56 = Other

Color-coded visual aids in this chapter identify the fields on the Claim Master claim
form screens that:

Highlighted in yellow Corresponds to the Medicaid Illinois HFS form

Required for billing a Medicaid Illinois HFS claim from
Claim Master

Highlighted in green
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HFS Form 2209

Patient & Subscriber > Patient and Current Subscriber/Payer
Screen

Screen 10 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(HFS 2209 Crosswalk)

Main Menu —= Create New Claim | Wed Dec 0821:34:24 CST 2010
Provider: THE DOCTOR'S OFFICE (460447693) Payer: MEDICAID IL (HEALTH FAMILY) (DOO62100) PSP Status: New

Patient: , Patient Centrol #: Claim #:
FromThru; Lines: 0 Total Cha: Est Amt Dus:

Service Lines Other Info Edit/Log Validate
Patient and Current Subscnber/Payer | Other SubscribersiPayers . Functions Printing
| 25, Provider Tax ID: El Save As: I NEWY vl
26. Patient Account -d Freq Type ﬂ 12. Release Info 3 Date
2. Patient Hame Last First mi 3. BirthDate  Sex =] ssu [ ]

5. Address | _ City st Zip | Country [ | ]
Phone l:l 8. Status P.ﬂﬂri:all j" Employmenll Ll Studentl :]" Medical Record Hum

10. Related Causel LI I LI I Ll Accident 5iate D Country | | Date | | Hour I:l
Patient Homeboundl ;I APG 10d. Local Use | | DeathDate I:I Accidentinjury |:| o
| Condition Codes ~ |:| I:I I:I I:l I:l l:l l:l I:I | Patient Signature Sourcel ;l

Current Payer E| & |1, Subscriber ID [.7&] 13. Assign Benefit =]

Provider ID/NP) 1234557853 / 331L00000X (j 4. Subscriber Hame Last First| M

Payer Address | I | 7. Subscriber Address ' [ ]

cty[ | state[ |zip[  |-[ Jcountry[ | |city 5t zip|  |country[ | |
Insurance Type | | Original Reference Phone [ | 6. Patient Relationship =1

23. Prior Auth | Referral | | ta.girthpate [ | sex] = ossu[ ]
Filing Indt || 11c. Payer llame | 11. Grp Hame | | Her | |pEmpisen [ |

Payer Secondary ID Qual I:I T ID I:l Health Record Hum I:l Patient ID I:l

27, Accept Assignment 3 Par .ﬁ.gmtl Ll 3. Signature ‘
Ty Aw ]~ Jsap - | Taxonomy|[z31L00000x]
Pay-To Provider |~ S44E &3 SILLING FROVIDER - 1.0

Table 8 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2209 Crosswalk) (part 1 of 2)

Claim Master
HFS 2209 FL# HFS 2209 Field Description CMS 1500 FL# Field Description
1 Provider Name 33-2 Provider Tax ID (Name)
2 Provider Number 33a Provider ID/NPI
3 Billing Date 31-2 Date
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HFS Form 2209

Table 8

Patient & Subscriber > Patient and Current Subscriber/Payer Screen

Field Descriptions (HFS 2209 Crosswalk) (part 2 of 2)

HFS 2209 FL#

HFS 2209 Field Description

CMS 1500 FL#

Claim Master
Field Description

4 Provider Reference 26 Patient Account
5 Provider Street 33-3 Provider ID/NPI (Address -
Display Provider)
6 Provider City, State, Zip 33-4 Provider ID/NPI (City, State, Zip
- Display Provider)
7 Recipient Name (First MI Last) 2 Patient Name Last, First, MI
8 Recipient Number 1a Subscriber ID
9 Birthdate 3-1 BirthDate
11-4 Prior Authorization Number 23 Prior Authorization Number
(Claim)
18-1 Provider Signature (Leave 31-1 Signature
blank)
18-2 Date (Leave blank) 31-2 Date
N/A N/A Top -1 Payer
N/A N/A 3-2 Sex
N/A N/A 4 Subscriber Name Last, First MI
N/A N/A 5-1 Address
N/A N/A 5-2 City
N/A N/A 5-3 State
N/A N/A 5-4 Zip
N/A N/A 6 Pat-ins Relation
N/A N/A 7-1 Subscriber Address
N/A N/A 7-2 City
N/A N/A 7-3 State
N/A N/A 7-4 Zip
N/A N/A 11c Payer
N/A N/A 12 Release Info- Date
N/A N/A 13 Assign Benefit
N/A N/A 27 Accept Assignment
N/A N/A N/A Freq Type
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HFS Form 2209

Patient & Subscriber > Other Subscribers/Payers Screen

Screen 11 Patient & Subscriber > Other Subscribers/Payers Screen (HFS 2209
Crosswalk)

Main Menu -= Create New Claim . | Wed Oct 27 11:46:41 COT 2010

Provider: THE DOCTOR'S OFFICE (460447693) Paver: MEDICAID IL (HEALTH FARULY) (DO0OS2100) RIS P Status: New
Patient: , Patient Caontrot #: Claim #;

FromiThru! Linez: 0 Total Chg: Est Amt Dus:

Patient 8 Subscriber Service Lines Other Info “Editil Save

Patient and Current Subserber/Payer | Other SubscribersiPayers.. Functions Printing
Other Payer 1 I :I J 8. Sub=criber D I:lﬂ né'}] 13. Assign Beneﬁtl j"’
Provider IDMNP| —PLEASE SET PAYER FIRST- '8, Subscriber Name Last | | First | [ ]
Payer Address | | | | ' Subscriber Address | | | |
ey Jswe[ Jzp[ |{ Jcowmy[ | e[ |st[ Jze[ ]| ]county[ J{

Insurance Type I:l" Original Reference | || Phone |:| Patient Ftelatronshlp| =l

|23, Prior Auth | | Referral | | 3. BirthDate sex| >l ssn

od, Payer Hame MediGap Id I:l 9a. Grp Name | | Her | | cEmpisch |:|
Filing Inc [ | Payer Ref10 Qusi [ |~ 1o Heaith Recoratum [ |pasent0[ |
COB/Adjudication Payer Statusl e j"' Clgar | Adjudication Date | Paid Amoun Total Hon-C D“'l:l

Avoroved ] Alowea ] Coversa[ ] Pt Resp| ] Paint paia] ]
Discount| | Per Day Limit| | Tax| | Pre-Tax| | oTAF| | PatientLiab[ |

. Group Reason QOuantity  Amount . Group  Reason Quantity  Amount Gmup Reason Cmaﬂttty Amount J
1 x > E kg * 13 s ¥
Other Payer 2 | :I ﬂ Subscriber 1B l:lﬂ :4;.] 13, Assign Beneﬂtl --']
| Provider ID/NP| —PLEASE SET PAYER FIRST— | Subscriber Name Last | | First | | i [ ]
Payer Address | | | | | Subscriber Address | | | |
City I:l State I:I Zip |:| I:l Country I:l City I:l 5t l:l Zip l:l I:l Country I:l l:l
Insurance Type I:l" Driginal Reference | | phone |:| Patient Relationship |

|23, Prior Auth | | Referral | BirthDate sex| ~| ssn
Payer Name | | rtediGap 1d |:| Grp Name | | Hir | | Empisch |:|
FiingInd | | PayerRefiDaual [ [vi[ | HealthRecordBum [ | Patientin| |
COBAdjudication Payer Status m M Adjudication Date |:| Paid Amouml:l Total rlon-CDv:l
Appro\rga-d:l Allowed:l Cuvered:l Patient Ftesp|:| Patient Pa.idl:|
‘Discount| | Per Day Limit| | Tax| | Pre-Tax| | oTAF| | Patient LI&bI:l

Groi.q:b I!easonmmntlty Amqunt Grﬂi.lp Reasm Quantrly Amnnnt Gr:mp Reason Quantrty Amount J

i - - 2 - - 3 - -
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HFS Form 2209

Table 9 Patient & Subscriber > Other Subscribers/Payers Screen Field
Descriptions (HFS 2209 Crosswalk)

Claim Master
HFS 2209 FL# HFS 2209 Field Description CMS 1500 FL# Field Description
12A-1 TPL Code (Claim) N/A Payer ID (Position 1-3)
12A-2 Status (Claim) N/A Payer ID (Position 4-5)
12A-3 TPL Amount (Claim) N/A Paid Amount
12A-4 TPL Date (Claim) N/A Adjudication Date
12B-1 TPL Code (Claim) N/A Payer ID (Position 1-3)
12B-2 Status (Claim) N/A Payer ID (Position 4-5)
12B-3 TPL Amount (Claim) N/A Paid Amount
12B-4 TPL Date (Claim) N/A Adjudication Date
13 Uncoded TPL Name (Claim) 9d Payer (Name - Payer ID -
Position 1-3 = 999)
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HFS Form 2209

Service Lines > Original Lines Screen

Screen 12 Service Lines > Original Lines Screen (HFS 2209 Crosswalk)

Main Menu —= Search Claim -= Edit Claim

| Fridun 11 13:12:43 COT 2010

Provider; QAE MEMORIAL HOSPITAL (436999977}  Paver: MEDICAID IL (HEALTH FAMILY) (DSKILODO} R/ZP Status: New
Patign}; -~ - - Patient Control# TEST426017 0001 Claim# 7957271
FromiThru; G66/16/07 - 061607 Linez; 4 Total Chg: $68.80 Est &Amt Due: 568.80

23 Editi=}, 0 Fixed Miew AllEdits =< Previous Unficed Edt = Previous Edt Mest Edit = Next Unficed Edt ==
Dther Info Edit/Log Validate
Ornginal Lines | Adjustment Functions Printing
14.CurrentliinessDate [ | 15.FirstlinessDate [ | 16, Unable to Work From | | Thru | |

Patient Pregnant? I M "'I Last Menstrual Date |:| Last Work Date :l Return to Work Date :l

17. Referring Doctor Z71808 KAUFFMAN, J »] 18. Hospitalization From | | Thru | |

| | Care Assumed Date I:l Relinquished Date I:l

Patient & Subscriber

Attending Doctor 251288 MONROE, M A2 20. Dutside LﬂbT..| =] Charges |:| Steri? |_1| '
Hipenata Hosior A |, Medicaid Resubmission Code | | Ref | |
18, Local Use i

d = CLIA Hum Mammo Cert |:|
Nots Refersnce Code| =] EPSDT Referral?| ] Condition Codes [ = I=[ I~
21, Diagnosis 4, * 3 |?9¢1.E |v 3, |—|,rESEu |v 4. |.‘__,—r-231 |v Special Program Code I:l ¥ Demo Proj. Id l:l
5. | |v & | |v T | |v 2. | |v Delay Reason Code |:|' IDE Humber |:|
g, | |v A, | |v B. | |v c. | |v Anesthesia Related Procedure Code I:l" I:l"
A.Date of Service = B c D. Procedures E F G H J
From To POS | TOS | EMG HCPCS M1 M2 M3 M4 Pntr | Charge Unit EPSDT  Plan Doctor
1. - L3 - I 'I I - | ﬂ
- - - i [ i I E I I - I J

- | == 3
¥ LE[ & B
- | == B
= == 2
Patient Paid: Total Purchased: |:| 28. Total Charge:! 29, Amount Paid: 30, Balance Due:

TOTAL PAGES: 1 PAGELIST: 1 _MEW PAGEAAST PAGE Delete Line = copy  zpit | Action

- -

- -

4
| -‘. |
il
m | i i _I._I__I 5
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HFS Form 2209

Table 10 Service Lines > Original Screen Field Descriptions (HFS 2209

Crosswalk)
Claim Master
HFS 2209 FL# HFS 2209 Field Description CMS 1500 FL# Field Description
11-1 Date of Service 24A Date of Service - From/To
11-2 Cat Serv N/A TOS (value entered determines
HFS Form created)
Allowed values
50 = Emergency Ambulance or
Helicopter
51 = Non-emergency
Ambulance
52 = Medicar
53 = Taxicab
54 = Service Car
55 = Private Automobile
56 = Other
11-3 Procedure Code 24D-1 HCPCS
11-8 Provider Charge 24F Charge
11-9 Orig Place 24D-2 M1, M2, M3, M4
(FIRST position of the FIRST
Modifier)
11-11 Dest Place
(SECOND position of the FIRST
Modifier)
12A-3 TPL Amount (Patient Paid) N/A Patient Paid
12A-4 TPL Date (Patient Paid Date) N/A Date of Service - From
12B-3 TPL Amount (Patient Paid) N/A Patient Paid
12B-4 TPL Date (Patient Paid Date) N/A Date of Service - From
14 # Sect (Number of Lines) N/A Calculated field
15 Total Charge 28 Total Charge
16 Total Deductions 29 Amount Paid
17 Net Charge 30 Balance Due
N/A N/A 21-1 Diagnosis
N/A N/A 24B POS
N/A N/A 24E Pntr
N/A N/A 24G Unit
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HFS Form 2209

Other Info > Ambulance Screen

Screen 13 Other Info > Ambulance Screen (HFS 2209 Crosswalk)

Main Menu -= Create New Claim | Wed Dec 0821:35:43 CST 2010 |

Previder: THE DOCTOR'S OFFICE {460447633) Paver: MEDICAID IL (HEALTH FARILY) (DO062100) RSP Status: Hewr
Patient: , Patient Control & Claim #&:
FromiThru; Lines; 0 Total Chg: Est Amt Due:
Patient & Subscriber Service Lines Other Info Ed-‘t-‘La_-: Validate Exit

General | Ambulance | OME | FTChiro Functions Printing

Claim Ambulance Transport Info -

Patient Weight I:l Lbs Transport Code, 3 Reason Code v Distance ]Miles
Round Trip Purpose| |

Stretcher Pu rpose| |
Vehicle License Num ber|:| \Vehicle License State|:|
Claim Ambulance Certification

| MNiA '+| 01 Patient was admitted to a hospital I MiA "‘I 02 Patient was bed confined before the ambulance service
| NiA -r.I 03 Patient was bed confined after the ambulance service I MAA vl 04 Patient was moved by streicher
| Ni& '+I 05 Patient was unconscious or in shock I NiA ,:I 06 Patient was transporied in an emergency situation

| My wl 07 Patient had to be physically restrained I WA vl 08 Patient has visible hemorrhaging
| MiA '+| 09 Ambulance service was medically necessary I WA "‘I 12 Patient is confined to a bed or chair

| NeA vI 580 Transportation was to the nearest facility

Claim Ambulance Location Info

Pick-Up Address ' [ ] City State | Zip Country| |
Drop-0ff Address [ ] City State Zip Cmmtr'_.r|:|

Location | |

Service Line Ambulance Transport InfoiCertification
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HFS Form 2209

Table 11

Crosswalk)

Other Info > Ambulance Screen Field Descriptions (HFS 2209

HFS 2209 FL#

HFS 2209 Field Description

CMS 1500 FL#

Claim Master
Field Description

11-7 Total Loaded Miles N/A Distance (Miles)
11-10 Pick-Up Address (Street) N/A Origin (Street)
11-10 Pick-Up Address (City) N/A Origin (City)
11-10 Pick-Up Address (State) N/A Origin (State)
11-10 Pick-Up Address (Zip) N/A Origin (Zip)
11-12 Drop-Off Address (Street) N/A Destination (Street)
11-12 Drop-Off Address (City) N/A Destination (City)
11-12 Drop-Off Address (State) N/A Destination (State)
11-12 Drop-Off Address (Zip) N/A Destination (Zip)
N/A N/A N/A Transport Code
N/A N/A N/A Reason Code
N/A N/A N/A Yes/No
N/A N/A N/A Certification Code

Chapter 1

Completing Claim Master Screens
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HFS Form 2209

Other Info > General Screen

Screen 14 Other Info > General Screen (HFS 2209 Crosswalk)

Pro 5400) PIS P Status, New
Patient: SMITH, JOE A Patient Control & EDNT 24C991\W 0003 Claim #: 83892977
FromThru; 1411110 - 1111010 Lines. 4 Total Chg: $150.50 E=t Amt Due; $150.50

Patien| & Subscriber ! | Walidat,

| PTiChiro Functions Printing

Claim Additional Info

LastSeenDate | | Hearing/VisionRxDate [ | NewbornWeight [ | Grams Care Plan Oversight [ |
Referral lumber| | Authorization Exception Code | | ¥ Property & Casualty Claim Hum [ ]

Claim Contract Info

Type | =l amount [ | Percent| | code | | piscountPercent [ | wersion [ |

Claim Patient Vision Conditicn Info

1. Categoryl '*l }ndic&torl '“I Condition Codel v'I =
Claim Pape
1. Type |:| = Transmission Codel LI Control Number | | =l

WorkiAttachment Info

Claimm Purchased Service Provider Info
Type Hame Last | | Firse | J[] o[~ ] meno[J~[ |

Clairm State Regulatory Info - K3

1] | 2] [ 2] [ 4] | 5] | =]

Service Line Drug Info

Biarses HDC UnitiType Price presa:rmuan o R DI Date
1/ 84436 TC -
2. 8443?; 28 "-
3 S44a8F 24 | S|
W BAATS TC 26 I i

Append I'\'i.cr& Drug Elements. .

W _

TS i i, I PSS I

Service Line Additional Info 1- — —
Hospice Sales Tax Purch Serv Purch Serv

Procedures CoPay Status: e Product Num Vendor Num it At Prondiciar
HEME:F Fim:5 gt | 2 [ | ~1

2. 84439 26 | =11 -1
li3lgage3 24 K =11 |
ld|gaa7o Tc 28 | == | ) I
Service Line Additional Info 2
Last Seen Current First liness . e .

Procedures Dot s Dt it Referring Doctor Supervising Doctor Ordering Doctor
i1leeszs T 2 2 A
ii2l gaaz0 28 = 21 £
13|ga4a3 20 £ I &
14 B4aTE TC 26 ﬂ J L“l

service Line Additional Info 3
T OB Anes o
Procedures Description Units Control Hum APG Mammo Cert Clia Hum Refer Clia Hum
1| 34435 TC:
li2 ga4z0 D8
3 2448432 22
4 34475 TC 25
Service Line Additional Tnfo 4
Procedures Payer Prior Auth Num Referral Num
1| S4435TC '1.‘1|—PLE£&SE SELECT & PAYER — vI HAdd Clear
iz B4s39 26 l2.1[ = PLEASE SELECT A PAYER - =] | &dd || ciear]|
i3 S44a37a |3.4] — PLEASE SELECT A PAVER — ~| | Add [ Clear
4478 TC 26 SELECT A PAYER — - I Add Clear
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HFS Form 2209

Table 12 Other Info > General Screen Field Descriptions (HFS 2209

Crosswalk)

HFS 2209 FL#

HFS 2209 Field Description

CMS 1500 FL#

Claim Master
Field Description

11-4

Prior Approval Number (Line)

N/A

Prior Auth Num

Chapter 1 Completing Claim Master Screens
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HFS Form 2210

HFS Form 2210

The HFS 2210 claim form is used to submit claims for Medical Equipment/Medical
Supplies services in a hardcopy or paper format to Medicaid IL. The following Type
of Service (TOS) entered on the Service Lines > Original Info screen identifies
the claim as a HFS 2210 claim form in Claim Master.

41
48

Medical Equipment or Prosthetic Devices,
Medical Supplies

Color-coded visual aids in this chapter identify the fields on the Claim Master claim
form screens that:

Highlighted in yellow Corresponds to the Medicaid Illinois HFS form

Required for billing a Medicaid Illinois HFS claim from

Highlighted in green Claim Master

The Medicaid Illinois HFS form specific data elements listed below were not added
to the Claim Master claim form screens as the Payer requires the field to be blank
upon submission.

HFS 2210 FL# HFS 2210 Field Description
8-6 Cr Child (Leave blank)
8-12 Order Number (Leave blank)
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HFS Form 2210

Patient & Subscriber > Patient and Current Subscriber/Payer
Screen

Screen 15 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(HFS 2210 Crosswalk)

Main Menu -= Create New Claim | Wed Dec 08 21:34:24 C5T 2010

Previder: THE DOCTOR'S OFFICE (460447693) Payer: MEDICAID IL (HEALTH FAMILY) (DOOG2100) F/S: P Status: New
Patient: , Patient Control #: Claim #.
FromiThru, Line=; 0 Total Cha: Est &mt Due:

Service Lines Other Info Edit/Log
Patient and Current SubscriberiPayer | Other SubscribersiPayers... Functions Printing
;25. Provider Tax ID: Save As: Im
26. Patient Account -,_"| Freq Type EI 12. Release rm‘ol 3 Date ‘
2. Patient Hame Last First MI 3. BirthDate | | Sex =] ssn [ ]
5. Address | city | . st zin| (Country [ |-[ ]
Phone I:l 8. Status Marital Iﬁ Emplo}rmentl Ll Sludentl Ll Medical Record Num :
10, Related Causel ;I I LI | Ll Accident State D Country | | Date | | Hour |:|
Patient Homebound | T] APG [ ]10d. Local Use | | DeathDate [ | Accidentinj [ |~
| Condition Codes = I:l |:| |:| I:l I:l I:l I:l |:| x| Patient Signature Sourcel i

Current Payer II-1EDICAID IL (HEALTH FAMILY') (DOOE2100) LI nj 1. Subscnber 1D ,j .q.i.] 13. Assign Benefitl 3

Provider ID/NPI g_Ll 4, Subrscriber Name Last First (Nl [_
Payer Address | || | 7. Subscriber Address
cty[ | state[ |zip[ ][ |country[ | |city st zZip ~ country [ |-[ |
Insurance Type ||~ Original Reference | | Phone[ | &.PatientRelationship =l
23, Prior Auth | | Referral 1a.BirthDate || sex| | ssu ]
Filing Ind [ | 11c. Payer Hame | 11. Grp Name | | Hbr | |pEmpisen | ]
Payer Secondary ID Qual |:| il 1] :l Health Record Num |:| Patient 1D |:|
27, Accept Assignment ‘3 Par Agmll LI 31. Signature
32. Facility Ao > ]sxmwfi]” Taxonomy [331L00000x] ¥
| Pay-To Provider 3 ,{.I_'l
Table 13 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2210 Crosswalk) (part 1 of 3)
Claim Master
HFS 2210 FL# HFS 2210 Field Description CMS 1500 FL# Field Description
1 Provider Name 33-2 Provider Tax ID (Name)
2 Provider Number 33a Provider ID/NPI
3 Payee N/A Pay-To Provider (Display
Provider)
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HFS Form 2210

Table 13 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2210 Crosswalk) (part 2 of 3)

Claim Master

HFS 2210 FL# HFS 2210 Field Description CMS 1500 FL# Field Description
4 Billing Date 31-2 Date
5 Provider Reference 26 Patient Account
6 Provider Street 33-3 Provider ID/NPI (Address -
Display Provider)
7 Provider City, State, Zip 33-4 Provider ID/NPI (City, State, Zip
- Display Provider)
8-1 Recipient Name (First MI Last) 2 Patient Name Last, First MI
8-2 Recipient Number 1a Subscriber ID
8-3 Birthdate 3-1 Birthdate
8-4 Accident/Injury N/A Accident/Injury

Allowed values

1 = Employment related
accident or illness

2 = Injury received while
operating a motor vehicle, as a
passenger in a motor vehicle, or
in another type of accident
involving a motor vehicle

3 = Injury due to participation in
an organized sport or school
activity

4 = Injury due to an act of
violence (non-accidental)

5 = Injury is the result of an
unspecified accident

8-13 Prior Approval 23 Prior Authorization Number
18-1 Provider Signature (Leave 31-1 Signature
blank)
18-2 Date (Leave blank) 31-2 Date
N/A N/A Top 1 Payer
N/A N/A 3-2 Sex
N/A N/A 4 Subscriber Name Last, First, MI
N/A N/A 5-1 Address
N/A N/A 5-2 City
N/A N/A 5-3 State
N/A N/A 5-4 Zip
N/A N/A 6 Pat-ins Relation
N/A N/A 7-1 Subscriber Address
N/A N/A 7-2 City
N/A N/A 7-3 State
N/A N/A 7-4 Zip
N/A N/A 11c Payer
N/A N/A 12 Release Info - Date
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HFS Form 2210

Table 13 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2210 Crosswalk) (part 3 of 3)

HFS 2210 FL#

HFS 2210 Field Description

CMS 1500 FL#

Claim Master
Field Description

N/A N/A 13 Assign Benefit
N/A N/A 27 Accept Assignment
N/A N/A N/A Freqg Type
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HFS Form 2210

Patient & Subscriber > Other Subscribers/Payers Screen

Screen 16 Patient & Subscriber > Other Subscribers/Payers Screen (HFS 2210
Crosswalk)

Main Menu -= Create New Claim . | Wed Oct 27 11:46:41 COT 2010

Provider: THE DOCTOR'S OFFICE (460447693) Payer: MEDICAID IL {HEALTH FARILY) (DO062100) PSP Status: New

Patient: , Patient Caontrot#; Claim #;

FromiThru; Linez: 0 Total Chyg: Est Amt Dus:

Patient & Subscriber Service Lines Other Info Editll Save Eaxit
Patient and Current Subscriber/Payer | Other Subscribers/Payers.. Funchions Printing
Other Payer 1 I ;IJ 9. Subscriber ID I:ld n.-;i] 13, Assign Beneﬂtl j"
Provider ID/NPI —PLEASE SET PAYER FIRST— ‘9. Subscriber lame Last | | First | | nn [ ]
Payer Address | | | | |Subscriber Address| | | |
ey Jswe[ Jap[ | Jcowmy[ ey Jst[ Jzp[_|| | couny[ ]| |

Insurance Type | | Original Reference | | Pphone[ |  PatientRelationship | =l

1123, Prior Auth | | Referral | |_.gb. BirthDate I:l Sexlﬁ 551 I:l
2d. Payer Namel ] MediGap Id I:l ga. Grp Hame | | Hor | | c.Empisch |:|
Filingind || PayerRefibguat[ |~ D HealthRecordNum | |Patiemtin| |
COB/Adjudication Payer Statusm @ Adjudication Date Paid Amount Total r«lon-Co\r:l
Approved | | Allowed | | Co'.'ered:l Patient Resp:l Patient Paid:l
Discount| | Per Day Limit| | Tax| | Pre-Tax| | oTAF| | PatientLiab| |

| Group _Reasun_m:m‘ti‘ty_ Amount I Group ‘Reason Quantity  Amount | Gmup -Reasan_i-hmﬁty  Amount ]
1 - - Iz - - 3 = -
Other Payer 2 I ll ﬂ Subscriber 1D :lﬂ ::;;] 13. Assign Beneﬁtl j-'
| Provider ID/NPI —PLEASE SET PAYER FIRST— | Subscriber Name Last | | First | || ]
Payer Address | | | | | Subscriber Address| | | |
City |:| State |:| Zip |:||:| Country |:| City |:| 5t I:l Zip | |-{|  Jcountry [ |- |
Insurance Type I:Iv Original Reference | | Phone |:| Patient Ftelationshipl Ll
|23, Prior Auth | | Referral | |

|BirthDate Sex| x| ssn
Payer Hame| | MediGapid [ | GrpName | | Nbr | |Empisch [ |
Filingind || PayerRefiDQual [ |vi[ | HealthRecordWum |  |Patientn| |
COBAdjudication Payer Status Im M Adjudication Date l:l Paid Amount:l Total Ilon-Cov:l
Approved| | Allowed | | Cuvered:l Patient %sp:l Patient Paid:
Discount| | Per Day Limit| | Tax| | Pre-Tax| | OTAF| | PatientLiab] |
| Group Resson Quantity Amount  Group Reason Quantity — Amount Group Reason Quantity Amount 7|

i - - 2 - - 3 - -
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HFS Form 2210

Table 14 Patient & Subscriber > Other Subscribers/Payers Screen Field
Descriptions (HFS 2210 Crosswalk)

Claim Master

HFS 2210 FL# HFS 2210 Field Description CMS 1500 FL# Field Description
8-19 TPL Code (Line) N/A Payer ID (Position 1-3)
8-20 Status (Line) N/A Payer ID (Position 4-5)

9 Uncoded TPL Name (Claim) 9d Payer (Name - Payer ID -
Position 1-3 = 999)
13A TPL Code (Claim) N/A Payer ID (Position 1-3)
13B Status (Claim) N/A Payer ID (Position 4-5)
13C TPL Amount (Claim) N/A Paid Amount
13D TPL Date (Claim) N/A Adjudication Date
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HFS Form 2210

Service Lines > Original Lines Screen

Screen 17 Service Lines > Original Lines Screen (HFS 2210 Crosswalk)

Kain Menu —= Create New Cigim | Fridun 11 12:17:26 COT 2010

Provider; Payer; MEDICAID IL (HEALTH FAMILY) (DO062100) PSP Status: Newr
Patient: , Patient Control #: Claim #:
FromiThru: Linez: 0 Total Chg: 50.00 Est Amt Due; 50.00

Patient & Subscriber

(Other Info Edit'Log Validate Exit
Functions Printing
14.CurrentllinessDate [ | 15.FirstlinessDate | | 16. Unable to Work From | | Thru | |

Patient Pregnant? I j‘ Last Menstrual Date I:l ' Last VWork Date I:l Return to Work Date I:l

17, Referring Doctor ,J 18. Hospitalization From | | Thru | |

| | \Care Assumed Date |:| Relinquished Date :l
Attending Doctor a 20, Dutside Lab?| =] Charges steriz| x|

Originat Lines | Adjustment

S et ey A |25, Medicaid Resubmission Code | | Ref | |
19, Local Use "
; o cummm ™ mammocen[ |
z ¥ =
ot Retoresie Codk | = EPSDT Referral?| =] Condition Codes| |~[ =[]~

‘21, Diagnosis 4, - 3 | |v 2, | |v 4, | |v Special Program Cocde D ¥ Demo Proj. Id |:|
5. | |v g | |v 7. | |v 8, | |v Delay Reason Code I:lV IDE Humber I:l

g | |= A |* B |* €| |* | Anesthesia Related Procedure Code I:lv I:Iv

fﬁ. Da‘teofSemoe- B | =€ 0. Procedures E F G H J

From To POS TOS EMG HCPCS M1 M2 M3 M4 Pntr Charge  Unit  EPSDT Plan Doctor | Set
! - = - A= a|C
2 e D i == a|c
3 - ~[ =l T (== a|C
: | ~IE == s
5 - ~[ = " | B Al T
I = == alr
Patient Paid: Total Purchased: I:l 28, Total Charge: 29, Amount Paicl: 30. Balance Due:

TOTAL PAGES: 1 PAGELIST: 1 _WEVY PAGE/ AST PAGE Delete Line o« Copy & Split Action
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HFS Form 2210

Table 15 Service Lines > Original Lines Screen Field Descriptions (HFS 2210

Crosswalk)

HFS 2210 FL#

HFS 2210 Field Description

CMS 1500 FL#

Claim Master
Field Description

8-5 H. Kids (Leave blank) 24H EPSDT
Upper
8-7 Diagnosis Description N/A Diagnosis (Search Diagnosis)
8-8 Prefix 21-1 Diagnosis
8-9 Diag Code
8-14 Cat Serv N/A TOS (value entered determines
HFS Form created)
Allowed values
41 = Medical Equipment or
Prosthetic Devices
48 = Medical Supplies
8-15 Item 24D-1 HCPCS
8-16 Pur/Rent 24D-2 M1, M2, M3, M4
Allowed values
1 = Modifier NU
2 = Modifier RR
3 = Modifier RP
5 = Modifier SC
8-17 Quantity 24G Unit
8-18 Date of Service 24A Date of Service - From / To
Lower
8-23 Provider Charge 24F Charge
12 Sec # (Line number) N/A Calculated field
13C TPL Amount (Patient Paid) N/A Patient Paid
13D TPL Date (Patient Paid Date) N/A Date of Service - From
14 # Sects (Number of Lines) N/A Calculated field
15 Total Charge 28 Total Charge
16 Total Deductions 29 Amount Paid
17 Net Charge 30 Balance Due
N/A N/A 24B POS
N/A N/A 24E Pntr
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HFS Form 2210

Service Lines > Adjustment Screen

Screen 18 Service Lines > Adjustment Screen (HFS 2210 Crosswalk)

Main Menu = Search Claim —> Edit Claim W | Fridun 11 12:24:15 COT 2010
Provider Fayer: MEDICAID IL (HEALTH FARMILY) (DSKILOOO) RSP Statuz: Incomplete
Patient: sk, S s o Patient Control #: Claim & v ows er s
FromiThru: 05/ 6/07 - 0516/07 Lines:1 Total Chg: S68.60 E=t &mt Dus: 563.80

23 Editis), 0 Fxed View AllEdits << Previous Unfixed Edit = Previous Edit Next Edit = Next Unficed Edit ==

Vslidate

Criginal Lines | Adjustment Functions Printing

Ed#T-Ar

DOSFrom ~ DOSTe  POS TOS HCPCS M4 M2 M3 M4 Charge  Unit Approved | | OTAF | |
k] 20070516 20070518 22 TTO080 6880 1 UN
HFS Adjustment — Print Overlay Print image -

6. Voucher |:| 7. bocument Control Humber I:l 14, Adj Type |:| 15, ltem or Service |:|
20. Reason Adjusiment Requested: 16, Quantity 17, Charges 18, TPL 19, TPL Amt

3 Adjudication Payerl— PLEASE SELECT A PAYER — ﬂ Add | Clear | adjudication Date Paid Amount
weees| [ m[ | m2[ |m3[ | ma[ |Paidunits] | BundiedLine#| |Patientliab] |
Group Reason Quantity Amount Group Reason [}ﬁantity Amount Group Reason Quantity Amount ﬂ
1i - - 2z - - 3 e i -
28. Total Charge: 68.80 29, Amount Paid: 30, Balance Due: 88.80

Table 16 Service Lines > Adjustment Screen Field Descriptions (HFS 2210

Crosswalk)
Claim Master
HFS 2210 FL# HFS 2210 Field Description CMS 1500 FL# Field Description
8-21 TPL Amount (Line) N/A Paid Amount
8-22 TPL Date (Line) N/A Adjudication Date
13C TPL Amount (Line) N/A Paid Amount
13D TPL Date (Line) N/A Adjudication Date
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HFS Form 2210

Other Info > General Screen

Screen 19 Other Info > General Screen (HFS 2210 Crosswalk)

Provider: KEWIN A SMITH PMD (789664237)  Payer: AETHA - ALL (FE005400) PSP Status: Hewr
Patient: SMITH, JOE A Patient Control & EDIT 24C991W 0008 Claim #: 8392977
Frem/Thru: 94/14/10 - 11/11M10 Lines: 4 Total Chg: $1650.50 E=t . Amt Due; $150.50

Other Info i \alidate

General | Ambulance | DME | PT/Chiro Functions Printing

Patient & Subscriber =i

Claim Additional Info

Last Seen Date l:l Hearing/Vision Rx Date |:I Hewvrborn Weight :l Eramz Care Plan Oversight l:l
Referral I'lurnberl:l Authorization Exception Code |:| * Property & Casualty Claim Hum l:l

Claim Contract Info

Typel LI Amount l:l Percent | | Code | | Discount Percent I:' Wersion I:'

Claim Patient Vision Conditicn Info

c Categoryl ;l lndicatorl '“I Condition Codel ;l ll

Claim Paper WorkiAttachment Info
1. Type |:| *  Transmission Codel L' Control Number | | ﬂ

Claim Purchased Service Provider Info

tvpel =1 name Last | | Firse | s e - i ) —

Ciaim State Regulatory Info - K3

B! | =] | 3] | 4] | 5] | =

Service Line Drug Info

Bropraures noC unitType Pt Prés:rlptibn CORhGERRR I Dt
1) 84436 TC |
2 84423028 -l
3 54443 .74 | -
4 BA4TS TC 26 | -

Append More Crug Elements...

Procedures CoPay Status HO:_":;C& Product Nurm Wendor Num Sm:fn'tfax Purif:ﬂferv “;:f:]z:_v
|11||z4436 TC I =] | | =1
2 24428 28 | =1 sd
HENE PP P | == Bl I |
4 84270 TC 26 | =] =

Service Line Additional Info 2
Last Seen Current First llness - s o

Procedures Date Eness Dati Date Referring Doctor Supervising Doctor Ordering Doctor
11/ g44368 T s 2 =
{2 34430 28 = | =
3l aaeea24 1 A ¥l
ldllasaraTc 26 | | 5

Service Line Additional Info 3
08B Anes

L 2 Control Hum APG Mammo Cert Clia Hum Refer Clia Hum

Procedures Description
{1l 34438 TC
2/l ga439 25
3 24243 32
i BLETGTC 28

Service Line Additional Info 4
Procedures Payer Prior Auth Mum Referral NHum

1|| 24438 7TC |[#.1] — PLEASE SELECT A PAYVER — =] | oo | clear
84439 76 l2.1] — PLEASE SELECT A PAVER — =] | &dd || Clear
S4443 74 /3.1 — PLEASE SELECT & PAYVER — = | Add | Clear
x| | Add | Clear

T

44T TC 25

SELECT A PAYER —
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HFS Form 2210

Table 17 Other Info > General Screen Field Descriptions (HFS 2210

Crosswalk)

HFS 2210 FL#

HFS 2210 Field Description

CMS 1500 FL#

Claim Master
Field Description

NPI

8-10 Ordering Practitioner Name N/A Ordering Doctor (Name - Search
Doctor)
8-11 Ordering Practitioner Number N/A Ordering Doctor (NPI - Search

Doctor)
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HFS Form 2360

HFS Form 2360

The HFS 2360 claim form is used to submit claims for Professional services in a
hardcopy or paper format to Medicaid IL. The following Type of Service (TOS)
entered on the Service Lines > Original Info screen identifies the claim as a
HFS 2360 claim form in Claim Master.

= Medical Care - Attending Physician
= Surgery - Surgeon

Consultation - Consultant
Diagnostic X-Ray - Radiologist
Diagnostic Laboratory - Pathologist
7 = Anesthesia - Anesthesiologist

8 = Assistance at Surgery - Surgical Assistant
9 = Other Medical Service

S = Co-Surgeon

Y = Second Opinion on Elective Surgery
G = Concurrent Care

1
2
3
4
5

Color-coded visual aids in this chapter identify the fields on the Claim Master claim
form screens that:

Highlighted in yellow Corresponds to the Medicaid Illinois HFS form

Required for billing a Medicaid Illinois HFS claim from
Claim Master

Highlighted in green

The Medicaid Illinois HFS form specific data elements listed below were not added
to the Claim Master claim form screens as the Payer requires the field to be blank
upon submission.

HFS 2360 FL# HFS 2360 Field Description
2-2 Age (Leave blank)
16-1 Has Patient Ever Had Same or Similar Symptom (Leave blank)
17 Date Patient Able To Return To Work (Leave blank)
18-2 Dates of Partial Disability From/Thru (Leave blank)
36 Original Voucher Number (Leave blank)
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HFS Form 2360

Patient & Subscriber > Patient and Current Subscriber/Payer
Screen

Screen 20 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(HFS 2360 Crosswalk)

Kain Menu -= Create New Claim | Wed Dec 0521:34:24 C5T 2010

Providger: THE DOCTOR'S OFFICE (460447693) Payer. MEDICAID IL (HEALTH FAMILY) (DO0G2100) PSP Status: New
Fatient: , Patient Control #: Claim #:
FromiThru; Linez: 0 Total Chg Est Amt Due:

EditLog

Other SubzscribersiPayers... Functions Prinfing

Save As:lNEW "l
26. Patient Account Freq Type| 3 12. Release frtfol EI Date :l

2. Patient llame Last First | I 3. BirthDate sex| Hssu[ |

5. Address City | st|  Zip Country [ |-[ ]
Phone | 8. Status Marital | =} employment| = student] =] Medical Record Hum [ ]

ervice Lines Other Info

Patient and Current SubscriberiPayer

25, Provider Tax ID: |

10. Related Cause | = = = Accident State || Country [ | Date Hour | |

Patient Homeboundl ll APG 10d. Local Use | | DeathDate AccidentInjury |:| -

Condition Codes ~ |:| |:| |:| I:I I:I I:l I:l |:| [*| Patient Signature Sou rr.:el Ll

iCurrent Fa'_"er.| MEDICAID IL (HEALTH FAMILY) (D0082100) =] & |11 Subscriber 1D | 14911 13. Assign Benefit| x|

Provider ID/INPI d 4, Subscriber Name Last [— First M

Payer Address | | | | 7. Subscriber Address

(City I:l State I:l Zip I:H:l Country |:| City ﬁ &t [ Tip h - Country |:||:|
Insurance Type | | Original Reference | Phone [ | 6. Patient Relationship | =l

23. Prior Auth | | Referral 4a.BirthDate [ | sex| x| ssn

Filing Ind || 11c. Payer Hame 1. Grp Name | | o | | bEmpisen [ |
Payer Secondary |0 Qual I:l b 1] l:l Health Record Hum l:l Patient ID I:l

27, Accept Assignment ﬂ Par Agmtl ;l 3. Signature [ [

32, Facility A o > 331D b Taxonomy 331 00000%| ™
A [~[ Jssmef |s21L00000%]

Pay-To Prmriderl E ﬂ
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HFS Form 2360

Table 18 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2360 Crosswalk) (part 1 of 2)

HFS 2360 FL#

HFS 2360 Field Description

CMS 1500 FL#

Claim Master
Field Description

1 Patient’'s Name (First MI Last) 2 Patient Name, Last, First, MI
2-1 Patient’s Date of Birth 3-1 Birth Date
3 Subscriber’s Name (First MI 4 Subscribers Name Last, First, MI
Last)
4-1 Patient’s Address (Street) 5-1 Address
4-2 Patient’s Address (City) 5-2 City
4-2 Patient’s Address (State) 5-3 State
4-3 Patient’s Address (Zip Code) 5-4 Zip
4-4 Patient’s Address (Telephone) 5-5 Phone
5 Patient’s Sex 3-2 Sex
7 Patient Relation To Subscriber 6 Pat-Ins Relation
8 Subscriber’s Group No. (Group ia' Subscriber ID
Name) And/Or Medicaid No.
10A Patient Employment 10a Related Cause
10B-1 Accident Auto 10b-1 Related Cause
10B-2 Accident Other 10c Related Cause
11-1 Subscriber’s Address (Street) 7-1 Subscriber Address
11-2 Subscriber’s Address (City) 7-2 City
11-3 Subscriber’s Address (State) 7-3 State
11-4 Subscriber’s Address (Zip Code) 7-4 Zip
12 Patient’s or Authorized Person’s 12 Release Info - Date
Signature - Date (Release)
13 Subscriber’s or Authorized 13 Assign Benefits
Person’s Signature (Assign
Benefits)
14 Date Injury (Accident) 14 Accident Date
21 Name and Address of Facility 32-1 Facility (Name - Search Facility)
Where Services Rendered
23D Prior Authorization Number 23 Prior Authorization Number
25-1 Signature of Physician or 31-1 Signature
Supplier (Leave blank)
25-2 Date (Leave blank) 31-2 Date
26 Accept Assignment 27 Accept Assignment
30 Your Provider Number 33a Provider ID NPI
31-1 Physician’s or Supplier’s Name 33-2 Provider Tax ID (Name)
31-2 Physician’s or Supplier’s Address 33-3 Provider ID NPI (Address -
Display Provider)
31-3 Physician’s or Supplier’s City, 33-4 Provider ID NPI (City, State, Zip
State, Zip Code Code)
32 Your Patient Account Number 26 Patient Account

Chapter 1

Completing Claim Master Screens 49



HFS Form 2360

Table 18 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
Field Descriptions (HFS 2360 Crosswalk) (part 2 of 2)

HFS 2360 FL#

HFS 2360 Field Description

CMS 1500 FL#

Claim Master
Field Description

33 Payee Number N/A Pay-To-Provider (Display
Provider)

35 Original DCN 22-2 Original Reference

N/A N/A Top 1 Payer

N/A N/A 11c Payer

N/A N/A N/A Freq Type

50 Medicaid lllinois Professional User Guide




HFS Form 2360

Patient & Subscriber > Other Subscribers/Payers Screen

Screen 21 Patient & Subscriber > Other Subscribers/Payers Screen (HFS 2360
Crosswalk)

Main Memi = Create New Claim . | Wed Oct 27 11:46:41 COT 2010

Provider: THE DOCTOR'S OFFICE (450447693) Payer: MEDICAID IL (HEALTH FAMILY) (DO062100) PSP Status: New
Patient: , Patient Cantrot#: Claim #;
FromiThru; Linsz: 0 Total Chy: E=t Amt Due:

Patient & Subscriber Service Lines Other Info Editil Exit
Patient and Current Subseriber/Payer | Other Subscribers/Payers.. Functions Printing
Other Payer 1 | #lA 9. subscriber 1 J13) 13, Assign Benefit] =]
Provider IDINPI —PLEASE SET PAYER FRST— 9. Subscriber Name Last | | First | | []
Payer Address | il | |subscriber Address| il |
city[ |stae| |zip[  |-[ |county[ |icty[  |st[ |zp[ |- Jcountry[ |- |

Insurance Type | |~ Original Reference | | Phone[ | PatientRelationship | z

|23, Prior Auth | | Referral | | ab. BirthDate [z sex| =1 ssu [ ]
2d. Payer Name MediGap Id I:l Sa. Grp Hame | | Hbr | | e.Empiseh |:|
FilingInd | | PayerRefiDaual | [v D HealthRecordNum | | patemtin| |
COB/Adjudication Payer Statusl Py j’ Clear | Adjudication Date Paid Amount ‘ Total Non-Cc-'.rl:l

DiscourrII:I Per Day L|mLt| | Tar.| | Pre—Tﬂ.x| | UTAF| | Patient LIEbI:l

Graup Reason Quarrtrty Amount - Group Reason Quantity  Amount Grm.rp Reason Qmmtlty Amount J
1 b b Iz - - 3 - -
Other Payer 2 | HA  |subserivern [ W) 3. Assign Benefit] 7|
|Provider ID/NPI —PLEASE SET PAYVER FIRET-- | Subscriber Name Last | | First | | i [ ]
\Payer Address | || | | subscriber Address] || |
City I:l State I:l Zip I:l I:l Country |:| City |:| 5t I:l Zip I:l |:| Country |:| I:l
Insurance Type I:lv Original Reference | | Phone |:| Patient Ftelatmnsmpl _|
|23, Prior Auth | | Referral | |

|BirthDate [ | sex| *] ssu [ ]
Payer Hame| | nediGap Id I:l Grp Name | | Hbr | | Empiseh |:|

Filingind [ | PayerRefiDaual [ |vi[ | HealthRecordum|  |patientin| |
COBAdjudication Payer Status I e j"‘ Clear | Adjudication Date |:| Paid Amountl:l Total Hon-Cmrl:l

-Discount:I Per Day er|t| | Tax| | Pre Tax| | DTAF| | Patlent LI&bI:l

Groi.&p Reason Quan‘tlty Amqr.mt Groi.q: Reastm Qp_ianfmr ._Am_;:-uni Grnup ﬂeason Qs.santmr Almmnt J

i - - 2 - - 3 - -
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Table 19 Patient & Subscriber > Other Subscribers/Payers Screen Field
Descriptions (HFS 2360 Crosswalk)

HFS 2360 FL#

HFS 2360 Field Description

CMS 1500 FL#

Claim Master
Field Description

9 Subscriber’s ID And/Or Medicare 9d Payer (Name - Payer ID -
No. Position 1-3 = 999)

37A TPL Code (Claim) N/A Payer ID (Position 1-3)
37B Status (Claim) N/A Payer ID (Position 4-5)
37C TPL Amount (Claim) N/A Paid Amount

37D TPL Date (Claim) N/A Adjudication Date

38A TPL Code (Claim) N/A Payer ID (Position 1-3)
38B Status (Claim) N/A Payer ID (Position 4-5)
38C TPL Amount (Claim) N/A Paid Amount

38D TPL Date (Claim) N/A Adjudication Date
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HFS Form 2360

Screen 22 Service Lines > Original Lines Screen (HFS 2360 Crosswalk)

Main Menu -= Search Claim -= Edit Claim o | Fridun 11 13:12:43 COT 2010

Provide: Payer: MEDICAID IL (HEALTH FARILY) (DSKILODO} F/S: P Status: New
Patient: - * - Patient Control# Claim#:
FromiThru; 0516107 - 05/16/07 Lines; 1 Total Chg: 568.50 E=st Amt Due: $65.80

23 Editi=), 0 Fided View AllEditz =< Prewvious Unficed Edt = Previous Edit MNext Edt = Next Unfieed Edit ==

Other Info Edt/Log

Functions Printing

Original Lines | Adjustment

14, Current lliness Date 15, First lliness Date 16, Unable to Wiork From Thru
Patient Pregnant? |NC =l Last Menstrual Date Last Work Date |:| Return to Work Date |:|
17. Referring Doctor o] 18 Hospitalization From | Thru
| Care Assumed Date I:l Relinquished Date I:l [
Attending Doctor Z51288 MONROE, M J 20. Dutside Lﬂb?} g Charges Steri? ‘ EI
Sipcratig Doctar A 22, Medicaid Resubmission Code | | Ref | |
18. Local Use a
.J & || CLIA Nurn\Zl Mammo Cert I:l
Noll fisference Code] =] EPsoT Referraiz] ] Condition Codes C ==
21, Diagnosis 4, r g * 3, |?339I] |v 4. |w231 |v Special Program Code I:l * Demo Proj. Id I:l
5. | |* & | |+ 7.] > & |»  DelayReason Code [ ¥ IDENumber [ |
9. | [* A [* B | |* c.| |* | Anesthesia Relsted Procedure Code l:lv :lv
A.Date of Service | B € D. Procedures E F G H J _
From T POS | TOS | EMG | HCPCS (M1 M2 IM3 M4 Pntr | Charge Unit EFSDT Plan Doctor Set
t - * #H = AlC
2 -~ [ 1 | = = AlC|
3 <~ v [ E] = El[=
4 -~ ¥ LE| & ElE
5 - ~[E x L= = a0
8 - - = == alr
Patient Paich Total Purchased: :l 28. Total Charge: 29, Amount Paid: 30, Balance Due:

TOTAL PAGES: 1 PAGELIST: 1 NEW PAGEN &5T PAGE Delete Line O Copy . Spitt Action
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Table 20 Service Lines > Original Lines Screen Field Descriptions (HFS 2360

Crosswalk) (part 1 of 2)

HFS 2360 FL#

HFS 2360 Field Description

CMS 1500 FL#

Claim Master
Field Description

14 Date Iliness (First Symptom) or 14 Current Illness Date
Date Pregnancy (LMP) Last Menstrual Date
15 Date First Consulted You For 15 First Illness Date
This Condition
16-2 Check if Emergency 24C EMG
18-1 Dates of Total Disability 16 Unable to Work From/Thru
From/Thru
19-1 Name of Referring Physician or 17 Referring Doctor (NPI - Search
Other Source Order)
19-2 Provider Number 17b Referring Doctor (NPI - Search
Doctor)
20 For Services Related to 18 Hospitalization From/Thru
Hospitalization Give
Hospitalization Dates
(Admitted/Discharged)
22-1 Was Laboratory Work Performed 20-1 Outside Lab?
Outside Your Office
22-2 Charges 20-2 Charges
23A Healthy Kids Services 24H EPSDT
Upper
23B Family Planning 24H Plan
Lower
23C Sterilization/Abortion N/A Steri?
23E TOS (Type of Service) N/A TOS (value entered determines
HFS Form created)
Allowed Values
1 = Medical Care - Attending
Physician
2 = Surgery - Surgeon
3 = Consultation - Consultant
4 = Diagnostic X-Ray -
Radiologist
5 = Diagnostic Laboratory -
Pathologist
7 = Anesthesia -
Anesthesiologist
8= Assistance at Surgery -
Surgical Assistant
9 = Other Medical Service
S = Co-Surgeon
Y = Second Opinion on Elective
Surgery
G = Concurrent Care
23F Primary Diagnosis Description N/A Diagnosis (Search Diagnosis)
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HFS Form 2360

Table 20 Service Lines > Original Lines Screen Field Descriptions (HFS 2360

Crosswalk) (part 2 of 2)

HFS 2360 FL#

HFS 2360 Field Description

CMS 1500 FL#

Claim Master
Field Description

24A Date of Service 24A Date of Service - From/Thru
Lower
24B POS (Place of Service) 24B POS
Allowed values
11 = Office
12 = Home
13 = Assisted Living Facility
14 = Group Home
21 = Inpatient Hospital
22 = Outpatient Hospital
31 = Skilled Nursing Facility
32 = Nursing Facility
33 = Custodial Care Facility
24C-1 Procedure Code 24D-1 HCPCS
24C-2 MOD 24D-2 M1, M2, M3, M4
24C-3 Procedure Description N/A HCPCS (Search HCPCS)
24D-1 Diagnosis Code (Primary) 21-1 Diagnosis
24D-2 Diagnosis Code (Secondary) 21-2 Diagnosis
24E Charges 24F Charges
24F Days or Units 24G Unit
27 Total Charges 28 Total Charges
28 Amount Paid 29 Amount Paid
29 Balance Due 30 Balance Due
34 Number of Sections (Number of N/A Calculated field
lines)
37C TPL Amount (Patient Paid) N/A Patient Paid
37D TPL Date (Patient Paid Date) N/A Date of Service - From
38C TPL Amount (Patient Paid) N/A Patient Paid
38D TPL Date (Patient Paid Date) N/A Date of Service - From
N/A N/A 24E Pntr

Chapter 1
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Other Info > General Screen

Screen 23 Other Info > General Screen (HFS 2360 Crosswalk)

ain Meny -=Search Claim —= Edit Claim skt cassssse| FriSep 24 10:36:34 COT 2010
Provider S - ol e R © Payer MEDICAIDIL {(HEALTH FARILY) (DO0E2100) =S P Status: Subr!‘iltled
Fatien.. ek e it Fatient Control #: S SR . Chaim 2: M-
FromiThru! 05/05/10 - 05M05/10 Lines: 1 Tolal Chyg: SH00° E=t Ami Dus: 520,00
Patiznt & Subscriber Service Lines Gther info Edidilng

[ Vaidate | Save | Ext

Genaral | Ambulince | DME | PTChiro Functionz Prnfing

Clatm Additlonsl Info
Lazt Seen Date HearingVision Rx Date

| Hewrborn Weight | | Grams Care Plan Oversight |
Referral Number | suthorization Exception Code |:| v Property & Casualty Claim Hum
Claim Contract Infa
Type| x| Amount il Percent | _| Code | | Discount Percent | Version
Claim Pattent Vision Condimion Info
1. Catsgurﬂ ;{ Indicn!m'l -Ti Condition C-uda| ;I =
Clatmy Paper WorkiAttachment Info
1.Type | | * Transmission Code | =l control Humber | 1=
Claim Purchased Service Provider Info
Type =] tame Last | | First | [me[] o[ ]=] | retin[ |+ |
Claim State Regulatory inta - K3 .
1] | 2] | 3] 4] | 8] | =
Service Line Drug Info
1
Procedu
G NOC UnitType  Price Prescription Compound Drug Date
1 EE_EI!_H 28 »
dppend kore ﬂ.n.ug EEngl‘i:§
Table 21 Other Info > General Screen Field Descriptions (HFS 2360
Crosswalk)
Claim Master
HFS 2360 FL# HFS 2360 Field Description CMS 1500 FL# Field Description
24C-1 Procedure Code (NDC) 24D-1 NDC
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HFS Form 2292

The HFS 2292 adjustment form is used to file adjustments for all Professional

services in a hardcopy or paper format to Medicaid IL.

A color-coded visual aid in this chapter identifies the fields on the Claim Master
claim form screens that:

Highlighted in yellow

Required for filling an adjustment to Medicaid Illinois
HFS from Claim Master

The Medicaid Illinois HFS form specific data elements listed below were not added
to the Claim Master claim form screens as the Payer requires the field to be blank

upon submission.

HFS 2292 FL# HFS 2292 Field Description
1 Document Control Number (Leave blank)
23 HFS Use Only (Leave blank)
24 HFS Use Only (Leave blank)
25 HFS Use Only (Leave blank)
26 HFS Use Only (Leave blank)
27 HFS Use Only (Leave blank)
28 HFS Use Only (Leave blank)
29 HFS Use Only (Leave blank)
30 HFS Use Only (Leave blank)
31 HFS Use Only (Leave blank)
32 HFS Use Only (Leave blank)
33 HFS Use Only (Leave blank)
34 HFS Use Only (Leave blank)
35 HFS Use Only (Leave blank)
36 HFS Use Only (Leave blank)
37 HFS Use Only (Leave blank)
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Patient & Subscriber > Patient and Current Subscriber/Payer
Screen

Screen 24 Patient & Subscriber > Patient and Current Subscriber/Payer Screen
(HFS 2292 Crosswalk)

Main Menu -= Create New Claim | Wed Dec 08 21:34:24 C5T 2010

Provider: THE DOCTOR'S OFFICE (460447693) Payer: MEDICAID IL (HEALTH FAMILY) (COOG2100) PSP Status: New
Patient: , Patient Control #: Claim #.
FromiThru; Limez: 0 Total Chag: Est Amt Due:

Patient & Subscriber Service Lines Other Info Eﬁ:t'ch Validate
Patient and Current SubscriberiPayer | Other SubseribersiPayers... Functions Printing

Save As:lNEW "l
26. Patient Account :| -,J Freq Typel ’I 12. Release Infol Ll Date

! 3. BirthDate sex| =] ssn

5. Address | I | ity | |st[ Jzie[ | Jcoumtry[ || ]
Phone [ | 8. Status Marital [ S empioyment] =) student] 2] medical Record Hum [ ]

10. Related Cause | =] = | | Accident State [ | Country | | Date | | Hour |

Patient Homebound | ¥] APG [ | 10d.Local Use | | DeathDate [ | | Accidentinjury [ | ¥
Condition Codes ~ |:| |:| |:| |:| |:| |:| I:l |:| j Patient Signature Soun:el ;l

25, Provider Tax ID:

2. Patient Hame Last First

\Current Payer [WEDICAID IL (HEALTH FAMILY} (D0062100) =] 5] 1. Subscriber 1D | |.)$) 13. Assign Benerit[ =]

Provider IDINPI J 4. Subscriber Name Last | | First | | (1} D

Payer Address | || | 7. subscriber Address | [ |

city[ | state| |zip[ || |country[ | |city [ Ist[ Jze[ |-[ Jcounty[ |- |
Insurance Type I:l" Original Reference | | Phone |:| 6. Patient RElﬂ:tIDI"I-ShIDI =i

23. Prior Auth | | Referral | | '11a. BirthDate sex >l ssnu

Filing Ind | | 11c. Payer Name [MEDICAID IL (HEALTH FAMLY) | 4. Grp Name | | Hr | |bEmpisch | ]

Payer SecondaryDQual [ v [ | HealthRecordMum | | Patientin[ |
27, Accept Assignmentl "I Par Agmll LI 3. Signature ]
32, Facility J IDl:I Gk I:l 3 g b I Taxonomy 33100000 ™

Pay-To Provicder 3 ﬂ
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HFS Form 2292

Table 22 Patient & Subscriber > Patient and Current Subscriber/Payer
Screen Field Descriptions (HFS 2292 Crosswalk)

HFS 2292 FL#

HFS 2292 Field Description

Claim Master
Field Description

2-1 Provider Name Provider Tax ID (Name)
2-2 Provider Street Provider ID/NPI (Address -
Display Provider)
2-3 Provider City Provider ID/NPI (City, State, Zip
Provider State - Display Provider)
Provider Zip
3 Provider Number Provider ID/NPI
4 Payee Pay-To Provider (Display
Provider)
5 Provider Reference Patient Account
11 Recipient Name Patient Name Last, First, MI
12 Recipient Number Subscriber ID
13 Date of Birth BirthDate
21 Provider Signature (Leave Signature
blank)
22 Signature Date (Leave blank) Date

Chapter 1

Completing Claim Master Screens
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HFS Form 2292

Service Lines > Original Lines Screen

Screen 25 Service Lines > Original Lines Screen (HFS 2292 Crosswalk)

Kain Menu > Create Mew Cigim | Fridun 11 12:17:26 COT 2010
Provider; RURAL HEALTH CLINIC {436993977) Payer; MIEDICAID IL {HEALTH FARILY) (DO062100) PSP Status: New

Patient: , Patient Control # TEST MEBICAID IL Claim #:

FromiThru: Lines: 0 Total Chg: 50.00 E=t Amt Due: 50.00

Patient & Subscriber

Originat Lines | Adjustment

Other Info E

dit'Log Validate

Functione

14.CurrentllinessDate [ | 15.FirstlinessDate | | 16. Unable to Work From | | Thru | |
Patient Pregnant?l :‘:I Last Menstrual Date I:l Last Viork Date I:l Return to Work Date |:|

17, Referring Doctor ,;l 18. Hospitalization From | | Thru | |

| | Care Assumed Date |:| Relinquished Date
W
& |20, outside Lab?| =] Charges steriz| x|

Printing

Attending Doctor
Supervising Doctor

© 22 Medicaid Resubmission Code | | Ref | |
19, Local Use "
ot Retoresie Codk | = EPSDT Referral?| =] Condition Codes| |~[ =[]~

21, Diagnosis 1, | v 2] v 3] v 4. | | Special Program Code | |~ DemoProjid| |
5. | |v g | |v 7. | |v 3, | |v Delay Reason Code I:lV IDE Numiber I:l

H |= A |* B |* €| |* | Anesthesia Related Procedure Code |:' |:'

A, Date of Service B € 0. Procedures E F G H J

From To POS | TOS EMG | HCPCS M1 M2 M3 M4 Pntr Charge = Unit  EPSDT  Plan Doctor set
1 - - = % ==l a0
2 -~ " [ = = a|C
3 ol I W | ¥ = alc
: - ~Im - == alr
E I | ar
L I = == s
PatientPaid: [ | Total Purchased: | | 28. Total Charge: 0.00 29, Amount Paid: 30. Balance Due: 0.00

TOTAL PAGES: 1 PAGELIST 1 _HEW PAGE/LAST PAGE Delete Lins ' Copy  =pit i

>
2
=1
=

Table 23 Service Lines > Original Lines Screen Field Descriptions
(HFS 2292 Crosswalk)

Claim Master
HFS 2292 FL# HFS 2292 Field Description Field Description
9 Date of Service Date of Service - From/To
10 Item or Service HCPCS
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Service Lines > Adjustment Screen

Screen 26 Service Lines > Adjustment Screen (HFS 2292 Crosswalk)

Main Menu > Search Claim —> Edit Claim W | Fridun 11 12:34:15 COT 2010
Provider: QAE MEMORIAL HOSPITAL (436999977) Payer, MEDICAID IL (HEALTH FARMILY) (DSKILOOD) PSP Status: Incomplete
Patient: sk, S s o Patient Control#: TEST426017 0007 Claim #: 7957271
FromiThru: 05/ 6/07 - 0516/07 Lines:1 Total Chg: S68.60 E=t &mt Dus: 563.80

23 Editiz), 0 Fxed MWiew AllEdits =< Previous Unfixed Edt = Prewious Edit MNext Edit = Next Unfixed Edit ==

Vslidate | save |

Criginal Lines | Adjustment Functions Printing

DOSFrom ~ DOSTo  POS TOS HCPCS MY M2 M3 M4 Charge  Unit Approved | | OTAF | |
k] 20070516 20070518 22 TTO80 88.80 1 UN
HFS Adjustment — Print Overlay Print image
6. Voucher 7. bocument Control Humber 14, Adj Type 15, ltem or Service
20. Reason Adjustment Requested: 16, Quantity 17, Charges 18, TPL 19, TPL Amt

1 Adjisication Payer |- PLEASE SELECT A PAYER — x|  Add | Clear| Adjudication Date[ | Paid Amount| |
weees| [ m[ | m2[ |m3[ | ma[ |Paidunits] | BundiedLine#| |Patientliab] |

Group Reason Guantity Amount Group Reason OQuantity Amount Group Reason Quantity Amount ﬂ
1i - - 2z - - 3 e i -
28. Total Charge: 68.80 29, Amount Paid: 30, Balance Due: 88.80

Table 24 Service Lines > Adjustment Screen Field Descriptions (HFS
2292 Crosswalk)

Claim Master

HFS 2292 FL# HFS 2292 Field Description Field Description

6 Voucher Voucher

7 Document Control Number Document Control Number

8 Serv Sect N/A - Calculated field

14 Adj Type Adj Type

15 Item or Service Item or Service

16 Quantity Quantity

17 Charges Charges

18 TPL TPL

19 TPL Amount TPL

20 Reason Adjustment Requested |Reason Adjustment Requested
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Chapter

Hand-Keying Medicaid lllinois
HFS Claims

In addition to its automated Claim Capture functionality, Claim Master allows you
to hand-key Medicaid Illinois HFS proprietary claim forms. The order you in which
you key in claim information is at your discretion. However, Emdeon recommends
the following order for keying in claim information:

1. Patient & Subscriber
2. Service Lines
3. Other Info

Start by clicking on the Patient & Subscriber tab and entering Provider and Patient
information. When entering information, you may tab to move from one field to
the next.

It is not necessary to enter all the information for the claim before saving the
claim. If you have an interruption while entering claim information, you may save
the claim and access it later to complete it.

= Patient and Subscriber - The Patient & Subscriber tab contains demographic
information such as address, Payer, provider, and insured's information.

m Service Lines - The Service Lines tab contains itemized service/treatment
information including HCPCS codes, date of service, and illness dates, doctor
information, diagnosis codes, authorization information, and other service data.

m Other Info - The Other Info tab consists of four individual screens that contain
additional claim information typically not on a printed HCFA form. This
information includes General, Ambulance, DME, and PT/Chiro information.

For more detailed descriptions of these screens and crosswalks specific to each

Medicaid Illinois HFS proprietary claim form, see Chapter 1, "Completing Claim
Master Screens.”
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Hand Keying a Medicaid lllinois HFS Claim

Hand Keying a Medicaid Illlinois HFS Claim

1 Select the Create Medicaid IL Claim option from the Claim Master Main
Menu.

CLAIM MASTER WEB NATIVE
PROFESSIONAL

Main Menu

Capture Claim Files From HMS/PMS

Create Professional Claim

[ Create Medicaid IL Claim |

Claim Dashboard Work Queue
Claim 3580°
Search Professional Claim
Report Menu
Submit Professional Claim

Setup/Configuration Menu

Account Selection

Close This Window

The Patient & Subscriber > Patient and Current Subscriber/Payer displays.
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Hand Keying a Medicaid lllinois HFS Claim

Screen 27 Patient & Subscriber > Patient and Current Subscriber/Payer Screen

Hm Menu -= Create New WMedicaid IL Claim

| Wed Dec 08 21:38:23 C5T Zﬂ‘lD

Provider: THE DOCTOR'S OFFICE {460447693) Payer; PiS: P Status: New

Patient. , Patient Control #: Claim #;

FromiThru: Lines: 1 Total Cha; Est Amt Dus;
Patient & Subscriber Senvice Lines Other Info EditfLr Exit
Patient and Current Subscriber/Payer | Other Subscribers/Payers.. |
25. Provider Tax ID: |_HE DOCTOR'S OFFICE (450447583) ;l Save As: I NEW vl
26. Patient Account I:l -] FreqType I T - DRIGINAL j‘ 12, Release Info | ¥ - Serss Emement = | pate
‘2. Patient Name Last | | First | |mi[] sgirtnDate [ | sex| =l accidentinjury [ | ~
5 Adress | I oy | [ se[Jzin [ 1] country [ ][]
Current Payer | 1A subserverib [ |L) @) 13. Assign Benefit[Y =]
\Provider ID/NPI —PLEASE SET PAYVER FIRST-- 2] 4. Subscriber Name Last | | First | | i []
|Payer Address | || | 7. Subscriber Address | || |
oy Jsme[ Jap[ || Jcowmy[ Jom[ s[ Jae[ J{ Jcoumn[ | |
23. Prior Auth | | &, Patient Relationship | 2 5= =]
27. Accept Assignmentl*'*Esth: j' 31. Signature | || |
32. Facility Ao ]~[ Jssae[ Jv[ | Texonomylosisooo00q ~

Pay-To Provider | - SAME AS EILLING FROVIDER - =4

2 Enter Patient and Subscriber information into the applicable fields. The
following fields will be defaulted:

Frequency Type = 1 - Original

Release Information = Y - Signed Statement
Assign Benefits = Y - Yes

Patient Relationship = 18 - Self

Accept Assignment = Assigned

3 Select a Medicaid IL Payer as the current Payer.

The following message will display upon exiting the Patient & Subscriber >
Patient and Current Subscriber/Payer screen if a Medicaid IL Payer has not been
selected.

Windows Internet Explorer |

' "-q,, ou must select Medicaid IL or Paper Medicaid IL as the Current Payer
L

4 Click the Service Lines > Original Lines link.
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Hand Keying a Medicaid lllinois HFS Claim

The Service Lines > Original Lines screen displays.

Screen 28 Service Lines > Original Lines Screen

r Service Lines Other Info EditiLeq -.'
Original Lines  Adjustment Functions Printing
14, Current lliness Date |:| 15. First lliness Date I:l 16. Unakle to Work From | | Thru | |
17. Referring Doctor f_L| 15. Hospitalization From | | Thru | |
21, Diagnosis 4, | friia | |* 3. [= 4. = 20.Outside Lab?| ¥ Charges [ ] steriz] =l
A, Date of Service B C 0. Procedures E F G H J
From To POS  TOS EMG HCPCS M1 M2 M3 M4 Pntr Charge t;'nit EPSDT  Plan Doctor Set
: R - : == a[n
2 o Bd B Y == alo
3 il B - ¥ == alc
4 iy | ¢ [ & = =
5 *l [ : [ E
5 -1~ & - == alo
28, Total Charge: 29, Amount Paid: 30, Bﬂlénce Due:
TOTAL PAGES: 1 PAGE LIST: 1 _MEW PAGE/LAST PAGE Delete Line

5 Enter Physician and Charge information into the applicable fields. The following
field will be defaulted:

= Diagnosis Pointer = 1
6 Click the Other Info > Ambulance link if billing Transportation services.

The Other Info > Ambulance screen displays.
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Screen 29 Other Info > Ambulance Screen

Patient & Subzcriber

Functions Printing

General

Ambulance | DME | PT/Chiro

Claim Ambulance Transport Info

Patient Weight :lLbs Transport Codel j" Reason Code I:l ¥ [Distance I:ll'.'liles

Round Trip Pu rpose| | Stretcher Purpuse| |
Vehicle License Humberl:l Vehicle License State-l:l
Claim Ambulance Ceriification
m 1 Patient was admitted to a hospital m 02 Patient was bed confined before the ambulance service
m 03 Patient was bed confined after the ambulance service m 04 Patient was moved by stretcher
m 05 Patient was unconscious or in shock m 06 Patient was transported in an emergency situation
m 07 Patient had to be physically restrained m 08 Patient has visible hemorrhaging
m 09 Ambulance service was medically necessary W& w| 12 Patient is confined to a bed or chair

| N I 80 Transportation was to the nearest facility

Claim Ambulance Location Info

Pick-Up Address | || | city| | state[ [zip[ |[ | country[ |
Drop-0ff Address | || | Cit5r| | Statel:l ZipI:| |:| Cc-untr[.rl:l

Location | |

ation

Service Line Ambulance Transport Info/Certif
Patient Reason Patient

: Procedures _Weight:Lbs} Transport Code Cod .Dlstance [Mﬂes]l Round Trip Purpose Stretcher Purpose lCoum
I YI -
YesHo Certification Code Yesilo Certification Code
e =1 | | iz I e =

Append More Ambulance Certification Lines...

Service Line Ambulance Location Info

Pick-Up Address | Il | city] | state[ |zip[  |[ | country[ |
Drop—Dﬁhddress| || | Cit)r| | Statel:l lip|:| Countr_t,r|:|

Location | | Origin Time Destination Time

7 Enter Transportation information into the applicable fields.
8 Click the Save button to save the claim.
9 Click the Exit button to leave the claim.

The following message displays.

Windows Internet Explorer x|

\ ? ) are wou ready to key the next claim?

Cancel |
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10 Click OK to key the next claim. Click Cancel to leave the screen.
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Chapter

Creating and Printing Medicaid
lllinois HFS Forms

Medicaid Illinois HFS claim forms and adjustment forms can be created on
demand or in a batch as Adobe PDF files for printing to your local printer. The PDF
file is formatted to print based on the option selected. For detailed descriptions of
the printing setup options and Adobe requirements, see the “Printing and Viewing
Claims” section of Chapter 5 of the Claim Master Professional User Reference.

—— Client Setup Required

Access to the Medicaid Illinois HFS form specific fields and the

A capability to create the Medicaid Illinois HFS forms is a premium
service that requires setup by the Emdeon Implementation
Administrator.

On Demand Claim Forms

The Printing pull-down menu, which is located directly under the Exit button,
displays the available on demand claim printing options for Claim Master. The HFS
Overlay and HFS Image options are used to create the Medicaid Illinois HFS
claim forms based upon the Type of Service (TOS) entered on the Service Lines
> Original Info screen.

Validate

CMS1500 Crverlay
CM51500 Image
HCFA1500 Cverlay
HCFAL1S00 Image

HFS Crverlay
HF= Image

Crriginal
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On Demand Claim Forms

Selecting the HFS Overlay option will create the claim, with the form pre-
formatted in red in the background, to print to white paper on your local printer.

Selecting the HFS Image option will create the claim, formatted with claim data
only, to print on pre-printed forms on your local printer.

—— Note

Prior to printing any claim forms, you must verify that your printer is
loaded with the correct forms or paper.

The Type of Service (TOS) entered on the Service Lines > Original Info screen
in Claim Master determines the appropriate Medicaid Illinois HFS claim form to
Create.

Table 25 HFS Form Descriptions > Type of Service (TOS) Crosswalk

Number Description Type of Service (TOS)
1443 Provider Invoice (Therapy) 03, 04, 05, 11, 12, 13, 14, 33, 34,
45, 47
2209 Transportation Invoice 50, 51, 52, 53, 54, 55, 56
2210 Medical Equipment/Medical Supplies 41, 48
2360 Health Insurance Claim Form 1,2,3,4,5,7,8,9,G,S,Y
(Professional)

Selecting the HFS Overlay or HFS Image option without a Type of Service (TOS)
entered will display the following message.

Windows Internet Explorer x|

L] E A Categary | Type of Service Code must be present to print a HES Form
L

Click the OK button to return to the claim to enter a Type of Service (TOS) on the
Service Lines > Original Info screen.
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On Demand Adjustment Forms

Selecting the HFS Overlay or HFS Image option with conflicting Type of Service
(TOS) entered will display the following message.

Windows Internet Explorer |

" E The Category | Type of Service Codes entered qualify For more than one HFS Form. Flease select codes For the same HES Form,
L

Click the OK button to return to the claim to correct the Type of Service (TOS)
entered on the Service Lines > Original Info screen.

On Demand Adjustment Forms

The Medicaid Illinois HFS adjustment form printing options are located on the
Service Lines > Adjustment screen in Claim Master. The HFS Adjustment >
Print Overlay and HFS Adjustment > Print Image options are used to create
the Medicaid Illinois HFS 2292 adjustment form for each service line.

..‘. e ‘. “ o E{ﬁ‘ B 8 Y T e o e o o s ”_;ﬁ 5 e o
Provider QAE MEMORIAL HOSPITAL (4363358877) Payer MEDICAID IL (HEALTH FAMILY) (DSKILOOO) F/S. P Sfatus: Incomplete
Dabanl e Patient Control 3; TEST426017 0001 Clam & 7957271
FromThru: 05/16/07 - 05M6/07 Lines:1 Total Chg: $68.80 Est Amt Duz: $68.80
23 Edmis), 0 Foeed Weaw ABEdds << Previous Unfoed Edd < Previpus Edé  NewtEdit =  Hewt Unfoced Edif ==
Origingl Lines | Adjustrment Functions Printing
 DOSFrom  DOSTo PDS TOS HCPCS M1 M2 M3 M4 Charge Uit Approves  OTAF | i
1 20070518 20070518 22 28.50 1UN m +3 = =
HF & Adjustment rint riay Pnnt image
- VOUCHET | | 1. pocument Control Number | | 14. Adj Type I 15, item or Service |
20, Reason Adjustment Requested: 16. Quantity | | 17.Charges | 18 TPL[ | 19.TPL Amt [ ]
Y asjudication Payer[ - PLEASE seLECT A PAvER— =] _Add | Cear| adjudicaion Date] | PaidAmount] |
Heres[ [ ma[ | mz[ [ w3 | 4] ] Paid units| Bundled Line 2| | PatientLiab] |
Group Reason Quantity  Amount Group Reason CQuantity  Amount Group Reason OQuantity Amount =
1 - - i 2 - - 3 ) - -
28, Total Charge: EE.ED 24 Amount Pad: 30. Balance Due: 550
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Selecting the HFS Adjustment > Print Overlay option will create the
adjustment form, with the form pre-formatted in red in the background, to print to
white paper on your local printer.

Selecting the HFS Adjustment > Print Image option will create the adjustment

form, formatted with claim data only, to print on pre-printed forms on your local
printer.

—— Note

Prior to printing any claim forms, you must verify that your printer is
loaded with the correct forms or paper.

Submitting Paper Claims

72

Claim Master provides the option to submit claims in a hardcopy or paper format
in addition to electronically. Claims that are assigned to a 'Paper' Payer ID or
Secondary claims that require a hardcopy EOB facsimile will have a Paper Medicaid
Illinois HFS claim form created from the Submit Claim process. Paper Medicaid
Illinois HFS claim forms can be created and formatted to print at your local printer
via the FileBox, or to the Emdeon Clearinghouse via the Print Mail service.

—— Client Setup Required

Print Mail is a premium service that requires setup by the Emdeon
Implementation Administrator.
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Primary HFS Claim Forms

For Primary Medicaid Illinois HFS claim forms that are directed to print to the

FileBox, a batch file is created from the Submit Claim process. These claims are
sorted by the Payer Name entered on the claim, Patient Last Name, and Patient
Account #. They are formatted to print on blank Medicaid Illinois HFS claim forms,
which must be placed in your printer tray. The printable claims can be found under
the Report Menu >Downloadable Reports From Filebox > Submission >
Paper folder.

C_.M FileBox
- CaPTSTH

E-capture

[=-Era

E- EXCEPTION REPORTS
- LINKING
L LINKING/POSTING

E- Inquiries

E- Submizsion

-+ AUTO CLAIM STATUS

- AUTO ELIGIBILITY

... ON DEMAND

! ELIGIBILITY

{.. ON DEMAND
CLAIM STATUS

- 0n Demand Claims

- Pawer

l PAPER l

~ SECONDARY

Separate print files are created for each type of Medicaid Illinois HFS claim form
based upon the Type of Service (TOS) that was entered on the Service Lines >
Original Info screen in Claim Master.

> Subrmission >> PAPER

Batch Submission Paper Claims

File Hame File Size File Date w De=scription Printed
HFSP1443 13032 PDF 4Kb|  2009-08-03 08:03:57  |HFS 1443 Paper Form Print Spool: 13032-999366 r
HFSPZ208 12022.PDF 2Kb|  2009-08-02 08:03:57  |HFS 2209 Paper Form Print Spock: 13032-990388 r
2210 13032 PDF 2Kb| 2008-08-03 06:03:57  |HFS 2210 Paper Form Print Spool: 13032-999365 r
2280 12022 POF SKb| 2009-08-03 08:03:57  |HFS 2380 Paper Form Print Spocl: 13032-999368 r
Chapter 3 Creating and Printing Medicaid lllinois HFS Forms 73




Submitting Paper Claims

To keep track of the files that have been printed, select the checkbox under the
Printed column as you print each individual file.

Secondary HFS Claim Forms

For Secondary Medicaid Illinois HFS claim forms that are directed to print to the
FileBox, a batch file is created from the Submit Claim process. These claims are
sorted by the Payer Name entered on the claim, Patient Last Name, and Patient
Account #. They are formatted to print on plain white paper, which must be placed
in your printer tray. Secondary Paper claims in the Medicaid Illinois HFS format are
pre-formatted with the red form background. Secondary Paper claims that have
an ERA linked in Payment Manager are printed and collated with a facsimile of the
paper EOB. The printable claims can be found under the Report Menu >
Downloadable Reports From Filebox > Submission > Secondary folder.

CM FileBox
= CAPTSTOM

E-capture

i
L
.m
L
o

= EXCEPTION REPORTS
- LINKING
b L INKING/POSTING

= Inguiriez
AUTO CLAIM STATUS

i AUTO ELIGIBILITY

i... ON DEMAND

i ELIGIBILITY

i... ON DEMAND
CLAIM STATUS

~~ 0n Demand Claimz
- Payer

E- Submizsicn
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Separate print files are created for each type of Medicaid Illinois HFS claim form
based upon the Type of Service (TOS) that was entered on the Service Lines >
Original Info screen in Claim Master.

Batch Submission Secondary Claims

>» Submission *> SECONDARY

File Hame File Size File Date ¥ Description
HESSec?210 13032 PDF 293 Kb 2003-08-03 05:03:55 HFS 2210 Secoendary Form Print Speol: 13032-999358 r
HFSSec2350 13032 PDF 324 Kb 2009-08-03 05:03:55 HFS 2360 Secoendary Form Print Speol: 13032-999356 r
HFSSec1443 13032.POF 341 Kb 2009-08-03 05:03:58 HFS 1443 Secoendary Form Print Speol: 13032-9993858 r
HFSSec2209 13032.PDF 339 Kb 2009-08-03 05:03:58 HFS 2209 Secondary Form Print Spool: 13032-999366 r

To keep track of the files that have been printed, select the checkbox under the
Printed column as you print each individual file.
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