eMedNY
NewgsYork,State
B-04 Billing Guidelines

S

e

INPATIENT HOSPITAL

Version 2021 — 1 August 31, 2021



TABLEOFCONTENTS

eMedNY is the name of the New York State M i . edNY system allows New York
Medicaid providers to submit claims an
provided to eli

for its users.

The information contained within this document was created in conce
More information about eMedNY can be found at www.emedny.

Version 2021 -1 Page 2 of 39 August 31, 2021


http://www.emedny.org/

TABLEOFCONTENTS

TABLE OF CONTENTS

1. T oo T I = (=14 (=T ) OO PP UP PP PPPPPPRON 5
2. (00 =TT T U] o T 411 1 PSR 6
2.1 EIECHIONIC ClAIMS .ttt et st s b e s b e bt e bt et e s b e e bt et e e ab e s ot e s bt e s bt e n b e e sbe e e be e e bt e bt e r e e n e e nesaneenrs 6
2.2 GENELAI INPALIENT PrOCEAUIES . .ccutiieiieectieeette ettt ettt e e e st e e et e e s te e e be e e tbeeeaaeestbeesaseesabaeaabeseassessssaessseeassassabaeenteeeasseesasaesnseenns 6
2.2.1 Reporting Covered and NON-COVEIrEa DAYS ...ceevuieriiirierierieriie ittt et sitesteesteeste e st e bt sab e esbeebesatesateshaesaeesseenbeesbeesbeenseenseenseenne 6
2.2.2 / Reporting Present on Admission (POA) INfOrmation ........cccceeueiiiiuiiiiiinieiiieeeieerneeseenneesennseesssnsessesnsesssnnsesssnnns 7
2.3 Claim SUDMUSSION PrOCEAUEES .......cc.eetirtertertieteetete ettt ettt b ettt s b e b e bt e st et e b e bt e bt e b e e s b et e abesbe s bt ebeeneenbe b e et e ebeentenbenbenes 8
2.3.1  Inpatient Billing Proceduresifor Acute APR DRG ClaimsS .....cciuiiriieiiiieiieeiis sttt e s tee st et eesae e st e e e e saneeneeessneensaeesnneas 8
2.3.14 Acute APR DRG RAE COUES .......ocueeiiieieieiietteeete ettt st sr e et n e et s r e re e n e neeneeaee 8
2.3.1.2 Acute APR DRG Payment CalCUIAtIONS .......eiiiiiiiiieiie ettt ettt ettt et sttt sba e e sbt e e sbb e e sab e s eabeeenbaeebaeenaeeas 9
2.3.13 Alternate Level of Cafe (ALC) for ACULe APR DRG ClaiMS ..uueiuieiueiiiiiiiiiesieseesitesieesieesseesteesessessessesssesssesssessessseens 9
2.3.1.4 Refer to Scenarig 3 = Multiple ALC Periods in the section below. Acute APR DRG and ALC Billing Scenarios ...... 11
2.3.1.5  Alternate Level/of Care After Medicare for Acute APR DRG ClaimsS .......cccuevveriiririnineeieneneneeeeeereresne s 12
2.3.2  Per Diem Claim Procedures (including Rate Code 2852 .........cccuivuirieriieiiieniieneenieesieesieestesaeseeesieesaeseesreesteesseessesssessseen 13
2.3.2.1 Alternate Level of Caréy(ALE)Tor Per Dighn Claims .........coociiiiii et sae e reeenes 14
2.3.2.2  Alternate Level of Care After Medicare for Per Diem Claimsh.......coiveveereeierineneeeeieeesres e 16
2.3.3  Special Instructions for Other INpati€@Nt Claims ...... B i ettt e et e s ae e sbeesbeesnns 17
2.3.3.1 Graduate Medical EAucation (GIME) Claims .........iereeerreeeeueeeeeeeiiariant s eeie et eeie et e etee et ee e etaeeetveesreeeabaeessseeeanas 17
2332 Cost Outlier Claims ...coeevecerenenreneeeeeenen s affenientc e el 18
2.3.3.3 AdMIiSSION DAY ClaiMS ..eiiiiieiieiiiieiieesieecetasseeeesereesesesfinnaasteessseeseseesfanaasssesseeassseessseesoseessseesnsessssesassesessssesssesansesanes 19
2334 Readmission Claims ........ceevereeiieninnenieenieeeessifieniins e fibie ettt ettt e e e bt e sbe e bt ebeeane s 19
2.3.4 Medicaid Policy When Medicaid Coverage Begins or EndsDuring an lnpatient Stay..«fi o e 20
2.3.4.1 Medicaid Policy When Medicaid Coverage Begins During an InpatientsStay (rate codes2946 & 2852 only)....... 20
2.3.4.2 Medicaid Policy When Medicaid Coverage Ends During a Psychiatric Inpatient Stay/(rate code 2852 only)........ 20
2.3.5 Medicare Part A Coverage Begins After Inpatient AdmisSioN .......ccccveveveniireniveenveeesdoninaiie B e cieee s es e e 21
2.3.6  Medicaid as Payer Of Last RESOI......ccciiiiiiiiiccieecieeecteecteesteeeveesveeesveeesaveesaseailanananseeesseessseesvanaaBheeesseeessseessseesseesssennes 21
2.3.6.1 Instructions for the Submission of Medicare Crossover CIaims .......c.oovvees et cnneeeeeeeneensesseneeseeneeneen sifinanennesdh 21
2.3.6.2 Medicare as Primary — Provider SUBMItTed ........coceriiiiiiiiiieeceeeecece s i sfine e e 22
2.3.6.3 Other Third Party Insurance as Primary — Medicaid asSecondary.........ccoceveeneenernciiinsieeeneeessfiuniint e 22

2.4 Supplemental Inpatient Billing INTOrmation ........cceoiiiiiie et re e re e et e s fan et e e et e ete e e te e e tae e 22
2.4.1  Inpatient Services Paid “Off-LINE” ..ottt sttt r e s e saeesaeesaneenessmea i e eseeeseeneessalon 22
2.4.2 Replacement/Void of Previously Paid Claims ........coiiiiiriiieieieseeeeieie sttt ettt e te e saeseeseees s s ataan e e R e e b nann e ees 23
2.4.3  Medicaid Managed Care IMEMDEIS ......coi it e e e e et e e e st e e e e bte e e e sataee e e sbaeeesntaeeeessseeessbeeesassreeesnsens 23
2.4.4 Hospital Responsibility for Qutside Care: ReimbursemMent POIICY ...c.uiiciieiiieiiie ettt et veeeree e 23
245  PatienNt STAtUS COUES .ouiimiiiiiiii et st e r e bt et a e sr e e e ae e sr et nees 24

Version 2021 -1 Page 3 of 39 August 31, 2021



-

TABLEOFCONTENTS

3. REMIEEANCE AGVICE ...ttt ettt s bt s b e s b e e bt e bt e bt e s b e e b e e abesab e shb e eb s e bt e beesbeesb e e bt e bt eabeenbeennesnbesnneenn 25
APPENDIX A STERILIZATION CONSENT FORIM = LDSS-3134 ...ttt ettt sttt ettt et st st s sbe e bt e b e sbeenbeenneenre s 26
APPENDIX B ACKNOWLEDGMENT OF RECEIPT OF HYSTERECTOMY INFORMATION FORM = LDSS-3113 ..cooviiiniiniieereree e 33
APPENDIX C MODIFICATION TRACKING .....ecveiuteientenrierieitee ettt sttt s e st r st se e s r e r s n e st e e sae s bt se et e e e sa e s reer e ereebeeen e reenesneeneennenes 37

For eMedNY Billing Guideline questions, please contact
; the eMedNY Call Center 1-800-343-9000.

Version 2021 -1 Page 4 of 39 August 31, 2021



-

CLAIMSSUBMISSION

1. Purpose Statement

The purpose of this document is to assist the provider community in understanding and complying with the New York
State Medicaid (NYS Medicaid) requirements and expectations for:

1 submitting claims.

g the information returned in the Medicaid Remittance Advice.
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2. Claims Submission

Inpatient claims can only be submitted to NYS Medicaid in electronic format.

2.1 Electronic Claims

Pursuaht to the'Health Insurance Portability and Accountability Act (HIPAA), Public Law 104-191, which was signed into
law August 12, 1996, the NYS Medicaid Program adopted the HIPAA-compliant transactions as the sole acceptable
formatfor.electronic claim'submission, effective November 2003.

eMedNY mill proces§itransactionin. accordance with federal mandates.
Inpatient hospital providers must use the HIPAA 837 Institutional (8371) transaction.
Direct billers should refer to the sources listed below in order to comply with the NYS Medicaid requirements.

& 5010 Implementation Guides (IGs) explain the proper use of 8371 standards and other program specifications.
These documents are available at store.X12.org.

& The eMedNY 5010 Companion Guide provides spegifie instructions on the NYS Medicaid requirements for the
837l transaction. This document is available atabww.emedny.org by clicking on the link to the web page as
follows: eMedNY TransactionInformation Standard Companion Guide CAQH - CORE CG X12.

& eMedNY Trading Partner Information/CG provides teehnical information needed to successfully transmit and
receive electronic data. Some of the topics put forth in this CG are_éerror report information and communication
specifications. This document is available at www.emedny.org by clickingsaeMedNY Trading Partner Information

Companion Guide.

Further information on the 5010 transaction is available at www.emedny.org by clicking: eMedNYHIPAASupport.

2.2 General Inpatient Procedures

The following information details billing instructions and related informationfor hospital inpatient claims in the
following main categories:

& Reporting Covered and Non-Covered Days

& Reporting Present on Admission (POA) Information

2.2.1 Reporting Covered and Non-Covered Days

When calculating the number of days to be reported on a claim, Medicaid counts the date of admission, but not the date
of discharge, transfer or death.

The calculation of the number of days in the billing period is impacted by the status of the member on the statement
through date. When the patient status is “30” — Still a Patient, the through date is included in the calculation of days.
When the status is a “Discharged” on the through date of service, the through date is not included in the calculation of
the number of days. For a current list of patient status codes, please refer to the NUBC UB-04 Manual. The UB-04
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manual is available at www.nubc.org. See section 2.4.5 for additional information on patient status codes.

The sum of the days reported in the following fields must equal the days in the statement from-through period of the
claim (less any Alternate Level of Care days, and any days previous to the Admit Date). Also, if the Patient Discharge
Status Code indicates a discharge, one day is subtracted.:

Full Days (Loop 2320 MIAO1 when Loop 2320 SBR0O9 = ‘MA’)

oop 2300 Value Code HI - HIOx-5 when HIOx-2 = ‘80’)

s (Loop 2300 Value Code HI - HIOx-5 when HIOx-2 = ‘81’)
overed Days (Loop 2320 MIAO1 when Loop 2320 SBR0O9 not ‘MA’)

Days billed as covered a overed, by the various payers, are reported in the 837 Institutional Segments with

appropriate qualifiers.

NOTE: The maximum s cannot exce 999 on any inpatient claim.

New York State Department of He his information to be reported for all reported diagnoses on
all hospital inpatient claims. Present on is defined as the diagnosis that is present at the time the

order for inpatient admission occurred.

One of the following POA Codes must be submitted with the i and each Other Diagnosis. POA is not

& Y-Yes
Present at the time of inpatient admission

& N-No
Not present at the time of inpatient admission

& U-Unknown
Documentation is insufficient to determine if condition is present at time of i

& W - Clinically undetermined

Provider is unable to clinically determine whether condition was present at ti inpatient admi

& 1-If exempt from POA reporting.
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2.3 Claim Submission Procedures

This section includes instructions and descriptions for the following:

& Inpatient Billing Procedures for Acute APR DRG Claims

Billing Procedures for Per Diem Claims

of Last Resort

This section details inst
December 1, 2009.

payment calculations that utilize APR DRGs.

2.3.1.1 Acute APR DRG Rate Codes

A claim is classified as an APR DRG claim based on the submitted rate co
Claims in loop 2300, in the Value Information Segment. Acute APR DRG
in Exhibit 2.3.1.1-1.

Exhibit 2.3.1.1-1

Type of Claim Rate
New York State 2946
GME Claim 3130
Out-of-State 2953

NOTE: A Capital per case rate code (2990) will be included in the Acute APR DRG payment calculatio
Capital per day rate code (2991) will be used in the Transfer Payment calculation. A Direct Medical Educa DME)
per case rate code (2589) will be used in the payment calculation for the DME add-on for both the Acute APR DRG
payment and Transfer Payment, when applicable. These rate codes are not to be submitted on a claim but may

appear on retro-active rate adjustment remittances.
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2.3.1.2 Acute APR DRG Payment Calculations

The following describes the calculations used to price Inpatient Acute APR DRG claims.

The Acute APR.DRG claim calculation is as follows:

ate (x) SIW (as determined by the APR DRG grouper) (+) Capital per case add-on rate (+) DME per
[if applicable] = Payment Amount

er of the two Payment Amount calculations:

oital per case add-on rate (+) DME per case add-on rate [if applicable] = Payment

((Acute APR DRG Rate
case add-on rate [if ap

(+) Capital per day add-on rate) (X) the number of days (+) DME per

ion of Clai
Medicaid 90 day time

Rule 1 - Timely Subm

For Acute APR DRG claims, the
Statement Date reported on the

g requirement is based on the Through

Rule 2 - Discharge Date

An Acute APR DRG claim cannot be billed un i . cute APR DRG claims must include the
discharge date regardless of the status code of the member

NOTES:
e See AlLCrule 6 in the “Special Instructions for Other In

o  When the Discharge Date is different than the State
Occurrence Code 42.

Date is reported using

Rule 3 - Newborns

Acute APR DRG claims for newborns, 28 days or younger, must contain the birth wei
reported using Value Code 54 in the Value Information segment.
2.3.1.3 Alternate Level of Care (ALC) for Acute APR DRG Cla
ALC Rule 1 - Patient Cannot be Admitted Directly to ALC Status

All patients MUST be admitted as acute care patients. A claim submitted indicating the member
will be denied.

admitted on ALC

ALC Rule 2 - Split Billing Required

ALC claims are per diem claims. The ALC claims must be split-billed. Split-billing means submission of multiple date range
claims that when compiled represent the period from Admit to Discharge.
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ALC Rule 3 - Discharge Date

The discharge date and time of discharge is only reported on an ALC claim if the patient status is a discharge or transfer
status code.

ALC Rule# - Occurrence Span Code and Occurrence Span Date(s)

The"APR'DRG claim and corresponding claims for ALC must contain Occurrence Code 75 and Occurrence Span Date(s)
with'the date range the member was on ALC.

ALC Rule 5 - Admmission Date

The admission date on the ALC claim will be the acute care admission date.

ALC Rule 6 - Transferred and Discharged ALC

If the member is transferred to ALC and'is discharged while on ALC, then the Acute APR DRG claim is billed from the
date of admission to the last day the member was acute care, with status code 30 — Still a Patient. The Acute APR DRG
claim must include the discharge date (Occurrence Cade 42) and Occurrence code 75 with the Occurrence date span
the member was on ALC.

Refer to Scenario 2 — Patient Discharged on ALC in the_séction below.

ALC Rule 7 - Transferred to and From ALC Multiple Times

If the member is transferred to and from ALE multiple times during the stay, each ALC time period is a separate claim,
with no discharge date and a patient status code 30 — Still a Patient; except for the discharge claim.

The occurrence code 75 with each occurrence date span'the member was on ALC must be reported on the Acute
APR DRG claim.

The date range used as the statement covers period in the header on the Acute APR DRGeclaimPwill include the dates of
service the member was on ALC.

The Acute APR DRG claim will have an occurrence code 75 with the date range of each of the ALC time periods
in the Occurrence Span.
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2.3.1.4 Refer to Scenario 3 - Multiple ALC Periods in the section below. Acute APR
DRG and ALC Billing Scenarios

Scenario 1 - ALC Period Occurs During the APR DRG Stay
See Exhibi

1 for the Acute APR DRG Timelines related to this scenario.

Exhibit 2.3.1.4-1

Discharge
ACUTE
5/15 5/31
The APRD billed as follows:
& Submit the Acut tire stay (admit to discharge). In the above exhibit 5/1 through 5/31.

& Submit the ALC claim es 5/10 to 5/14 with discharge status code 30 (Still a patient)
and no discharge date.

Admit Discharge

ACUTE
51 5/10

The Acute APR DRG and ALC claims are billed as follows:

& Submit Acute APR DRG claim from the admit date to the last day the member wa
exhibit 5/1 to 5/9. Include Occurrence code 75 and the date range the memb

span. This claim cannot be submitted until the member is discharged.

& Submit the ALC claim from the first day of ALC. Note that an ALC claim can be
30 (Still a patient) and no discharge date. If the ALC is billed through the discharg
discharge status code and include the discharge date (in the above exhibit 5/10to 5
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Scenario 3 - Multiple ALC Periods During Acute APR DRG Stay
See Exhibit 2.3.1.2-4 for the Acute APR DRG Timelines related to this scenario.

Exhibit 2.3.1.4-3
Admit Discharge

ACUTE ACUTE ACUTE

51 5/5 5/8 5/15 5/20 5/31

The Acute APR DRG and\ALC claims can be billed as follows:

& Submitthe Acute APRIDRG claim for the entire stay (admit to discharge). In the above exhibit 5/1 to 5/31,
include Occurrence code 75 and.thesdate ranges the member was on ALC in the Occurrence span.

& Submit the ALC/claims forfeach of the ALC periods. In the above exhibit 5/5 to 5/7 and another claim for dates
5/15 to 5/19.Each claim'must include an occurrence code 75 and the date span the member was on ALC with
no discharge date and discharge status 30 (Still a patient).

2.3.1.5 Alternate Level\OhGan@AfterdM€dicare for Acute APR DRG Claims

When ALC occurs during the inpatient hospital stay and Medicare doeéwnot cover the ALC period(s), Cost Avoidance
indicator (previously known as “OFILL”) mustde represented within the Medicare information.

The scenarios below explain billing requirements when ALC.@ccurs during the inpatient hospital stay and Medicare does
not cover the ALC period(s).

Scenario 4 - Patient Discharged On ALC
The Acute APR DRG claim is submitted with the following information:

& Dates of service would be submitted from the admission day to the last day the patient was on an acute
care status.

& Patient Status Code would be 30 — Still a Patient.

& Occurrence Code 75 and the date range the patient was on ALC must be repaorted in the Oceurrence Span.

& Days covered by Medicare are submitted with the applicable Medicare Deductible, Coinsurancefor LTR
amounts.

The ALC claim is submitted with the following information:
& Admission date would be the actual acute care admission date.
& Dates of service would be submitted for the dates the patient was on ALC.

& Occurrence Code 75 must be entered
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& Occurrence Span dates should be the dates the patient was on ALC.

& The Cost Avoidance indicator (previously known as “OFILL”) indicator must be submitted if the other payer was
billed and documentation exists that the other payer would not cover the ALC Claim.

NOTE: If there are numerous AL j G claim will have the Occurrence Code 75 and the dates
the patient was on ALC for each o j ded in the date range billed. So there will be multiple
Occurrence span dates reported.

The ALC claim is submitted with the following‘information:
& Admission date would be the actual acute care a
Dates of service would be the time period the patient

Occurrence Code 75 must be submitted.

Occurrence Span dates would be the dates the patient was on

e e e e

The Cost Avoidance indicator (previously known as “OFILL”) indicator must be s
billed and documentation exists that the other payer would not cover the A

payer was

2.3.2 Per Diem Claim Procedures (including Rat
For Per Diem claims, the 90 day timely filing regulation applies to the statement throug

Per Diem claims can be billed from admission to discharge or they can be billed as interim cl
billed as an interim bill, the patient status code submitted is 30 — Still a Patient, and no discharge
claim.

For psychiatric exempt unit stays, each interim claim must be billed as an adjustment to the previously pa
admission date and the service "from" date must remain the same as on the original claim that is billed for the first part
of the patient's psychiatric stay.
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2.3.2.1 Alternate Level of Care (ALC) for Per Diem Claims

ALC Rule 1 (Per Diem) - Patient Cannot be Admitted Directly to ALC Status

All patients MUST be admitted as acute care patients. A claim submitted indicating the member was admitted on ALC
will be denieds:

ALC Rule 2 (Per Diem) - Split Billing Required

ALC claims,are per diem elaims. The ALC claims must be split-billed. Split-billing means submission of multiple date range
claims that when comgpiled represent the period from Admit to Discharge.

ALC Rule 3{(PerDiem) - Discharge Date

The discharge date and time of'discharge is only reported on an ALC claim if the patient status is a discharge or transfer
status code.

ALC Rule 4 (Per Diem) ~ Occurrence Code/Span Dates

DO NOT include the Occurrence Code 75 or Occurrence Span dates with the Per Diem (non-ALC) Claim. Including
Occurrence Code 75 will cause the claim to deny.

ALC Rule 5 (Per Diem) - ALC'on PerdDiem Claims

For Per Diem claims, the ALC segment is billed@s a separateclaim. If the member is transferred to and from ALC multiple
times during the stay, each ALC time period is.a separate claim,with no discharge date and a patient status code 30 —
Still a Patient; except for the discharge claim. The discharge claim needs.discharge date and final patient status.

Scenario 6 - ALC Period Occurs During Per Diein Stay

See Exhibit 2.3.2.1-1 for the timelines related to this scenario:

Exhibit 2.3.2.1-1

Admit DischarggI

51 5/5 5/15 5/31

The Per Diem Stay and the ALC claims are billed asfollows:

& Submit the first Per Diem claim for the first segment of the Per Diem Stay (in the above exhibit 5/1 to 5/9).
each subsequent segment is billed as a separate claim. In the above exhibit, ALC is billed as 5/10to 5/14. The
next Per Diem claim is for 5/15 to 5/31.

& DO NOT include occurrence code 75 or the date range the member was on ALC with the Per Diemhelaims:

& The final claim will have the discharge status code and the discharge date. All the preceding claims will have
status 30 - still a patient with no discharge date.
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Scenario 7 - Patient Discharged on ALC from Per Diem Stay

See Exhibit 2.3.2.1-2 for the timelines related to this scenario.

Exhibit 2.3.2.1-2

Admit Discharge
5/1 5/10 5/31

The Per Diem Stay and ALC claimsiare billed as follows:

& ‘Submitdhe Per Diem claim from the admit date to the last day the member was not ALC. In the above exhibit
5/140 5/9.

& DO NOT include/occurrence code 75 or the date range the member was on ALC. This claim cannot be submitted
until the member is discharged.

& Submit the ALC claim from the first day of ALC. Note that an ALC claim can be interim billed with status code 30
(Still a patient) and no discharge date. If the ALC is‘hilled through the discharge date, use the appropriate
discharge status code andiinelude the dischargé date. In the above exhibit 5/10 to 5/31.

Scenario 8 - Multiple ALC Periods‘During Per Diém Stay

See Exhibit 2.3.2.1-3 for the Per Diem Timelines related to this seenario.

Exhibit 2.3.2.1-3

Admit Discharge
ACUTE ACUTE ACUTE LI

51 5/5 5/8 5/15 5/20 5/31

ALC and Per Diem claims are submitted as follows:

& Submit the first Per Diem claim for the first segment of Per Diem Stay(in the abéve exhibit 5/1 to'5/4). Each
subsequent segment is billed as a separate claim. In the above exhibit, ALC is billed as 5/5/to 5/7. The next Per
Diem claim is for 5/8 to 5/14. Then another ALC claim for 5/15 to 5/19 andthen the final claim is Per Diem
from 5/20 to 5/31.

& DO NOT include occurrence code 75 or the date range the member was on ALC with the PerDiem claims.

& The final claim will have the discharge status code and the discharge date. All the preceding claims will have
status 30 - still a patient with no discharge date.
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2.3.2.2 Alternate Level of Care After Medicare for Per Diem Claims

When ALC occurs during a Per Diem inpatient hospital stay and Medicare does not cover the ALC period(s), OFILL must

be represented within the Medicare information.

The scenariosbélew explain billing requirements when ALC occurs during a Per Diem inpatient hospital stay and
Medicare doesnot cover the ALC period(s). This requires at least one Per Diem and one ALC claim to be submitted.

Scenario/9 - Patient Discharged On ALC from Per Diem Stay

Scenario 9 consists of adPer Diem claim and an ALC claim.
The PerDiem claim is submitted with the following information:
& DateS of service are from«the admission date to the last day the patient was on a Per Diem Stay status.
& Patient Status Code is 30 — Still@ Patient:
& DO NOT report/Occurrente Code 75 or the'date range the patient was on ALC.
& Days covered by Medicare are submitted with the applicable Medicare Deductible, Coinsurance or LTR amounts.
The ALC claim is submitted with thefollowing information:
& Admission date is the actual Per Diem Stay admission date.
& Dates of service are submitted for the.dates the patientivas on ALC:
& Occurrence Code 75 must be entered.
& Occurrence Span dates are the dates the patient'was on ALC.
L]

The Cost Avoidance indicator (previously known as “OFILL”) indicator must be submitted if documentation exists

that the other payer would not cover the ALC Claim.

Scenario 10 - Patient level of Care Changes from PerDiem Stay t0 ALC and Back to Per
Diem Stay

Scenario 10 consists of a Per Diem claim, an ALC claim, and a second Per Diem Stay.claim. The first Per Diem
claim is submitted with the following information:

& The date of admission through the last day of the first segment of the Per Diem Stay with status 30.

& DO NOT include occurrence code 75 or the date range the member was on ALC with the Per Diem claims.
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The ALC claim is submitted with the following information:

& Admission date is the Per Diem Stay admission date from the first Per Diem claim.

L

nt Claims

2.3.3 Special Instructions

This section ofthe manual explains billing re ing types of claims:

% Graduate Medical Education (GME) Claims
& Cost Outlier Claims

& Admission Day Claims
&

Readmission Claims

2.3.3.1 Graduate Medical Education (GME) Claims

For GME claims, the 90 day timely filing regulation applies to the statement throug

GME payments are made to cover the GME expenses related to an Inpatient stay on
enrolled in a Medicaid Managed Care Plan on the Date of Admission.
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The GME payment is determined by the GME rate code entered on the claim. GME claims are identified by the Rate
Codes shown in Exhibit 2.3.3.1-1.

Exhibit 2.3.3.1-1

Inpatient Service Rate Code
Acute APR DRG - GME 3130
Specialty Hospital - GME 3137

Psychiatric Unit - GME 3131
3134
3135

3132

alization by requesting Cost
| must include rate code 2946 or

Hospitals can request additional reimbursement for an
Outlier consideration. Each cost outlier case must undergo P
2953 (whichever code appears on the provider's file) and con
Information segment.

- Condition

Please note:
1. Medicaid must be the primary inpatient coverage to qualify for a cost outlier

2. Transfer cases, as defined in 10 NY CRR, Section 86-1.21, do not qualify fo
NOTES:

& Cost outlier claims are submitted as adjustments to a previously paid Acute APR D

& The Cost Outlier payment is for the entire acute care stay.

& ALC periods are not paid as part of the Cost Outlier, therefore ALC claims can be billed in additi
Outlier claim.
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2.3.3.3 Admission Day Claims

For Admission Day claims, the 90 day timely filing regulation applies to the admission date entered on the claim.

Providers have the option of submitting a claim as an Admission Day claim. Admission Day claims are submitted to
receive somefofm of payment in lieu of the Acute APR DRG payment, which cannot be made until the patient is
discharged. The'payment amount for an Admission Day claim is the rate associated with the hospital's 2960 rate
code.

Admission Day claims mdst bereplaced (adjusted) as an Acute APR DRG claim within 60 days of the payment. If the
patient has not beenddischarged after the 60 day period, the claim should be submitted as an adjusted Admission day
claim. All the data will remain the same but the adjudication date of the adjustment will cause the timeliness limitation
to be extended for anothen 60 days. If no adjustment is received, the Admission Day payment will be automatically
voided by the'system and the admission payment recovered.

Follow these procedures for submisSion of Admission Day claims:
& The rate code billed on the claim is 2960
& The Admission date is submitted as the from and_ through date of service
& The patient status code is billed'as 30
& No discharge date is reported, and
&

One day is entered as the Medicaid Covered Days.

2.3.3.4 Readmission Claims

Readmission claims are submitted when a Medicaid recipient.i$ discharged from an acute hospital and readmitted to the

same acute hospital within thirty (30) days of the original discharge for the'same or a related.condition for which the

patient was treated at the time of the original discharge.

Note: The original admission claim should be adjusted, not voided, to submitthe readmission claim.

& Admission date submitted is from the first stay.
Discharge date submitted is from the second stay.
Date of service “From” is the first Admission date.

Dates between the first discharge and 2" admission are included in the dates of service.

e ¢ & ¢

Days between the first discharge and 2" admission are submitted as Medicaid Non-covered days.
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2.3.4 Medicaid Policy When Medicaid Coverage Begins or Ends During
an Inpatient Stay

icaid Policy When Medicaid Coverage Begins During an Inpatient Stay
e codes 2946 & 2852 only)

L
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Medicaid does not pay for date of discharge.

2.3.4.2 Medicaid Policy When Medicaid Coverage
Inpatient Stay (rate code 2852 only)

When a member is Medicaid eligible on the date of admission but loses eligibility duri
submit a claim to eMedNY for the date of admission through the last date of Medi
reimburse for the period the patient is Medicaid eligible. If the patient subsequent
a time lapse in eligibility, submit a claim adjustment (see Interim Billing in section 2.3.
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2.3.5 Medicare Part A Coverage Begins After Inpatient Admission

Special processing is required if a member is covered by Medicaid at admission and becomes eligible for Medicare Part
A during that stay. To be paid by Medicaid, submit a paper claim (currently UB-04) to the NYS Department of Health at
the address listed below. Include an Explanation of Benefits from all other payers.

Office of Health Insurance Programs
Division of OHIP Operations
NYS Department of Health
431B Broadway
Menands, NY 12204-2836

For additional details, refer to the Inpatient Policy Guidelines available at www.emedny.org by clicking on the link to the
web page asdollows: Policy)\Guidelines.

2.3.6 Medicaid as Payérofikast Resort

All other sources of payments must be exhausted before billing Medicaid. The following section of the manual explains
billing procedures for patients with other sources of coverage. The main topics are as follows:

& Instructions for the Submission of Medicare Crossover Claims
& Medicare as Primary — Medicaid as Secondary

& Other Third party Insurance as Primary — Medicaid @asi\Secofdary

2.3.6.1 Instructions for the Submission offMedica@Crossover Claims

This subsection is intended to familiarize the provider with the submiission of crossover claims. Providers can bill claims
for Medicare/Medicaid patients to Medicare. When Medicare adjudication iscomplete, any Part A or Part B claims
found on the Medicaid enrollment files with a patient respon§ibility remaining will be forwarded to Medicaid for
processing. The provider’s Medicare remittance will indicate that the claim has been cresSed over to Medicaid.
Medicare Part-C (Medicare Managed Care) and Medicare Part-D claims are notqart of this procéss.

Providers must review Medicare remittances to determine whether claims have been crossed over to Medicaid for
processing. Any claim indicated as a crossover by Medicare should not be submitted te'Medicaid. If the Medicare
remittance does not indicate the claim has been crossed over to Medicaid, the provider should'submit the claimdirectly.
Claims for services not covered by Medicare should continue to be submitted directly te, Medicaid as policy allows.

If a claim is submitted directly by the provider to Medicaid and subsequently paid prior to receipt of the'Medicare
crossover claim, both claims will be paid. The provider submitted claim will then be voided automatically. Providers may:
submit adjustments to Medicaid for their crossover claims.

Electronic remittances from Medicaid for crossover claims will be sent to the default ETIN when the defaultisssét to
electronic. If there is no default ETIN, the crossover claims will be reported on a paper remittance. The ETIN application
is available at www.emedny.org by clicking on the link to the webpage as follows: Default Electronic Transmitter

Identification Number (ETIN) Selection Form.
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2.3.6.2 Medicare as Primary - Provider Submitted

If Medicare covered the stay (and there is no ALC), the only payment due is the Deductible/Coinsurance or Life Term

Reserve (LTR) amounts — the claim must be billed from Admission to Discharge.

If Medicare Part A has
Part B payment must

re Part B patient responsibility will not be paid and the Medicare
the Medicaid payment.

If another insurance deductible is i iti ed in the CAS Segment of the electronic claim record, eMedNY
will calculate the Medicaid payment an rted other Insurance payment, then compare that balance to
the deductible claimed. eMedNY will pay the ctible or the balance after subtracting the other

This section of the manual contains information on the following topics:
& |Inpatient Services Paid “Off-Line”

Replacement/Void of Previously Paid Claims

Medicaid Managed Care Members

Hospital Responsibility for Outside Care

e e e e

Patient Status Codes

2.4.1 Inpatient Services Paid “Off-Line”

Information about Inpatient Services Paid “Off-Line” can be found in the Policy Guidelines section of t
Manual. These claims must be submitted electronically and are no longer paid off-line. This document is av
www.emedny.org by clicking on the link to the web page as follows: Inpatient Manual.
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2.4.2 Replacement/Void of Previously Paid Claims

Do not use the Payer Claim Control Number Segment (Loop 2300) when submitting an original claim or a resubmission
of a denied claim.

If submitting justment or a void, enter the appropriate Transaction Control Number (TCN) in the Payer Claim

egment (Loop 2300). A TCN is a 16-digit identifier that is assigned to each claim document or

When submitting an ad
and Member ID.

NOTE: Claim adjustments and y timely filing policy for claim corrections.

Adjustments

An adjustment may be submitted to correct iously paid claim other than:

& Billing Provider ID

& MemberID

Voids

A void is submitted to nullify the original claim in its entirety.

When submitting a void, it must contain the TCN and the originally sub

2.4.3 Medicaid Managed Care Members

the Managed Care Plan during the stay, the Managed Care Plan is responsible for payment.

For inpatient services reimbursed on a per diem basis (including psychiatric rate code 2852 claim
Managed Care Plan is responsible to pay for the days the member is enrolled in the plan.

2.4.4 Hospital Responsibility for Outside Care: Reimbursement cy

Please see the Policy Guidelines section of the Inpatient manual for information. This document is available at
www.emedny.org by clicking on the link to the web page as follows: Policy Guidelines.
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2.4.5 Patient Status Codes

Providers are responsible for accurately reporting a correct patient status code. A patient status code is a two-digit code
tha