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1.1. General Billing Instructions 
The General Billing Instructions, Idaho Medicaid Provider Handbook, is applicable to all 
provider types, and must be followed except where otherwise stated for a specific provider 
type. Should the handbook ever appear to contradict relevant provisions of Idaho or federal 
rules and regulations, the rules and regulations prevail. Any paper or digital copy of these 
documents is considered out of date except the version appearing on DXC Technology’s Idaho 
Medicaid website. 
 
This section covers the basic billing information providers need to submit claims and 
adjustments to Idaho Medicaid. It describes Medicaid billing policies; how to submit Medicaid 
claims electronically, on paper, and online directly into Health PAS; how to check claim status; 
and where to get help with submitting claims. In addition, it describes the prior authorization 
(PA) process, third party liability (TPL), and claim review requests/pre-appeals/adjustments 
(both online and paper). 
 
Providers must follow their provider type or service specific handbook as located in the 
Provider Guidelines. Handbook sections in addition to this one that always apply to providers 
include: 

• General Information and Requirements for Providers; and  
• Glossary.  

1.2. Medicaid Billing Policies 
Once enrolled, providers may begin billing for services rendered to Idaho Medicaid 
participants.  Providers are not obligated to accept all Medicaid participants on an ongoing, 
day-to-day basis.  Provider enrollment signifies only that a provider will bill Medicaid if they 
accept a Medicaid participant. Providers should charge their usual and customary fee for 
services and submit those charges to Medicaid for payment consideration. 
 
Providers must accept payment from Medicaid as payment in full for covered services. See 
the Participant Responsibility section for circumstances when a participant may be billed.    
 
If the participant has other insurance, the provider must bill the third-party insurance and 
complete all the billing requirements for that carrier first, and then bill Medicaid. See the 
Third-Party Recovery section for additional information.   
 
Idaho Medicaid does not support billing and payment by cost centers, hospitals should bill all 
associated revenue codes as identified in the Hospital, Idaho Medicaid Provider Handbook.  
Revenue codes not listed are not covered by Idaho Medicaid. 

1.2.1. Billing Procedure for Date Spanning 
For CMS 1500 Claims, non-consecutive dates should not be spanned on a single claim detail. 
Providers risk claim denials due to duplicate logic, overlapping dates, and/or mutually 
exclusive edits. 
 
When date spanning, services must have been provided for every day within that span. For 
example, it would be incorrect to date span the entire week or month when services were 
only performed on Thursday and Saturday within the same week or January 1 and January 
10 within the same month. 
 
Example: 

https://www.idmedicaid.com/Provider%20Guide/Provider%20Handbook.aspx
https://www.idmedicaid.com/Provider%20Guide/Provider%20Handbook.aspx
https://www.idmedicaid.com/Provider%20Guide/Provider%20Handbook.aspx
https://www.idmedicaid.com/General%20Information/General%20Information%20and%20Requirements%20for%20Providers.pdf
https://www.idmedicaid.com/Reference/Glossary.pdf
https://www.idmedicaid.com/Provider%20Guidelines/Hospital.pdf
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For services provided to the participant on the following days: 
Thursday, December 11, 2008 
Saturday, December 13, 2008 
...enter each date on a separate detail line. 
 

Example of Date Spanning 
Date(s) of Service Procedure 

Code 
Charges 

12/11/2008 – 12/11/2008 XXXXX $ XXX.XX 
12/13/2008 – 12/13/2008 XXXXX $ XXX.XX 

1.2.2. Billing 15-Minute Timed Codes 
Several CPT® and HCPC codes used for evaluations, therapy modalities, procedures, and 
collateral contacts specify that one (1) unit equals 15 minutes. Providers must bill procedure 
codes for the services they delivered using CPT® codes and the appropriate number of units 
of service. The beginning and ending time of the treatment must be recorded in the 
participant’s medical record with a note describing the treatment. Only time spent directly 
working with the participant is counted. For any single CPT® code, providers may bill a single 
15-minute unit for treatment that is greater than or equal to eight (8) minutes and less than 
23 minutes in a day. Time intervals for treatments lasting 23-minutes or longer on a single 
date of service are as follows: 
 

Units for 15 Minute Timed Codes 
Number of Units Time Interval 

2 units ≥ 23 minutes to < 38 minutes 
3 units ≥ 38 minutes to < 53 minutes 
4 units ≥ 53 minutes to < 68 minutes 
5 units ≥ 68 minutes to < 83 minutes 
6 units ≥ 83 minutes to < 98 minutes 
7 units ≥ 98 minutes to < 113 minutes 
8 units ≥ 113 minutes to < 128 minutes 

  
The pattern remains the same for treatment times in excess of two hours. Providers should 
not bill for services performed for less than eight (8) minutes. The expectation (based on 
work values for these codes) is that a provider’s time for each unit will average 15 minutes 
in length. If a provider has a practice of billing less than 15 minutes for a unit, these situations 
should be highlighted for review.  
 
When more than one service measured in 15-minute increments is performed on a single date 
of service, the total number of minutes for all services billed in 15-minute increments should 
be totaled to determine the total number of units that can be billed for that date of service. 
See the “Units for 15 Minute Timed Codes” table above to determine how many units are 
billable. The total number of units billable should be distributed based on the time spent per 
code to best fit the allowed units. See the examples below for appropriate time coding. 
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Billing Multiple 15 Minute Timed Codes 

 Time 
Spent 

Billed 
Units Explanation 

Example 1 
Code 1 36 minutes 3 According to the chart above, “Units for 15 Minute Timed 

Codes” 71 minutes equals 5 units. Each of the codes was 
billed for 30 minutes so should be billed at least 2 units 
each. Since Code 1 took more time than Code 2 the 
remaining unit should be assigned there even though by 
itself Code 1 wouldn’t qualify for 3 units. 

Code 2 35 minutes 2 

Total 71 minutes 5 

Example 2 
Code 1 20 minutes 2 According to the chart above, “Units for 15 Minute Timed 

Codes” 40 minutes equals 3 units. Each of the codes was 
billed for at least 15 minutes so should be billed at least 
1 units each. Since both services took the same amount 
of time, the provider can assign the remaining unit to 
either code they decide. 

Code 2 20 minutes 1 

Total 40 minutes 3 

Example 3 
Code 1 33 minutes 2 According to the chart above, “Units for 15 Minute Timed 

Codes” 40 minutes equals 3 units. Code 1 was provided 
for 2 full units. Since Code 2 did not meet the 8-minute 
threshold for 1 unit, compare the unassigned time from 

Code 1 (3 minutes) with Code 2 (7 minutes). Bill the 
remaining unit with the code that has the largest 

unassigned time i.e., Code 2. 

Code 2 7 minutes 1 

Total 40 minutes 3 

Example 4 
Code 1 16 minutes 1 According to the chart above, “Units for 15 Minute Timed 

Codes” 49 minutes equals 3 units. All codes performed 
would qualify for a single unit on the chart above, but 

since they were performed on the same day the time is 
added up to determine the number of billable units. 
Since all the codes qualify for 1 unit, the units are 

divided equally among the top codes. Although Code 4 
isn’t being reimbursed directly, it must still be 

documented since it’s time is being reimbursed in the 
other codes. 

Code 2 10 minutes 1 
Code 3 10 minutes 1 
Code 4 8 minutes 0 

Total 44 minutes 3 

Example 5 
Code 1 7 minutes 1 According to this section 21 minutes is eligible for 1 unit. 

As all the codes were performed for the same amount of 
time, the performing professional selects once to bill with 

the 1 unit. Although Codes 2 and 3 aren’t being 
reimbursed directly, they must be documented since 

their time is being used to justify the reimbursement for 
Code 1. 

Code 2 7 minutes 0 
Code 3 7 minutes 0 

Total 21 minutes 1 

 
(For additional guidance please consult CMS Program Memorandum Transmittal AB-00-14.) 

1.2.2.1. References: Billing 15-Minute Timed Codes 
Billing for 15 Minute Units, Information Release MA08-11 (5/1/2008). Division of Medicaid, 
Department of Health and Welfare, State of Idaho, 
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https://healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/IR%20MA08-
11%20Billing%20for%2015%20minute%20Units-signed.pdf. 
 
“Billing Time-Based Codes: 15 Minute Units, and Other Timed Codes in Fee-For-Service 
Medicaid.” MedicAide Newsletter, August 2019, 
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
. 
 
“Chapter 15 – Covered Medical and Other Health Services.” Medicare Benefit Policy Manual, 
Centers for Medicare and Medicaid Services, Department of Health and Human Services, 
https://www.cms.gov/Regulations-and-
Guidance/Guidance/Manuals/Downloads/bp102c15.pdf.  

1.2.3. Hospice Participants 
Providers can check a participant’s hospice status by calling DXC Technology at 1 (866) 686-
4272 and asking a customer service representative to check the participant record for a 
hospice alert during the date of service. When a participant is on hospice care, the hospice 
agency is responsible for all services related to the hospice diagnosis. If a provider bills for 
services that are not related to the participant's hospice diagnosis, in order to expedite 
payment, the provider may:  

• Submit a paper claim and add a comment in field 19 of the CMS-1500 claim form or 
field 80 of the UB-04 claim form stating, "Services not related to hospice diagnosis" 
or, “Services are pre-existing to hospice enrollment;” or 

• Submit a claim via direct data entry (DDE) using the provider’s Trading Partner 
Account (TPA), and attach supporting documentation that the services are not related 
to the hospice diagnosis. Supporting documentation can include a visit summary or an 
explanatory letter. 

 
Any issues or questions concerning services for hospice participants should be referred to the 
hospice provider. 

1.2.4. 340B Pharmacy Billing 
Congress created the Medicaid rebate program to lower the cost of pharmaceuticals 
reimbursed by state Medicaid agencies. Congress extended to safety-net providers the same 
kind of relief from high drug costs that Congress provided to the Medicaid program with the 
Medicaid rebate law with the 340B requirements.  This may apply to both the outpatient 
pharmacy program, hospitals, and to the physician-administered drugs.   
 
Providers who obtain status as a 340B pharmacy and receive reduced costs from the 
manufacturer must notify the Department that they are a 340B pharmacy and declare how 
they will submit billing to Idaho Medicaid. According to the 340B regulations, 340B providers 
may bill in one of two ways. 

• “Carve Medicaid in.” In this case, the provider must: 
o Use their 340B stock 
o Bill no more than acquisition price 

• “Carve Medicaid out” of their 340B pricing  
o Use stock purchased through regular channels 
o Bill usual and customary 

 
Providers must bill drug claims as either “carve in” or “carve out” rates for all drug claims 
billed to Idaho Medicaid. 

https://healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/IR%20MA08-11%20Billing%20for%2015%20minute%20Units-signed.pdf
https://healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/IR%20MA08-11%20Billing%20for%2015%20minute%20Units-signed.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c15.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/bp102c15.pdf
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1.2.5. Place of Service 11: Office 
Idaho Medicaid uses the Medicare definition and criteria for place of service 11 (office). An 
office is defined as the location where a practice is operated during the hours that the provider 
engages in treatment at that location. The office space must be owned, leased, or rented by 
the provider/group and used for the exclusive purpose of operating the practice during those 
hours. 

1.2.6. Prior Authorization (PA) 
Federal regulations permit Medicaid to require a PA for any service where it is anticipated or 
known that the service could be abused by providers or participants, or easily result in 
excessive and uncontrollable Medicaid costs. The PA is required before certain services are 
delivered to a participant. Providers cannot bill participants for covered services or for 
services which require a PA. Providers also cannot bill participants if they fail to obtain a PA 
prior to service delivery. Medicaid and private contractors maintain the PA process. The 
Directory, Idaho Medicaid Provider Handbook contains PA addresses and telephone 
numbers. 
 
Depending on the service, a PA may be received from the: 

• Division of Medicaid Central Office 
• Regional Developmental Disabilities Program 
• Medicaid Non-Emergent Transportation 
• Bureau of Long Term Care (BLTC) 
• Quality Improvement Organization (QIO) (a private contractor) 

 
It is the provider’s responsibility to verify the participant’s eligibility on the date of service 
and to request any required PA. Read this section of the handbook for more detailed 
information on specific services that require PA.  
 
All claims submitted or adjusted on or after May 1, 2014 for services that require a prior 
authorization, will be denied if the PA number is not on the appropriate claim line. Claims for 
inpatient services will be denied if the PA number is not on either the header of the claim or 
on each claim line. The PA number is found on the paper Notice of Decision (NOD) letter or 
online through your Trading Partner Account (TPA) under View Authorizations. 
 
Requesting a PA for services does not guarantee payment. The participant must also be 
eligible on the date authorized services are rendered and the request must meet the criteria 
for medical necessity. Children up to the age of 21 (covered by EPSDT) have a separate 
definition for medical necessity in IDAPA 16.03.880. 
 
Idaho Medicaid requires a PA for the following general areas of service: 

• Services in excess of the approved Medicaid limit; 
• Service Coordination services for children with special health needs; 
• Community-based Crisis Services; 
• Home and community-based waiver services for the following waivers: 

o Developmental Disabilities Waiver; and 
o Aged and Disabled Waiver; 

• Personal care services; 
• Preventative Health Assistance (PHA) services; 
• Some durable medical equipment (DME) purchases and rentals; 
• Cosmetic and reconstructive surgery; 
• Some prosthetics and orthotics; 
• Some hospital inpatient/outpatient procedures; 

https://www.idmedicaid.com/General%20Information/Directory.pdf
https://www.idmedicaid.com/General%20Information/Directory.pdf
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• Some optometric services; 
• Some prescription drugs; 
• Some physical therapy services; 
• Some surgical procedures; 
• Services/procedures for children under the age of 21, identified as medically necessary 

as part of EPSDT; 
• Surgery related to obesity; 
• Transition Management; 
• Transplants; 
• Transportation by an ambulance or individual/commercial transportation provider for 

non-emergency Medicaid covered services from an Idaho Medicaid medical provider; 
and 

• Any urgent/emergency inpatient or outpatient treatment where the procedure or 
diagnosis code appears on the select pre-authorization list must be reviewed by the 
QIO within one working day of admission. Those surgical procedures on the select pre-
authorization list must be authorized regardless of the place of service. The diagnoses 
on the select pre-authorization list are for inpatient only. 

1.2.6.1. Medicaid Prior Authorization (PA) 
Medicaid issues a written notification of authorization or denial for all written requests for PA.  
Notices include a PA number that must be used when billing for approved services. To render 
a service that requires Medicaid PA, download and complete the appropriate form. Fax the 
form and documentation justifying the medical necessity of the procedure to the fax number 
on the form. 
 
Direct all requests for PAs to the appropriate contractor or Department unit as listed in the 
Directory, Idaho Medicaid Provider Handbook.  
The requests should include: 

• Participant name and MID number 
• Signed physician’s order 
• A list of all items and a price quote for each 
• Prescriber’s statement of diagnosis and medical necessity for applicable drugs 
• Requesting provider 
• Additional information as identified by the reviewing entity 

 
Prior Authorization Dates of Service 
The PA letter indicates the length of time the authorization is valid. The dates of service being 
billed must occur on or after the start date and on or before the expiration date indicated on 
the PA letter. If the PA expiration date occurs before services are provided, a new PA must 
be requested. To prevent a disruption or break in service to the participant, request PA as 
soon as the need for additional services is identified.  
 
Modifiers and Prior Authorization (PA) 
The PA letter will also indicate when a modifier has been added to the PA.  Modifiers are used 
to increase accuracy in compensation, coding consistency, editing, and to capture payment 
data.  At times, reviewers for Idaho Medicaid may attach a modifier to a procedure code when 
a PA is approved.   
 
When a provider receives notification of an approved PA, it is essential to check the 
authorization to determine if a modifier is attached to any of the approved procedure codes.  
If there is a modifier attached to the approved PA, that modifier must be used when billing 
for the service.  The absence of an approved modifier will result in a claim denial.   

https://www.idmedicaid.com/General%20Information/Directory.pdf
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Modifiers other than those listed on the approved PA may also be appropriate in billing for the 
service, and should be attached to the claim. 
 
Prior Authorization (PA) Forms 
PA forms can be found at the Idaho DXC Technology Medicaid website. Specific prior 
authorization instructions can be found in the Provider type specific section of this handbook. 
 
Physician Administered Drugs (PAD) Requiring PA 
Certain PADs require prior authorization. Refer to the Fee Schedule on the DHW website.  
 
Pharmacy PAs 
Please see the Idaho Medicaid Pharmacy Claims Submission Manual at 
https://idaho.fhsc.com/providers/manuals.asp. 

1.2.6.2. Quality Improvement Organization (QIO) Prior 
Authorization (PA) 

The Division of Medicaid contracts with a QIO to conduct medical necessity reviews on a pre-
admission basis for selected diagnoses and procedures. The QIO also conducts concurrent 
reviews of all inpatient admissions that exceed a specified number of days and retrospective 
reviews when necessary. For specific instructions on how to request these reviews, see the 
QIO Provider Manual at Idmedicaid.telligen.com, or contact the QIO directly using the 
following contact information. 
 

Telligen 
670 E Riverpark Ln. Suite 120 

Boise, ID 83706 
Phone 1 (866) 538-9510 
Fax 1 (866) 539-0365 

 
Help desk e-mail: idmedicaidsupport@telligen.com 

1.2.6.3. Requests for Reconsideration and Appeals 
Providers and participants may appeal a PA decision made by Medicaid or its designee, by 
following these steps. 
 
Step 1 
Carefully examine the Notice of Decision for Medical Benefits to ensure that the service(s) 
and requested procedure code were actually denied (see Status). Occasionally a requested 
service/procedure code has been denied and the appropriate service/procedure code was 
actually approved on the next line in the notice. If the provider or participant feels that an 
inappropriate denial of service has occurred, the next step is to submit a written Request for 
Reconsideration. 
 
Step 2 
Request for Reconsideration 
Prepare a written Request for Reconsideration, which includes any additional extenuating 
circumstances and specific information that will assist the authorizing agent in the 
reconsideration review. Resubmit to the authorizing agent within 28 days from the mailing 
date of the Notice of Decision for Medical Benefits. 
 

http://healthandwelfare.idaho.gov/Providers/MedicaidProviders/MedicaidFeeSchedule/tabid/268/Default.aspx
https://idaho.fhsc.com/providers/manuals.asp
http://idmedicaid.telligen.com/
mailto:idmedicaidsupport@telligen.com
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Upon completion of the reconsideration review, Medicaid will issue a second Notice of Decision 
for Medical Benefits. If the provider or participant disagrees with the PA reconsideration 
decision made by Medicaid or its designee, they may file a Request for Appeal. The provider 
or participant has 28 days from the mailing date of the second Notice of Decision for Medical 
Benefits to submit a formal appeal. 
 
Step 3 
Request for Appeal 
To submit a written request for an appeal of the decision, complete the following. 
Documentation may be faxed but the fax must be followed with copies of original documents 
in the mail. 

• Prepare a written request for an appeal that includes: 
o A copy of the first Notice of Decision for Medical Benefits from the authorizing 

agent. 
o A copy of the Request for Reconsideration from the provider/participant. 
o A copy of the second Notice of Decision for Medical Benefits from the 

authorizing agent showing that the request for reconsideration was performed. 
o An explanation of why the reconsideration remains contested by the 

provider/participant. 
o Copies of all supporting documentation. 

• Mail the request and additional information to: 
Hearings Coordinator 

Idaho Department of Health and Welfare Administrative Procedures Section 
P.O. Box 83720 

Boise, ID 83720-0036 
FAX (208) 334-6558 

 
QIO Appeals 
The advisory letter sent from the QIO to physicians and hospitals gives two types of appeal 
options, expedited and standard. Appeals for non-certification or partial certification decisions 
must be completed with QIO review before submitting an appeal to the Department’s 
Hearings Coordinator. 

• Expedited Appeal - An expedited appeal must meet the definition of an urgent care 
case shown in the QIO provider manual (Idmedicaid.telligen.com) and be requested 
by telephone, fax, or in writing within two business days after notification. The QIO 
will complete the appeal within two business days from the receipt of the request. If 
you disagree with the results of the expedited appeal determination or have not 
submitted one, you have the option of requesting a standard appeal. 

• Standard Appeal - The standard appeal request must be submitted within 180 days 
of receipt of the advisory letter from the QIO. Another peer physician will review the 
medical records and any new information you submit. You will be notified of the 
determination within 30 days. If you disagree with the final decision, you may then 
request a DWH appeal, also referred to as a contested case hearing appeal. 

• Department Appeal - A contested case hearing may be requested from IDHW after 
the appeal process is exhausted with the QIO. The appeal must be received in writing 
by the Department’s Hearings Coordinator, Administrative Procedures Section (see 
address above), within 28 days from the mailing date of the advisory letter. A copy of 
the final determination letter from the QIO attached to your appeal will help expedite 
your request. You will be notified in writing by a Hearing Officer to set up a date, time, 
and location of for the hearing. 

http://idmedicaid.telligen.com/
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1.2.6.4. References: Prior Authorization (PA) 
“Prior Authorization Number on Claims.” MedicAide Newsletter, March 2014, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202014%20MedicAide.pdf. 

1.2.7. Manually Priced Goods and Services 
Procedure codes which appear on the Medicaid Fee Schedule without a price must have the 
appropriate documentation for the code to be priced correctly. If the code is prior authorized, 
the documentation must be sent with the prior authorization request. If the code is not prior 
authorized, then the documentation must be attached to the claim. Services on claims or 
authorization requests without the required attachments will be denied. Documentation must 
be legible and not handwritten. Providers can only alter documentation from third parties 
when multiple items or services are listed and it’s necessary to draw attention to the item or 
service being provided, or to cover lines that don’t apply to the current request. 
 
Amounts invoiced directly to the Department must be at the provider’s usual and customary 
rate, which is the amount the provider charges to Medicare beneficiaries and other patients 
liable for such charges, as supported by the provider’s records. This amount must be adjusted 
to reflect the provider’s billing policies so that the amount reflects what the provider actually 
receives through reasonable collection efforts. 
 
Acceptable documentation for services such as genetic laboratory tests and surgical 
procedures include an invoice with:  

• The Department as the entity being invoiced;  
• The Idaho Medicaid provider as the invoicing entity;  
• A date of invoice (Dates after the date of service are acceptable);  
• For genetic testing the date the specimen was obtained or the test was ordered, or for 

surgical procedures the date of the surgery; and  
• The service provided and corresponding procedure code.  

 
Purchase orders are not acceptable documentation for tangible goods. Acceptable 
documentation for tangible goods instead includes:  

• Screenshot of online purchase with confirmation number;  
• Invoices from the manufacturer or wholesaler including:  

o The name of the provider as the entity being invoiced;  
o The manufacturer or wholesaler’s information as the invoicing entity;  
o A date of invoice, order, ship or capture within the past 365 days for 

nonperishable goods or the date of service for perishable items (future dates 
will result in denial);  

o The procedure code;  
o The provider’s cost after discounts;  
o Units of measurement, if applicable; and  
o All pages of the invoice or total for all charges, and the quantities of all the 

items left visible, if shipping and handling reimbursement are being requested; 
• Invoices from the provider for the professional services in customizing and/or 

fabricating goods (invoices for a good being customized, but was fabricated by a third 
party must meet the manufacturer or wholesaler invoice requirements); or  

• Manufacturer's Suggested Retail Price (MSRP) as demonstrated by:  
o A catalog published within the past 365 days;  
o A recent advertisement; or  
o Other documentation directly from the manufacturer. 

https://www.idmedicaid.com/MedicAide%20Newsletters/March%202014%20MedicAide.pdf
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1.2.7.1. References: Manually Priced Goods and Services 
“Definitions: A Through H.” IDAPA 16.03.09, “Medicaid Basic Plan Benefits,” Sec. 010.19 
Department of Administration, State of Idaho, 
https://adminrules.idaho.gov/rules/current/16/160309.pdf.  
  
“Documentation for Manually Priced Goods and Services.” MedicAide Newsletter, August 
2019, 
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
. 
 
“Durable Medical Equipment and Supplies: Provider Reimbursement.” IDAPA 16.03.09, 
“Medicaid Basic Plan Benefits,” Sec. 755.06 Department of Administration, State of Idaho, 
https://adminrules.idaho.gov/rules/current/16/160309.pdf.  
 
“General Payment Procedures: Review of Records.” IDAPA 16.03.09, “Medicaid Basic Plan 
Benefits,” Sec. 230.05.iii. Department of Administration, State of Idaho, 
https://adminrules.idaho.gov/rules/current/16/160309.pdf.  
  

1.3. Timely Filing Limit 
Timely filing refers to the requirement that a complete claim must be submitted to any carrier 
within a time period specified by the carrier.  
 
For an Idaho Medicaid claim to be considered as filed on a timely basis, the complete claim 
must be submitted and an ICN assigned within 12 months (365 days) of the start date of 
service or in the case of a date range from the start date of service. There are two exceptions 
to this requirement:  
 

1) Services for dually eligible participants (those who have both Medicare and Medicaid) 
must be billed to Idaho Medicaid within 6 months of the date of payment/date of the 
explanation of benefits (EOB) or Medicare Remittance Notice (MRN). (See the Medicare 
Processing section below for more information on processing paid or denied Medicare 
claims.) 

2) If the participant is approved for Medicaid coverage after the date of service, there will 
be a special letter issued by IDHW called a Notice of Action (NOA) explaining the 
retroactive eligibility. To be considered within the timely filing limits, the claim for this 
participant must be submitted within 12 months (365 days) of the notice date on the 
letter. (See the Participant Retroactive Eligibility section below for more information.) 

 
Claims which are submitted within the timely filing period do not need to be paid to be 
considered for timely filing. They can be paid, pended, or denied as long as they are in the 
processing system within 365 days of the start date of service. 

1.3.1. Documentation to Support Timely Filing 
When billing Medicaid, it is important to include documentation with your claim of a qualifying 
exception to the timely filing period. Documentation accepted for an exception to timely filing 
includes: 

• Paper claims require an EOB from Medicare which displays the paid date 
• Retro Eligibility document/Notice of Action for the participant 
• County Indigent Fund Notification 

 

https://adminrules.idaho.gov/rules/current/16/160309.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/August%202019%20MedicAide.pdf
https://adminrules.idaho.gov/rules/current/16/160309.pdf
https://adminrules.idaho.gov/rules/current/16/160309.pdf
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When you send an EOB from any payer for any reason, it is required that you include the 
other payer’s processing information to support the claim you are submitting. Additional 
required documentation from the other payer is the page which explains the applicable remark 
codes, so the payment/denial information can be correctly interpreted. 
 
The documentation can be mailed with a paper claim or scanned and attached to your Health 
PAS-Online entry. 

1.3.2. Participant Retroactive Eligibility 
Claims for Idaho Medicaid participants who receive retroactive eligibility must be submitted 
within 365 days from the notice date on the retroactive eligibility approval letter which was 
issued to the participant. The retroactive eligibility approval letter, also called the Notice of 
Action, should be attached, if available, to the claim for timely filing documentation. If the 
notice is unavailable, the provider should write and attach a letter attesting to when and how 
they received notification of the participant’s eligibility, and request DXC Technology to review 
the claim under retro eligibility for timely filing. If the claim is denied the claim review process 
may be used for further consideration. 
 

 

1.3.3. Provider Retroactive Eligibility 
If the provider was not enrolled on the participant’s date of service, the claim must still be 
submitted within 365 days of the date of service regardless of the provider’s enrollment date.  

1.3.4. Medicare Processing 
A participant who has both Medicare coverage and Medicaid coverage is considered dually 
eligible. See Third Party Recovery (TPR) for more information about participants with dual 
eligibility. 
 
Be sure to bill Medicare first for any services and follow their billing requirements. If Medicare 
denies a claim for timely filing, Medicaid will also deny it for timely filing. Most of the time 
claims processed by Medicare are sent electronically to Medicaid for processing. These 
electronically forwarded claims are called crossover claims.  
 
If the Medicare claim is not included in the electronic crossover or for those situations where 
it is necessary to bill Medicaid after Medicare has paid, it is necessary to submit a paper claim 
or an electronic claim within 6 months of the date of the Medicare payment or denial. That 
date will be the date of the explanation of benefits (EOB)/Medicare Remittance Notice (MRN). 
The applicable EOB/MRN should be attached to the claim; be sure to include the page with 
the processing information about the claim you are submitting and the page that explains the 
applicable remark codes. 
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1.3.5. Third Party Insurance 
If the participant has third party insurance other than Medicare, the claim must be submitted 
to Idaho Medicaid within 365 days of the date of service regardless of whether the other 
insurance has processed the claim, paid or denied the claim. Claims denied by third party 
carriers for timely filing will also be denied by Idaho Medicaid. 

1.3.6. Prior Authorization 
Claims requiring Prior Authorization (PA) must be submitted within 365 days of the date of 
service regardless of the date the PA was issued. 

1.3.7. Adjustments of Paid or Denied Claims 
Adjustments to paid or denied claims must be made within two years of the start date of 
service. For Medicare primary crossover claims, adjustments must be made within two years 
of the date of the Medicare Remittance Notice.  
 
Claim adjustments may be submitted on paper or online, but must be for the same services 
and dates submitted on the original claim. If new services need to be billed, they must be 
submitted in a separate claim with appropriate documentation to avoid having those services 
denied for timely filing. If requesting an adjustment on paper, include the original claim 
number/ICN and the claim frequency code in Field 22 on the CMS 1500 and Field 64 on the 
UB-04.  
 
We recommend using your online Trading Partner Account (TPA) to process the paid claim so 
the link between the original timely submission and the adjusted claim are retained. It will 
still be necessary to attach the RA from the denied submission. The online claim will retain 
the same claim number as the original claim with a two-character extension that begins with 
an “A.” For example, if this is the first resubmission, it would be “A1.” 

1.3.8. Resubmissions 
If a claim is resubmitted more than 365 days after the start date of service with proof of 
timely filing attached, but the claim includes services that did not appear on the original claim, 
those additional services will be denied. Additional services or changes to the dates of service 
should be submitted on a separate claim form with documentation of timely filing if the 
submission is more than 365 days from the start date of service. 

1.3.9. References: Timely Filing Limit 
“Changes to Timely Filing.” MedicAide Newsletter, June 2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/June%202018%20MedicAide.pdf. 
  

https://www.idmedicaid.com/MedicAide%20Newsletters/June%202018%20MedicAide.pdf
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1.4. Claim Form Instructions 

1.4.1. Participant Identification 
The participant’s name is used in conjunction with the Medicaid identification number (MID) 
for identification when submitting claims to verify coverage. Claims will be returned if a 
matching participant is not identified. 
 
The Health Insurance Portability and Accountability Act (HIPAA) compliant Idaho DXC 
Technology Medicaid secure website allows you to search for the participant’s name as it is 
on file with Medicaid. You will be required to enter only the first five letters of the participant’s 
last name and the first three letters of the participant’s first name.  
 
Common errors that are made when entering the name on the claim form include: 

• Spelling mistakes and typing errors; 
• Name not entered in correct order, or the participant may use a hyphenated last name; 
• When entering a two-word last name, not starting with the lead name. (E.g., Van S. 

Glen Garry, Glen is the beginning of the last name not Garry.); 
• Using a nickname or a participant’s preferred spelling from the provider’s records 

instead of the proper name on file with Medicaid; 
• Participant name has been changed and the participant has not updated their records 

with Medicaid or the provider; and 
• Parent’s name used for minor child with a different last name. 

 
The Medicaid Identification Number (MID) is the only number accepted for processing claims. 
When entering the number on the claim form, do not use: 

• Participant’s Social Security number 
• Another family member’s MID 
• Any letters, symbols, or hyphens 

1.4.2. CMS-1500 Instructions 
Claims for professional services are required to use the CMS-1500 form except where noted 
in provider specific sections of the Idaho Medicaid Provider Handbook. Only fields that are 
required for billing the Idaho Medicaid program are shown on the following table. Additional 
fields should not be completed. Claims will be rejected when required information is not 
entered into the appropriate field. An example of the form can be found in the CMS-1500 
Claim Form Appendix. 
 
Paper claim forms can only be submitted with a maximum of six-line items. If services or 
items supplied exceeds six lines, then additional claim forms must be submitted. Each form 
must be completed with all the required elements and totaled separately. 
 

Required Fields for CMS-1500 Form 

Field No. Field Name Notes 

1a Insured’s ID Enter the participant’s Idaho Medicaid Identification 
Number (MID). 

2 Patient’s Name 
Enter the participant’s name exactly as it appears on the 
participant’s Idaho Medicaid ID card. Enter as last name, 
first name, middle initial. 

3 Patient’s Birth 
Date 

Enter the patient’s date of birth formatted as 
MMDDCCYY. 
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Required Fields for CMS-1500 Form 

Field No. Field Name Notes 

3 Sex 

Check the appropriate box indicating the patient’s 
gender: 
F – Female;  
M – Male; or 
U – Unknown. 

5 Patient’s Address Enter participant’s street address. 
5 City Enter the city of the participant’s address. 

5 State Enter the two (2) character abbreviation for the 
participant’s state of residence. 

5 Zip Enter the five or nine-digit zip code of the participant’s 
address.  

10 Is patient’s condition related to: 
10a 

 Employment? 
Indicate if this condition is related to the participant’s 
employment; if yes, then a date is required in box 14. 

10b Auto Accident? 
Place (State) 

Indicate if this condition is related to an auto accident. If 
yes, enter two-digit state abbreviation where the auto 
accident occurred and a date is required in box 14. 

10c Other Accident? 
Indicate if this condition is related to an accident other 
than an auto accident. If yes, a date is required in box 
14. 

10d Claim Codes 
If applicable, enter a valid two-digit condition claim code.  
A maximum of six (6) two-digit alphanumeric codes may 
be entered.  A space must be used between each code. 

14 

Date of Current 
Illness, Injury, 
or Pregnancy 

(LMP) 

Only required if any box in field 10 is marked Yes. Enter 
the date of accident, injury, or when the illness began, 
or the date of the last menstrual period (LMP) for 
pregnancy and if services being billed are subsequent to 
initial encounter in a MMDDYY format. 

17 

Name of 
Referring, 

Ordering, or 
Supervising 

Provider 

If required by specialty, enter the referring, ordering, or 
supervising physician’s name formatted: 
Last Name, First Name, Middle Initial.  
 
Enter a qualifier of DN for referring provider, DK for 
ordering provider, or DQ for supervising provider. 

17b 

Referring, 
Ordering, or 
Supervising 

Physician NPI 

If required by specialty, enter the referring, ordering, or 
supervising physician’s ten-digit NPI. 

19 Additional Claim 
Information 

Use as a “remarks” field to indicate information helpful 
for claims processing, e.g. injury/accident – how, where, 
and when injury/accident happened. Other information 
may be required here per sections of the Idaho Medicaid 
Provider Handbook. 
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Required Fields for CMS-1500 Form 

Field No. Field Name Notes 

21 (A-L) 
Diagnosis or 

Nature of Illness 
or Injury 

Enter up to twelve (12) ICD-10-CM codes. The primary 
diagnosis must be listed in field 21(A). If applicable, B, 
C, and other diagnoses in 21 (A-L). 
 
Always enter the entire diagnosis code including the 
decimal point. 
 
Enter a zero for ICD-10-CM codes in the ICD Ind. field. 
 
Note:  External Cause of Injury/Morbidity codes are not 
billable as the primary diagnosis on CMS 1500 claims. 

22 Resubmission 
Code 

Only enter a value in this field if sending a replacement 
or void to a previously submitted claim, otherwise leave 
blank. 
 
Enter “7” if claim is a replacement claim. 
Enter “8” if this claim voids a previously submitted claim. 

22 Original REF. 
NO. 

Only enter a value in this field if sending a replacement 
or void to a previously submitted claim, otherwise leave 
blank. 
  
Enter the claim ID number of the original claim to be 
voided or replaced. 

23 
Prior 

Authorization 
Number 

Required if services need a PA. Enter the PA number 
exactly as it appears on the Notice of Decision. Do not 
enter a referral number as it will cause the claim to deny. 

24A 
(unshaded) 

Date of Service - 
From/To 

Enter the from and to date(s) the service was provided, 
using the format MMDDYY. 

24A 
(shaded 

top) 
NDC code 

If appropriate, enter N4 followed by the eleven-digit NDC 
code. 

24B 
(unshaded) Place of Service Enter the appropriate two-digit numeric code. 

24B 
(shaded 

top) 

NDC Unit of 
measure 

Required if NDC code is present in 24A. Enter the 
appropriate two-digit NDC unit of measure:  
F2 – International Unit 
GR – Gram 
ME – Milligram 
ML – Milliliter 
UN – Unit 

24C 
(unshaded) EMG 

If the services performed are related to an emergency, 
mark this field with an X. 

24C-D 
(shaded 

top) 

NDC number of 
Units 

Required if NDC code is present in 24A. Enter the actual 
metric decimal quantity (units) administered to the 
patient. If reporting a fraction of a unit, use the decimal 
point. Nine numbers may precede the decimal point and 
three numbers may follow the decimal. 



 
Idaho Medicaid Provider Handbook   General Billing Instructions 

March 31, 2020                                                                                                                Page 16 of 56 
  

Required Fields for CMS-1500 Form 

Field No. Field Name Notes 

24D 
(unshaded) 

Procedures, 
Services, or 

Supplies 

Enter the appropriate five-character HCPCS procedure 
code to identify the service provided. 

24D 
(unshaded) Modifier If applicable, add up to four (4) appropriate HCPCS two-

digit modifier(s). 
24D 

(shaded 
top 

modifier 
section) 

NCD Unit Price 

Required if NDC code is present in 24A. Enter unit price 
corresponding to NDC code. 

24E 
(unshaded) Diagnosis Pointer Required if diagnosis code in field 21 is present. Use A-L 

for the corresponding diagnosis code entered in field 21.  
24F 

(unshaded) Charges Enter the usual and customary fee for each line item or 
service. Do not include tax.  

24G 
(unshaded) Days or Units 

Enter the quantity or number of units of the service 
provided. Maximum value of 9999999. Remove any zeros 
leading a value (i.e. 01 is written as 1). 

24H 
(unshaded) 

EPSDT Family 
Plan 

If the services performed constitute an EPSDT program 
screen, refer to the instructions for EPSDT claims in the 
provider handbook. 

24I 
(shaded) 

ID. Qualifier for 
service line 
rendering 
provider 

Enter service line rendering provider id only if provider 
rendering the service is different than billing provider. 
 
Enter qualifier 1D followed by Idaho Medicaid provider 
number in 24J, only if Rendering Provider is not 
registered with an NPI. 

24J 
(shaded 

top) 

Rendering 
Provider ID 

Number 

Enter service line rendering provider id only if provider 
rendering the service is different than billing provider. 
Enter Rendering Provider Medicaid ID only if Rendering 
provider is not registered with an NPI. 

24J 
(unshaded) 

Rendering 
Provider NPI 

Enter service line rendering provider NPI only if provider 
rendering the service is different than billing provider. 

25 Federal Tax ID 
Number 

Enter the nine-digit Federal Tax ID.  

26 Patient Account 
Number 

Enter participant’s account number. 

28 Total Charge Enter total of all service line charges. 

32: 
Line 1 

Service Facility 
Name 

Required if Service Facility Location is present in 32a. 
Enter name of service facility only if Service Location is 
different than Billing Provider name in box 33, otherwise 
leave box 32 blank. If this is included, the service facility 
must be affiliated with the billing facility. 

32: 
Line 2 

Service Facility 
Address line 1 

Required if Service Facility Location is present in 32a. 
Enter the street address of the Service Facility, only if 
Service Location address is different than Billing Provider 
address in box 33. 

32: 
Line 3 

Service Facility 
Address line 2 

Enter additional service facility address line if needed and 
service location if different than billing provider address 
in box 33. 
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Required Fields for CMS-1500 Form 

Field No. Field Name Notes 

32: 
Line 3 or 4 

Service Facility 
City, State and 

Zip Code 

Required if Service Facility Location is present in 32a. 
Enter Service Facility city, state, and zip code, only if 
Service Location address is different than Billing Provider 
address in box 33, otherwise leave box 32 blank.  

32a 
Service Facility 

Location ID 
(NPI) 

If you bill with an NPI, enter the ten-digit NPI followed 
by a dash and the three-digit service location identifier 
only if the services were rendered at a location other than 
that of the billing provider in box 33. Do not enter any 
other value in box 32a. For example, 1234567890-001. 
If this is included, the service facility must be a part of 
your billing facility.  

32b 
Service Facility 

Location ID 
(blank) 

If you bill with an Idaho proprietary number (not an NPI), 
enter the eight-digit provider ID followed by a dash and 
the three-digit service location identifier only if rendered 
at a location other than that of the billing provider in box 
33. Do not enter any other value in box 32b. For 
example, M1234567-001 or A1234567-001. If this is 
included, the service facility must be a part of your billing 
facility.  

33: 
Line 1 

Billing Provider 
Name 

Enter the billing provider’s name. 

33: 
Line 2 

Billing Provider 
Address line 1 

Enter street address of the billing provider. 

33: 
Line 3 

Billing Provider 
Address line 2 

Enter additional address information for the billing 
provider, if needed. 

33: 
Line 3 or 4 

Billing Provider 
city, state, and 

zip code 

Enter the billing provider’s city, state, and zip code. 

33a NPI Number Required, if billing with an NPI. Enter the ten-digit NPI 
number of the billing provider. 

33b Billing Provider 
Medicaid ID 

Required if not billing with an NPI in 33a. Enter the 
qualifier 1D followed by the provider’s eight-digit 
proprietary Idaho Medicaid provider number with no 
spaces in between. 

1.4.2.1. References: CMS-1500 Instructions 
“CMS-1500 Claim Form Updates: Medicare to Accept Revised Form Starting January 2014.” 
MedicAide Newsletter, October 2013, 
https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pd
f. 

1.4.3. UB-04 Instructions 
Claims for facilities are required to use the UB-04 form, otherwise known as uniform billing 
with the CMS-1450 form, except where noted in provider specific sections of the Idaho 
Medicaid Provider Handbook. The table below provides information for filling out the form. Do 
not enter any data or documentation on the claim form that is not listed as required in this 
section or specified in another section of the handbook. Fields that are always required are 
marked with an asterisk next to the field number. The notes column provides additional 

https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pdf
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circumstances when a field may be required as well as clarification of what should be entered 
into the field. A maximum of twenty-two (22) line items per claim can be accepted; if the 
number of services performed exceeds twenty-two (22) lines, prepare a new claim form and 
complete the required data elements; total each claim separately. An example of the form 
can be found in the UB-04 Claim Form Appendix. 
 

UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

1* PROVIDER 
INFO  

Required to contain billing Provider’s Name, Address, City, State, 
and Zip Code. 

2 

SERVICE 
FACILITY 
NAME AND 
ADDRESS  
 
SERVICE 
FACILITY ID 

Leave box 2 blank unless service location is different than billing 
provider name and address in box 1. If applicable, enter name 
and address of service facility.  
 
Enter the 12 or 14-digit Service Facility Identifier following the 
Service Facility name and address in box 2 only if service location 
identifier is different than billing provider box 1.  

3a* PAT. CNTL #  Required to have the participant’s unique alpha-numeric control 
number assigned by the provider.   

3b* MED REC #  Required to have the number assigned to the participant’s 
medical/health record. 

4* Type of Bill 

Required to have four digits: 
• First digit: 0 (always). 
• Second digit: Type of facility. 
• Third digit: Type of care. 
• Four digit: Sequence of the bill for a specific episode of 

care.  
 
If the fourth digit is a 7 or 8, ensure the original claim number is 
in box 64. 

5* Fed. Tax No. Required to have the numerical 9 digit Federal Tax ID.  

6* 
Statement 
Covers 
Period  

Required to have the beginning and ending service dates for the 
period included on the bill. Enter each date as MMDDYY or 
MMDDCCYY. 

8a* 
Patient’s 
Medicaid 
Member ID 

Required to have the participant’s Idaho Medicaid ID number 
exactly as it appears on their Medicaid ID card. 

8b* PATIENT 
NAME Required to have the participant’s name and address. 

9a* Patient’s 
Address Required to have the participant’s street address. 

9b* Patient’s City Required. Enter the city of the participant’s address. 

9c* Patient’s 
State Required to have the participant’s state. 

9d* Patient’s Zip Required. Enter the five or nine-digit zip code of the participant’s 
address. 

10* Date of Birth Required to have the participant’s date of birth. Enter each date 
as MMDDCCYY. 
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UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

11* Sex 

Required to have the participant’s one digit gender code: 
F – Female; 
M – Male; or 
U – Unknown. 

12 Admission 
Date 

Required if service is for an inpatient, hospice or nursing facility 
stay. The date the participant entered the facility must be entered 
as MMDDYY. 

13 Admission 
Hour 

Required if services are for inpatient, outpatient, hospice or 
nursing facility. Enter the 2-digit hour the participant was 
admitted for inpatient or outpatient care in military time.  
Examples: 01 for 1:00 a.m.; 10 for 10:00 a.m.; 22 for 10:00 
p.m..  

14 Admission 
Type 

Required for inpatient services. Enter one (1) digit admission type 
code. 

15 Admission 
Source 

Required for inpatient services. Enter one (1) digit admission 
source. 

16 Discharge 
Hour (DHR) 

Required on final Inpatient The 2-digit hour in military time the 
participant was discharged. Examples: 01 for 1:00 a.m; 10 for 
10:00 a.m.; 22 for 10:00 p.m..   

17 
Patient 
Status 
(STAT) 

Required for inpatient services. 

18-28 Condition 
Codes 

Use the codes listed in the NUBC billing manual. Enter up to 11 
codes. If services are for home health, the participant has 
Medicare and is not homebound, use Condition Code 12. 

31a 
thru 
34a 

Occurrence 
Code and 
Occurrence 
Date 

Use the codes listed in the NUBC billing manual and enter the 
date of the occurrence for up to eight instances. 

31b 
thru 
34b 

Occurrence 
Code and 
Occurrence 
Date 

Use the codes listed in the NUBC billing manual and enter the 
date of the occurrence for up to eight instances. 

35a-b 
and 

36a-b 

Occurrence 
Span Code 
and 
Occurrence 
Span From 
and Through 
Date 

Enter Occurrence Code (s) and their related date spans formatted 
as MMDDYY. If services are for home health, enter the dates of 
the physician signed plan of care for the date of the occurence.  
The Statement Covers Period must be the same as or within the 
occurrence span dates. 

39*  
a-d, 
40*  
a-d,  
41* 
a-d 

Value Codes 
and Amounts 

Required to have value codes and corresponding amounts/days. 
Limited to twelve codes. 
For day fields use:  
Value code 80 = Covered Days. 
Value code 81 = Non-Covered Days. 
Value code 82 = Coinsurance Days. 
Value code 83 = Lifetime Reserved Days. 
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UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

42* Revenue 
Code 

Required. Enter the 4-digit Revenue Code for the service 
provided. Revenue code 0001 is no longer to be used for the total 
charges; the total charges are to be entered in the designated 
box on line 23. 

43 Description 

Drugs must be billed with the NDC qualifier of N4 with the 11-
digit NDC number, the unit of measurement, the metric decimal 
quantity or units administered and the unit price. If reporting a 
fraction of a unit, use the decimal point. Do not enter a space 
between the qualifier and NDC, or hyphens or spaces within the 
NDC number. The NDC number being submitted to Medicaid must 
be the actual NDC number on the package or container from 
which the medication was administered. 
 
Example: N499999999999 ML 22.4 300.99 
   
The unit of measurement codes are:  
F2: International Unit 
GR: Gram 
ML: Milliliter 
ME: Milligram  
UN: Unit 

44 
HCPCS 
/RATE/ 
HIPPS CODE 

Required only for outpatient claims with revenue codes that 
require a CPT® or HCPCS. If a CPT® or HCPCS code is required, it 
will be noted next to the code in the provider specific handbook’s 
appendix table. Enter the appropriate CPT® or HCPCS procedure 
code, followed by up to four modifiers.  

45 Service Date Required for all outpatient services. Enter the line item service 
date. 

46* Service Units Required. Enter the total number of covered days or LOA as units 
of service. 

47* Total 
Charges Required. Enter the total charge for the service line. 

48 Non-Covered 
Charges 

Required if there are non-covered services. Enter service line 
non-covered charges. 

Line 23 
Column 

47* 

TOTAL 
CHARGES 
All LINES  

Required if there are non-covered services. Enter service line 
total charge. 

Line 23 
Column 

48 

TOTAL NON-
COVERED 
CHARGES 
ALL LINES 

Required if there are non-covered services. Enter service line 
non-covered charges. 

In Fields 50 and 51, each field has three (3) lines: A, B, and C. If Medicaid is the only payer, 
enter all Medicaid data on line A. If there is one (1) other payer in addition to Medicaid, 
enter all primary payer data on line A and all Medicaid data on line B. If there are two (2) 
other payers in addition to Medicaid, enter all primary payer data on line A, all secondary 
payer data on line B, and all Medicaid data on line C. 
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UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

50* Payer Name 

Required. Enter the name identifying each payer organization 
from which the provider received some payment for the bill. Enter 
the name of the third party payer if applicable using the following 
instructions:  50A for the primary payer, 50 B for the secondary 
payer, and 50C for the tertiary payer. Enter “Medicaid” for the 
State Medicaid payer identification. Medicaid will always be the 
payor of last resort. 

51* 
A, B, 

C 
Health Plan ID Required. If Field 56 is blank: Provider number must be 10 digits. 

56* NPI Required. Enter billing provider’s NPI. 

58 Insured’s 
Name 

If the participant’s name is entered, be sure it is exactly as each 
payer uses it. For Medicaid, enter the name as it appears on the 
participant’s Medicaid ID card. Enter the last name first, followed 
by the first name, and middle initial. Enter the participant 
Medicaid data in the same line used to enter the Medicaid 
provider data. Example: Medicaid provider information is entered 
in 50A, and then the Medicaid participant data must be entered 
in 58A.  

59 P. REL Patient’s relationship to insured. See the UB-04 Manual for the 2-
digit relationship codes. 

60* Insured’s 
Unique ID 

Required. Enter all of the insured’s unique ID numbers assigned 
by each payer organization. The participant’s Medicaid ID number 
must be entered and correspond with the Medicaid entry in field 
50 A, B, or C. 
  
If Medicaid is primary, enter the participant’s Medicaid ID in Field 
60A. If Medicaid is secondary, enter the participant’s Medicaid ID 
in Field 60B. If Medicaid is tertiary, enter the participant’s 
Medicaid ID in Field 60C. 

63 
Treatment 
Authorization 
Codes 

Required for services that need a prior authorization. Enter the 
PA number exactly as appears on the Notice of Decision. Do not 
enter a referral number as it will cause the claim to deny. 

64 
Document 
Control 
Number 

Required if submitting a replacement or void to a previously 
submitted claim. Should not be used otherwise. Enter the Claim 
ID Number of the claim to be adjusted or voided. 

66* 

Diagnosis and 
Procedure 
Code Qualifier 
(ICD Version 
Indicator) 

Required. This qualifier is used to indicate the version of ICD 
being used. ICD-10 is noted with a zero (0) in the field. 

67* DX: principal 
diagnosis code 

Required. Enter the valid ICD-10-CM diagnosis code that 
describes the principal diagnosis for services rendered.  
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UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

67* 
A-Q 

Other 
diagnosis 
codes and 
Present On 
Admission 
(POA) 
indicator 

Required. This field is for reporting all diagnosis codes in addition 
to the principal diagnosis that coexist, develop after admission, 
or impact the treatment of the patient or the length of stay. The 
ICD-10 code completed to its fullest character must be used. 
 
The present on admission (POA) indicator applies to diagnosis 
codes (i.e., principal, secondary, ICD-10 W codes) for general 
acute-care hospitals or other facilities, as required by law or 
regulation for public health reporting. The indicator should be 
added in the shaded box next to the corresponding diagnosis 
code. Use the following values for POA. 
Code Definition 
Y Present at the time of inpatient admission 
N Not present at the time of inpatient admission 
U Documentation is insufficient to determine if condition 

is present on admission 
W Provider is unable to clinically determine whether 

condition was present on admission or not 
 

69 ADMIT DX Required for inpatient claims. 
70 a, 
b, c 

Patient 
Reason DX Additional patient reason diagnosis required for outpatient. 

72 
External 
Cause Code - 
ECI 

Enter the ICD-10-CM code for the external cause of an injury, 
poisoning or adverse effect.  

74 
Principal 
Procedure 
Code and Date 

Required for inpatient claims. Enter the ICD-10-PCS code 
identifying the principal surgical, diagnostic or obstetrical 
procedure. Procedure date is required if procedure code is used, 
formatted as MMDDYY. 

74a-e 
Other 
Procedure 
Code and Date 

Enter all secondary surgical, diagnostic or obstetrical procedures. 
Use the appropriate ICD-10-PCS coding. Procedure date is 
required if procedure code is used, formatted MMDDYY. 

76 
(Name 

and 
NPI) * 

Attending 
Physician NPI Required. Enter the Attending Physician’s NPI. 

76 
(QUAL 
and 
ID) 

Attending 
Physician Last 
and First 
Name 

Required if Attending Physician NPI is present. 

77 
(Name 

and 
NPI) 

Operating 
Physician Required if billing surgical services. 

78 
(Name 

and 
NPI) 

Other 
Physician 

Required if billing for items or services ordered, referred, or 
prescribed by another physician. 
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UB-04 Claim Form Instructions 
Field 
No. Field Name Notes 

79 
(Name 

and 
NPI) 

Other 
Physician 

Required if other rendering, operating, or referring provider 
exists. 

80 Remarks 
Use remarks field to indicate any additional information helpful 
for claims processing, e.g. injury/accident – how, where, and 
when injury/accident happened.   

1.4.3.1. References: UB-04 Instructions 
“Changes to UB04 Paper Claims Requirements.” MedicAide Newsletter, October 2013, 
https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pd
f.  

1.4.4. Provider Signature 
A provider or their authorized agent must sign in the claimant’s certification field on every 
claim submitted or complete a Signature on File Form, and provide their ten-digit NPI or eight-
digit Idaho Medicaid Provider Number. Claims that are not signed, do not have a Signature 
on File Form with Idaho Medicaid, and/or do not have a provider number are returned. 
 
This Signature on File Form is used to submit paper claims without a hand written signature 
or to submit electronic claims. It replaces computer-generated, stamped or typewritten 
signatures. A copy of the completed Signature on File Form is maintained by DXC Technology 
and must exactly match the information in the claimant’s certification field on the claim form. 
Never submit paper claims with the claimant’s certification field blank. Enter Signature-on-
File or have the provider sign in field 31 of the CMS-1500 claim form. 

1.5. Required Coding 
Idaho Medicaid uses codes as listed in the most current version of: 

• Category I Current Procedural Terminology (CPT)® from the American Medical 
Association (AMA) 

• Healthcare Common Procedure Coding System (HCPCS) from the Centers for Medicare 
& Medicaid Services (CMS) 

• International Classification of Diseases Procedure Coding System (ICD-10-PCS) from 
the World Health Organization (WHO) 

1.5.1. Miscellaneous, Not Otherwise Classified or Unlisted 
Procedure Codes 

Providers are expected to select a CPT® code that best defines the service provided. As part 
of correct coding requirements, miscellaneous, not otherwise classified or unlisted codes 
should not be used if specific codes are available. Only exceptions published by Idaho Medicaid 
are permitted.  
 
Adequate documentation must be attached to the claim to support the use of the unlisted 
code. Documentation should include a definition or description, the need, time, effort and 
equipment necessary to provide the item or service. 

https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/October%202013%20MedicAide.pdf
https://www.idmedicaid.com/Provider%20Enrollment%20Paper%20Maintenance%20Forms/Signature%20on%20File%20Form.pdf
https://www.idmedicaid.com/Provider%20Enrollment%20Paper%20Maintenance%20Forms/Signature%20on%20File%20Form.pdf
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1.5.2. HCPCS for Medications 
Providers billing J, S or Q codes for medications must include the National Drug Code (NDC) 
on the claim line. Manually priced codes do not require an invoice and will be priced at the 
wholesale acquisition cost (WAC) for the drug. See the CMS-1500 Instructions and UB-04 
Instructions sections for additional information on billing drugs. 

1.5.2.1. References: HCPCS for Medications 
“Hospital Outpatient and Professional Providers Billing Medications with HCPCS (J, S, and Q 
codes).” MedicAide Newsletter, March 2019, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202019%20MedicAide.pdf. 

1.5.3. Modifiers 

1.5.3.1. Modifier 50: Bilateral Procedure 
The 50 modifier is used for procedures that occur at the same time.  It is inappropriate to 
append this modifier to add-on codes. 
 

Modifier 50 Bilateral Procedure 

Procedure Reimbursement Method 

Primary Procedure 
The primary surgical procedure billed with modifier 50 will be priced 
at the billed amount or 150% of Medicaid’s allowed amount, 
whichever is less. 

Secondary Procedure 
If another procedure is billed with modifier 50 in the same session, 
it will be priced at the billed amount or 75% of Medicaid’s allowed 
amount, whichever is less.  

1.5.3.2. Modifier 51: Multiple Surgical Procedures 
When multiple surgical procedures or deliveries are performed at the same session by the 
same individual, modifier 51 should be applied to any procedure after the first unless 
contradicted by the CPT® Manual. Ambulatory Surgical Centers (ASC) must also pend modifier 
51 to claims for multiple surgical procedures. In the event that the claim line for the primary 
procedure is denied, the system will process the next paid claim line as the primary procedure 
and ignore the modifier 51 for that line’s reimbursement. 
 

Modifier 51 Reimbursement 

Procedure Reimbursement Method 

Primary Procedure 
The primary surgical procedure billed without modifier 51 will be 
priced at the billed amount or 100% of Medicaid’s allowed amount, 
whichever is less. 

Secondary Procedure 
The next (secondary) procedure billed with modifier 51 will be 
priced at the billed amount or 50% of Medicaid’s allowed amount, 
whichever is less.  

https://www.idmedicaid.com/MedicAide%20Newsletters/March%202019%20MedicAide.pdf
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Additional Procedures 
Any additional procedures (third through fifth) billed with modifier 
51 will be priced at the billed amount or 25% of Medicaid’s allowed 
amount, whichever is less. 

1.5.3.3. Modifier 52: Reduced Services 
Under certain circumstances when necessary a healthcare professional may reduce or 
discontinue radiology procedures and other services that do not require anesthesia. Modifier 
52 shall be appended to the code when appropriate per the applicable edition of the CPT® 
manual published by the American Medical Association. 
  
Effective for claims with dates of payment on and after October 1, 2016, modifier 52 will 
reduce the allowed Medicaid maximum reimbursement amount by 25% to reimburse the 
provider 75% of the allowed amount. 

1.5.3.4. Modifier 53: Discontinued Procedure 
Circumstances may dictate that a surgical or diagnostic procedure be discontinued by a 
healthcare professional after it was started. Modifier 53 shall be appended to the code when 
appropriate per the applicable edition of the CPT® manual published by the American Medical 
Association. This modifier is not permitted for outpatient hospital services or ambulatory 
surgical centers. 
  
Effective for claims with dates of payment on and after October 1, 2016, modifier 53 will 
reduce the allowed Medicaid maximum reimbursement amount by 25% to reimburse the 
provider 75% of the allowed amount. 

1.5.3.5. Modifier 59: Separate Encounters and Distinct 
Procedures 

NCCI Procedure-to-Procedure (PTP) edits with a Correct Coding Modifier Indicator (CCMI) of 
“1” allow providers to use modifiers to indicate medical necessity for procedures or services 
that would usually not be reported together, but in particular circumstances are appropriate.  
Modifier 59 is often inappropriately billed. Providers must have documentation supporting its 
use. Documentation must support a different session, different procedure or surgery (i.e., 
different session or site), different site or organ system, separate incision/excision, separate 
lesion, or separate injury (or area of injury in extensive injuries) not ordinarily encountered 
or performed on the same day by the same individual. Contiguous structures in the same 
organ or anatomic region does not constitute treatment of different anatomic sites. Services 
with a modifier 59 do not require a different diagnosis from the conflicting procedure. 
 
Modifier 59 may be used for two timed codes provided in the same session so long as the 
services are provided sequentially. There must be a clear end to the services in one code 
before services in the other code begin. 
 
Modifier 59 is only used for a diagnostic procedure which precedes a therapeutic procedure 
when the diagnostic is used as a basis to decide to perform the therapeutic procedure. In 
order to qualify the diagnostic cannot:  

• Overlap with a therapeutic intervention or services required for one; 
• Be a service that would otherwise be required for the intervention; or  
• Be an inherent component of a surgical procedure. 
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Modifier 59 is only used for a diagnostic procedure after a therapeutic procedure when the 
diagnostic is not a common or necessary follow-up to the procedure. In order to qualify the 
diagnostic cannot:  

• Overlap with a therapeutic intervention or services required for one; 
• Be a service that would otherwise be required for the intervention; or  
• Be an inherent component of a surgical procedure. 

 
If another modifier is appropriate, it must always be used instead of modifier 59. This includes 
modifier XE, XS, XP and XU, which were created to replace most of the functions modifier 59 
supplies. Modifier 59 should never be used for evaluation and management services. 

1.5.3.6. Modifier JW: Medical Waste of Drugs and Biologicals 
The JW modifier became effective January 1, 2017 for use on Medicare Part B claims with 
drugs or biologicals from single use vials and packages. The modifier is appended on claim 
lines for units that are not administered to a patient, and must be discarded. Idaho Medicaid 
is unable to reimburse for waste. Claim lines with the JW modifier will be denied as non-
covered. 

1.5.3.7. Modifier XE: Separate Encounter 
Effective January 1, 2015, CMS established the XE modifier to be used by all State Medicaid 
Programs to replace the use of Modifier 59, Distinct Procedural Services, for a service that is 
distinct because it occurred during a separate encounter. This modifier should only be used 
to describe separate encounters on the same date of service. 

1.5.3.8. Modifier XP: Separate Practitioner 
Effective January 1, 2015, CMS established the XP modifier to be used by all State Medicaid 
Programs to replace the use of Modifier 59, Distinct Procedural Services, for a service that is 
distinct because it was performed by a different practitioner. 

1.5.3.9. Modifier XS: Separate Structure 
Effective January 1, 2015, CMS established the XS modifier to be used by all State Medicaid 
Programs to replace the use of Modifier 59, Distinct Procedural Services, for a service that is 
distinct because it was performed on a separate organ/structure. 

1.5.3.10. Modifier XU: Unusual Non-Overlapping Service 
Effective January 1, 2015, CMS established the XU modifier to be used by all State Medicaid 
Programs to replace the use of Modifier 59, Distinct Procedural Services, for a service that is 
distinct because it does not overlap usual components of the main service. 

1.5.3.11. References: Modifiers 

a. CMS Guidance 
“Proper Use of Modifier 59.” MLN Matters SE1418, May 2019, Centers for Medicare and 
Medicaid Services, Department of Health and Human Services,  
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/Downloads/SE1418.pdf. 

b. Idaho Medicaid Publications 
“JW Modifier.” MedicAide Newsletter, March 2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf. 

https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE1418.pdf
https://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/Downloads/SE1418.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf


 
Idaho Medicaid Provider Handbook   General Billing Instructions 

March 31, 2020                                                                                                                Page 27 of 56 
  

  
“Medicaid Program Integrity Unit: Reimbursement Reminder for Physicians and Mid-
Level Providers.” MedicAide Newsletter, December 2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/May%202012%20MedicAide.pdf. 
 
“NCCI Edits for Medicaid Services, and Modifiers 59, XE, XS, XP, and XU.” MedicAide 
Newsletter, July 2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/July%202018%20MedicAide.pdf. 
 
Reimbursement Reduction for Modifiers 52 and 53, Information Release MA16-09 
(7/18/2016). Division of Medicaid, Department of Health and Welfare, State of Idaho, 
http://healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/MA1609.pdf. 
 
“Reimbursement Reminder for Physicians and Mid-Level Providers.” MedicAide Newsletter, 
May 2012, 
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202018%20MedicAide.
pdf. 

c. Professional Organizations 
American Medical Association (2019). Appendix A: Modifiers. CPT® Changes 2020: An 
Insider’s View (pp. 277). Chicago, Ill.: American Medical Association. 

1.5.4. Diagnosis Codes 
Idaho Medicaid only accepts diagnosis codes presented in the International Classification of 
Diseases, Tenth Revision, Clinical Modification (ICD-10-CM) from the World Health 
Organization (WHO). MMIS requires that all diagnosis codes be entered with the decimal point 
on claims. This applies to paper, electronic or online/direct data entry claims. 

1.5.4.1. ICD-10 Updates During Inpatient Stays 
If an update to ICD-10 codes becomes effective during an ongoing inpatient stay, providers 
should split bill to have the most appropriate diagnosis on each claim. 
 
For example, a participant’s stay is 01/01/2018 to 01/31/2018, and new ICD-10 codes 
become effective 01/16/2018. Claim #1 should have the original diagnosis for 01/01/2018 to 
01/15/2018. Claim #2 would have the new diagnosis for 01/16/2018 to 01/31/2018. 

1.5.4.2. Unspecified Diagnosis Codes 
Claims should be coded to the highest level of specificity. Unspecified diagnoses codes should 
be the exception. Some services are restricted in the provider handbook or posted policies for 
specific circumstances as identified by diagnoses codes. If an unspecified code does not 
appear on these lists, but is the appropriate diagnoses, check the policy or handbook with the 
restriction for instructions on alternate billing options. For example, some policies may allow 
claims with a KX modifier for uncovered diagnoses. If alternate billing options aren’t provided: 

• For inpatient hospital stays, please, follow Telligen’s default processes. 
• For other claims follow the claim review and Medicaid review process. 

1.5.4.3. References: Diagnosis Codes 
Administrative Requirements: Code Sets, 45 C.F.R. Sec. 162 (2000). Government 
Printing Office, https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-
title45-vol1-part162.pdf.  
 

https://www.idmedicaid.com/MedicAide%20Newsletters/May%202012%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/July%202018%20MedicAide.pdf
http://healthandwelfare.idaho.gov/Portals/0/Providers/Medicaid/MA1609.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202018%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202018%20MedicAide.pdf
https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-title45-vol1-part162.pdf
https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-title45-vol1-part162.pdf
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“CMS Update to Claims Processing Guidance for ICD-10.” MedicAide Newsletter, March 
2014, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202014%20MedicAide.pdf. 
 
“Effective 10/1/2015, ICD-10 Codes Required.” MedicAide Newsletter, September 2015, 
https://www.idmedicaid.com/MedicAide%20Newsletters/September%202015%20MedicAide
.pdf. 

1.5.5. References: Required Coding 
Administrative Requirements: Code Sets, 45 C.F.R. Sec. 162 (2000). Government 
Printing Office, https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-
title45-vol1-part162.pdf  
 
Health Insurance Portability and Accountability Act of 1996. P.L. 104-191 (1996). 
Government Printing Office, https://www.govinfo.gov/content/pkg/PLAW-
104publ191/pdf/PLAW-104publ191.pdf  
 
“National Medical, Billing, and Coding Guidance Resources.” MedicAide Newsletter, March 
2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf. 
 

1.6. National Correct Coding Initiative 
The National Correct Coding Initiative (NCCI) is a program developed by CMS that uses correct 
coding methodologies to reduce overpayments to providers due to incorrect coding on claims. 
Section 6507 of the Affordable Care Act directed all State Medicaid programs to implement 
use of NCCI methodologies that are “compatible” with claims filed with Medicaid.  This is to 
promote correct coding and control improper coding leading to inappropriate payment of 
claims under Medicaid.   

1.6.1. Procedure-to-Procedure (PTP) Edits 
Procedure-to-procedure (PTP) edits define pairs of Current Procedural Terminology (CPT)® 
and HCPCS codes that should not be reported together for a variety of reasons. One reason 
a combination may not be allowed is that one code is considered a component of another. 
These edits apply to claims with a combination of the same participant, provider and date of 
service. 

1.6.2. Medically Unlikely Edits (MUE) 
Medically Unlikely Edits (MUEs), or units-of-service edits, define for each CPT® and HCPCS 
code the number of units of service that would be medically necessary for most participants 
in most situations. Services that exceed an MUE will be denied. However, if services are 
medically necessary beyond the MUE, providers can bill additional units on another claim line 
with the SC modifier. This modifier indicates that the provider has reviewed the medical 
documentation and determined that additional services are medically necessary. 
 
The Centers for Medicare and Medicaid Services (CMS) implemented an outpatient hospital 
medically unlikely edit (MUE) of zero to any services that should be limited to an inpatient 
hospital setting to ensure patient safety. This place of service edit is effective for claims 
submitted for dates of service on or after April 1, 2013. A list of Medicaid MUE of Zero 
procedures on the Inpatient only list settings is available on www.medicaid.gov; see the links 
under Medicaid NCCI Edit Files. Modifiers cannot be used to override the zero MUE. 

https://www.idmedicaid.com/MedicAide%20Newsletters/March%202014%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/September%202015%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/September%202015%20MedicAide.pdf
https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-title45-vol1-part162.pdf
https://www.govinfo.gov/content/pkg/CFR-2018-title45-vol1/pdf/CFR-2018-title45-vol1-part162.pdf
https://www.govinfo.gov/content/pkg/PLAW-104publ191/pdf/PLAW-104publ191.pdf
https://www.govinfo.gov/content/pkg/PLAW-104publ191/pdf/PLAW-104publ191.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf
https://www.medicaid.gov/medicaid/program-integrity/ncci/index.html
https://www.medicaid.gov/medicaid/program-integrity/ncci/index.html
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1.6.3. State Flexibility 
Idaho may not override an edit through the prior authorization process.  The state may seek 
an exemption from CMS for an individual code only when the MUE is contrary to state policy, 
such as the case where Idaho instructs a provider to bill in 15-minute increments and the 
national code description does not designate a time frame for the code. 
 
NCCI edits are updated on a quarterly basis, with new edits added each quarter.  For additional 
information and instruction as well as lists of current edits, providers should access the 
Medicaid NCCI page referenced above. 

1.6.4. References: National Correct Coding Initiative 
Medicaid National Correct Coding Initiative Technical Guidance Manual, Centers for Medicare 
and Medicaid Services, Department of Health and Human Services, 
https://www.medicaid.gov/medicaid/program-integrity/downloads/ncci/technical-guidance-
on-state-implementation.pdf. 
 
“National Correct Coding Initiative (NCCI).” MedicAide Newsletter, December 2010, 
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202010%20MedicAide.
pdf. 
 
“National Medical, Billing, and Coding Guidance Resources.” MedicAide Newsletter, March 
2018, 
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf. 
 
The Patient Protection and Affordable Care Act. H.R. 3590 (2010). Government Printing 
Office, https://www.govinfo.gov/content/pkg/BILLS-111hr3590enr/pdf/BILLS-
111hr3590enr.pdf.  

1.7. Claim Submission 
Providers may submit claims by: 

• Electronic Data Interchange (EDI) 
• Direct data entry (DDE) into Health PAS-Online, Trading Partner Account (TPA)  
• By mail on original, preprinted paper claim forms (hardcopy, see Section 1.7.2 Paper 

Claim Forms) 
 
Electronic claim submission has many benefits, including a reduced number of errors, quicker 
payments, and easier claim tracking. 

1.7.1. Electronic Claims Submission 
DXC Technology offers two methods for electronic claims submission. 

1. EDI is a HIPAA compliant X12 claim transaction referred to as an 837, which is 
submitted using online File Exchange upload. For EDI claim submission and billing 
instructions, please refer to the appropriate HIPAA X12 Vendor Specifications 
Companion Guides located at Health PAS-Online at www.idmedicaid.com. Electronic 
claims that are not in the correct HIPAA compliant format will be rejected. 

2. DDE is the web-based entry of claims into the Health PAS-Online secure provider 
portal. 

https://www.medicaid.gov/medicaid/program-integrity/downloads/ncci/technical-guidance-on-state-implementation.pdf
https://www.medicaid.gov/medicaid/program-integrity/downloads/ncci/technical-guidance-on-state-implementation.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202010%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/December%202010%20MedicAide.pdf
https://www.idmedicaid.com/MedicAide%20Newsletters/March%202018%20MedicAide.pdf
https://www.govinfo.gov/content/pkg/BILLS-111hr3590enr/pdf/BILLS-111hr3590enr.pdf
https://www.govinfo.gov/content/pkg/BILLS-111hr3590enr/pdf/BILLS-111hr3590enr.pdf
http://www.idmedicaid.com/
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1.7.1.1. Vendor Software and Clearinghouses 
Providers can use electronic claims submission software from any vendor after it is tested and 
noted as in compliance with the MMIS EDI system. Software vendors will not be allowed to 
test their product with DXC Technology Medicaid Solutions. DXC Technology will not endorse 
any specific software application. Any testing of third party software must be performed by a 
registered provider. Contact the DXC Technology Technical Help Desk if you have any 
questions regarding this process. 
 
Providers who wish to bill electronically and who bill more than one insurance carrier should 
consider using a clearinghouse. Clearinghouses are private companies that handle insurance 
claims for multiple carriers. The advantage for the provider is that claims are entered only 
once for the clearinghouse. The clearinghouse then forwards the claim to the appropriate 
insurance carriers (including Idaho Medicaid). A list of all currently registered Clearinghouses 
and Billing Agencies is available on Health PAS-Online by selecting the link titled Registered 
Clearinghouses and Billing Agencies. DXC Technology will furnish the specifications, free 
of charge, to any vendor upon request. Once the clearinghouse has successfully transmitted 
enough test data to become production certified with the MMIS, providers using their services 
may begin using the clearinghouse to submit claims. 
 
Since providers use a variety of different billing software brands, it is not possible to give 
exact information on how to complete any specific electronic eligibility or claim form. Providers 
can review the EDI Companion Guides, available on the Idaho DXC Technology Medicaid 
website, for a general example of HIPAA-compliant electronic transaction formats. See the 
next section for details about registering as a trading partner to begin testing. 

1.7.1.2. Trading Partner Agreement 
All providers should register as trading partners with DXC Technology via the Idaho DXC 
Technology Medicaid website. Registration includes electronically signing a trading partner 
agreement for HIPAA compliance in order to receive a trading partner ID, which is used on 
the X12 transactions as an identifier of the submitting provider. 
 
Registering as a trading partner will also allow you access to the secure portion of the website 
for all real time claim entries, inquiries, and status requests. The secure website allows for 
ease of access to reports including the remittance advice. 
 
Please see the Trading Partner Account (TPA) User Guide in the User Guides online.  

1.7.1.3. Health Insurance Portability and Accountability 
Act (HIPAA) Required Data Elements 

When billing electronically, providers must complete all HIPAA required data elements; 
however, not all of the information is used by Idaho Medicaid in claims processing. The 
following HIPAA required data elements for an electronic HIPAA 837 claim submission are not 
used by Idaho Medicaid. 

• Release of medical data 
• Benefit assignment 
• Patient signature 
• Social Security number 
• Tax ID number and qualifier 
• Entity type qualifiers 
• Provider and participant address 
• Participant ID qualifier 

https://www.idmedicaid.com/Base%20Document%20Library/Companion%20Guides.aspx
https://www.idmedicaid.com/User%20Guides/Trading%20Partner%20Account%20(TPA)%20User%20Guide.pdf
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• Participant date of birth 
• Participant gender 

1.7.2. Paper Claim Forms 
Several different types of claim forms are used to bill services to Medicaid. The following forms 
are the only paper forms accepted by Idaho Medicaid: 

• CMS 1500 (Red drop out form) 
• UB-04 (Red drop out form) 

 
All paper claims are electronically scanned for processing. The printed versions of the claim 
forms are machine readable which means they are printed using special paper, special color 
inks, and within precise specifications. For this reason, only original color forms can be used 
for scanning. Forms that cannot be scanned are returned to the provider. 

1.7.2.1. Completing the Claim Form  
To ensure that paper claims are scanned correctly, follow these guidelines: 

• Use the specified original claim form referenced above. Photocopies cannot be scanned 
and will be returned to the provider. 

• Check the Claim Form Instructions;CMS-1500 Instructions or the UB04 Instructions, 
Idaho Medicaid Provider Handbooks for your specific provider type for the required 
fields.  

• Do not enter any data or documentation on the claim form that is not listed as required. 
When billing Medicaid there is no need to enter data into fields that are not required. 

• Use black ink or a typewriter with a good ribbon or a printer with a good ink cartridge. 
Change the ribbon or ink source if the print is too light. 

• When using a typewriter or printer, make sure the form is lined up correctly, so it 
prints evenly. Claims cannot be processed when the information is not in the correct 
field or not within the box. If completing the form by hand, print neatly. 

• Be sure to stay within the box for each field. 
• When entering an X in a check-off box, be sure that the mark is centered in the box. 
• White correction fluid is acceptable, but no other alterations should be made on the 

form. 
• Do not use bold font. 

1.7.2.2. Mailing the Claim Form 
Do not staple or paper clip any attachments to the claim form. Check the Provider Guidelines 
for your specific provider type in this handbook to see if an attachment is required. Providers 
have the option to upload claim attachments through the Idaho DXC Technology Medicaid 
website when entering claims through a Trading Partner Account (TPA). Attachments should 
be scanned completed forms, word processing, or spreadsheet documents.  
 
If an attachment is required, providers can continue to send claims via US mail. Do not fold 
the form. Mail it flat in a 9 x 12 envelope (minimum size).  
 
Mail to the appropriate address found in one of the following tables. 
 

https://www.idmedicaid.com/Provider%20Guidelines/Forms/AllItems.aspx
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Claim Mailing Addresses 

Address Claim Type 
DXC Technology 
PO Box 70084 
Boise, ID  83707 

CMS 1500  
UB-04 Inpatient  
UB-04 Hospice  
UB-04 LTC  
UB-04 Home Health 
UB-04 Medicare Primary 
Third Party Recovery (TPR) 

DXC Technology 
PO Box 70087  
Boise, ID  83707 

UB-04 Outpatient  
Financial (Adjustments, refunds, etc.) 

 
Send correspondence in a separate envelope or mark the outside of the claim envelope 
Correspondence Enclosed. 

1.7.2.3. Attachments 
Attachments are additional documentation required to support the processing and payment 
of a claim. Please be sure all attachments are legible. 
 
Attachments may include: 

• Third Party Explanation of Benefits (EOB) 
• Medicare Remittance Notice (MRN)/Explanation of Medicare Benefits (EOMB) 
• Certificate of Medical Necessity CMS-484—Oxygen (CMN) 
• Pharmacy prescription 
• Consent forms 
• Manufacturer’s MSRP 
• Manufacturer’s invoice showing provider cost and shipping as applicable 

 
If a claim has an attachment, do not staple or clip it to the claim. Place it 
behind the claim form, as illustrated in the figure to the left. 
 
If multiple claims refer to the same attachment, then make separate copies 
of the attachment for each claim. 
 
If multiple claims are sent together, then stack the claims with each claim 
followed by its own attachment(s). See the diagram at left. 
 

If an attachment has information on both sides of the page, then make a copy of the backside 
and include it with the claim. 
 
If an attachment such as a sales receipt is on a small slip of paper, then copy or tape it onto 
an 8 ½” by 11” inch piece of paper. 
 
If the submission is related to timely filing, it is required that you attach the Medicaid RA. If 
the submission is a claim review request or the like, attaching the RA will help explain the 
history of the claim and previous processing.  
 
If no attachments are required, then consider submitting the claim electronically. 
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1.7.3. Examples of Documentation Necessary for Billing 
 

Examples of Documentation Required for Billing 

Example Required 
Documentation Solution 

Three claims submitted for 
the same participant with 
one MRN/EOMB which covers 
the three claims 

One copy of the 
MRN/EOMB for each 
claim 

Submit services for all three 
claims on one claim form and 
include one EOMB 
or 
Submit three claims and include 
one copy of the MRN/EOMB with 
each claim 

Corrected claims submitted 
which were previously denied  

Include the RA 
explaining the 
previous denial 

It is required to include the RA 
with claim. When the date on the 
claim exceeds the timely filing 
limit (one year from date of 
service) enter the claim 
number/ICN from the RA in the 
comment field of the claim and 

    Two claims submitted, the 
first is marked continued, 
and one attachment is 
included to explain the use 
of a dump code for a lab 

 

None Total each claim separately and 
enter the name of the lab test in 
Field/Box 19 

Two claims submitted with 
one invoice attached 

One copy of the 
invoice for each claim 

Include one invoice copy with 
each claim form 

 

1.8. Claim Status 
Providers can determine the status of their claims four ways: 

• Through the weekly Remittance Advice (RA). See Remittance Advice Analysis, Idaho 
Medicaid Provider Handbook for information on RAs. 

• Calling Medicaid Automated Customer Service (MACS) at 1 (866) 686-4272. 
• The electronic claim status request and response transaction (HIPAA 276/277). 
• Online through the Idaho DXC Technology Medicaid website. 

 
MACS Inquiry: Providers can check the status of electronic and paper claims sent to DXC 
Technology for processing by calling MACS and selecting the claims information option. For 
more information on how to access MACS and check claim status, refer to the MACS User 
Guide in the User Guides on the Idaho DXC Technology Medicaid website. 
 
Electronic Inquiry: Idaho Medicaid supports the HIPAA transaction known as the 276/277, 
Electronic Claim Status Inquiry and Response. This transaction allows providers to inquire 
on the status of claims and health plans to return the requested information. Providers should 
contact their software vendor or clearinghouse to determine if their vendor supports the 
claim status inquiry and response transactions. 
 
Online Inquiry: This option is available to providers who have a trading partner account. 
More information about verifying eligibility online can be found in the Eligibility 
Verification section of the Trading Partner Account (TPA) User Guide.  

https://www.idmedicaid.com/General%20Information/Remittance%20Advice%20Analysis.pdf
https://www.idmedicaid.com/Default.aspx
https://www.idmedicaid.com/User%20Guides/Trading%20Partner%20Account%20(TPA)%20User%20Guide.pdf
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1.9. Adjustments 
Adjustments can be done on claims only when the information on the original claim must be 
updated. Adjustments cannot be used to add additional services, or change the dates of 
service. If the claim requires additional line items, or changes to the initial date of service, a 
new claim must be submitted. Providers have up to two years from the start date of service 
to adjust a claim. Documentation should be included to support timely filing. In accordance 
with the provider agreement, providers are required to immediately repay identified 
overpayments.  
 
The Remittance Advice (RA) will show any adjustments made. For more information on an RA 
see the Remittance Advice Analysis, Idaho Medicaid Provider Handbook. 

1.9.1. Electronic Adjustments 
Providers can submit electronic adjustments to DXC Technology using Health PAS-Online or 
their vendor software. Attachments can be submitted via EDI and attachments are necessary 
to support and explain the adjustment. Please see the Claim Status section of the Trading 
Partner Account (TPA) User Guide for instructions. When submitting electronic adjustments, 
use claim frequency 8 to void a claim or claim frequency 7 to replace a claim. 

1.9.2. Paper Adjustments 
When a claim is paid incorrectly, resubmit a completed claim form indicating the original claim 
number and claim frequency code. If resubmitting on a CMS 1500, the frequency code of 
eight (8) to void a claim, or claim frequency seven (7) to replace a claim is placed in 
Field/Box 22 along with the original claim number. If resubmitting on a UB-04 claim form, 
the last digit of the bill type is considered the frequency code. In Field/Box 4, the bill type 
must show a seven (7) or eight (8) in the frequency position and the original claim number 
in Field/Box 64. See the Claim Form Instructions for detailed information.  

1.9.3. Adjustments Up to Two Years 
For claims that are under two years from the start date of service, providers must adjust their 
own claims via an EDI 837 transaction or through their Trading Partner Account (TPA).  For 
those providers who do not have the capability to use either method, a Claim Review Request 
Form must be submitted stating in the Comments field why the provider is unable to adjust 
the claim electronically; additionally, the provider must also request that the claim be 
reversed, and include a new claim form with modifications along with the Claim Review 
Request Form, located on DXC Technology’s Idaho Medicaid website.   

1.9.4. Adjustments Beyond Two Years 
For providers seeking to adjust claims that are beyond two years from the start date of 
service, it is considered a recoupment.  For these claims, you must refund via check for both 
partial and complete recoupments and include the Overpayment Form located on DXC 
Technology’s Idaho Medicaid website. 
  

https://www.idmedicaid.com/General%20Information/Remittance%20Advice%20Analysis.pdf
https://www.idmedicaid.com/User%20Guides/Trading%20Partner%20Account%20(TPA)%20User%20Guide.pdf
https://www.idmedicaid.com/User%20Guides/Trading%20Partner%20Account%20(TPA)%20User%20Guide.pdf
https://www.idmedicaid.com/Provider%20Guide/Provider%20Handbook.aspx
https://www.idmedicaid.com/Forms/Forms/Welcome.aspx
https://www.idmedicaid.com/Forms/Forms/Welcome.aspx
https://www.idmedicaid.com/Forms/Forms/Welcome.aspx
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1.10. Claim Reconsideration and Appeals 

1.10.1. Claim Review Request  
The Claim Review Request process is available to providers who want someone to physically 
review their claims. Timely filing and Coordination of Benefits (COB) payment are some 
examples of types of reviews that a provider may request.  For overpayments, see 
Adjustments Up to Two Years or Adjustments Beyond Two Years. 
 
To request a Claim Review, submit a Claim Review Request form found online on the Idaho 
DXC Technology Medicaid website. Follow the procedure outlined below.  
 
Check Claim Review Request on the Claim Review Request form, and complete the 
necessary information:  

• New or corrected claim form  
• Most current claim ID requiring review  
• Provider information  
• Participant information  
• Comments – any explanation needed to help in review  
• Attachments – any attachments you feel will help support your request as well as any 

required documentation (such as EOB with remark codes, timely filing, medical 
records, chart notes, or reports). 

 
Mail the Claim Review Request form and attachments to:  

 
DXC Technology Provider Correspondence 

P. O. Box 70082 
Boise, ID 83707 

1.10.2. Medicaid Review of Claim Determination 
A pre-appeal process is available to providers who want someone at the Medicaid Central 
Office to physically review their claim. To initiate a pre-appeal, follow the procedure outlined 
below. 
 
Check Medicaid Review on the Claim Review Request form, and complete the necessary 
information: 

• Original claim ID requiring review 
• Provider information 
• Participant information 
• Comments – any explanation needed to help in review 
• Attachments – any attachments you feel will help support your request as well as any 

required documentation (such as timely filing, medical necessity, notes, or reports) 
• You must include a copy of the DXC Technology Claim Review Determination 

Letter 
 
Mail the Claim Review Request form and attachments to the following address. 
 

 
 

DXC Technology Provider Correspondence 
P. O. Box 70082 
Boise, ID 83707 

https://www.idmedicaid.com/default.aspx
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1.10.3. Formal Appeal 
To formally appeal Medicaid’s Review of Claim Determination, send a written request for 
appeal to DHW. 
 
Submit the flowing information for the formal appeal. 

• Cover letter detailing why the formal appeal is requested 
• Copy of Medicaid Review of claim Determination Letter 
• Copy of DXC Technology review letter 
• Copy of claim and all attachments or new claim for possible resubmission 
• Copy of the applicable RA 

 
Send formal appeal documents using the following contact information. 
 

Administrative Procedures Section 
Idaho Department of Health and Welfare 

450 West State Street 10th floor 
P.O. Box 83720 

Boise, ID 83720-0036 
Fax: 1 (208) 334-6558 

 
Medicaid will review the claim and respond in writing with the final determination. 

1.11. Third Party Recovery (TPR) 
This section covers the Third-Party Recovery (TPR) situations that may apply to providers 
working with Idaho Medicaid participants. It briefly describes how DXC Technology processes 
TPR claims. In accordance with Federal regulations 42 CFR-433.135-139, the Division of 
Medicaid or its designee must take all reasonable measures to determine the legal liability of 
third parties to pay for medical services under the plan. 
 
A third party is any insurance company, private individual, corporation, or business that can 
be held legally responsible for the payment of all or part of the medical or dental costs of a 
participant. Third parties could include: 

• Medicare; 
• Group health insurance; 
• Workers’ compensation; 
• Homeowners’ insurance; 
• Automobile liability insurance; 
• Non-custodial parents or their insurance carriers; or 
• An individual responsible for a Medicaid participant’s injury (a person who committed 

an assault on a participant, for instance). 
 
Federal regulations require providers to bill all known insurance companies before submitting 
a claim to Medicaid. See Exclusions section, for the exceptions to this requirement. 

1.11.1. Participant Responsibility 
The provider must accept the Medicaid allowed amount as payment in full. The provider 
cannot bill the participant for any balance remaining after the primary insurance and Medicaid 
have both paid. This also includes claims with third-party liability where Medicaid’s 
reimbursement methodology considers the third-party payment to have covered the claim in 
full and no additional amount is paid by Medicaid.   



 
Idaho Medicaid Provider Handbook   General Billing Instructions 

March 31, 2020                                                                                                                Page 37 of 56 
  

1.11.2. Exclusions 
At this time, services federally excluded from TPR requirements are:  

• Prenatal care and early and periodic screening and diagnosis program services, when 
a liable third party has not made payment within 90 days after the date the provider 
of such services has initially submitted a claim to such third party for payment for such 
services, in accordance with section 1902(a)(25)(E) of the Social Security Act.    

o Screening and diagnosis program services include: 
 Regularly scheduled examinations and evaluations of the general 

physical and mental health, growth, development, and nutritional status 
of children under age 21, provided in accordance with reasonable 
standards of medical and dental practice, 

 Appropriate immunizations, and 
 Diagnosis of defects of vision, hearing, dental needs, and other health 

conditions 
 
Services for treatment of individuals under the age of 21 are not excluded from TPR 
requirements. 

1.11.3. Determining Other Insurance Coverage 
Use MACS, the Idaho DXC Technology Medicaid website, or other successfully tested vendor 
software to determine if a participant has other insurance coverage before billing Idaho 
Medicaid.  
 
The name of the insurance company and the type of coverage is given. If there is other 
insurance coverage, note the information on the other insurance carrier and bill the other 
insurance before billing Medicaid. 
 

Third Party Recovery (TPR) Coverage Codes 
Code Description 
0001 Full coverage 
0002 Full coverage, no dental 
0003 Full coverage, no dental, no drugs 
0004 Full coverage, no vision 
0005 Full coverage, no dental, no vision 
0006 Accident only policy 
0007 Hospital only policy 
0008 Surgical policy 
0009 Accident & hospital only 
0010 Cancer only policy 
0011 Dental only 
0012 Drug only 
0013 Vision 
0014 Medicare Part A 
0015 Medicare Part B 
0016 Medicare supplement, no drug 
0017 Full coverage with dental, no drug 
0018 Medicare supplement with drug 
0025 Full coverage, no dental, no vision, no drug 
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Third Party Recovery (TPR) Coverage Codes 
Code Description 
0027 Medicare HMO 
0029 Unknown 
0038 Air ambulance coverage 
0039 LTC/nursing home coverage 
0040 Full coverage, no vision, no drug 
0041 Medicare HMO 
0042 Medicare Advantage, Part A & B only 
0043 Medicare Advantage, Part A & B with drug 
0044 Medicare Advantage, Part A & B with dental 
0045 Medicare Advantage, Part A & B with dental and drug 
0046 Medicare Advantage, Part A & B with vision 
0047 Medicare Advantage, Part A & B with drug and vision 
0048 Medicare Advantage, Part A & B with dental and vision 
0049 Medicare Advantage, Part A & B with dental, vision, and drug 
0050 Medicaid/Medicaid Coordinated Plan 
0051 Medicare Part C 

 
Refer to the TPR Carrier Codes document for carrier codes. If you do not find the carrier on 
the list, please call HMS 1 (800) 873-5875 for the appropriate carrier code. 

1.11.4. Coordination of Benefits (COB) 
In accordance with Federal regulations 42 CFR-433.135-139, the Division of Medicaid or its 
designee must take all reasonable measures to determine the legal liability of third parties to 
pay for medical services under the plan.  
 
A third party is any insurance company, private individual, corporation, or business that can 
be held legally responsible for the payment of all or part of the medical or dental costs of a 
participant. Third parties could include: 

• Medicare;  
• Group health insurance;  
• Workers’ compensation;  
• Homeowners’ insurance;  
• Automobile liability insurance;  
• Non-custodial parents or their insurance carriers; or  
• An individual responsible for a Medicaid participant’s injury (a person who committed 

an assault on a participant, for instance).  
 
The Coordination of Benefits (COB) calculation is performed at the claim level for all claims. 
COB calculation is not performed line by line. COB amounts entered at the claim detail level 
are summed up for the claim and then the COB calculation is performed. The payment is then 
distributed to the claim detail lines.  
 
The Department is not liable for penalties levied against a provider by a third-party payor. 
Any amount deducted from a payor’s reimbursement for a penalty will not be included in the 
COB calculation. For example, if Medicare decreases reimbursement on a claim due to a 
penalty, the amount used in the COB calculation is what Medicare would have reimbursed if 
no penalty was applied. 

https://www.idmedicaid.com/Reference/TPR%20Carrier%20Codes.pdf
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All claims will now be priced in one of three ways: 
 

1. Member Responsibility 
Add together the primary’s coinsurance, co-pay, and deductible.  If no coinsurance, 
co-pay, and/or deductible are reported, then the payment is zero. 
 
Claims paid with this method: 
• Medicare Part A 
• Hospital Inpatient 
• QMB-Only participants 

 
Examples of Member Responsibility calculations: 

Provider Billed Amount: $100.00 
Primary Ins Allowed Amount: $80.00 
Primary Ins Paid Amount: $64.00 
Primary Ins Deductible: $0.00 
Primary Ins Co-Insurance: $0.00 
Primary Co-Pay: $16.00 
Medicaid Allowed Amount: $70.00 

Medicaid will pay $16 

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance: $0.00  
Primary Co-Pay: $16.00  
Medicaid Allowed Amount: $60.00 

Medicaid will pay $0  
(Primary paid more than 
Medicaid allowed.) 
 
For QMB-Only Medicaid 
will pay $16.00  

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $8.00  
Primary Co-Insurance: $0.00 
Primary Co-Pay: $8.00  
Medicaid Allowed Amount: $90.00 

Medicaid will pay $16  

 
2. Medicaid-Allowed Minus Primary Insurance Payment 

Take the Medicaid contract amount minus COB paid amount. 
 
Claims paid with this method: 
• RHC, FQHC, IHC (benefit) 
• Long Term Care (contract) 

 
Examples of Medicaid-Allowed Minus Primary Payment calculations: 
 
Provider Billed Amount: $100.00 
Primary Ins Allowed Amount: $80.00 
Primary Ins Paid Amount: $64.00 
Primary Ins Deductible: $0.00 
Primary Ins Co-Insurance: $0.00 
Primary Co-Pay: $16.00 
Medicaid Allowed Amount: $70.00 

Medicaid will pay $6 
 
For QMB-Only Medicaid 
will pay $16.00 
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Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance:$0.00  
Primary Co-Pay: $16.00  
Medicaid Allowed Amount: $60.00 

Medicaid will pay $0  
 
For QMB-Only Medicaid 
will pay $16.00 

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $8.00  
Primary Co-Insurance: $0.00 
Primary Co-Pay: $8.00  
Medicaid Allowed Amount: $90.00  

Medicaid will pay $26  
 
For QMB-Only Medicaid 
will pay $16.00 

 
3. Lesser of Member Responsibility or Medicaid-Allowed Amount Minus Primary 

Insurance Payment 
 
Whichever is the lesser of: 
 
Add together the primary’s coinsurance, co-pay, and deductible.  If no reported 
coinsurance, co-pay, and/or deductible, then the payment is zero (Member 
Responsibility).  For commercial claims, if there is no reported coinsurance, co-pay, 
and/or deductible, then the payment follows Medicaid-Allowed Minus Primary 
Insurance Payment. 
 
OR 
 
Subtract the COB-paid amount from the Medicaid allowed amount.  When the 
Medicaid-Allowed Minus Primary Insurance Payment is less than COB paid, then the 
payment is zero. 
 
Claims paid with this method: 

• Medicare Part B (including those on a denied Part A claim) 
• Professional Services 
• Hospital Outpatient 

 
Examples of Lesser of calculations: 
 
Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance: $16.00 
Primary Co-Pay: $0.00  
Medicaid Allowed Amount: $70.00  
 
Member Responsibility: $16.00  

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance: $0.00 
Primary Co-Pay: $16.00  
Medicaid Allowed Amount: $70.00 
 
Medicaid Allowed Minus Primary’s 
Payment: $6.00  

Medicaid will 
pay $6  
 
For QMB-Only 
Medicaid will 
pay $16.00 

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance: $0.00 

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $0.00  
Primary Co-Insurance: $0.00 

Medicaid will 
pay $0  
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Primary Co-Pay: $16.00  
Medicaid Allowed Amount: $60.00 
 
Member Responsibility: $16.00  

Primary Co-Pay: $16.00  
Medicaid Allowed Amount: $60.00 
 
Medicaid Allowed Minus Primary’s 
Payment: $0.00  

For QMB-Only 
Medicaid will 
pay $16.00 

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $8.00  
Primary Co-Insurance: $0.00 
Primary Co-Pay: $8.00  
Medicaid Allowed Amount: $90.00  
 
Member Responsibility: $16.00  

Provider Billed Amount: $100.00  
Primary Ins Allowed Amount: $80.00  
Primary Ins Paid Amount: $64.00  
Primary Ins Deductible: $8.00  
Primary Co-Insurance: $0.00  
Primary Co-Pay: $8.00  
Medicaid Allowed Amount: $90.00  
 
Medicaid Allowed Minus Primary’s 
Payment: $26.00  

Medicaid will 
pay $16  

 
Important note: It is necessary to report the Medicare/Other Insurance allowed, paid, 
deductible, coinsurance, and co-payment amounts accurately for correct payment 
consideration. 
 
*Note: Medicare Excluded Services do not require a Medicare Remittance Notice (MRN) to be 
considered by Medicaid. If the participant’s coverage is handled through a private insurance 
carrier that is not Medicare, then the provider must submit an Explanation of Benefits (EOB) 
from the primary insurance.   
 
Participants Enrolled as ‘QMB Only’ Will Have Medicare as the Primary Carrier 
It is important to remember that participants who have QMB-Only (i.e., rate code 68 only) 
are not eligible for Medicaid benefits.  Idaho Medicaid pays only the Member Responsibility 
portion of claims for QMB-Only participants across all provider types. Member Responsibility 
is calculated by adding together the primary payers’ coinsurance, co-pay, and deductible.  If 
no coinsurance, co-pay, and/or deductible are reported, then the Medicaid payment is zero.  
 
*Note: No payments are made for Medicare non-covered services. 
 
Professional Claims 
Medicaid’s payment for services will be calculated according to the Lesser Of methodology.  
The payment will be the lesser of the primary insurance’s co-insurance, co-pay, and 
deductible, or the primary’s insurance payment subtracted from the Medicaid allowed amount.  
When the Medicaid allowed amount is less than COB paid, the payment is zero. 
 
Hospital Claims – Inpatient 
Medicaid’s payment for services will be calculated according to the Member Responsibility 
methodology.  If no co-insurance, co-pay, or deductible are reported the payment is zero. 
 
Hospital Claims – Outpatient 
Medicaid’s payment for services will be calculated according to the Lesser Of methodology.  
When the Medicaid allowed amount is less than COB paid, the payment is zero.  When 
Medicare reports zero for non-covered services, then DHW processes claims as Primary and 
pays the Medicaid allowed amount. 
 
Professional Claims for Medicare Non-covered Service 
Medicaid’s payment for services will be calculated according to the Lesser Of methodology.  
When the Medicaid allowed amount is less than COB paid, the payment is zero.  When 



 
Idaho Medicaid Provider Handbook   General Billing Instructions 

March 31, 2020                                                                                                                Page 42 of 56 
  

Medicare reports zero for non-covered services, then DHW processes claims as Primary and 
pays the Medicaid allowed amount. 
 
Long Term Care Facility 
Medicaid’s payment for services will be calculated according to the Medicaid-Allowed Amount 
Minus Primary Insurance Payment methodology.  Then minus any unpaid Share of Cost (SOC) 
amount.  When the Medicaid allowed amount is less than COB paid, the payment is zero. 
 
FQHC/RHC/IHC 
Medicaid’s payment for services will be calculated according to the Medicaid-Allowed Amount 
Minus Primary Insurance Payment methodology.  When the Medicaid allowed amount is less 
than COB paid, the payment is zero. 
 
Medicare Covered/Medicare Non-covered 
Claims submitted with both Medicare covered and Medicare non-covered services on the same 
claim will be denied.  The provider must split bill covered and non-covered services. 
 
The exception to this rule is Medicare excluded services or when the provider reports modifiers 
GY or GZ on a Medicare non-covered service for which they expect no payment from Idaho 
Medicaid.  Excluded services are those that Medicare will never pay for, vs. non-covered, 
which Medicare may pay in certain circumstances. 
 
Authorization Requirements with Medicare  
When Medicare is the primary carrier for payment, the authorization requirement for DHW 
does not apply.  Medicare guidelines are followed.  If Medicare denies the claim, Idaho 
Medicaid becomes the primary payer and Idaho Medicaid’s prior authorization, processing, 
and payment rules apply. 
 
Documentation Requirements 
If Medicare denies the claim, Idaho Medicaid becomes the primary payer and Idaho Medicaid’s 
documentation, processing, and payment rules apply. 
 
Crossover Claims 
Crossover claims may require rebilling to Medicaid with appropriate Medicaid approved coding 
for consideration (e.g., FQHC/RHC/IHC, LTC, waiver service providers, agency-professional 
provider types). 

1.11.5. Processing Third Party Recovery (TPR) Claims 
The claim must be submitted correctly to the responsible third party before it may be 
submitted to Medicaid. After receiving either a partial payment or a denial from an 
insurance company, submit the claim to Medicaid for payment consideration along with a 
copy of the explanation of benefits (EOB) including the information for the claim and the 
explanation of the remark codes. Do not wait to submit claims to Medicaid if doing so would 
cause the claim to be denied for timely filing. See the Timely Filing Limit section for more 
information. 

 
When submitting the claim to Medicaid, verify that the dates of service, units, detail charges, 
and total charges are the same on the primary insurance EOB and on the claim to Medicaid. 
If the other insurance carrier denied the claim, submit the claim to DXC Technology for 
processing. A copy of the other insurance company’s EOB (both detail about the claim and an 
explanation of the remark codes) must be attached to the claim to document the other 
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insurance company’s denial. The denial must be validated before the claim can be processed 
by DXC Technology. 
 
A paper EOB from the other insurer is included with paper claims, including the EOB claim 
resolution message from the other insurance and the explanation of any remark codes. Since 
there are hundreds of insurers, each with their own remark coding system, Idaho Medicaid 
cannot process a claim unless the EOB number and message is included with the paper 
claim. 
 
Fill in the other insurance paid amount in the appropriate field of the claim. If the insurance 
pays at zero, 0.00 must be recorded in the appropriate field or the claim will be denied. 
These claims must be submitted to Medicaid with the EOB attached. 

1.11.5.1. Electronic Third-Party Claims 
HIPAA Remittance Advice Remark Codes (RARC) replace the third-party EOB codes that were 
formerly used on both paper and electronic third-party claims. They explain how the claim 
was processed and give additional information about the payment of benefits or denial of the 
claim by the third-party payer. 
 
For electronic/EDI claims, the current RARC(s) are required on all TPR transactions. For paper 
claims and online entry claims, attach the required EOB(s) from the other insurance(s); these 
EOB(s) would also use the same RARC. 
 
The RARC are updated three times a year by CMS. A current list of the RARC codes can be 
found on the Washington Publishing Company website.  
 
Further information can also be obtained online at www.healthandwelfare.idaho.gov, the 
Idaho DXC Technology Medicaid website, or by contacting Provider Services at 1 (866) 686-
4272. 

1.11.5.2. Third Party Recovery (TPR) Fields on Paper Claim 
Forms 

The following table lists all the paper claim forms used by Idaho Medicaid and the fields used 
for TPR by number. 
 

Third Party Recovery (TPR) Fields on Paper Claim Forms 

Form 
Service 

Line 
Charge 

Total 
Charges 

Other 
Insurance 
Payment 

Balance 
Due Comments 

CMS-1500 
claim form 

24F 28 29 30 19 
$ Charges Total Charge Amount Paid Balance  

Due 
Reserved for 
local use 

UB-04  
claim form 

(not used) 23 54 55 80 
 Enter the 

total of all 
claim 
charges 

Prior 
Payments 

Estimated 
Amount 
Due 

Remarks 

 

1.11.5.3. Split Claims 
Sometimes claims are billed to other insurance companies with more lines than will fit on the 
Medicaid paper claim form. To create a matching claim, the claim must be split. 

http://www.wpc-edi.com/reference/codelists/healthcare/remittance-advice-remark-codes/
http://www.healthandwelfare.idaho.gov/
https://www.idmedicaid.com/Default.aspx
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If the other insurance’s EOB has more detail lines than will fit on the claim form, divide the 
claim into two or more separate claims. Submit the first lines on one claim form and the 
remaining lines on additional claim forms. Write Split Claim in Field/Box 19 of the CMS-1500 
claim form, or Field/Box 80 of the UB-04 claim form. Total each claim. Pro-rate the third-
party payments to match the lines billed Attach a separate copy of the EOB to each split claim. 
 
When billing electronically, it is not necessary to split a claim unless the provider is submitting 
more than the maximum number of detail lines allowed on the claim. 

• Professional claims: Up to 50 details 
• Institutional claims: Up to 999 details 

 
Note: ICD-10-CM codes S00 to T88.9 are injury diagnoses. For more on using diagnosis codes 
in this range see the section titled, Third Party Recovery, before submitting your claim. This 
helps prevent an unnecessary claim denial. 

1.11.5.4. Unacceptable Denial Codes 
A billing or timeliness error is not considered a valid denial for the purposes of satisfying the 
requirement to bill all other insurances. The following are examples of denials that will not be 
accepted for paper, online, or electronic claims: 

• Claim lacks information that is needed for adjudication; 
• Prior Authorization required; 
• Patient cannot be identified as our insured; 
• Claim filed past filing time limit; and 
• Duplicate of a previously submitted claim. 

1.11.6. Claims for Dually Eligible Participants 
When a participant is enrolled in (or eligible for) Medicare Part A and Part B and is eligible for 
full Medicaid, the participant is considered to be a full dual eligible participant. 
 
Dual eligible participants meeting the criteria above and that are 21 years of age or older, 
residing in a Medicare-Medicaid Coordinated Plan (MMCP) coverage area, are eligible to 
voluntarily enroll in the MMCP with an MMCP health plan. 
 
Dual eligible participants meeting the criteria above, that are 21 years of age and residing in 
an Idaho Medicaid Plus coverage area, and who do not voluntarily enroll in MMCP, and who 
are not in an exempt or excluded population are required to enroll in an Idaho Medicaid Plus 
Plan (IMPlus). Participants who do not make an active selection for a health plan to administer 
their IMPlus coverage will automatically be enrolled in IMPlus and auto-assigned to a 
participating health plan. 
 
For participants enrolled in IMPlus or MMCP, see General Information and Requirements for 
Providers, Idaho Medicaid Provider Handbook for billing information related to IMPlus and 
MMCP. 
 
A participant’s Medicare Part A and Part B information is available by calling MACS and 
choosing the other insurance menu option. 

https://www.idmedicaid.com/General%20Information/General%20Information%20and%20Requirements%20for%20Providers.pdf
https://www.idmedicaid.com/General%20Information/General%20Information%20and%20Requirements%20for%20Providers.pdf
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1.11.6.1. Billing Medicare 
Providers must enroll with the Idaho Medicaid Program separately from Medicare. If the 
participant is dually eligible for Medicare and Medicaid, Medicare must be billed first. Claims 
submitted to Medicare are electronically crossed over to Medicaid.  

• Claims that do not automatically cross over from Medicare must be submitted to 
Medicaid with a Medicare Remittance Notice (MRN) attached. The MRN must include 
the Medicare payment or non-payment reason code. 

• If the MRN does not clearly identify that it is a MRN, write on the top right margin of 
the claim or the MRN, ”Medicare MRN” or ”Medicare HMO”, if applicable to help sort 
the claim. 

1.11.6.2. Qualified Medicare Beneficiaries (QMB) 
Medicare/Medicaid Billing  

Participants who are enrolled only as QMB are eligible for Medicare covered services only up 
to Medicare’s allowed amount from Idaho Medicaid. Claims filed secondary to Medicare and 
sent to us electronically by Medicare are called crossover claims. On the RA the payment of 
these charges appears on the first detail line of the paid claim on the Professional Crossover 
Claims page. 
 
Services denied or not covered by Medicare for QMB participants will be denied if billed to 
Medicaid. Services denied or not covered by Medicare for participants who are dually eligible 
may be submitted electronically or on a separate paper form. These claims are not considered 
crossover claims. Medicaid processes these charges as the primary payer. 
 
Each claim form must be submitted with an MRN attached. All claims submitted online or on 
paper must match the MRN exactly. 
 
When an MRN contains covered and non-covered services (for dually eligible QMB participants 
only), submit two separate claims to Medicaid. 

• One claim for the covered Medicare dually eligible portion with the MRN attached. 
• Second claim for the non-covered Medicare services with the MRN denial attached. 

Indicate Medicare Non-Covered Benefit in comments or remarks field of your claim form. 

1.11.6.3. Medicare Advantage 
To ensure the claim is processed correctly, claim forms must be filled out completely. If the 
EOB does not designate Medicare Advantage, specify which plan is indicated in box 9D or 11C 
on the CMS-1500. On the UB-04, indicate the plan in box 50. 

1.11.6.4. Split Claims 
Claims cannot be submitted with both Medicare covered and Medicare non-covered services 
on the same claim. Claims will be denied so the provider can split bill services.  
 
An exception to this rule is if modifier GY and/or GZ are reported on Medicare non-covered 
services. These services will be allowed to be billed together on the same claim with a 
Medicare covered service. 
 
Sometimes claims are billed to Medicare with more lines than will fit on the paper claim form. 
To create a matching paper claim, the claim must be split. If the Medicare Remittance Notice 
(MRN) has more detail lines than will fit on the claim form, split the claim. Submit two claims 
with the first lines on one claim form and the remaining lines on additional claim forms. Write 
Split Claim in Field/Box 19 of the CMS-1500 claim form or in Field/Box 80 of the UB-04 
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claim form. Leave the fields for amount paid and balance due blank. Attach a separate copy of 
the EOMB to each split claim. Total each claim. 
 
When billing electronically, it is not necessary to split a claim unless the provider is submitting 
more than the maximum number of details allowed on the claim. 

• Professional claims: Up to 50 details 
• Institutional claims: Up to 999 details 

1.11.6.5. Electronic Crossover Claims 
Medicare Part B services billed by Idaho providers cross over electronically from the Medicare 
carrier to DXC Technology. This process occurs automatically when the Medicare claim shows: 

• Assignment was accepted 
• Participant’s Idaho MID number 
• Provider’s Medicare number 

 
Providers may submit Part B services directly to Idaho Medicaid.  

1.11.6.6. Paper Claims for Dually Eligible Participants 
Information on dually eligible claims submitted on paper must match the information on the 
MRN exactly. The dates of service and dollar amounts must be the same as those on the MRN. 
File a separate claim for each claim on the MRN. Participants with both Medicare and private 
insurance must have an EOB from both carriers attached to the Medicaid claim form. 
When billing paper claims for dually eligible participants: 

• Use the participant’s MID number. 
• Use the Idaho Medicaid provider number. 
• Fill in all of the same required fields as on standard Medicaid claims. 
• Sign and date all claims. 
• Attach the MRN to the claim and make sure that the MRN is clearly identified as 

Medicare, Medicare HMO, or Medicare Supplement on the claim form or MRN; include 
any explanations of the remark code(s). 

• Make sure all attachments are on 8 1/2" x 11" paper. 
 
If the participant is not Medicaid eligible for a certain date of service, do not enter those 
charges on the claim. Put a note on the front of the claim explaining that this is why the 
MRN does not match the claim. 

1.11.6.7. Crossover Errors 
Occasionally, a claim from Medicare does not automatically crossover to DXC Technology. 
This occurs when the Medicare and Medicaid participant numbers on file do not match. If a 
claim does not appear on the Medicaid remittance advice (RA) within four weeks after 
Medicare payment, submit a claim to Medicaid for processing. Call DXC Technology Provider 
Enrollment at 1 (866) 686-4272 to verify that all provider numbers are on file to allow for 
automatic crossover. 
 
Note: Medicaid claims must be submitted within 6 months of the payment date of the 
Medicare EOB. 

1.11.6.8. Resubmitting Crossover Claims 
Dually eligible claims returned to the provider for any reason by Medicare must be resubmitted 
as a claim. Attach the original claim and any other supporting documentation to a copy of the 
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MRN. Be sure to include your provider number and the participant’s Medicaid identification 
(MID) number. 
 
The claim dates of service, billed amounts and the MRN must match. Occasionally, Medicare 
combines or splits claims to expedite processing. When this happens, change the Medicaid 
claim form to match the Medicare Remittance Notice. The services Medicare processes as a 
single claim under one claim number must match exactly the service billed on the claim 
submitted to Medicaid, with the exception as noted in the Hospital, Idaho Medicaid Provider 
Handbook section Emergency/Observation Room Visit Exceeding Census Hour. 
 
Lab services are usually paid at 100 percent of the approved amounts. The claim total will 
differ from the total billed on the MRN if you do not bill these charges to Medicaid. A notation 
on a claim (Field/Box 19 of the CMS-1500 claim form) stating that the lab charges were paid 
reduces the chance of a claim being returned in error. 
 
Note: Providers who qualify for Medicare payment but have not applied to Medicare must 
register their National Provider Identifier (NPI) with Medicare and bill Medicare before billing 
Medicaid for all Medicare-covered services. 

1.11.6.9. Medicare/Medicaid Crossover Inquiries 
For inquiries regarding Medicare/Medicaid crossover claims, write or call the related fiscal 
intermediary or carrier listed below. 
 
Part A Medicare: 

Noridian Administrative Services 
P.O. Box 6726 

Fargo, ND 58108-6726 
Provider Number: 1 (866) 497-7857 or TTY Line 1 (866) 967-7902 

Beneficiary Number: 1 (800) 633-4227 
 
Part B Medicare: 

Noridian Administrative Services 
P.O. Box 6701 

Fargo, ND  58108-6701 
Provider Number: 1 (877) 908-8431 or TTY Line 1 (877) 261-4163 

Beneficiary Number: 1 (800) 633-4227 or TTY/TDD Line 1 (877) 486-2048 
 
DME Jurisdiction D: 

Noridian JD DMEP.O. Box 6727 
Fargo, ND 58108-6727 

Provider Number:     1(877) 320-0390 
Participant Number:  1(800) 633-4227 

1.11.7. Injury Liability 
All claims submitted with a diagnosis indicating injury will be reviewed for possible liability 
recoveries. Claims are still subject to timely filing requirements. Include all documentation 
regarding the injury with the claim or on the electronic claim record, even if there are several 
claims for the same injury. Claims are reviewed separately and each stands on its own merit.  
 
All possible third party involvement must be investigated for injury liability. The participant 
should be contacted for information about the circumstances of the injury. If investigation 
reveals no third party liability or shows the claim is not accident related, submit the claim to 

https://www.idmedicaid.com/Provider%20Guidelines/Hospital.pdf
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Medicaid with information regarding attempts made to identify a third party or obtain accident 
information. The information must include that at least three attempts were made. Document 
the person(s) to whom the provider spoke and the date and time of the contacts. 
 
To prevent a claim from being denied for additional information, providers should submit 
letters of denial; maximums met, no liability, or other documentation, with the claim. Indicate 
in Field/Box 19 of the CMS-1500 claim form, or Field/Box 80 of the UB-04 claim form the 
following information: 

• How the injury occurred; 
• If the injury is not accident related; 
• Where the injury occurred (home, someone else’s home, work, commercial property, 

auto, etc.); 
• Date the injury occurred;  
• Dates, times and names of person contacted for information, if applicable; and 
• Name and phone number of the attorney, if applicable. 

1.11.7.1. Injury Liability: Inpatient Coordination of Benefits 
For inpatient claims with payments from a Third Party Liability payer:  

• In the total allowed amount field enter the Medicaid allowed amount; and 
• In the co-insurance field enter the difference between the Medicaid allowed amount 

and the Third Party Liability payer amount that was received in order to accurately 
calculate Medicaid reimbursement. For example: 

 
Coordination of Benefits (COB) 

Total Allowed Amount Medicaid Allowed Amount 
Total Paid Amount Payment from Third Party Liability payer 
Total Deductible Amount $0.00 
Total Coinsurance Amount Medicaid Allowed Amount – Payment from Third Party Liability 

payer 
Total Co-pay Amount $0.00 

1.11.7.2. Litigation Cases 
When an injury claim is in litigation or may go to litigation the provider must choose one of 
the following options:  

Option One: Submit the claim to Medicaid 
Medicaid will pay up to the allowed amount for the services billed. The provider agrees to 
accept what Medicaid paid as payment in full. The provider is prohibited from submitting those 
same charges for reimbursement in the litigation. The provider cannot later refund Medicaid 
and accept a payment from litigation.  

Option Two: Pursue payment through litigation 
The provider forgoes payment from Medicaid. Regardless of the litigation’s outcome, the 
provider may not bill Medicaid or the Medicaid participant for those services. 

1.11.8. Third Party Recovery (TPR) Inquiries 
Send direct inquiries regarding TPR and insurance information to HMS.  
 

HMS 
P.O. Box 2894 

Boise, ID 83701 
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1 (208) 375-1132 or 1 (800) 873-5875 
 
Provider representatives are available Monday through Friday from 8 A.M. – 5:30 P.M., MT, 
Monday – Friday excluding State holidays. 
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Appendix A. CMS-1500 Claim Form 

 

  



 
Idaho Medicaid Provider Handbook   General Billing Instructions 

March 31, 2020                                                                                                                Page 51 of 56 
  

Appendix B. UB-04 Claim Form 
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Appendix C. General Billing Instructions, Provider Handbook 
Modifications 

Version Section Update Publish 
Date SME 

70.0 All Published version 03/31/2020 TQD 
69.1 1.11.3 Determining 

Other Insurance 
Coverage 

Added code 51 and description, Medicare 
Part C, to support CCF 10821B2, SSNRI. 

03/26/2020 M Payne 
F Clarke 
E Garibovic 

69.0 All Published version 01/27/2020 TQD 
68.1 1.11.4 Coordination of 

Benefits (COB) 
Clarfified that coinsurance and 
copayment must be reported separately. 
Updated the example tables to reflect.  

01/24/2020 M Payne 
J Kennedy-King 

68.0 All Published version 01/01/2020 TQD 
67.44 Appendix C. Section 

Modifications 
Renamed General Billing Instructions, 
Provider Handbook Modifications. 
Removed changes older than three 
years. 

12/20/2019 W Deseron 
E Garibovic 

67.43 1.11.5. Processing 
Third Party Recovery 
(TPR) Claims 

Clarified that claims must still meet 
timely filing. 

12/20/2019 W Deseron 
E Garibovic 

67.42 1.11.4. Coordination of 
Benefits (COB) 

Clarified Idaho Medicaid is not liable for 
third-party payor penalties. 

12/20/2019 W Deseron 
E Garibovic 

67.41 1.11.1.  Participant 
Responsibility 

Clarified payment in full. 12/20/2019 W Deseron 
E Garibovic 

67.40 1.32 Retrospective 
Review 

Section deleted. Moved to General 
Provider and Participant Information. 

12/20/2019 W Deseron 
E Garibovic 

67.39 1.7.  Claims Submission Renamed Claim Submission. 12/20/2019 W Deseron 
E Garibovic 

67.38 1.6.2.  Medically 
Unlikely Edits (MUE) 

New subsection. 12/20/2019 W Deseron 
E Garibovic 

67.37 1.6.1.  Procedure-to-
Procedure (PTP) Edits 

New subsection. 12/20/2019 W Deseron 
E Garibovic 

67.36 1.6 National Correct 
Coding Initiative 

Moved from under Required Coding. 12/20/2019 W Deseron 
E Garibovic 

67.35 1.28.11 Provider's 
Billing Information 

Deleted section. Moved to General 
Provider and Participant Information 
handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.34 1.5.3.10. Modifier XU: 
Unusual Non-
Overlapping Service 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.33 1.5.3.9. Modifier XS: 
Separate Structure 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.32 1.5.3.8. Modifier XP: 
Separate Practitioner 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.31 1.5.3.7. Modifier XE: 
Separate Encounter 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.30 1.5.3.6.  Modifier JW: 
Medical Waste of Drugs 
and Biologicals 

New section header. 12/20/2019 W Deseron 
E Garibovic 

67.29 1.5.3.5.  Modifier 59: 
Separate Encounters 
and Distinct Procedures 

New section header. Incorporates 
MedicAide newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.28 1.5.3.4. Modifier 53: 
Discontinued Procedure 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.27 1.5.3.3. Modifier 52: 
Reduced Services 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.26 1.5.3.2.  Modifier 51: 
Multiple Surgical 
Procedures 

New section header. Clarified that ASC 
must use modifier. 

12/20/2019 W Deseron 
E Garibovic 

67.25 1.5.3.1 Modifier 50: 
Bilateral Procedure 

New section. 12/20/2019 W Deseron 
E Garibovic 
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Version Section Update Publish 
Date SME 

67.24 1.5.2. HCPCS for 
Medications 

New section. Incorporates MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.23 1.5.1. Unlisted 
Procedure Codes 

Renamed Miscellaneous, Not Otherwise 
Classified or Unlisted Procedure Codes. 

12/20/2019 W Deseron 
E Garibovic 

67.22 1.5. Codes for Medical 
Billing 

Renamed Required Coding. 12/20/2019 W Deseron 
E Garibovic 

67.21 1.4.4. Provider 
Signature 

New section. Moved from General 
Provider and Participant Information 
handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.20 1.4.3. UB-04 
Instructions 

New section. Incorporates previous 
handbook UB-04 Instructions. 

12/20/2019 W Deseron 
E Garibovic 

67.19 1.4.2. CMS-1500 
Instructions 

New section. Incorporates previous 
handbook CMS-1500 Instructions. 

12/20/2019 W Deseron 
E Garibovic 

67.18 2.5.3.2. Participant 
Name 

Section header deleted. Moved up into 
Participant Billing Identification. 

12/20/2019 W Deseron 
E Garibovic 

67.17 2.5.3.1.  Medicaid 
Identification Number 
(MID) 

Section header deleted. Moved up into 
Participant Billing Identification. 

12/20/2019 W Deseron 
E Garibovic 

67.16 1.4.1.  Participant 
Billing Information 

Renamed Participant Billing 
Identification. 

12/20/2019 W Deseron 
E Garibovic 

67.15 1.4 Idaho Medicaid 
Claim Standards 

Renamed Claim Form Instructions. 12/20/2019 W Deseron 
E Garibovic 

67.14 1.26.9 Wellness Exams Deleted. Redundancy. 12/20/2019 W Deseron 
E Garibovic 

67.13 1.26.8 Telehealth 
Services 

Deleted. Redundancy. 12/20/2019 W Deseron 
E Garibovic 

67.12 1.2.7 Procedure Codes 
without a Price on the 
Fee Schedule 

Renamed Manually Priced Goods and 
Services. Moved from Idaho Medicaid 
Claim Standards. Incorporated MedicAide 
newsletter article. 

12/20/2019 W Deseron 
E Garibovic 

67.11 1.26.7 Service 
Limitations 

Moved to General Provider and 
Participant Information handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.10 1.26.6 Provider 
Licensing 

Moved to General Provider and 
Participant Information handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.9 1.2.6. Prior 
Authorization (PA) 

Clarified inpatient claim requirement for 
pa on claim header or each claim line. 

12/20/2019 W Deseron 
E Garibovic 

67.8 1.2.5. Place of Service 
11: Office 

New section. Clarifies definition for billing 
place of service: office. 

12/20/2019 W Deseron 
E Garibovic 

67.7 1.26.3 Interpretive 
Services 

Deleted section. Redundancy. 12/20/2019 W Deseron 
E Garibovic 

67.6 1.26.1 Dental Moved to General Provider and 
Participant Information handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.5 1.2.2. Determining How 
to Bill Units for 15-
Minute Timed Codes 

Renamed Billing 15-Minute Timed Codes. 
Moved under Medicaid Billing Policies. 
Incorporated MedicAide newsletter 
articles and CMS guidance. 

12/20/2019 W Deseron 
E Garibovic 

67.4 1.2.1. Billing Procedure 
for Date Spanning. 

Moved under Medicaid Billing Policies. 12/20/2019 W Deseron 
E Garibovic 

67.3 2.2 Participant 
Responsibility. 

Moved to General Provider and 
Participant Information handbook. 

12/20/2019 W Deseron 
E Garibovic 

67.2 2.1 Online Portal 
Access 

Section deleted. Redundancy. 12/20/2019 W Deseron 
E Garibovic 

67.1 1.1. General Billing 
Information 

Renamed General Billing Instructions. 
Added explanation of book. 

12/20/2019 W Deseron 
E Garibovic 

67.0 All Published version 5/30/2019 TQD 
66.1 2.11.7-2.11.7.2 Injury 

Liability 
Med Pay IHA verbiage update 5/30/2019 E Garibovic 

 
66.0 All Published version 1/17/2019 TQD 
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65.2 2.3.5.1 Medicaid Prior 
Authorization (PA) / 
Prior Authorization (PA) 
Forms 

Clarification to the handbook referenced 1/17/2019 E Garibovic 
J Pinkerton 

65.1 2.3.5 Prior 
Authorization (PA) 

Add Transition Management to the list of 
services requiring PA. 

1/17/2019 E Garibovic 
J Pinkerton 

65.0 All Published version 11/1/18 TQD 
64.1 All Removed Molina references 11/1/18 D Baker 

E Garibovic 
64.0 All Published version 10/24/18 TQD 
63.2 2.11.6 Claims for 

Dually Eligible 
Participants 

Add IMPlus paragraph and clarify the 
difference between the IMPlus/MMCP. 

10/24/18 W Deseron 
D Baker 
E Garibovic 

63.1 2.3.5 Prior 
Authorization (PA) 

Replaced RMS with BLTC. 10/24/18 W Deseron 
D Baker 
E Garibovic 

63.0 All Published version 09/05/18 TQD 
62.4 2.5.- Idaho Medicaid 

Claim Standards 
Added references. 09/05/18 W Deseron 

D Baker 
E Garibovic 

62.3 2.3.3.- Interpretive 
Services 

Updated reference to General Participant 
and Provider handbook. 

09/05/18 W Deseron 
D Baker 
E Garibovic 

62.2 2.3.- Medicaid Billing 
Policies 

Updated reference to revenue codes for 
Hospitals 

09/05/18 W Deseron 
D Baker 
E Garibovic 

62.1 2.2.1.- Co-payments Clarified amount and when chargeable. 
Added references. 

09/05/18 W Deseron 
D Baker 
E Garibovic 

62.0 All Published version 07/26/18 TQD 
61.1 2.2.1.- Co-payments Clarification on co-payment exemptions, 

and added references. 
07/26/18 W Deseron 

E Garibovic 
61.0 All Published Version 07/02/18 TQD 
60.2 2.4.-2.4.7 Timely Filing 

Limit 
2.8.-2.8.4 Adjustments 

Updated requirements for timely filing 07/02/18 W Deseron 
E Garibovic 
 

60.1 2.3.8. Telehealth 
Services 
2.3.9. Wellness Exams 
2.10.1 Claim 
Reconsideration and 
Appeals 

Updated references 07/02/18 W Deseron 
E Garibovic 
 

60.0 All Published Version 05/18/18 TQD 
59.2  2.5.2 Diagnosis Codes  Clarified diagnosis code language 05/18/18 W Deseron 

E Garibovic 
C Loveless 

59.1 2.5.1 Codes for Medical 
Billing 
 

Clarified covered CPT® codes 05/18/18 W Deseron 
E Garibovic 
C Loveless 

59.0 All Published version  05/09/18 TQD 
58.1 2.3.5 Prior 

Authorization (PA)  
Clarification for PA process per MPIU. 05/09/18 K Eidemiller 

W Deseron 
D Baker 
E Garibovic 

58.0 All Published version 4/20/18 TQD 
57.2 2.5.1.5 National Correct 

Coding Initiative 
Moved section down 4/20/18 W Deseron 

D Baker 
E Garibovic 
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57.1 2.5.1 Codes for Medical 
Billing 
Multiple Surgical 
Procedures 

New sections 4/20/18 W Deseron 
D Baker 
E Garibovic 

57.0 All Published version 3/8/18 TQD 
56.2 2.5.1.1 Procedure 

Codes 
Corrected ICD-10-PCS definition 3/8/18 W Deseron 

D Baker 
E Garibovic 

56.1 2.3.7 Service 
Limitations 

Updated information for policy limitations 3/8/18 W Deseron 
D Baker 
E Garibovic 

56.0 All Published version 2/9/18 TQD 
55.3 2.11.4 Coordination of 

Benefits 
2.11.7.3 Litigation 
Cases 

Changed “members” to “participants” 2/9/18 W Deseron 
D Baker 
E Garibovic 

55.2 2.5.1.4 Modifiers Added “Medical Waste of Drugs and 
Biologicals” and added heading for 
“Separate Encounters and Distinct 
Procedures” 

2/9/18 W Deseron 
D Baker 
E Garibovic 

55.1 2.5.1.2 Procedure 
Codes without a Price 
on the Fee Schedule 

Updates to documentation requirements 2/9/18 W Deseron 
D Baker 
E Garibovic 

55.0 All Published version 1/29/18 TQD 
54.1 All Document restructured and updated 

throughout 
1/29/18 W Deseron 

E Garibovic 
D Baker 
C Loveless 

54.0 All Published version 1/6/18 TQD 
53.1 2.3 Co-payments 

2.4.1 Discrepancy 
Contact Information 
2.7.3.1 Signature on 
File 
2.11.1 Overview 
2.11.2 Medicaid Prior 
Authorization 

Updated for TPA upgrade 1/6/18 T Humpherys 
D Baker 
E Garibovic 

53.0 All Published version 12/29/17 TQD 
52.1 2.13.1 Overview Updated for MMCP expansion 12/29/17 F Clarke 

E Garibovic 
52.0 All Published version 10/20/17 TQD 
51.1 2.1.6 Medicaid Billing 

Policies 
Added statement to indicate revenue 
codes not listed in UB04 Instructions are 
not covered 

10/20/17 D Baker 
E Garibovic 

51.0 All Published version 9/21/17 TQD 
50.1 2.13.4 Resubmitting 

Crossover Claims 
Added reference to exception for services 
matching MRN 

9/21/17 D Baker 
E Garibovic 

50.0 All Published version 9/7/17 TQD 
49.1 2.11.2 Medicaid Prior 

Authorization (PA) 
Removed reference to PAD list and 
added reference to Fee Schedule 

9/7/17 E Garibovic 

49.0 All Published version 6/5/17 TQD 
48.1 2.15 Retrospective 

Review, and 
subsections 2.15.1 
Overview and 2.15.2 
Requests for 
Reconsideration and 
Appeals 

New sections 6/5/17 W Deseron 
D Baker 
E Garibovic 

48.0 All Published version 5/26/17 TQD 
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47.2 2.14.5 Claim Review 
Request 

Changed “original claim ID” to “most 
current claim ID” 

5/26/17 C Van Zile 
D Baker 
E Garibovic 

47.1 2.1.2.1 Procedure 
Codes without a Price 
on the Fee Schedule 

Updated statement about claims 
submitted without required attachments 

5/26/17 C Van Zile 
D Baker 
E Garibovic 

47.0 All Published version 3/29/17 TQD 
46.1 2. General Billing 

Information 
Updated dental vendor information 3/29/17 C Loveless 

46.0 All Published version 3/23/17 TQD 
45.1 2.1.7 Timely Filing Limit 

2.1.7.3 Additional 
Services on a 
Resubmitted Claim 
2.1.7.4 Resubmissions 
of Denied Claims 

Clarified requirement is for start date of 
service 

3/23/17 D Baker 
E Garibovic 

45.0 All Published version 2/27/17 TQD 
44.1 2.14.1.2 Paper 

Adjustments 
Removed zero from CMS 1500 frequency 
codes 

2/27/17 D Baker 
E Garibovic 

44.0 All Published version 2/1/17 TQD 
43.2 2.8 Wellness Exams New section 2/1/17 D Baker 
43.1 2.1.6 Medicaid Billing 

Policies 
Added statement regarding cost centers 2/1/17 T Lombard 

D Baker 
E Garibovic 
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