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Introduction
This manual contains MO HealthNet Medicare and Medicaid claims processing information. Medicare is a federal health insurance for qualifying participants who are age 65 and over, or 64 and under with certain disabilities and/or conditions. MO HealthNet (Medicaid in Missouri) is a joint federal and state program that provides health coverage for participants with limited income and resources.  Some participants qualify for both Medicare and MO HealthNet.  For these participants, Medicare claims will crossover to the MO HealthNet Division (MHD).  When MO HealthNet providers submit claims to Medicare for payment, Medicare will pay the claim, apply a deductible/coinsurance or co-pay amount, and then automatically forward the claim to MHD for payment review. This is referred to as a crossover claim.
[bookmark: _Toc210124677][bookmark: _Toc225163665]Section 1: General Information
This section includes general information about the Medicare and MO HealthNet Programs, comparisons between them, and how they relate to one another in cases where an individual has a concurrent entitlement to medical care benefits under both programs.
Both Medicare and MO HealthNet are part of the Social Security Act.
Medicare is an insurance program designed and administered by the federal government. Medicare is called Title XVIII (18) of the Social Security Act. Medicare services and rules for payment are the same for all states. Applications for this program can be made at local Social Security Offices, or by going online to  the Social Security website which can provide  more details regarding services.
Medicare claims are processed by federally contracted private insurance organizations called carriers and intermediaries throughout the United States (U.S.).
MO HealthNet is the name for Medicaid in Missouri, it is an assistance program that is a federal-state partnership. Some services, as established by the federal government, must be provided. Additional services may be provided at the individual states' option. MO HealthNet is also called Title XIX (19) of the Social Security Act. Each state designs and operates its own program within federal guidelines; therefore, programs vary among states. In Missouri, an individual may apply for MO HealthNet benefits through the Family Support Division (FSD). Additional information can be found on the FSD website. In Missouri, the MO HealthNet Division (MHD), within the Department of Social Services (DSS), is the single state agency for the administration of the MO HealthNet Program. MO HealthNet claims are processed by a state-contracted fiscal agent that operates according to MHD's policies and guidelines. 
A dual-eligible participant is a participant who is eligible for both MO HealthNet and Medicare services. For dual-eligible participants, Medicare or the Medicare Advantage/Part C Plan is the primary payer prior to MHD. For dual-eligible participants who qualify for both Medicare and Medicaid, MHD will be the payer of last resort and cover Medicare cost sharing amounts. Refer to Section 1.3 in this manual for more information regarding Medicare Part C. Any exceptions to this rule can be found in each Program Specific Manual. MO HealthNet enrolled providers must be enrolled with and bill Medicare for services covered by both MHD and Medicare to receive payment for dual-eligible participants. For services covered through a Medicare Advantage/Part C Plan, MO HealthNet enrolled providers must be enrolled with and bill the Medicare Advantage/Part C Plan for services covered by both MHD and the Medicare Advantage/Part C Plan to receive payment.  
"Cost-sharing" amounts may include the participant's co-insurance, deductible, and any co-pays due for any Medicare-covered service, depending on the participant's eligibility.
[bookmark: _Toc322590263][bookmark: _Toc210124678][bookmark: _Toc225163666]1.1	Billing Procedures for Medicare/MO HealthNet Claims (Crossovers)
Providers must file claims with Medicare first when a participant has both Medicare and MO HealthNet coverage. After making payment, the Medicare contractor forwards the claim information to MHD for payment of cost-sharing amounts. The MHD payment of the cost-sharing appears on the provider's Remittance Advice (RA). 
MHD cannot process some crossover claims in the usual manner for any of the following reasons:
The Medicare contractor does not send crossover claims to MHD
The provider did not indicate on the claim to Medicare that the beneficiary was eligible for MO HealthNet
The MO HealthNet participant information on the crossover claim does not match the MO HealthNet participant file
The provider's National Provider Identifier (NPI) number is not on file in the MHD provider files
MHD does not accept paper crossover claims. Providers must bill crossover claims that do not cross automatically from Medicare to MHD through eMOMED or the 837 electronic claims transaction. Providers should wait 30 days from the date of Medicare payment to file an electronic crossover claim.
[bookmark: _Toc210124679][bookmark: _Toc225163667]Medicare Part A, Part B, and Part C
If MHD has information that the participant is eligible for Medicare Part A, Part B, and/or Medicare Part C, this should be indicated on the participant file in eMOMED.
The provider must always ask the participant if they have Medicare coverage, regardless of the information on the participant file. It is also important to identify the participant's type of Medicare coverage. 
Part A provides for nursing facility, inpatient hospital, and certain home health benefits
Part B provides for medical insurance benefits
Part C provides the services covered under Part A and Part B through a Medicare Advantage/Part C Plan (private companies approved by Medicare) 
When MHD is secondary to Medicare Part C, a crossover claim for coinsurance, deductible, and co-pay may be reimbursed for participants who have MO HealthNet and are eligible for the Qualified Medicare Beneficiary (QMB) coverage. For non-QMB participants enrolled in a Medicare Advantage/Part C Plan, MO HealthNet secondary claims will be processed in accordance with the established MHD coordination of benefits policy in Section 1.3 of this manual. Claims for Medicaid and Medicare Part C participants without QMB coverage are not filed on a crossover claim. MHD will consider paying up to the allowable on any MHD codes. 
The following are helpful steps for completing a Medicare crossover claim in eMOMED:
	Step
	Helpful Tip

	1
	Choose the claim form that corresponds with the claim form used to bill Medicare. 

	2
	The HELP screens provide instructions on completing the crossover claim forms, the ‘Other Payer’ header, and the ‘Other Payer’ detail screens. The HELP screens are identified by a ‘?’ in the upper right-hand corner.

	3
	The ‘Other Payer’ portion of the claim should be completed for every crossover claim type. This provides information that pertains to the whole claim.

	4
	Select ‘pay at header level’ when filing Part A crossover claims. The ‘Other Payer’ line detail is not required for this claim type.

	5
	Part B and Part B of A crossover claims need the ‘Other Payer’ header section of the claim completed. The ‘Other Payer’ detail is required for each claim line, along with the group code, reason code, and adjustment amount information. Each claim line must be reported as shown on the Medicare Explanation of Benefits (EOB). Combining claim lines is not allowed. 

	6
	Once the ‘Other Payer’ header information is saved, a check box for each detail line reported on the claim will be present. Only check the box that pertains to the adjustment being reported. Don't check all boxes unless all lines will have the same adjustments.

	7
	The Medicare EOB will provide the Claim Group Code, Claim Adjustment Reason Code, and the Adjustment amount associated with each line. Additional information about the Health Insurance Portability and Accountability Act (HIPAA) mandated ‘Claim Group Codes’ and ‘Claim Adjustment Reason Codes’ can be found on the Washington Publishing Company's website. 

	8
	Providers should always report the ‘Claim Group Code’ and ‘Claim Adjustment Reason Code’ provided on the EOB. Select the most appropriate code listed on the Washington Publishing Company's website if the one listed is unclear. Reach out to the ‘Other Payer’ if you cannot find an appropriate corresponding code.

	9
	Select the appropriate ‘Claim Group Code’ from the drop-down box under the ‘Add/Edit Other Payer Detail Information.’ 
For example, you may see the following on the Medicare EOB: 
· CO- Contractual Obligation
· PR – Patient Responsibility
· OA – Other Adjustment

	10
	Select the appropriate ‘Claim Group Code’ from the drop-down box under the ‘Add/Edit Other Payer Detail Information.’ 
For example, you may see the following on the Medicare EOB: 
· CO- Contractual Obligation
· PR – Patient Responsibility
· OA – Other Adjustment

	11
	Next, you will see the ‘Claim Adjustment Reason Code’ field associated with the ‘Claim Group Code.’ Enter the ‘Claim Adjustment Reason Code’ found in the Medicare EOB. 
For example, you may see PR one (1) – ‘patient responsibility deductible amount.’ Only enter one (1) for the deductible in the ‘Claim Adjustment Reason Code’ field. The ‘PR’ was reported in the ‘Claim Group Code’ field. 
Another example is CO 45, which means a ‘contractual obligation charge exceeds fee/schedule/maximum allowable or contracted fee.’ 
Additional information about the HIPAA-mandated ‘Claim Group Codes’ and ‘Claim Adjustment Reason Codes’ can be found on the Washington Publishing Company's website. 

	12
	If there is a commercial insurance payment or denial to report on the crossover claim, complete an additional ‘Other Payer’ header form.


[bookmark: _Toc210124680][bookmark: _Toc225163668]Billing for Vaccines for Dual Eligible Participants
MO HealthNet providers billing vaccines for dual eligible participants shall bill Medicare for all vaccines. Vaccine coverage under Medicare Part B includes pneumococcal, influenza, and Hepatitis B vaccines for individuals at high or intermediate risk and vaccines directly related to treating an injury or direct exposure to a disease or condition. Medicare Part D (pharmacy benefit) covers other vaccines not covered by Part B. When a provider cannot bill the Part D plan directly, the vaccine should be dispensed at a pharmacy. In some cases, a pharmacist may administer the vaccine following the MO Board of Pharmacy guidelines.
Refer to the Pharmacy Provider Manual for more information on billing Part B drugs and diabetic testing supplies for dual eligible participants.
[bookmark: PHYMedicarePartBMedicaidTitleXIX][bookmark: GEN16_5][bookmark: _Toc322590264][bookmark: _Toc210124681][bookmark: _Toc225163669]1.2	Billing of Services Not Covered by Medicare
Not all services covered under the MO HealthNet Program are covered by Medicare. Examples of services not covered are eyeglasses, most dental services, hearing aids, adult day health care, personal care, and most eye exams performed by an optometrist. In addition, some benefits that are provided under Medicare coverage may be subject to certain limitations. The provider may receive a Medicare Remittance Advice (RA) which indicates if Medicare has denied a service. The provider may submit a Medicare-denied claim to MHD electronically using the proper claim form for reimbursement consideration through the 837 electronic claims transaction or eMOMED. If the 837 electronic claims transaction is used, providers should refer to the   ASC X12 Implementation Guides for assistance. The following are tips to assist in successfully filing Medicare-denied claims in eMOMED:
Providers should select the appropriate claim type (CMS-1500, UB-04, Nursing Home, etc.) Do not select the Medicare crossover claim form. Complete all pertinent data for the MO HealthNet claim.
Providers should report the Medicare denial information under the "Other Payer" portion of the claim. The MB-Medicare or MA-Medicare "Filing Indicator" should be used when reporting the Medicare denial information.
Providers must adhere to MO HealthNet's precertification, prior authorization (PA), or other program requirements when MHD is the primary payer.
[bookmark: _1.3_Medicare_Part][bookmark: _Toc322590265][bookmark: _Toc210124682][bookmark: _Toc225163670]1.3	Medicare Part C Crossover Claims for Qualified Medicare Beneficiary Participants
Medicare Advantage/Part C plans do not forward electronic crossover claims to MHD. Therefore, providers must submit Medicare Advantage/Part C crossover claims through eMOMED. The following are helpful steps to assist in successfully filing Medicare Advantage/Part C crossover claims in eMOMED:
	Step
	Helpful Tip

	1
	Choose the appropriate Part C QMB crossover claim form. Enter all appropriate information from the Medicare Advantage/Part C plan claim. Do not use the Medicare Part A or Part B crossover claim form.

	2
	The HELP screens provide instructions for completing the crossover claim forms, the ‘Other Payer’ header, and the ‘Other Payer’ detail screens. The HELP screens are identified by a ‘?’ and are located in the upper right-hand corner.

	3
	The ‘Other Payer’ portion of the claim must be completed when reporting the Medicare Advantage/Part C plan payment.

	4
	Providers should choose the ‘Health Maint Org Medicare Risk (16)’ filing indicator from the drop-down on the ‘Other Payer’ portion of the claim when reporting the Medicare Advantage/Part C payment.

	5
	Select ‘pay at header level’ when reporting the other payer information for Medicare Advantage/Part C institutional claims.

	6
	The ‘Other Payer’ header detail screen must be completed on Medicare Advantage/Part C outpatient and professional crossover claims. An ‘Other Payer’ line detail screen for each claim detail line with group code, reason code, and adjustment amount information must be completed.

	7
	The appropriate code must be selected from the ‘Group Code’ drop-down box on the ‘Other Payer’ header and detail screens. 
For example, the ‘PR’ code (patient responsibility) is assigned for the cost-sharing amounts shown on the Medicare Advantage/Part C explanation of benefits.

	8
	The codes to enter in the ‘Reason Code’ field on the ‘Other Payer’ header and detail screens are found on the Medicare Advantage/Part C Plan explanation of benefits. If no codes are listed, choose the most appropriate code from the ‘Claim Adjustment Reason Codes’ list on the Washington Publishing Company's website. 
For example, enter ‘Reason Code’ of ‘1’ for deductible amounts, ‘2’ for coinsurance amounts, and ‘3’ for co-payment amounts.


[bookmark: _Toc322590266][bookmark: _Toc210124683][bookmark: _Toc225163671]Medicare Part C Coordination of Benefits for Non-Qualified Medicare Beneficiary Participants
For non-QMB MO HealthNet participants enrolled with a Medicare Advantage/Part C Plan, MHD processes claims in accordance with the established MO HealthNet coordination of benefits policy described in this section. The amount paid by MHD is the difference between the MHD allowable amount and the amount paid by the Third Party Resource (TPR). Claims should be filed using the appropriate claim format (i.e., CMS-1500, UB-04). Providers should use the “16” (Health Maintenance Org Medicare Risk) indicator when reporting Part C non-QMB payments. Do not use a crossover claim. 
Providers must adhere to MO HealthNet’s precertification, prior authorization (PA), or other program requirements when the participant has Medicaid and Medicare Part C non-QMB coverage.  
MHD is the payer of last resort. MHD funds are used after all other potential resources available to pay for the medical service have been exhausted. The intent of requiring MHD to be the payer of last resort is to ensure that tax dollars are not expended when another liable party is responsible for all or a portion of the medical service charge. It is to the provider’s benefit to bill the liable TPR before billing MHD because many resources pay in excess of the maximum MHD allowable amount. 
Federal and state regulations require that insurance benefits or amounts resulting from litigation are to be utilized as the first source of payment for medical expenses incurred by MO HealthNet participants. See 42 CFR 433 subpart D and RSMo 208.215 for further reference. MHD does not and should not pay a claim for medical expenses until the provider submits documentation that all available TPRs have considered the claim for payment. 
All TPR benefits for MO HealthNet-covered services must be applied against the provider’s charges. These benefits must be indicated on the claim submitted to MHD. Subsequently, the amount paid by MHD is the difference between the MHD allowable and the TPR benefit amount, capping the payment at the MHD allowable. 
Example: a provider submits a charge of $100 to MHD, for which the MHD allowable is $80. The provider received $75 from the TPR. The amount MHD pays is the difference between the MHD allowable ($80) and the TPR payment ($75) or $5.
[bookmark: _Toc322590267][bookmark: _Toc210124684][bookmark: _Toc225163672]1.4	Timely Filing
To meet the timely filing requirements, claims must be submitted by the provider and received by MHD within six (6) months of the date of the allowed Medicare RA/EOB or one (1) year from the date of service (DOS). Claims that have been filed within the Medicare timely filing requirements and are either submitted as a crossover through an 837 electronic claim transaction or in eMOMED, meet the timely filing requirement. Refer to the General Sections Manual for more information regarding timely filing.
[bookmark: _Toc210124685][bookmark: _Toc225163673]MO HealthNet Claims
Claims from participating providers who request MHD reimbursement must be filed by the provider and received by the state agency within 12 months from the DOS. Counting the 12-month time limit begins with the DOS and ends with the date of receipt. 
[bookmark: _Toc210124686][bookmark: _Toc225163674]Medicare/MO HealthNet Claims
Claims that initially have been filed with Medicare within the Medicare timely filing requirement and that require separate filing of a claim with MHD meet the timely filing requirement by being submitted by the provider and received by the state agency within 12 months from the DOS or six (6) months from the date on Medicare’s provider notice of the allowed claim, whichever is later. Claims denied by Medicare must be filed by the provider and received by the state agency within 12 months from the DOS. Counting the 12-month time limit begins with the DOS and ends with the date of receipt. The counting of the six (6) month period begins with the date of adjudication of Medicare payment and ends with the date of receipt.
[bookmark: _Toc210124687][bookmark: _Toc225163675]MO HealthNet Claims with Third-Party Liability
In most instances, claims for participants who have other insurance must first be submitted to the insurance company. However, the claim must still meet MHD's timely filing guidelines outlined above. (Claim disposition by the insurance company after one (1) year from the date of service does not serve to extend the filing requirement.) If the provider has not received a response from the insurance company prior to the 12-month filing limit, they should contact Third Party Liability (TPL) Unit at (573) 751-2005 for billing instructions. It is recommended that providers wait no longer than six (6) months after the DOS before contacting the TPL Unit. If MHD waives the requirement, the TPR’s adjudication must be attached to the claim, and documentation indicating the TPR’s adjudication of the claim must be kept in the provider's records and made available to MHD at its request. The claim must meet MHD's timely filing requirement by being filed by the provider and received by the state agency within 12 months from the DOS. After making a payment to a provider, the 12-month initial filing rule may be extended if a third-party payer is satisfied that the payment is correct, reverses the payment determination sometime after the 12 months from the DOS has elapsed, and requests that the provider return the payment. Because a TPR was available to cover the full liability amount known to the provider, the provider may not have initially filed a claim with MHD. Under these circumstances, the provider may file a claim with MHD later than 12 months from the DOS.
The provider must submit this type of claim to the TPL Unit for special handling at: 
Third Party Liability Unit
PO Box 6500
Jefferson City, MO 65102-6500 
MHD may accept and pay this specific type of claim without regard to the 12-month timely filing rule; however, all claims must be filed for MO HealthNet reimbursement within 24 months from the DOS to be paid.
[bookmark: _Toc210124688][bookmark: _Toc225163676]Time Limit for Resubmission of a Claim
Claims originally submitted and received within 12 months from the DOS and were denied or returned to the provider must be resubmitted and received within 24 months of the DOS.
[bookmark: _Toc210124689][bookmark: _Toc225163677]Claims Filed and Denied
Claims that are denied may be resubmitted. A resubmission beyond the 12-month filing limit must either include an attachment, a MHD RA, a Return to Provider letter, or the claim must have the original Internal Control Number (ICN) entered in the appropriate field for electronic or paper claims. The attachment or the ICN must indicate that the claim had originally been filed within 12 months of the DOS. The same RA, letter, or ICN can be used for each resubmission of that claim.
[bookmark: _Toc210124690][bookmark: _Toc225163678]Claims Filed and Returned to Provider
Some paper claims received by the fiscal agent cannot be processed because the wrong claim form has been submitted, or additional data has been required. These claims are not processed through the system but are returned to the provider with a Return to Provider letter. When these claims are resubmitted more than 12 months after the DOS (and had been filed timely), a copy of the Return to Provider letter should be attached instead of the required RA to document timely filing, as explained in the previous paragraph. The date on the letter determines timely filing.
[bookmark: _Toc210124691][bookmark: _Toc225163679]Claims Not Filed Within the Time Limit
In accordance with 13 CSR 70-3.100, claims that are not submitted in a timely manner, as described in this section, are denied. However, at any time, in accordance with a court order, MHD may make payments to carry out a hearing decision, corrective action, or court order to others in the same situation as those directly affected by it. As determined by the state agency, MHD may make payment if a claim was denied due to state agency error or delay. For payment to be made, MHD must be informed of any claims denied due to MHD error or delay within six (6) months from the date of the MHD RA on which the error occurred or within six (6) months of the date of completion or determination in the case of a delay; or 12 months from the DOS, whichever is longer.
[bookmark: _Toc210124692][bookmark: _Toc225163680]Time Limit for Filing an Individual Adjustment 
Providers can adjust or void paid or denied claims in eMOMED up to 24 months from the DOS if the claim was submitted originally within 12 months of the DOS.
Providers should submit the Provider Initiated Self Disclosure Report Form for overpaid claims older than 24 months from the DOS. Providers should complete all the fields listed on the form.
Missouri Medicaid Audit and Compliance (MMAC) encourages providers and entities to establish and implement a compliance integrity plan. MMAC also encourages providers and entities to self-disclose or report findings, along with funds to compensate for the errors or a suggested repayment plan (which requires MMAC approval) to the address below:
Missouri Medicaid Audit & Compliance Financial Section
SELF-DISCLOSURE
PO Box 6500
Jefferson City, MO 65102-6500
Providers should not adjust claims if the incorrect claims were identified because of a MMAC audit or investigation. Providers should contact MMAC at MMAC.Financial@dss.mo.gov to address repayment of the overpayment amount.
Voiding a claim and submitting a Provider Initiated Self Disclosure Report Form on the same claim can result in a double recoupment.
Providers can direct questions regarding Self Disclosures to the MMAC Financial Section at MMAC.Financial@dss.mo.gov or by calling (833) 818-1183 or (573) 751-3399. More information is also available on the MMAC webpage.
[bookmark: _Toc322590268][bookmark: _Toc210124693][bookmark: _Toc225163681]1.5	Reimbursement
MHD reimburses the cost-sharing amount as determined by the Medicare contractor and reflected on the Medicare RA/EOB. MHD prorates the reimbursement amount, allowing a prorated amount for each date the individual was MO HealthNet eligible. Days on which the participant was not MO HealthNet eligible are not reimbursed. Exceptions to this rule can be found in each specific Provider Manual.
Requests for provider training may be directed to MHD Education and Training by email at MHD.Education@dss.mo.gov or by calling (573) 751-6683. Providers may also visit the Provider Information page for more information.
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