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Introduction
For MO HealthNet Program purposes, an Ambulatory Surgical Center (ASC) facility is defined as a free-standing facility functioning as an independent business and administrative entity which represents no physical nor fiscal relationship to a hospital. It is a facility designed, staffed, equipped, and operated for the primary purpose of providing surgical services. It is neither staffed nor equipped to provide overnight care to patients.
[bookmark: _Toc225419511]Section 1: Reimbursement Methodology
[bookmark: _Toc225419512]1.1 The Basis for Establishing a Rate of Payment
The MO HealthNet Division (MHD) is charged with establishing and administering the rate of payment for those medical services covered by the Missouri Title XIX Program. MHD establishes a rate of payment that meets the following goals:
Ensures access to quality medical care for all participants by encouraging a sufficient number of providers
Allows for no adverse impact on private-pay patients
Assures a reasonable rate to protect the interests of the taxpayers
Provides incentives that encourage efficiency on the part of medical providers
Funds used to reimburse providers for services rendered to eligible participants are received in part from federal funds and supplemented by state funds to cover the costs. The amount of funding by the federal government is based on a percentage of the allowable expenditures. The percentage varies from program to program and in some cases different percentages for some services within the same program may apply. Funding from the federal government may be as little as 60% or as much as 90%, depending on the service and/or program. The balance of the allowable, (10-40%) is paid from state General Revenue appropriated funds.
Total expenditures for MO HealthNet must be within the appropriation limits established by the General Assembly. If the expenditures do not stay within the appropriation limits set by the General Assembly and funds are insufficient to pay the full amount, then the payment for services may be reduced pro rata in proportion to the deficiency.
[bookmark: _Toc225419513]1.2 Ambulatory Surgical Center Services
Reimbursement for Ambulatory Surgical Center (ASC) services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by MHD to be a reasonable fee, consistent with efficiency, economy, and quality of care. Payment for covered services is the lower of the provider’s actual billed charge (should be the provider’s usual and customary charge to the general public for the service), or the maximum allowable per unit of service.
MHD allows payment of a facility charge for those procedures identified by Medicare as ASC procedures, and that are performed in a certified ASC facility. The facility charge includes all ancillary and overhead costs associated with performing the procedure in the ASC facility. This includes equipment, supplies (medical, surgical, anesthetic, casting), nursing and paramedical personnel, materials, utilities and building costs, laundry, etc. It does not include the professional services of the operating/performing physician (surgeon, assistant surgeon, anesthesiologist, etc.), or dentist. All such services must be separately billed.
[bookmark: _Hlk145936689][bookmark: _Hlk145936984]Effective for dates of service beginning July 1, 2023, ASC clinics are reimbursed for ASC covered surgical and ancillary services from a fee schedule based on Medicare’s ASC Payment System, in accordance with the Missouri Medicaid State Plan. Reimbursement for MO HealthNet covered dental procedures in the ASC setting is based on the National Dental Advisory Service (NDAS) rates for Missouri and reflected on the ASC Fee Schedule.
Payment for MO HealthNet covered surgical and ancillary services will be the lower of the provider's charge or the payment as calculated under the new ASC Fee Schedule. Reimbursement for the procedure codes listed on the MO HealthNet ASC Fee Schedule represents the facility charges.
There is no current provision for an individual provider retrospective cost-settlement activity.
[bookmark: _Toc225419514]1.3 Determining a Fee
Under a fee system each procedure, service, medical supply, or equipment covered under a specific program has a maximum allowable fee established.
In determining what this fee should be, MHD uses the following guidelines:
Recommendations from the State Medical Consultant and/or the provider subcommittee of the Medical Advisory Committee
Medicare’s allowable reasonable and customary charge payment or cost-related payment, if applicable
Charge information obtained from providers in different areas of the state. Charges refer to the usual and customary fees for various services that are charged to the general public. Implicit in the use of charges as the basis for fees is the objective that charges for services be related to the cost of providing the services
MHD then determines a maximum allowable fee for the service based upon the recommendations, charge information reviewed, and current appropriated funds.
A facility fee has been established for the procedures listed on the MO HealthNet ASC Fee Schedule, when provided in a free-standing ASC facility, place of service (POS) 24. Payment does not include professional services. Refer to Section 4.7 in this manual for more information on POS codes.
[bookmark: _12.3.A__][bookmark: _On-Line_Fee_Schedule][bookmark: _Toc132267299][bookmark: _Toc132267452][bookmark: _Toc225419515]Fee Schedule
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MO HealthNet allowable fee per unit.
The Fee Schedule is updated monthly and is intended as a reference not a guarantee for payment.
The Fee Schedule allows for the downloading of individual files or the search for a specific fee schedule. Some procedure codes may be billed by multiple provider types. Categories within the Fee Schedule are set up by the service rendered and are not necessarily provider specific.
[bookmark: _Toc225419516]1.5 Managed Care Program
One method through which MO HealthNet provides services is through a Managed Care health plan. A basic package of services is offered to the participant by the Managed Care health plan; however, some services are not included and are covered by MO HealthNet on a FFS basis.
ASC services are included as a plan benefit in the MO HealthNet Managed Care Program.
Refer to the General Sections Manual for more information regarding MO HealthNet’s Managed Care Program.
[bookmark: _SECTION_13-BENEFITS_AND][bookmark: _Section_2:_Benefits][bookmark: _Toc225419517]Section 2: Benefits and Limitations
[bookmark: _Toc225419518]2.1 Provider Participation
To participate in the MO HealthNet Division (MHD) Ambulatory Surgical Center (ASC) Program, the facility must satisfy the following requirements:
The ASC facility must be currently licensed by the Bureau of Hospital Licensing and Certification, Missouri Department of Health and Senior Services (DHSS). Suspension or termination of licensure by DHSS requires comparable action be taken by MHD.
Must maintain an organized medical care staff of physicians and may include dentists and podiatrists and must provide for continuous care and availability of attendance by currently licensed physician practitioners and registered professional nurses during such time as patients are in the facility.
There must be a formal arrangement with a licensed General Medical and Surgical hospital within reasonable proximity to provide for emergency transfer of patients or overnight care in cases where so required.
The charges for MO HealthNet covered services provided to MO HealthNet eligible participants must be no more than the usual and customary charges for comparable services to the general public.
Acceptance of assignment of MO HealthNet benefits as full satisfaction of the charge for a MO HealthNet covered service is binding upon the provider’s submission of a claim for service to MHD.
The ASC facility must have a current MO HealthNet provider number and operate in full compliance with the terms and conditions of the Participation Agreement with MHD. Medical and fiscal records as required by the terms of the Participation Agreement must be retained by the provider for a period of five (5) years.
In accordance with Federal regulations an ASC facility is classified as a clinic and is enrolled in the MO HealthNet Program as a clinic provider type.
Additional information on provider conditions of participation can be found in the General Sections Manual.
[bookmark: _Toc132267459][bookmark: _Toc225419519]Adequate Documentation
All services provided must be adequately documented in the medical record. The Code of State Regulations, 13 CSR 70-3.030(2) (A) defines adequate documentation and adequate medical records as follows:
Adequate documentation means documentation from which services rendered, and the amount of reimbursement received by a provider can be readily discerned and verified with reasonable certainty.
Adequate medical records are records which are of the type and in a form from which symptoms, conditions, diagnoses, treatments, prognosis, and the identity of the patient to which these things relate can be readily discerned and verified with reasonable certainty. All documentation must be made available at the same site at which the service was rendered.
[bookmark: _Toc225419520]2.2 Surgical Services
Surgical services are limited to only those procedures which may be performed in an ASC under the Medicare program. Refer to the Centers for Medicare & Medicaid Services (CMS) ASC Payment for more information. Services are further limited to an ASC facility, place of service (POS) 24, as a medically appropriate alternative to inpatient hospitalization. Refer to Section 4.7 in this manual for more information on POS codes.

For ASC Program coverage purposes, the surgical procedures listed above may only be performed in an ASC facility by a currently licensed physician (medical or osteopathic), dentist, or podiatrist.
[bookmark: _Hlk145953878]Effective for dates of service beginning July 1, 2023, ASC clinics are reimbursed for ASC covered surgical and ancillary services from a fee schedule, based on the CMS ASC Payment System and National Dental Advisory Service (NDAS)-based fees for dental procedures. Reimbursement for the procedure codes listed on the MO HealthNet Fee Schedule represents the facility charges.
[bookmark: _Toc225419521]Packaged Services
Under the new ASC payment method, some covered services or items are considered ‘packaged’ and are identified by CMS as appropriate packaged procedures. These services are considered paid but with a payment of zero ($0.00) on the Fee Schedule.
[bookmark: _Toc225419522]Multiple Surgical Procedures
When multiple surgical procedures are performed in the same operative session for the same participant, they are subject to a multiple procedure discount as identified by the CMS ASC Payment System. The procedure with the highest allowed amount on the claim is considered for payment at 100% of the fee on the Fee Schedule. The other ASC covered surgical procedures are considered for discounting at 50% of the fee on the Fee Schedule for the given procedure.
[bookmark: _Hlk145959056]An operative or special descriptive report (as indicated by the procedure) is required in order for the State Medical Consultant to determine the exact procedure(s) performed and subsequent reimbursement. Refer to Section 3 of this manual for further information.
[bookmark: _Toc225419523]Bilateral Procedures
MO Healthnet ASC covered procedures that are performed bilaterally and are identified by Medicare as appropriate bilateral procedures must be billed using the  Bilateral Procedure modifier, ‘50.’ These services are reimbursed at 150% of the allowed amount for the base fee (five (5)-digit procedure code) on the Fee Schedule.
MO HealthNet recognizes modifier ‘50’ in the ASC setting for procedure codes on the CMS National Physician Fee Schedule Relative Value File (PFS RVU) with a one (1) in the column titled BILAT SURG.
NOTE: Not all codes in the listing are covered by MO HealthNet; refer to the MO HealthNet Fee Schedule for more information.
[bookmark: _Toc225419524]2.3 Professional Services
Medical or osteopathic physician (radiologist and anesthesiologist), dentist, and podiatrist professional service fees are not reimbursable through the MO HealthNet ASC Program. These services may only be covered and reimbursed through the performing provider’s separate enrollment in their respective MO HealthNet service programs.
Physicians and other providers performing services in an ASC facility are not required to be MO HealthNet enrolled providers as a condition of coverage of the facility service. However, they must be enrolled for them to receive direct MHD payment for their professional services. Payments cannot be made to providers who are not enrolled with MO HealthNet. Refer to Missouri Medicaid Audit and Compliance (MMAC) Provider Enrollment for information on how to enroll with MO HealthNet.
Effective for dates of service beginning July 1, 2023, the performing provider is not required on ASC claims with the new ASC payment methodology.
[bookmark: _2.6_Pre-sSurgical,_Diagnostic,][bookmark: _Toc225419525]2.4 Pre-Surgical, Diagnostic, Radiology, Electrocardiogram, and Operative Related Services
The pre-surgical diagnostic services listed below are covered and separately allowable as additional ancillaries when provided by the ASC within seven (7) days prior to or on the date of the performance of the procedure and when meeting the coverage criteria in this manual.
X-ray, chest; single
X-ray, chest; two (2) views, posteroanterior and lateral
Electrocardiogram (EKG); routine EKG with at least 12 leads
Reimbursement for the radiology and EKG services is limited to those which are performed on-site by the ASC. These services, if referred out or provided elsewhere, are not reimbursable to the ASC. The services may be covered under the performing provider’s separate enrollment in the MO HealthNet Program.
Coverage of x-rays or EKG’s as ancillary services to the surgical procedure is limited to those which are warranted by the diagnosis; or when, in the opinion of the surgeon or anesthesiologist, the procedure is indicated as medically necessary, as in the case of an older patient. A Certificate of Medical Necessity must be attached to the claim form in these cases, reference Section 3.2 in this manual for more information.
Reimbursement for all other radiology services associated with the performance of ASC procedures is included in the facility’s reimbursement for the procedure.
Coverage is further limited to only such additional ancillaries as may be provided within seven (7) days prior to or on the date of performance of the surgical procedure.
[bookmark: _Toc132267466][bookmark: _Toc225419526]Routine Services Included in Facility Charge
Pre-surgical, diagnostic, and operative-related services that are covered and included in the facility reimbursement fee when provided by the facility within seven (7) days prior to or on the date of the performance of the procedure include the following:
Routine preoperative laboratory work (Complete Blood Count (CBC), Hematocrit, Hemoglobin, Urinalysis)
Routine screening x-rays
Medication, Intravenous (IV) Fluids
Anesthesia, operating, and recovery supplies
Surgical supplies, trays
Administrative and nursing services
Preoperative, operating room and recovery
[bookmark: _Toc225419527]2.5 Post-Operative Care
Any indicated post-operative care or services provided by the ASC facility is considered to be included in the total FFS and cannot be reimbursed as a separate service.
[bookmark: _Toc225419528]2.6 Assistant Surgeon’s Services
Additional facility service charges as a result of an assistant surgeon’s services are not allowable.
[bookmark: _Toc225419529]2.7 Corneal Transplants
The cost of acquiring corneal tissue for corneal transplants may be billed in addition to the ASC facility charge. The procedure codes in the table below are manually priced to include the current MHD fee for the facility charge and the cost of acquiring the corneal tissue. An invoice from an eye bank or organ procurement organization showing the actual cost of acquiring the tissue must be attached to claims to receive reimbursement for the facility charge and the corneal tissue.
The following ASC facility fees are added to the actual procurement cost of the corneal tissue:
	Proc Code
	Description

	65710
	Keratoplasty (corneal transplant); lamellar

	65730
	Keratoplasty (corneal transplant); penetrating

	65750
	Keratoplasty (corneal transplant); penetrating

	65755
	Keratoplasty (corneal transplant); penetrating

	65756
	Keratoplasty (corneal transplant); endothelial


Effective for dates of service beginning July 1, 2023, ASC clinics are reimbursed for ASC covered surgical and ancillary services from a fee schedule, including corneal tissue acquisition and corneal transplant procedures, based on Medicare’s ASC Payment System.
[bookmark: _Toc225419530]2.8 Dental Services
Certain dental rehabilitation services are covered in a free-standing ASC facility for those patients unable to cooperate in the conventional dental setting due to age, disability, or psychological problems.
NOTE:  Many adults have limited dental benefits. Reference the Dental Provider Manual for more information on dental benefits.
The following are examples of patients who may be treated in an ASC facility as an alternative to hospitalization:
Children under 36 months of age with severe dental decay
Mentally and physically disabled patients
Accident patients
Dental phobic patients
Covered dental services in an ASC (for individuals meeting the above criteria only) include the following:
Tooth extraction
Wisdom tooth/impacted tooth extraction
Pedodontic restoration; this may include one (1) or more of the following procedures: 
Complete clinical examination
Prophylaxis
Fluoride treatment
Composite/amalgam restorations and extractions
Removal of wisdom /impacted teeth
Pulpotomies
Root canal
Crowns
Immediate dentures are not covered in any setting.
The ASC facility fee for procedure code D9999  is priced according to the number of minutes spent on the procedure.
	Proc Code
	Description
	Reimbursement Amount

	D999
	Unspecified adjunctive procedure, by report, 0-30 minutes
	$275.00

	D999
	Unspecified adjunctive procedure, by report, 31-60 Minutes
	$375.00

	D999
	Unspecified adjunctive procedure, by report, 61-90 Minutes
	$450.00

	D999
	Unspecified adjunctive procedure, by report, 91 Minutes and above
	$525.00


MO HealthNet covered dental services in the ASC setting may be billed using the Current Dental Terminology (CDT) codes that begin with ‘D.’ Effective July 1, 2023, CDT procedure code D9999 should no longer be used and will be denied.
A complete fee schedule of ASC procedure codes for dental services under the new methodology can be found on the Fee Schedule.
[bookmark: _Toc225419531]2.9 Pathology and Laboratory
[bookmark: _Toc132267472][bookmark: _Toc225419532]Clinical Laboratory Improvement Requirements
ASC’s may perform diagnostic laboratory testing; however, the facility must meet the requirements discussed in this section.
Under the Clinical Laboratory Improvement Amendments Act of 1988 (CLIA), all laboratory sites (including ASCs), as defined at 42 CFR 493.2, must have either a CLIA Certificate of Waiver or Certificate of Registration to legally perform clinical laboratory testing anywhere in the United States or be exempt by virtue of the fact that the laboratory is licensed by an approved state program.
CLIA applies to any entity that performs laboratory testing of human specimens for the purpose of providing information for the diagnosis, prevention, or treatment of disease or impairment, or the assessment of the health of human beings. Every lab that meets the definition  in 42 CFR 493.2 must apply and pay a fee to CMS for a CLIA certificate.
The CLIA number is a 10-digit alphanumeric identification number. Laboratories are initially issued either a Registration Certificate or a Certificate of Waiver as appropriate. The registration certification is valid for a period of two (2) years, or until the lab is inspected or accredited as meeting CLIA standards. The schedule for inspections is based on the number of tests a laboratory performs. Regulations mandate biannual on-site surveys. The goals are to ensure safe and accurate laboratory work, to preserve patient access to clinical tests, and to encourage technological innovation.
[bookmark: _Toc225419533][bookmark: _Toc330796158]2.10 Out-of-State Non-Emergency Services
All nonemergency, MO HealthNet covered services that are to be performed or furnished out-of-state for eligible MO HealthNet participants, and for which MHD is to be billed, must be prior authorized before the services are provided.  Services that are not covered by the MO HealthNet Program are not approved.
Refer to Section 8.9 of the General Sections Manual for more information. 
[bookmark: _2.13_Emergency_Services][bookmark: _Toc225419534]2.11 Emergency Services
Emergency medical/behavioral health services mean covered inpatient and outpatient services that are furnished by a provider that is qualified to furnish these services and are needed to evaluate or stabilize an emergency medical condition. Emergency medical condition means medical or behavioral health condition manifesting itself by acute symptoms of sufficient severity (including severe pain) that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in the following:
Placing the physical or behavioral health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy
Serious impairment of bodily functions
Serious dysfunction of any bodily organ or part
Serious harm to self or others due to an alcohol or drug abuse emergency
Injury to self or bodily harm to others
With respect to a pregnant woman having contractions: (1) that there is inadequate time to affect a safe transfer to another hospital before delivery or (2) that transfer may pose a threat to the health or safety of the woman or the unborn
Post stabilization care services mean covered services related to an emergency medical condition that are provided after a participant is stabilized in order to maintain the stabilized conditions or to improve or resolve the participant's condition.
[bookmark: _Toc225419535]2.12 Sterilization Procedures
The federal and state requirements for documentation and claim submission applicable to voluntary, elective sterilization procedures are described in the Physician Provider Manual. Voluntary sterilizations have been designated as family planning procedures.
[bookmark: _2.16_Certification_of][bookmark: _Toc225419536]2.13 Non-Covered Ambulatory Surgical Center Services
The following listing represents services, drugs, supplies, etc., which are not covered by MO HealthNet as ASC services. This is not intended to be an all-inclusive listing, and assumption of coverage by reason of exclusion should not be made. Providers should refer to the specifically listed or designated covered services described in this manual.
Corn removal
Cosmetic surgery with primary objective of beautification, such as
Augmentation mammoplasty
Dermabrasion and Chemabrasion
Hair transplant
Otoplasty; protruding or loop ears
Rhinoplasty
Tattoo removal
Durable medical equipment (DME) or supplies provided to the patient for home use
Implantation of nuclear-powered pacemaker
Laceration debridement
Pathology or radiology services provided outside of or referred out of the facility
Penile prosthesis or insertion of
Preparation of special reports sent to insurance companies
Prosthetic/orthotic devices (braces, splints, artificial members, etc.)
Records preparation or forms processing
Routine foot care
Serology testing (Venereal Disease Research Laboratory (VDRL), rapid plasma regain (RPR), fluorescent treponemal antibody (FTA))
Specimen handling charges
Standby, Stat, or Call-back additional service charges
Sterilization services when compliance with the Federal requirements for documentation is not provided
Take-home drugs
Transportation services to or from the facility
Surgical procedures for gender change, such as:
Labial revision
Penile construction
Release of vaginal adhesions
Vaginoplasty
Tuboplasty and vasovasostomy
Venipuncture for blood drawing
[bookmark: _Toc225419537]2.14 Non-Allowable Services
The following ASC services are included in the MHD provider’s reimbursement for the procedure/surgery and are not separately allowable, billable to the participant or to MHD.
Claim filing
Drawing fees
Handling and/or conveyance of specimen to an independent laboratory for interpretation
Incidental surgical procedures performed through the same incision
Medical testimony
Postage
Services considered part of a MO HealthNet covered service/procedure
Services not directly related to the participant’s diagnosis, symptoms or medical history or services in excess of those deemed medically necessary to treat the patient’s condition
Services or supplies covered through another MO HealthNet Program
Services or supplies furnished free of charge by any governmental body (e.g., injectable material)
Telephone calls
[bookmark: _Toc225419538]2.15 Circumcisions
For information regarding circumcision procedures, reference the Physician Provider Manual.
[bookmark: _SECTION_14-SPECIAL_DOCUMENTATION][bookmark: _Section_3:_Special][bookmark: _Toc225419539]Section 3: Special Documentation Requirements
Program limits may require prior authorization (PA) or medical necessity. Reference Section 3 in this manual for specific requirements on medical necessity. Reference the General Sections Manual for PA sample forms and general instructions on completing the forms.
When a specific five (5)-digit procedure code requires an attachment, and that same procedure code exists with a modifier, such as ‘50’ bilateral, any attachment requirements applicable to the five (5)-digit code also apply for the code with the modifier.
The MO HealthNet Program has requirements for other documentation when processing claims under certain circumstances. Refer to Sections 4, Billing Instructions, and The Medicare/Medicaid Claims Processing manual, for further information. Refer to Sections 1-9 of the General Sections Manual for general program documentation requirements.
[bookmark: _Toc225419540]3.1 Required Attachments
When billing electronically, refer to the eMOMED help screen for directions on how to submit an attachment with a claim.
When submitting paper claims requiring attachments, be sure to:
Include the correct attachment(s) for the service being billed, some procedures require more than one (1) attachment
Check that the name of the participant is the same on both the attachment and the claim
Attach a legible copy if not submitting an original
Check that all required information and signatures appear on the attachment
Check that the dates of service are consistent with dates on the attachment
Supporting documentation must also be retained in the participant medical record.
[bookmark: _Toc225419541]Resubmissions
When a claim requiring an attachment is resubmitted, the provider must include a legible copy of the attachment with the resubmitted claim. 
[bookmark: _3.2_Certificate_of][bookmark: _Toc225419542]3.2 Certificate of Medical Necessity
Certain services, procedures, or circumstances require that a Certificate of Medical Necessity be attached to the claim for payment. If the Certificate of Medical Necessity supports the need for the service and/or why another policy cannot be followed, the service may be payable.
Refer to the General Sections Manual for instructions for completion and more information regarding the Certificate of Medical Necessity. The following circumstances also require a completed Certificate of Medical Necessity.
A Certificate of Medical Necessity is not to be used for any procedure performed as an emergency that normally requires the Sterilization Consent Form or Acknowledgement of Receipt of Hysterectomy Information form(s).
[bookmark: _Toc132267488][bookmark: _Toc225419543]Emergency Services Requiring Prior Authorization
When a procedure that normally requires prior authorization is performed as an emergency service, the word ‘Emergency’ must be entered in Field 19 of the CMS-1500 claim form and a Certificate of Medical Necessity, documenting the medical necessity of the procedure, must be attached to the claim. A Certificate of Medical Necessity may not be used instead of the Prior Authorization Request, except in emergency situations.
Refer to Section 2.11 in this manual for the definition of emergency services.
[bookmark: _Toc132267490][bookmark: _Toc225419544]Emergency Services Performed by Out-of-State Providers
Non-bordering out-of-state providers must have all non-emergency services prior authorized before the services are provided. For emergency services performed out-of-state, a Certificate of Medical Necessity must be attached to the claim submitted for payment. The form must explain the emergency circumstance.
[bookmark: _Toc132267491][bookmark: _Toc225419545]Lock-In Participants
For participants with physician or hospital restrictions, only those providers listed when verifying eligibility are authorized to provide services, with the exception of emergency services. When verifying eligibility, lock-in information can be found in eMOMED or by calling Provider Communications at (573) 751-2896 or toll-free (833) 222-7916. 
Services provided to participants who are locked-in to a physician or hospital require a Medical Referral of Restricted Participant (PI-118) form unless the services are provided in response to an emergency situation. 
Refer to the General Sections Manual for more information on administrative lock-in.
[bookmark: _Toc225419546]3.3 Prior Authorization Request
Under the MO HealthNet Program, certain covered services and equipment require prior approval by the MO HealthNet Division (MHD). Prior authorization (PA) is used to promote the most effective and appropriate use of available resources. Providers should follow the guidance in this manual, as well as other specific program Provider Manuals regarding the PA process. Reference the General Sections Manual for more information on PA.
[bookmark: _3.4_Operative_Report][bookmark: _Toc225419547]3.4 Operative Report
An operative or special descriptive report (as indicated by the procedure) may be required in order for the State Medical Consultant to determine the exact procedure(s) performed and subsequent reimbursement.
Procedures/examples of situations for which an appropriate report should be attached:
Multiple surgical procedures performed on the same date, at the same or different time, for the same patient
Separate/incidental services; when a procedure that is ordinarily a component of a larger procedure (and therefore non-payable) is performed alone for a specific purpose; it may be considered as a separate procedure when documented by an operative report
Surgeries involving co-surgeons; each surgeon should attach a copy of the operative report to the claim)
Therapeutic radiology procedures; the operative report should state the procedure, area of body treated, and type of therapy (e.g., kilovoltage, megavoltage, radium, isotopes, etc.)
Unlisted procedures, including both those ending in -29, -89 and -99 and those not ending in -99 (e.g., 96549). An unlisted code is not to be billed instead of a procedure code that is non-covered.
[bookmark: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Toc225419548]Section 4: Billing Instruction
[bookmark: _Toc225419549]4.1 Electronic Data Interchange
Providers exchanging electronic transactions with the MO HealthNet Division (MHD) should access the ASC X12 Implementation Guides, adopted under the Health Insurance Portability and Accountability Act (HIPAA). For Missouri specific information, including connection methods, the biller’s responsibilities, forms to be completed prior to submitting electronic information, as well as supplemental information, reference the X12 Version v5010 and NCPDP Telecommunication D.0 & Batch Transaction Standard V.1.1 Companion Guides.
[bookmark: _Toc225419550]4.2 Electronic Claim Submission
Providers may submit claims via eMOMED.  Providers are unable to access eMOMED without proper authorization. An authorization is required for each individual user.
The following claim types can be used in internet applications: Medical (NSF), Inpatient and Outpatient (UB-04), Dental (ADA 2019), Nursing Home and Pharmacy. For convenience, some of the input fields are set as indicators or accepted values in drop-down boxes. Providers have the option to input and submit claims individually or in a batch submission. A confirmation file is returned for each transmission.
Refer to the General Sections Manual for more information on eMOMED.
[bookmark: _Toc225419551]4.3 Resubmission of Claims
Any line item on a claim that resulted in a zero (0) payment can be resubmitted if it denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. The provider may resubmit electronically or on a CMS-1500 claim form.
If a line item on a claim paid but the payment was incorrect, providers should not resubmit that line item of the claim. For instance, if a provider bills a valid procedure code but it was the wrong code, as long as everything else on the claim is correct, the claim will pay. That claim cannot be resubmitted. It will deny as a duplicate. Refer to the General Sections Manual for more information on the adjustment request process.
[bookmark: _Toc225419552]4.4 Diagnosis Code
The diagnosis code is required and must be entered on the claim form exactly as it appears in the current International Classification of Diseases (ICD) reference book. The current ICD reference book should be used as a guide in the selection of the appropriate diagnosis code.
[bookmark: _Toc225419553]4.5 Billing Procedures for Medicare/MO HealthNet
When a participant has both Medicare Part B and MO HealthNet coverage, a claim must be filed with Medicare first as the primary payer. If the patient has Medicare Part B but the service is not covered or the limits of coverage have been reached previously, an electronic claim may be submitted to MHD along with the Medicare Remittance Advice attached indicating the denial. The claim may also be submitted through eMOMED or through the 837 electronic claims transmission. Reference the Medicare/Medicaid Claims Processing Provider Manual for instructions for submission of claims to MHD.
Medicare/MO HealthNet (crossover) claims that do not automatically cross from Medicare to MHD, must be submitted on eMOMED or through an 837 electronic claims transmission. Before filing an electronic crossover claim, wait 60 days from the date of the Medicare payment to avoid possible duplication of MHD payments. Reference the Medicare/Medicaid Claims Processing Provider Manual for billing instructions.
MHD applies editing to Medicare/MO HealthNet crossover claims very similar to that used to process MHD-only claims. The claims processing system can only process 25 edits or less on one (1) claim. A crossover claim will deny if processing of the claim results in more than 25 edits, Remittance Advice Remark Code MA130. The following edits will post to every line of a claim: timely filing, duplicate claim submission, Third Party Liability (TPL), and spend down. The provider may bill a smaller claim to Medicare to avoid the 25-edit limit when claims crossover from Medicare.
Reference the Medicare/Medicaid Claims Processing Provider Manual for instructions for submission of crossover claims.
[bookmark: _Toc225419554]4.6 CMS-1500 Claim Filing Instructions
The CMS-1500 claim form is always used to bill MHD for ASC services unless a provider bills those services electronically. Instructions on how to complete the CMS-1500 claim form are below.
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MHD claims should be mailed to:
Wipro Infocrossing
P.O. Box 5600
Jefferson City, MO 65102
NOTE:  An asterisk (*) beside field numbers indicates required fields. These fields must be completed, or the claim is denied. All other fields should be completed as applicable. Two (2) asterisks (**) beside the field number indicates a field is required in specific situations.
	Field Number
	Field Name
	Instructions for Completion

	1
	Type of Health Insurance Coverage
	Show the type of health insurance coverage applicable to this claim by checking the appropriate box. For example, if a Medicare claim is being filed, check the Medicare box, if a MHD claim is being filed check the Medicaid box and if the participant has both Medicare and MO HealthNet, check both boxes.

	1a*
	Insured’s I.D. Number
	Enter the patient’s eight (8)-digit MO HealthNet or MO HealthNet Managed Care ID number (DCN) as shown on the patient’s ID card

	2*
	Patient’s Name
	Enter last name, first name, and middle initial in that order as it appears on the ID card

	3
	Patient’s Birth Date, Sex
	Enter month, day and year of birth
Mark appropriate box for sex

	4**
	Insured’s Name
	If there is individual or group insurance besides MO HealthNet, enter the name of the primary policyholder. If this field is completed, also complete Fields 6, 7, 11, and 13. If no private insurance is involved, leave blank.

	5
	Patient’s Address
	Enter address and telephone number, if available

	6**
	Patient’s Relationship to Insured
	Mark appropriate box if there is other insurance

	7**
	Insured’s Address
	Enter the primary policyholder’s address; enter policyholder’s telephone number, if available. If no private insurance is involved, leave blank.

	8
	Patient Status
	Leave blank

	9**
	Other Insured’s Name
	If there is other insurance coverage in addition to the primary policy, enter the secondary policyholder’s name.
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	9a**
	Other Insured’s Policy or Group Number 
	Enter the secondary policyholder’s insurance policy or group number, if the insurance is through a group such as an employer, union, etc. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	9b**
	Other Insured’s Date of Birth
	Enter the secondary policyholder’s date of birth and mark the appropriate box for sex. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	9c**
	Employer’s Name
	Enter the secondary policyholder’s employer name. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	9d**
	Insurance Plan Name or Program Name
	Enter the other insured's insurance plan or name

If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	10a-10c**
	Is Condition Related to
	If services on the claim are related to patient’s employment, auto accident or other accident, mark the appropriate box. If the services are not related to an accident, leave blank.

	10d
	Reserved for local use
	May be used for comments/descriptions

	11**
	Insured’s Policy or Group Number
	Enter the primary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	11a**
	Insured’s Date of Birth, Sex
	Enter primary policyholder’s date of birth and mark the appropriate box reflecting the sex of the primary policyholder. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	11b**
	Employer’s Name
	Enter the primary policyholder’s employer name. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	11c**
	Insurance Plan Name
	Enter the primary policyholder’s insurance plan name

If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. 
This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employers name or other information.

	11d**
	Other Health Plan
	Indicate whether the participant has a secondary health insurance plan; if so, complete Fields 9-9d with the secondary insurance information

	12
	Patient’s Signature
	Leave blank

	13**
	Insured’s Signature
	This field should be completed only when the participant has another health insurance policy. Obtain the policyholder’s or authorized person’s signature for assignment of benefits. The signature is necessary to ensure the insurance plan pays any benefits directly to the provider or MHD. Payment may otherwise be issued to the policyholder requiring the provider to collect insurance benefits from the policyholder.

	14**
	Date of Current Illness, Injury or Pregnancy
	This field is required when billing global prenatal and delivery services. The date should reflect the last menstrual period (LMP).

	15
	Date Same/Similar Illness
	Leave blank

	16
	Dates Patient Unable to Work
	Leave blank

	17**
	Name of Referring Provider or Other Source
	Enter the name of the referring provider or other source. If multiple providers are involved, enter one (1) provider using the following priority order:
1. Referring Provider
2. Ordering Provider
3. Supervising Provider

	17a**
	Other ID #
	Enter the Provider Taxonomy qualifier ZZ in the first shaded area if the provider reported in Field 17b is required to report a Provider Taxonomy Code to MHD
Enter the corresponding 10-digit Provider Taxonomy Code in the second shaded area for the provider reported in Field 17b

	17b**
	National Provider Identifier 
	Enter the National Provider Identifier (NPI) number of referring, ordering, or supervising provider

	18**
	Hospitalization Dates
	If the services on the claim were provided in an inpatient hospital setting, enter the admit date. This field is required when the services is performed on an inpatient basis.

	19
	Reserved for Local Use
	Providers may use this field for additional remarks /descriptions

	20**
	Lab Work Performed Outside Office
	If billing for laboratory charges, mark appropriate box. The referring physician may not bill for lab work that was referred out.

	21*
	Diagnosis
	Enter the complete International Classification of Diseases (ICD) diagnosis code(s). Enter the primary diagnosis under No. 1, the secondary diagnosis under No. 2, etc.

	22**
	Medicaid Resubmission
	For timely filing purposes, if this is a resubmitted claim enter the Internal Control Number (ICN) of the previous related claim or attach a copy of the original Remittance Advice indicating the claim was initially submitted timely

	23
	Prior Authorization Number
	Leave blank

	24a*
	Date of Service
	Enter the date of service under ‘from’ in month/day/year format, using six (6) digit format. All line items must have a ‘from’ date.
A ‘to’ date of service is required when billing on a single line for subsequent physician hospital visits on consecutive days. The six (6) service lines have been divided to accommodate submission of both the NPI and another/propriety identifier during the NPI transition and to accommodate the submission of supplemental information to support the billed service.
Multiple dates of service cannot be billed on a single line of the claim form. Each date of service must be shown on a separate line of the claim form with no more than six (6) lines per claim form.

	24b*
	Place of Service
	Enter the appropriate place of service code in the unshaded area of the field.
24—ASC

	24c*
	EMG-Emergency
	Enter a Y in the unshaded area of the field if this is an emergency. If this is not an emergency, leave this field blank.

	24d*
	Procedure Code
	Enter the appropriate Current Procedural Terminology (CPT) or Healthcare Common Procedure Coding (HCPCS) code and applicable modifier(s), if any, corresponding to the service rendered in the unshaded area of the field. (Field 19 may be used for remarks or descriptions.) Reference Section 5 in this manual for applicable procedure codes.
NOTE:  Effective for dates of service beginning July 1, 2023, the ‘SG’ ASC facility service modifier is required on all ASC claims, or the claims will deny.

	24e*
	Diagnosis Pointer
	Enter 1, 2, 3, 4 or the actual diagnosis code(s) from Field 21 in the unshaded area of the field

	24f*
	Charges
	Enter the provider’s usual and customary charge for each line item in the unshaded area of the field. This should be the total charge if multiple days or units are shown.

	24g*
	Days or Units
	Enter the number of days or units of service provided for each detail line in the unshaded area of the field. The system automatically plugs in a ‘1”’ if the field is left blank.

	24h**
	Early Periodic Screening, Diagnostic, and Treatment/Family Planning
	If the service is an Early Periodic Screening, Diagnostic, and Treatment (EPSDT)/Healthy Children and Youth (HCY) screening service or referral, enter ‘E.’ If the service is family planning related, enter ‘F.’ If the service is both an EPSDT/HCY and Family Planning Service, enter ‘B.’

	24i**
	ID Qualifier
	Enter the Provider Taxonomy qualifier ZZ in the shaded area if the rendering provider is required to report a Provider Taxonomy Code to MHD
A Provider Taxonomy code must be reported if providers have a NPI for multiple legacy MO HealthNet provider numbers

	24j**
	Rendering Provider ID
	If the Provider Taxonomy qualifier was reported in 24i; enter the 10-digit Provider Taxonomy Code in the shaded area

Enter the 10-digit NPI number of the individual rendering the service in the unshaded area
Note: Effective for dates of service beginning July 1, 2023, the performing provider is not required on ASC claims

	25
	SS#/Fed. Tax ID
	Leave blank

	26
	Patient Account Number
	For the provider’s own information, a maximum of 12 alpha and/or numeric characters may be entered here

	27
	Assignments
	Not required on MHD claims

	28*
	Total Charge
	Enter the sum of the line item charges

	29
	Amount Paid
	Enter the total amount received by all other insurance resources. Previous MHD payments, Medicare payments, cost sharing and copay amounts are not to be entered in this field.

	30
	Balance Due
	Enter the difference between the total charges. (Field 28) and the amount paid (Field 29)

	31
	Provider Signature
	Leave blank

	32**
	Name and Address of Facility
	If services were rendered in a facility other than the home or office, enter the name and location of the ASC facility

This field is required when the place of service is other than home or office

	32a**
	National Provider Identifier Number
	Enter the 10-digit NPI number of the service facility location in Field 32

	32b**
	Other ID#
	Enter the Provider Taxonomy qualifier ZZ and corresponding 10-digit Provider Taxonomy code for the NPI number reported in Field 32a if the provider is required to report a Provider Taxonomy Code to MHD. Do not enter a space, hyphen or other separator between the qualifier and code.

A Provider Taxonomy code must be reported if providers have one NPI for multiple legacy MO HealthNet Provider numbers

	33*
	Billing Provider Info & Phone Number
	Enter the provider’s name, address, and phone number

	33a**
	National Provider Identifier Number
	Enter the NPI number of the billing provider in Field 33

	33b**
	Other ID#
	Enter the Provider Taxonomy qualifier ZZ and corresponding 10-digit Provider Taxonomy code for the NPI number reported in Field 33a if the provider is required to report a Provider Taxonomy Code to MHD. Do not enter a space, hyphen or other separator between the qualifier and code.


*These fields are mandatory on all CMS-1500 claim forms.
**These fields are mandatory only in specific situations as described.
[bookmark: _4.7_Place_of][bookmark: _Toc225419555]4.7 Modifier 
An ASC facility must bill all services rendered to MO HealthNet patients using the ‘SG’ modifier.
[bookmark: _Toc225419556]4.8 Place of Service Code
Services in an ASC facility must be billed using the below place of service (POS) code. 
	Code
	Description
	Definition

	24 
	ASC
	A freestanding facility, other than a physician’s office, where surgical and diagnostic services are provided on an ambulatory basis.


[bookmark: _Toc225419557]4.9 Insurance Coverage
While providers are verifying the patient’s eligibility, they can obtain the TPL information contained on the MO HealthNet participant file. Eligibility may be verified by calling the IVR system at (573) 751-2896 or toll-free (833) 222-7916, which allows the provider to inquire on third party resources. The provider may also use a point of service terminal eMOMED to verify eligibility and inquire on third party resources. Reference the General Sections Manual for more information.
Participants must always be asked if they have third party insurance regardless of the TPL information given by the IVR, point of service terminal, or eMOMED. It is the provider’s responsibility to obtain from the participant the name and address of the insurance company, the policy number, and the type of coverage. Reference the General Sections Manual for more information on TPL.
[bookmark: _SECTION_18—DIAGNOSIS_CODES][bookmark: _SECTION_19-PROCEDURE_CODES][bookmark: _Section_5:_Procedure][bookmark: _Toc225419558]Section 5: Procedure Codes
Procedure codes used by the MO HealthNet Division (MHD) are identified as Healthcare Common Procedure Coding System (HCPCS) codes. The HCPCS is divided into Level I and Level II. Level I is composed of Current Procedural Terminology (CPT) codes that are used to identify medical services and procedures furnished by physicians and other health care professionals. Level II is composed of the HCPCS National Level II codes that are used primarily to identify products, supplies, and services not included in the CPT codes.
[bookmark: _Toc225419559]5.1 Current Procedural Terminology Codes
Reference materials regarding the HCPCS/CPT may be obtained through the American Medical Association.
[bookmark: _Toc225419560]5.2 Radiology and Electrocardiogram Procedure Codes
Payment may be made for certain radiology and electrocardiogram (EKG) services which are performed on-site and are not included in the Ambulatory Surgical Center (ASC) Fee Schedule. These services are considered for separate reimbursement in addition to the surgical procedures listed in the Fee Schedule for ASC and are subject to limitations expressed in Section 2 of this manual. Reimbursement for these radiology services is based on a maximum allowable fee for the total service (facility and professional component), or for the facility component only, depending on the facility arrangement with the interpreting radiologist. Only the facility technical component of the EKG service is allowable as a facility charge and is reimbursed accordingly.
[bookmark: _Hlk145958813]Effective for dates of service beginning July 1, 2023, ASC clinics are reimbursed for ASC covered surgical and ancillary services from a fee schedule, based on Medicare’s ASC Payment System and National Dental Advisory Service (NDAS)-based fees for dental procedures. Reimbursement for the procedure codes listed on the MO HealthNet ASC Fee Schedule represents the facility charges.
A complete fee schedule of ASC procedure codes with MHD allowed amount under the new methodology can be found on the Fee Schedule.
[bookmark: _Toc225419561]5.3 Covered Ambulatory Surgical Center Procedure Codes
Reference the Fee Schedule for a list of covered procedure codes for ASC services. Procedure codes that must have required attachments when submitted on a claim for processing are identified with the following:
	Restriction Code
	Description

	1
	Prior Authorization Request Required

	2
	Certificate of Medical Necessity Required

	4
	Sterilization Consent Form Required

	8
	Acknowledgement of Receipt of Hysterectomy Information Required

	K
	Certification of Medical Necessity for Abortion Required

	R
	Invoice Required

	Y
	Operative Report Required


MO HealthNet covered procedures that are performed bilaterally and are identified by Medicare as appropriate bilateral procedures, must be billed using the ‘50’ modifier. For bilateral procedures identified by Medicare Services, reference the CMS Physician Fee Schedule Relative Value File (PFS RVU). The PFSRVU (MPFSDB) indicators in the bilateral surgery column of the database instruct carriers how to reimburse for services.
NOTE:  Not all codes in the listing are covered by MO HealthNet, refer to the MO HealthNet Fee Schedule for more information.
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