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Introduction
Nurse midwife services include management and provision of the care of a pregnant woman and her unborn/newborn infant throughout the maternity cycle, which includes pregnancy, labor, and postpartum care.
Nurse midwives may also provide care outside of the maternity cycle such as family planning, counseling, birth control techniques, and well woman gynecological care, including routine Papanicolaou (pap) smears and breast examinations (Section 13605, OBRA 93). Nurse midwife services may also include services to the newborn, age zero (0) through two (2) months, and any other MO HealthNet eligible female, age 15 and over.
Services furnished by a nurse midwife must be within the scope of practice authorized by federal and state laws or regulations and, in the case of inpatient or outpatient hospital services or clinic services, furnished by or under the direction of a nurse midwife only to the extent permitted by the facility.
Nurse midwife services are included as a plan benefit in the MO HealthNet Division (MHD) Managed Care Program.
[bookmark: _Toc229058021]Section 1: Reimbursement Methodology
[bookmark: _Toc229058022]1.1	Nurse Midwife Services
Reimbursement for nurse midwife services is made on a Fee-For-Service (FFS) basis. The maximum allowable fee for a unit of service has been determined by the MO HealthNet Division (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.
For information regarding emergency services and out-of-state non-emergency services, refer to the General Sections Manual.
[bookmark: _Toc132796886][bookmark: _Toc132797081][bookmark: _Toc132797185]Fee Schedule
The MO HealthNet Fee Schedule identifies covered and non-covered procedure codes, restrictions, allowed units, and the MHD allowable fee per unit. The Fee Schedule is updated monthly and is intended as a reference, not a guarantee for payment.
The Fee Schedule can be searched for a specific procedure code or it can be downloaded. Some procedure codes may be billed by multiple provider types. Categories are set up by the service rendered and are not necessarily provider specific.
Refer to the General Sections Manual for more information on the MO HealthNet Fee Schedule.
[bookmark: _SECTION_13-BENEFITS_AND][bookmark: _Toc229058023]Section 2: Benefits and Limitations
[bookmark: _Toc229058024]2.1	Provider Participation
To participate in the MO HealthNet Nurse Midwife Program, the nurse midwife provider must have:
A current Missouri Registered Nurse (RN) License
Evidence of certification by the American College of Nurse Midwives
A signed and accepted Title XIX Participation Agreement for nurse midwife services
If services will be rendered to MO HealthNet participants in another state, the nurse midwife applicants must also submit the following information:
A copy of their current Registered Nurse (RN) license in that state
Proof that nurse midwives are legally authorized under that state’s law to practice as a nurse midwife. Proof of active participation in that state’s program as a nurse midwife provider is acceptable documentation.
Additional information on provider conditions of participation can be found in the General Sections Manual.
For more information on enrolling as a MO HealthNet provider, visit Missouri Medicaid Audit and Compliance (MMAC) Provider Enrollment or contact MMAC at  MMAC.ProviderEnrollment@dss.mo.gov or by calling (833) 818-1183. 
[bookmark: _Toc229058025]2.2	Adequate Documentation
Per 13 CSR 70-3.030(2), 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.
Per 13 CSR 70-3.030(2), 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: _Toc229058026]2.3	Participant Eligibility
MO HealthNet participants must be eligible for MO HealthNet coverage for each date a service is rendered in order for reimbursement to be made to a provider. All services rendered to the child, including newborn care, must be billed under the child’s individual MO HealthNet Identification (ID) Number. When viewing the participant’s ID card or letter of eligibility, the participant’s eligibility status can be obtained in eMOMED or by calling the Provider Communications Interactive Voice Response (IVR) system at (573) 751-2896 or toll-free (833) 222-7916.
Additional information about participant eligibility can be found in the General Sections Manual.
[bookmark: _Toc132797197]Presumptive Eligibility Temporary Assistance for Needy Families
The purpose of the Temporary MO HealthNet during Pregnancy (TEMP) Program is to provide pregnant women with access to ambulatory prenatal care while they await the formal determination of MO HealthNet eligibility.  
The TEMP card and letter may only be used to obtain ambulatory prenatal services and the diagnosis on the claim form must be a pregnancy/prenatal diagnosis. If the TEMP participant is provided illness care, the illness diagnosis code must appear as the primary diagnosis code. However, a pregnancy/prenatal diagnosis code must also appear on the claim form.
Nurse Midwife services are restricted to women in the absence of medical complications.
Refer to the General Sections Manual for more information on what is covered for TEMP participants.
[bookmark: _Toc229058027]2.4	Covered Services
MO HealthNet-covered nurse midwife services are provided to any individual including, but not limited to, the care, management and monitoring of a woman, in the absence of medical complications, and her unborn/newborn infant throughout the course of the normal cycle of gestation including pregnancy, labor and delivery, and the initial post-delivery/postpartum period not to exceed six (6) weeks. Covered services may also include services outside the maternity cycle such as family planning and services to individuals other than mothers and newborns.
A nurse midwife may provide care in specific locations. Two (2) digit numeric place of service (POS) codes must be used when filing claims with MHD. A nurse midwife may provide care in the POS codes listed in Section 4.6 of this manual.
A nurse midwife may provide the following services:
[bookmark: _Toc132797202]Global Prenatal Care
Global prenatal care includes all prenatal visits performed at medically appropriate intervals up to the date of delivery, routine urinalysis testing during the prenatal period, care for pregnancy-related conditions; e.g., nausea, vomiting, cystitis, vaginitis and the Notification of Pregnancy (NOP) and Risk Screening.
Global prenatal care, (procedure codes 59425 or 59426) should be used when the nurse midwife provides total prenatal care only, but delivery is by another provider. 
Only one prenatal care code, 59425 (four-six (4-6) visits) or 59426 (seven (7) or more visits) may be billed per pregnancy and the following prenatal visit services must be performed at each visit. The nurse midwife must have seen the MO HealthNet eligible participant for four (4) or more prenatal visits, and performed all the prenatal visit services (at each visit) as defined below:
Patient’s weight
Blood pressure
Urine check
Fetal heart tone (FHT) attempt
Fundal height
Interim history
When fewer than four (4) complete prenatal visits are performed, the services must be billed for individual dates of service using the appropriate Evaluation and Management (E/M) codes. If the nurse midwife does more than three (3) visits but the participant goes to another provider for the rest of her pregnancy, all visits must be billed using the appropriate E/M procedure codes.
Billing for global prenatal care may not occur until the date of delivery. Do not bill the global prenatal code in addition to the global vaginal delivery code (59400). Providers must enter the date of last menstrual period (LMP) on the professional claim when billing global prenatal care. It is inappropriate to bill global prenatal care when the pregnancy terminates at or prior to 20 weeks gestation. Those services are to be billed using the appropriate E/M Services Code(s).
Global Prenatal/Delivery/Postpartum (59400)
The fee for the global prenatal/delivery/postpartum care includes all prenatal visits, routine urinalysis testing during the prenatal period, subsequent care for pregnancy-related conditions; e.g., nausea, vomiting, cystitis, vaginitis, and Notification of Pregnancy (NOP) and Risk Screening. The fee also includes the initial hospital visit, the delivery, and postpartum care. If a provider does more than three (3) visits but the participant goes to another provider for the rest of her pregnancy, the global prenatal/delivery/postpartum care procedure codes cannot be billed. Each date of service must be billed separately.
The global prenatal/delivery/postpartum fee is reimbursable when one (1) provider or provider group practice provides all the patient's obstetric care. For this purpose, a group is defined as an obstetric clinic, there is one (1) patient medical record, and each physician/physician assistant/nurse practitioner/nurse midwife seeing that patient has access to the same patient record and makes entries into the record as they occur. A primary care physician is responsible for overseeing patient care during the patient's pregnancy, delivery, and postpartum care. The clinic may elect to bill globally for all prenatal, delivery, and postpartum care services provided within the clinic, using the primary care physician's provider number as the performing provider. 
NOTE: LMP is required on all claims for global and/or prenatal/delivery services. 
When billing for this service, the date of delivery is the service date to be entered on the professional claim form.
A delivery diagnosis code must be used. It is inappropriate to bill global delivery when the pregnancy terminates at or prior to twenty weeks gestation. Services are to be billed using the appropriate E/M Services code(s) and/or medical/surgical procedure(s) performed.
Delivery Only 
The delivery only, procedure code 59409, is used when more than one (1) provider is involved in the prenatal care and delivery, and the provider at delivery: 
Has provided no prenatal care 
Does not provide postpartum care 
Elects to bill FFS 
Elects to bill global prenatal for prenatal services and delivery 
Providers must enter the date of the LMP on the professional claim. The date of service is the delivery date. A delivery diagnosis code must be used. 
It is inappropriate to bill a delivery code when the pregnancy terminates at or prior to 20 weeks gestation. Services are to be billed using the appropriate E/M Services code(s) and/or medical/surgical procedure(s) performed. 
Delivery Only Including Postpartum Care (59410) 
The delivery only including postpartum care procedure code is used when more than one (1) provider is involved in the prenatal care and delivery and the provider at delivery: 
Has provided no prenatal care and 
Provides the delivery and postpartum care
Postpartum Care Only 
The postpartum care only procedure code (59430) is used when the nurse midwife provides postpartum care only.
Refer to Section 5 in this manual for more information on nurse midwife procedure codes and the Physicians Provider Manual for more information on E/M codes.
Notification of Pregnancy and Risk Screening
MO HealthNet enrolled providers (including Fee-For-Service (FFS) and Managed Care health plan providers) who provide obstetric care/services, primary care, and emergency care to MO HealthNet participants should notify MHD and the Managed Care health plans of a participant’s pregnancy by completing the Notification of Pregnancy (NOP) and Risk Screening directly in to the secure and Health Insurance Portability and Accountability Act (HIPAA) compliant NOP and Risk Screening Portal. 
The NOP and Risk Screening process notifies MHD and the appropriate Managed Care health plan of the participant’s pregnancy and the participant’s risk factors to ensure supports can be provided to participants as early as possible. The NOP and Risk Screening Portal should be completed during all initial encounters during which the pregnancy is diagnosed and/or confirmed. 
Reimbursement is limited to two (2) prenatal and two (2) postpartum screenings per patient, per calendar year. Refer to the Physicians Provider Manual for more information.
[bookmark: _Toc132797209]Healthy Children and Youth Program
Missouri’s Early Periodic Screening, Diagnostic and Treatment (EPSDT) program is called the Healthy Children and Youth (HCY) Program. The purpose of the HCY Program is to ensure a comprehensive, preventative health care program for MO HealthNet eligible children under the age of 21. HCY is designed to link the child and family to an ongoing health care delivery system. The HCY program provides early and periodic medical, dental, vision, and hearing screening, diagnostic and treatment to correct or ameliorate defects and chronic conditions found during the screening. HCY screens performed by nurse midwives are limited to children up to two (2) months of age and females 15 through 20 years of age. Nurse midwives are encouraged to be aware of and make appropriate referrals where the need exists for screening or treatment services for other participants.
Every eligible participant under age 21, or the child’s parents or legal guardian, is informed of the HCY service by the Department of Social Services (DSS) Family Support Division (FSD) at the initial application for assistance. The participant is reminded of the service at each annual FSD reinvestigation.
Refer to the HCY Provider Manual for additional information.
[bookmark: _Toc132797211]Newborn Care
Initial newborn examinations are identified as HCY full screenings. When billing for procedure codes 99460, 99461, 99462 or 99463, the newborn’s medical record must document that all the components of a full HCY examination appropriate to the child’s age and circumstances were performed by the billing provider. 
If the nurse midwife provides total care of the infant, including the initial physical examination and assessment of the infant and conference with parents, the appropriate procedure code may be billed. If a physician provides the examination, the nurse midwife may not bill for the service.
	Procedure Code
	Description

	99460
	Initial hospital or birthing center care, per day, for evaluation and management of normal newborn infant.

	99461
	Initial care, per day, for evaluation and management of normal newborn infant seen in other than hospital or birthing center.

	99462
	Subsequent hospital care, for the evaluation and management of a normal newborn, per day.

	99463
	Initial hospital or birthing center care, per day, for evaluation and management of normal newborn infant admitted and discharged on the same day.


NOTE: Hospital care is limited to one (1) visit per day with POS code 21 (inpatient hospital).
Refer to Section 4 in this manual for more information on billing.
[bookmark: _Toc132797212]Case Management Services
Case management is an activity under which responsibility for locating, coordinating, and monitoring necessary and appropriate services for a participant rests with a designated person or organization, to promote the effective and efficient access to necessary comprehensive health services. Case management seeks to promote good health of participants and includes referral to other needed services, such as Women, Infant, and Children’s (WIC) Program, and to aid in assuring continuity and coordination of services among the various agencies.
To provide and bill for case management services, a provider must be approved and enrolled as a case management provider with MO HealthNet. Upon approval, a specialty code of Case Management, or Targeted Case Management—Children EPSDT, is added to the existing provider file. For more information on enrolling as a MO HealthNet provider, visit MMAC Provider Enrollment or contact MMAC at  MMAC.ProviderEnrollment@dss.mo.gov or by calling (833) 818-1183. 
[bookmark: _Toc132797213]Case Management for Pregnant Women
Case Management for Pregnant Women services are available for MO HealthNet eligible pregnant women determined to be at risk of poor pregnancy outcomes and are intended to reduce infant mortality and low birth weight by encouraging adequate prenatal care and adherence to the recommendations of the prenatal caregiver. These services may include client education, assistance with transportation, education, home visits, and links with other community services and agencies.
A list of prenatal case management providers can be found in the MO HealthNet Provider Search. Providers who are interested in becoming case managers should contact MMAC at  MMAC.ProviderEnrollment@dss.mo.gov or by calling (833) 818-1183. 
[bookmark: _Toc132797214]Healthy Children and Youth Case Management
Medically necessary case management services are covered for persons under the age of 21 through the HCY Program. HCY case management centers on the process of collecting information on the health needs of the child, making and following up on referrals as needed, maintaining a health history, and activating the examination/diagnosis/treatment ‘loop.’ HCY case management may be used to reach out beyond the bounds of the MO HealthNet Program to coordinate access to a broad range of services, regardless of the source of funding for the services to which access is gained. The services to which access is gained must be found by MHD to be medically necessary for the child. HCY case management services are intended to assist MO HealthNet eligible individuals in gaining access to needed medical, social, educational, and other services. HCY case management services require prior authorization by the Department of Health and Senior Services (DHSS) Bureau of Special Health Care Needs (BSHCN). For more information, refer to DHSS Special Health Care Needs. 
For emergency requests, providers may contact BSHCN at (573) 751-6246, toll-free (800) 451-0669, or email SHCN@health.mo.gov.
Refer to HCY Provider Manual for information about the HCY case management program. 
Family Planning
Nurse midwives may provide family planning services to eligible MO HealthNet participants. Family planning services are services relating to birth control products including oral and non-oral contraceptive agents including intrauterine devices (IUDS); hormone containing and copper-containing, transdermal patches, long-acting intramuscular injections, vaginal rings, and diaphragm devices.
Nurse midwives must bill all contraceptive agents using the precise 11-digit National Drug Code (NDC) number of the package from which it was dispensed. One of the following family planning diagnosis codes must be on the claim: 
	Family Planning Diagnosis Codes

	Z30.011
	Z30.016
	Z30.09
	Z30.0430
	Z30.45

	Z30.012
	Z30.017
	Z30.2
	Z30.0431
	Z30.46

	Z30.013
	Z30.018
	Z30.040
	Z30.0432
	Z30.49

	Z30.014
	Z30.019
	Z30.041
	Z30.433
	Z30.8

	Z30.015
	Z30.02
	Z30.042
	Z30.44
	Z30.9


The following are payable as family planning services: 
Laboratory and x-ray services provided as part of a family planning encounter 
Human Immunodeficiency Virus (HIV) blood screening testing performed as part of a package of screening testing 
Counseling provided to women in conjunction with a family planning encounter 
A pregnancy test is family planning related if provided:
· When the family planning services are initiated for an individual
· After the initiation of family planning services when the patient may not have used the family planning method properly
· When the patient is having an unusual response to the family planning method
Procreative management, i.e., artificial insemination, is not covered by MO HealthNet. 
	Procreative Management Diagnosis Codes Not Covered

	Z31.0
	Z31.89
	Z31.41
	Z31.42
	Z31.49


Reference the Physician Provider Manual for additional information on family planning.
[bookmark: _Toc132797221]Laboratory Services
[bookmark: _Toc132797222]Clinical Laboratory Improvement Amendment Act Requirements
Under the Clinical Laboratory Improvement Amendments Act (CLIA) of 1988, all laboratory testing sites must have either a CLIA certificate of waiver or certificate of registration to legally perform clinical laboratory testing anywhere in the United States. 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 above definitions must apply to the Centers for Medicare & Medicaid Services (CMS) for a CLIA certificate and pay a fee to CMS.
The CLIA identification number is a 10 character alpha-numeric code. Providers applying for CLIA numbers are initially issued either a registration certificate or a certificate of waiver, as appropriate. The registration certification is good for two (2) years, or until the lab is inspected or accredited as meeting CLIA standards. The MO HealthNet Fee Schedule for inspections depends on the number of tests a provider/laboratory performs. To obtain information on how to participate in the CLIA Program, providers should refer to CMS How To Apply for a CLIA Certificate. 
Claims from provider offices or laboratories without CLIA numbers are subject to denial. Performing laboratory tests without CLIA approval is a violation of the CLIA of 1988 and may be punishable by fines and imprisonment. The following laboratory services may be performed by CLIA certified nurse midwives:
	Procedure Code
	Description

	81002
	Urinalysis; routine, without microscopy

	81003
	Urinalysis; automated, without microscopy

	81025
	Urine pregnancy test, by visual color comparison methods

	82947
	Glucose; quantitative

	82948
	Glucose; bold reagent strip

	82950
	Glucose post glucose dose (includes glucose)

	82951
	Glucose tolerance test (GTT), three (3) specimens (includes glucose)

	84702
	Gonadotropin, chorionic; Human Chorionic Gonadotropin (hCG) quantitative

	84703
	Gonadotropin, chorionic; qualitative

	85014
	Blood count; hematocrit

	87210
	Smear, primary source, with interpretation wet mount, simple slide

	87220
	Tissue examination for fungi (e.g., KOH slide) Laboratory services are only payable to the provider who performed the entire service


Definitions and Levels of Service
Services billed to MHD as rendered for a given diagnosis should not exceed the level of service defined for new or established patients. Definitions are described in the Guidelines section of the Physicians’ Current Procedural Terminology (CPT) procedure code book. Providers should refer to the definitions and explanation given for the use of codes when determining the level of service to be used for each patient. (If billing for global prenatal care or global delivery, evaluation, and management CPT codes should not be used). The CPT definitions and levels pertain to office or other outpatient services, hospital, inpatient services, consultations, home services, etc.
For assistance verifying if a service is covered by MO HealthNet, contact Provider Communications via eMOMED or by call (573) 751-2896 or toll-free (833) 222-7916.
New Patient
A new patient is one who has not received any professional services from the nurse midwife within the past two (2) years, or since culmination of the postoperative period following a prior pregnancy.
Established Patient
An established patient is one who has received professional services from the nurse midwife for a pregnancy in the last two (2) years.
Office Visit Services
Office visits are limited to one (1) visit per participant, per provider, per day. An office visit includes, but is not limited to, the following:
Examining the patient for symptoms or indications of a medical condition
Administering injections
Preparing bacterial, fungal, and cytopathology smear(s) and cultures
Obtaining specimens (urine, blood, etc.)
Using any instrument to examine and/or diagnose the illness or condition
Using any supplies such as gowns, drapes, gloves, speculums, pelvic supplies, urine cups, swabs, jelly, etc. These are included in the office visit and may not be billed separately. Providers may not bill for any reusable supplies.
Office or Other Outpatient Service Limitations
The following are service limitations:
An office visit may not be billed on the same date of service as a subsequent hospital visit
An office visit is not covered, if the only service is to obtain a prescription the need for which has previously been determined
New patient office visits are limited to one (1) per provider for each participant. Visits after the new patient office visit must be coded as established patient office visits. 
An office visit may not be billed for routine maternity care and pregnancy related visits when the nurse midwife is the sole provider of maternity care and plans to bill for either global antepartum care (59425 or 59426) or global delivery (59400)
Refer to Section 5 in this manual for information on procedure codes.
[bookmark: _Toc229058028]2.5	Automatic MO HealthNet Eligibility for Newborn Children
A child born to a woman who is eligible for and receiving MO HealthNet benefits on the date the child is born is automatically eligible for MO HealthNet with coverage beginning with the date of birth and extending through the month the child becomes one (1) year of age. Infants born to mothers who are TEMP eligible or are eligible under a state only funded program, such as Blind Pension, are not automatically eligible for MO HealthNet. The mother, physician, nurse midwife, or hospital should immediately notify FSD of the child’s birth in the county in which the mother resides and provide the following:
Case name 
MO HealthNet ID Number of the mother
Child’s name
Child’s birth date
Child’s race 
Child’s sex
Copy of the hospital certificate, if the child was delivered in a hospital
Refer to the General Sections Manual for more information on state only funded Medicaid Eligibility (ME) codes and TEMP. 
[bookmark: _Toc229058029]2.6	Non-Covered Services
Non-covered services may be billed to a participant. Services beyond those normally covered under MO HealthNet for those participants under the age of 21 who are eligible for HCY services, based on the medical necessity of the service/procedure may require prior authorization. Refer to the HCY Provider Manual for more information.
The following services are not covered through the Nurse Midwife Program:
Laboratory tests that were ordered which were provided by another provider; these services must be billed by the provider performing the service
Night visits: no additional payment is made for night (after hours) visits 
Visits on Sundays or holidays; no additional payment is made for these visits
A nurse midwife may not order or perform an amniocentesis; if there is any indication the maternity care is not for a normal, uncomplicated pregnancy and delivery, the nurse midwife must refer the case to a physician
For assistance with verifying if a service is covered by MO HealthNet, contact Provider Communications via eMOMED or by call (573) 751-2896 or toll-free (833) 222-7916.
[bookmark: _Toc229058030]2.7	Non-Allowable Services
The following services are included in the procedure/delivery and are not separately allowable, billable to the participant or to MHD as office/outpatient visits, or in any other manner:
Administration of medication/injection (if the patient is examined/treated the service is included in the office/outpatient visit or other procedure performed)
Canceled or no-show practitioner appointments
Claim filing
Courtesy calls—visits during which no identifiable medical service was rendered
Drawing fees
Handling charges for specimens referred to an independent laboratory for interpretation
Hospital visits: if nurse midwives are in the hospital for delivery, they are the attending and sole providers of maternity care. Thirty (30) days postpartum care is included in the reimbursement for the delivery. Separate payment for hospital visits for the mother is non-allowed.
Local anesthetic administered in the office
Medical care or advice provided by mail or telephone
Mileage in connection with home deliveries
Office visits to obtain a prescription, the need of which had already been ascertained
Prenatal classes
Routine postpartum care following delivery
Services or supplies furnished free of charge by any government body (e.g., injectable material, etc.)
Venipuncture for the purpose of obtaining a blood specimen
[bookmark: _Toc229058031]2.8	Well-Women Exam
The appropriate preventive medicine E/M code (99385-99387 and 99395-99397) should be used for billing a well-woman exam. One adult preventive examination/physical is covered per 12 months.
Refer to Section 5 in this manual for more information.
[bookmark: _SECTION_14-SPECIAL_DOCUMENTATION][bookmark: _Toc229058032]Section 3: Special Documentation Requirements
The MO HealthNet Division (MHD) has requirements for documentation when processing claims under certain circumstances. Refer to Section 4 of this manual and the Medicare/Medicaid Claims Processing Provider Manual for further information. Refer to the General Sections Manual for general program documentation requirements.
Program limits may require prior authorization or medical necessity.
[bookmark: _Toc340759483][bookmark: _Toc229058033]3.1	Healthy Children and Youth Screening
It is mandatory that the provider document in the patient’s medical record that a preventive screening was provided. The provider can document the screenings in an electronic medical record, written medical record or use the Bright Futures screening forms when billing MHD for newborn HCY exams (99460 - 99463). Refer to Section 5 in this manual for procedure code information. Refer to the HCY Provider Manual for additional HCY information.
[bookmark: _SECTION_15-BILLING_INSTRUCTIONS][bookmark: _Section_4:_Billing][bookmark: _Toc229058034]Section 4: Billing Instructions
[bookmark: _Toc229058035]4.1	Electronic Data Interchange
Providers exchanging electronic transactions with 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: _Toc229058036]4.2	Electronic Claim Submission
Providers may submit claims via eMOMED. Providers are required to register in eMOMED. Providers are unable to access eMOMED without proper authorization. Authorization is required for each individual user. For more information, refer to the General Sections Manual.
[bookmark: _Toc229058037]4.3	Resubmission of Claims
Any claim or line item on a claim that resulted in a zero (0) or incorrect payment can be retrieved and resubmitted at the billing website at eMOMED 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 retrieve and resubmit electronically or on a CMS-1500 claim form. A provider may also void a previously billed and paid claim at this site. A claim that denied appropriately for failing timely filing should not be resubmitted.
If a line item on a claim paid but the payment was incorrect do not resubmit that line item. For instance, if the provider billed $2,000 instead of $2,500 for Total Obstetric Care, that claim cannot be resubmitted, it will deny as a duplicate. The provider must submit a ‘replacement’ claim via eMOMED to correct that payment. A replacement claim will recoup the incorrect payment received and replace that claim with a corrected one through real-time adjudication so that proper payment can be received. Refer to the General Sections Manual for more information about the adjustment request process.
[bookmark: _Toc229058038]4.4	Diagnosis Code
The diagnosis code is a required field and must be entered on the claim form exactly as it appears in the current International Classification of Disease (ICD) reference book. The current ICD reference book should be used as a guide in the selection of the appropriate diagnosis code.
[bookmark: _Toc229058039]4.5	CMS-1500 Claim Form
The CMS-1500 claim form is always used to bill the MO HealthNet Division (MHD) for nurse midwife services unless a provider bills those services electronically.
The CMS-1500 claim form should be typed or legibly printed. It may be duplicated if the copy is legible. MO HealthNet claims should be mailed to:
Wipro Infocrossing
P.O. Box 5600
Jefferson City, MO 65102
An asterisk (*) beside field numbers indicates required fields. Two asterisks (**) beside the field number indicate a field is required in specific situations. These fields must be completed or the claim is denied. All other fields should be completed as applicable.
	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 MO HealthNet claim is being filed, check the Medicaid box and if the patient has both Medicare and MO HealthNet, check both boxes.

	1a*
	Insured's I.D. Number
	Enter the patient's eight (8) digit MO HealthNet 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

	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 

	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 

	8
	Reserved for National Uniform Claim Committee (NUCC) Use
	Leave Blank

	9**
	Other Insured’s Name
	Enter other insured’s full last name, first name and middle initial of the enrollee in another health plan if it is different from that shown in Field 2

	9a**
	Other Insured’s Policy or Group Number
	Enter the secondary policyholder’s insurance policy number or group number, if the insurance is through a group such as an employer, union, etc. 

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny.

	9b
	Reserved for NUCC Use
	Leave Blank

	9c
	Reserved for NUCC Use
	Leave Blank 

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

If the insurance plan denied payment for the service provided, attach a valid denial from the insurance plan. 

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny. 

	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
	Claim Codes (Designated by NUCC)
	Leave blank

	11**
	Insured’s Group Policy or (Federal Employee Compensation Act (FECA) 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.

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny.

	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.

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny.

	11b**
	Other Claim ID (Designated by NUCC)
	Enter the ‘Other Claim ID.’ Applicable claim identifiers are designated by the NUCC.

	11c**
	Insurance Plan Name or Program 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. 

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny.

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

NOTE: This field is for private insurance information only. If no private insurance is involved leave blank. If Medicare, MO HealthNet, employer's name or other information appears in this field, the claim will deny.

	12
	Patient’s or Authorized Person’s Signature
	Leave blank 

	13**
	Insured’s or Authorized Person’s Signature
	This field should be completed only when the patient 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 of MO HealthNet. 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
	Other Date
	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 #
	The qualifier indicating what the number represents is reported in the qualifier field to the immediate right of 17a.

The NUCC defines the following qualifiers used in 5010A1:

0B - State License Number
1G - Provider UPIN Number
G2 - Provider Commercial Number
LU - Location Number (This qualifier is used for Supervising Provider only)

	17b**
	National Provider Identifier Number
	Enter the National Provider Identifier Number (NPI) number of the 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 service is performed on an inpatient basis.

	19
	Additional Claim Information (Designated by NUCC)
	Providers may use this field for additional remarks/descriptions

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

	21*
	Diagnosis
	Relate lines A - L to the lines of service in 24E by the letter of the line. Use the highest level of specificity. Do not provide narrative description in this field. Enter the diagnosis in the same order on all pages of claims with multiple lines. The ICD indicator is not used.

	22**
	Resubmission Code
	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 (PA) Number
	Leave blank

	24A*
	Date(s) of Service
	Enter the date of service under ‘from’ in month/day/year format, using six-digit (6) format in the unshaded area of the field. 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 National Provider Identifier (NPI) and another/proprietary identifier during the NPI transition and to accommodate the submission of supplemental information to support the billed service. The top area of the service lines are shaded and is the location for reporting supplemental information. It is not intended to allow the billing of 12 lines of service.

	24B*
	Place of Service
	Enter the appropriate place of service code in the unshaded area of the field

	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.) 

	24E*
	Diagnosis Pointer
	Enter A, B, C, D from Field 21 in the unshaded area of the field. Do not enter the actual diagnosis code.

	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 a ‘1’ if the field is left blank.

Anesthesia: Enter the total number of minutes of anesthesia

Consecutive visits: Subsequent hospital visits may be billed on one (1) line if they occur on consecutive days. The days/units must reflect the total number of days shown in Field 24a.

Injections: Only for those providers not billing on the Pharmacy Claim form. Enter multiple increments of the listed quantity administered. For example, if the listed quantity on the injection list is two (2) cc and four (4) cc are given, the quantity listed in this field is ‘2.’

	24H*
	Early Periodic Screening, Diagnostic and Treatment/Family Planning
	If the service is a 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 a HCY and Family Planning enter ‘B.’ 

	24I**
	ID Qualifier
	Enter in the shaded area of Field 24I the qualifier identifying if the number is a non-NPI. The other ID number of the rendering provider should be reported in Field 24J in the shaded area.

	24J**
	Rendering Provider ID
	The individual rendering the service is reported in this field.

Enter the NPI of the provider in the unshaded area of the field.

This field is required for a clinic, radiology, teaching institution, or a group practice only.

	25
	Federal Tax ID Number
	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
	Accept Assignment
	Leave blank

	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
	Reserved for NUCC Use
	Leave blank 

	31
	Provider Signature
	Leave blank 

	32**
	Service Facility Location Information
	If services were rendered in a facility other than the home or office, enter the name and location of the facility.

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

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

	32b**
	Other ID#
	Enter the qualifier identifying the non-NPI number followed by the ID number. Do not enter a space, hyphen, or other separator between the qualifier and number. 
0B State License Number 
G2 Provider Commercial Number 
LU Location Number

	33*
	Provider Name/ Number/Address
	Enter the provider name, NPI and address

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

	33b**
	Other ID #
	Enter the qualifier identifying the non-NPI number followed by the ID number. Do not enter a space, hyphen, or other separator between the qualifier and number. 
0B State License Number 
G2 Provider Commercial Number 
ZZ Provider Taxonomy 


An asterisk (*) beside field numbers indicates required fields. Two asterisks (**) beside the field number indicate a field is required in specific situations. These fields must be completed or the claim is denied. All other fields should be completed as applicable.
[bookmark: _4.6_Place_of][bookmark: _Toc229058040]4.6	Place of Service Codes
A nurse midwife may provider care in specific locations. The following two (2) digit numeric place of service (POS) codes must be used when filing claims with MHD.
	POS Code
	POS Description
	Definition

	10
	Telehealth Provided in Home
	Patient is located in their home (which is a location other than a hospital or other facility where the patient receives care in a private residence) when receiving health services or health related services through telecommunication technology.

	11 
	Office
	Location, other than a hospital, skilled nursing facility (SNF), military treatment facility, community health center, state or local public health clinic, nursing facility, or intermediate care home where the health professional routinely provides health examinations, diagnosis and treatment of illness or injury on an ambulatory basis

	12 
	Home
	Location, other than a hospital or where the patient receives care in a private residence

	19 
	Off Campus-Outpatient Hospital
	A portion of an off-campus hospital provider based department which provides diagnostic, therapeutic (both surgical and nonsurgical), and rehabilitation services to sick or injured persons who do not require hospitalization or institutionalization

	21 
	Inpatient Hospital
	A facility, other than psychiatric, that primarily provides diagnostic, therapeutic (both surgical and non-surgical) and rehabilitation services by, or under the supervision of physicians to patients admitted for a variety of medical conditions

	22 
	Outpatient Hospital
	A portion of a hospital that provides diagnostic, therapeutic (both surgical and nonsurgical) and rehabilitation services to sick or injured persons who do not require hospitalization or institutionalization

	25 
	Birthing Center
	A facility, other than a hospital’s maternity facilities or a physician’s office, that provides a setting for labor, delivery and immediate postpartum care as well as immediate care of newborn infants

	49
	Independent Clinic
	A location, not part of a hospital and not described by any other Place of Service code, that is organized and operated to provide preventive, diagnostic, therapeutic, rehabilitative, or palliative services to outpatients only.

	50
	Federally Qualified Health Clinic
	A facility located in a medically underserved area that provides preventive primary medical care under the general direction of a physician.

	71
	Public Health Clinic
	A facility maintained by either state or local health departments that provides ambulatory primary medical care under the general direction of a physician.

	72
	Rural Health Clinic
	A certified facility that is located in a rural, medically underserved area that provides ambulatory primary medical care under the general direction of a physician.


[bookmark: _Toc229058041]4.7	Insurance Coverage Codes
Participant eligibility and Third Party Liability (TPL) information may be verified by calling Provider Communications at (573) 751-2896, toll-free at (833) 222-7916 or via eMOMED. Participants must always be asked if they have third party insurance regardless of the TPL information given by Provider Communications or eMOMED. It is the provider’s responsibility to obtain from the patient the name and address of the insurance company, the policy number and the type of coverage. For additional TPL information, refer to the General Sections Manual.
[bookmark: _SECTION19-PROCEDURE_CODES][bookmark: _Section_5:_Procedure][bookmark: _Toc339892616][bookmark: _Toc229058042]Section 5: Procedure Codes
Procedure codes used by the MO HealthNet Division (MHD) are identified as Health Care Procedure Coding System (HCPCS) codes. The HCPCS is divided into two subsystems, referred to as Level I and Level II. Level I is comprised 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 comprised of the HCPCS National Level II codes that are used primarily to identify products, supplies and services not included in the CPT codes. 
Reference materials regarding the HCPCS/CPT may be obtained through the American Medical Association.
[bookmark: _Toc229058043]5.1	Evaluation and Management Codes
Nurse midwives should use the following procedure codes for office or other outpatient services.
New Patient
	Procedure Code
	Description
	Time

	99202
	Office or other outpatient visit (Expanded problem focused history and examination; and straightforward medical decision making)
	20 minutes

	99203
	Office or other outpatient visit (Detailed history and examination; and medical decision making of low complexity)
	30 minutes

	99204
	Office or other outpatient visit (Comprehensive history and examination; and medical decision making of moderate complexity)
	45 minutes

	99205
	Office or other outpatient visit (Comprehensive history and examination; and medical decision making of high complexity)
	60 minutes


[bookmark: _Toc132797252]Established Patient
	Procedure Code
	Description
	Time

	99211
	Office or other outpatient visit for the evaluation and management of an established patient (Presenting problems are minimal)
	

	99212
	Office or other outpatient visit for the evaluation and management of an established patient (Presenting problems are self-limited or minor)
	10 minutes

	99213
	Office or other outpatient visit for the evaluation and management of an established patient (Presenting problems are of low to moderate severity)
	15 minutes

	99214
	Office or other outpatient visit for the evaluation and management of an established patient (Presenting problems are of moderate to high severity)
	25 minutes

	99215
	Office or other outpatient visit for the evaluation and management of an established patient (Presenting problems are of moderate to high severity)
	40 minutes


Laboratory Services
Nurse midwives should use the following procedure codes for laboratory services.
	Procedure Code
	Description

	81002
	Urinalysis; non-automated, without microscopy

	81003
	Urinalysis; automated, without microscopy

	81025
	Urine pregnancy test, by visual color comparison methods

	82947
	Glucose; quantitative

	82948
	Glucose; blood reagent strip

	82950
	Glucose post glucose dose (includes glucose)

	82951
	Glucose tolerance test (GTT), three (3) specimens (include glucose)

	84702
	Gonadotropin, chorionic; Human Chorionic Gonadotropin (hCG) quantitative

	84703
	Gonadotropin, chorionic; qualitative

	85014
	Blood Count; hematocrit

	87210
	Smear, primary source, with interpretation wet mount, simple slide

	87220
	Tissue examination for fungi (e.g., KOH slide)


[bookmark: _Toc132797253]Antepartum Care
Nurse midwives should use the following procedure codes for antepartum services.
	Procedure Code
	Description

	59425
	Antepartum care only; four-six (4-6) visits

	59426
	Antepartum care only; seven (7) or more visits


[bookmark: _Toc132797254]Deliveries
Nurse midwives should use the following procedure codes for delivery services.
	Procedure Code
	Description

	59409
	Vaginal delivery only (with or without episiotomy, and/or forceps)

	59410
	Vaginal delivery (with or without episiotomy, and/or forceps and including post-partum care)


[bookmark: _Toc132797255]Postpartum Care
Nurse midwives should use the following procedure code for post-partum care services.
	Procedure Code
	Description

	59430
	Total obstetric care (all inclusive, ‘global’ care) includes antepartum care, vaginal delivery (with or without episiotomy, and/or forceps) and post-partum care


[bookmark: _Toc132797256]Global Prenatal/Delivery/Postpartum 
Nurse midwives should use the following procedure code for global prenatal/delivery/postpartum services.
	Procedure Code
	Description

	59400
	Postpartum care only (separate procedure)


Newborn Care
Nurse midwives should use the following procedure codes for newborn care services.
	Procedure Code
	Description

	99460
	Initial hospital or birthing center care, per day, for evaluation and management of normal newborn infant (This code may also be used for birthing room deliveries)

	99461
	Initial care, per day, for evaluation and management of normal newborn infant seen in other than hospital or birthing center

	99462
	Subsequent hospital care, per day, for evaluation and management of normal newborn

	99463
	Initial hospital or birthing center care, per day, for evaluation and management of normal newborn infant admitted and discharged on the same day 


[bookmark: _Toc132797257]Healthy Children and Youth Screens
Nurse midwives should use the following procedure codes for Healthy Children and Youth (HCY) screenings. Refer to the HCY Provider Manual for more information. 
	Procedure Code
	Description

	99381EP - 99385EP
	Full medical screening – HCY New Patient

	99391EP - 99395EP
	Full medical screening – HCY Established Patient

	99381EPUC - 99385EPUC
	Full medical screening with referral - HCY

	99391EPUC - 99395EPUC
	

	9938152EP - 9938552EP
	HCY unclothed physical and history - partial screen 


	9939152EP - 9939552EP
	

	9938152EPUC - 9938552EPUC
	HCY unclothed physical history with referral - partial screen 


	9939152EPUC - 9939552EPUC
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