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[bookmark: _Toc219202891][bookmark: _Toc219217484]Introduction
Rural Health Clinics (RHCs) are facilities that provide services typically furnished in an outpatient clinic setting. A RHC visit is defined as a medically necessary physical or mental health visit, or a qualified preventive health visit, with a RHC practitioner during which time one (1) or more RHC services are rendered. RHCs can be either independent or provider based. Independent RHCs are stand-alone or freestanding clinics. Provider Based RHCs are an integral and subordinate part of a hospital.
[bookmark: _Toc219202892][bookmark: _Toc219217485][bookmark: _Toc231542533]Section 1: Benefits and Limitations
This section contains program-specific information regarding the benefits and limitations for both Independent and Provider Based Rural Health Clinics (RHCs).
RHC core service providers are subject to the same benefit limitations and coverage restrictions that apply to services provided by non-RHC providers enrolled with the MO HealthNet Division (MHD). Refer to the individual Provider Manuals for program limitations on specific services.
Refer to the General Sections Manual for information regarding participant eligibility, information regarding provider conditions of participation, and Third Party Liability (TPL). 
Refer to other sections within this manual for general program requirements.
[bookmark: _1.1_Definition_of][bookmark: _Toc232407977][bookmark: _Toc219202893][bookmark: _Toc219217486][bookmark: _Toc231542534]1.1 Rural Health Clinic Visit
Face-to-face visits between RHC participants and RHC core practitioners must include a medically necessary evaluation and management (E/M) service to be reimbursed at the RHC rate. RHC core practitioners include the following:
Clinical psychologist
Licensed clinical social worker
Licensed master social worker
Nurse practitioner
Nurse midwife
Physician
Physician assistant
Provisionally licensed psychologist 
[bookmark: _Hlk219213427]When a face-to-face visit with a core service practitioner does not occur or when a patient presents to the clinic for a routine non-covered service (e.g., blood pressure check, follow-up reading of a Tuberculosis (TB) skin test, venipuncture), an RHC visit should not be billed. A visit is billable only for services provided in the following places of service (POS): 
	POS Code
	POS Description

	12
	Home

	13
	Assisted Living Facility

	31
	Skilled Nursing Facility

	32
	Nursing Facility

	72
	Rural Health Clinic


Refer to the General Sections Manual for more information on POS codes. 
An Independent RHC visit rate (procedure code T1015) covers the patient's visit to the clinic, including services and supplies incidental to such visit. Independent RHCs bill this procedure code on the outpatient claim form to receive MHD reimbursement based on the Medicare established all-inclusive rate for each visit. Refer to Section 2.5 in this manual for claim filing instructions.
Incidental services include:
Assistance by auxiliary personnel such as a nurse, medical assistant, or anyone acting under the supervision of the physician
Bandages, gauze, oxygen, and other supplies
Drugs and biologicals that are not usually self-administered
Medicare-covered preventive injectable drugs (e.g., influenza, pneumococcal)
Venipuncture
Refer to Section 1.15 in this manual for information on telemedicine services. Refer to Section 2 in this manual for billing instructions.
[bookmark: _1.2_Injections][bookmark: _Toc219202894][bookmark: _Toc219217487][bookmark: _Toc231542535]1.2 Injections
Independent and Provider Based RHCs may not separately bill for the administration of an injection, regardless of whether there is a visit with a core service provider. For example, a Provider Based RHC may not separately bill for the following procedure codes. The cost of these incidental services is included in the RHC cost reports.
	Proc Code
	Description

	95115
	Professional services for allergen immunotherapy not including the provision of allergenic extracts; single injection

	95117
	Professional services for allergen immunotherapy not including provision of allergenic extracts; two (2) or more injections

	95165
	Professional services for the supervision of the preparation and provision of antigens for allergen immunotherapy; single or multiple antigens


[bookmark: _Toc219217488][bookmark: _Toc231542536][bookmark: _Toc219217489]1.3 Non-Rural Health Clinic Services
[bookmark: _Hlk219206798]Occasionally, a RHC may furnish services beyond the scope of those services covered under the RHC designation. If covered under another separate benefit category, the services must be separately billed (as appropriate) under the appropriate performing provider furnishing the services, using their active non-RHC Clinic National Provider Identifier (NPI). Since these services are not RHC services, any related costs for space, equipment, supplies, facility overhead, and personnel associated with these services must be identified and removed from allowable costs on the RHC cost report. Reference the General Sections Manual for additional billing information.
The following services are not RHC services:
Laboratory services
· Although RHCs must furnish certain laboratory services to be approved as an RHC, these services are not included within the scope of RHC services
Ambulance services
Diabetes outpatient self-management training services; refer to the Physician’s Provider Manual for more information on Diabetes self-management training
Durable medical equipment (DME), whether rented or sold, including crutches, hospital beds, and wheelchairs used in the patient’s place of residence; refer to the DME Provider Manual for more information
Glaucoma screening
Leg, arm, back, and neck braces
Artificial legs, arms, and eyes, including replacements (if required because of a change in the patient’s physical condition)
Prosthetic devices (other than dental) which replace all or part of an internal body organ (including colostomy bags), and supplies directly related to colostomy care, and the replacement of such devices 
Technical components of diagnostic tests such as x-rays and electrocardiograms (EKGs) 
NOTE: The professional component is an RHC service if performed by a RHC primary care practitioner.
Services that are non-RHC designated services are paid under the MHD Fee Schedule.
[bookmark: _Hlk219206824]RHCs are entitled to their costs associated with MO HealthNet services. These costs include expenses incurred for services that cannot be billed for, such as injections. The costs of these services are to be included in the RHC cost report.
Medical records must clearly document a medically necessary E/M service when an RHC visit is billed. Billed visits that are not medically necessary are subject to recoupment by Missouri Medicaid Audit & Compliance (MMAC).
[bookmark: _Toc219202895][bookmark: _Toc219217490][bookmark: _Toc231542537]1.4 Additional Service/Visit on the Same Date
If it becomes necessary to provide additional services on the same date which constitute a separate visit, a Certificate of Medical Necessity must be completed and attached to the claim. When filing a claim using eMOMED, the clinic may complete the Certificate of Medical Necessity in eMOMED.
Visits with more than one (1) health professional and multiple visits with the same health professional which take place on the same day and at a single location constitute a single visit, except when one (1) of the following conditions exist:
After the first visit, the patient suffers illness or injury requiring additional diagnosis or treatment
The patient has a medical visit and a separate behavioral health provider visit
Refer to Section 2 in this manual for claim filing instructions regarding reporting multiple visits. Refer to the General Sections Manual for instructions on completing the Certificate of Medical Necessity.
[bookmark: _Toc219202896][bookmark: _Toc219217491][bookmark: _Toc231542538]1.5 Laboratory Services
RHCs are required to provide the following basic laboratory services on-site to be approved as an RHC. However, these and other laboratory services are not included in the RHC rate:
· Blood glucose tests
· Chemical examinations of urine by stick or tablet method or both (including urine ketones)
· Examination of stool specimens for occult blood
· Hemoglobin or hematocrit tests
· Pregnancy tests
· Primary culturing for transmittal to a certified laboratory. This service is required for RHC certification but is not separately billable through any MO HealthNet program; reimbursement is included in the fee for the visit.
[bookmark: _Toc219217492][bookmark: _Toc231542539]1.6 Technical Components
RHCs may bill MHD using their active non-RHC Clinic NPI for technical components of laboratory, radiology, and EKG services. Current NPIs may be used to bill these technical components performed at the RHC. When submitting claims as a non-RHC Clinic, the performing provider NPI field must be completed. Refer to Section 2.5 in this manual for claim filing instructions.
RHCs will be reimbursed according to the MHD Fee Schedule.
RHC providers not currently enrolled as an active non-RHC Clinic must complete and submit a provider enrollment application. Refer to MMAC Provider Enrollment for more information. 
[bookmark: _Toc219202897][bookmark: _Toc219217493][bookmark: _Toc231542540]1.7 Vaccines for Children Program
Through the Vaccines for Children (VFC) Program, federally provided vaccines are available at no cost to public and private providers for eligible children ages zero (0) through 18. Children that meet at least one (1) of the following criteria are eligible for a VFC vaccine:
MHD Enrolled: The child is enrolled in the MO HealthNet Program
Uninsured: The child has no health insurance coverage
Native American/Alaskan Native: Children as defined in the Indian Health Services Act
Underinsured: The child has some type of health insurance, but the benefit plan does not include vaccinations. The child must be vaccinated in a Federally Qualified Health Clinic (FQHC) or a RHC.
MO HealthNet enrolled providers must participate in the VFC Program administered by the Missouri Department of Health and Senior Services (DHSS) and must use the free vaccine when administering vaccine to qualified MO HealthNet eligible children. Refer to the Physician Provider Manual for additional information regarding the VFC Program.
To enroll, providers must contact DHSS by calling (800) 219-3224, faxing (573) 526-5220, or by mail to:
VFC Program
Department of Health and Senior Services
930 Wildwood, PO Box 570
Jefferson City, MO 65102

Refer to VFC Program – Information for Providers for more information on the VFC Program. 
[bookmark: _Toc219202898][bookmark: _Toc231542541]Vaccines for Children Billing
[bookmark: _Hlk219206843]Independent and Provider Based RHCs may not bill an administration fee for VFC immunizations. The administration fee is included in the RHC visit. If a VFC immunization is identified as being medically necessary during an RHC visit but cannot be administered at that time, an RHC visit may not be billed when the patient returns for the immunization, if the immunization is the only service provided. RHCs should include the costs associated with the immunization on their cost report.
If it is medically necessary to reexamine the patient when the patient returns for the immunization, a visit may be billed. Medical records must document medical necessity, and the service(s) provided.
[bookmark: _Toc232407983]Independent RHCs may bill an encounter code when a VFC immunization is provided, if a medically necessary E/M service is provided in addition to the VFC immunization.
Provider Based RHCs may bill an appropriate level E/M code when a VFC immunization is provided, if a medically necessary E/M service is provided in addition to the VFC immunization.
Refer to Section 2 in this manual for billing information.
[bookmark: _Toc219202899][bookmark: _Toc219217494][bookmark: _Toc231542542]1.8 Sexual Assault Findings Examinations and Child Abuse Resource Education Examinations
Sexual Assault Findings Examination (SAFE), Child Abuse Resource Education (CARE) examinations, and related laboratory studies that ascertain the likelihood of sexual or physical abuse are covered by MO HealthNet when performed by SAFE trained providers certified by DHSS.
SAFE and CARE examinations may not be billed with the RHC NPI. SAFE trained providers must bill for the examinations under their individual NPIs through the MHD Fee Schedule. Claims submitted by RHCs for SAFE and CARE examinations are subject to denial or recoupment by MMAC.
Refer to the Physician Provider Manual for more information on SAFE and CARE examinations.
[bookmark: _Toc219202901][bookmark: _Toc219217495][bookmark: _Toc231542543]1.9 Healthy Children and Youth Services
The federal government requires detailed reporting of screening and referral in Missouri’s Early Periodic Screening, Diagnostic and Treatment (EPSDT) program, the Healthy Children and Youth (HCY) Program. Refer to Section 2 in this manual for specific information regarding HCY services.
Refer to the HCY Provider Manual for information regarding the HCY Program.
[bookmark: _Toc219202902][bookmark: _Toc219217496][bookmark: _Toc231542544]1.10 Family Planning Services
Providers must correctly identify family planning procedures on the outpatient claim form to capture the federal portion of the MHD reimbursement for these services. Refer to Section 2.5 in this manual for specific claim filing instructions for billing family planning services.
[bookmark: _1.10_Surgeries/Procedures_Performed][bookmark: _Toc219202903][bookmark: _Toc219217497][bookmark: _Toc231542545]1.11 Services Performed in the Hospital Setting
Services provided by RHC practitioners in the hospital setting are outside of the RHC benefit and cannot be billed by the RHC. This includes services provided in all types of hospital settings, such as inpatient, outpatient, and the emergency room. 
Surgeries and procedures performed in the hospital setting must be billed with the practitioner's private practice NPI or as performing provider of a non-RHC clinic/group and payment is made under the MHD Fee Schedule.
[bookmark: _Toc219202904][bookmark: _Toc219217498][bookmark: _Toc231542546]1.12 Obstetric Services
Prenatal care must be billed as individual visits. If the patient delivers in the hospital, the delivery must be billed with the appropriate procedure code, with the practitioner's private practice NPI or as performing provider of a non-RHC clinic/group. Payment is made under the MHD Fee Schedule. 
When delivery and postpartum procedure codes are billed, no additional payment is allowed. Routine postpartum care for the mother within 30 days after delivery is included in the MHD reimbursement for the delivery. When a separate practitioner (not associated with the RHC) has performed and billed for the delivery without postpartum care, the postpartum care should be billed by the RHC as individual visits.
[bookmark: _Toc219202905][bookmark: _Toc219217499][bookmark: _Toc231542547]1.13 Postoperative Care
Postoperative care includes 30 days of routine follow-up care for those surgeries and procedures having a MHD reimbursement amount of $75.00 or more. Refer to Section 1.11 in this manual for more information on services performed in a hospital. Refer to the Physician Provider Manual for additional information regarding postoperative care.
[bookmark: _Toc219202906][bookmark: _Toc219217500][bookmark: _Toc231542548]1.14 National Drug Code Requirement 
Refer to the Pharmacy Provider Manual for information on the National Drug Code (NDC) requirement for all drugs that are dispensed.
[bookmark: _1.16_Telehealth_Services][bookmark: _Toc219202907][bookmark: _Toc219217501][bookmark: _Toc231542549]1.15 Telemedicine Services
Telemedicine services are health care services provided through information and communication technologies which facilitate the assessment, diagnosis, consultation, treatment, education, care management, and self-management of a participant’s health care while the participant is at the originating site and the health care provider is at the distant site.
Telemedicine offers participants, particularly those in rural areas of the state, access to health care services without having to travel extensive miles for an appointment.
[bookmark: _Toc140650993]Telemedicine Covered Services
Services provided through telemedicine must meet the standard of care that would otherwise be expected should such services be provided in person.
Eligible Providers
Any licensed health care provider shall be authorized to provide telemedicine services if such services are within the scope of practice for which the health care provider is licensed and are provided with the same standard of care as services provided in person.
To be reimbursed for telemedicine services, health care providers treating patients in Missouri, utilizing telemedicine, must be fully licensed to practice in Missouri and be enrolled as a MO HealthNet provider prior to rendering services. Refer to MMAC Provider Enrollment for more information.
Reimbursement
RHCs, Independent and Provider Based, must bill the telemedicine originating site fee using their non-RHC Clinic NPI when operating as an originating site.
Originating Site 
RHCs must bill with their non-RHC Clinic NPI to receive reimbursement for a facility fee for telemedicine services when operating as the originating site. Claims must be submitted with procedure code Q3014 (Telemedicine originating site facility fee).
Distant Site
RHCs may bill the distant site with either their non-RHC Clinic NPI or their RHC provider number. The provider will use the appropriate procedure code for the service, along with the appropriate place of service (POS) code: 
	POS
	Modifier
	Description

	02
	
	Telemedicine provided other than in patient’s home

	03
	GT
	School 

	10
	
	Telemedicine provided in patient’s home

	27
	
	Outreach site/street


Documentation
Providers are required to keep a complete medical record of a telemedicine service provided to a participant and follow applicable state and federal statutes and regulations for medical record keeping and confidentiality in accordance with 13 CSR 70-3.030. Refer to the General Sections Manual for more information on record retention.
[bookmark: _Section_2:_Electronic][bookmark: _Section_2:_Billing][bookmark: _Toc219202908][bookmark: _Toc219217502][bookmark: _Toc231542550]Section 2: Billing Instructions
[bookmark: _Toc219202909]Effective for dates of service on or after January 1, 2025, claim reimbursement in a Provider Based Rural Health Clinic (RHC) changed from a percentage of billed charge to a per-visit rate payment methodology. Claims will only pay claim lines submitted on an outpatient claim form with procedure codes listed in Section 3 of this manual. 
Additional reimbursement will not be made for codes not in Section 3 of this manual. These lines are for reporting purposes only. Only the base codes are listed in Section 3; if a procedure code/modifier combination is payable on the MO HealthNet Division (MHD) Fee Schedule, the service will be payable if it is an approved RHC service. 
[bookmark: _Hlk219206856]Each Provider Based RHC will have a different per-visit rate based on their cost report. The provider will be notified of their annual rate for the fiscal year prior to July 1st.
[bookmark: _Toc219217503][bookmark: _Toc231542551]2.1 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: _Toc219202910][bookmark: _Toc219217504][bookmark: _Toc231542552]2.2 Electronic Claim Submission
Providers may submit claims via eMOMED. For access to eMOMED, providers are required to register. 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 eMOMED: 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: _Toc219202911][bookmark: _Toc219217505][bookmark: _Toc231542553]2.3 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 in eMOMED if it denied due to a correctable error. The error that caused the claim to deny must be corrected before resubmitting the claim. An example of a correctable error is the use of an invalid procedure code. A provider may also void a previously billed and paid claim in eMOMED.
If a line item on a claim paid but the payment was incorrect do not resubmit that line item. For example, if the Units field (Field 46) on the UB-04 claim form is blank and the system automatically plugs a one (1), but the number of units provided should have been five (5), the claim cannot be resubmitted. It will deny as a duplicate. In order to correct the payment, the provider must do an adjustment online in eMOMED. Refer to the General Sections Manual for more information on the adjustment request process.
[bookmark: _Toc219202912][bookmark: _Toc219217506][bookmark: _Toc231542554]2.4 Billing Procedures for Medicare/MO HealthNet
When a patient has both Medicare Part B and MO HealthNet coverage, a claim must be filed with Medicare first as the primary payor. If the patient has Medicare Part B but the service is not covered or the limits of coverage have been reached previously, a paper claim may be submitted to MHD with the Medicare Remittance Advice (RA) attached indicating the denial or in eMOMED. Reference the Medicare/Medicaid Claims Processing Provider Manual for instructions for submission of claims to MHD.
If a claim was submitted to Medicare indicating that the patient also had MO HealthNet and disposition of the claim is not received from MHD within 30 days of the Medicare RA date (a reasonable period for transmission for Medicare and MHD processing), the claim must be filed in eMOMED or through the 837 electronic claims transaction. 
[bookmark: RHIUB-04][bookmark: _Toc236629500]MHD applies editing to Medicare/MO HealthNet crossover claims very similar to that used to process MO HealthNet only claims. The claims processing system can only process 25 edits or less on one (1) claim. A crossover claim will deny with RA Remark Code MA130 if processing of the claim results in more than 25 edits. 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 more information on crossover claims.
[bookmark: _2.5_UB-04_(CMS-1450)][bookmark: _Toc219217507][bookmark: _Toc231542555][bookmark: _Toc219202913]2.5 Rural Health Clinic Claim Filing Instructions
The UB-04 (CMS-1450) claim form should be legibly printed or typed. 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*
	Provider Name, Address, 
Telephone Number
	Enter the provider name, address, and telephone number

	2
	Unlabeled Field
	Leave blank

	3a
	Patient Control Number
	For the provider’s own information, a maximum of 20 alpha/numeric characters may be entered here

	3b 
	Med Rec #
	Leave blank

	4* 
	Type of Bill
	The valid type of bill for RHC is 711.
The required three (3) digits in this code identify the following:
1st digit: Type of facility
2nd digit: Bill classification
3rd digit: Frequency


	5
	Federal Tax Number
	Enter the provider's federal tax number or leave blank

	6**
	Statement Covers Period
(From and Through dates)
	Indicate the beginning and ending dates being billed on this claim form. Enter in MMDDYY or MDDYYYY numeric formant or leave blank

	7
	Unlabeled Field
	Leave blank

	8a
	Patient's Name - ID
	Enter the participant’s eight (8)-digit MO HealthNet Designated Client Number (DCN) (Optional)

NOTE: The MO HealthNet Identification (ID) number is required in Field 60

	8b*
	Patient Name
	Enter the patient's name in the following format: Last name, First name, and Middle Initial

	9
	Patient Address
	Enter the patient's full mailing address, including street number and name, post office box number or Rural Free Delivery (RFD), city, state and zip code

	10 
	Patient Birth Date
	Enter the patient's date of birth in MMDDYY format

	11 
	Patient Sex
	Enter the patient's sex, ‘M’ (male) or ‘F’ (female)

	12 
	Admission Date
	Leave blank

	13 
	Admission Hour
	Leave blank

	14 
	Admission Type
	Leave blank

	15 
	Source of Admission (SRC)
	Leave blank

	16
	Discharge Hour
	Leave blank

	17
	Patient Status
	Leave blank

	18-24** 
	Condition Codes
	Enter the applicable two (2)-character condition code

If the service is the result of a Healthy Children and Youth (HCY) referral or is an HCY related visit, enter: ‘A1’
If the family planning service occurred during the visit, enter: ‘A4’
Do not bill family planning services on the same claim with non-family planning services.

	25-28
	Condition Codes
	Leave blank

	29 
	Accident State
	Leave blank

	30 
	Unlabeled field
	Leave blank

	31-34** 
	Occurrence Codes and Dates
	If one (1) or more of the following occurrence codes apply, enter the appropriate code(s) on the claim:

01—Auto accident
02—No fault insurance
03—Accident/Tort Liability
04—Accident/Employment Related
05—Other Accident
06—Crime Victim

	35-36 
	Occurrence Span Codes and Dates
	Leave blank

	37 
	Unlabeled field
	Leave blank

	38 
	Responsible Party Name and Address
	Leave blank

	39-41 
	Value Codes and Amounts
	Leave blank

	42**
	Revenue Code
	Enter the appropriate revenue code 

	43* 
	Revenue Description
	Optional for Provider Based RHC

Enter ‘the revenue code description

	44*
	Healthcare Common Procedure Coding System/Rates/Health Insurance Premium Payments System Code
	Enter procedure code T1015 for Independent RHC. 

Enter a Current Procedural Terminology (CPT) or HCPCS procedure code(s) found in Section 3 in this manual and any applicable modifier for Provider Based RHC.

If the service is a full or partial HCY screening, enter procedure code T1015EP for Independent RHC’s and the CPT or HCPCS procedure codes(s) for Provider Based RHC’s. The five (5)-digit HCY screening code must be shown in Field 74.  
Z00.110, Z00.111, Z00.121, or Z00.129 must be shown as the primary diagnosis in Field 67.

If it should become necessary to provide services on the same day which constitutes a separate visit in accordance with Medicare guidelines, Provider Based RHCs should skip one (1) line and show a second procedure code. An Independent RHC should bill the T1015 code on one (1) line with a quantity of two (2). A completed Certificate of Medical Necessity must be attached to the UB-04 claim.  Refer to the General Sections Manual for instructions on completing the Certificate of Medical Necessity.

	45* 
	Service Date
	Enter the date of service on each line billed in MMDDYY format 

	46* 
	Service Units
	Enter a unit of ‘1’ in this field. (Note: Multiple visits must be billed as instructed in Field 44.)

NOTE: If no entry is made, the system auto populates a unit of ‘1.’

	47*
	Total Charges
	Enter the total charge for each line. After all charges are listed, skip a line and enter the total of all charges for this claim to correspond to revenue code 0001. 

If a second visit is listed, skip one (1) line and enter the total of these charges. The total charge amount must correspond with the ‘Total Charges’ in Field 47.

In all cases, whether there are single or multiple visits, enter the ‘Total Charges’ for each date of service.

NOTE: When two (2) visits occur on the same date for the same patient, a completed Certificate of Medical Necessity detailing the need for each visit must be submitted with the claim.  Refer to the General Sections Manual for instructions on completing the Certificate of Medical Necessity.

	48
	Non-covered Charges
	Leave blank

	49
	Unlabeled Field
	Leave blank

	50*
	Payer Name
	The primary payer is always listed first. If the patient has insurance, the insurance plan is the primary payer and MHD is listed last.

	51 
	Health Plan ID
	Leave blank

	52 
	Release of Information
Certification Indicator
	Leave blank

	53
	Assignment of Benefits
Certification of Indicator
	Leave blank

	54** 
	Prior Payments
	Enter the amount the provider received toward payment of this claim from all other health insurance companies. Payments must correspond with the appropriate payer information entered in Field 50. 

Do not enter a previous MHD payment, Medicare payment, or copay amount received from the patient in this field. 

	55
	Estimated Amount Due
	Leave blank

	56* 
	National Provider Identifier (NPI)
	Enter the provider's 10-digit National Provider Identifier (NPI)

If applicable:  Enter the corresponding 10-digit Provider Taxonomy code in Field 81CCa

	57 
	Other Provider ID
	Leave blank

	58** 
	Insured's Name
	Complete if the insured’s name is different from the patient's name

	59 
	Patient’s Relationship to the Insured
	Leave blank

	60* 
	Insured's Unique ID
	Enter the patient's eight (8)-digit MO HealthNet ID number
If insurance was indicated in Field 50, enter the insurance number to correspond with the order shown in Field 50 

	61** 
	Insurance Group Name
	If insurance is shown in Field 50, state the name of the group or plan through which the insurance is provided to the insured

	62** 
	Insurance Group Number
	If insurance is shown in Field 50, state the number assigned by the insurance company to identify the group under which the individual is covered

	63 
	Treatment Authorization Codes
	Leave blank

	64** 
	Document Control Number
	If the current claim exceeds the timely filing limit of one (1) year from the ‘through’ date, but was originally submitted timely and denied, the provider may enter the 13-digit Internal Control Number (ICN) from the RA that documents that the claim was previously filed and denied within the one (1)-year limit

	65 
	Employer Name
	If the patient is employed, the employer's name may be entered here

	66 
	Diagnosis & Procedure Code Qualifier
	Leave blank

	67*
	Principal Diagnosis Code
	Enter the complete International Classification of Diseases (ICD) diagnosis code for the condition for which the services were provided. Providers should code to the highest level of specificity shown in the current version of the ICD diagnosis code book.

If the services are family planning, they must be entered on a separate claim form using the appropriate family planning diagnosis codes: Z30.011, Z30.012, Z30.013, Z30.014, Z30.018, Z30.019, Z30.02, Z30.09, Z30.2, Z30.040, Z30.041, Z30.042, Z30.430, Z30.431, Z30.432, Z30.433, Z30.49, Z30.8, Z30.9 

If the service is an HCY screening, Z00.110, Z00.111, Z00.121, or Z00.129 must be shown as the principal diagnosis.

	67 A-D** 
	Other Diagnosis Codes
	Enter any additional ICD diagnosis codes for which treatment was given. Submit a separate claim form for family planning diagnoses.

	67 E-Q 
	Other Diagnosis Codes
	Leave blank

	68 
	Unlabeled Field
	Leave blank

	69 
	Admitting Diagnosis
	Leave blank

	70 
	Patient's Reason for Visit
	Leave blank

	71
	Prospective Payment System (PPS) Code
	Leave blank

	72 
	External Cause of Injury Code (E Code)
	Leave blank

	73 
	Unlabeled Field
	Leave blank

	74** 
	Principal Procedure Code and Date
	To comply with federal guidelines and MHD policies, enter the full CPT procedure code. The date on which the procedure was performed must be stated. Only month and day are required. The procedures reflected in this field must have been performed at the RHC. Refer to Section 3 in this manual for procedure codes. 

If the service is a HCY screening, the five (5)-digit CPT screening code must be entered in this field. 
Diagnosis code Z00.110, Z00.111, Z00.121, or Z00.129 must be shown as the principal diagnosis in Field 67. This is for Provider Based RHCs only.

	74 A-E** 
	Other Procedure Codes and Dates
	Identify and date any other procedures that may have been performed

	75 
	Unlabeled field
	Leave blank

	76**
	Attending Provider Name and Identifiers
	Enter the attending provider's 10-digit NPI.

Enter the attending provider's name, last name first. 

If applicable: Enter the corresponding 10-digit Provider Taxonomy Code in Field 81CCb.

	77
	Operating Provider Name and Identifiers
	Enter the operating provider's 10-digit NPI.

Enter the operating provider's name, last name first. 

If applicable: Enter the corresponding 10-digit Provider Taxonomy Code in Field 81CCc.

	78-79** 
	Other Provider Name and Identifiers
	Enter the other provider's 10-digit NPI.

Enter the other provider's name, last name first. 

If the patient's services are restricted due to administrative lock-in, enter the lock-in provider's 10 digit-NPI in this field and submit the Medical Referral Form of Restricted Participant (PI-118).

If applicable: Enter the corresponding 10-digit Provider Taxonomy Code in Field 81CCd.

	80 
	Remarks
	Use this field to draw attention to attachments such as operative notes, Third Party Liability (TPL) denial, Medicare Part B only, etc.

	81CCa** 
	Code-Code Field
	Enter the B3 Provider Taxonomy qualifier and corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 56.

1st Box: B3 qualifier
2nd Box: Provider Taxonomy Code

	81CCb** 
	Code-Code Field
	Enter the B3 Provider Taxonomy qualifier and the corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 76.

1st Box: B3 qualifier
2nd Box: Provider Taxonomy Code

	81CCc**
	Code-Code Field
	Enter the B3 Provider Taxonomy qualifier and the corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Field 77.

1st: Box: B3 qualifier
2nd Box: Provider Taxonomy Code

	81CCd** 
	Code-Code Field
	Enter the B3 Provider Taxonomy qualifier and the corresponding 10-digit Provider Taxonomy Code for the NPI number reported in Fields 78-79.

1st Box: B3 qualifier
2nd Box: Provider Taxonomy Code


[bookmark: _Toc236629501]* These fields are mandatory on all inpatient UB-04 claim forms.
** These fields are mandatory only in specific situations, as described.
[bookmark: _Toc219202914][bookmark: _Toc219217508][bookmark: _Toc231542556]2.6 Insurance Coverage Codes
Types of insurance coverage the participant has may be identified by calling the Provider Communications Interactive Voice Response (IVR) system at (833) 222-7916 or via eMOMED. Refer to the General Sections Manual for a list of the codes.
Patients must always be asked if they have third party insurance regardless of the TPL information given by the IVR system 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. Reference the General Sections Manual for more information on TPL.
[bookmark: _2.7_Procedure_Codes][bookmark: _Section_3:_Procedure][bookmark: _Toc219202915][bookmark: _Toc219217509][bookmark: _Toc231542557]Section 3: 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 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 composed to 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 codes may be obtained through the American Medical Association. 
	Procedure Code
	Description

	Q3014
	Telemedicine Originating Site Facility Fee

	T1015
	All inclusive clinic visit/encounter


Effective for dates of service on or after January 1, 2025, the Provider Based RHC procedure codes are listed below. 
	Procedure Code
	Description

	90791
	Psychiatric diagnostic evaluation

	90792
	Psychiatric diagnostic evaluation with medical services

	90832
	Psychotherapy, 30 minutes

	90834
	Psychotherapy, 45 minutes

	90837
	Psychotherapy, One (1) hour

	90839
	Psychotherapy for crisis, first hour

	90840
	Psychotherapy for crisis, each additional 30 minutes

	90846
	Family psychotherapy without patient, 50 minutes

	90847
	Family psychotherapy with patient, 50 minutes

	92002
	New patient problem focused exam of visual system

	92004
	New patient complete exam of visual system

	92012
	Established patient problem focused exam of visual system

	92014
	Established patient complete exam of visual system

	96105
	Test to assess the loss of the ability to speak, write, and understand language

	96112
	Administration of developmental test, first hour

	96113
	Administration of developmental test, each additional 30 minutes

	96116
	Exam of neurobehavioral status, first hour

	96121
	Exam of neurobehavioral status, each additional hour

	96130
	Evaluation of psychological test, first hour

	96131
	Evaluation of psychological test, each additional hour

	96132
	Evaluation of neuropsychological test, first hour

	96133
	Evaluation of neuropsychological test, each additional hour

	96136
	Administration of psychological or neuropsychological test, first 30 minutes

	96137
	Administration of psychological or neuropsychological test, each additional 30 minutes

	96138
	Administration of psychological or neuropsychological test by technician, first 30 minutes

	96139
	Administration of psychological or neuropsychological test by technician, each additional 30 minutes

	96156
	Assessment of health behavior

	96158
	Treatment of behavior impacting health, initial 30 minutes

	96159
	Treatment of behavior impacting health, each additional 15 minutes

	96167
	Treatment of behavior impacting health with family and patient, initial 30 minutes

	96168
	Treatment of behavior impacting health with family and patient, each additional 30 minutes

	97802
	Medical nutrition therapy; initial assessment and intervention, individual, face-to-face with the patient, each 15 minutes

	97803
	Medical nutrition therapy; re-assessment and intervention, individual, face-to-face with the patient, each 15 minutes

	98940
	Chiropractic manipulative treatment, One (1) – Two (2) spinal regions

	98941
	Chiropractic manipulative treatment, Three (3) – Four (4) spinal regions

	98942
	Chiropractic manipulative treatment, Five (5) spinal regions

	98943
	Chiropractic manipulative treatment to regions other than spine

	99202
	New patient office or other outpatient visit with straightforward medical decision making, if using time, 15 minutes or more

	99203
	New patient office or other outpatient visit with low level of medical decision making, if using time, 30 minutes or more

	99204
	New patient office or other outpatient visit with moderate level of medical decision making, if using time, 45 minutes or more

	99205
	New patient office or other outpatient visit with a high level of medical decision making, if using time, 60 minutes or more

	99211
	Office or other outpatient visit for the evaluation and management of established patient that may not require presence of healthcare professional

	99212
	Established patient office or other outpatient visit with straightforward medical decision making, if using time, 10 minutes or more

	99213
	Established patient office or other outpatient visit with low level of decision making, if using time, 20 minutes or more

	99214
	Established patient office or other outpatient visit with moderate level of decision making, if using time, 30 minutes or more

	99215
	Established patient office or other outpatient visit with high level of medical decision making, if using time, 40 minutes or more

	99242
	Office or other outpatient consultation with straightforward medical decision making, if using total time, 20 minutes or more

	99243
	Office or other outpatient consultation with low level of medical decision making, if using time, 30 minutes or more

	99244
	Office or other outpatient consultation with moderate level of medical decision making, if using time, 40 minutes or more

	99245
	Office or other outpatient consultation with high level of medical decision making, if using time, 55 minutes or more

	99291
	Critical care, first 30-74 minutes

	99292
	Critical care, each additional 30 minutes

	99304
	Initial nursing facility care with straightforward or low level of medical decision making, per day, if using time, at least 25 minutes

	99305
	Initial nursing facility care with moderate level of medical decision making, per day, if using time, at least 35 minutes

	99306
	Initial nursing facility care with high level of medical decision making, per day, if using time, 50 minutes or more

	99307
	Subsequent nursing facility care with straightforward level of medical decision making, per day, if using time, at least 10 minutes

	99308
	Subsequent nursing facility care with straightforward level of medical decision making, per day, if using time, 20 minutes or more

	99309
	Subsequent nursing facility care with moderate level of medical decision making, per day, if using time, at least 30 minutes

	99310
	Subsequent nursing facility care with high level of medical decision making, per day, if using time, at least 45 minutes

	99315
	Nursing facility discharge day management, 30 minutes or less

	99316
	Nursing facility discharge management, more than 30 minutes

	99341
	Residence visits for new patient with straightforward medical decision making, per day, if using time, at least 15 minutes

	99342
	Residence visits for new patient with low level of medical decision making, per day, if using time, at least 30 minutes

	99344
	Residence visits for new patient with moderate level of medical decision making, per day, if using time, at least 60 minutes

	99345
	Residence visits for new patient with high level of medical decision making, per day, if using time, at least 75 minutes

	99347
	Residence visits for established patient with straightforward medical decision making, per day, if using time, at least 15 minutes

	99348
	Residence visits for established patient with low level of medical decision making, per day, if using time, at least 30 minutes

	99349
	Residence visits for established patient with moderate level of medical decision making, per day, if using time, at least 40 minutes

	99350
	Residence visits for established patient with high level of medical decision making, per day, if using time, at least 60 minutes

	99360
	Extended physician standby service, each 30 minutes

	99366
	Medical team conference with patient and/or family, and nonphysician health care professionals, 30 minutes or more

	99381
	Initial new patient preventive medicine evaluation (younger than one (1) year)

	99382
	Initial new patient preventive medicine evaluation (One (1) – Four (4) years)

	99383
	Initial new patient preventive medicine evaluation (Five (5) - 11 years)

	99384
	Initial new patient preventive medicine evaluation (12-17 years)

	99385
	Initial new patient preventive medicine evaluation (18-39 years)

	99386
	Initial new patient preventive medicine evaluation (40-64 years)

	99387
	Initial new patient preventive medicine evaluation (65 years or older)

	99391
	Established patient periodic preventive medicine examination (younger than one (1) year)

	99392
	Established patient periodic preventive medicine examination (One (1) – Four (4) years)

	99393
	Established patient periodic preventive medicine examination (Five (5) - 11 years)

	99394
	Established patient periodic preventive medicine examination (12-17 years)

	99395
	Established patient periodic preventive medicine examination (18-39 years)

	99396
	Established patient periodic preventive medicine examination (40-64 years)

	99397
	Established patient periodic preventive medicine examination (65 year old or older)

	99401
	Preventive medicine counseling, typically 15 minutes

	99402
	Preventive medicine counseling, typically 30 minutes

	99406
	Smoking and tobacco use intensive counseling, four (4) - 10 minutes

	99407
	Smoking and tobacco use intensive counseling, more than 10 minutes

	99408
	Alcohol and/or substance abuse screening and intervention, 15-30 minutes

	99409
	Alcohol and/or substance abuse screening and intervention, more than 30 minutes

	99412
	Group preventive medicine counseling, typically one (1) hour

	99415
	Extended office or other outpatient service by clinical staff, first hour

	99416
	Extended office or other outpatient service by clinical staff, each additional 30 minutes

	99417
	Prolonged outpatient service, each 15 minutes of total time beyond required time of primary service

	99421
	Online digital evaluation and management service for an established patient for up to seven (7) days, total time five (5) - 10 minutes

	99422
	Online digital evaluation and management service for an established patient for up to seven (7) days, total time 11-20 minutes

	99423
	Online digital evaluation and management service for an established patient for up to seven (7) days, total time 21 or more minutes

	99426
	Principal care management services for a single high-risk disease, first 30 minutes of clinical staff time directed by health care professional, per calendar month

	99427
	Principal care management services for a single high-risk disease, each additional 30 minutes of clinical staff time directed by health care professional, per calendar month

	99429
	Other preventive medicine service

	99439
	Chronic care management services for two or more chronic conditions, additional 20 minutes of clinical staff time directed by health care professional, per calendar month

	99446
	Interprofessional telephone/internet/EHR consultation, including a verbal and written report to the treating/requesting physician; five (5) - 10 min of consultative discussion & review. (>50% of time devoted to verbal/internet consultative discussion)

	99447
	Telephone or internet assessment with verbal and written report by consulting physician, 11-20 minutes

	99448
	Telephone or internet assessment with verbal and written report by consulting physician, 21-30 minutes

	99449
	Telephone or internet assessment with verbal and written report by consulting physician, more than 30 minutes

	99451
	Telephone, internet, or electronic health record assessment and management with written report by consulting physician, at least five (5) minutes

	99452
	Telephone or internet referral service, 30 minutes

	99458
	Management using the results of remote vital sign monitoring per calendar month, each additional 20 minutes

	99460
	Initial evaluation and management of newborn per day

	99461
	Initial evaluation and management of newborn not in hospital or birthing center per day

	99462
	Follow-up hospital care of newborn per day

	99463
	Initial inpatient hospital or birthing center same date care and discharge of newborn

	99464
	Physician attendance at delivery and stabilization of newborn

	99465
	Reviving newborn at delivery

	99468
	Initial inpatient hospital critical care of newborn per day (28 days or younger)

	99469
	Follow-up inpatient hospital critical care of newborn per day (28 days or younger)

	99471
	Initial inpatient hospital critical care of infant or young child per day (29 days to two (2) years)

	99472
	Follow-up inpatient hospital critical care of infant or young child per day (29 days to two (2) years)

	99476
	Follow-up inpatient hospital critical care of infant or young child per day (two (2) – five (5) years)

	99477
	Initial intensive care of newborn per day (28 days or younger)

	99478
	Follow-up intensive care of recovering very low birth weight infant per day

	99479
	Follow-up intensive care of recovering low birth weight infant per day

	99480
	Follow-up intensive care of recovering medium birth weight infant per day

	99484
	Care management services for behavioral health conditions, 20 minutes or more clinical staff time directed by health care professional

	99490
	Chronic care management services, first 20 minutes of clinical staff time directed by health care professional, per calendar month

	99492
	Initial psychiatric collaborative care management, first calendar month, first 70 minutes

	99493
	Follow-up psychiatric collaborative care management, subsequent calendar month, first 60 minutes

	99494
	Psychiatric collaborative care management per calendar month, each additional 30 minutes

	99499
	Other evaluation and management service

	G0117
	Glaucoma screening for high risk patients furnished by an optometrist or ophthalmologist

	G0118
	Glaucoma screening for high risk patient furnished under the direct supervision of an optometrist or ophthalmologist

	G0323
	Care management services for behavioral health conditions, at least 20 minutes of clinical psychologist or

	G0447
	Face-to-face behavioral counseling for obesity, 15 minutes

	G0473
	Face-to-face behavioral counseling for obesity, group (two (2) – 10), 30 minutes

	G0511
	Rural health clinic or federally qualified health center (RHC or Federally Qualified Health Center (FQHC)) only, general care management, 20 minutes or more of clinical staff time for chronic care management services or behavioral health integration services directed by an RHC or FQHC practitioner (physician, nurse practitioner, physician assistant, or certified nurse midwife), per calendar month

	G0512
	RHC or FQHC only, psychiatric collaborative care model (psychiatric CoCM), 60 minutes or more of clinical staff time for psychiatric CoCM services directed by an RHC or FQHC practitioner (physician, nurse practitioner, physician assistant, or certified nurse midwife) and including services furnished by a behavioral health care manager and consultation with a psychiatric consultant, per calendar month

	G2214
	Initial or subsequent psychiatric collaborative care management, first 30 minutes in a month of behavioral health care manager activities, in consultation with a psychiatric consultant, and directed by the treating physician or other qualified health care professional
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