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MEMORANDUM
	To:
	Early Intervention Providers

	From:
	Paula E. Goff, Part C Coordinator

	Date:
	February 17, 2014

	Subject:
	Insurance EOB Processing Clarifications
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The State Lead Agency (SLA) has recently received several questions and concerns regarding procedures for processing Explanation of Benefits (EOB).  The SLA has not imposed new procedures.  EOBs are processed in the same manner as before the turn of the New Year. The SLA processes EOBs based on “clean claims”.  “Clean claims” is a term that insurers use to describe a claim properly documented and one used by First Steps since the beginning of insurance billing.   There has been inconsistency between SLA staff when processing EOBs.  We have addressed that issue internally and some providers may now have EOBs not processed for various reasons that were previously processed without question. 
All EOBS must be faxed to 502-564-0329.  This fax machine is located in a secure area of the First Steps office.  The SLA cannot guarantee that EOBs faxed to the backup number or any other number will be forwarded to First Steps. The child’s personally identifiable information must not be visible on the fax cover sheet to remain in compliance with IDEA and HIPAA.  Violations of this will result in significant ramifications for the provider that include but are not limited to notifications to parents, fines, and termination of the contract with First Steps. 
Myths 

	Myth
	Reality

	Resubmitting an insurance claim is fraud.
	Resubmitting a corrected insurance claim is not fraud.  The resubmitted claim must be labeled “Correction”. It is fraud if the provider is submitting a claim with false information.

	DIs can’t legally bill insurance because they aren’t medical providers.
	It is not uncommon for DIs to bill insurance for Part C services using rehabilitative and behavioral codes.  Kentucky is one of twenty-nine states that require this. 

	EOBs are denied because the provider is out-of-network.
	The network status is a contractual requirement.  EOBs stating that the provider was an out-of-network or nonparticipating provider are routinely processed when the provider has documentation on file with the SLA that they complied with the contract requirement.  
If, when checking on the network status, it appears that the provider has not complied with the contract provisions, steps will be taken to confirm this. Any EOB presented for processing will not be processed until the network status is resolved. If the provider has violated the terms of the contract, the provider agreement may be terminated. 


General Procedures by the SLA:

· EOBs are processed by date received.
· EOBs will not be processed if the TOTS claim is pending (not submitted; appears in the top section of the Accounts Payable screen).  It is the responsibility of the provider to submit claims in TOTS.  SLA staff will not submit claims on behalf of the provider. 

· SLA enters notes for each claim disapproved describing how the EOB was processed. These notes are entered into the note box on the claim.  It is the provider’s responsibility to read the claim notes and take any action needed for correction/resubmission.

· SLA will not notify the provider of long-term awaiting payments.  It is the provider’s responsibility to track their payments.  
· The provider is responsible for documenting their efforts to obtain the EOB or payment from the policy holder. SLA may pay providers who have not received an EOB or payment due to the parent keeping the EOB and/or payment. In these instances, the provider needs to notify the SLA within 90-120 days from the date of service.  SLA pays the provider for the services when the documentation shows the provider was unsuccessful in obtaining the insurance payment from the family.
The following table describes the SLA actions taken when processing claims:
	Issue
	Note
	SLA Actions

	Claim not submitted to insurance timely
	Insurers expect timely presentation of claims.
	All claims entered in TOTS must be submitted by the provider and approved no later than 60 days of the date of service.

First Steps will not pay on claims not submitted timely to insurance.  Claims not submitted to insurance within 6 months of the date of service will not be processed.

	NPI issue; provider not recognized to provide service
	This describes type (discipline) of provider.
	First Steps will not process an EOB returned due to wrong provider type.  No First Steps provider should have NPI taxonomy of “Specialist” or “Contractor.”

	Claim not clean
	· Numeric fields must be all digits and alpha fields must contain only letters. 
· CPT code must be 5 digits; no “dummy” codes (for example, XXXXX) or CBIS codes

· ICD (Diagnosis) code must be included.  The ICD code must be the condition that the provider is treating. Specific codes for Developmental Delay are more likely to be paid by insurers than 315.9

· Location of service is a numeric code
	First Steps will not process EOBs that indicate the claim was not submitted correctly.  The provider will be instructed to make corrections and resubmit to insurance.
When resubmitted to insurer, it must be submitted on a paper CMS 1500 marked “Correction”.  Claims submitted without “correction” on them will be considered duplicates by insurer and returned as such. 

	Pre-authorization
	Some insurers require pre-authorization of services.
	Obtaining pre-authorization is the responsibility of the provider and must be obtained within 60 days of acceptance of the child on the caseload.  SLA will not pay for services where pre-authorization was required but not obtained 
First Steps will pay for dates of service that occurred before the provider obtained insurance authorization, but only after authorization was obtained.  The SLA must have proof that authorization was obtained, even if late (but not more than 60 days). 

	Requested documentation not provided
	The insurer may ask for plan of care, service notes and/or assessments.
	First Steps will not process the EOB until the provider has complied with the insurer’s request.

	Denial due to lapsed insurance
	
	It is the provider’s responsibility to contact the Service Coordinator to update the insurance information in TOTS.  
Service Coordinators are required to verify the family’s financial information as part of the 6-month IFSP.  The family financial assessment is conducted annually. Financial information can be updated at any time. 
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