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Billing Insurance
Introduction
The federal law that governs First Steps, Part C of the Individuals with Disabilities Education Act (IDEA), requires that Part C be the payor of last resort for the early intervention system established by the state.  Service coordination, evaluation and assessment, the development of an IFSP and the provision of the procedural safeguards must be provided at no cost to families.  Other services provided by the state’s early intervention system are subject to a schedule of payments that include a family participation fee, public insurance (Medicaid), and private insurance.  Parents must provide written consent to bill private insurance for early intervention services.  The state cannot deny early intervention services based on a family’s inability to pay.
Purpose:  This document was developed to answer the most frequently asked questions concerning billing insurance.  This is not an exhaustive list of questions.
1)      Why do providers need to bill insurance?

Providers are required to bill insurance as part of the contract they signed when enrolling as an early intervention provider.  Public insurance (Medicaid) is billed by the State Lead Agency (SLA) on behalf of early intervention providers.  If a child is covered by both private insurance and Medicaid, the private insurance is primary payor and must be billed before Medicaid (secondary payor) can be billed.  
2)      We provide educational services, why are we expected to bill health     
     insurance?  

Both public (Medicaid) and private health insurance support the treatment of medical conditions that children in the Part C system have.  Not all early intervention services are reimbursed by insurance but many are.  First Steps is required by law to exhaust all possible resources before using early intervention funds.  Early intervention funds were never intended to supplant or replace financial supports that children had or were eligible to receive.
3)      We don’t do direct services in First Steps? How can I bill insurance? 
All early intervention services provided by First Steps are direct services.  The consultative service delivery model used in First Steps is not a strict consultation where only professionals deal with other professionals.  Children are present with the provider counseling (educating) the parent or caregiver on the intervention strategy or modeling the intervention with the parent or caregiver or providing feedback when watching the parent or caregiver do the intervention.  The focus is on building the capacity of the family to enhance their child’s development. 
4)      Why bill insurance—it doesn’t pay for services delivered in home?

Insurance pays for services in clinics, hospitals, and homes.  If a provider has an existing contract with an insurance company, the contract may specify the locations for services are reimbursable.  Policies that originate in states with an early intervention insurance mandate cover services in the home, including policies under Humana and Anthem.  While most First Steps services are provided in the home, codes for Home Health are not appropriate unless the provider is an employee of a recognized home health agency and the child qualifies for home health services as evidenced by a Certificate of Need.  

5) How do I become an in-network provider?

When enrolling with a number of insurance companies, one way to accomplish this task efficiently is by establishing an account with the Council for Affordable Quality Healthcare (CAQH).  CAQH is a universal provider data source used for credentialing providers for billing insurance.  All insurance companies will request the same information when providers apply for in-network status.  Rather than filling out the same information for each insurance company, the information can be stored in the CAQH data source and insurance companies can access it there.  CAQH services are free at this website: www.caqh.org.
Providers must complete the in-networking process for each insurance company that they will be billing.  All insurance companies will request the same information when providers apply for in-network status, you will have to contact an insurance company to obtain a contract to complete. 
After completing contracting information, you need to send the contract back to the insurance company in question. The insurance company will contact you with approval/disapproval. If the insurance disapproves you, you will be required to fax in a denial letter to the SLA.  Providers will need to contact the insurance companies used by their First Steps families.  This can be done at one time or as children with different insurance companies are added to a provider’s caseload.  Applications for insurance companies will vary.  The enrollment information can be found on the insurance companies’ websites.  The major companies insuring Kentucky’s children are:
a. Humana (http://www.humana.com/providers/enroll/) 
b. Anthem BCBS (http://anthem.com/ca/home-providers.html) 
c. Bluegrass Family Health (http://bgfh.com/snm_asp_3524_providers.asp) 
d. United (http://www.uhc.com/physicians.htm) 
e. Aetna (https://www.aetna.com/provweb) 
f. Cigna (http://www.cigna.com/customer_care/healthcare_professionals/index.html) 
g. Tricare (http://www.humana-military.com/south/provider/tools-resources/new-tricare-provider.asp) 

READ ALL CONTRACTS!  They will differ between insurance companies.  Providers negotiate the rate paid by the insurance company for the services provided by that provider.  Contract rates may vary between providers of the same service, depending upon the rate negotiated with the insurance company.
6)     What is the first step a provider should take before billing insurance?  

It is recommended that providers talk to their Certified Public Accountant (CPA) before beginning the process of billing insurance.  A provider may want to discuss the following points with his/her CPA:
a. Determine what type of business the provider is operating (sole proprietorship, partnership, or corporation).
b. Determine if the provider should obtain a tax identification number.  Insurance companies require a federal tax identification number.
	
After determining the type of business, it is recommended that the provider develop a rate structure for services along with a policy and procedures handbook or manual that addresses the operations of the business.  
7)      What is a tax identification number and how do I obtain one?

A tax identification number is a confidential identifier for a business.  Individuals are NOT allowed to use their social security number for this purpose. Most insurance companies will not recognize a provider’s social security number as a tax identification number. This identifying number will be used on all insurance claims.   
A provider will need to know what type of business they are operating before applying for a tax identification number.  Step-by-step directions for obtaining a tax identification number can be found at: http://www.irs.gov/businesses/small/article/0,,id=102767,00.html.
8)   	What if an insurance company says they have enough providers in that       
     area of the state and they aren’t enrolling any more at this time?

Usually, insurance companies want as many providers in one area as possible.  More providers equal more business for insurance companies.  In the event that enrollment is limited, request the denial in writing and submit (fax) the letter of in-network status denial to First Steps SLA.  The provider is required to bill insurance as an out-of-network provider if unable to enroll in network. A denial for in-networking is not a denial for billing for services; you are still required to bill insurance for all services. 
9) Billing Insurance:
Step one:  Providers confirm that the family’s insurance information is complete on the child’s IFSP.  This information will appear on the child’s financial page in TOTS and in the notes section of the child’s IFSP.  This information must include
· Full name of the policy holder
· Date of birth of the policy holder
· Insurance company’s name and the name of the managing company, if different from the insurance company
· Policy and group numbers
· Provider’s line/phone number(s) for claims/questions
· Fax line for claims/questions
· Mailing address for claims/questions

Note:  If the financial information is not complete, notify the service coordinator and POE manager.
Step Two:  Following the provision of a service, providers submit a claim to the family’s private insurance. 
Step three: Providers complete the service log in TOTS to document the service provided.  The family’s private insurance is listed as Payor Source 1 and First Steps as Payor Source 2. In the notes section on the Account Payable screen, the provider notes that the claim for this service has been submitted to the family’s private insurance.  The date of the claim’s submission and method of submission should be included in the note.  By submitting this to First Steps at this time, the provider is making First Steps aware that the service has been provided.  First Steps will not pay the provider for the service until a copy of the insurance plan’s Explanation of Benefits (EOB) has been submitted. 
10) What is a CMS 1500 claims form?  

The CMS 1500 is a universal health care claim form and can be completed either electronically or in hard copy paper format.  The paper copy must be completed and mailed to the claims address on the back of the insurance policy holder’s card.  There are many websites where CMS 1500 forms can be purchased for a small price.  
a. www.Health-Forms.com
b. www.UB-04software.com
c. www.cms.hhs.gov/ElectronicBillingEDITrans//16_1500.asp
d. Providers can also conduct a web search on “CMS 1500” for many more resources.

A CMS 1500 form can also be generated by TOTS.  This is accessed from the Accounts Payable Screen for the child who has insurance.  If all the required fields are entered by the Service Coordinator on Financial Support, Demographic and Parent Screens then they can print the form from the Accounts Payable Screen and the fields will be filled in.
Some insurance plans allow you to use their online portal to submit claims electronically.  This information is available on the websites of individual insurance companies.  
In addition to online portals, there are also insurance clearinghouses to which a provider can submit a claim.  The clearinghouse will confirm the provider’s claim is “clean” before electronically submitting it to the insurance company.  The cost of using a clearinghouse ranges from free to approximately $100 for a given number of claims submitted.  Some examples of clearinghouses include Availity (www.availity.com) and Zirmed (https://public.zirmed.com). 
The advantages of submitting a CMS 1500 online include ease of processing, receipt of results in real-time, quicker reimbursement, confirmation that an insurance company has received the claim, and no phone calls to check on the status of a claim (viewed online instead).
08/2012


1

CMS 1500 Completion Instructions
The CMS 1500 form located on the Account Payable page can be used to submit claims to insurance.  Fields 1 through 11B will automatically be completed by TOTS for the child and parent information.  Field 12 and 13 Patient or Authorized Persons Signature is not required on this form because it is on file in the hard copy record available through the POE office. However, the provider will have to indicate that the signature is on file by writing “SOF” or “signature on file”; providers are more likely obtain the explanation of benefits/EOB from the insurance when adding this to the required fields. Fields 14 through 20 and field 22 do not have to be completed by the provider.  
The chart below provides detailed information on completing the remaining sections of the CMS 1500 form.
	Field #
	Field Name and Description

	12
	Patients or authorized person’s signature 
“Signature” on file or “SOF”
REQUIRED

	13
	Insured or Authorized person’s signature
Enter “signature on  file or “SOF”
REQUIRED

	21
	Diagnosis or Nature of Illness or Injury
Enter the code from TOTS or research the code that best suits the service they are providing

	23
	Prior Authorization Number
Should be completed if the insurance company requires prior authorization for services. Providers will be responsible to obtain pre-authorization if required for services. 

	24A
	Date of service (non shaded area)
Enter the date in month, day, year format (MMDDYY).

	24 B
	Place or Service (non shaded area)
Enter “99” for other service setting; Enter “12” for home based service setting

	24D
	Procedures, Service or Supplies CPT/HCPSC (Shaded area)
Enter the CPT codes that best matches the services provided

	24D
	Modifier
Not commonly used with First Steps services

	24E
	Diagnosis Pointer
Not commonly used with First Steps services

	24F
	Charges (non shaded area)
Enter the rate for services, minimum billed charges must correspond to the MAX KEIS Liability from the Account Payable page

	24G
	Days or Units (non shaded area)
Enter the number of units provided for the member on this date of service.  Units are billed in 15 minute increments. SLP’s are billed differently. You will not use 15 units, SLP’s will also bill their CPT code as 1 regardless of the time they were there. The rate of pay for a SLP will be the full amount of funds you bill for services, not broke into units. 

	24H
	EPSDT family plan
Do not complete this area

	24I
	ID Qualifier
Do not complete this area

	24J
	Rendering Provider ID#
Enter your NPI number

	25
	Federal Tax ID#
Insurance companies may not recognize Social Security numbers as a tax ID number.  If a denial from insurance is received due to this situation, the provider must obtain Federal Tax ID # and resubmit the claim. If using your SSN, check that box. If using Federal Tax ID # check the EIN box.

	26
	Patient’s Account No.
The child’s TOTS ID number is entered in this field.
Required

	27
	Accept Assignment?
If marked yes the provider is agreeing to accept the negotiated rate from the insurance carrier.  This is optional, the majority or provider will accept a negotiated price from insurance. 

	28
	Total Charges
If multiple claims are filed on same form add the total amount of all claims and enter that here.  If a single claim is being filed on the form enter an amount that matches the 24F. First Step suggests that you bill as soon as possible to ensure the provider is paid in a timely manner. 

	29
	Amount Paid
$0 due to no funds received at the time insurance is billed.  

	30
	Balance Due
Amount on CMS 1500 form, due to no funds received at the time insurance is billed

	31 
	Signature of Physician or Supplier including degrees or credentials
A hand written signature is required. A designated signature such as an authorized representative is acceptable. A stamped signature is not acceptable.
Date
Enter the date in a month, day, year numeric format (MMDDYY). This date must be on or after the date(s) of service billed on the claim.

	32
	Service facility location information
Provider’s information 

	33
	Physician/Supplier’s Billing Name, Address, Zip Code and Phone Number
Enter your name, address, zip code and phone number (including area code)

	33A
	Enter your NPI Number

	33B
	Providers information 




[image: ]
11) How can providers bill an insurance company without a diagnostic code     
     from a doctor’s order?

The ICD code associated with eligibility for First Steps is found on the Eligibility Screen in TOTS. Providers can diagnosis under what their licensure will allow. DI’s are NOT able to medically diagnosis a child. If there is no ICD code listed in the TOTS system, you can contact the MD to obtain the ICD given to the child, ask other providers on the child’s caseload, and if an ICD code is not received, leave the field blank. Therapist can diagnosis under what their licensure will allow. 
12) What are CPT® Codes?

CPT ® (Current Procedural Terminology) codes are numbers assigned to every task and service a practitioner may provide to a patient including medical, surgical and diagnostic services. They are then used by insurers to determine the amount of reimbursement that a practitioner will receive by an insurer. Since everyone uses the same codes to mean the same thing, they ensure uniformity.  The codes are owned by the American Medical Association (AMA).  Providers can go to the AMA website to purchase a CPT® code directory:   http://ama-assn.org.  Search “CPT® codes”.  
     
13) What CPT® Codes do First Steps providers use?

Providers use codes that most appropriately describe the services rendered.  Insurance refers to many of the services provided through early intervention as therapeutic services which may be associated with a CPT® code for medical or diagnostic services.  The services may also be considered developmental, rehabilitative or restorative.
Most common codes used by First Step providers
**You, as a provider, must research each and every code that you use to ensure that the code you are using is the correct code for the services delivered.  

Developmental Interventionist (DI)
96152: Health and behavioral intervention
The intervention service provided to an individual to modify the psychological behavior, cognitive and social factors affecting the patient’s physical health and well being. Including increasing the patient’s awareness about their disease using cognitive and behavioral approaches to initiate diet and exercise. 

96153: Health and behavioral intervention
(More common for group DI services (2 or more patients)
The intervention service provided to an individual to modify the psychological behavior, cognitive and social factors affecting the patient’s physical health and well being. Including increasing the patient’s awareness about their disease using cognitive and behavioral approaches to initiate diet and exercise. 

Physical Therapy (PT)

97110: Therapeutic procedures, 1 or more areas, therapeutic exercises to develop strength and endurance, range of motion and flexibility

97116: gait training (includes stair climbing)

97530: Therapeutic activities, direct (one on one) patient contact by the provider (improve functional performance)

Occupational Therapy (OT)

97530: Therapeutic activities, direct (one on one) patient contact by the provider (improve functional performance)

97542: Wheelchair management (assessment, fitting, training)

95851: Range of motion measurements and report (separate procedure); each extremity (excluding hand) or each trunk section (spine)

Psychology

90804: Individual psychotherapy, insight oriented, behavioral modifying and/or supportive, in an office or outpatient facility (20 to 30 minutes, face to face)

90806: Individual psychotherapy, insight oriented, behavioral modifying and/or supportive, in an office or outpatient facility 45 to 50 minutes, face to face with patient

96154: Health and behavioral intervention (family present)

Speech Therapy (SLP)

92507: Treatment of speech, language, voice, communication, and/or auditory processing disorder; individual

92526: Treatment of swallowing dysfunction and/or oral function for feeding

92508: Special Otorhinolaryngologic Services 
(group, 2 or more)

**You, as a provider, must research each and every code that you use to ensure that the code you are using is the correct code for the services delivered.  

14) What is an EOB?  How often must I obtain an EOB for services?  What 
     do I do with the EOB?

     An Explanation of Benefits (EOB) is a statement/document issued by the family’s private insurance company that reports services the policy covers and the amount paid to a provider for a service claim.  The family receives the EOB for each claim that their insurance carrier has processed.  The provider of the service usually receives a Remittance Advice (RA) or a copy of the EOB.  For First Steps processing, a RA or EOB must be obtained for all services provided by the First Steps provider for the child. Being an out-of-network provider may cause the families to obtain the explanation of benefits/denial from the insurance company. 
The EOB or RA will reflect the actions the insurance company has taken on the claim.  The provider sends the EOB or RA to the State Lead Agency for processing.  If the EOB or RA indicates a payment equal to or more than the First Steps rate for that service, then the approval is processed.  First Steps will track the amount paid by the insurance company. The provider keeps the insurance payment in full.  If insurance paid an amount less than the First Steps rate, First Steps will pay the difference between the insurance payment and the First Steps rate for that specific service. The provider receives the full First Steps rate for the service.  
A. If the family’s insurance policy does not cover the type of service submitted on the claim, an EOB that claims denial of such service can be provided for the duration of the child’s current IFSP.  In this situation a new EOB (with denial from the family’s insurance company) must be obtained for each new IFSP plan date (every six months).  

B. Remember that each insurance company has its own open enrollment period and changes may occur to family’s private insurance plan at any time (beginning, middle or end of calendar year).  Do not assume insurance will always cover a particular service and likewise that that particular service will always be denied.

15) What is a denial?
Like First Steps, insurance companies’ process claims for services.  If the insurance company is not taking action to pay for the service, it is denied.  There are a number of reasons for denials:
1. Claim was not submitted correctly (not a “clean claim”);
2. Claim has errors or missing vital information; 
3. Claim does not include supporting documentation; and,
4. Plan does not cover the service.

First Steps providers are responsible to submit clean claims.  First Steps will not accept the denial when it is based on inaccurate, lack of supporting documentation, or incomplete claims.  
Some EOBs state that the service is not covered for the diagnosis or CPT code submitted by the provider.  First Steps will ask the provider to re-submit the claim as a corrected claim with a diagnosis code that relates to the treatment (and may be different than the medical diagnosis) or with a different CPT code that is more descriptive of the treatment/procedure.  
If the family’s insurance policy does not cover the type of service submitted on the claim, evidence that the insurance plan does not cover the service must be provided to the SLA.  This evidence indicates that the provider attempted to obtain insurance payment.  The evidence is kept on file and the provider does not have to re-submit this evidence during the time period of the IFSP (no more than 6 months). 
Each insurance company has its own open enrollment period and changes may occur to family’s private insurance plan at any time (beginning, middle or end of calendar year).  Do not assume insurance will always cover a particular service and likewise that that particular service will always be denied.  
16) What if the insurance company only provides a verbal denial?

The SLA requires an EOB; we will not accept a verbal denial from the insurance company. 
17) Do providers collect co-payments and deductibles from families?

First Steps providers are not to collect these funds.  The co-payment is included in the rate First Steps reimburses providers. 
18) What should a provider do when the insurance company issues  
a check to the family (policy holder) instead of the provider?

If the check issued by the insurance company is still intact, 
a. The policy holder (i.e. the person to whom the check was issued) should sign the check over to the provider.  This is done by writing “Pay to the order of . . .” followed by the provider’s name and the endorsing signature of the policy holder on the top of the back of the check.
b. The provider then faxes a COPY of the check AND the EOB the family received from the insurance company for services rendered by that provider to State Lead Agency.
c. First Steps Lead Agency will complete any recoupment that is applicable.
d. Provider is free to cash/deposit the check received from the insurance company via the family.

If the family cashes the check from the insurance company without making arrangements to pay the provider for services:
a. The provider should contact Melissa Jenkins at the State Lead Agency to report what has happened.
b. The provider then faxes a copy the EOB the family received from the insurance company for services rendered by that provider to SLA.
c. The SLA will contact the family to discuss recoupment of the insurance funds.
d. The provider is paid by First Steps for the service rendered.

19)  If the insurance company pays the provider more than the First Steps 
     rate for a service would the provider have to turn that over to First 
     Steps or apply it to the next visit? 

Providers keep the full amount they are paid by an insurance company, even if it is more than the First Steps reimbursement amount.  First Steps will record the amount received from insurance.  This information is used for state level reporting.
20) Once a provider is enrolled as in-network with an insurance company, 
     how do they bill for services provided through First Steps?

Step one:  Providers confirm that the family’s insurance information is complete on the child’s IFSP.  Service coordinators are required to obtain this information as part of intake procedures.  This information will appear on the child’s financial page in TOTS and in the notes section of the child’s IFSP.  This information must include
i. Full name of the policy holder
ii. Date of birth of the policy holder
iii. Insurance company’s name and the name of the managing company, if different from the insurance company
iv. Policy and group numbers
v. Provider’s line/phone number(s) for claims/questions
vi. Fax line for claims/questions
vii. Mailing address for claims/questions

Note:  If the financial information is not complete, notify the service coordinator and POE manager.
Step Two:  Following the provision of a service, providers submit a claim to the family’s private insurance. If the First Payor Source is insurance, this means that the insurance is paying for the service. The EOB or RA must be submitted to First Steps. If the provider has not received an EOB or RA from the insurance company after 30 days, not to exceed 60 days, the provider may submit the claim in TOTS with amount billed to private insurance (see submission detail in Step Three).  Once the EOB or RA is received, it must be sent to First Steps for processing. Claims are only approved once an EOB/denial is received for the date of service in question. 
Step Three:  No longer than 5 days from date of service, providers complete the service log in TOTS to document the service provided.  The family’s private insurance is listed as the First Payor Source. In the notes section on the Accounts Payable screen, the provider notes that the claim for this service has been submitted to the family’s private insurance. The date of the claim’s submission and method of submission should be included in the note.  By submitting this to First Steps at this time, the provider is making First Steps aware that the service has been provided.  
If First Steps has paid a claim that insurance paid in full (according to First Steps rates), then First Steps will recoup funds for that service.
21) What resources does the state Lead Agency have in place to help 
     providers?

Currently, Melissa Jenkins is the contact person in the State Lead Agency to address insurance concerns.  Once the SLA has received a billing invoice through TOTS indicating the amount a private insurance company has paid a provider for First Steps services, Melissa will submit the remainder of the amount due to be paid.  For questions regarding specific claims, providers can reach Melissa at (877) 417-8377, ext. 4268 or Melissa.Jenkins@ky.gov.  Insurance claims, denial letters, and/or explanations of benefits should be faxed to Melissa at (502) 564-0329.
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