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Issue Date: 12/30/04

Topic: Medical Benefits

Subject: Remittance Advice (RA) stuffer informing providers that CMS-1500
claims will be returned if not complete

Applies to (check all that apply):

1 All DHS Employees [ County Mental Health Directors

[ Area Agencies on Aging [J Health Services

[l Children, Adults and Families [1 Seniors and People with Disabilities
[l County DD Program Managers X Other (please specify): DHS staff and

others identified on the SPD, CAF,
OMHAS and OMAP transmittal lists

Message: Beginning next week, OMAP will include the following notice with all
Remittance Advice forms (RAs). The notice:

* reminds providers to complete all critical fields of the CMS-1500, and

* informs them that, rather than being automatically entered into the system for
processing, claims are screened and incomplete claims are returned to the provider
for more information.

The stuffer will run for three weeks.

If you have any questions about this information, contact:
Contact(s): | Terry Layman

Phone: (503) 945-6501

E-mail: Fax:




).DHS Important CMS-1500 Billing Reminder
Qeion Dearen to Complete Critical Fields

We’ve recently changed our claim processing procedures to include a

screening of certain critical fields on paper claims before entering them o :
into our MMIS payment system. The screening allows us to identify s
incomplete claims and return them to you for completion. We will o HEALTH INSURANCE CLAIM FORM -
hlghllght your I‘etul‘ned Clalm ShOWll’lg the lnCOmplete ﬁeld. T. MEDICARE MEDICAID CHAMPUS CHAMPVA. g:ﬁ:ﬁz o ;EE/tuNG OTHER Ta. INSURED'S 1.0 NUMBER (FOR PROGRAM IN ITEM 1) s
(Medice (Medic- nsor’s D (VAFile O (SSN or DéSV) D(Im
2 PATIENTSNAME(L:(N me, Flsl:N:me Mddl Initial) 3. PATIENT'S BIRTH DATE 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
Reasons for Retu rning Claims S PRTENTS ADDRES . Sme T
. . . Self [] Spouse []  Child[] Other[]
In the screening, our staff are checking to make sure the following fields | ™ e
single  [] Married []  Other [] B
(shaded 1n the Sample at rlght) On the CMS_I 500 are Complete: ZIP CODE TELEPEONEUN()ZLUDEAREACODE) EmplwedD 2:"‘41::8[' ;?:;J".:MD ZIP CODE TELEPH(ONEHNC)LUDEAREACODE) %
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 1. INSURED'S POLICY GROUP OR FECA NUMBER z
1a Insured ID Number - 8 alpha/numeric characters found in field 11 of the | | smswmcrorsommmss PR S
Client’s OMAP Medica/ Care ID b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTOACEI:EEVZT’ DNOPLACE{Sn(e) b. EM:IZYE‘R‘SD:AILE(::SCHOOLNAME s FD g
2  Patient’'s Name - enter the name as it appears on the OMAP Medical S e e — g
Care /D d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVS:;; LOCALUSED ® d. ISTHERE ANOTHER HEALTH BENEFIT PLAN?
24A Date of Service - list numeric dates of service, i.e., 11-01-04 e B e e Sy
24B Place of Service - list the 1- or 2-digit Place of Service code identifying B
where the service was provided e e [ e [
24D Procedures, Services or Supplies - list the 5-digit procedure code mos T o™
24F Charges - enter the total usual and customary charge for ach e item | | remmmmsmmms e i
24G Days or Units - always enter the correct number of days or units for this P sl | F——
2 L 4. \; _
procedure S — B e s s
FROM T of of (Explain Unusual Circumstances) ) CODE OR | Family CAL USE 2
28* Total Charge - enter the total amount for all charges listed in field 24F e el Lo L
| | | (24A) | | 24B 24D 24F 24G H
30* Balance Due - enter the total balance LT L > |
. . . : f g
33 Provider Number, Name, Address - enter your six digit OMAP billing or L L L |
performing provider number and your address I L L I
|
1 L ||
Help us make Sure your payment ls CorreCt and prompt o CheCk your 4 25 FEDE‘RALTAX‘\DNU IBER ‘ ‘SSN IN 26. PTIENT‘SACCOUN‘TNO ‘ 27, ACCEPT 28. TOTALCHA:RG 29. AMOUNT PAID 30. BALANCE DUE
claims for accuracy and completeness before you submit them to us. e IS—-L =) F——
. . F3 (If other than hom o) HONE# - '
*Many claims suspend because of math errors in fields 28, 29, and 30. : )
Need H9|p? SIGNED DATE PIN# \cnm s
(APPROVED BY AMA COUNCIL ON MEDICAL SERVICE 8/88) PLEASE PRINT ORTYPE  AFPAOVED CME-X28-0008 FOAM CME1500 1240, FE:FMFHE-]‘:I:
. . . APPROVED OMB-1215-0055 FORM OWCP-1500,  APPROWED OMB.ITX.0001 [CHAMPLE)
We have developed several booklets and training materials to help you

complete claims forms. These materials can be found on our web page at: http://www.dhs.state.or.us/healthplan/tools prov/tips/main.html

Call our Provider Relations Unit, if you have billing questions, at 1-800-336-6016.

1/05 - RA - returned claims



