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Instructions:   
Insert the name of the vendor you are evaluating and the corresponding references you plan to contact in the appropriate fields.  In 
speaking with references, note their responses to the open ended questions.  In the second part of the tool, ask each reference to rate 
the vendor on a scale from 1 (very dissatisfied/ strongly disagree) to 5 (very satisfied/strongly agree) for each of the criterion.  Each 
column will calculate a total score that can be used to help make comparisons among vendors after interviewing various references. 
You may insert blank rows at the end of the worksheet to ask your own questions. 


[Vendor Name] Ref 1 Ref 2 Ref 3 Ref 4 


Background Information (not included in score total)         
1. Number of months using current system:         
2. Version of system currently using:         
3. Length of implementation (in months)         


4. Number of interfaces practice currently has installed:         


5. Estimated time to install each interface         
6. Training conducted on-site or remote?         


Overview 
1. The system is reliable         
2. Overall satisfaction with vendor         


3. Overall satisfaction with system         


Implementation         
1. Knowledge and skill of implementation staff         
2. Vendor’s ability to accommodate customization requests         
3. Adherence to timeline and budget         


4. Time and effort spent developing and customizing templates was acceptable         


5. Time and effort spent preparing and customizing system was acceptable         


6. Process for managing issues during implementation         
7. Handling of post-implementation problems and their resolution         


Training         
1. Satisfaction with the number of hours/days of training provided         
2. Training met our needs for different audiences/user types         


3. Knowledge and skill of trainers         


Customer Support         
1. Availability of support staff         
2. Knowledge and skill of support staff         
3. Support after hours, on weekends, or holidays         


Upgrades         
1. Frequency of upgrades meets our needs         


2. Satisfied with the process for enhancement requests         
3. Upgrades have been easy to use and seamlessly integrated         


Total Score (Maximum score of 95) 0 0 0 0 
  







Appendix 43 – Vendor Reference Checking Form 
 


Page 2 of 2 
 


Additional open ended questions  
1. Three things that would make system better: 


Vendor 1: 
 
Vendor 2: 
 
Vendor 3: 
 
Vendor 4: 


 
  
  


2. Are physicians and staff using full capability of system? 
 Vendor 1: 
 
Vendor 2: 
 
Vendor 3: 
 
Vendor 4: 


 
  


3. Lessons learned and advice: 
 Vendor 1: 
 
Vendor 2: 
 
Vendor 3: 
 
Vendor 4: 


 
 


4. Other questions here 
 Vendor 1: 
 
Vendor 2: 
 
Vendor 3: 
 
Vendor 4: 


 
 
  
 


 


Source: HealthIT.gov/National Learning Consortium 
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Source:  Microsoft Operations Framework 4.0, provided with permission from Microsoft Corporation 


Section Goal Key Questions 


Purpose Intent of the 
service 


• To what service does this service agreement refer?  
• What is the organization trying to accomplish with this service? 
• What is this document meant to communicate or guarantee? 


Authorization Ownership and 
responsibility for 
the service 


• Who are the representatives that share ownership of the 
service?  


• How is this updated as personnel changes? 


Service Shared 
expectations 


• What exactly does the service do? 
• What is its user community? 


Business 
organization 
and scale 


Users of the 
service 


• What are the characteristics of the user community (including, 
but not limited to: number of users, physical location, computer 
platform, operating system, and number and type of desktops)? 


• How is this expected to change? 
• What is the process for communicating changes? 


Reviews Regularly 
scheduled 
meetings 


• How and when will service targets be reviewed?  


Time 
conventions 


Common 
definitions 


• What hour/minute format will be used?  
• What time zone is reflected? 
• What are the conventions for business hours and business 


days (Monday through Friday, or 24/7)? 


Service 
availability 


Availability 
requirements and 
usage patterns 


• When is the service normally available? 


Job scheduling Outage 
constraints 


• What are the nature and duration of any scheduled outages? 


Changes to the 
service 


Modification 
process 


• What is the process for enhancing or changing the service? 
• How will proposed changes be handled? What are the triggers, 


decision makers, process?  


Monitoring and 
reporting 


Evaluating the 
service 


• What form does monitoring and reporting of the service take?  
• What is the frequency/timeline of any reports?  


Metric 
definitions 


Evaluating the 
service 


• How are metrics measured (in terms of percentage of service 
availability, request response time, or incident resolution time)? 


Service 
lifecycle 


Beginning and 
ending the service 
partnership 


• How will the service be set up for the customer, their data 
migrated over, and their systems switched?  


• What is the exit plan at the end of the contract? How will the 
customer’s data be returned or destroyed and in what time 
frame? 


Ongoing 
system 
integration 


Data transfer 
between systems  


• How will that be initiated? Maintained? Problems solved? 
• What systems need to be integrated? 
• How will the integration be tested and accepted? 
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Section Goal Key Questions 


Key contacts Ongoing 
communication 


• What happens when personnel on either side changes? 
• Who is responsible for key services in both parties? 
• Who will they contact? 
• What is the expected response time? 


Confidentiality Data protection • What are the requirements for confidentiality? 
• What data needs special protection? 
• How will data be stored and then deleted when necessary? 


Data integrity Data protection • What backups will be done? What proof of restore capability 
will there be? 


• Does any of the data need special handling? 


Follow up Incident 
management 


• When a problem occurs, who will they contact? Names, 
numbers, email addresses, other ways to contact. 


End-user 
support 


Incident 
management 


• Who will end users call with problems and questions? 
• How can they be contacted? 
• What are the hours of support? 
• What is the expected response time? 


User Access Handling user 
changes 


• How will normal activation and de-activation of new and 
departing users or systems be handled? 


Compliance Meeting policy 
requirements 


• What are the management objectives and policies that must be 
met by the service? 


• Who is responsible for design, test, and documentation of 
controls? 


• What certifications are required from the provider? How will 
these be verified? 
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Source:  http://www.claimremedi.com/payerlist/index.aspx  


Claim Submission 
Payer Name Payer 


ID 
Enroll 
Reqd 


Enrollment Form Prof. ERA Additional Information 


BCBS - Wisconsin Anthem WIBLU No http://www.claimremedi.com/enrollment/WI 
BCBS 835 - Anthem BCBS.pdf  


X X Enrollment applies to ERA only and is not necessary prior 
to sending claims. 


Benefit Plan 
AdministratorsCompany - 
Eau Claire, Winconsin 


39081 No   X   Dental: Payor ID only valid for claims with billing address 
in Eau Claire, WI 54702 


Care Wisconsin Health Plan 
(Trizetto) 


27004 No   X     


CWIBENEFITS 57080 No   X     
Dean Health Plan 39113 No   X     
Group Health Coop South 
Central (Wisconsin-Claims) 


39167 No   X   Payer provides ERA directly to the provider only. Please 
contact Sheri at sstrezlec@ghcscw.com for enrollment 
instructions and ERA processing information. 


Group Health Coop South 
Central (Wisconsin-
Encounters) 


39168 No   X     


Group Health Cooperative 
of Eau Claire 


95192 No   X     


Health Care Network of 
Wisconsin (HCN) 


42102 No   X     


Health Services for 
Children with Special 
Needs 


37290 No   X     


Humana 61101 No http://www.claimremedi.com/enrollment/Huma
na 835.pdf 


X X Enrollment applies to ERA only and is not necessary prior 
to sending claims. 


ICARE (Independent Care 
Health Plan (WI) 


11695 No   X     


Managed Health Services - 
Wisconsin 


39187 No http://www.claimremedi.com/enrollment/ERA 
Enrollment - PS.pdf 


X X Prior to submitting claims, please call Provider Relations 
Dept at 800-547-1647 to verify your provider info is on file 
in the claim system. 



http://www.claimremedi.com/payerlist/index.aspx
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Payer Name Payer 
ID 


Enroll 
Reqd 


Enrollment Form Prof. ERA Additional Information 


MDwise Healthy Indiana 
Plan (HIP) 


MDWIS No   X   Use this payer ID for claim dates of service 3/31/2011 and 
prior. 


MDwise Healthy Indiana 
Plan (HIP) 


SX172 No   X   Use this payer ID for claim dates of service 4/1/2011 and 
forward. 


MDwise Hoosier Alliance 20475 No http://www.claimremedi.com/enrollment/ERA 
Enrollment - E.pdf 


X X Claims may be submitted without enrollment. Enrollment 
applies to ERA only. 


MDwise Methodist IU 
Network 


SX172 No   X     


MDwise Methodist Psych SX172 No   X     
MDwise St. Catherine 
Hospital PHO 


35199 No   X     


MDwise St. Margaret 
Mercy Healthcare Centers 


35199 No   X     


MDwise St. Vincent 35199 No   X     
MDwise Wishard IU 
Network 


SX172 No   X     


MDwise Wishard Psych SX172 No   X     
Medicaid - Wisconsin WIMCD No http://www.claimremedi.com/enrollment/WI 


Medicaid 835.pdf 
X X Enrollment applies to ERA only and is not necessary prior 


to sending claims. 


Medicaid - Wisconsin 
Chronic Disease Program 
(WCDP) 


WICDP No http://www.claimremedi.com/enrollment/WI 
Medicaid 835.pdf 


X X Enrollment applies to ERA only and is not necessary prior 
to sending claims. 


Medicaid - Wisconsin Well 
Woman Program (WWWP) 


WIWW
P 


No http://www.claimremedi.com/enrollment/WI 
Medicaid 835.pdf 


X X Enrollment applies to ERA only and is not necessary prior 
to sending claims. 


Medicare - Wisconsin, Part 
B, WPS 


WIMCR Yes http://www.claimremedi.com/enrollment/WI 
Medicare Part B and 835 - WPS.pdf  


X X   


Multiplan Wisconsin 
Preferred Provider 
Network (MWPPN) 


34080 No   X     


Nationwide Health Plans 31417 No http://www.claimremedi.com/enrollment/Natio
nwide Health Plans 835.pdf 


X X Enrollment applies to ERA only and is not necessary prior 
to sending claims. 
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Payer Name Payer 
ID 


Enroll 
Reqd 


Enrollment Form Prof. ERA Additional Information 


Network Health Plan of 
Wisconsin 


39144 No   X   For Network Health Plan HMO and POS claims only. Payer 
ID valid only if the "send to" claims address on the back of 
the member's care is PO Box 568, Menasha, WI 54952. 
Payer ID not applicable for Network Platinum Plus or 
Network Premier Plus 


Physicians Plus Insurance 
Corporation 


39156 No   X     


Quad Med (Pewaukee, WI) 39197 No   X     
Security Health Plan 39045 No   X     
Select Benefit 
Administrators of America 
- Ashland, Winconsin 


37282 No   X     


Today's Health Wisconsin 20081 No   X     
Tricare For Life, WPS TDDIR Yes http://www.claimremedi.com/enrollment/Tricar


e For Life and 835 - WPS.pdf  
X X   


Tricare West (TriWest), 
WPS for DOS 3/31/2013 
and before 


WESTR Yes http://www.claimremedi.com/enrollment/Tricar
e West Region and 835 - PGBA.pdf  


X X   


UMR - Wausau/UHIS, fka 
Fiserv Health - Wausau 
Benefits, Benesight, 
Employers Insurance of 
Wisconsin 


39026 No http://www.claimremedi.com/enrollment/Unite
d Medical Resources 835.pdf 


X X Claims may be submitted without enrollment. Enrollment 
applies to ERA only. 


Unity Health Insurance 
Corp 


66705 Yes   X   Please access 
http://www.unityhealth.com/Providers/AdminResources/
EDI/index.htm and complete the EDI Sign Up Form and 
NPI Appendix A documents found there. Or call Joe 
Boerboom at 608-643-1531 to request these forms.  


WEA Insurance Group 
(Wisconsin Education 
Assoc) 


39151 No   X   Providers submitting UPIN #s must submit either 1 alpha 
digit followed by 5 numeric digits, or 3 alpha digits 
followed by 3 numeric digits in Loop 2010AA segment. 


William C. Earhart 
Company, Inc. 


93050 No   X     
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Payer Name Payer 
ID 


Enroll 
Reqd 


Enrollment Form Prof. ERA Additional Information 


William J. Sutton & 
Company 


98010 No   X   Dental: Toronto, Ontario Canada 


Windsor Medicare Extra 62153 No   X     
Winhealth Partners - 
Wyoming 


WNHLT No   X     


Wisconsin Auto & Truck 
Dealers Insurance Plan 


39200 No   X     


WPS Commercial WPS00 Yes http://www.claimremedi.com/enrollment/WPS 
Commercial and 835 - WPS.pdf  


X X   


 


Eligibility Verification 
Payer Name Payer ID Enroll 


Reqd 
Enrollment 


Form 
Blue 


Exchange 
Member 


Addit'l Info 


            
BCBS - Wisconsin Anthem CR064 No   X   
Group Health Cooperative (Enhanced) CE358 No       
Health Partners CR149 No       
Health Partners (Enhanced) CE303 No       
Humana 00041 No     Includes Choice Care Network, Emphesys, Employers Health Insurance 


including Humana Dental. Also includes Ochsner Health Plans. 


Humana (Enhanced) CE212 No       
Managed Health Services (Enhanced) CE282 No       
Medicaid - Wisconsin AID41 No       
Nationwide Health Plans 00086 No       
Network Health (Enhanced) CE330 No       
Trilogy Health Insurance (Enhanced) CE156 No       
United Healthcare 00112 No       
United Healthcare (Enhanced) CE259 No       
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Payer Name Payer ID Enroll 
Reqd 


Enrollment 
Form 


Blue 
Exchange 
Member 


Addit'l Info 


William C. Earhart Co., Inc (Enhanced) CE171 No       
Wisconsin Chronic Disease Program CR196 No       
Wisconsin Well Woman Program CR197 No       
WPSIC (Enhanced) CE313 No       
 








Appendix 46 – EHR/EMR Features 
 


EHR/EMR (Electronic Health Record / Electronic Medical Record) 
Source:  National Learning Consortium (NLC) 


 


General Features  
For multiple office locations  
For multiple users simultaneously  
Multiple encounter records on the same patient  
to be open simultaneously (e.g., phone call plus 


office visit)  
Multiple patient records to be open simultaneously  


 Workflow Management Tools  
Provider schedules  
Prioritized task lists by user  
On-screen flags to indicate patient visit status  
Customized work flows by provider/clinician  


Documentation Methods  
Note templates  
Templates customizable by practice  
Templates customizable by provider  
Ability to insert free text within templates  
Pick lists customizable by practice  
Pick lists customizable by provider  
Smart lists (e.g. learn / add items as you type)  
Free text  
Speech recognition for dictation  
Dictation / transcription  
Anatomical drawings  
SOAP charting  
Addendum to closed record  
Free-hand drawings  
Scanned images  
Annotations to images  
Integrated video imaging  
Track episodes of care such as pregnancy  
Recall patient’s last menstrual period (LMP) and 


statuses  
such as post-hysterectomy, post-menopausal or 


pregnancy all without user re-entry  
Support repeat vital signs readings on the same visit 


(e.g., repeat pulse, blood pressure)  
Support error checking for vital sign data entry 


Documentation/results reporting types  
Chart notes for visits  
Chart notes for phone calls  
Emergency room reports  
Lab results  


Radiology reports  
Consultation reports  
Discharge summaries  
Medication lists  
Allergy lists  
Problem lists  
Growth charts  
Patient telephone messaging  
Blood pressure lying, sitting, standing  
Pulse: oral, radial, pedal, femoral  
Temperature: Fahrenheit, Celsius  
Height: feet / inches, centimeters 


Generating forms  
Referral letters  
Letter summaries for referring physicians  
Summaries for patients  
Test report letters to patients  
Prescriptions  
Forms and letters modifiable by practice  
Forms modifiable by location and site  
Ability to create custom forms for any purpose  


 Prompts, Alerts & Reminders  
Unfinished patient chart documentation  
Spellchecking  
Provider alerts for missing charting elements  
Electronic team messaging  


Medical History  
Capture of history & physical exam data  
Risk factor tracking  
Import of history  
Hospital data  
Allergy types  
Immunizations  
Genogram capture  
Family history  


Charting  
Problem-oriented format  
Multiple measures of functional status  
Health surveys  
Current health status  
Problem lists  
Progress notes 


Medication/ Prescription Writing  
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Drug database  
Maintains multiple formularies  
Formulary linked to patient benefits  
Cost information  
Dosage algorithms  
Allergen type  
Drug–allergy checking  
Drug-drug interaction checking  
Drug-food checking  
Drug administration info  
Weight-based dosing  
Prescription renewal  
Access to online Rx reference tools  
BSA (body surface area) calculation  
BMR (basal metabolic rate) calculation  
Co-signature required based on security  
Identifies current, expired, historical medications  
Notes “Dispensed as Written”  
Fax and remote printing of prescriptions 


Order Management  
On-line ordering  
Order cancellation  
“Most common list” of orders  
“Most common list” varied by provider/clinician  
Automatic suggestion of orders required to satisfy 


protocols  
Future orders  
Notification to provider for tests not completed 


within specified time frame  
Trending & graphing of discrete results data  
Graphing of results to medications and other clinical 


data 
Printing & Transmission Of Full Patient Record  


Print full patient record  
Transmit patient record electronically  
Transmit with encryption  
Print user selected patient record items  


Coding  
Current diagnosis and procedure codes built-in  
Coding updates  


E&M coding advice to providers based on 
documentation  


 Automated translation of the following codes to 
data:  
ICD9-CM  
CPT (4 and 5)  
ICD-10  
SNOMED (11 and 111)  
APG  
NDC  


Data validation of :  
Procedure to diagnosis  
Procedure & diagnosis to patient age and gender  


 Dictation  
Support voice recognition software  
Support integration of transcription  
Create placeholder tag in medical record for 
 dictation text to be inserted later  
Notify provider when dictation available in  
medical record for review and signature  
Audit report for dictation not yet inserted in medical 


record  
 Signing/ Authentication  


Electronic signatures  
Allow signing of individual sections  
Separate signatures for each provider/clinician  
Records locked after signature  
Co-signature of records  
Authentication required when medication ordered  
Authentication required when orders transmitted  
Authentication required when electronically signing 


chart  
Clinical Reporting  


Query function and customizable report writer  
Mail merge  
Exporting of data for further analysis  
Patient population profiles  
Productivity by provider, site, practice  
Utilization tracking  
Protocol adherence reports  
Comparative reports  
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Ability to schedule reports for regular production  
Ability to save and rerun reports  
Supports use of third party query / reporting tools 


Clinical Decision Support  
Point of care decision support tools  
Patient registry and outreach reports  
Practice analysis tools & reports  
Plotter support capability 


Reminders  
Reminders based on health plan  
Reminders based on protocols  
Reminders based on preventative health indicators  
Reminders by phone  


Patient Access to Information  
Practice-controlled patient access to  
actual medical records  


Access at practice location  
Access via Internet  


Provides printed summary for patient after visit  
Practice Management (PM)  


Integrated with PM system  
Demographics uni-directional interface (PM to 


EMR)  
Demographics bi-directional interface  
Billing / coding interface (EMR to PM)  
Access to PM financial / insurance information  
Access to PM appointments and scheduling  


Other Interfaces & EDI  
Lab orders (EMR to Lab)  
Lab results (Lab to EMR)  
Radiology orders (EMR to X-ray)  
Radiology reports (X-ray to EMR)  
Diagnostic images (X-ray to EMR)  
Other diagnostic tests  
Hospital records system  
Transcription system  
Encrypted email  
Direct internet access  
Referral authorization requests & approvals/denials  
Electronic payer connectivity  


 
Display Options (In addition to text)  


Tables / flow sheets  
Graphics  
Free-hand drawing  
Stored images  
Annotations to images  


Custom Views  
Views customizable by user  


Patient Identifiers (for accurate searching)  
Patient identification number  
Health plan member ID number  
Patient name  
Patient AKA  
Social Security number (patient’s)  
Social Security number (responsible parties)  
Account number  
Patient name by Soundex  
Medical record number  
Family identification number (separate from  
responsible party)  
Wildcard search on patient name  
Merge charts if patient has more than one record  


Data Searching  
By date  
By problem  
By text search  
By encounter type  
Confidentiality  
Word protection  
Required password changes  
Access limited by user function  
Access limited by patient record type  
Access limited by encounter type  
Screen time-outs  
HIPAA compliant access audit trail 
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EHR/EMR (Electronic Health Record / Electronic Medical Record) 
Source  The National Learning Consortium (NLC) 


1.1 GENERAL 


• The contract should have bi-lateral termination clauses without penalty given within a certain notice 
period. 


• The contract should stipulate that it may not be transferred by one party without written approval of the 
other party. 


• The contract should have a definition section for anything that is not readily understandable. 
• The contract should spell out what happens in the event of default by either party and should be as 


evenly weighted as can be possibly negotiated. 


1.2 SOFTWARE 


• The contract should spell out who owns the data (clinic should have complete data ownership) and that 
the data will be returned in a nonproprietary form (standard, interoperable) should the agreement 
between the two parties be terminated for any reason. 


• The contract should also include language regarding the vendor turning over source code, data models, 
design documents, etc. should it, for whatever reason, go out of business or cease to operate. 


• The contract should spell out whether the cost of the system includes upgrades, patches, etc. and, if so, 
how many, who is responsible for applying them, at what cost, and what happens if an upgrade 
negatively impacts the system. 


• The contract should spell out how non-vendor upgrades, patches, etc. (such as for the operating system, 
reporting software, or database management system) are handled, who is responsible, etc., similar to 
above. 


• If the system includes third party software and/or content, the contract should spell out the associated 
costs, who is responsible for those costs, and how updates are handled. 


• The contract should include language regarding the vendor ensuring the confidentiality of patient and 
practice information. The vendor should be willing to execute a separate HIPAA Business Partner 
Agreement. 


• The contract should state that the vendor agrees to comply with HIPAA requirements and to make the 
necessary modifications to ensure compliance at no additional cost to the practice. 


• The contract should state that the vendor agrees to comply with the Consolidated Health Informatics 
(CHI) standards for interoperability and to make the necessary modifications to ensure compliance at no 
additional cost to the practice. 


• The contract should be structured to include a progressive payment schedule based on the achievement 
of certain implementation milestones.  


• Example:  


15% Signing of contract 
10% Installation of software and hardware 
20% Completion of training 
25% Completion of system testing 
 30% Final system acceptance 
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• The contract should recognize the need for additional template development and screen customizations 


and specify vendor/client responsibilities. If the vendor is to provide assistance with template 
development, include this step as a payment schedule milestone (example above). 


• The contract should specify the conditions under which a breach of contract has occurred, such as the 
system not performing as specified, consistent poor performance, etc. and at what point money is 
refunded, or payments may cease. 


1.3 SUPPORT 


• The contract should outline what support hours will be available (including time zone) and what level of 
support is included. 


• Costs for additional support should be itemized on the contract. 
• The contract should clearly outline the terms of the support agreement. 


1.4 INTERFACES 


• For each interface to another system, e.g., laboratory, billing, scheduling, etc., the contract should 
indicate whether the cost of the interface includes interface programming time and, if so, how many 
hours are included. It should detail what happens if and when those hours and the associated costs are 
exceeded. 


• The contract should also identify what is included with the interface, for example interface 
specifications. 


• The contract should state what happens if subsequent programming is needed either because of initial 
errors or if additional modifications are needed. 


• The contract should stipulate who owns the interface and who will troubleshoot it when it goes down or 
errors occur. 


• Each interface should have terms outlined regarding which party is responsible for upgrading it, and 
which party will assure that it functions with new upgrades of main products. 


1.5 TRAINING 


• The contract should identify how many training hours are included, who is covered, and what is 
included with the training, e.g., training material, customized cheat sheets, etc. 


• The contract should explain what happens if additional training is needed and what the billing rate is for 
additional time. 


• The contract should spell out what are acceptable and non-acceptable costs and establish a per diem rate 
for trainers (if there are on-site sessions). 


• The contract should stipulate what (if any) follow-up training is provided and at what cost. 


1.6 IMPLEMENTATION 


• The contract should spell out what is and is not included in the implementation costs: what services will 
be received, how many hours, who the resources will be, what sort of materials will be provided (e.g., 
project plan, implementation guides, specifications), etc. 


• The contract should spell out what are acceptable and non-acceptable costs and establish a per diem rate 
for implementation staff. 
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1.7 CAVEATS  


• Look at the warranty, disclaimer and limitation of liability sections very carefully. Usually these are 
written all in caps or bold type, and they severely limit vendor’s liability. Vendors are not likely to 
change either section substantively (if at all) even if a practice requests it, so read and understand this 
part and what it means for the practice. 


• Check carefully to see what the vendor warrants to the practice and what the practice’s responsibilities 
are with regard to it. 


• Look to see if the contract specifies minimum hardware requirements and be prepared to meet them. If a 
practice uses what a vendor considers to be “substandard” equipment (to try to save some money), it 
may invalidate the agreement. 


• Read the indemnification section carefully as well. This is another section that vendors are not likely to 
change, so a practice should understand what it is stipulating. 


• Check the duration and termination clauses – again a practice should be able to “free” itself from this 
with relatively little organizational pain. (No handcuffs or shackles.) 


• Understand the different ways in which the vendor can terminate the agreement and make a contingency 
plan for this.  
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Name Business Address City/State/Zip Toll-Free Number Business Phone 
Care Wisconsin Health Plan, Inc. P O BOX 14017 MADISON, WI 53708-0017  (608)240-0020  
Children's Community Health Plan, Inc 9000 W WISCONSIN AVE MILWAUKEE, WI 53226-4874 (800)482-8010  (414)266-6328  
Community Care Health Plan, Inc. 1555 S LAYTON BLVD MILWAUKEE, WI 53215   (414)385-6600  
Compcare Health Services Insurance Corporation 6775 W WASHINGTON ST MILWAUKEE, WI 53214 (800)242-7312  (414)459-5000  
Dean Health Plan, Inc. 1277 DEMING WAY MADISON, WI 53717-1971 (800)356-7344  (608)836-1400  
Group Health Cooperative of Eau Claire PO BOX 3217 EAU CLAIRE, WI 54702   (715)552-4300  
Group Health Cooperative of South Central 
Wisconsin 


P O BOX 44971 MADISON, WI 53744 (800)605-4327  (608)251-4156  


Gundersen Lutheran Health Plan, Inc. 1836 SOUTH AVE LA CROSSE, WI 54601-5429   (608)775-8000  
Health Tradition Health Plan 4001 41ST ST NW ROCHESTER, MN 55901-8901   (507)538-5212  
HealthPartners Insurance Company 8170 33RD AVE S MINNEAPOLIS, MN 55440   (952)883-6000  


Humana Wisconsin Health Organization 
Insurance Corporation 


P O BOX 740036 LOUISVILLE, KY 40201 (800)558-4444  (502)580-1000  


Independent Care Health Plan 1555 N RIVERCENTER DR STE 206 MILWAUKEE, WI 53212   (414)223-4847  
Managed Health Services Insurance Corp. 7700 FORSYTH BLVD ST LOUIS, MO 63105 (888)713-6180  (314)505-6972  
Medical Associates Clinic Health Plan of 
Wisconsin, The 


1605 ASSOCIATES DR STE 101 DUBUQUE, IA 52002-2270 (800)747-8900  (563)556-8070  


Medicaid (Forward Health Portal) https://www.forwardhealth.wi.gov/WIPortal/Conta
ct%20Information/tabid/148/Default.aspx  


 (800) 947-9627  


Medicare Part B (National Government 
Services) 


Attn: Provider Written General Inquiries 
P.O. Box 6475 


Indianapolis, IN 46206-6475 (888) 812-8905  


MercyCare HMO, Inc. PO BOX 550 JANESVILLE, WI 53547-0550 (800)752-3431  (608)752-3431  
Molina Healthcare of Wisconsin, Inc. 
(acquired Abri Health Plan effective September 
1, 2010) 


2400 S 102ND ST STE 103 MILWAUKEE, WI 53227-2132   (414)847-1777  


Network Health Plan P O BOX 120 MENASHA, WI 54952 (800)826-0940  (920)720-1200  
Partnership Health Plan, Inc 2240 EASTRIDGE CENTER EAU CLAIRE, WI 54701   (715)838-2900  
Physicians Plus Insurance Corporation 2650 NOVATION PKWY MADISON, WI 53713-3399 (800)545-5015  (608)282-8900  
Security Health Plan of Wisconsin, Inc. P O BOX 8000 MARSHFIELD, WI 54449 (800)472-2363  (715)221-9555  


Trilogy Health Insurance, Inc. 18000 W SARAH LANE STE 310 BROOKFIELD, WI 53045   (262)432-9140  
UnitedHealthcare of Wisconsin, Inc. P O BOX 26649 WAUWATOSA, WI 53226-


0649 
(800)879-0071  (414)443-4000  



https://www.forwardhealth.wi.gov/WIPortal/Contact%20Information/tabid/148/Default.aspx

https://www.forwardhealth.wi.gov/WIPortal/Contact%20Information/tabid/148/Default.aspx
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Name Business Address City/State/Zip Toll-Free Number Business Phone 
Unity Health Plans Insurance Corporation 840 CAROLINA ST SAUK CITY, WI 53583 (800)362-3308  (608)643-2491  


WEA Insurance Corporation PO BOX 7338 MADISON, WI 53707-7338   (608)276-4000  


WPS Health Plan, Inc. (acquired Arise Health 
Plan - formerly Prevea Health Plan) 6/05) 


PO BOX 14540 MADISON, WI 53708-0540 (888)711-1444  (920)490-6900  
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Disclaimer 
 
This booklet was prepared as a service to the local public health departments in Wisconsin. The information 
provided is only intended to be a general summary.  It is not intended to take the place of written law or 
regulations.  Readers are encouraged to review the specific statutes, regulations, and other interpretive 
materials for a full and accurate statement of their contents. The person or persons relying upon these 
guidelines does so at his or her own risk. 


 
This document represents the collective best effort of the authors to provide a guide on how to bill health 
insurance plans in Wisconsin (Medicaid, Medicare and private carriers) for immunization services.  It is not 
a contract and is not legally binding on the entity providing it. 


 
Compliance with the guidelines found in this document does not guarantee that the insurance carrier, public 
or private, will pay all or any portion of the cost of the immunization. 
 
Please note that many of these documents, files and pieces of information contain sensitive material, such as 
that related to HIPAA compliance, or other legal or regulatory purposes or requirements.  These and other 
documents, such as price sheets and procedures, are also time sensitive.  Because documents such as these 
can be revised at any time by their authors or issuing entities, care should be taken to ensure that any 
document or information relied on or otherwise implemented is current.  
 
The local governments that have generated or provided this document do not control whether the insurance 
carrier, public or private, will pay all or any portion of the cost of the immunization. 


 
The local governments that have generated, distributed or provided this document are not responsible for 
any out-of-pocket expense or cost related to an immunization that is not paid by the private or public 
insurance carriers or that arises out of the occurrence of a patient receiving an immunization. 


 
This booklet was current at the time it was published.  Billing processes and websites change frequently. 
 
If there are any questions, contact the Wisconsin Department of Health Services, Division of Public Health, 
Immunization Program at 608-267-9959. 
 


This document is for education and awareness use only. 
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These materials were created by the Wisconsin Immunization Billing Project and 
funded by the Wisconsin Department of Health Services, Division of Public Health, 
through a grant from the Centers for Disease Control and Prevention (Award No. 
H23IP000556-01). Its contents are solely the responsibility of the Wisconsin 
Immunization Program and do not necessarily represent the official views of the 
Centers for Disease Control and Prevention. 
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Introduction 
 
According to the Trust for America’s Health, a non-profit, non-partisan organization, “in 2013, the public health 
field faces a sea change: a reforming health system, massive budget cuts, an increased focus on accountability 
and the growing adoption of electronic health records (EHRs) are creating new challenges and opportunities.”  
This is not news to anyone working in the field of public health.  This same organization, in a 2013 report 
entitled Investing in America’s Health:  A State-by-State Look at Public Health Funding and Key Health Facts, 
stated “a number of independent evaluations have found that for decades, funding for public health and 
prevention has not kept pace with the responsibilities and requirements of health departments.”  One of its 
recommendations for increasing and sustaining funding levels to meet the public need is: 


Public health departments should only pay for direct services when they cannot be paid for by insurance. 
 
This manual has been designed to assist Wisconsin’s local public health departments in obtaining insurance 
reimbursement for their clients whose health plans cover immunizations.  Insurance reimbursement would help 
accomplish the following: 
 


• Maintaining a more stable vaccine supply for un/underinsured children by increasing public funds 
available, through a cost recovery reimbursement mechanism, to purchase pediatric vaccines.  


• Providing additional funding to support and improve adult and adolescent immunization programs or 
programs targeting other vulnerable populations.  


• Strengthening immunization infrastructure.  
• Replenishing vaccine inventory1. 


Billing Project Background 
Effective October 1, 2012, the Centers for Disease Control and Prevention (CDC) deemed it inappropriate for 
Section 317 vaccine to be used for routine vaccination of children, adolescents, and adults who have public or 
private insurance that covers vaccination.  As a result, LHD’s in Wisconsin must either direct those with 
insurance to their primary provider or obtain private vaccine supplies and seek reimbursement from the client’s 
health insurance plan. 


The Section 317 program is a discretionary federal grant program2 to all states, 6 cities, territories and 
protectorates which provides vaccines to underinsured children and adolescents not served by the Vaccines for 
Children (VFC) program, and as funding permits, to uninsured and underinsured adults. 


The Wisconsin Department of Health Services, Division of Public Health was awarded a CDC grant to develop 
strategic action plans to bill for immunization services rendered to insured individuals in local health 
departments.  The grant is funded by the Affordable Care Act, Prevention and Public Health Fund (PPHF). 


When this project began, a needs assessment was performed by surveying the LHD’s.  Of those who responded, 
it was learned that: 


• 57 (81%) are billing for immunizations services 
• 18 (26%) are billing only during the flu season 
• 30 (43%) are currently billing only Medicaid and/or Medicaid HMOs 


                                                           
1 http://www.astho.org/Programs/Immunization/Third-Party-Billing-for-Vaccines/  
2 http://www.cdc.gov/vaccines/programs/vfc/downloads/grant-317.pdf  



http://www.astho.org/Programs/Immunization/Third-Party-Billing-for-Vaccines/

http://www.cdc.gov/vaccines/programs/vfc/downloads/grant-317.pdf
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• 3 (4%) are working with local employers and billing them directly 
• 33 (47%) are using electronic billing software 
• 16 (23%) are using the PC-ACE Pro32 software at no cost from CMS 
• 12 (17%) are using the PES software, at no cost for Medicaid 
• 6 (9%) were using other software products  
• 5 (7%) are using Forward Health’s Portal 


When asked the question, “From which of the following entities does your health department seek 
reimbursement for vaccine privately purchased by your local health department (i.e. non-state supplied 
vaccine)?” those replying indicated: 


• 22 (31%) bill private insurers/HMO’s 
• 11 (16%) bill Medicaid 
• 39 (56%) bill original Medicare 
• 1 (1%) bill Medicare Advantage plans 
• 6 (9%) bill direct to patient, business or school district 


 
Why weren’t more LHD’s billing Medicaid, Medicare and especially, commercial plans?  One of the barriers to 
claim submission is the amount of denied claims. The top five denial reasons are: 


• 14 (26%) reported vaccine not a covered service 
• 12 (22%) reported patient not eligible on date of service  
• 12 (22%) reported they were out of network for the payer 
• 10 (19%) reported coding errors 
• 6 (11%) reported deductible not met 


 
Other significant barriers that LHDs identified included: 


• insufficient staffing levels, especially to handle front-end eligibility and back-end accounts 
receivable, 


• contracting process is too time consuming, 
• patients don’t have insurance information with them at time of visit, 
• the return on investment (ROI) is not there for the level of reimbursement received, 
• insurance process and medical coding is too complex without proper training, and 
• HMO issues, such as not keeping current with procedure codes, not recognizing LHDs as 


legitimate, in-network providers and non-standard timely filing and resubmission requirements. 


Immunization Billing Manual Developed 
Through extensive input, via surveys, summit meetings and work groups, it was decided to create a billing 
manual that would take the user through the entire billing process from becoming a participating provider to 
final posting of the payments.  The manual is broken into sections for LHDs to easily access the necessary 
information in the appropriate chapters, if they are already have experience with billing.  It can also be used as a 
full implementation guide for those LHDs that need to set up a billing program. 
 
The information has been gathered from many sources, including industry associations, websites, payers, 
federal and state statutes/regulations and other grantees.  Options are given to customize information for 
specific LHD requirements.  Wherever possible, examples are used to enhance understanding of topics.  In 
many cases, high level instructions are presented, but hyperlinks can be used to access full documentation. 
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Topics in the Manual 


Section 1 - Participating Provider Application 
Process 
Key Concepts: 


National Provider Identifier (NPI) 
Preparation & enrollment processes 


Commercial health plan 
Medicare 
Medicaid 


Section 2 - Participating Provider Credentialing 
Process 
Key Concepts: 


Standards 
NCQA 
URAC 
Medicare Advantage 
WI statute 
 


Credentialing preparation & process 
Medicare (included revalidation project) 
Medicaid 
Commercial plans 
CAQH plans 


Section 3 - Participating Provider Agreements 
Key Concepts: 


Agreement types 
Contract 
Memorandum of Understanding 
Contract clauses 


Medical necessity/policy 
Prompt payment 
Hold harmless 
Liability insurance 
Timely filing 
Coding edits 
Reimbursement 
Coordination of Benefits (COB) 
Renewal 


Miscellaneous 
Directory publication 
Own use concept 
Silent PPO concept 


Section 4 - Claim Submission 
Key Concepts: 


Understanding codes 
Procedure codes 
CPT 
HCPCS 
Modifiers 
Diagnosis codes 
ICD-9 


ICD-10 
Place of Service codes 


Billing Formats 
Superbill 
CMS 1500 paper claim 
835 electronic format claim 


Submission formats 
Paper 
Electronic 


Section 5 - Payer Claim Process & Payments 
Key Concepts: 


Claim process 
Automated review 
Claim resolution 


Payments 
Patient notification documents 
Remittance advice 
Explanation of Benefits (EOB) 
Medicare Summary Notice (MSN) 


Claim numbers 
Balance billing 


Patient responsibility 
Contractual obligation 
Sequestration 


 


Section 6 - Eligibility and Coverage 
Key Concepts: 


Eligibility concept 
Coverage concept 
Patient Intake Process 


Gather information 
Interpreting ID Cards 


Verifying eligibility and coverage 
Online verification 


Coverage and Benefits 
Commercial plans 
Medicare 
Medicaid 


Section 7 - Vaccine Funding 
Key Concepts: 


Funding sources 
Purchasing groups 
Manufacturer Assistance Programs 


Applying for Grants 
Composition 


Tips for writing proposals 
Online statistical data sources 
Grant Sources 


Foundations 
Focused organizations 
Governmental 
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Section 8 - Financial Policy 
Key Concepts: 


Developing and maintain charges 
Create a maintenance database 
Medicare physician fee schedule 
Usual, reasonable, customary fees 
Private vaccine charge 
Administration fee 


Medicaid 
Medicare Part B 
Medicare Part D 


Sliding fee schedules 
Accounts Receivable & Collections 


Residency requirements 
Payment expectations 
3rd party billing expectations 
Client payments 
Collections 
Delinquent accounts 
Failed collections 


Returned checks 
Refunds Reporting 


Section 9 - Vendor Management 
Key Concepts: 


Software search 
Hardware 
3rd party vendor cost 
Vendor types 


Clearinghouses 
Payer direct entry applications 
Electronic medical records 
Claim billing systems 
Billing services (outsourced) 
Immunization registries 
Vaccine ordering systems 


Section 10 - FAQs 


Section 11 - Payer Fact Sheet
 


Wisconsin Department of Health Services  
Division of Public Health 


 P- 00536-Introduction (Rev 09/13) 
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Participating Provider Application Process 
Health care providers often find that in order to receive the best reimbursement, or any at all, with the least cost-
sharing for their patients, a participating agreement must be entered into with health coverage plans, public or 
private. These agreements can be in many forms – a contract, a memorandum of understanding (MOU) or an 
enrollment.   


Traditionally, a payer establishes a network by promising the provider it will utilize the benefit of lower cost-
sharing (waiving deductibles or copays and paying 100% of the allowed charge) to drive members to seek care 
from a network provider.  In return, the provider agrees to a negotiated fee that is often less than their full 
charge.  To build in exclusivity, the payers have policies in place to limit their networks, by line of business, to 
a specific number of different types of providers within a geographic area.  Network recruiters base their 
strategies on type of providers required and on number of members served in that area or by employer and/or 
member request for a provider. 


Local health departments in a county with few immunization providers may have an easier time obtaining a 
favorable agreement with a payer than a LHD in an area densely populated with primary care providers.  This is 
simply because the payer doesn’t need the LHD in its network.  The LHD must then make a case for why they 
should be included in a network. 


Each payer has a different approach to recruiting providers.  If the LHD isn’t being recruited to join a network, 
they must then follow the payer’s specific process.  General initial processes are similar and outlined below. 


Key Concepts: 
 


National Provider Identifier (NPI) 
Preparation & enrollment processes 


Commercial health plan  
Medicare 
Medicaid 


All Plan Types 
In order to submit claims for any plan type, you must have a National Provider Identifier (NPI). 


1. Go to the National Plan & Provider Enumeration System (NPPES) webpage 
at https://nppes.cms.hhs.gov/NPPES/Welcome.do. 


2. Look for the following link in the middle of the page: 


 


3. The next page will allow you to apply for the NPI, create a webpage account, review help and FAQ 
documents, etc. There are two types of NPI entity codes. 



https://nppes.cms.hhs.gov/NPPES/Welcome.do
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a) Entity Type Code 1 (A Person) – Individuals who render health care or furnish health care supplies to 
patients; e.g., physicians, dentists, nurses, chiropractors, pharmacists, physical therapists. 


b) Entity Type Code 2 (A Non-Person) – Organizations other than an individual that render health care 
services or furnish health care supplies to patients; e.g., hospitals, home health agencies, ambulance 
companies, health maintenance organizations, durable medical equipment suppliers, pharmacies, group 
practices. 


4. LHDs should apply for Entity Type 2. 
5. Some organizations prefer to have a dedicated NPI for use in billing different programs – such as one for 


immunizations. This can make payment reconciliation easier, but a separate one is not required. 


 


6. The following information will be required and should be available.  If all the information is available, entry 
should take approximately 20 minutes to obtain the NPI. 


Information Required for Individual Providers 
Provider Name 
SSN (or ITIN if not eligible for SSN)  
Provider Date of Birth 
Country of Birth 
State of Birth (if Country of Birth is U.S.) 
Provider Gender 
Mailing Address 
Practice Location Address and Phone Number 
Taxonomy (Provider Type) 
State License Information 
Contact Person Name 
Contact Person Phone Number and E-mail 


Information Required for Organizations 
Organization Name 
Employer Identification Number (EIN) 
Name of Authorized Official for the 
Organization 
Phone Number of Authorized Official for the 
Organization 
Organization Mailing Address 
Practice Location Address and Phone 
Number 
Taxonomy (Provider Type)  
Contact Person Name 
Contact Person Phone Number and E-mail 


7. See Appendix 1 for a sample of a LHD NPI record. 


Commercial Health Plans 
It is best to start with the major payers located in your city/county.  In Wisconsin, most employer based health 
coverage is provided by HMO’s or other managed care plans.  The Wisconsin Office of the Commissioner of 
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Insurance (OCI) maintains a list of managed care organizations by county 
at: http://www.oci.wi.gov/hmo_info.htm#by_cnty . 


Preparation 
The following is a high-level process, regardless of the payer: 


1) Locate the website for the payer you are interested in and find their provider or contracting page.  If 
there is not an obvious link, try using keywords such as “provider relations”, “provider services”, 
“network”, “contract” to find the correct page.  The following is an example from the Gundersen Health 
Plan website (Figure 1) – the homepage has a Providers tab which lists the general phone numbers and 
email address for provider representatives: 


 
Figure 1 - Sample Health Plan Provider Page 


2) The payer’s provider page should outline the contact process and/or provide a link to the form they 
prefer you to contact them.  In this case, Gundersen has a link (see star on Figure 1) called Join the 
Network. If you click on that link, it will bring you to a new page of the same name. 


3) (Figure 2) has a hyperlink to an online form you need to complete and return by email: 


 
Figure 2 - Sample Health Plan Provider Participation Page 


 
4) To find more detailed and/or specific information on contracting and/or the credentialing process, it is a 


good idea to locate the provider manual(s) for the line(s) of business in which you are interested – most 
payers have different versions by line of business (LOB).  Again using Gundersen Health Plan, they 
have three separate manuals (Figure 3): 



http://www.oci.wi.gov/hmo_info.htm#by_cnty





Section 1 – Participating Provider Application Process 
 


Page 5 of 19 
 


 
Figure 3 - Sample Health Plan Provider Manual Page 


Enrollment 
1) In other cases, a payer may just require the submission of a letter of intent (Appendix 2) to begin the 


process.  Here is an example (Figure 4) from the Arise Health Plan provider manual. 


 
Figure 4 - Sample Health Plan Letter of Intent Data 


2) If no direction is given, a letter of intent should include the following types of information: 
a) LHD official name, address 
b) Contact name, email and phone number 
c) Names of professionals to be considered for credentialing (MD, DO, ANP, PA, etc.) 
d) Tax Identification Number (TIN) 
e) National Provider ID (NPI) 
f) Explanation of LHD role and request to be considered an “immunization provider” 
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g) List of immunizations that you want to submit under commercial health plan(s) 


A sample letter of intent is found in Appendix 2. 
 


3) A few WI payers utilize the CAQH Universal Provider Datasource (UPD) as a repository of contract 
and credentialing data.  It is available for the following types of providers: 
a) Advanced practice nurse practitioner   
b) Doctor of osteopathic medicine   
c) Medical doctor 


 
4) If you have a current record in the UPD, you need to supply your ID to the requesting payer.  This 


will avoid having to gather and submit all the paperwork.  If you do not have a record, the payer will 
give you an ID number, and you need to complete entry of the data (see Appendix 3).  Users have 
estimated that it can take about two hours to complete a record if all information is available at the 
time of entry.  CAQH recommends having the following information available: 
a) CAQH-supplied Provider ID number 
b) Basic Personal Information, including Social Security Number 
c) Curriculum Vitae which includes 


i) Address and contact information 
ii) Education and Training 
iii) Medical/Professional school 
iv) Graduate school 
v) Internships and residencies 
vi) Fellowships and preceptorships 
vii) Teaching appointments 


d) Specialties and Board Certification 
e) Practice Location Information, including list of all previous practice locations 
f) Practice name and type 
g) Practice address and contact information 
h) Billing, office manager and credentialing contact 
i) Services, certifications, limitations and hours of operation 
j) Partners and covering colleagues 
k) Hospital Affiliation Information 
l) Malpractice Insurance Information 
m) Work History and References 
n) Disclosure and Malpractice History 
o) IRS Form W-9(s) 
p) Drug Enforcement Administration (DEA) Certificate 
q) Controlled and Dangerous Substances (CDS) Certificate 
r) State medical license(s) 
s) Identification numbers (NPI, Medicare, Medicaid) 
t) Malpractice insurance policy face sheet(s) 
u) Summary of any pending or settled malpractice cases 
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5) If the payer requires a completed form (hard copy or web-based), the following is standard 
information that will be requested (submission of document copies) and/or you need to provide 
identifiers (such as license number) so they can perform primary verification: 


 
a) Required Documents for Submission 


i) The current and complete credentialing application 
ii) W-9 form  (available at http://www.irs.gov/pub/irs-pdf/fw9.pdf) 
iii) Current, valid, and unrestricted, and non-probationary medical license with appropriate state 


licensing agency 
iv) Copy of current, valid, unrestricted Valid Drug Enforcement Agency (DEA) 
v) Copy of current, valid, unrestricted or Controlled Dangerous Substance (CDS) certificate, if 


required by the state & applicable to his/her specialty. 
vi) Face sheet copy of malpractice insurance certificate. 
vii) Face sheet copy of general liability insurance certificate. 
viii) Full documentation of education and training 
ix) Full documentation of work history  
x) Full documentation of prior sanctioning activities by regulatory bodies and by CMS 
xi) Full documentation of malpractice claims history 
xii)  A defined number of the most frequently billed codes with fees with copy of encounter or 


Superbill form used. 
xiii) Signed attestation &/or release of information authorization form 
xiv) Signed attestation &/or release of information authorization form 


 
b) Requirements to be Verified and/or Reviewed 


i) Current, valid, and unrestricted, and non-probationary medical license with appropriate state 
licensing agency 


ii) Professional liability insurance coverage, on a per occurrence basis, in the amount of $X00, 
000, and $X, 000,000 in the aggregate. [WIS. STAT. § 655.23 requires mandatory coverage 
of at least $1 million per occurrence and $3 million in the aggregate per year. Minimum 
levels are required for physicians to be licensed in the state.] 


iii) Current Medicare and Wisconsin Medicaid certification 
iv) Acceptable malpractice liability claims history 
v) Prior sanctioning activities by regulatory bodies and by CMS 
vi) Demonstrates lack of physical or mental impairment, including chemical dependency, that 


may impair the provider’s ability to practice or may pose a risk of harm to patients 
vii) Must not be currently debarred or excluded from participation Medicare, Medicaid or Federal 


Employees Health Benefits (FEHB). 
viii)  At the time of initial application, the practitioner must not have any pending Statement 


of Charges, Notice of Proposed Disciplinary Action, Notice of Agency Action or the 
equivalent from any state or governmental professional disciplinary body 


ix) Must be board certified in the clinical discipline for which they are applying. Individuals will 
be granted five years after completion of their residency program to meet this requirement 


x) Successful completion of a residency or fellowship program accredited by the Accreditation 
council for Graduate Medical Education (ACGME) or the American Osteopathic Association 
(AOA). 


xi)  If not board certified, or have not completed a residency, the practitioner must have 
maintained a primary care practice in good standing for a minimum of the most recent five 
years without any gaps in work history. 



http://www.irs.gov/pub/irs-pdf/fw9.pdf
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xii) The healthcare professional/provider’s primary office location must be located within the 
service area or within the approved counties contiguous to the service area. 


 
6) Follow-up with the provider network relations staff – the process can take from 30 to 180 days, 


depending on the payer, how complete your submission was and their understanding of LHD’s: 
a) Verify they received your letter of intent or application form. 
b) Make sure the representative understands that this request is from a LHD and that you fully 


explain any missing data (such as hospital privileges, board certification, 24/7 coverage, etc.) and 
why it doesn’t apply to immunization services. 


c) Ask them to describe their process and timeline, so you know when to expect a decision. 
d) Make sure to get a name, email address, and phone number. You will want to follow-up if a 


delay occurs in the timeline. 
 
7) There may be a credentialing requirement for your medical director or any advanced healthcare 


provider who will be administering immunizations.  Nurses (RN, LPN) without advanced 
degrees/certification are generally not required to be credentialed.  This can delay the agreement 
process. See Section 2 - Participating Provider Agreements - Credentialing for specific 
information. 


 
8) If the payer declines your request, you should ask for a full explanation and a copy of the appeal 


process, if it isn’t available on their webpage or in their provider manual. The denial may be due to a 
business decision or due to the payer not understanding LHD’s and their functions, and may need 
education. 


 
9) If you are successful and the payer wants to discuss a contract – congratulations! See Section 2 - 


Participating Provider Agreements - Credentialing for specific information. 


Medicare 
Providers that submit immunization claims for Medicare1 beneficiaries must enroll in Medicare Part B.  As 
required by section 911 of the Medicare Prescription Drug, Improvement and Modernization Act of 2003 
(MMA), CMS revised its claims processing contracts by fiscal intermediaries and carriers - with new contract 
entities called Medicare Administrative Contractors (MACs). Wisconsin Medicare Part B is transitioning from 
WPS (since 1966) to National Government Services (NGS) effective September 7, 2013. 


Several decisions must be made before enrolling, the first of which is whether or not to become a participating 
provider.  If you are enrolled in Medicare, but have not submitted the CMS-855 since November 2003, you will 
be required to submit a completed application. 


All the links required for enrollment may be found at  
http://www.ngsmedicare.com/wps/portal/ngsmedicare/EnrollmentTools?CONTRACTTYPE=Jurisdiction%2013%20Providers&LOB


=Part%20B&utm_source=homepage&utm_medium=partb&utm_campaign=enrollment  


                                                           
1 All information on Medicare enrollment found at CMS website http://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/index.html 



http://www.ngsmedicare.com/wps/portal/ngsmedicare/EnrollmentTools?CONTRACTTYPE=Jurisdiction%2013%20Providers&LOB=Part%20B&utm_source=homepage&utm_medium=partb&utm_campaign=enrollment

http://www.ngsmedicare.com/wps/portal/ngsmedicare/EnrollmentTools?CONTRACTTYPE=Jurisdiction%2013%20Providers&LOB=Part%20B&utm_source=homepage&utm_medium=partb&utm_campaign=enrollment

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/index.html

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/index.html
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Preparation 
Participation 
Medicare payment on assigned claims is issued directly to the provider.  There are two categories of 
physician provider types under Medicare: 
 


Participating providers: 
• agree to accept assignment; 
• receive reimbursement directly from Medicare; 
• agree to accept Medicare’s full charge as payment in full and cannot balance bill the patient; 
• are not subject to Medicare’s limiting charge provision; 
• may bill the patient for remaining Part B deductible, 20% coinsurance and non-covered charges; 


and 
• do not have to submit Medigap claims since Medicare will automatically cross-over the claim to 


the secondary payer. 
 


Non-participating providers: 
• may accept assignment on a claim-by-claim basis; 
• will see a 5% decrease in the approved charge for services under the Medicare fee schedule; 
• are subject to Medicare’s limiting charge provision; and 
• cannot bill the patient for more than 115% of the approved charge on a non-assigned claim.  If 


patient is under Minnesota Medicare, this is further limited to 100% of approved fee. 
 
The following non-physician practitioners are required to accept assignment on all claims for their 
practitioner services: 


• Physician assistants;  
• Nurse practitioners;  
• Clinical nurse specialists;  
• Clinical psychologists;  
• Clinical social workers;  
• Certified registered nurse anesthetists;  
• Certified nurse midwives; and  
• Registered dieticians/Nutrition professionals  


 
A provider has 90 days, from your enrollment date, to decide to be a participating provider or supplier.  The 
only other time a change in participation status can be made is during the open enrollment period, generally 
from mid-November through December 31. 
 
Online Application Process 
The next decision is whether to apply online or by submitting a paper application. Before either 
application can be completed, a number of other tasks are required, beginning with identifying the 
Authorizing Official (AO) of the provider or supplier organization. NOTE: The pre-enrollment tasks 
may take several weeks to be completed. 
 
Authorized Official of the Provider or Supplier Organization: 
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1) The AO of the provider or supplier organization will go to Internet-based Provider Enrollment, 
Chain and Ownership System (PECOS2).  The AO must meet the regulatory definition found at 42 
CFR § 424.502  
a) Authorized official means an appointed official (for example, chief executive officer, chief financial officer, 


general partner, chairman of the board, or direct owner) to whom the organization has granted the legal 
authority to enroll it in the Medicare program, to make changes or updates to the organization's status in the 
Medicare program, and to commit the organization to fully abide by the statutes, regulations, and program 
instructions of the Medicare program. 


2) The AO will create a PECOS User ID and password as part of this registration process. Note: User 
IDs and passwords are secure data and should not be shared. 


3) The AO will provide the requested information to CMS. 
4) The CMS External User Services (EUS) Help Desk will verify the information. 
5) If the AO is authenticated by the CMS EUS Help Desk, he or she will receive an e-mail notification 


to that effect from the CMS EUS Help Desk. 
 


Note: The AO is also involved in approving the individual (or individuals) who will use Internet-
based PECOS on behalf of the provider or supplier organization. Therefore, after the AO has 
been authenticated by the CMS EUS Help Desk, the AO should periodically check his or her e-
mail to take the requested actions in PECOS I&A. 


 
Individual Who Will Use Internet-based PECOS on Behalf of a Provider or Supplier Organization: 
1) An individual who will use Internet-based PECOS on behalf of a provider or supplier organization 


will go to Internet-based PECOS at https://pecos.cms.hhs.gov to register in the PECOS Identification 
and Authentication system (PECOS I&A).  


2) The individual will create a PECOS User ID and password as part of this registration process. Note: 
User IDs and passwords are secure data and should not be shared. 


3) The individual will provide the requested information to CMS.  This will include information about 
his or her employer and about the provider or supplier organization on whose behalf he or she would 
be submitting enrollment applications. 


4) The individual will receive a system-generated e-mail indicating approval or disapproval of his or 
her request. 


5) Once the individual’s request for access is approved, he or she is considered a PECOS “user” and 
will submit enrollment application(s) on behalf of the provider or supplier organization. 


6) If the Security Consent Form has not already been generated and approved, the user will download 
the Security Consent Form, ensure the form is completed, obtain the dated signature of the AO and 
the representative of the individual’s employer (referred to as the “Employer Organization” in the 
Security Consent Form and who, by virtue of its representative. 


7) The completed, signed, and dated Security Consent Form should then be mailed to the CMS EUS 
Help Desk. 


8) If the Security Consent Form is approved by the CMS EUS Help Desk, the AO of the provider or 
supplier organization will receive an e-mail notification to that effect from the CMS EUS Help 
Desk3.  Note: The Security Consent Form cannot be approved if the AO of the provider or 
supplier organization is not already verified by PECOS I&A. 


                                                           
2 MLN document at http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/MEDEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf  
3External User Services (EUS) Help Desk at 1-866-484-8049 or EUSSupport@cgi.com. 


 



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MEDEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MEDEnroll_PECOS_PhysNonPhys_FactSheet_ICN903764.pdf

mailto:EUSSupport@cgi.com
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Note: The Security Consent Form is completed only one time to establish the relationship 
between the provider or supplier organization and the employer organization whose 
employee(s) would submit enrollment applications on behalf of the provider or supplier 
organization. 


Enrollment 


Online Process 
Once the AO and the PECOS user(s) have completed the security process, the online application process 
can begin.  The following are the basic steps to completing an enrollment action using Internet-based 
PECOS. Providers.  At the bottom of the log-in page (Figure 5), there are several good video tutorials 
available. 
1) Have an NPPES User ID and password to use Internet-based PECOS.  
2) Go to Internet-based PECOS at http://www.cms.gov/Medicare/Provider-Enrollment-and-


Certification/MedicareProviderSupEnroll/InternetbasedPECOS.html. 
 


 
Figure 5 - Medicare Provider Enrollment PECOS Log-in Page 


3) Complete, review, and submit the electronic enrollment application via Internet-based PECOS. (Note: 
Be sure to complete electronic funds transfer information when prompted to do so.) 


4) Sign the application electronically:  
a) CMS-855B Application is used by health care providers that will bill Medicare carriers.  It can be 


found at -   (http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms855b.pdf). 
i) The user completing the CMS-855B application is required to provide an e-mail address for the 


authorized signer(s) of the application as part of the submission process.  
ii) Two system-generated e-mails will be sent to the authorized signer(s), who will then be required 


to follow the instructions in those e-mails to electronically sign the application. 
5) The following are required supporting documents that must be submitted via mail or fax. The web 


application Tracking ID should be included on all supporting documents: 
a) CMS-588 (Electronic Funds Transfer Authorization Agreement) located 


at http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms588.pdf   
b) IRS CP575 (EIN letter).  The CP575 is the notice the IRS issues when you are assigned an EIN. The IRS is 


unable to reissue or provide a copy of the CP575 notice. 
i) If you lost your original notice and need confirmation of your EIN, you can call the IRS business help line 


at 1-800-829-4933, from 7am to 7pm. 
(1) Tell them you cannot find your CP575 and would like a confirmation letter of your EIN. 
(2) They will send out a 147C letter that may be used instead of the CP575 notice. 



http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/InternetbasedPECOS.html

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/InternetbasedPECOS.html

http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms855b.pdf

http://www.cms.gov/Medicare/CMS-Forms/CMS-Forms/downloads/cms588.pdf
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(3) This could take one to two weeks, so if you need it faster, ask to have it faxed. 
c) Copies of licenses and diplomas. 


Paper Process 
1) Submit the correct application. 


a) The Medicare contractor that serves the provider’s state or practice location is responsible for 
processing the NPI enrollment application.  Effective 9/7/13, NGS is the Medicare Part B contractor 
for Wisconsin.  A list of the Medicare fee-for-service contractors by state can be found in the 
download section of http://www.cms.gov/MedicareProviderSupEnroll.  


2) Submit the 2008 version of the Medicare Enrollment Application (CMS-855). 
a) Effective February 2008, CMS revised the CMS-855 Medicare enrollment applications.  Providers 


and suppliers must submit the appropriate 2008 version of the CMS-855. The application version 
can be found in the lower left corner of the application.  If an applicant submits an older version of 
the CMS-855, the Medicare contractor will return your application without further review. An 
electronic copy of the current CMS-855 Medicare enrollment application can be found 
at http://www.cms.gov/CMSForms/CMSForms/list.asp.  
 


3) Submit a complete application. 
a) When completing a CMS-855 for the first time for any reason, each section of an application must 


be completed in ink (blue preferable).  When reporting a change to enrollment information, complete 
each section listed in Section 1B of the CMS-855. 


b) Note: Providers that are enrolled in Medicare, but that have never submitted the CMS-855, are 
required to submit a complete application. Providers and suppliers should follow the instructions for 
completing an initial enrollment application. 


4) Submit the Electronic Funds Transfer (EFT) Authorization Agreement with your enrollment application. 
a) CMS requires that providers and suppliers, who are enrolling in the Medicare program or making a 


change in their enrollment data, receive payments via electronic funds transfer.  When completing 
the CMS-588 form, complete each section. The CMS-588 form must be signed by the authorized 
official that signed the CMS-855. 


b) Note: If a provider or supplier already receives payments electronically and is not making a change 
to his/her banking information, the CMS-588 is not required. 
 


5) Submit all supporting documentation. 
a) In addition to a complete application, each provider or supplier is required to submit all applicable 


supporting documentation at the time of filing.  Supporting documentation includes: 
b) Professional & business licenses, 
c) NPI notification received from the NPPES, 
d) Electronic Funds Transfer (EFT) Authorization Agreement (CMS-588), 
e) Written confirmation from the IRS confirming your Tax Identification Number with the Legal 


Business Name (e.g., IRS form CP 575 
f) Completed Form CMS-588, for Electronic Funds Transfer Authorization Agreement. 
g) Copy(s) of all final adverse action documentation (e.g., notifications, resolutions, and reinstatement 


letters).  
h) Completed Form(s) CMS 855R, Reassignment of Medicare Benefits. 
i) Completed Form CMS-460, Medicare Participating Physician or Supplier Agreement. 
j) Copy of an attestation for government entities and tribal organizations. 


6) Sign and date the application. 



http://www.cms.gov/MedicareProviderSupEnroll

http://www.cms.gov/CMSForms/CMSForms/list.asp
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a) Applications must be signed and dated by the appropriate individuals.  Signatures must be original 
and in ink (blue preferable).  Copied or stamped signatures will not be accepted. 


7) Mail to MAC for Wisconsin: 
National Government Services, Inc. 


Attn:  Provider Enrollment 
P.O. Box 6475 


Indianapolis, IN 46206-6475 
 


Established providers may enroll, or terminate their participation, in the program only during Medicare's 
annual participation.  New providers may file a participation agreement with a Medicare carrier at the time 
of initial enrollment or within 90 days after being enrolled. 
 
To check the status of your application, you may do so by going to the NGS Provider Enrollment Status 
Inquiry Tool (Figure 6 at: http://www.ngsmedicare.com/wps/portal/ngsmedicare/provider_enrollment  


 
Figure 6 - NGS Part B Provider Status Tool 


Enrollment Fee 
The fee for January 1, 2013, through December 31, 2013 is $532.00.  Fee amounts for future years will be 
adjusted by the percentage change in the consumer price index (for all urban consumers) for the 12-month 
period ending on June 30 of the prior year.  CMS will give Medicare contractors and the public advance 
notice of any change in the fee amount for the coming calendar year.   


Providers and suppliers are strongly encouraged to submit with their application a copy of their receipt of 
payment. This may enable the contractor to more quickly verify that payment has been made. 


To pay the fee, go to https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do (Figure 7) and follow the 
instructions in the system: 



http://www.ngsmedicare.com/wps/portal/ngsmedicare/provider_enrollment

https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do
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Figure 7 - Medicare PECOS Application Fee Payment Page 


The following chart (Figure 8) indicates what provider types are required to pay the fee.  It is assumed most 
LHD’s would be applying as a mass immunization biller (using roster billing), which does require the fee. 


 
Figure 8 - Medicare Application Fee by Provider Type 







Section 1 – Participating Provider Application Process 
 


Page 15 of 19 
 


Medicaid 


In order to be reimbursed for immunization services4 provided to members enrolled in Wisconsin Medicaid, 
BadgerCare Plus, or SeniorCare programs, providers are required to be enrolled in Wisconsin Medicaid as 
described in DHS 105, Wis. Admin. Code.  Immunizations are covered under the Early and Periodic Screening 
Diagnosis and Treatment (EPSDT) program. This program is called HealthCheck in Wisconsin. 


Preparation 
The ForwardHealth portal lists the following criteria for HealthCheck enrollment (Figure 9): 
 


 
Figure 9 - Medicaid HealthCheck Provider Criteria 


 
Criteria 
As indicated, enrollment criteria are defined in the administrative code: 


WI Administrative Code: DHS 105.37 Early and periodic screening, diagnosis and treatment (EPSDT) 
providers.  
EPSDT - HEALTH ASSESSMENT AND EVALUATION SERVICES.  
Eligible providers. The following providers are eligible for certification as providers of EPSDT health assessment 
and evaluation services:  


Physicians;  
Outpatient hospital facilities;  
Health maintenance organizations;  
Visiting nurse associations;  
Clinics operated under a physician's supervision;  
Local public health agencies;  
Home health agencies;  
Rural health clinics;  
Indian health agencies; and  
Neighborhood health centers.  


Procedures and personnel requirements.  
EPSDT providers shall provide periodic comprehensive child health assessments and evaluations of the general 
health, growth, development and nutritional status of infants, children and youth. Immunizations shall be 
administered at the time of the screening if determined medically necessary and appropriate. The results of a 


                                                           
4  All information regarding Medicaid provider enrollment has been taken from the ForwardHealth portal at 
https://www.forwardhealth.wi.gov/WIPortal/Enrollment%20Criteria/tabid/325/Default.aspx.  All updates can be found at that location.  



http://docs.legis.wisconsin.gov/code/admin_code/dhs/101/105

https://www.forwardhealth.wi.gov/WIPortal/Enrollment%20Criteria/tabid/325/Default.aspx
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health assessment and evaluation shall be explained to the recipient's parent or guardian and to the recipient if 
appropriate.  


 
NPI 
Only NPI Entity Type 2 is valid for this program.   
 
Risk Level 
As a result of the ACA, providers are categorized by risk level - high, moderate, or limited.  This 
determination is made by CMS, based on an assessment of potential for fraud, waste, and abuse for each 
provider type. 
HealthCheck Risk Level = Limited 


• Verification of provider-specific requirements, including but not limited to the following:  
o License verification  
o NPI check  
o OIG exclusion check  
o Ownership/controlling interest information verification 


 
Category of Enrollment 
There are three categories of enrollment: 


• Billing/rendering provider 
• Rendering-only provider 
• Billing-only provider (including group billing) 


 
The EPSDT program requires the provider to be a Billing/Rendering provider.  Enrollment as a 
billing/rendering provider allows providers to identify themselves on claims (and other forms) as either 
the provider billing for the services or the provider rendering the services. 
 
Enrollment Fee 
Provider organizations will be assessed a provider enrollment application fee when applying for 
Wisconsin Medicaid enrollment. This includes newly enrolling providers and providers who are re-
enrolling after the provider's enrollment with Wisconsin Medicaid lapses for longer than one year, as 
long as all licensure and enrollment requirements are still met. The fee is established by the Centers for 
Medicare and Medicaid Services (CMS) and may be adjusted annually. The enrollment application fee 
is used to offset the cost of federally mandated screening activities associated with the ACA.  The 
application fee for 2013 is set at $532. Providers should note that CMS may adjust the fee on January 1 
of each year.  


Providers will not be required to pay ForwardHealth the enrollment application fee if providers are 
currently enrolled in Medicare or another state's Medicaid or Children's Health Insurance Program 
(CHIP). ForwardHealth will verify the provider's enrollment in Medicare or with another state. If the 
provider is currently enrolling in Medicare or another state's Medicaid or CHIP and has paid the fee, 
ForwardHealth will verify the provider has paid the application fee to Medicare or another state. 


Enrollment 


The enrollment process can be completed online. 
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1) Go 
to https://www.forwardhealth.wi.gov/WIPortal/Certification%20Home%20Page/tabid/328/Default.aspx 
 to access the enrollment application (Figure 10) and click on the application under the To Start a New 
Medicaid Enrollment box.  You don’t not have to complete the application in one session.  If you are 
returning for another session to complete it, you access through To Continue a Previous Medicaid 
Enrollment box on the same screen.  


 
Figure 10 - Medicaid New Provider Enrollment Log-in Screen 


2) When you initially open the application, you will be at the Instructions page (Figure 11). Pay specific 
attention to how to save and submit your application. Begin, and continue through the application using 
the NEXT button at the bottom of each page. Use PREVIOUS button to go back a page. DO NOT use 
your browser’s back buttons – they are not enabled in the ForwardHealth system and may cause you to 
lose data. 


 
Figure 11 - Medicaid Provider Enrollment Instruction Page 


3) Complete all the required fields. 
4) Required documentation can be uploaded in the following formats: 


i) Joint Photographic Experts Group (JPEG) (.jpg or .jpeg).  
ii) Portable Document Format (PDF) (.pdf).  
iii) Rich Text Format (.rtf).  
iv) Text File (.txt).  



https://www.forwardhealth.wi.gov/WIPortal/Certification%20Home%20Page/tabid/328/Default.aspx





Section 1 – Participating Provider Application Process 
 


Page 18 of 19 
 


v) Comma Delimited (.csv).  


5) The HealthCheck Screener provider codes (Figure 12) used in ForwardHealth are: 


 
Figure 12 - Medicaid HealthCheck Screen Provider Codes 


6) You can save a partially completed application and return to finish completing it within 10 calendar days. 
After 10 calendar days have passed, you will have to start a new application. You will have an Enrollment 
Key and password – be sure to write them down if you want to return to an incomplete application later; 
these are not able to be retrieved by anyone else. 
7) You will receive an application tracking number (ATN) once a completed application has been 


submitted. 
8) As part of the enrollment application, providers are required to sign a provider agreement with the 


Department of Health Services (DHS), which remains in effect as long as the provider is enrolled in 
Wisconsin Medicaid. 


9) ForwardHealth will not accept paper checks or cash for enrollment application fee payments.  Providers 
will have 10 business days to pay the fee after the application is submitted.  ForwardHealth will not start 
processing their enrollment application until the application fee is paid. 


i) At the end of the provider enrollment application, providers can click on the Submit Enrollment 
Application Fee (Figure 13) or Hardship Request link to pay their enrollment application fee. 


 
Figure 13 - Medicaid Application Fee Payment screen 


ii) Providers paying the application fee after submitting their application can pay the fee on the Provider 
Enrollment Information home page by clicking on the Submit Application Fee or Hardship Request link 
under the Provider Enrollment Application Fee topic. 


iii) If ForwardHealth does not receive the payment within 10 business days after the application is 
submitted, the application will be denied. If an application fee is not paid due to insufficient funds, the 
application will be denied.  
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10) The status of an application may be tracked through the Certification Tracking Search (Figure 14) page 
at https://www.forwardhealth.wi.gov/WIPortal/Enrollment%20Tracking/tabid/74/Default.aspx using 
your ATN. Current information, such as whether the application is being processed or has been returned 
for more information, will be displayed. You can also contact Provider Services for information on the 
status. 


 
Figure 14 - Medicaid Certification Tracking Search screen 


ForwardHealth 
Provider Services Call Center 


(800) 947-9627 
M-F - 7:00 A.M. - 6:00 P.M. (CT) 


(Closed on State of Wisconsin observed holidays) 


11) Providers are required to wait for the Notice of Enrollment Decision as official notification that 
enrollment has been approved. This notice will contain information the provider needs to conduct 
business with Wisconsin Medicaid, BadgerCare Plus, or SeniorCare; therefore, an approved or enrolled 
status alone does not mean the provider may begin providing or billing for services. 


12) Wisconsin Medicaid will notify the provider of the status of the enrollment usually within 10 business 
days, but no longer than 60 days, after receipt of the complete enrollment application. The notification is 
by letter with a copy of the provider agreement. 
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Who are the major payers in Wisconsin? 
Appendix 48 is a list of the major payers in this state. 


Wisconsin is one of the states with a plethora of licensed insurers. The OCI lists over 917 
potential payers of health claims licensed in Wisconsin, including 22 HMOs, 453 life, health and 
accident companies, 340 employee benefit plan administrators, 58 exempt employee benefit plan 
administrators and 44 fraternal benefit societies. 


According to the Kaiser Foundation’s most recent information (http://kff.org/statedata/), 
Wisconsin ranks seventh, behind Hawaii, California, Massachusetts, New York, Oregon and 
Maryland in HMO penetration with 29.9 percent of people enrolled in private, Medicare or 
Medicaid HMO plans. The U.S. overall rate is 22.5 percent. Wisconsin’s enrollment was 
estimated at nearly 1.7 million insureds covered by HMOs. 


In the Large Group market, Wisconsin comes in 14th, with UnitedHealthcare (UHC) at 16 
percent of the market, followed by Dean Health Plan at 15 percent and WEA Trust at 10 percent 
(before Act 10).   


Wisconsin is 13th in the Small Group market with UHC again leading with 30 percent market 
share, WellPoint’s share was 12 percent; then Humana with a 9 percent share. 


In the Individual Plan market, Wisconsin drops to 10th.  WPS leads that market with a 23 percent 
share, followed by WellPoint with 19 percent of market and UHC with 16 percent. 


What are some no-cost training opportunities? 
• Medicare offers free training and tools for billers and coders. There is even a certificate 


that can be earned—Medicare Billing Certificate Program for Part B Providers (Figure 
1) designed to provide education on Part B of the Medicare program. It includes required 
web-based training courses and readings and a list of helpful resources. Upon successful 
completion of this program, you will receive a certificate in Medicare billing for Part B 
providers from the Centers for Medicare & Medicaid Services. This 21-hour, self-paced 
course is available at the CMS website (www.cms.gov), go to Outreach and 
Education>MLN Products>MLN Products and scroll down to Related Links and choose 
Web-Based Training (WBT) Courses. You can also access direct via this hyperlink 
at http://cms.meridianksi.com/kc/ilc/course_info_enroll_lnkfrm_f1.asp?lgnfrm=wbt&tabl
e=crs&function=course_info_enroll&strBuildingID=5&strFunctionID=37&strFunctionP
ath=37&strFrom=Search&topic=All&keywords=  



http://kff.org/statedata/

http://www.cms.gov/

http://cms.meridianksi.com/kc/ilc/course_info_enroll_lnkfrm_f1.asp?lgnfrm=wbt&table=crs&function=course_info_enroll&strBuildingID=5&strFunctionID=37&strFunctionPath=37&strFrom=Search&topic=All&keywords

http://cms.meridianksi.com/kc/ilc/course_info_enroll_lnkfrm_f1.asp?lgnfrm=wbt&table=crs&function=course_info_enroll&strBuildingID=5&strFunctionID=37&strFunctionPath=37&strFrom=Search&topic=All&keywords

http://cms.meridianksi.com/kc/ilc/course_info_enroll_lnkfrm_f1.asp?lgnfrm=wbt&table=crs&function=course_info_enroll&strBuildingID=5&strFunctionID=37&strFunctionPath=37&strFrom=Search&topic=All&keywords
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Figure 1 - CMS Web Based Training courses 


• MLN Suite of Products & Resources for Billers and Coders is available with links to 
relevant information.  Access this page at http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/Billers_and_Coders_Suite_of_Products_Listings.pdf  


 
Figure 2 - MLN Resources for Billers and Coders site 


• Annual Immunizers’ Question and Answer handbook is found at Prevention > 
Immunizations > Downloads and then choose current year. 


• Another good resource is the Preventive Immunizations manual—a 40-page document 
that reviews each vaccine using the following: 


Medicare coverage 
Coding and diagnosis information 
Billing requirements 
Payment information 
Denial reason 


• This document is located at http://www.cms.gov/Outreach-and-Education/Medicare-
Learning-Network-MLN/MLNProducts/Downloads/Preventive-Immunizations-
ICN907787.pdf  



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Billers_and_Coders_Suite_of_Products_Listings.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Billers_and_Coders_Suite_of_Products_Listings.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/Billers_and_Coders_Suite_of_Products_Listings.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Preventive-Immunizations-ICN907787.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Preventive-Immunizations-ICN907787.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/Preventive-Immunizations-ICN907787.pdf
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For a full product catalog of Medicare training resources, go to:  http://www.cms.gov/Outreach-
and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MLNCatalog.pdf  


CMS also has a free subscription service. Go to About CMS 
at https://public.govdelivery.com/accounts/USCMS/subscriber/new?pop=t&qsp=566 to enroll 
and then go to Web Policies & Important Links > CMS.HHS.gov Email Updates List (or click 
on http://www.cms.gov/About-CMS/Agency-Information/Aboutwebsite/Email-Updates-
List.html ) to sign up for those topics that interest you. 


Does CMS use social media? 
Medicare is on Twitter - Twitter handle is @CMSGov at http://www.twitter.com/CMSGov  
Medicare is on Facebook - http://www.facebook.com/pages/Medicare/137359779622080  


If I start billing Medicaid patients, will I have to include them in my 
WIMCR reports? 
No. The WIMCR are cost reports that identify actual costs of delivering allowable WIMCR 
services to all recipients (Medicaid and non-Medicaid). As stated on the reporting tool website 
(https://www.forwardhealth.wi.gov/wimcr/ ), WIMCR includes only the following services: 


• Targeted case management services (the non-federal share of this service is provided by 
the county) 


• Child/adolescent day treatment services 
• Community support program services (the non-federal share of this service is provided by 


the county) 
• Crisis intervention services, hourly (the non-federal share of this service is provided by 


the county) 
• Crisis Stabilization per diem services (the non-federal share of this service is provided by 


the county) 
• Home health services 
• Adult mental health day treatment services 
• Outpatient mental health and substance abuse services, including evaluation, 


psychotherapy, substance abuse counseling, and intensive in-home mental health services 
for children under HealthCheck 


• Outpatient mental health and substance abuse services provided in the home and 
community (the non-federal share of this service is provided by the county) 


• Personal care services 
• Prenatal care coordination services 
• Substance abuse day treatment 


Can an interperiodic visit be billed with an immunization? 
No, the Forward Health portal states the following: 


Topic 2396 - Interperiodic Visits—Wisconsin Medicaid covers medically necessary 
interperiodic screening exams to follow up on detected problems or conditions. 



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MLNCatalog.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/MLNCatalog.pdf

https://public.govdelivery.com/accounts/USCMS/subscriber/new?pop=t&qsp=566

http://www.cms.gov/About-CMS/Agency-Information/Aboutwebsite/Email-Updates-List.html

http://www.cms.gov/About-CMS/Agency-Information/Aboutwebsite/Email-Updates-List.html

http://www.twitter.com/CMSGov

http://www.facebook.com/pages/Medicare/137359779622080

https://www.forwardhealth.wi.gov/wimcr/
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Interperiodic visits may be scheduled between regularly scheduled comprehensive 
screens. These medically necessary visits are to follow up on issues noted during a 
comprehensive screen. Examples of interperiodic screenings include the following: 


• Immunizations 
• Retesting for an elevated blood lead level 
• Retesting for a low hematocrit 
• Addressing nutrition concerns 


 
In addition, interperiodic visits may be appropriate and can be requested by any 
individual inside or outside the formal health care system who feels there may be a 
physical, mental, or psychosocial issue that requires additional evaluation. The 
scheduling of interperiodic visits shall be based on medical necessity. In two situations a 
provider may submit a claim for an interperiodic visit when a comprehensive screen has 
not previously been done. These situations include one of the following: 


• When PA has been granted for environmental lead inspection and an interperiodic 
visit for education related to lead poisoning (procedure code T1002).  


• When a child comes in for immunizations (procedure code 99211). 
 
Topic #2408 - Procedure Codes 
Covered HealthCheck screening services are identified by the allowable procedures codes 
listed in the following tables. 


Interperiodic Visits 
99211 Office or other outpatient visit for the evaluation and management of an established 


patient, that may not require the presence of a physician or other qualified health care 
professional (5 minutes) 


99212 Office or other outpatient visit for the evaluation and management of an established 
patient, which requires at least two of these three key components: a problem focused 
history; a problem focused examination; straightforward medical decision making (10 
minutes) 


99213 Office or other outpatient visit for the evaluation and management of an established 
patient, which requires at least two of these three key components: an expanded 
problem focused history; an expanded problem focused examination; medical decision 
making of low complexity (15 minutes) 


99214 Office or other outpatient visit for the evaluation and management of an established 
patient, which requires at least two of these three key components: a detailed history; a 
detailed examination; medical decision making of moderate complexity (25 minutes) 


99215 Office or other outpatient visit for the evaluation and management of an established 
patient, which requires at least two of these three components: a comprehensive 
history; a comprehensive examination; medical decision making of high complexity 
(40 minutes) 
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Will I continue to use the C-SNAP system to check eligibility and 
submit claims to Medicare Part B? 
No, since WPS will no longer be the Part B MAC for Wisconsin. Effective September 7, 2013, 
National Government Services (NGS) will take over from WPS. They have a different system, 
called Connex, and you can find information on their website 
at: https://connex.ngsmedicare.com/home/start.swe?SWECmd=Login&SWECM=S&SWEHo=c
onnex.ngsmedicare.com. 


You will have wait for a notice from NGS on how to sign up, but the following information 
might be useful if you bill Medicare Part B (note that the Connex system doesn’t operate on 
Windows 7 with Microsoft Internet Explorer 7.x, so you might want to prepare by downloading 
an upgraded version of IE prior to September). 


 
Figure 3 - NGS Medicare Part B Connex system requirements 


 


Are LHDs considered Essential Community Providers for 
immunization services? 
The Wisconsin Office of the Commissioner of Insurance provided the following response. 


In response to your inquiry, we went back to the federal Exchange regulations. The 
preamble seems clear in that the list of providers referenced in the regulation is not 
exhaustive and that other providers that serve predominantly low-income, medically 
underserved individuals can be considered ECPs. 


P. 18422 of the final Exchange regulation states, “We (HHS) clarify that the list of 
essential community providers provided in (c)(1) and (c)(2) [the list you provided in your 



https://connex.ngsmedicare.com/home/start.swe?SWECmd=Login&SWECM=S&SWEHo=connex.ngsmedicare.com

https://connex.ngsmedicare.com/home/start.swe?SWECmd=Login&SWECM=S&SWEHo=connex.ngsmedicare.com
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e-mail] are not an exhaustive list and are not meant to exclude QHP issuers from 
contracting with other providers that serve predominantly low-income, medically 
underserved individuals.” 


“Based upon comments regarding the potential for exclusion of or discrimination against 
essential community providers and consistent with the ACA…we clarify that any 
provider that meets the criteria for an essential community provider in § 156.235 (c), 
must be considered an essential community provider.” 


§ 156.235 (c) Definition. Essential community providers are providers that serve 
predominantly low-income, medically underserved individuals, including providers that 
meet the criteria of paragraph (c) (1) or (2) of this section…”  Note: paragraph (c) (1) and 
(2) refer to the list of providers you sent in your e-mail. 


P.18423 of the final Exchange regulation states, “We note that the definition in the final 
rule, taken from the ACA, provides a test to determine whether a provider is an essential 
community provider and a non-exhaustive list of examples.  An Exchange may apply the 
test contained in the definition (providers that serve predominantly low-income, 
medically underserved individuals) to a particular service area to identify additional 
essential community providers.” 


Based on the final Exchange regulation, OCI does not see any reason an insurer would be 
prohibited from contracting with a local health department as an essential community 
provider for immunization services. That said, OCI leaves the decision as to whether a 
health insurer contracts with a local health department up to the discretion of the health 
insurer. Nothing in state law requires health insurers to contract with local health 
departments for immunization services. Additionally, while OCI, a state regulatory 
agency, does not take issue with insurers contracting with local health departments as 
ECPs, the requirement that insurers have ECPs in their networks is a federal requirement 
and HHS may take a different position. 


OCI has a Life and Health Advisory Council that holds public meetings a few times 
throughout the year. The next meeting is scheduled for today at 10:00 am. We will 
mention at the meeting that OCI does not have an issue if insurers want to contract with 
local health departments as ECPs for immunization services. 


July 16, 2013, UPDATE: Per OCI, “there were no comments from Council members or 
public attendees after OCI indicated that, from a state perspective, OCI does not have 
concerns with insurers contracting with local health departments as ECPs for 
immunizations.” 


What are the Medicare Part D stand-alone plans for Wisconsin? 
National Government Services (NGS), WI Medicare contractor, has posted the following 
document with a list of the stand-alone Part D plans for Wisconsin -
 http://www.dhs.wisconsin.gov/ltcare/Partners/infoseries/rs12-03-partdplans.pdf. 



http://www.dhs.wisconsin.gov/ltcare/Partners/infoseries/rs12-03-partdplans.pdf
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If you haven’t signed up for email updates from NGS, you can do so 
at:  http://www.ngsmedicare.com/ngs/wcm/connect/ngsmedicare/ngsmedicarecontent/ngs
medicare/publications/e-
mail%20updates/listserv%20(4)?savecookie=?clearcookie=?REGION=?LOB=Part%20B 


Is there a document that outlines the HealthCheck Terms of 
Reimbursement? 
Yes, go to http://www.dhs.wisconsin.gov/forms/F0/f01114.pdf.  Note that this document 
addresses how providers should bill their charges: 


“Providers are required to bill their usual and customary charges for services 
provided. The usual and customary charge is the amount charged by the provider for 
the same service when provided to non-Medicaid patients. For providers using a 
sliding fee scale for specific services, the usual and customary charge is the median 
of the individual provider’s charge for the service when provided to non-Medicaid 
patients.” 


Has the federal government given any advice on contracting with an 
EMR/EHR vendor? 


Yes, The Office of the National Coordinator for Health Information Technology has issued 
guidance that explains important contract terms when negotiating with a vendor to purchase an 
electronic health records product.  The document can be found 
at:  http://www.healthit.gov/sites/default/files/ehr_contracting_terms_final_508_compliant.pdf  


The NACCHO link I saved in my Favorites isn’t working. What 
happened to the immunization billing page? 
There is a new web page set up by NACCHO -
 http://www.naccho.org/topics/HPDP/billing/index.cfm - that now includes not only 
immunization billing, but billing for all clinical services LHD’s provide.  A new page has been 
added that gives you all the tips for access data on NACCHO -
 http://www.naccho.org/topics/HPDP/billing/how-to-use-the-billing-toolkit.cfm.  


Wisconsin Department of Health Services  
Division of Public Health 
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Payer Fact Sheets 


The following fact sheets have been created to assist Local Health Departments in their efforts to contract 
with both public and commercial health plans. The goal of the information is to provide an overview of a 
payer operating in your county. Payer information changes frequently as new products are offered 
and/or new laws and regulations are enacted. This includes the current changes being implemented as 
part of the Patient Protection and Affordable Care Act.  


An attempt was made to supply specific contact information where available. However, due to employee 
turnover, titles are often easier to use when contacting specific organizations.  


This information is available on the payer’s website. It was condensed for ease of use in these fact sheets. 
Multiple attempts were made to verify the information with a payer representative. As you work with 
payers, please notify the Immunization Program of missing information and/or contacts so the 
documents can be updated for all users. 







Section 11 – Payer Fact Sheets 
 


Page 3 of 80 
 


Anthem Blue Crosse and Blue Shield of Wisconsin 
 
Name: Anthem Blue Cross and Blue Shield of Wisconsin  
Details: In Wisconsin, Anthem Blue Cross and Blue Shield is the trade name used by Blue Cross Blue Shield of 


Wisconsin ("BCBSWi") and CompCare Health Services Insurance Corporation ("CompCare"), independent 
licensees of the Blue Cross Blue Shield Association. 


Service Area Wisconsin Counties: Adams, Ashland, Barron, Bayfield, Brown, Buffalo, Burnett, Calumet, Chippewa, Clark, 
Columbia, Crawford, Dane, Dodge, Door, Douglas, Dunn, Eau Claire, Florence, Fond Du Lac, Forest, Grant, 
Green, Green Lake, Iowa, Iron, Jackson, Jefferson, Juneau, Kenosha, Kewaunee, La Crosse, Lafayette, 
Langlade, Lincoln, Manitowoc, Marathon, Marinette, Marquette, Menominee, Milwaukee, Monroe, Oconto, 
Oneida, Outagamie, Ozaukee, Pepin, Pierce, Polk, Portage, Price, Richland, Racine,  Rock, Rusk, Sauk, Sawyer, 
Shawano, Sheboygan, Saint Croix, Taylor, Trempealeau, Vernon, Vilas, Walworth, Washburn; Washington, 
Waukesha, Waupaca, Waushara, Winnebago, Wood 


WI License HMO license under CompCare - 611 Stock Insurance Corporation, Mixed Model HMO 
Website: http://www.anthem.com/home-providers.html  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X  X X  Note 1 X  
Notes: 1. Medicaid – BadgerCare Plus Members offered through CommunityConnect HealthPlan®.   (In eastern 


Wisconsin, CommunityConnect HealthPlan is the trade name used by CompCare Health Services Insurance 
Corporation for its insurance policies offered through the BadgerCare Plus program.)  Website: 
http://communityconnecthealthplan.com/ 


Provider Enrollment Information 
Credentialing/Contracting general contact Anthem Network Relations Message Center 


800-232-5869  Contracting Matt Mathias  262-523-4798 
Address See note 
Name See note 
Title See note 
Phone Network Relations Message Center 800-232-5869 
Email See note 
Notes: The appropriate Network Relations Consultant will call back to assist with provider contact information. 


Credentialing Details 
Is Pre-approval required? Letter of Intent (See Notes) 
Application type CAQH UPD 
Additional Special Requirements n/a 
How to submit application? Non-contracted providers, submit “Letter of Intent”. 


Additions to contracted provider groups complete and 
submit an online “Provider Maintenance Form” found 
under Answers@Anthem/Provider Forms. 


How often is provider recredentialed? Every three (3) years 
Notes: LOI form:  http://www.anthem.com/provider/wi/f5/s1/t1/pw_e181934.pdf?refer=ahpfooter  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract X 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract X 


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms CAQH UPD 
Typical approval timeframe 90 days 
Approval notification method letter 
Typical effective date 30 days from Anthem receipt of completed provider 


maintenance form submission, including complete and 



http://www.anthem.com/home-providers.html

http://communityconnecthealthplan.com/

http://www.anthem.com/provider/wi/f5/s1/t1/pw_e181934.pdf?refer=ahpfooter
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accepted CAQH credentialing application, if applicable. 
Is retroactive effective date allowed? No 
Notes: Secure Provider Portal MyAnthem Provider™.  Provider Maintenance Form can be found on Anthem’s public provider 


website under Answers@Anthem/Provider Forms. 
Claim Information 


Claim contact Commercial, FEP and Medicare Advantage: See 
telephone number listing on WI Ready Reference 
Guide found under “Contact Us” on WI public 
provider website.  


Phone Commercial, FEP and Medicare Advantage: See 
telephone number listing on WI Ready Reference 
Guide found under “Contact Us” on WI public 
provider website. 


Notes:  
Claim Details 


Verification of benefits Member ID card (as #’s differ from network to network & 
w/self-funded plans.  Also have electronic eligibility (270/271 
transactions) through Availity®. 


Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) Via Link1500™ (vendor is MD On-Line, Inc.  See Note 1) 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID 00950  (for direct submission to Anthem) 
Clearinghouse(s) utilized Availity® (see Note 2) 


Claim submission – other Consult member ID card or Ready Reference - Wisconsin 
Timely filing window Commercial 180 days,  
Submit claims to  Commercial: PO Box 105187, Atlanta, GA  30348-5187; FEP: PO 


Box 105557, Atlanta, GA 30348-5557 
Typical claim settlement window Electronic – 15 days  Paper - 30 days 
Denied claim appeal window Within 180 days of the initial adverse action (see Note 4) 
Payment method EFT or check  (see Note 3) 
RA/EOB available online/sent with checks RA is sent with paper check.  RA can be sent electronically 
Notes: 1.  MD On-Line, Inc. also has an “all payer” subscription option. KAM-Provider may also enter and submit 


single claims through Availity’s secure multi-payer portal. 
2.  For set-up, call (800)470-9630 or email to edi.ent.support@anthem.com.  Anthem can accept EDI 


transactions directly from providers or via Vendors (billing services) or clearinghouses. 
3. Enrollment form for EFT included in first paper RA of month or on  www.anthem.com/edi  
4. Complaints (not related to clinical decisions, such as medical necessity, etc.) can be submitted via Availity to 


MyAnthem “Secure Message” or on Paper by completing and sending a Provider Adjustment Request Form 
to PO Box 105557, Atlanta, GA  30348-5557. Form is available under Answers@Anthem/Provider Forms.  
Providers may submit an appeal following a complaint for clinical denials. 


5. Appeals can be mailed to: Anthem Blue Cross and Blue Shield Attn: Appeals Department PO Box 105568 
Atlanta, GA 30348-5568 Link to Guide to Provider Complaints and Appeals: 
http://www.anthem.com/provider/noapplication/f1/s0/t0/pw_e182206.pdf?refer=ahpprovider&state=wi 


 


 



mailto:edi.ent.support@anthem.com

http://www.anthem.com/provider/noapplication/f1/s0/t0/pw_e182206.pdf?refer=ahpprovider&state=wi
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R None with “Letter of Intent” Form 
along with CAQH. 


Signed/dated contract R  
CAQH Provider ID Number R - CAQH Payer uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – contact payer 
for one. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s) R-CAQH  
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA S  
Adverse Action documentation   
IRS doc S  
EFT authorization   
W-9 R - CAQH  
Malpractice/Liability Face sheet R - CAQH  
Curriculum Vitae R - CAQH  
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R - CAQH CAQH Authorization, Attestation and 


Release form 
Other - situational S – CAQH Summary of any pending or settled 


malpractice cases 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 


Company website 
E-Tools for Providers webinar 
Member Identification Eligibility and Benefits webinar 


Electronic Claim Payment Solutions document 
Provider Claim Submission and Adjustment Tips and Tools webinar 
Guide to Provider Complaints and Appeals document 
Ready Reference Guide – Wisconsin: 


http://www.anthem.com/provider/noapplication/f1/s0/t0/pw_b144806.pdf?refer=ahpprovider&state=wi]   
 


Payer Verified:  8/19/13 



http://www.anthem.com/provider/noapplication/f1/s0/t0/pw_b144806.pdf?refer=ahpprovider&state=wi
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Arise Health Plan 
 


Name: Arise Health Plan (WPSHP) 
Details: Arise Health Plan, located in De Pere, WI, originated as Prevea Health Plan, a health plan created by a 


group of physicians who wanted to be involved in both sides of the health spectrum – delivering quality 
health care and quality health plans. Prevea Health Plan evolved into WPS Prevea Health Plan in June 
2005, when WPS Health Insurance purchased the assets of Prevea Health Plan and formed a new wholly 
owned subsidiary.  But it wasn’t until October 2006, when WPS Health Plan was rebranded as Arise 
Health Plan 
Note:  Arise Health Plan continues the use of the corporate name abbreviation of WPSHP. 


Service Area Brown, Calumet, Dodge, Door, Fond du Lac, Kenosha, Kewaunee, Langlade, Lincoln, Manitowoc, Marathon, 
Marinette, Milwaukee, Oconto, Outagamie, Ozaukee, Racine, Shawano, Sheboygan, Taylor, Walworth, 
Washington, Waukesha, Waupaca, Winnebago, Wood 


WI License Under parent company - WPS Health Plan, Inc. 
Website: www.wecareforwisconsin.com  
Product(s) 
Offered 


H
M
O 


PP
O 


PO
S 


EP
O 


Indemnit
y 


Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X  X    X  X ASO 
Provider Enrollment Information 


Credentialing/Contracting general contact Credentialing Department and Network Management Department 
Address Arise Health Plan  


PO Box 11625  
Green Bay, WI 54307-1625  


Name  
Title  
Phone Credentialing:  920-490-6952 or (920) 490-6954 or (888) 711-1444, 


ext. 6952 or 6954 
Network Management:  920-617-6325 or (888) 711-1444 ext. 6325 


Email/Fax Email 
 Credentialing:   
 GBCredentialingDept@AriseHealthPlan.com  
 Contracting:  
 GBNetworkDevelopmentDept@AriseHealthPlan.com  
Fax 
 Credentialing:  (920) 490-6955 
 Network:  (920) 490-6923 


Notes:  
Credentialing Details 


Is Pre-approval required? Request for application 
http://www.wecareforwisconsin.com/providers/become_a_provide
r  


Application type  
Additional Special Requirements  
How to submit application? Will be provided with application 
How often is provider recredentialed? Every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full Contract 
below: 


Immunizations/Administration Fee Only MOU  Full 
Contract 


 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full 
Contract 


 



http://www.wecareforwisconsin.com/

mailto:GBCredentialingDept@AriseHealthPlan.com

mailto:GBNetworkDevelopmentDept@AriseHealthPlan.com

http://www.wecareforwisconsin.com/providers/become_a_provider

http://www.wecareforwisconsin.com/providers/become_a_provider
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Provider Type(s) contracted (immunization services) MD/DO X PA X AN
P  Other  


Contract forms proprietary 
Typical approval timeframe  
Approval notification method Written letter promptly after the meeting at which your 


application is presented. 
Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact  
Phone  
Notes:  


Claim Details 
Verification of benefits Member Benefits 


(920) 490-6900 or toll free (888) 711-1444  option 1 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  


Common Payer ID 39185  
(may say Prevea Health Plan or Arise or WPS Health Plans, Inc. 
dba Arise Health Plan) 


Clearinghouse(s) utilized Preferred C/H:  ClaimsNet (see Note 1) 
Claim submission – other n/a 
Timely filing window  
Submit claims to  Commercial 


Arise Health Plan  
P.O. Box 11625 
 Green Bay, WI  54307-1625 
Or fax to (920) 490-6921 


Medicare 
Arise Health Plan - 65+ 
PO Box 2487 
Pensacola, FL  32573-2487  


Typical claim settlement window  
Denied claim appeal window  
Payment method EFT and check 
RA/EOB available online/sent with checks  
Notes: 1.  ClaimsNet Help desk - 800-356-0092 
 







Section 11 – Payer Fact Sheets 
 


Page 8 of 80 
 


Copies of Supporting Documents Required in addition to Application 
 


Items R=required 
S=situational 


R-CAQH=submit to 
CAQH UPD 


Notes 


Signed/dated application R Supplied by Credentialing Department 
Signed/dated contract R  
CAQH Provider ID Number   
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R http://www.wecareforwisconsin.com/document


s/Providers/Provider%20Forms/W9%20Form/
W-9%20Form.pdf  


Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 
 
 
Fact Sheet Source(s) 


Payer website 
Provider manual, April 2013 


 



http://www.wecareforwisconsin.com/documents/Providers/Provider%20Forms/W9%20Form/W-9%20Form.pdf

http://www.wecareforwisconsin.com/documents/Providers/Provider%20Forms/W9%20Form/W-9%20Form.pdf

http://www.wecareforwisconsin.com/documents/Providers/Provider%20Forms/W9%20Form/W-9%20Form.pdf
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Care Wisconsin Health Plan, Inc. 
 


Name: Care Wisconsin Health Plan, Inc. 
Details: A non-profit care management, managed care organization that operates a Medicare Advantage 


Health Maintenance Organization (HMO) Special Needs Plan (SNP) and a Wisconsin Medicaid Family 
Care Partnership program. 


Service Area Columbia, Dane, Dodge, Green Lake, Jefferson, Marquette, Ozaukee, Sauk, Sheboygan, Walworth, 
Washington, Waukesha and Waushara counties 


WI license 613 Service Insurance Corporation, Mixed Model HMO 
Website: http://www.carewisc.org/  


Provider Enrollment Information 
Credentialing/Contracting general contact Provider Services 
Address Care Wisconsin 


Provider Services 
PO Box 14017 
Madison, WI 53708-0017 


Name Troy Meister 
Title Contracting Specialist 
Phone (608) 245-3350  
Email meistert@carewisc.org 
Notes: General Provider Service number = (800) 963-0035 


For list of contract specialist by county - http://www.carewisc.org/contact-us/contact-information.html  
Credentialing Details 


Is Pre-approval required? No 
Application type Uniform Credentialing Application found in Provider 


Manual on website 
Source of Payer’s Credentialing Documents n/a 
Additional Special Requirements n/a 
Are original signatures required on documents? Yes 
How to submit application? Same as under Provider Enrollment Information above 
How often is provider recredentialed? every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Full contract 


Immunizations Only Full contract 
Immunizations and limited Medical Services Full contract 


Provider Type(s) contracted with Physicians (MDs and DOs) 
· Podiatrists (DPMs) 
· Chiropractors 
· Doctors of optometry (ODs) 
· Mental health providers 
· Audiologists 
· Clinical psychologists 
· Other licensed independent providers who treat 
members outside the inpatient setting 


NPI Entity Type for LHD’s? Dependent on individual or organization that is 
contracting. 


Contract forms proprietary 
Typical approval timeframe 1 – 2 weeks  
Approval notification method Executed Contract returned 
Typical effective date First of the following month 
Is retroactive effective date allowed? If need be 



http://www.carewisc.org/

http://www.carewisc.org/contact-us/contact-information.html
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Notes:  
Claim Information 


Claim contact Provider Service Help Desk 
Phone (608) 245-3053 or 877-496-3858 
Notes:  


Claim Details 
Verification of benefits ID card or call (608) 245-3053 or 1-877-496-3858 
Claim submission - paper CMS 1500 claim form 
Claim submission – direct data entry (DDE) n/a 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID 27004 
Clearinghouse(s) utilized Emdeon 


Claim submission – other n/a 
Timely filing window sixty (60) days from the date of service 
Submit claims to  Care Wisconsin 


P.O. Box 849 
Buckeystown, MD 21717 


Typical claim settlement window 30 Days from date of receipt of clean claim 
Denied claim appeal window Within 45 days of receipt of the Notice of Action (NOA) 
Payment method Check 
RA/EOB available online/sent with checks Sent with checks 
Notes: Appeal address:  Care Wisconsin, ATTN Appeals, PO Box 14017, Madison, WI 53708-0017 
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Supporting Documents Required with Application 


 


Items R=required 
S=situational 


Notes 


Signed/dated application R Uniform Credentialing Application 
found in Provider Manual on website 


Signed/dated contract R  
CAQH Number   
Provider license R  
Fellowship Certificates R  
Residency Certificate R  
Internship Certificate R  
Professional Degree R  
Undergraduate Degree   
Board Certificate(s) S  
Drug Enforcement Agency (DEA) 
license - copy 


S  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R  
Malpractice/Liability Face sheet R Also history of any claims or denial of 


professional liability 
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational S Statement indicating any limitations 


1- in ability to perform the 
functions of the position with or 
without 
accommodation, 
history of loss of license 
and/or felony convictions, and/or 
history of loss or limitation 
of privileges or disciplinary 
actions. 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Sources: 


• Care Wisconsin Provider Manual (February 27, 2013 version) 
• Company website 
• Wisconsin Office of the Commissioner of Insurance HMO Profiles page 
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Children's Community Health Plan 


 
Name: Children's Community Health Plan (CCHP) 
Details: CCHP is a HMO for BadgerCare Plus affiliated with Children’s Hospital of Wisconsin. 
Service 
Area 


Brown, Calumet, Kenosha, Milwaukee, Outagamie, Ozaukee, Racine, Sheboygan, Walworth, Washington, 
Waukesha, Waupaca, Winnebago 


Website: http://www.childrenschp.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HS
A 


Other 


       HMO   
Provider Enrollment Information 


Credentialing/Contracting general contact  
Address CCHP Provider Relations  


MS 6280, PO Box 1997  


Milwaukee, WI 53201-1997 
 


Name Julie Antholine  
Title Manager Provider Relations 
Phone 800-482-8010  
Email jantholine@chw.org 
Notes:  


Credentialing Details 
Is Pre-approval required? CCHP does not credential the nurses within the health 


departments for immunizations and HealthCheck 
Application type  
Additional Special Requirements  
Are original signatures required on documents? Yes 
How to submit application?  
How often is provider recredentialed?  
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full Contract 
below: either depending on preference of county 


Immunizations/Administration Fee Only MOU X Full 
Contract 


 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU X Full 
Contract 


 


Provider Type(s) contracted (immunization 
services) MD/DO X PA X ANP  Other  


Contract forms  
Typical approval timeframe 30-45 days 
Approval notification method Letter with copy of the MOU or Agreement 
Typical effective date 1st day of the month after approval 
Is retroactive effective date allowed? No,  CCHP cannot backdate provider agreements 
Notes:  


Claim Information 
Claim contact  Children’s Community Health Plan  
Phone  1-800-482-8010 
Notes:  


Claim Details 
Verification of benefits Contact Provider Service at 1-800-482-8010 



http://www.childrenschp.com/

mailto:jantholine@chw.org
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Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID Contact CS at 1-800-482-8010 
Clearinghouse(s) utilized See Note 1. 


Claim submission – other n/a 
Timely filing window In accordance with the claim-filing limit outlined in Network 


Agreement or MOU   
HealthCheck claims are exempt from the claim filing limit.  


Submit claims to  CCHP  
P.O. Box 56099  
Madison, WI 53705 


Typical claim settlement window Clean claims process within 30 days 
Denied claim appeal window Within one year of the Rejected Claims Reports or the EOP date.  


See Note 2. 
Payment method Paper checks, moving towards EFT 1/1/14 
RA/EOB available online/sent with checks Weekly Explanation of Payment (EOP) and check sent on paper.  
Notes: 1 - For electronic claims enrollment/set-up, call (800) 482-8010 


2 - Provider Appeals, PO Box 56099, Madison, WI 53705  
 


 







Section 11 – Payer Fact Sheets 
 


Page 14 of 80 
 


Copies of Supporting Documents Required in addition to Application  


Items R=required 
S=situational 


R – CAQH = submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  CCHP does not have access to CAQH 
Provider state medical license R  
Fellowship Certificates R  
Residency Certificate R  
Internship Certificate R  
Professional Degree R  
Undergraduate Degree R  
Board Certificate(s) R  
Drug Enforcement Agency (DEA) 
license - copy 


R  


Controlled Substance Registration 
(CSR) - copy 


R  


CLIA R  
Adverse Action documentation   
IRS doc R  
EFT authorization  Not available until 1/1/14 
W-9 R  
Malpractice/Liability Face sheet R  
Curriculum Vitae R  
Driver’s license   
Voided check or bank letter for EFT  Not available until 1/1/14 
ACA Application Fee   
Other – Required   
Other – situational   
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Source(s) 


Company website 


CCHP Provider Handbook 
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Community Care, Inc. 
 


Name: Community Care, Inc. 
Details: Community Care, Inc. is a non- profit Managed Care Organization (MCO)  
Service Area Calumet, Kenosha, Milwaukee, Outagamie, Ozaukee, Sheboygan, Racine, Walworth, Washington, Waukesha, 


Waupaca 
Website: www.communitycareinc.org   
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X     X  X  Part D 
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Hotline at 866-937-2783, option 2 
Address Community Care, Inc. 


Provider Management Department 
1801 Dolphin Drive 
Waukesha, WI  53186 


Name All contract inquiries call provider hotline to start process 
Title  
Phone (866) 937-2783, option 2 
Email ContractInquiries@communitycareinc.org 
Notes: Plan prefers providers call and talk to them about all requirements 


Credentialing Details 
Is Pre-approval required? Yes 
Application type Proprietary 
Additional Special Requirements n/a 
How to submit application?  
How often is provider recredentialed?  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full 
Contract below: either depending on preference of county 


Immunizations/Administration Fee Only MOU  Full Contract X 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU No Full Contract No 


Provider Type(s) contracted (immunization 
services) 


MD/DO  PA  ANP  Other  


Contract forms Not provided 
Typical approval timeframe Not provided 
Approval notification method Not provided 
Typical effective date Not provided 
Is retroactive effective date allowed? Not provided 
Notes:  
Notes:  


Claim Information 
Claim contact Provider Hotline at 866-937-2783, option 1 
Phone  
Notes:  


Claim Details 
Verification of benefits Not provided 
Claim submission - paper Not provided 
Claim submission – direct data entry (DDE) Not provided 



http://www.communitycareinc.org/
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Claim submission - electronic Not provided 
Common Payer ID Not provided 


Clearinghouse(s) utilized Not provided 
Claim submission – other Not provided 
Timely filing window Not provided 
Submit claims to  Not provided 
Typical claim settlement window Not provided 
Denied claim appeal window Not provided 
Payment method Not provided 
RA/EOB available online/sent with checks Not provided 
Notes:  
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Copies of Supporting Documents Required in addition to Application 
 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application   
Signed/dated contract   
CAQH Provider ID Number   
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 
 
 
Fact Sheet Source(s) 


Company website 
Community Care Provider Bulletin, May 2013 Volume. 4, No. 1 
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Dean Health Plan 


 
Name: Dean Health Plan 
Details: Dean Health Plan (DHP), a subsidiary of Dean Health Insurance, Inc. (DHI) is a for-profit, group-model 


HMO, established in 1983, and is the insurance services subsidiary of Dean Health System and SSM 
Health Care. 


Service Area Adams, Columbia, Crawford, Dane, Dodge, Fond du Lac, Grant, Green, Green Lake, Iowa, Jefferson, 
Juneau, Lafayette, Marquette, Richland, Rock, Sauk, Vernon, Walworth, Waukesha 


Website: www.deancare.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X X   X X X Medicare 
Cost 


Provider Enrollment Information 
Credentialing/Contracting general contact Customer Care Center 
Address Dean Health Plan  


P.O. Box 56099  
Madison, WI 53705  


Name:  Loretta Lorenzen Assigned by service area (Note 1) 
Title:    Director of Network Management Provider Relations Specialist 
Phone:  608-827-4331 (608) 828-1301 or (800) 279-1301  


 


Email:  Loretta.Lorenzen@deancare.com  
Notes: 1 – go to http://www.deancare.com/providers/ and click on Select a Location under Provider Relations then 


click on appropriate county link 
Credentialing Details 


Is Pre-approval required? Yes, by contacting Provider Relations 
Application type Individual:  http://www.deancare.com/providers/forms/  


Organizations only: 
http://www.deancare.com/app/files/public/3802/pdf-
providers-Organizational-Application.pdf  


Additional Special Requirements n/a 
Are original signatures required on documents? yes 
How to submit application? Fax: 608-827-4300 or 


Mail: 
Dean Health Plan  
Provider Relations Department  
P.O. Box 56099  
Madison, WI 53705 


How often is provider recredentialed? Every three (3) years. 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.?  Contract?  Agreement?  MOU? 


Check Memorandum of Understanding (MOU) or Full 
Contract below: either depending on preference of county 


Immunizations/Administration Fee Only MOU  Full 
Contract 


 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full 
Contract 


 


Provider Type(s) contracted with MD/DO  PA  NP  Other  
NPI Entity Type for LHD’s? 1 – individual; 2 - organization 


Contract forms Proprietary  
Typical approval timeframe Within 180 days of the date of the practitioner’s signature 



http://www.deancare.com/

http://www.deancare.com/providers/

http://www.deancare.com/providers/forms/

http://www.deancare.com/app/files/public/3802/pdf-providers-Organizational-Application.pdf

http://www.deancare.com/app/files/public/3802/pdf-providers-Organizational-Application.pdf
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on the application or application will be returned. 
Approval notification method  
Typical effective date  
Is retroactive effective date allowed? No 
Notes:  
  
  


Claim Information 
Claim contact Claims Manager 
Phone (608) 827-4432 or (800) 356-7344, EXT 4432  
Notes:  


Claim Details 
Verification of benefits (608) 828-1301 or (800) 279-1301  
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) n/a 
Claim submission - electronic For information, email:  dhpedi@deancare.com  
Claim submission – other n/a 
Timely filing window Defined in agreement with each provider. 
Submit claims to  P.O. Box 56099, Madison, WI, 53705 
Typical claim settlement window Within 30 days of receipt of a Clean Claim 
Denied claim appeal window Within 60 days of the date of the denial. 
Payment method EFT 
RA/EOB available online/sent with checks Voice Response (IVR) system or weekly Explanation of 


Payment (EOP) 
Notes:  
 



mailto:dhpedi@deancare.com
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Copies of Supporting Documents Required with Application 
Items R=required 


S=situational 
Notes 


Signed/dated application R on website Provider Forms section  
Signed/dated contract R  
CAQH Number   
Provider license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation S See application form for detail 
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R $1 million per occurrence/$3 million 


per aggregate 
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


Fact Sheet Source:  


Company website 
DPH MD Provider Manual 
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Group Health Cooperative of Eau Claire 
 


Name: Group Health Cooperative of Eau Claire/CompCare 
Details: Group Health Cooperative of Eau Claire is a community-based non-profit health plan that began over 


30 years ago and is serving more than 70,000 members in Western Wisconsin. 
Service Area GHC Commercial: Ashland, Barron, Bayfield, Buffalo, Burnett, Chippewa, Clark, Douglas, Dunn, Eau 


Claire, Jackson, Pepin, Pierce, Polk, Rusk, Sawyer, St. Croix, Taylor, Trempealeau, Washburn 
Additional for BadgerCare Plus:  Adams, Columbia (partial), Crawford, Grant, Green, Iowa, Juneau, 
Lafayette, Monroe, Vernon 
CompCare: Adams, Barron, Bayfield, Burnett, Chippewa, Crawford, Douglas, Dunn, Eau Claire, 
Grant, Green, Iowa, Jackson, Juneau, Lafayette, Rusk, Sauk, Vernon, Washburn and partial portions of 
Columbia, La Crosse, Monroe, Pepin, Pierce, St. Croix, Trempealeau 


WI license 185 Cooperative for Sickness Care, Mixed Model HMO 
Website: https://www.group-health.com/default.aspx  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medic
are 
Supple
ment 


Medicaid Consumer 
Driven/HSA 


Other 


X       X   
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Relations 
Address Group Health Cooperative of Eau Claire 


ATT: Provider Relations 
P.O. Box 3217 
Eau Claire, WI  54702-3217 


Name Allison Benson 
Title Provider Relations Contracting Specialist 
Phone (715) 552-4300 or (888) 203-7770 
Email abenson@group-health.com 
Notes:  


Credentialing Details 
Is Pre-approval required? Network Interest Application Form 
Application type proprietary – see website 
Additional Special Requirements n/a 
Are original signatures required on documents? Accept fax/scanned originals 
How to submit application? Mail to:  


GHC-Eau Claire 
ATT:  Provider Relations 
P.O. Box 3217 
Eau Claire, WI  54702-3217 
 
Email to: Allison Benson abenson@group-health.com 


How often is provider recredentialed? Every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full Contract 
below: 


Immunizations/Administration Fee Only MOU  Full Contract X 
Immunizations/Admin Fee w/Interperiodic Visit 


(Codes 99211-99215) 
MOU  Full Contract X 


Provider Type(s) contracted (immunization services) MD/ 
DO X P


A X ANP X Other  


Contract forms proprietary 
Typical approval timeframe 10 weeks 



https://www.group-health.com/default.aspx
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Approval notification method Contracts sent for signature. 
Typical effective date 1st of the month following practitioner’s credentialing approval.  
Is retroactive effective date allowed? possible 
Notes: Practitioners need to be credentialed, facilities are contracted.   


Claim Information 
Claim contact Provider Services 
Phone 866-563-3020 
Notes:  


Claim Details 
Verification of benefits Online electronic eligibility available, or member’s ID card 


or (715) 552-4300 or (888) 563-3020 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) QuickClaim (Smart Data Solutions) available 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID ID = 95192 
Clearinghouse(s) utilized Emdeon, SDS (Smart Data Solutions), Cvikota Company, 


Relay Health, Practice Works (Dental), SSI Group, Inc. 
Claim submission – other n/a 
Timely filing window one year from the date of services 
Submit claims to  Group Health Cooperative of Eau Claire 


P.O. Box 217 3 
Eau Claire, WI -32175 
Fax: (715) 836-7683 


Typical claim settlement window Less than 30 days 
Denied claim appeal window Within 60 days from the initial payment/denial 


determination notice. 
Payment method EFT or paper check 
RA/EOB available online/sent with checks Electronic Remittance Advice or sent with checks 
Notes: Call Provider Services at (866) 563-3020 to obtain the Electronic Claims Setup form 
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Number   
Provider license R  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s) R  
Drug Enforcement Agency (DEA) 
license - copy 


R  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation S Full explanation for any disciplinary 


actions in past 10 years 
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R  
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R GHC Release of Information form 


GHC Credentialing Process 
Agreement 


Other - situational S Details (identified on application) for 
any malpractice claims 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
GHC-EC website and Provider Manual (9/2013 online version) 
Tom Thorness, RN 


Quality Improvement Department 
Group Health Cooperative of Eau Claire 
tthorsness@group-health.com  
715-852-2091 Office 


Amy Richardson 
arichardson@group-health.com  
715-852-2986 


 
Payer Verified:  8/14/2013 


 



mailto:tthorsness@group-health.com

mailto:arichardson@group-health.com
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Group Health Cooperative – South Central Wisconsin 
 


Name: Group Health Cooperative – South Central Wisconsin 
Details: GHC-SWC is a non-profit, member-owned staff-model HMO (physicians are employees) that began in 


March, 1976 with funding from the Wisconsin Health Planning Council.  Specialist access is also offered 
at both Dean and/or UW Health clinics. 


Service Area Columbia, Dane, Dodge, Iowa and Sauk 
WI license 185 Cooperative for Sickness Care, Staff Model HMO 
Website: https://ghcscw.com/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X         
Provider Enrollment Information 


Credentialing/Contracting general contact  
Address  
Name  
Title  
Phone  
Email  
Notes:  


Credentialing Details 
Is Pre-approval required?  
Application type Proprietary on website 
Additional Special Requirements n/a 
Are original signatures required on documents?  
How to submit application?  
How often is provider recredentialed? Every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


 


Immunizations Only  
Immunizations and limited Medical Services  


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other 
Contract forms  
Typical approval timeframe  
Approval notification method  
Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact  
Phone (608) 251-4526 
Notes:  


Claim Details 
Verification of benefits Member ID card or (608) 260-3170 or electronically with 


X12N version 005010X279A1 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic 837 Professional/005010X222A1, see Notes 


Common Payer ID 39167 
Clearinghouse(s) utilized Emdeon 



https://ghcscw.com/
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Claim submission – other n/a 
Timely filing window  
Submit claims to  Group Health Cooperative of South Central Wisconsin 


ATTN: Claims Department 
1265 John Q Hammons Drive, Ste 200 
P.O. Box 44971 
Madison, WI 53717-1962 


Typical claim settlement window  
Denied claim appeal window  
Payment method  
RA/EOB available online/sent with checks  
Notes: Electronic Data Interchange (EDI) setup form on website Support page 
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Number   
Provider license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation S  
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R  
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Source:  website and Policy &Procedure:  Credentialing and Re-credentialing/HEDIS Process 
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Gundersen Health Plan 
 


Name: Gundersen Health Plan (formerly Gundersen Lutheran Health Plan) 
Details: Established in 1995 to cover employees, Gundersen Health Plan, a subsidiary organization of Gundersen Health System, is 


a not-for-profit health plan. 
Service 
Area 


Commercial plans:  Buffalo, Crawford, Grant, Jackson, Juneau, La Crosse, Monroe, Richland, Sauk, 
Trempealeau, Vernon 
BadgerCare Plus:  Crawford, Juneau, La Crosse, Monroe, Trempealeau and Vernon, as well as selected zip 
codes in the counties of Buffalo, Grant, Jackson, Richland and Sauk 
Medicare Advantage:  Crawford, Jackson, La Crosse, Monroe, Trempealeau and Vernon, as well as selected 
zip codes in the counties of Buffalo, Grant, Juneau, Richland and Sauk 


Website: www.gundersenhealthplan.org  
Product(s
) Offered 


HM
O 


PP
O 


PO
S 


EP
O 


Indemnit
y 


Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X  X   X X X X TPA 
Provider Enrollment Information 


Credentialing/Contracting general contact  
Address  
Name  
Title  
Phone (608) 775-8026/8034 or (800) 897-1923 Extension 58026 or 


58034 
Email  
Notes:  


Credentialing Details 
Is Pre-approval required? Yes 
Application type Provider Participation Request Form (on website) 
Additional Special Requirements n/a 
How to submit application? mailto: hpprovidernetmgmt@gundersenhealth.org  
How often is provider recredentialed? Increments of up to every three years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full Contract 
below: 


Immunizations/Administration Fee Only MOU X Full Contract  
Immunizations/Admin Fee w/Interperiodic Visit 


(Codes 99211-99215) 
MOU X Full Contract  


Provider Type(s) contracted (immunization 
services) 


MD/D
O X PA X AN


P X Othe
r  


Contract forms proprietary 
Typical approval timeframe  
Approval notification method Will notify practitioners of their credentialing status within 60 days 


of the 
decision 


Typical effective date First of the month 
Is retroactive effective date allowed? No, except in extenuating circumstances and will not be granted for 


more than sixty (60) days. 
Notes:  


Claim Information 
Claim contact  
Phone (800) 362-9567, ext. 58034 
Notes:  


Claim Details 



http://www.gundersenhealthplan.org/

mailto:hpprovidernetmgmt@gundersenhealth.org
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Verification of benefits 1. Member ID card 
2. (608) 775-8007 or (800) 897-1923 Extension 58007 
3. via Gundersen Health Plan Provider Portal on website 


Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  (see Note 


1) 
Common Payer ID 39180 


Clearinghouse(s) utilized Clearscript 
Claim submission – other n/a 
Timely filing window Within 60 days of the date services are provided, or as soon as 


possible. Timely filing limits vary by plan.  For specific plan limits, 
contact Customer Service at (608) 775- 8007, or (800) 897-1923 
ext. 58007. 


Submit claims to  Gundersen Health Plan 
Attn.: Claims Administration NCA2-01 
1900 South Avenue 
La Crosse, WI 54601 


Typical claim settlement window Within thirty (30) days of receipt of a clean claim. 
Denied claim appeal window 90 days  (see Note 2) 
Payment method EFT or checks 
RA/EOB available online/sent with checks Both 
Notes: 1. Contact Configuration Department at (608) 775-8053 or (800) 370-9718, ext. 58053 


2. Appeals are sent to:  Gundersen Health Plan NCA 2-01, Attn: Provider Network Administrator, Provider 
Network Management, 1900 South Avenue, La Crosse, WI 54601 
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number   
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R  
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R Copy of fee schedule 
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Source(s) 


Company website 


Commercial/Employer Group Provider Manual 
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HealthPartners Health Plan - Wisconsin 
 


Name: HealthPartners Health Plan - Wisconsin 
Details: HealthPartners Health Plan is non-profit, consumer governed health plan, operating in in Minnesota, western 


Wisconsin, South Dakota and North Dakota. 
In 2007, HealthPartners began a strategic alliance with Cigna that includes western Wisconsin.  See following 
document for more information:  
https://www.healthpartners.com/ucm/groups/public/@hp/@public/documents/documents/vgn_pdf_33996.pdf  


Service 
Area 


Commercial:  Adams, Ashland, Barron, Bayfield, Buffalo, Burnett, Chippewa, Clark, Crawford, Douglas, Dunn, 
Eau Claire, Grant (partial coverage), Iron, Jackson, Jefferson, Juneau, La Crosse, Lincoln, Marathon, Monroe, 
Oneida, Pierce, Polk, Portage, Price, Richland (partial coverage), Rusk, Sauk (partial coverage), Sawyer, Taylor, 
Trempealeau, Vernon, Vilas, Washburn, Wood 
Wisconsin Freedom (Medicare): Barron, Burnett, Douglas, Dunn, Pierce, Polk, St. Croix, Washburn 


Website: http://www.healthpartners.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


     X   X ACO & TPA 
Provider Enrollment Information 


Credentialing/Contracting general contact HealthPartners Credentialing Service Bureau 
Address  
Name  
Title  
Phone 952-883-5755 
Email ProviderData@healthpartners.com  
Notes:  


Credentialing Details 
Is Pre-approval required? Yes 
Application type https://www.healthpartners.com/provider/contact/jsp/contract.jsp  
Additional Special Requirements MCC online credentialing application  (see Note 1) 
How to submit application? Information provided by MCC. 
How often is provider recredentialed? At least every thirty-six (36) months 
Notes: 1.  Must join the Minnesota Credentialing Collaborative and pay a $25/year administration fee. 


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms proprietary 
Typical approval timeframe Credentialing - up to 90 days (see Note 1) 


Contract - in less than 60 days if your application for network 
participation is accepted 


Approval notification method  
Typical effective date  
Is retroactive effective date allowed?  
Notes: 1. Receipt of a credentialing approval letter. 


2. Professional contracting - 952-883-5589 or 888-638-6648 
Claim Information 


Claim contact HealthPartners Secured Provider Portal - 
http://www.healthpartners.com/Provider  


Phone Commercial plans - 952-967-6633 
Senior Plans -  952-883-7699  



https://www.healthpartners.com/ucm/groups/public/@hp/@public/documents/documents/vgn_pdf_33996.pdf

http://www.healthpartners.com/

mailto:ProviderData@healthpartners.com

https://www.healthpartners.com/provider/contact/jsp/contract.jsp

http://www.healthpartners.com/Provider
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Notes:  
Claim Details 


Verification of benefits HealthPartners Secured Provider Portal - 
http://www.healthpartners.com/Provider  


Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) Availity, ClaimLynx, Infotech Global and Post-n-Track 


clearinghouses offer DDE function. 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID See below 
Clearinghouse(s) utilized Allscript 


Availity – ID 07003 
ClaimLynx – ID 00055 
Emdeon – ID SX009 
Infotech Global – ID 55764 
Post-n-Track – ID HPAMN 
RelayHealth – ID 3411 


Claim submission – other  
Timely filing window Initial claim -  


COB claims - within sixty (60) days of determination by 
primary payer 


Submit claims to  Fully Insured and Self Insured 
HealthPartners 
 PO Box 
1289 Minneapolis, MN 
55440-1289 
Fax: 651-265-1230  


Senior/Medicare Products  
HealthPartners 
PO Box 9463 
Minneapolis, MN 55440-
9463 
Fax: 952-883-7666  


Typical claim settlement window Within 30 calendar days after the date upon which a clean 
claim was received.  


Denied claim appeal window Timely filing appeals - 60 days from the remit date of the 
original timely filing denial to submit an appeal 


Payment method EFT 
RA/EOB available online/sent with checks HealthPartners Secured Provider Portal - 


http://www.healthpartners.com/Provider 
Notes: 3. EDI support - ProviderEDISupport@HealthPartners.com or 952-883-7505 ext. 3 or 855-699-6694 ext. 3 
 


 


 


 



http://www.healthpartners.com/Provider

http://www.healthpartners.com/Provider

mailto:ProviderEDISupport@HealthPartners.com
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
MCC online credentialing form R Payer is member of the Minnesota 


Credentialing Collaborative (MMC) 
Provider state medical license R  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R  
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
 Company website 


HealthPartners Credentialing Plan 
Contract FAQs - https://www.healthpartners.com/provider-public/provider-faqs/#contracting  
2013 Provider Training - Claim Submission Quick Reference Guide 
2013 Provider Training – Claims Manual 
2013 Provider Training - HealthPartners CIGNA Alliance document 
2013 Provider Training -  HealthPartners Contacts 



https://www.healthpartners.com/provider-public/provider-faqs/#contracting





Section 11 – Payer Fact Sheets 
 


Page 33 of 80 
 


Health Tradition Health Plan 
 


Name: Health Tradition Health Plan 
Details: Based in Onalaska, Health Tradition Health Plan is a managed care organization that offers access to 


Mayo Clinic Health System providers in 12 western Wisconsin counties. 
Service Area Premier/Premier Plus/Premier One:  Barron, Buffalo, Chippewa, Crawford, Dunn, Eau Claire, Grant, 


Jackson, Juneau, La Crosse, Monroe, Pepin, Pierce, Richland, Sauk, St. Croix, Trempealeau, Vernon 
BadgerCare Plus:  La Crosse, Monroe, Trempealeau, Vernon 
65 Plus Medicare Select:  Buffalo, Crawford, Grant, Jackson, Juneau, La Crosse, Monroe, Richland, Sauk, 
Trempealeau, Vernon 


WI license 611 Stock Insurance Corporation, Group Model HMO 
Website: http://www.healthtradition.com/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X  X    X X X  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Relations Department 
Address Health Tradition Health Plan 


Attn: Network Development 
P.O. Box 188 
La Crosse, WI 54601-0188 


Name Chris Massa 
Title Network Manager 
Phone 608-781-9692 or 1-888-459-3020 
Email  
Notes:  


Credentialing Details 
Is Pre-approval required? Letter of intent 
Application type Minnesota Uniform Credentialing Application, or 


Organizational Provider Assessment Application  (see Notes 
1 & 2) 


Additional Special Requirements Once contracted, the credentialing application needs to be 
completed 


How to submit application? Mail:  MMSI Credentialing, 4001 41st Street, NW, Rochester, 
MN  55901 
Fax:  507-538-5617 
Email:   mmsicredentialing@mayo.edu 


How often is provider recredentialed? Every three (3) years 
Notes: 1.   https://www.mmsiservices.com/documents/UniformIntlCrdntlngApp_%20mc0684-57.pdf  


2.   https://www.mmsiservices.com/documents/OrganizationalCredentialing_form.pdf   
Contracting Details 


How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 
Contract below: each case would be reviewed individually 


Immunizations/Administration Fee Only MOU x Full Contract x 
Immunizations/Admin Fee w/Interperiodic Visit 


(Codes 99211-99215) 
MOU x Full Contract x 


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms Health Tradition Health Plan Participating Provider 


Agreement 
Typical approval timeframe Clean credentialing applications are processed generally 


within 45 days. 
Approval notification method In writing within ten (10) business days of decision 
Typical effective date Beginning of the month on a going-forward basis 
Is retroactive effective date allowed? no 



http://www.healthtradition.com/

mailto:mmsicredentialing@mayo.edu

https://www.mmsiservices.com/documents/UniformIntlCrdntlngApp_%20mc0684-57.pdf

https://www.mmsiservices.com/documents/OrganizationalCredentialing_form.pdf
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Notes:  
Claim Information 


Claim contact MMSI Online Service Center (see Note 1)or Customer Service 
Phone 877-832-1823 
Notes: 1.   Complete this form (https://www.mmsiservices.com/documents/ProvSuperUser_MN_MC0684-58.pdf) and 


submit for access.  
Claim Details 


Verification of benefits MMSI Online Service Center 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID 41154 
Clearinghouse(s) utilized 1. www.emdeon.com 


2. www.caremedic.com 
3. www.claimlynx.com 
4. www.mneconnect.com  


Claim submission – other  
Timely filing window Within 15 months of the initial service date 
Submit claims to  MMSI 


Attn: Claims Department 
4001 41st Street NW 
Rochester, MN 55901-8901 


Typical claim settlement window Within 30 days of receipt 
Denied claim appeal window Within 1 year of the date of service  (see Note 1) 
Payment method EFT 
RA/EOB available online/sent with checks Sent with payment/checks 
Notes: 1.   Mail appeals to:  Health Tradition, Attn: Operations Department, PO Box 188, La Crosse, WI 54602-0188 
 
 
 



https://www.mmsiservices.com/documents/ProvSuperUser_MN_MC0684-58.pdf

http://www.emdeon.com/

http://www.caremedic.com/

http://www.claimlynx.com/

http://www.mneconnect.com/
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Copies of Supporting Documents Required in addition to Application 
 


Items R=required 
S=situational 


R-CAQH=submit to CAQH 
UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Payer not a CAQH member 
Provider state medical license R  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency 
(DEA) license - copy 


R  


Controlled Substance 
Registration (CSR) - copy 


  


CLIA   
Adverse Action 
documentation 


S Malpractice Litigation/Professional Complaints form 


IRS doc   
EFT authorization R https://www.mmsiservices.com/documents/EFTMC0684-


44.pdf 
W-9   
Malpractice/Liability Face 
sheet 


R  


Curriculum Vitae R  
Driver’s license   
Voided check or bank letter 
for EFT 


  


ACA Application Fee   
Other – Required R Release of Information Authorization 
Other - situational S 1. Supervisory/Collaborative Agreement (for allied or 


mid-level practitioners) 
2. ECFMG certificate, if educated outside of US or Canada 
3. Documentation to work in US if not a citizen 


 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 
 
Fact Sheet Source(s) 


Company website 
Provider Reference Guide 
Provider Forms page - https://www.mmsiservices.com/MMSIServicesWeb/home/providerNotSignedInPage.jsf  



https://www.mmsiservices.com/documents/EFTMC0684-44.pdf

https://www.mmsiservices.com/documents/EFTMC0684-44.pdf

https://www.mmsiservices.com/MMSIServicesWeb/home/providerNotSignedInPage.jsf
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Humana Health Plans - Wisconsin 
 


Name: Humana Health Plans - Wisconsin 
Details: Humana Inc., headquartered in Louisville, Kentucky 
Service Area Brown, Calumet, Dodge, Door, Douglas, Dunn, Eau Claire, Fond du Lac, Green, Green Lake, Jefferson, 


Kenosha, Kewaunee, Manitowoc, Marinette, Menominee, Milwaukee, Oconto, Outagamie, Ozaukee, Pierce, 
Polk, Racine, Rock, Shawano, Sheboygan, St. Croix, Walworth, Washington, Waukesha, Waupaca, Waushara, 
Winnebago 


WI license 611 Stock Insurance Corporation, IPA Model HMO 
Website: www.humana.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X    X X  X  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Self-Service Center (registration required) 
Address  
Name  
Title  
Phone 800-626-2741; F= 00-626-1686 
Email  
Notes:  


Credentialing Details 
Is Pre-approval required? Online request form at: 


http://www3.humana.com/pop_ups/join_our_network.asp  
Application type  
Additional Special Requirements  
How to submit application? Notify Provider Relations when CAQH application is updated  


or complete 
How often is provider recredentialed? Every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms  
Typical approval timeframe 90-120 days:  Incomplete information or errors will restart 


the approval clock. 
Approval notification method When application is approved, a participation agreement will 


be sent. 
Typical effective date Determined by Humana 
Is retroactive effective date allowed? No 
Notes:  


Claim Information 
Claim contact  
Phone  
Notes:  


Claim Details 
Verification of benefits Humana.com, Availity.com; or 


Commercial:  800-448-6262 
Medicare or Medicaid: 800-457-4708 



http://www.humana.com/

http://www3.humana.com/pop_ups/join_our_network.asp
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Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) Contact e-business consultant - deployment@humana.com 


or 877-260-7360 
Provider Self-Service Center operated by ZirMed®. 


Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 
Common Payer ID 61101 (except for McKesson which is 2449) 


Clearinghouse(s) utilized Availity, www.availity.com, 1-800-282-4548 (primary) 
ZirMed, www.zirmed.com, 1-877-494-7633 
Athenahealth®, www.athenahealth.com, 1-800-981-5084 
Gateway EDI, www.gatewayedi.com,  1-800-556-2231 
McKesson, www.mckesson.com, 2449, 1-800-782-1334 
Capario, www.capario.com, 1-800-792-5256 
SSI Group, www.thessigroup.com, 1-800-881-2739 


Claim submission – other • Submitting Roster Bills:   Physicians and health care 
providers may submit CMS 1500 forms with an attachment 
listing multiple patients receiving the same service. The claim 
form should have the words "see attachment" in the "Member 
ID" box. 
• HumanaAccess card is a VISA debit card that can be used for 
co-payments at time of service and deductible and 
coinsurance owed after claim processed.  (see Note 1) 


Timely filing window Commercial:  time stipulated in the provider agreement of the 
applicable state law.  Generally: 
 180 days from the date of service for physicians 
 90 days from the date of service ancillary providers 
Medicare:  one (1) year from date of service 


Submit claims to  Address on back of insured’s ID card , or 


Humana Claims 


P.O. Box 14601 


Lexington, KY 40512-4601 
Typical claim settlement window Electronic – 30 days, Paper – 45 days 
Denied claim appeal window 180 Days from the date of service 
Payment method Check 
RA/EOB available online/sent with checks With check 
Notes: 1. Print out Patient Easy Pay Consent form for file (https://www.humana.com/provider/medical-


providers/education/claims/payments/access-card ) or call 800-626-2741 for information 
 


 


 



mailto:deployment@humana.com

http://www.availity.com/

http://www.zirmed.com/

http://www.athenahealth.com/

http://www.gatewayedi.com/

http://www.mckesson.com/

http://www.capario.com/

http://www.thessigroup.com/

https://www.humana.com/provider/medical-providers/education/claims/payments/access-card

https://www.humana.com/provider/medical-providers/education/claims/payments/access-card
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number R - CAQH Payer uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – send this 
information: 
Provider's full name 
Date of birth 
NPI 
Specialty 
Office complete address 
Office phone number 
To Cyndie Rees, contracting specialist 
at crees@humana.com. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R - CAQH  
Malpractice/Liability Face sheet R - CAQH  
Curriculum Vitae R - CAQH  
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R - CAQH CAQH Authorization, Attestation and 


Release form 
Other - situational S – CAQH Summary of any pending or settled 


malpractice cases 
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Company website 


Physician Credentialing and CAQH page - https://www.humana.com/provider/medical-providers/network/learn-
more/credentialing  



mailto:crees@humana.com

https://www.humana.com/provider/medical-providers/network/learn-more/credentialing

https://www.humana.com/provider/medical-providers/network/learn-more/credentialing
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Independent Care Health Plan (iCare) 
 


Name: Independent Care Health Plan (iCare) 
Details: Independent Care was formed in 1994 as a joint venture between Humana Wisconsin Health Organization 


Insurance Corporation and the Milwaukee Center for Independence (MCFI).  iCare is a Coordinated Care 
plan with a Medicare contract and a contract with the Wisconsin Medicaid program. 


Service Area Medicaid: Dodge, Door, Jefferson, Kewaunee, Fond Du Lac, Kenosha, Manitowoc, Marinette, Milwaukee, 
Ozaukee, Racine, Sheboygan, Walworth, Washington, Waukesha, WaupaGenca, Winnebago, 
Medicare:  Brown, Dane, Kenosha, Manitowoc, Milwaukee, Oconto, Outagamie, Ozaukee, Racine, Shawano, 
Sheboygan, Walworth, Washington, Waukesha, Waupaca, Winnebago 


WI License 611 Stock Insurance Corporation, Mixed Model HMO 
Website: http://www.icare-wi.org/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X     X  X  Part D 
Family Care 
Partnership 


Provider Enrollment Information 


Credentialing/Contracting general contact Provider Network Development 
Corporate Address Independent Health Care Plan 


1555 River Center Drive, Suite 206 
Milwaukee, WI 53212 


Name Sandra Holmes 
Title Director, Provider Network Development 
Phone 414-225-4740 
Email sholmes@icare-wi.org 
Notes: General Department email- Netdev@icare-wi.org 
 


 


Credentialing Details 
Is Pre-approval required? Need to request application 
Application type Provided by Rural Wisconsin Health Cooperative 
Additional Special Requirements n/a 
How to submit application? Information given with cover letter attached to app. 
How often is provider recredentialed? Every three (3) years, or more often, as necessary 
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU X Full Contract X 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU X Full Contract X 


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms Provider Service Agreement Template 
Typical approval timeframe 30 days 
Approval notification method Mail or Email 
Typical effective date The first of the Month 
Is retroactive effective date allowed? Yes 
Notes:  


Claim Information 
Claim contact iCare Provider Services 
Email/Phone providerservices@icare-wi.org 


414-231-1029 or 877-333-6820 
Notes: 1. iCare claims are processed by Trizetto at its Buckeystown, MD office 


2. iCare will utilize the McKesson ClaimCheck code auditing software 



http://www.icare-wi.org/

mailto:Netdev@icare-wi.org

mailto:providerservices@icare-wi.org
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Claim Details 
Verification of benefits iCare Provider Portal (registration required) via 


netdev@icare-wi.org or by calling Customer Service at 414-
231-1029 


Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) Claimsnet 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID 11695 
Clearinghouse(s) utilized http://www.claimsnet.com/icare  


Claim submission – other n/a 
Timely filing window Icare primary 


See provider contract 
Medicaid COB claims 
Within 90 days of the Medicare EOMB date  
Within 365 days of the date of service  
Medicare COB claims 
EOB within 365 days from date of service 


Submit claims to  Independent Care Health Plan  
PO Box 547  
Buckeystown, MD 21717 


Typical claim settlement window 30 Days 
Denied claim appeal window 60 days from the date of the EOP  (see Note 1) 
Payment method Paper Check 
RA/EOB available online/sent with checks Yes 
Notes: 1. Independent Care Health Plan, ATTN: Operations Appeals, 1555 N Rivercenter Dr., STE 206,l Milwaukee 


WI 53212-3979 
 


 



mailto:netdev@icare-wi.org?Subject=TriZetto%20PIN%20Request

http://www.claimsnet.com/icare
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Not a CAQH member 
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R Minimum state requirements as 


defined by State of Wisconsin Statute 
and Administrative Code relating to 
practice of Medicine number 655.23 


Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Plan website 


Provider Reference Manual 06/13/13 version 
 


Payer verified:  9/11/13 
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Managed Health Services Insurance Plan 
 


Name: Managed Health Services Insurance Corporation  (MHS) 
Details: Managed Health Services (MHS), founded by Betty Brinn (Elizabeth A. Brinn Foundation) in 1984, has been 


serving Wisconsin families for over 25 years.  It is a wholly-owned subsidiary of Centene Corporation, a 
leading multi-line healthcare enterprise offering both core Medicaid and specialty services.  MHS also has 
been managing the Medicaid line of business on behalf of Network Health Plan (NHP) a health plan based in 
Menasha in Winnebago County since 1996.  The MHS/NHP relationship does not apply to commercial or 
Medicare business; only to Medicaid (BadgerCare Plus and SSI). 


Service Area Ashland, Bayfield, Brown, Calumet, Chippewa, Clark, Dodge, Door, Douglas, Eau Claire, Fond du Lac, Forest, 
Green Lake, Iron, Jefferson, Kenosha, Kewaunee, Langlade, Lincoln, Manitowoc, Marathon, Marinette, 
Marquette, Menominee, Milwaukee, Oconto, Oneida, Outagamie, Ozaukee, Portage, Price, Racine, Rock, 
Rusk, Sawyer, Shawano, Sheboygan, Taylor, Vilas, Walworth, Washburn, Washington, Waukesha, Waupaca, 
Waushara, Winnebago, Wood 


Website: http://www.mhswi.com/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/I 


Other 


     X  X   
Provider Enrollment Information 


Credentialing/Contracting general contact Provider  Inquiry Line 
Address 10700 W. Research Drive, Suite 300 
Name Credentialing Department 
Title  
Phone (800) 222-9831 
Email MHS-WIPDM@centene.com 
Notes:  


Credentialing Details 
Is Pre-approval required? New provider form required 
Application type proprietary 
Additional Special Requirements Call 800-222-9831, when prompted say, “Something else”, 


and request a Credentialing Packet be sent 
How to submit application? Managed Health Services  


Attn: Credentialing Department 
10700 W Research Drive #300  
Milwaukee, WI 53226 
or 
Confidential Fax = 866-671-3669 


How often is provider recredentialed? Every thirty-six (36) months, or as requested by the 
Credentialing Committee. 


Notes:  
Contracting Details 


How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 
Contract below: 


Immunizations/Administration Fee Only MOU either Full Contract either 
Immunizations/Admin Fee w/Interperiodic Visit 


(Codes 99211-99215) 
MOU either Full Contract either 


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms “New Provider” form on website (www.mhswi.com) 
Typical approval timeframe Approximately 30 days 
Approval notification method In writing within approximately 45 business days of receipt 


of your request.  (see Note 1) 
Typical effective date 1st day of the month 
Is retroactive effective date allowed? No 
Notes: 1. Check status by calling 1-800-547-1647. 



http://www.mhswi.com/

mailto:MHS-WIPDM@centene.com

http://www.mhswi.com/
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Claim Information 
Claim contact Provider Inquiry Line 
Phone (800) 222-9831 
Notes:  


Claim Details 
Verification of benefits Member ID or (888) 713-6180 or 800-222-9831 
Claim submission – paper CMS-1500 
Claim submission – direct data entry (DDE) Secure Portal (registration required) 
Claim submission – electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID See each clearinghouse below for ID 
Clearinghouse(s) utilized 


 
Current name (formerly known as) 


Emdeon (Web-MD/Envoy), 800-845-6592 #2, ID=39187  
Relay Health (HBOC/McKesson ), 800-527-8133 #1, ID=2702  
RelayHealth (NDC/Halley/per Se), 800-527-8133 #1, 
ID=30731  
OptumInsight Netwerkes, 242-523-3600, ID=96822  
Misys (PayerPath/ProService/Passport), 512-623-2815, 
ID=00007 
MedAvant (ProxyMed), 800-792-5256 #812, ID=39187 


Claim submission – other n/a 
Timely filing window Within 60 days of the date of service 
Submit claims to  Managed Health Services 


PO Box 3001 
Farmington, MO  63640-3800 


Typical claim settlement window Clean paper claims – within 30 days of the receipt of the 
claim. 
Clean electronically transmitted claims – within 21 days of 
receipt of the electronic claim. 


Denied claim appeal window  
(see Notes 1 & 2) 


Payment method EFT (see Note 3) 
RA/EOB available online/sent with checks both 
Notes: 1. Appeal form – http://www.mhswi.com/files/2011/11/claim-appeal-form1.pdf?7b2bf6 


2. Mail Appeals to:  MHS, Appeals Department, PO Box 3000, Farmington, MO  63640-3800 
3. EFT Agreement Form – http://www.mhswi.com/files/2012/01/Electronic-Funds-Transfer-Agreement-
PDF.pdf?ae4a29  


 
 
 
 



http://www.mhswi.com/files/2011/11/claim-appeal-form1.pdf?7b2bf6

http://www.mhswi.com/files/2012/01/Electronic-Funds-Transfer-Agreement-PDF.pdf?ae4a29

http://www.mhswi.com/files/2012/01/Electronic-Funds-Transfer-Agreement-PDF.pdf?ae4a29
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Copies of Supporting Documents Required in addition to Application 
 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Payer is not a member of CAQH 
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license – copy 


  


Controlled Substance Registration 
(CSR) – copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Drivers license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other – situational   
 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 
 
 
Fact Sheet Source(s) 


Plan website 
MHS Provider Manual (8/2/13) 
Quick Reference Guide (10/2011) 
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Medical Associates Clinic Health Plan of Wisconsin 
 


Name: Medical Associates Clinic Health Plan of Wisconsin 
Details: Medical Associates Health Plans, established in 1982 by Medical Associates Clinic, Dubuque, IA, and was the 


Tri-State (IA, IL, and WI) area’s first health maintenance organization. 
Service Area Crawford, Grant, Iowa, Lafayette 
WI license 613 Service Insurance Corporation, Group Model HMO 
Website: http://www.mahealthcare.com/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 
(cost) 


Medicare 
Supplement 


Medicaid Consumer 
Driven/I 


Other 


X X X X  X     
Provider Enrollment Information 


Credentialing/Contracting general contact Carol Dornbush/Megan Saul 
Address 1605 Associates Drive, Dubuque, IA 52002 
Name Carol Dornbush/Megan Saul 
Title Credentialing Coordinator/Provider Relations Coordinator 
Phone (563) 556-8070 or (800) 747-8900 
Email cdornbush@mahealthcare.com/msaul@mahealthcare.com 
Notes: Every request to become a participating provider is taken to Management for approval to start the credentialing 


process. Once Management approves, we will start the credentialing application and process. 
Credentialing Details 


Is Pre-approval required? Yes 
Application type Iowa Universal Credentialing Application (see Note 1) 
Additional Special Requirements  
How to submit application? Contact Carol Dornbush to start the process 
How often is provider recredentialed? Every 2.5 years 
Notes: 1. This form is found at http://www.iowamedical.org/practice/iowacredentialingforms.cfm  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full Contract 


below: 
Immunizations/Administration Fee Only MOU X Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU x Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms  
Typical approval timeframe 1 – 2 weeks 
Approval notification method Written 
Typical effective date 1st of the month following approval 
Is retroactive effective date allowed? Yes 
Notes:  


Claim Information 
Claim contact Sherie Goffinet – Claims Manager 
Phone 563-584-4825 
Notes:  


Claim Details 
Verification of benefits  
Claim submission – paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission – electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID See next field 
Clearinghouse(s) utilized Emdeon – MAHC1 


RelayHealth – 2772 



http://www.mahealthcare.com/

mailto:cdornbush@mahealthcare.com/msaul@mahealthcare.com

http://www.iowamedical.org/practice/iowacredentialingforms.cfm
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CareMedic 
Claim submission – other  
Timely filing window 90 days 
Submit claims to  1605 Associates Drive,  Suite 101 


Dubuque IA 52002 
Typical claim settlement window 30 days 
Denied claim appeal window 180 days 
Payment method check 
RA/EOB available online/sent with checks “My e-Link” sent with check 
Notes: 1.  EDI support:  563-584-4860 or email to mcrabill@mahealthcare.com  
 


 



mailto:mcrabill@mahealthcare.com
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Not a member of CAQH 
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license – copy 


  


Controlled Substance Registration 
(CSR) – copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R  
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other – situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Plan website 


Leading the Way (summer 2013 issue) 
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Medicaid – Wisconsin 
 


Name: Wisconsin Medicaid or BadgerCare Plus (Standard, Benchmark, Core, Basic Plans) 
Details: BadgerCare Plus Standard and Benchmark plans provide health insurance for families and pregnant 


women; the Core plan covers adults w/out dependent children and Medicaid Standard covers the 
elderly, blind or disabled.  


Website: https://www.forwardhealth.wi.gov/WIPortal/Default.aspx  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Services Call Center 
Address ForwardHealth 


Provider Maintenance 
313 Blettner Blvd 
Madison, WI 53784 


Name Assigned by county – see notes 
Title n/a 
Phone 800-947-9627 
Notes: Field consultant assignments may be found by visiting the “Find/Contact Your Provider Relations 


Representative” hyperlink on the left side of the Provider Page at: 
https://www.forwardhealth.wi.gov/WIPortal/content/provider/pdf/fieldrepguide.pdf.spage 


Credentialing Details 
Is Pre-approval required? No 
Application type Online 
Source of Payer’s Credentialing Documents ForwardHealth portal – Becoming a Provider – see notes 
Additional Special Requirements None 
Are original signatures required on documents? Electronic signatures are acceptable 
How to submit application? Online 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Standard contract found online 


Immunizations Only HealthCheck program 
Immunizations and limited Medical Services HealthCheck program and Medicaid enrollment 


Provider Type(s) contracted with MD, DO , PA, ANP & local public health departments (LHD) 
NPI Entity Type for LHD’s? Type 2 
Contract forms Online 
Typical approval timeframe 10+ days, less than 60 days.  Incorrect or incomplete 


information may delay or restart approval clock. 
Approval notification method Welcome letter by mail – see notes 
Typical effective date Date WI Medicaid receives the complete and accurate 


enrollment application materials. 
Is retroactive effective date allowed? Only through appeal process. 
Notes:  Status can be checked online using the application tracking number ATN assigned when submitting application. 


Billing Information 
Billing contact Provider Services Call Center 
Phone 800-947-9627 
Notes: HealthCheck claims – see ForwardHealth Online Handbook Topic #4572; physician claims see Topic #4659 


Billing Details 
Verification of benefits Available on provider’s secure account on ForwardHealth 


portal – requires member ID, SSN w/DOB or member 
first/last name w/DOB 


Claim submission – paper CMS 1500 – ForwardHealth will reduce reimbursement 
on most claims submitted to ForwardHealth on paper. 


Claim submission – direct data entry (DDE) Available on ForwardHealth portal 



https://www.forwardhealth.wi.gov/WIPortal/Default.aspx

https://www.forwardhealth.wi.gov/WIPortal/content/provider/pdf/fieldrepguide.pdf.spagev
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Claim submission – electronic 837 Professional – see Trading Partner links on left side of 
ForwardHealth portal main page 


Claim submission – other PES software available to download from ForwardHealth 
Timely filing window 365 days from the DOS for initial claim or within 90 days 


of the Medicare processing date, whichever is later.  This 
deadline applies to claims, corrected claims, and 
adjustments to claims. 


Submit claims to  ForwardHealth 
Claims and Adjustments 
313 Blettner Blvd 
Madison WI 53784 


Typical claim settlement window In most cases, within 30 days of the date that a claim or 
adjustment request is received. 


Denied claim appeal window Within 60 calendar days of receipt of the initial denial 
Payment method EFT or check 
RA/EOB available online/sent with checks Ras are accessible to providers in a TXT format or from a 


CSV file via the secure Provider area of the Portal. 
Notes: Per ForwardHealth Online Handbook – HealthCheck topic #3564:  Providers are required to indicate the 


procedure code of the actual vaccine administered, not the administration code, on claims for all 
immunizations. 
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Credentialing and Contracting Documents Required with Application 


Items R=required 
S=situational 


Notes 


Signed/dated application R Online form 
Signed/dated contract R  
CAQH Number  Payer not a CAQH user 
Provider license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license – copy 


  


Controlled Substance Registration 
(CSR) – copy 


  


CLIA   
IRS doc   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Source (sources) 
ForwardHealth website 


Content reviewed by Angela Lueck, WI Department of Health Services, Division of Health Care Access Accountability 
Communication Chief 


 


Payer Verified:  08/15/2013 
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Medicare Part B (Wisconsin) 
Name: National Government Services (replaces WPS effective 9/7/13) 
Details: A government operated single-payer health insurance program for people age 65 or older, 


people under age 65 with certain disabilities, and people of all ages with end-stage renal 
disease.   Part B covers professional services including the following immunizations for 
influenza, pneumonia and Hepatitis B (for medium to high risk individuals).  Other 
immunizations may be covered if medically necessary due to exposure to a dangerous virus or 
disease. 


Website: www.ngsmedicare.com   (J6 Transition information link is first option under Web Services on home 
page) 


Provider Enrollment Information 
Credentialing/Contracting general contact  
Address National Government Services, Inc. 


Attn: Provider Enrollment – Part B 
P.O. Box 6474 
Indianapolis, IN 46206-6474 


Name Provider Enrollment Department 
Title n/a 
Phone 1-888-812-8905 or J6 Transition Hotline at 317-841-4415 
Notes: Fees may apply – check:  https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do  


Credentialing Details 
Is Pre-approval required? No 
Application type Medicare 855B group and/or 855i practitioner form 
Source of Payer’s Credentialing Documents NGS or CMS websites have all required forms 
Additional Special Requirements Required documents – EFT form CMS-588; driver’s license 


of authorized official; copy of IRS Tax ID Notification 
letter; and, if outsourcing billing, copy of IRS Tax ID 
Notification Letter from billing company. 


Are original signatures required on documents? Yes – Blue ink highly preferred 
How to submit application? By mail with contract and CMS-588 EFT form w/voided 


check (see Note1) 
How often is provider recredentialed? Every 5ve (5) years.  (see Note 2) 
Notes: 1 – Can apply online through the Provider Enrollment Chain and Ownership System (PECOS) at:  


https://pecos.cms.hhs.gov/pecos/login.do   
2 – CMS is currently undertaking an “off-cycle” revalidation process now for all providers through 3/25/15. 


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


 


Immunizations Only Mass Immunizer/Roster Biller 
Immunizations and limited Medical Services Standard Part B participating provider 


Provider Type(s) contracted with MD, DO, APN, PA 
NPI Entity Type for LHD’s? 2 – Organization 
Contract forms CMS-460 (one each for Mass Immunizer/Roster, 


immunizations & medical if all different NPI’s) 
Typical approval timeframe CMS requirement:  Initial applications: 60–180 days 


from the date of receipt at National Government Services 
Changes or reassignment applications: 45–90 days 
from the date of receipt at National Government Services 


Approval notification method  
Typical effective date Per 42 Code of Federal Regulations (CFR) Section 


424.520(d), the later of the date of filing or the date they 
first began furnishing services at a new practice location. 


Is retroactive effective date allowed? Retrospective billing is allowed prior to the filing date 



http://www.ngsmedicare.com/

https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do

https://pecos.cms.hhs.gov/pecos/login.do
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only if the provider has met all Medicare program 
requirements and the services were provided at the 
enrolled practice location for up to:  
30 days prior to the filing date if circumstances precluded 
enrollment in advance of providing services to Medicare 
beneficiaries; or,  
90 days prior to the filing date if a Presidentially declared 
disaster under the Robert T. Stafford Disaster Relief and 
Emergency Assistance Act (42 U.S.C. §5121-5206 (Stafford 
Act) precluded enrollment in advance of providing 
services to Medicare beneficiaries. 


Notes:  
Claim Information 


Claim contact Customer Care Center 
Phone 866-234-7340 
Notes: All claim files or claim status inquiry files submitted after 4:00 p.m. CT on September 6, 2013 with the any of 


the WPS legacy contractor numbers listed above will be rejected with the X12 999 transaction with the IK403 
value of I12 (Implementation Pattern Match Failure). These files will need to be corrected and resubmitted to 
National Government Services with the correct J6 contractor number. 


Claim Details 
Verification of benefits https://www.ngsconnex.com/  
Claim submission – paper CMS-1500 claim form (version 08/05) 
Claim submission – direct data entry (DDE) See Claim Submission – Other 
Claim submission – electronic Approved Network Service Vendors (NSV) found on NGS 


website 
Contractor ID = WI-06302 
Receiver ID = ISA08 
Application Receiver ID = GS03 
See Note 1 


Claim submission – other • PC-ACE Pro32 available on NGS site for free download 
• Roster billing 


Timely filing window Per ACA:  within one calendar year after the date of 
service. 


Submit claims to  National Government Services, Inc. 
Attn: Claims 
P.O. Box 6475 
Indianapolis, IN 46206-6475 


Typical claim settlement window Electronic claims = 14 day payment floor 
Paper claims = 29 day payment floor 


Denied claim appeal window Initial redetermination:  120 days from date of receipt of 
the initial determination notice 


Payment method Electronic Funds Transfer (EFT) preferred 
Paper checks (not encouraged) 


RA/EOB available online/sent with checks Both – see Note 2 
Notes: 1 – NGS does not support dial-up connections for any claims transactions. This is true for any method used – 


including, but not limited to PC-ACE or electronically via EDI. 
2 – free Medicare Remit Easy Print (MREP) software to view RA available at NGS website 


 



https://www.ngsconnex.com/
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Supporting Documents Required with Application 


Items R=required 
S=situational 


Notes 


Signed/dated application R CMS-855B form 
Signed/dated contract R  
CAQH Number  Payer not a CAQH user 
Provider license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree S Non-physicians only 
Undergraduate Degree   
Board Certificate(s) S Non-physicians only 
Drug Enforcement Agency (DEA) 
license – copy 


  


Controlled Substance Registration 
(CSR) – copy 


  


CLIA   
Adverse Action documentation S All notifications, resolutions and 


reinstatements 
IRS doc R IRS CPC 575 form 
EFT authorization R CMS 588 form 
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R CMS 855R – assignment of benefits 


CMS 460 Participating Agreement 
Attestation for government entities or 
tribal organizations 


Other – situational S IRS Determination Letter, if  non-
profit status 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 
Fact Sheet Source(s) 


www.ngs.gov 
NGS Medicare University Welcome Jurisdiction 6 Provider slideshow 
Q&A document from 05/20/2013 J6 EDI Early Boarding Technical Requirements Webinar 


 



http://www.ngs.gov/
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MercyCare Health Plans 
Name: MercyCare Health Plans 
Details: Founded in 1994, MercyCare Health Plans is also known as MercyCare Insurance Company, Inc., and is a wholly owned 


subsidiary of Mercy Health System Corporation. 
Service Area Green, Jefferson, Rock, Walworth 
WI license 611 Stock Insurance Corporation, IPA Model HMO 
Website: http://www.mercycarehealthplans.com/  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X    X X  X Part D 
Provider Enrollment Information 


Credentialing/Contracting general contact  
Address  
Name  
Title  
Phone  
Email  
Notes:  


Credentialing Details 
Is Pre-approval required?  
Application type  
Additional Special Requirements  
How to submit application?  
How often is provider recredentialed?  
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms  
Typical approval timeframe  
Approval notification method  
Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact Customer Service 
Phone (800) 895-2421 
Notes:  


Claim Details 
Verification of benefits  
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 (see 


Note 1) 
Common Payer ID  


Clearinghouse(s) utilized  
Claim submission – other  
Timely filing window  
Submit claims to  MercyCare Health Plans 



http://www.mercycarehealthplans.com/
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MercyCare Insurance Company 
3430 Palmer Dr. 
P.O. Box 550 
Janesville, WI 53547-0550 
 


Typical claim settlement window  
Denied claim appeal window  
Payment method  
RA/EOB available online/sent with checks  
Notes: 1. EDI Department at 1-(800) 752-3431 
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Copies of Supporting Documents Required in addition to Application 


 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Payer not a CAQH member 
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Company website 
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Molina Healthcare of Wisconsin 
Name: Molina Healthcare of Wisconsin, Inc. 
Details: Molina Healthcare began 30 years ago in a small medical clinic in Long Beach, California.  Today Molina 


Healthcare contracts with state governments and serves as a health plan for government-sponsored 
programs, including Medicaid and the Children's Health Insurance Program (CHIP).  While Molina also 
offers Medicare programs, they are not available in Wisconsin. 
Note:  Molina entered the Wisconsin market and acquired Abri Health Plan effective September 1, 2010. 


Service Area Brown, Clark, Dodge, Door, Florence, Forest, Green Lake, Jefferson, Kenosha, Kewaunee, Langlade, Lincoln, 
Manitowoc, Marathon, Marinette, Marquette, Milwaukee, Oconto, Oneida, Outagamie, Ozaukee, Portage, 
Racine, Shawano, Sheboygan, Taylor, Vilas, Walworth, Washington, Waukesha, Waupaca, Waushara, 
Winnebago, Wood 


WI license 611 Stock Insurance Corporation, Mixed Model HMO 
Website: www.Molinahealthcare.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


       X   
Provider Enrollment Information 


Credentialing/Contracting general contact Molina Healthcare Wisconsin Provider Services 
Address 2400 South 102nd Street, Suite 105 


West Allis, WI 53227 
Name  
Title  
Phone 414-847-1776 or 888-999-2404 
Email/Fax (414) 847-1778 
Notes:  


Credentialing Details 
Is Pre-approval required?  
Application type 1. CAQH UPD, or 


2. Molina will accept another organization's application as 
long as it meets all the factors outlined in their credentialing 
policy. 


Additional Special Requirements  
How to submit application? Mail, CAQH, emailed, fax 
How often is provider recredentialed? At least every thirty-six (36) months 
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms  
Typical approval timeframe Credentialing Committee is required to meet no less than 


quarterly, but generally meets on a monthly basis, to facilitate 
timely processing of applicant files. 


Approval notification method A letter is sent within two (2) weeks of decision and later 
than 60 calendar days from the decision. 


Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact  
Phone  



http://www.molinahealthcare.com/
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Notes:  
Claim Details 


Verification of benefits 414-847-1776 or 888-999-2404 or Interactive Voice Response System (IVR) at 
414-8471790 
Deductibles/copays for each plan: 
www.molinahealthcare.com/medicaid/providers/wi/forms/Pages/fuf.aspx  


Claim submission - paper CMS-1500 
Claim submission – direct data entry 
(DDE) 


Web Portal 
http://www.molinahealthcare.com/common/Pages/login.aspx 


Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  
Common Payer ID ABRI1  (See Note 1) 


Clearinghouse(s) utilized Emdeon 
Claim submission – other n/a 
Timely filing window Initial - 60 days unless otherwise defined in your contract 


COB claims - 60 days from the date on the remit from the primary payer unless 
otherwise stated in your contract 


Submit claims to  Molina Healthcare of Wisconsin  
P.O. Box 22815 
Long Beach, CA 90801 
Fax = (414) 847-1778 


Typical claim settlement window  
Denied claim appeal window Within 60 days of receipt of the denial.   (see Note 2) 
Payment method EFT or check (see Note 3) 
RA/EOB available online/sent with 
checks 


both 


Notes: 1. For more information email: EDI.Claims@molinahealthcare.com 
2. Send appeals to:  Molina Healthcare of Wisconsin, Attn: Provider Appeals Department, P.O. Box 270208, 
West Allis, WI 53227 or fax to 414-847-1778 or email to MWI_Appeals@Molinahealthcare.com  
3. Sign up for EFT at  https://providernet.adminisource.com 


 


 


 



http://www.molinahealthcare.com/medicaid/providers/wi/forms/Pages/fuf.aspx

http://www.molinahealthcare.com/medicaid/providers/wi/forms/Pages/fuf.aspx

http://www.molinahealthcare.com/common/Pages/login.aspx

mailto:EDI.Claims@molinahealthcare.com

mailto:MWI_Appeals@Molinahealthcare.com

https://providernet.adminisource.com/

https://providernet.adminisource.com/
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number R - CAQH Payer uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – contact payer 
for one. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R - CAQH  
Malpractice/Liability Face sheet R - CAQH practitioners with federal tort 


coverage, the application need not 
contain the current amount of 
malpractice insurance coverage 


Curriculum Vitae R - CAQH  
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R - CAQH CAQH Authorization, Attestation and 


Release form 
Other - situational S – CAQH Summary of any pending or settled 


malpractice cases 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 
Fact Sheet Source(s) 
Payer website 
Provider manual 9/2012 
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Network Health Plan 
Name: Network Health Plan 
Details: Network Health Plan/Network Health Insurance Corporation (NHP/NHIC) began in 1982 as the Nicolet 


Health Plan as part of the Nicolet Clinic.  In 1986, the name was changed to Network Health Plan.  In 1998 
the plan merged with Affinity Health System (AHS) and is a wholly-owned subsidiary of AHS. 


Medicaid – Managed Health Services (MHS) administers these plans through our contract with the 
Wisconsin Department of Health Services. 


Service Area Brown, Calumet, Dodge, Door, Fond du Lac, Green Lake, Kewaunee, Manitowoc, Marquette, Oconto, 
Outagamie, Portage, Shawano, Sheboygan, Waupaca, Waushara, Winnebago 


WI License 611 Stock Insurance Corporation, Group Model HMO 
Website: ww.networkhealth.com 
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X   X  thru MHS X  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Data Services 
Address 1570 Midway Place, Menasha, WI 54952 
Name  
Title  
Phone Credentialing - (800) 511-4901 or (920) 720-1670 


Contracting - (800) 207-5769 or (920) 720-1550 
Email/Fax provdatasvs@networkhealth.com  


F = (920) 720-1913 
Notes:  


Credentialing Details 
Is Pre-approval required? Yes, via online form - 


https://ministry.quickbase.com/db/bfrcwyuwa?a=GenNewRecord  
Application type Online 
Additional Special Requirements n/a 
How to submit application? electronically 
How often is provider recredentialed? Every 36 months 
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA  ANP  Other  
Contract forms  
Typical approval timeframe  
Approval notification method The Medical Staff Services Department will notify the 


applicant of the credentialing decision by letter within 60 
days of decision. 


Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact Customer Service 
Phone (920) 720-1300 or 1-800-826-0940 
Notes:  


Claim Details 
Verification of benefits (920) 720-1300 or 1-800-826-0940 



mailto:provdatasvs@networkhealth.com

https://ministry.quickbase.com/db/bfrcwyuwa?a=GenNewRecord
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Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  


Common Payer ID 39144  (formerly 39111) 
Clearinghouse(s) utilized NHP’s most utilized clearinghouse is Emdeon (see Note 1) 


Claim submission – other n/a 
Timely filing window Initial claim - within ninety (90) days after the date of 


service or as defined in the provider’s contract, but no later 
than 365 days after the date of service, no exceptions.  (See 
Note 2) 
COB claim - within 365 days after the date of processing 
listed on the primary payer’s EOB or as defined in provider’s 
contract. 
Medicare Crossover Claim - 15 months from the date of the 
Medicare Summary Notice (formerly EOMB) 


Submit claims to  Network Health Plan 
P.O. Box 568 
Menasha, WI 54952 


Typical claim settlement window Within 30 days of receipt of a clean claim. 
Denied claim appeal window 15 months from the date of the claim remittance advice   (see 


Note 3 & Note 4) 
Payment method  
RA/EOB available online/sent with checks  
Notes: 1. EDI specialist - (920) 720-1506 


2. All resubmissions and/or corrections should be submitted on a paper claim and clearly identified. Please indicate 
by using a modifier CC next to the corrected CPT/HCPC’s code or note “corrected claim” on the form. 
3. Appeal form:  http://www.networkhealth.com/_files/Word_Docs/Providers/Provider_Appeal_Form.doc  
4. Medicare claim appeals should be mailed to:  Medicare Coding Specialist, Network Health Insurance Corp, 
1570  Midway Place, Menasha, WI 54952 


 


 


 



http://www.networkhealth.com/_files/Word_Docs/Providers/Provider_Appeal_Form.doc
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number   
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


 


Fact Sheet Source(s) 
Payer website 


Policy N00198: NHP/NHIC-Credentialing Process 
Policy N00256: NHP/NHIC-Re-credentialing Process 
Policy 1230 - Network Health – Claims Policy – Timely Filing Guidelines  
Policy N04659: NHIC - Medicare Provider Payment Dispute and Appeal Rights Process 
Provider Manual – HMO (undated) 
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Physicians Plus Insurance Corporation 
Name: Physicians Plus Insurance Corporation (PPIC) 
Details: PPIC was founded in 1986 and is owned by Meriter Health Services. 
Service Area Adams, Columbia, Dane, Dodge, Grant, Green, Green Lake, Iowa, Jefferson, Juneau, Lafayette, Marquette, 


Portage, Richland, Rock, Sauk, Vernon, Walworth, Waushara, Wood 
WI license 611 Stock Insurance Corporation, Network Model HMO 
Website: www.pplusic.com 
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X    X X X  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Network Management 
Address 2650 Novation Parkway   


Suite 400  
Madison, Wisconsin 53713 


Name Assigned based on county and facility:  
http://www.pplusic.com/documents/upload/providers-n-
pnm-staff.pdf 


Title Provider Network Management Liaisons 
Phone (608) 282-8900 or (800) 545-5015 
Email/Fax ppicinfo@pplusic.com 


F - (608) 327-0329 
Notes:  


Credentialing Details 
Is Pre-approval required?  
Application type  
Additional Special Requirements  
How to submit application?  
How often is provider recredentialed?  
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms proprietary 
Typical approval timeframe  
Approval notification method  
Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact Provider Network Management Liaisons 
Phone http://www.pplusic.com/documents/upload/providers-n-


pnm-staff.pdf 
Notes:  


Claim Details 
Verification of benefits 800-545-5015 or PlusLink online portal (requires 


registration) 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) PlusLink  



http://www.pplusic.com/documents/upload/providers-n-pnm-staff.pdf

http://www.pplusic.com/documents/upload/providers-n-pnm-staff.pdf

http://www.pplusic.com/documents/upload/providers-n-pnm-staff.pdf

http://www.pplusic.com/documents/upload/providers-n-pnm-staff.pdf
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Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  
Common Payer ID 39156 


Clearinghouse(s) utilized Optimum Netwerkes 
Emdeon (WebMD)  
Outsource, Inc. 


Claim submission – other  
Timely filing window  
Submit claims to  Physicians Plus 


Attn: Claims Department 
P.O. Box 2078 
Madison, WI 53701-2078 
Fax - (608) 327-0332 


Typical claim settlement window  
Denied claim appeal window Within six (6) months, unless specifically stated otherwise in 


the provider agreement, from the occurrence of the event that 
is the basis for the appeal.  (see Note 1) 


Payment method  
RA/EOB available online/sent with checks  
Notes: 1. Mail appeals to corporate address above and indicate:  Appeals Administrator or fax to (608) 327-0328. 
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Not a CAQH payer 
Provider state medical license   
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet   
Curriculum Vitae   
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required   
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Payer website 


Provider Administrative Manual  http://www.pplusic.com/providers/forms/manual 



http://www.pplusic.com/providers/forms/manual
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Security Health Plan 
Name: Security Health Plan of Wisconsin, Inc. 
Details: Security Health Plan is a physician-directed health plan established in 1986 as an outgrowth of the Greater 


Marshfield Community Health Plan.  The Plan’s service area includes a 36-county area in northern, western 
and central Wisconsin that is owned by the Marshfield Clinic. 


Service Area All products:  Adams, Ashland, Barron, Bayfield, Burnett, Chippewa, Clark, Douglas, Eau Claire, Forest, 
Iron, Jackson, Juneau, Lincoln, Marathon, Oneida, Portage, Price, Rusk, Taylor, Vilas, Washburn, Waupaca, 
Wood 
BadgerCare:  also available in Langlade and Sawyer 
Medicare Advantage – also available in Columbia, Dane, Dunn, Marquette, Pepin, Sauk, Waushara 


WI License 613 Service Insurance Corporation, Group Model HMO 
Website: www.securityhealth.org  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X  x   X X X   Part D 
Provider Enrollment Information 


Credentialing/Contracting general contact David Nyman 
Corporate Address Security Health Plan 


1515 North Saint Joseph Avenue 
P.O. Box 8000 
Marshfield, WI 54449-8000 


Name Listed in Credentialing Manual 
http://www.securityhealth.org/proxy/SHP-pdf-
credentialingmanual.2.pdf  


Title Contract Manager or Credentialing Specialist 
Phone See listing above 
Email See Credentialing Manual 
Notes:  


Credentialing Details 
Is Pre-approval required? No 
Application type Proprietary - http://www.securityhealth.org/proxy/SHP-pdf-


credentialing-providerapplication.2.pdf  
Additional Special Requirements n/a 
How to submit application? Email or mail 
How often is provider recredentialed? Every three years (36 months). 
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU x Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU x Full Contract  


Provider Type(s) contracted (immunization services) MD/DO X PA X ANP X Other  
Contract forms proprietary 
Typical approval timeframe No more than 180 days of the date of the applicant’s signature 


on the application or application will be returned. 
Approval notification method Within 2 business days by telephone or e-mail of the 


Credentialing Committee’s decision and within 60 calendar 
days, Security Health Plan’s Network Management secretary 
will send a letter to the provider communicating Security 
Health Plan’s decision 


Typical effective date Upon credentialing 
Is retroactive effective date allowed? No 
.Notes:  



http://www.securityhealth.org/

http://www.securityhealth.org/proxy/SHP-pdf-credentialingmanual.2.pdf

http://www.securityhealth.org/proxy/SHP-pdf-credentialingmanual.2.pdf

http://www.securityhealth.org/proxy/SHP-pdf-credentialing-providerapplication.2.pdf

http://www.securityhealth.org/proxy/SHP-pdf-credentialing-providerapplication.2.pdf
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Claim Information 
Claim contact Customer Service 
Phone 800-548-1224, Option 2 - Claim inquiries 


Email:  shp.provider.claim@securityhealth.org  
Notes: Security Health Online Provider Portal enrollment form - https://www.securityhealth.org/proxy/SHP-pdf-


providerAccess.4.pdf  and email to shpprd@securityhealth.org  
Claim Details 


Verification of benefits 800-548-1224, Option 1 - Benefits and eligibility 
Email:  shp.provider@securityhealth.org  


Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) Not available 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 (see 


Note 1)  
Common Payer ID 39045 


Clearinghouse(s) utilized Trading partners not listed. 
Claim submission – other Roster Billing form accepted 


https://www.securityhealth.org/proxy/SHP-pdf-
provider_rosterBillingCMS.7.pdf  


Timely filing window Dates of services older than 180 days.  If SHP rejects or denies 
the claim, the provider has 90 days from the date of rejection 
or notification of denial to resubmit a corrected claim.  
Resubmitted claims older than 90 days will be denied back to 
the practice and cannot be resubmitted again for payment 
and the patient may not be billed. 


Submit claims to  Security Health Plan 
P.O. Box 8000 
Marshfield, WI 54449-8000 


Typical claim settlement window Within 30 days of the Clean Claim date (the date on which all 
such necessary information has been received) or interest 
will be paid per WI statute. 


Denied claim appeal window Commercial claims - within 60 calendar days of the provider’s 
statement on which charge was denied (see Note 2) 


Payment method EFT (see Note 3) or check 
RA/EOB available online/sent with checks Both 
Notes: 1. 837 Enrollment form - https://www.securityhealth.org/proxy/SHP-pdf-provider_enrollment.6.pdf should be 


faxed to 715-221-9699 or 715-221-9500 
2. Appeal form - https://www.securityhealth.org/proxy/SHP-pdf-provider_appeal_831-00062.1.pdf should be 
mailed to:  Attn:  Claims Department Manager,  Security Health Plan, P.O. Box 8000, Marshfield, WI  54449 
3. Visit www.securityhealth.org, click on “Providers,” then “EDI,” then Electronic Funds Transfer Enrollment Form. 


 


 


 



mailto:shp.provider.claim@securityhealth.org

https://www.securityhealth.org/proxy/SHP-pdf-providerAccess.4.pdf

https://www.securityhealth.org/proxy/SHP-pdf-providerAccess.4.pdf

mailto:shpprd@securityhealth.org

mailto:shp.provider@securityhealth.org

https://www.securityhealth.org/proxy/SHP-pdf-provider_rosterBillingCMS.7.pdf

https://www.securityhealth.org/proxy/SHP-pdf-provider_rosterBillingCMS.7.pdf

https://www.securityhealth.org/proxy/SHP-pdf-provider_enrollment.6.pdf

https://www.securityhealth.org/proxy/SHP-pdf-provider_appeal_831-00062.1.pdf
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number  Payer not a member of CAQH 
Provider state medical license R MD/DO, NP &/or PA  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s) S  
Drug Enforcement Agency (DEA) 
license - copy 


R  


Controlled Substance Registration 
(CSR) - copy 


  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9   
Malpractice/Liability Face sheet R  
Curriculum Vitae R Or resume 
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R CMS Letter of Approval 
Other - situational S 1. Malpractice Litigation and 


Professional Complaints form 
2. Explanation of all gaps 
greater than six months 


 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Payer website 
 Provider Manual 
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United Healthcare Wisconsin 
Name: UnitedHealthcare Wisconsin 
Details: UnitedHealthcare is an operating division of UnitedHealth Group, the largest single health carrier in the 


United States.  
Service Area Commercial: Brown, Calumet, Clark, Dane, Dodge, Door, Fond du Lac, Green Lake, Iron, Jackson, Jefferson, 


Kenosha, Kewaunee, La Crosse, Langlade, Lincoln, Manitowoc, Marathon, Marinette, Marquette, Menominee, 
Milwaukee, Monroe, Oconto, Outagamie, Ozaukee, Portage, Racine, Rock, Shawano, Sheboygan, Taylor, 
Trempealeau, Vernon, Walworth, Washington, Waukesha, Waupaca, Waushara, Winnebago, Wood 
BadgerCare:  Ashland, Bayfield, Brown, Burnett, Calumet, Dodge, Door, Douglas, Fond du Lac, Forest, Green 
Lake, Jefferson, Kewaunee, Langlade, Manitowoc, Marathon, Marinette, Marquette, Menominee, Oconto, 
Oneida, Outagamie, Pierce, Polk, Portage, Price, Rock, Sawyer, Shawano, Sheboygan, St. Croix, Taylor, Vilas, 
Walworth, Washburn, Waupaca, Waushara, Winnebago and Wood. 
Medicaid SSI:  Ashland, Bayfield, Brown, Burnett, Calumet, Dodge, Door, Douglas, Fond du Lac, Forest, Green 
Lake, Jefferson, Kenosha, Kewaunee, Langlade, Manitowoc, Marathon, Marinette, Marquette, Menominee, 
Milwaukee, Oconto, Oneida, Outagamie, Ozaukee, Pierce, Polk, Portage, Price, Racine, Rock, Sawyer, 
Shawano, Sheboygan, St. Croix, Taylor, Vilas, Walworth, Washburn, Washington, Waukesha, Waupaca, 
Waushara, Winnebago and Wood. 


WI License 611 Stock Insurance Corporation, IPA Model HMO 
Website: www.uhc.com or www.unitedhealthcareonline.com 
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X  X X X X X  
Provider Enrollment Information 


Credentialing/Contracting general contact See Phone Info 
Address See Phone Info 
Name  
Title  
Phone 877-842-3210, say or enter your Tax Identification 


Number (TIN), and then say, as prompted: 
 Other Professional Services 
 Credentialing 
 Medical 
 Join the Network. 


Email  
Notes
: 


UHC is a CAQH member – see all credentialing information at:  
https://www.unitedhealthcareonline.com/ccmcontent/ProviderII/UHC/en-
US/Assets/ProviderStaticFiles/ProviderStaticFilesPdf/Tools%20and%20Resources/Protocols/Credentialing_FAQ.p
df 


Credentialing Details 
Is Pre-approval required? No 
Application type CAQH Universal Provider Database 
Additional Special Requirements Obtain CAQH ID from UHC if you don’t already have 


one 
How to submit application? 877-842-3210 
How often is provider recredentialed? 877-842-3210 
Notes
: 


 


 Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full Contract 


below: 
Immunizations Only MOU  Full 


contract 
X 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full 
contract 


X 



http://www.uhc.com/

http://www.unitedhealthcareonline.com/

https://www.unitedhealthcareonline.com/ccmcontent/ProviderII/UHC/en-US/Assets/ProviderStaticFiles/ProviderStaticFilesPdf/Tools%20and%20Resources/Protocols/Credentialing_FAQ.pdf

https://www.unitedhealthcareonline.com/ccmcontent/ProviderII/UHC/en-US/Assets/ProviderStaticFiles/ProviderStaticFilesPdf/Tools%20and%20Resources/Protocols/Credentialing_FAQ.pdf

https://www.unitedhealthcareonline.com/ccmcontent/ProviderII/UHC/en-US/Assets/ProviderStaticFiles/ProviderStaticFilesPdf/Tools%20and%20Resources/Protocols/Credentialing_FAQ.pdf
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Provider Type(s) contracted (immunization services) 
 MD/DO X PA X ANP X Other  


Contract forms proprietary 
Typical approval timeframe 25-30 business days 
Approval notification method Written notification will be sent within three business days 


from the decision date 
Typical effective date Defined by contract 
Is retroactive effective date allowed? No 
Notes:  


 Claim Information 
Claim contact Customer Care 
Phone 877-842-3210 or www.uhconline.com 
Notes:  


Claim Details 
Verification of benefits Member ID card or (800) 747-1446 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) UnitedHealthcareOnline.com 
Claim submission - electronic To Enroll: 877-842-3210 option 3 or visit 


UnitedHealthcareOnline.com – tools & resources – EDI 
Education for Electronic Transactions – Electronic 
Claims Commercial Medicare 
800-210-8315 or ac_edi_ops@uhc.com – Community Plan 


Common Payer ID 87726 
Clearinghouse(s) utilized OptumInsight, OptumInsight.com/edi 


Claim submission – other Connectivity Director - Web-based application is United 
Healthcare’s free direct connection for those who can create a 
claim file in the Health Insurance Portability and 
Accountability Act (HIPAA) 837 format. 


Timely filing window 90 Days 
Submit claims to  Address on back of Member’s ID card or Electronic 
Typical claim settlement window 30 days 
Denied claim appeal window Within 12 months from the date of the Explanation of Benefits 


(EOB) or Provider Remittance Advice (PRA). 60 Days for 
Community Plan 


Payment method Call 866-842-3278 option 5 for EPS payments 
RA/EOB available online/sent with checks  
Notes: 1. Send Appeals to:  UnitedHealthcare Provider Appeals, P.O. Box 30559, Salt Lake City, UT 84130-0575, 877842-


3210 
2. United Healthcare of WI Commercial and Medicaid information can be found at 


www.unitedhealthcareonline.com under Tools and Resources, Policies, Protocols and Guides.  
 


 


 


 



mailto:ac_edi_ops@uhc.com

http://www.unitedhealthcareonline.com/
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number R - CAQH Payer uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – contact payer 
for one. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R - CAQH  
Malpractice/Liability Face sheet R - CAQH  
Curriculum Vitae R - CAQH  
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R - CAQH CAQH Authorization, Attestation and 


Release form 
Other - situational S – CAQH Summary of any pending or settled 


malpractice cases 
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source: 
Company website:  


• UHC Physician, Health Care Professional, Facility and Ancillary Provider 2013 Administrative Guide;  
• UHC Electronic Solutions Quick Reference Overview 
• UHC Community Health Plans – Wisconsin page at http://www.uhccommunityplan.com/plan/state/WI/index  


 


Payer Verified:  9/11/13 



http://www.uhccommunityplan.com/plan/state/WI/index
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Unity Health Plans Insurance 
Name: Unity Health Plans Insurance 
Details: Unity Health Plans Insurance Corporation is a wholly-owned subsidiary of University Health Care, Inc. 


(UHC).  The University of Wisconsin Hospitals and Clinics Authority (UWHC) and the University of Wisconsin 
Medical Foundation (UWMF) are members of UHC.  Begun in 1983, it was formerly known as HMO of 
Wisconsin Insurance Corporation, one of the nation’s first rural-based HMOs. 


Service Area Adams, Columbia, Crawford, Dane, Dodge, Fond du Lac, Grant, Green, Green Lake, Iowa, Jefferson,  Lafayette, 
Marquette, Richland, Rock, Sauk, Vernon, Walworth, Waushara 


Website: http://www.unityhealth.com/index.htm  
Product(s
) Offered 


HM
O 


PP
O 


PO
S 


EP
O 


Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X     X X   
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Coordinators assigned by county 
Address 840 Carolina Street Sauk City, WI 53583 
Name Refer to Administrative Resources portion of Provider Home 


page on company website 
Title n/a 
Phone 800-362-3309  
Email Provider Coordinator emails: Tammy.Seiler@unityhealth.com 


Season.Breunig@unityhealth.com 
Katherine.Guthrie@unityhealth.com 


Notes:  
Credentialing Details 


Is Pre-approval required? Yes, Rural Wisconsin Health Cooperative (RWHC) will respond 
to initial request with credentialing packet, within 7 days. 


Application type Proprietary  
Additional Special Requirements none 
How to submit application? Online form under Provider/Self-Help Forms 
How often is provider recredentialed? Every three (3) years 
Notes:  


Contracting Details 
How will payer contract with Local Public Health 
Depts.? 


Check Memorandum of Understanding (MOU) or Full Contract 
below: 


Immunizations/Administration Fee Only MOU  Full Contract X 
Immunizations/Admin Fee w/Interperiodic Visit 


(Codes 99211-99215) 
MOU  Full Contract X 


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms proprietary 
Typical approval timeframe Less than 90 days from the time RWHC receives the completed 


application packet, but it can take up to 180 days 
Approval notification method Notification letter within one week of the Credentialing 


Committee’s decision (Credentialing Committee meets 
monthly) 


Typical effective date The first of the month following credentialing approval. 
Is retroactive effective date allowed? No 
Notes:  


Claim Information 
Claim contact Customer Service 
Phone 800-362-3310 using prompt 2 for providers 
Notes:  


Claim Details 
Verification of benefits Member ID card or 800-362-3310, prompt 2 
Claim submission - paper CMS-1500 



http://www.unityhealth.com/index.htm

mailto:Tammy.Seiler@unityhealth.com

mailto:Season.Breunig@unityhealth.com

mailto:Katherine.Guthrie@unityhealth.com
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Claim submission – direct data 
entry (DDE) 


Not available 


Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 
Common Payer ID 66705 


Clearinghouse(s) utilized McKesson (Relay Health), Netwerkes, Emdeon, PayerPath, SSI Group, G & C Clearing 
House, Healthcare Data Systems, CPSI, ClaimLogic, Viatrack, Health Claims Services 
and Outsource Inc. 


Claim submission – other n/a 
Timely filing window Listed in provider contract. Members have 12 months from the date the service. 
Submit claims to  HMO: 


Unity Health Insurance  
P.O. Box 610  
Sauk City, WI 53583-0610 
PPO: 
Health EOS, by MultiPlan  
P.O. Box 6090  
De Pere, WI 54115-6090 


Typical claim settlement window Within 30 days of receipt 
Denied claim appeal window Typically two years 
Payment method Check or EFT (sign up at 


http://www.unityhealth.com/Providers/AdminResources/EDI/index.htm
)  


RA/EOB available online/sent with 
checks 


Both 


Notes: Appeal form (copy on website) is sent to:  Unity Health Insurance, Attn: Recoveries, PO Box 610, Sauk City, WI 
53583 


 
 
 
 



http://www.unityhealth.com/Providers/AdminResources/EDI/index.htm

http://www.unityhealth.com/Providers/AdminResources/EDI/index.htm
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Copies of Supporting Documents Required in addition to Application 
 


Items R=required 
S=situational 


R-CAQH=submit to CAQH UPD 


Notes 


Signed/dated application R Online application found on website 
Signed/dated contract R  
CAQH Provider ID Number R - CAQH Unity uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – contact Unity 
for one. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R - CAQH  
Malpractice/Liability Face sheet R - CAQH  
Curriculum Vitae R - CAQH  
Drivers license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R - CAQH CAQH Authorization, Attestation and 


Release form 
Other - situational S – CAQH Summary of any pending or settled 


malpractice cases 
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 
n approval. 
 
 
Fact Sheet Source(sources) 


Company website 
Provider Manual, May 31, 2013 version 
CAQH UPD Provider & Practice Administrator Quick Reference Guide 
 
 


Payer Verified 08/19/13 
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WEA Trust 
Name: WEA Trust 
Details: The Trust was created by the Wisconsin Education Association Council in 1970 as a not-for-


profit organization to provide group health insurance for Wisconsin public school employees.  
As of January 2011, WEA Trust insurance began offering similar plans to Wisconsin state 
employees and employees of local government units. A Board of Trustees oversees Trust 
operations and serves without financial compensation.  


Service Area All counties in Wisconsin 
WI License Life, Accident, and Health company 
Website: www.weatrust.com  
Product(s) Offered HMO PPO POS EPO Indemnity Medicare 


Advantage 
Medicare 
Supplement 


 Consumer 
Driven/HSA 


Other 


X X X    X  X  
Provider Enrollment Information 


Credentialing/Contracting general contact Provider Services 
Address WEA Trust 


P.O. Box 7338 
Madison, WI  53707-7338 


Name Debbie Hallett 
Title Provider Services Representative 
Phone 800-279-4000, Extension 2285 
Email dhallett@weatrust.com or 


Provider_Management_Team@weatrust.com  
Notes:  


Credentialing Details 
Is Pre-approval required? Yes 
Application type Credentialing application provided after receipt of 


new Provider Agreement. 
Additional Special Requirements Wisconsin licensure/certification 
How to submit application? Email (credentialing@weatrust.com), fax (608-276-


9119) or mail to Credentialing at above address 
How often is provider recredentialed? Every 4 years 
Notes: Provider Agreement is executed after all practitioners are approved. 


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract x 


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract x 


Provider Type(s) contracted (immunization services) MD/DO x PA x ANP x Other  
Contract forms proprietary 
Typical approval timeframe 4-8 weeks – depends on the timely receipt of signed/dated 


Provider Agreement and timely submission of complete 
credentialing application(s). All practitioners must be 
approved before Provider Agreement is executed. 


Approval notification method Letter 
Typical effective date Credentialing approvals are done every Friday. 
Is retroactive effective date allowed? No 
Notes:  


Claim Information 
Claim contact Diane Erickson, Claims Manager 
Phone 608-661-6732 
Notes: Interpret Member ID card - http://www.weatrust.com/Providers/ClaimsPayments/PlanCardIdentification.aspx  


Claim Details 



http://www.weac.org/home.aspx

http://www.weatrust.com/

mailto:dhallett@weatrust.com

mailto:Provider_Management_Team@weatrust.com

http://www.weatrust.com/Providers/ClaimsPayments/PlanCardIdentification.aspx
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Verification of benefits Customer Service 800-279-4000 
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE) N/A 
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1  


Common Payer ID 39151 
Clearinghouse(s) utilized None listed as preferred 


Claim submission – other N/A 
Timely filing window Network providers should refer to their agreement with WEA 


for specific details.  Non-network providers – 15 months 
from date of service. 


Submit claims to  WEA Trust 
P.O. Box 8220 
Madison, WI  53708-8220 


Typical claim settlement window Less than 30 days from receipt date 
Denied claim appeal window Less than 30 days from receipt date 
Payment method Electronic or Paper 
RA/EOB available online/sent with checks Electronic or Paper 
Notes:  
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R-CAQH=submit to CAQH 
UPD 


Notes 


Signed/dated application R http://www.weatrust.com/Portals/0/Forms/Ne
twkProviders/form-prov-netwk-app.pdf  to 
obtain Provider Network Application. 


Signed/dated contract R  
CAQH Provider ID Number  Payer not a CAQH member 
Provider state medical license  This will be verified with state licensing agency. 
Fellowship Certificates   


Educational information must be provided in the 
credentialing application. 


Residency Certificate  
Internship Certificate  
Professional Degree  
Undergraduate Degree  
Board Certificate(s) R  
Drug Enforcement Agency (DEA) 
license - copy 


R  


Controlled Substance 
Registration (CSR) - copy 


  


CLIA   
Adverse Action documentation R  
IRS doc   
EFT authorization   
W-9 R http://www.weatrust.com/Portals/0/Forms/Ne


twkProviders/W_9_form.pdf  
Malpractice/Liability Face sheet R  
Curriculum Vitae   
Drivers license   
Voided check or bank letter for 
EFT 


  


ACA Application Fee   
Other – Required R 15-20 most frequently billed codes 
Other - situational   
 


* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 


Fact Sheet Source(s) 
Payer Website 



http://www.weatrust.com/Portals/0/Forms/NetwkProviders/form-prov-netwk-app.pdf

http://www.weatrust.com/Portals/0/Forms/NetwkProviders/form-prov-netwk-app.pdf

http://www.weatrust.com/Portals/0/Forms/NetwkProviders/W_9_form.pdf

http://www.weatrust.com/Portals/0/Forms/NetwkProviders/W_9_form.pdf
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WPS Health Insurance 
Name: WPS Health Insurance 
Details: Wisconsin Physician’s Service was established in 1946, when the Wisconsin legislature authorized 


(Chapter 148) the State Medical Society to establish not-for-profit health insurance plans, known then 
as the Wisconsin Plan and eventually the state’s Blue Shield plan.  Currently, WPS is the not-for-profit insurer 
offering health plans statewide to the public and private sectors. 


Service Area  
WI license 611 Stock Insurance Corporation, Group Model HMO 
Website: http://www.wpsic.com  
Product(s) 
Offered 


HMO PPO POS EPO Indemnity Medicare 
Advantage 


Medicare 
Supplement 


Medicaid Consumer 
Driven/HSA 


Other 


X X X      X  
Provider Enrollment Information 


Credentialing/Contracting general contact  
Address  
Name  
Title  
Phone  
Email  
Notes:  


Credentialing Details 
Is Pre-approval required?  
Application type  
Additional Special Requirements  
Are original signatures required on documents?  
How to submit application? WPS Plan Development, Contracting 


P. O. Box 8190, Madison, WI 53708 
Or fax to: (608) 226-4778 


How often is provider recredentialed?  
Notes:  


Contracting Details 
How will payer contract with Local Public Health Depts.? Check Memorandum of Understanding (MOU) or Full 


Contract below: 
Immunizations/Administration Fee Only MOU  Full Contract  


Immunizations/Admin Fee w/Interperiodic Visit 
(Codes 99211-99215) 


MOU  Full Contract  


Provider Type(s) contracted (immunization services) MD/DO  PA  ANP  Other  
Contract forms  
Typical approval timeframe  
Approval notification method  
Typical effective date  
Is retroactive effective date allowed?  
Notes:  


Claim Information 
Claim contact  
Phone  
Notes:  


Claim Details 
Verification of benefits  
Claim submission - paper CMS-1500 
Claim submission – direct data entry (DDE)  
Claim submission - electronic ASC X12 837 Health Care Claim (Professional) 005010A1 


Common Payer ID  



http://www.wpsic.com/
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Clearinghouse(s) utilized  
Claim submission – other  
Timely filing window  
Submit claims to   
Typical claim settlement window  
Denied claim appeal window  
Payment method  
RA/EOB available online/sent with checks  
Notes: Submit EDI to:  Electronic Data Services, Wisconsin Physicians Service Insurance Corporation, P.O. Box 8128, 


Madison, WI 53708-8128 
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Copies of Supporting Documents Required in addition to Application 


Items R=required 
S=situational 


R – CAQH = submit to CAQH UPD 


Notes 


Signed/dated application R  
Signed/dated contract R  
CAQH Provider ID Number R - CAQH WPS uses the CAQH Universal 


Provider Datasource.  If you don’t 
have a CAQH number – contact WPS 
for one. 


Provider state medical license R - CAQH  
Fellowship Certificates   
Residency Certificate   
Internship Certificate   
Professional Degree   
Undergraduate Degree   
Board Certificate(s)   
Drug Enforcement Agency (DEA) 
license - copy 


R - CAQH  


Controlled Substance Registration 
(CSR) - copy 


R - CAQH  


CLIA   
Adverse Action documentation   
IRS doc   
EFT authorization   
W-9 R  
Malpractice/Liability Face sheet R  
Curriculum Vitae R - CAQH  
Driver’s license   
Voided check or bank letter for EFT   
ACA Application Fee   
Other – Required R 


R - CAQH 
WPS - 25 most frequently billed codes 
with fees and copy of an encounter 
sheet or super bill. 
CAQH - CAQH Authorization, 
Attestation and Release form 


Other - situational   
* It is recommended to send all marked documents even if not requested.  Doing so may speed application approval. 


 
Fact Sheet Source(s) 


Company website 
New-provider assessment request form 


  
 


Wisconsin Department of Health Services  
Division of Public Health 


 P- 00536-Section11 (Rev 09/13) 
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Term Definition 


Accreditation 
Association for 
Ambulatory Health 
Care (AAAHC)  


Accreditation Association for Ambulatory Health Care (AAAHC) is a private, non-profit organization 
formed in 1979. They are the leader in developing standards to advance and promote patient safety, 
quality care, and value for ambulatory health care through peer-based accreditation processes, 
education, and research.  


Advisory 
Committee on 
Immunization 
Practices (ACIP) 


ACIP is chartered as a federal advisory committee to provide expert external advice and guidance to the 
Director of the Centers for Disease Control and Prevention (CDC) on use of vaccines and related agents 
for the control of vaccine-preventable diseases in the civilian population of the United States. 
Recommendations for routine use of vaccines in children and adolescents are harmonized to the 
greatest extent possible with recommendations made by the American Academy of Pediatrics (AAP), 
the American Academy of Family Physicians (AAFP), and the American College of Obstetrics and 
Gynecology (ACOG).  Recommendations for routine use of vaccines in adults are reviewed and 
approved by the American College of Physicians (ACP), AAFP, ACOG, and the American College of 
Nurse-Midwives. ACIP recommendations adopted by the CDC Director become agency guidelines on 
the date published in the Morbidity and Mortality Weekly Report (MMWR). 


Affordable Care 
Act (ACA) 
or Health Reform, 
Public Law 111-148 


The Patient Protection and Affordable Care Act (PPACA) – also known as the Affordable Care Act or 
ACA – is the landmark health reform legislation passed by the 111th Congress and signed into law by 
President Barack Obama in March 2010. The legislation includes a long list of health-related provisions 
that began taking effect in 2010 and will “continue to be rolled out over the next four years.” Key 
provisions are intended to extend coverage to millions of uninsured Americans, to implement measures 
that will lower health care costs and improve system efficiency, and to eliminate industry practices that 
include rescission and denial of coverage due to pre-existing conditions. 


Allowed Amount 
See also UCR 


Maximum amount on which payment is based for covered health care services. This may be called 
“eligible expense,” “payment allowance” or “negotiated rate.” If your provider charges more than the 
allowed amount, you may have to pay the difference. (See Balance Billing.) 


American 
Academy of Family 
Physicians (AAFP) 


AAFP's website has an area called Running a Practice that has good information on billing and coding.  
http://www.aafp.org/online/en/home/practicemgt.html 


American 
Academy of 
Pediatrics (AAP) 


AAP website has a helpful page regarding immunizations [http://www2.aap.org/immunization/] and 
more useful information on coding and billing and fee development on their Practice Support page 
[http://www.aap.org/en-us/professional-resources/practice-support/Pages/Practice-Support.aspx] 


Appeal A request for your health insurer or plan to review a decision or a grievance again. 


Assigned Claims Participating providers must and non-participating providers can submit and receive payment on 
assigned claims. When a provider submits an assigned claim, the provider agrees to accept the 
Medicare allowance as payment in full for the submitted charges. A provider cannot bill the patient for 
more than the 20% copayment, any amounts applied to the Medicare deductible and any non-covered 
services. The provider could bill the beneficiary in situations where the service is statutorily excluded 
from coverage or when the beneficiary has signed a written Advance Beneficiary Notice prior to 
receiving a service when this service is expected to be denied because it is not medically necessary or 
reasonable. 


Association of 
Health Insurance 
Plans (AHIP) 


AHIP is the national trade association representing the health insurance industry.  AHIP provided 
multiple webinars for the Billables Project. 
 
There is also a Wisconsin chapter at: http://www.wihealthplans.org/ 



http://www.aafp.org/online/en/home/practicemgt.html

http://www2.aap.org/immunization/

http://www.aap.org/en-us/professional-resources/practice-support/Pages/Practice-Support.aspx

http://www.wihealthplans.org/
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Balance Billing When a provider bills the patient for the difference between the provider’s charge and the allowed 
amount. For example, if the provider’s charge is $100, and the allowed amount is $70, the provider may 
bill for the remaining $30. A preferred provider may not balance bill for covered services. 


Benefit The amount payable by the insurance company to a claimant, assignee, or beneficiary when the insured 
suffers a loss. 


Black Lung Disease If the patient has black lung disease, Medicare will not pay when treatment is covered by the federal 
Black Lung Program, which is run by the Department of Labor (DOL). If DOL has said that the patient 
is not eligible for Black Lung Program benefits, Medicare will pay as primary. Medicare should pay for 
any service that is not related to the Black Lung Disease Program. 
If the patient is being treated for black lung, then the claim information should be sent to: 
Federal Black Lung Program 
P.O. Box 8302 
London, KY 40742-8302 
1-800-638-7072 


Bronze plan A Bronze health plan – available through state health insurance exchanges created by the ACA – covers 
60 percent of the cost of essential benefits, while the patient pays 40 percent – up to an out-of-pocket 
maximum of roughly $6,000 for an individual or $12,000 for a family (2013). 


Carrier 
also known as 
Insurance 
Company; Payer, 
Insurer, Health 
Plan 


The insurance company or HMO offering a health plan. 


Carrier/ Medicare 
Administrative 
Contractor (MAC) 


Medicare contractors that reimburse covered physician and supplier services rendered in various places, 
such as a doctor's office, hospital, patient's home, nursing home, etc. Medicare Contracting Reform 
(MCR) Update - Section 911 of the Medicare Prescription Drug, Improvement, and Modernization Act 
of 2003 (MMA) enacted numerous contracting reforms. A key aspect of these reforms is that Medicare 
will begin integrating Fiscal Intermediaries (FIs) and Carriers into a new single authority, called a 
Medicare Administrative Contractor (MAC). As of October 1, 2005, new Medicare Contractors are 
called MACs. Also, from October 2004 through October 2011, all existing FI and Carrier contracts will 
be transitioned into MAC contracts, using competitive procedures. Providers may access the most 
current MCR information to determine the impact of these changes at 
http://www.cms.hhs.gov/MedicareContractingReform/ on the CMS website. 


Centers for Disease 
Control and 
Prevention 


CDC funded this toolkit through a grant from the Prevention and Public Health Fund (PPHF)  
[http://www.cdc.gov/vaccines/spec-grps/prog-mgrs/billables-project/default.htm] 


Centers for 
Medicare and 
Medicaid Services 
(CMS) 


Agency that provides oversight of the Medicare and Medicaid programs. Funding for VFC program is 
allocated through this agency.  CMS website is located at:  http://cms.hhs.gov/ 


ChampVA In 1973, the Civilian Health and Medical Program of the Department of Veterans Affairs (CHAMPVA) 
was established as a health benefits program for dependents of permanently and totally disabled 
veterans, survivors of veterans who died from service-connected conditions, or who at the time of 
death, were rated permanently and totally disabled from a service-connected condition.  Under 
CHAMPVA, VA shares the cost of covered medical services and supplies with eligible beneficiaries 
worldwide. 



http://www.cms.hhs.gov/MedicareContractingReform/

http://www.cdc.gov/vaccines/spec-grps/prog-mgrs/billables-project/default.htm

http://cms.hhs.gov/
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Children's Health 
Insurance Program 
(CHIP), 
formerly known as 
State Children's 
Health Insurance 
Program (SCHIP) 


The Children's Health Insurance Program (CHIP), formerly the State Children's Health Insurance 
Program (SCHIP), was created by the Balanced Budget Act of 1997, enacted Title XXI of the Social 
Security Act, and has allocated about $20 billion over 10 years to help states insure low-income 
children who are ineligible for Medicaid but cannot afford private insurance or their family income is 
below 200 percent of the federal poverty line.  States receive an enhanced federal match (greater than 
the state's Medicaid match) to provide for this coverage. Affordable Care extended the authorization of 
the federal CHIP program for an additional two years, through September 30, 2015.  If state runs out of 
federal funding, children can be enrolled in comparable Exchange plans. 


Within broad Federal guidelines, each State determines the design of its program, eligibility groups, 
benefit packages, payment levels for coverage, and administrative and operating procedures. States can 
implement CHIP in one of three methods. 
Medicaid Expansion - A state increases the income limits so more children are eligible for Medicaid. 
These children (since they are enrolled in Medicaid) are VFC-eligible. 
Separate CHIP - A state develops a new health insurance plan/program that may have different rules 
and benefits than the state Medicaid plan. Children enrolled in a separate CHIP program are NOT 
considered VFC-eligible because they are insured by this new plan or program. 
Combination Plan - A state implements CHIP through a Medicaid expansion, where the state 
increases the income limits so more children are eligible for Medicaid. These children (since they are 
enrolled in Medicaid) are VFC-eligible. The state also develops a separate CHIP plan, which is a new 
health insurance plan/program that may have different rules and benefits than the state Medicaid plan. 
Children enrolled in a separate CHIP program are NOT considered VFC-eligible because they are 
insured by this new plan or program. 


Claim A claim is an application for benefits provided by your health plan. You must file a claim before funds 
will be reimbursed to your medical provider. A claim may be denied based on the carrier’s assessment 
of the circumstance. 


CMS Form 1500 
(08/05) 


CMS Form 1500 (08/05) is the standard paper claim form that all providers use when filing their paper 
claims with Medicare Part B. The paper form comes printed in red ink and has CMS 1500 (08/05) 
printed on the bottom right corner. Effective July 2, 2007, the HCFA 1500 form became obsolete and 
will not be accepted, even for adjustment claims. 


COBRA 
plan/policy 


The Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985 is afederal legislation that 
allows an employee/dependent – if they worked for an insured employer group of 20 or more 
employees – to continue to purchase health insurance for up to 18 months after job loss or when 
employer-sponsored coverage is otherwise terminated. 


Co-insurance The money that an individual is required to pay for services, after a deductible has been paid. In some 
health care plans, co-insurance is called “copayment.” Coinsurance is often specified by a percentage. 
For example, the employee pays 20 percent toward the charges for a service and the employer or 
insurance company pays 80 percent. 


Comprehensive 
Clinic Assessment 
Software 
Application 
(CoCASA) 


A tool for assessing immunization coverage levels, VFC/AFIX activities and provider compliance with 
high-priority VFC compliance questions within a clinic, private practice, or any other setting where 
immunizations are provided. This software has data entry and import capabilities and can generate a 
number of reports, two of which can be used to complete the VFC Management Survey. 
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Coordination of 
Benefits Agreement 
(COBA) with CMS' 
Coordination of 
Benefits 
Contractor 
(COBC) 


The Centers for Medicare & Medicaid Services (CMS) has established a centralized Coordination of 
Benefits (COB) operation by consolidating under a single contractor entity, the Coordination of 
Benefits Contractor (COBC), the performance of all activities that support the collection, management, 
and reporting of other insurance coverage of Medicare beneficiaries. The CMS has a centralized COB 
operation that provides quality customer service to Medicare providers, suppliers and beneficiaries by 
streamlining the payment process while ensuring the integrity of the Medicare Trust Funds. To further 
that goal, CMS requires the COBC to maintain a comprehensive health care insurance profile on all 
Medicare beneficiaries and carry out other activities necessary to meet these objectives. The COBC 
telephone number is 1-800-999-1118. 


Co-payment A predetermined (flat) fee that an individual pays for health care services, in addition to what the 
insurance covers. For example, some HMOs require a $10 copayment for each office visit, regardless of 
the type or level of services provided during the visit. Copayments are not usually specified by 
percentages 


Cost Sharing The share of costs covered by the insured and the insurance company, also called out-of-pocket. This 
term generally includes deductibles, coinsurance and copayments, or similar charges, but it doesn't 
include premiums, balance billing amounts for non-network providers, or the cost of non-covered 
services. Cost sharing in Medicaid and CHIP also includes premiums. 


Council for 
Affordable Quality 
Healthcare 
(CAQH) 


A nonprofit alliance of health plans and trade associations.  Its two main initiatives are the Committee 
on Operating Rules for Information Exchange (CORE) and Universal Provider Datasource (UPD). 
CAQH aims to reduce administrative burden for providers and health plans. 
See UPD 


Deductible The amount an individual and/or family must pay for health care expenses before insurance (or a self-
insured company) covers the costs. Often, insurance plans are based on yearly deductible amounts. 


Delegated 
Authority 


A formal agreement, generally through a Memorandum of Understanding, whereby Federally Qualified 
Health Centers (FQHCs) or Rural Health Clinics (RHCs) delegate their VFC authority for vaccinating 
underinsured children to other VFC-enrolled providers, usually public health department clinics, who 
then vaccinate underinsured children as agents of the FQHC/RHC. 


Denial of a claim The refusal of an insurance company or carrier to honor a request by an individual (or his or her 
provider) to pay for health care services obtained from a health care professional. 


Department of 
Health and Human 
Services, Office of 
Inspector General 
(OIG) 


Office mandated to protect the integrity of Department of Health and Human Services (HHS) programs 
and their beneficiaries. It is generally responsible for identifying, communicating and correcting 
activities of waste, fraud or abuse within HHS programs. 


Dependent A person or persons relying on the policy holder for support may include the spouse and/or unmarried 
children (whether natural, adopted or step) of an insured. 


Detailed Signature 
Requirements 


The patient's signature authorizes release of medical information necessary to process the claim. It 
authorizes payment of benefits to the provider when he/she accepts assignment on the claim. 
 
If the patient is physically or mentally unable to sign, a representative may sign on behalf of the patient. 
A representative payee, legal representative, relative, friend, representative of an institution providing 
the patient care or support, or a representative of a governmental agency assisting the patient may sign 
the claim. 
In this case, the statement signature line must indicate the patient's name followed by "BY" the 
representative's name, address, relationship to the patient, and the reason the patient cannot sign. The 
authorization is effective indefinitely unless the patient or the patient's representative revokes this 
arrangement. 
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Diagnosis Identification of a condition, disease, disorder, or problem by systematic analysis of the background or 


history, examination of the signs or symptoms, evaluation of the research or test results, and 
investigation of the assumed or probable causes. 


Diagnosis code Standardized code values assigned to a diagnosis.  The codes are developed by the World Health 
Organization and published in the International Classification of Diseases (ICD).   
 


The International Classification of Diseases, Ninth Revision, Clinical Modification (ICD-9-CM) is 
based on the World Health Organization's Ninth Revision, International Classification of Diseases 
(ICD-9). ICD-9-CM is the official system of assigning codes to diagnoses and procedures associated 
with hospital utilization in the United States. The ICD-9 was used to code and classify mortality data 
from death certificates until 1999, when use of ICD-10 for mortality coding started.  The National 
Center for Health Statistics (NCHS) and the Centers for Medicare and Medicaid Services are the U.S. 
governmental agencies responsible for overseeing all changes and modifications to the ICD-9-CM. 


Effective October 1, 2014, ICD-10-CM will become the official standard for the US. 
Diagnosis Pointer When multiple services are performed in a single encounter, certain services may be related to certain 


diagnoses, while other services are associated with different diagnoses. 
On the CMS-1500 claim form, box 24E (Diagnosis Pointer) is used to indicate which diagnosis is 
related to each specific service billed. If multiple services are performed, providers should enter the 
diagnosis reference number in box 24E to relate each service to the appropriate diagnosis in box 21. 


• Reference numbers entered in box 24E must be 1, 2, 3 or 4, and a valid diagnosis code is 
required in the corresponding field in box 21.  


• Do not enter ICD-9 codes in box 24E. Those codes should be entered in box 21.  
• Up to four reference numbers can be entered for each service.  


 
Disabled and 
Covered by a 
Large Group 
Health Plan 
(LGHP) 


If the patient is disabled and is covered by a Large Group Health Plan (100 or more employees) because 
he or she is working or is covered by a LGHP of a working family member, then Medicare is the 
secondary payer. 


Effective Date The date your insurance coverage commences.  Sometimes used to denote the first date of service or the 
beginning of a provider's participation, or any other beginning date.   


Electronic 
equivalent (X12N 
837P) 


The Health Insurance Portability and Accountability Act (HIPAA) requires that Medicare, and all other 
health insurance payers in the United States, comply with the electronic data interchange (EDI) 
standards for health care as established by the Secretary of Health and Human Services. The X12N 
837P implementation guides have been established as the standards of compliance for submission of 
claims for all services, supplies, equipment, and health care other than retail pharmacy prescription 
drug claims. The implementation guides for each X12 transaction adopted as a HIPAA standard are 
available electronically at the http://www.wpc-edi.com website. CMS provides a companion guide, 
which supplements, but does not contradict any requirements in the X12N 837P Professional 
Implementation Guide. This companion guide is available through your local Medicare contractor. 


Electronic Health 
Record (EHR) 


A long-term aggregate of a patient’s health information and may be a record of a variety of providers 
and types of medical care. This record is sometimes confused with an electronic medical record, 
which is a record of a patient’s health maintained by a physician as a record primarily of the physician’s 
care of the patient. 


Electronic Medical 
Record (EMR) 


A record of patient health maintained by the patient’s physician as a record of that physician’s care of 
the patient. This record is often confused with an electronic health record, which is a more 
comprehensive, long-term aggregate of a patient’s health information and may be a record of a variety 
of providers and types of medical care. 



http://www.businessdictionary.com/definition/condition.html

http://www.businessdictionary.com/definition/problem.html

http://www.businessdictionary.com/definition/systematic.html

http://www.businessdictionary.com/definition/analysis.html

http://www.businessdictionary.com/definition/examination.html

http://www.businessdictionary.com/definition/sign.html

http://www.businessdictionary.com/definition/symptom.html

http://www.businessdictionary.com/definition/evaluation.html

http://www.businessdictionary.com/definition/research.html

http://www.businessdictionary.com/definition/test.html

http://www.businessdictionary.com/definition/result.html

http://www.businessdictionary.com/definition/probable-cause.html

http://www.cdc.gov/nchs/icd/icd9.htm

http://www.cms.hhs.gov/

http://www.wpc-edi.com/
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Employer 
Sponsored Health 
Plan or Group 
Health Plan (GHP) 


Of Americans who have health coverage, nearly 60 percent secure that coverage through an employer-
sponsored plan, often called group health insurance. Millions take advantage of the coverage for 
reasons as obvious as employer responsibility for a significant portion of the health care expenses. 
Group health plans are also guaranteed issue, meaning that a carrier must cover all applicants whose 
employment qualifies them for coverage. In addition, employer-sponsored plans typically are able to 
include a range of plan options from HMO and PPO plans to additional coverage such as dental, life, 
short- and long-term disability. 


End Stage Renal 
Disease (ESRD) 
and Covered by a 
Group Health Plan 
(GHP) 


If a patient is under 65 and has Medicare coverage solely on the basis of ESRD, and has GHP coverage, 
the GHP is the primary payer for the first 30 months of Medicare eligibility or entitlement. 


Essential Health 
Benefits 


Beginning in 2014, under the Affordable Care Act, all health insurance policies sold in state health 
insurance exchanges must cover what physicians and consumer advocates call essential health benefits. 
The benefits include: 1. Ambulatory patient services; 2. Emergency services; 3. Hospitalization; 4. 
Maternity and newborn care; 5. Mental health and substance use disorder services, including behavioral 
health treatment; 6. Prescription drugs; 7. Rehabilitative and habilitative services and devices; 8. 
Laboratory services; 9. Preventive and wellness services and chronic disease management; 10. 
Pediatric services, including oral and vision care. Preventive care includes immunizations. 


Exclusion Is a provision within a health insurance policy that eliminates coverage for certain acts, property, types 
of damage or locations. 


Exclusive Provider 
Organization 
(EPO) 


A managed care plan where services are covered only if you go to doctors, specialists, or hospitals in 
the plan’s network (except in an emergency).  Similar to a PPO, but with a more limited provider panel. 


Explanation of 
Benefits (EOB) or 
Explanation of 
Medicare Benefits 
(EOMB) 
 


An explanation of benefits is the insurance company’s written explanation regarding a claim, showing 
what they paid and what the client must pay. The document is sometimes accompanied by a benefits 
check.  Medicare has their own format of the same type of document. 


Family Planning 
Clinic 


Clinic or provider whose main purpose is to prescribe contraceptives. This does not includeschool-
based clinics or any VFC-enrolled provider whose main services are primary or acute care services. 


Federal Poverty 
Level (FPL) 


This level is set by the government and varies based on family size (so the federal poverty level for an 
individual is a lower dollar amount than the federal poverty level for a family of four). Individuals with 
incomes below the poverty level are believed to be lacking the resources to meet their basic needs. 


Federal Register The Federal Register is the official daily publication for rules, proposed rules, and notices of Federal 
agencies and organizations, as well as executive orders and other presidential documents. On October 
3, 1994, the Federal Register published the notice that set forth the interim maximum amounts a 
participating provider may charge for administering a VFC vaccine to a VFC-eligible child. The interim 
amounts are still in place today. 
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Federally Qualified 
Health Center 
(FQHC) 


Health center that is designated by the Bureau of Primary Health Care (BPHC) of the Health Services 
and Resources Administration (HRSA) to provide health care to a medically underserved population. 
FQHCs include community and migrant health centers, special health facilities such as those for the 
homeless and persons with acquired immunodeficiency syndrome (AIDS) that receive grants under the 
Public Health Service (PHS) Act, as well as "look-alikes," which meet the qualifications but do not 
actually receive grant funds. They also include health centers within public housing and Indian Health 
Service centers. 


Federally Vaccine-
eligible Child 
Also known as VFC-
eligible Child 


Child who is eligible to receive VFC vaccine. 


Fee Schedule A list of maximum dollar allowances for health care procedures that apply under a specific contract - 
usually tied to a specific CPT or HCPCS code. 


Fee-for-service A system of health insurance payment in which a doctor or other health care provider is paid a free for 
each particular service rendered. 


Grandfathered 
Plan 


As used in connection with the Affordable Care Act: A group health plan that was created—or an 
individual health insurance policy that was purchased—on or before March 23, 2010. Grandfathered 
plans are exempted from many changes required under the Affordable Care Act. Plans or policies may 
lose their “grandfathered” status if they make certain significant changes that reduce benefits or 
increase costs to consumers. A health plan must disclose in its plan materials whether it considers itself 
to be a grandfathered plan and must also advise consumers how to contact the U.S. Department of 
Labor or the U.S. Department of Health and Human Services with questions. (Note: If you are in a 
group health plan, the date you joined may not reflect the date the plan was created. New employees 
and new family members may be added to grandfathered group plans after March 23, 2010).  
 
A grandfathered health plan isn’t required to comply with some of the consumer protections of the 
Affordable Care Act that apply to other health plans that are not grandfathered. 


Health Insurance 
Exchange  


A federal Web site that will allow consumers to: (1) check their eligibility for 
government assistance programs, including any subsidies available to help pay for 
private health insurance; (2) compare health insurance plans based on cost and 
quality; and (3) link consumers to insurers for the purchase of health insurance after they choose a plan 
they are interested in. 
 
The federal government has recently attempted to change the name from Health 
Insurance Exchanges to “Health Insurance Marketplaces.” However, in an effort to 
limit confusion between the federal Exchange Web site and the private insurance 
marketplace, this document and Wisconsin will use the term “Exchange.” 


Health Insurance 
Portability and 
Accountability Act 
of 1996 
(HIPAA) 


A federal law that allows persons to qualify immediately for comparable health insurance coverage 
when they change their employment or relationships. It also creates the authority to mandate the use of 
standards for the electronic exchange of health care data; to specify what medical and administrative 
code sets should be used within those standards; to require the use of national identification systems for 
health care patients, providers, payers (or plans), and employers (or sponsors); and to specify the types 
of measures required to protect the security and privacy of personally identifiable health information. 
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Health 
maintenance 
organization 
(HMO) Also known as 
Managed Care 
Plan 


A comprehensive health care financing and delivery organization that provides or arranges for 
provision of covered health care services to a specified group of enrollees, at a fixed periodic payment, 
through a panel of providers. Historically, four types of HMO models have been common:  
Staff or closed model: Physicians are salaried employees of the HMO. Group Health Cooperative of 
South Central Wisconsin is considered a staff model HMO. 
Group model:  HMO contracts with providers through multi-specialty physician group practices.  
Dean Health Plan is considered a for-profit, group-model HMO. 
IPA model:  HMO contracts with Independent Practice Associations (IPA), which, in turn, contract 
with independent physicians who practice in their own office.  Humana of Wisconsin is considered an 
IPA model HMO. 
Network model:  HMO contracts with two or more independent group practices and/or IPAs.  The 
HMO can be sponsored by the government, medical schools, hospitals, employers, labor unions, 
consumer groups, insurance companies, and hospital medical plans.  Physician's Plus is considered a 
network model HMO. 


Healthcare 
Effectiveness Data 
and Information 
Set (HEDIS) 


A standardized set of performance measures that assesses plans' performance on a number of elements, 
including such things as access, quality of care, and financial stability. HEDIS enables purchasers and 
consumers to compare the performance of managed care plans. It is sponsored by the National 
Committee for Quality Assurance (NCQA).  Immunizations provided by a LHD can count toward the 
health plan's score, if immunizations are included in that year's criteria. 


Herd Immunity 
 Also known as 
Community 
Immunity 


The principle of herd immunity is when a large percentage of the population is vaccinated, the spread of 
disease is limited.  This indirectly protects unimmunized individuals, including those who can’t be 
vaccinated and those for whom vaccination was not successful. 
 
In diseases spread from person to person, it is more difficult to maintain a chain of infection when 
much of the population is vaccinated.  As the number of those vaccinated increases, the protective 
effect of herd immunity increases.  For some diseases, herd immunity may begin when as little as 40 
percent of the population is vaccinated.  More commonly, and depending on the contagiousness of the 
disease, vaccination rates may need to be as high as 80-95 percent.  This percentage is called the herd 
immunity threshold. 


Inactivated 
Vaccine 


A vaccine made from viruses and bacteria that have been killed through physical or chemical processes. 
These killed organisms cannot cause disease. 


Indemnity Health 
Insurance 


These plans are also called “fee-for-service.” These are the types of plans that primarily existed before 
the rise of HMOs, IPAs, and PPOs. With indemnity plans, the individual pays a pre-determined 
percentage of the cost of health care services, and the insurance company (or self-insured employer) 
pays the rest. For example, an individual might pay 20 percent for services and the insurance company 
pays 80 percent. The fees for services are defined by the providers and vary from physician to 
physician. Indemnity health plans offer individuals the freedom to choose their health care 
professionals. 







Section 12 – Glossary 
 


Page 9 of 17 
 


Term Definition 


Indian (American 
Indian or Alaska 
Native) 


As defined by the Indian Health Care Improvement Act (25 U.S.C. 1603): 
“Indians” or “Indian”, unless otherwise designated, means any person who is a member of an Indian 
tribe, as defined in subsection (d) of this section, except that, for the purpose of sections 1612 and 1613 
of this title, such terms shall mean any individual who  
(1), irrespective of whether he or she lives on or near a reservation, is a member of a tribe, band, or 
other organized group of Indians, including those tribes, bands, or groups terminated since 1940 and 
those recognized now or in the future by the State in which they reside, or who is a descendant, in the 
first or second degree, of any such member, or 
(2) is an Eskimo or Aleut or other Alaska Native, or  
(3) is considered by the Secretary of the Interior to be an Indian for any purpose, or  
(4) is determined to be an Indian under regulations promulgated by the Secretary. 
 
(d) “Indian tribe” means any Indian tribe, band, nation, or other organized group or community, 
including any Alaska Native village or group or regional or village corporation as defined in or 
established pursuant to the Alaska Native Claims Settlement Act (85 Stat. 688) [43 U.S.C. 1601 et seq.], 
which is recognized as eligible for the special programs and services provided by the United States to 
Indians because of their status as Indians. 


Individual Health 
Insurance 


Health insurance coverage on an individual, not group, basis. The premium is usually higher for an 
individual health insurance plan than for a group policy, but you may not qualify for a group plan. 


In-network 
Also known as In-
Plan, Participating 
or Par Provider or 
Preferred Provider 


Refers to providers or health care facilities that are part of a health plan’s network of providers with 
which it has negotiated a discount. Insured individuals usually pay less when using an in-network 
provider, because those networks provide services at lower cost to the insurance companies with which 
they have contracts.  Under the Affordable Care Act, cost-sharing is waived for immunizations 
only if the provider is an "in-network" provider. 


Insurance An plan/policy of health benefits that is:: 
• Regulated by a State’s Insurance Commissioner, and/or 
• Subject to the Employee Retirement Income Security Act of 1974 (ERISA).  
 
ERISA is a federal law that sets minimum standards for most voluntarily established pension and health 
plans in private industry to provide protection for individuals in these plans. 
 
Under the ACA, beginning January 1, 2014, individuals of all ages must have health insurance or pay a 
penalty of $95, or 1% of income, whichever is greater.  Individuals will report to the IRS in 2015 
whether they had health insurance coverage in 2014 and therefore pay the $95 penalty in 2015 (if they 
did not have coverage).  Information on exemptions is available at:  
http://www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-
Provision  


Liability Insurance Liability insurance covers people when they are legally responsible for someone else's injuries or 
property damages. Malpractice insurance can fall into this category. 
 
Liability insurance is primary to Medicare. A physician who treats a Medicare patient who has filed a 
liability claim must bill the liability insurance first unless the insurance will not pay during the 120-day 
promptly period. After the 120-day promptly period, the physician may either continue the lien or claim 
against the liability insurance or bill Medicare. If the physician bills Medicare, he/she must drop any 
liens and claims against the liability insurance. 



http://www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-Provision

http://www.irs.gov/uac/Questions-and-Answers-on-the-Individual-Shared-Responsibility-Provision
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Limiting charge  The limiting charge is the maximum amount that most non-participating providers are allowed to 
charge for services to a Medicare beneficiary on an unassigned basis. The limiting charge does not 
apply to participating providers, non-participating providers when assignment is accepted, and some 
non-physician practitioner specialties that are required to bill on an assigned basis. 
 
The limiting charge amount for most physician fee schedule services are listed under the WPS 
Medicare Fees web page. This constitutes "notice" of the Medicare charge limits for those services.  
 
The limiting charge is 115% of the Medicare allowed amount for services performed by 
nonparticipating physicians, i.e., 95% of the fee schedule for participating physicians. If the service is 
reduced in processing to accommodate provisions of the Medicare law, the limiting charge is 115% of 
the reduced allowed amount.  
 
Services that are not separately payable are also subject to limiting charge. The charge for the service is 
the amount of the limiting charge violation.  
 
The submission of a non-assigned physician fee schedule service with a charge in excess of the 
Medicare limiting charge amount constitutes a violation of the limiting charge. A provider who violates 
the limiting charge is subject to assessments of up to $10,000 per violation plus triple the amount of the 
charges in violation, and possible exclusion from the Medicare program.  


Live Vaccine 
Also known as 
Attenuated Vaccine 


A vaccine in which live virus is weakened through chemical or physical processes in order to produce 
an immune response without causing the severe effects of the disease. Examples of attenuated vaccines 
currently licensed in the United States include measles, mumps, rubella, shingles (herpes zoster), 
varicella, yellow fever and nasally administered influenza vaccine.  Also known as a live vaccine. 


Maximum Limit The maximum amount of money, or number of visits, that an insurance company (or self-insured 
company) will pay for claims within a specific time period. Maximum limits vary greatly. They may be 
based on or specified in terms of types of illnesses or types of services. Sometimes they are specified in 
terms of lifetime, sometimes for a year. 


Maximum 
Regional Charge 


The amount that a VFC-enrolled provider can charge a non-Medicaid VFC-eligible child for each 
vaccine administered (also known as the administration fee or “admin fee”). State Medicaid agencies 
have the authority to reimburse at a lower level. The Centers for Medicare and Medicaid Services 
(CMS) has the responsibility of setting and adjusting the maximum regional charges. See Federal 
Register. 


Medicaid For patients over 65 who are receiving Medicaid, physicians must accept assignment. State Medicaid 
programs are required to pay the copayments and deductibles of "qualified Medicare beneficiaries" 
(QMB). Generally, state welfare agencies give Medicaid a list of Medicare-eligible people on welfare, 
including their Medicare ID numbers. Medicare is always primary for patients that have Medicaid. 


Medicaid 
Also known as Title 
XIX  


Federal and state partnership that creates a medical assistance plan for poor and disabled Americans. It 
is sometimes called Title XIX because it was authorized under Title XIX of the Social Security Act. 
VFC is part of the larger Medicaid program, but has different eligibility criteria than the Medicaid 
assistance plan for both providers and participants. 


Medicaid-eligible 
Child 


A child who is eligible for the Medicaid Program. For the purposes of the VFC program, the terms 
“Medicaid-eligible” and “Medicaid-enrolled” are equivalent and refer to children who have health 
insurance coverage by a state Medicaid program. 


Medicare 
Advantage Plan 


A federal program providing Medicare coverage through the private insurance market. These plans 
have a special arrangement between the federal Centers for Medicare & Medicaid Services (CMS) and 
certain insurance companies. Medicare Advantage plans that are HMOs or preferred provider plans 
have a "lock in" requirement which means that, except for emergency or urgent care situations away 
from home, the enrollee must receive all services, including Medicare services, from plan providers. 
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Medicare Part B or 
Supplemental 
Medical Insurance 


Part B covers 2 types of services: 
Medically necessary services: Services or supplies that are needed to diagnose or treat your medical 
condition and that meet accepted standards of medical practice. 
Preventive services: Health care to prevent illness (like influenza) or detect it at an early stage, when 
treatment is most likely to work best.  The following vaccines are covered under Part B: 
a. Influenza – vaccine and administration covered once per flu season without coinsurance, copayment 
or Medicare Part B deductible if provider accepts assignment 
b. Pneumococcal – vaccine and administration covered once per lifetime [Medicare will also cover a 
booster vaccine for high risk persons if 5 years have passed since the last vaccination.] 
c. Hepatitis B - covers vaccine and administration for intermediate- to high-risk individuals without 
deductible or coinsurance cost-sharing. 
d. Other Vaccines when directly related to the treatment of an injury or direct exposure to a disease or 
condition (e.g., Tetanus (Td) – for wound management only) 
http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/se0727.pdf 


Medicare Part D or 
Prescription Drug 
Plan 


A program that helps pay for prescription drugs for people with Medicare who join a plan that includes 
Medicare prescription drug coverage. There are two ways to get Medicare prescription drug coverage: 
through a Medicare Prescription Drug Plan or a Medicare Advantage Plan that includes drug coverage. 
These plans are offered by insurance companies and other private companies approved by Medicare. 
 
Part D pays for immunizations not covered under Part B, such as the vaccine for shingles.  
[http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/downloads/se0727.pdf] 


Medicare 
Also known as 
Original Medicare 
or Parts A & B 


The federal health insurance program created to provide health coverage for Americans aged 65 and 
older and later expanded to cover younger people who have permanent disabilities or who have been 
diagnosed with end-stage renal disease or amyotrophic lateral sclerosis (ALS). Original Medicare was, 
and is, a fee-for-service coverage under which the government pays health care providers directly for 
Part A and/or Part B benefits. 
 
Medicare will not pay for medical services covered by Workers' Compensation, the state-supervised 
insurance system for job related injuries and diseases. If your patient has a disease or injury incurred on 
the job, the claim must be filed with Workers' Compensation (WC) first.  If any of the following are 
true, Medicare may be billed for the service. 
1. The job related medical problem isn't covered by WC 
2. The condition develops on the job, but is not work related 
3. The patient has used up all WC benefits (send documentation)  
4. A condition not related to work exists with a condition covered by WC (send documentation). 
 
Veterans who are entitled to Medicare may choose which program will be responsible for payment for 
services covered by both programs. Medicare cannot pay for the same service that was authorized by 
the VA or performed by a VA facility. 


Medigap Insurance Medigap plans offer supplemental benefits sold by private companies to extend traditional Medicare. 
Fifteen plans offer varying combinations of benefits, ranging from coverage of copayments and 
deductibles to coverage of foreign travel emergency expenses, at-home care and preventive care.  In 
most, the benefit is derived from this benefit logic "if Medicare doesn't pay, this policy doesn't pay." 


Minnesota 
Multistate 
Contracting 
Alliance for 
Pharmacy 
(MMCAP)  


MMCAP is a no-cost, voluntary group purchasing organization, operated by the State of Minnesota 
since 1985, for government facilities that provide healthcare services. Members receive access to a full 
range of pharmaceuticals and other healthcare products and services; such as, medical supplies, 
influenza and other vaccines, dental supplies, drug testing, wholesaler invoice auditing and returned 
goods processing.  



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf
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National 
Association of 
County and City 
Health Officials 
(NACCHO) 


The NACCHO website has a free, online collection of local public health tools produced by members 
of the public health community. Tools within the Toolbox are materials and resources public health 
professionals and other external stakeholders can use to inform and improve their work in the 
promotion and advancement of public health objectives. Current examples of tools include, but are not 
limited to case examples, presentations, fact sheets, drills, evaluations, protocols, templates, reports, 
and training materials.  Billing toolkit information is located at:  
http://www.naccho.org/toolbox/index.cfm?v=4&id=243&topicname=Billing 


National 
Committee for 
Quality Assurance 
(NCQA), 


The National Committee for Quality Assurance (NCQA) is a 501(c)(3), non-profit organization that 
manages voluntary accreditation programs for individual physicians, health plans, and medical groups. 
Health plans seek accreditation measure performance through the administration and submission of the 
Healthcare Effectiveness Data and Information Set (HEDIS) and Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) survey. 


National Provider 
Identifier (NPI) 


The Health Insurance Portability and Accountability Act (HIPAA) of 1996 mandated that the Secretary 
of the Department of Health and Human Services adopt a standard unique identifier for health care 
providers called the National Provider Identifier (NPI). All HIPAA covered entities (which are health 
plans, health care clearinghouses, and those health care providers who conduct standard transactions) 
must accept and use NPIs in standard transactions by May 23, 2007 (small health plans had until May 
23, 2008). Effective May 23, 2008, covered health care providers will use only their NPIs to identify 
themselves in standard transactions where a health care provider identifier is required. These 
transactions include claims, eligibility inquiries and responses, referrals, and remittance advices. The 
NPI replaced health care provider identifiers that were being used in standard transactions and 
eliminated the need to use different identification numbers when conducting HIPAA standard 
transactions with multiple plans. Providers can apply for a National Provider Identifier using one of the 
following methods: 
Call (800) 465-3203 to request a paper application; or 
Submit an application in an electronic file, visit https://nppes.cms.hhs.gov/ on the CMS website and 
complete the web-based application. 
 
The CMS website has a dedicated webpage on NPI for all health care providers. Visit 
http://www.cms.hhs.gov/NationalProvIdentStand/ on the CMS website. This page also contains a 
section for Medicare Fee-For-Service (FFS) providers with helpful information on the Medicare NPI 
implementation. 


Non-Assigned 
Claims 


Only non-participating providers can submit non-assigned claims (they can also submit assigned 
claims). Medicare will submit payment for non-assigned claims to the beneficiary or his/her established 
legal representative. The beneficiary cannot be billed for more than the established limiting charge for 
most services performed by a physician. Providers should contact their local contractor for a list of 
services that may apply to the limiting charge. 


Nurse, Nurse 
Practitioner, 
Advance Practice 
Nurse or 
PractitionerRN, 
NP, ANP 


WI statute 441.001(2) Nurse. Except as provided under s. 441.08, "nurse," when used without 
modification or amplification, means only a registered nurse. WI Statute 441.16 (2) The board shall 
grant a certificate to issue prescription orders to an advanced practice nurse who meets the education, 
training and examination requirements established by the board for a certificate to issue prescription 
orders, and who pays the fee specified under s. 440.05 (1). 


Ordering physician A physician, or non-physician practitioner, when appropriate who orders non-physician services for the 
patient. 


Ordering Provider The ordering provider is the individual who requested the services or items listed in Block D of the 
CMS-1500 paper claim form.  Examples include, but are not limited to, a provider ordering diagnostic 
tests, medical equipment, or supplies. 


Other Purchase 
Policy 


Any purchase policy not described above, such as the combination of two or more of the above 
policies. 



http://www.naccho.org/toolbox/index.cfm?v=4&id=243&topicname=Billing

http://en.wikipedia.org/wiki/Healthcare_Effectiveness_Data_and_Information_Set

http://en.wikipedia.org/wiki/Consumer_Assessment_of_Healthcare_Providers_and_Systems

http://en.wikipedia.org/wiki/Consumer_Assessment_of_Healthcare_Providers_and_Systems

https://nppes.cms.hhs.gov/

http://www.cms.hhs.gov/NationalProvIdentStand/
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Out-of-Network 
Also known as Out-of-
Plan, Non-
Participating or 
Non-Par Provider 
or Non-Preferred 
Provider 


This phrase usually refers to physicians, hospitals or other health care providers who are considered 
nonparticipants in an insurance plan (usually an HMO or PPO). Depending on an individual’s health 
insurance plan, expenses incurred by services provided by out-of-plan health professionals may not be 
covered, or covered only in part by an individual’s insurance company.  Immunizations given by these 
providers are subject to deductibles, co-insurance or co-payments under Affordable Care Act. 


Out-of-Pocket 
Maximum 


A predetermined limited amount of money that an individual, or family, must pay out of their own 
savings, before an insurance company or (self-insured employer) will pay 100 percent for an 
individual’s health care expenses. 


Physician Assistant 
(PA) 


WI statute 488.01 (6) "Physician assistant" means an individual licensed by the medical examining 
board to provide medical care with physician supervision and direction.  


Physician 
MD, DO 


WI statute 488.01 (5) "Physician" means an individual possessing the degree of doctor of medicine or 
doctor of osteopathy or an equivalent degree as determined by the medical examining board, and 
holding a license granted by the medical examining board. 


Point of Service 
Plan (POS) 
 


A type of plan in which you pay less if you use doctors, hospitals, and other health care providers that 
belong to the plan’s network. POS plans may require you to get a referral from your primary care 
doctor in order to see a specialist. 


Preferred Provider 
Organization 
(PPO) 


Is a managed care organization of health providers who contract with an insurer or third-party 
administrator (TPA) to provide health insurance coverage to policy holders represented by the insurer 
or TPA. Policy holders receive substantial discounts from health care providers who are partnered with 
the PPO. If policy holders use a physician outside the PPO plan, they typically pay more for the 
medical care. 


Primary Source 
Verification 


A process through which a health plan validates credentialing information from the organization that 
originally conferred or issued the credentialing element to the practitioner (e.g., a medical license is 
verified with the licensing board). 


Private Health 
Insurance 
Marketplace 


This refers to the Wisconsin health insurance market offering health insurance plans outside of the 
Exchange. 


Provider A term used for health professionals who provide health care services. Sometimes, the term refers only 
to physicians. Often, however, the term also refers to other health care professionals such as hospitals, 
nurse practitioners, chiropractors, physical therapists, and others offering specialized health care 
services.  See also Physician, Physician Assistant, and Nurse Practitioner. 


Provider 
Enrollment, Chain 
and Ownership 
System 
 (PECOS) 


Internet-based PECOS is an electronic Medicare enrollment system through which providers and 
suppliers can:  
• Submit Medicare enrollment applications;  
• View and print enrollment information;  
• Update enrollment information;  
• Complete the revalidation process;  
• Voluntarily withdraw from the Medicare Program; and 
• Track the status of a submitted Medicare 
enrollment application. 


Provider Network A group of doctors, hospitals and other health care providers contracted to provide services to insurance 
companies’ customers for less than their usual fees. Provider networks can cover a large geographic 
market or a wide range of health care services. Insured individuals typically pay less for using a 
network provider. 
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Providers and 
services that can 
only be paid on an 
assignment basis 


Clinical diagnostic laboratory services; 
Physician services to individuals dually entitled to Medicare and Medicaid; 
Participating physician/supplier services; 
Services of physician assistants, nurse practitioners, clinical nurse specialists, nurse midwives, certified 
registered nurse anesthetists, clinical psychologists, and clinical social workers; 
Ambulatory surgery centers for covered ASC procedures; 
Home dialysis supplies and equipment paid under Method II; 
Ambulance services; 
Drugs and biological; 
Simplified Billing Roster for influenza virus vaccine and pneumococcal vaccine. 


Public Health 
Accreditation 
Board (PHAB) 


Administers the national public health department accreditation program for public health departments 
operated by Tribes, states, local jurisdictions and territories.  Began LHD accreditation in 2013.  
Accreditation includes 12 domains: (1) Conduct and disseminate assessments focused on population 
health status and public health issues facing the community, (2) Investigate health problems and 
environmental public health hazards to protect the community, (3) Inform and educate about public 
health issues and function, (4) Engage with the community to identify and address health problems, (5) 
Develop public health policies and plans,  (6)Enforce Public Health Laws,  (7) Promote strategies to 
improve access to health care services (8) Maintain a competent public health workforce,  (9) Evaluate 
and continuously improve health department processes, programs and interventions,  (10) Contribute to 
and apply the evidence base of public health,  (11) Maintain administrative and management capacity, 
(12) Maintain capacity to engage the public health governing entity. West Allis Public Health 
Department is the first WI LHD to receive this accreditation. 


Purchased Service 
Provider 


A purchased service provider is an individual or entity that performs a service on a contractual or 
reassignment basis. 
Examples of services include the following:  
• Processing a laboratory specimen 
• Grinding eyeglass lenses to the specifications of the referring provider 
• Performing diagnostic testing services (excluding clinical laboratory testing) subject to Medicare's 
anti-markup rule 
In the case where a substitute provider is used, that individual is not considered a purchased service 
provider. 


Reasonable and 
Customary 
See also Allowed 
Amount 


The average fee charged by a particular type of health care practitioner within a geographic area. The 
term is often used by medical plans as the amount of money they will approve for a specific test or 
procedure. If the fees are higher than the approved amount, the individual receiving the service is 
responsible for paying the difference. Sometimes, however, if an individual questions his or her 
physician about the fee, the provider will reduce the charge to the amount that the insurance company 
has defined as reasonable and customary. 


Referring 
physician 


The referring provider is the individual who directed the patient for care to the provider that rendered 
the services being submitted on the claim form.  
Examples include, but are not limited to the following:  
•A primary care provider referring to a specialist  
•An orthodontist referring to an oral and maxillofacial surgeon  
•A physician referring to a physical therapist  
•A provider referring to a home health agency  


Registry for 
Effectively 
Communicating 
Immunization 
Needs (RECIN) 
 
formerly: Regional 
Early Childhood 
Immunization 


An immunization registry that is accessible to immunization providers (public and private), schools and 
daycares throughout Wisconsin. RECIN allows providers to track immunizations across the lifespan of 
their patients.  RECIN provides an accurate, up-to-date record of all vaccinations a patient has received.  
The Marshfield Clinic deployed RECIN in 1994, to assist immunization providers in central and 
northern Wisconsin to meet the Healthy People 2000 goal – 90 percent of children with immunizations 
up-to-date by age two.  It serves a 23-county area. 
 
Approximately 10 health departments submit data to RECIN, which is then submitted to the Wisconsin 
Immunization Registry (WIR). 
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Registry 


Rendering 
Provider 


The rendering provider is the individual who provided the care to the patient. In the case where a 
substitute provider was used, that individual is considered the rendering provider.  An individual such 
as a lab technician or radiology technician who performs services in a support role is not considered a 
rendering provider. 


Rural Health Clinic 
(RHC) 


An RHC is a clinic located in a Health Professional Shortage Area, a Medically Underserved Area, or a 
Governor-Designated Shortage Area. RHCs are required to be staffed by physician assistants, nurse 
practitioners, or certified nurse midwives at least half of the time that the clinic is open. 


Section 317 Funds Discretionary federal grant funds to 64 state and local grantees provided through an annual federal 
appropriation. Section 317 funds provide a safety net to provide vaccines to underinsured children and 
adolescents not served by the VFC program, and, as funding permits, provide vaccines to uninsured and 
underinsured adults. Grantees prioritize their Section 317 funds to meet the needs of their priority 
populations using public or private vaccination settings. Under the Section 317 program, states and 
grantees have broad discretion as to which ages, life stages, high-risk groups, or diseases will be 
targeted. Although the VFC program is the primary source of federal vaccine purchase funding for 
pediatric and adolescent vaccines, the vast majority of operations support for state immunization 
programs comes from the Section 317 immunization grant funds. 


Self-Insured Plan Type of plan usually present in larger companies where the employer itself collects premiums from 
enrollees and takes on the responsibility of paying employees’ and dependents’ medical claims. These 
employers can contract for insurance services such as enrollment, claims processing, and provider 
networks with a third party administrator, or they can be self-administered. 


State Funds State-contributed funds used to purchase vaccine for children who are not VFC-eligible or to support 
program operations. 


State Vaccine-
eligible Child 


Child who is eligible to receive vaccine that was purchased with 317/state funds, usually off the federal 
CDC contract. 


Supervising 
Provider 


The supervising provider is the individual who provided oversight of the rendering provider and the 
services listed on the CMS-1500 paper claim form.  An example would be the supervision of a resident 
physician. 


TRICARE and 
TRICARE for Life 


Tricare is the health care program for active duty and retired uniformed services members and their families. 
 
Tricare for Life is expanded medical coverage available to Medicare-eligible uniformed services retirees age 
65 or older, their eligible family members and survivors, and certain former spouses.  Medicare is generally 
primary to TRICARE. However, if a patient receives services from a military hospital or other federal 
provider, TRICARE will pay because Medicare will not pay for services received from a federal 
provider or other federal agency. 
 


Uncompensated 
Care 


Health care or services provided by hospitals or health care providers that don't get reimbursed.  Often 
uncompensated care arises when people don't have insurance and cannot afford to pay the cost of care. 


Underinsured 
Child 


A child who has insurance, but the coverage does not include vaccines, a child whose insurance covers 
only selected vaccines or a child whose insurance caps vaccine coverage at a certain amount. Once that 
coverage amount is reached, the child is categorized as underinsured. Underinsured children are eligible 
to receive VFC vaccine only through a Federally Qualified Health Center or Rural Health Clinic. In 
Wisconsin, underinsured children are also eligible to receive state-supplied vaccine at local health 
departments.  


Uninsured Child A child who has no health insurance coverage. 
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Universal Provider 
Datasource (UPD)  


The CAQH Universal Provider Datasource (UPD) allows registered physicians and other health 
professionals in all 50 states and the District of Columbia to enter their information free of charge into a 
single, uniform online application that meets the data needs of health plans, hospitals and other 
healthcare organizations. Approximately 7,000 new providers begin using the service each month. The 
provider data-collection service streamlines the initial application and re-credentialing processes, 
reduces provider administrative burdens and costs, and offers health plans and networks real-time 
access to reliable provider information for claims processing, quality assurance and member services, 
such as directories and referrals. UPD is supported by the American Medical Association, the American 
Academy of Family Physicians; the American College of Physicians, the Medical Group Management 
Association; America’s Health Insurance Plans, the American Health Information Management 
Association, and other provider organizations. Indiana, Kansas, Kentucky, Louisiana, Maryland, 
Missouri, New Jersey, New Mexico, Ohio, Rhode Island, Tennessee, Vermont and the District of 
Columbia have adopted the CAQH Standard Provider Application as their mandated or designated 
provider credentialing form. The UPD form meets all related URAC, National Committee on Quality 
Assurance and the Joint Commission on Accreditation of Healthcare Operations standards. 


URAC Formerly known as the Utilization Review Accreditation Commission, is a nonprofit organization 
promoting healthcare quality by accrediting healthcare organizations.  URAC accredits many types of 
health care organizations, depending on the functions they carry out.  There are a number of different 
accreditation programs, some that review the entire organization, such as the health plan standards, and 
some that focus on quality within a single functional area in an organization, e.g. case management or 
credentialing. Any organization that meets the standards, including hospitals, HMOs, PPOs, TPAs and 
provider groups can seek accreditation. 
 


Usual, Reasonable 
and Customary 
(UCR) 
Also known as 
Allowed Amount 


An amount customarily charged for or covered for similar services and supplies which are medically 
necessary, recommended by a doctor, or required for treatment. 


Vaccine Funding 
Source 


How grantees use the three (VFC, 317, and state/local) funding sources to purchase vaccines. 
· VFC funds: Federal entitlement funds used to purchase vaccines for administration to VFC-eligible 
children;  
· 317 funds: Federal discretionary funds that can be used to purchase vaccine for non-VFC eligible 
populations;  
· State funds: State contributed funds used to purchase vaccines for individuals who are not VFC-
eligible. 


Vaccine Purchase 
Policy 
Also known as 
Vaccine Supply 
Policy 


Policy that determines what vaccines a grantee will purchase, what funding sources will be used and 
what populations will be eligible to receive the vaccine. 


Veterans Health 
Administration 


VA operates the nation's largest integrated health care system, with more than 1,700 hospitals, clinics, 
community living centers, domiciliaries, readjustment counseling centers, and other facilities. 
 
Veterans with private health insurance may choose to use these sources of coverage as a supplement to 
their VA benefits. It is important to note that VA health care is NOT considered a health insurance plan. 
 
By law, VA is obligated to bill health insurance carriers for services provided to treat a Veteran’s non-
service-connected conditions. Veterans are asked to cooperate by disclosing all relevant health 
insurance information. Eligible Veterans are not responsible for payment of VA medical services billed 
to their health insurance company that are not paid by their insurance carrier. 



http://en.wikipedia.org/wiki/Healthcare
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VFC Funds The Office of Management and Budget approves funding for the VFC program. Funding is through the 
Centers for Medicare and Medicaid Services to the CDC with awards made to 61 eligible grantees. 
Funding is used to purchase vaccines only for VFC-eligible children. Grantees receive VFC funding to 
support VFC-related activities, such as vaccine ordering and VFC/AFIX site visits. 


VFC-eligible Child 
Also known as 
Federally Vaccine-
eligible Child      


Child who is 18 years of age or younger and meets one or more of the following categories:  
is an American Indian or Alaska Native; or 
is eligible/enrolled in Medicaid; or 
has no health insurance; or 
is underinsured (and receives vaccine through a FQHC or RHC; or an LHD in WI).                                                                                                     


Workers' 
Compensation 
(WC) 


Insurance that employers are required to have to cover employees who get sick or injured on the job 


 


Wisconsin Department of Health Services  
Division of Public Health 
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Participating Provider Credentialing Process  
Once a payer has agreed to consider the LHD as a participating provider, the credentialing process begins. This 
process is designed to evaluate required qualifications and verify the provider is legally authorized to provide 
services to the plan’s members.  CMS programs, Medicare and Medicaid, use the term “validation” and 
“revalidation.” There are various standards that may apply to credentialing. 


Key Concepts: 
 


Standards 
NCQA 
URAC 
Medicare Advantage 
WI statute 


Credentialing preparation & process 
Medicare (included revalidation project) 
Medicaid 
Commercial plans 
CAQH plans 


Standards 


National Committee on Quality Assurance (NCQA) 
Homepage:  http://www.ncqa.org 
NCQA has credentialing standards (Appendix 4) that are part of their accreditation process.  Through its 
Healthcare Effectiveness Data and Information Set (HEDIS) tool, it also evaluates health plan activities that 
ensure each doctor is licensed and trained to practice medicine and that the health plan's members are happy 
with their doctors. For example: Does the health plan check whether physicians have had sanctions or lawsuits 
against them? How do health plan members rate their personal doctors or nurses? To evaluate these activities, 
NCQA uses records of doctors' credentials, interviews health plan staff, and grades the results from consumer 
surveys.  In 2013, 22 payers participated in the HEDIS survey, which included provider evaluation (Appendix 
5). 


URAC (formerly called Utilization Review Accreditation Commission) 
Homepage:  http://www.urac.org 
URAC is the largest accrediting body for health care.  Originally it accredited only utilization review 
organizations, but today any organization that meets the standards, including hospitals, HMOs, PPOs, TPAs and 
provider groups can seek accreditation.  URAC standards are recognized by the following to satisfy applicable 
requirements: 


CMS  Medicare Advantage Health Plan Deeming Accreditation 
OPM/FEHP All URAC Accreditation Programs 
TRICARE Health Network Accreditation 
States1  26 states including Wisconsin Medicaid 


 
 


                                                           
1  https://www.urac.org/policyMakers/resources/State%20URAC%20Health%20Plan%20Recognitions.pdf  



http://www.ncqa.org/

http://www.urac.org/

https://www.urac.org/policyMakers/resources/State%20URAC%20Health%20Plan%20Recognitions.pdf
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URAC has several credentialing standards that apply to various accreditation programs. 
Figure 1 lists these standards.  See Appendix 6 for a full description. 


 
Figure 1 - URAC Credentialing Standards 


Medicare Advantage Plans – 42 CFR 422.204 
Provider selection and credentialing:  It is the responsibility of the MA organization to ensure through 
written arrangements that all applicable laws, regulations, and other instructions are followed.  


(a) General rule. An MA organization must have written policies and procedures for the selection and evaluation of 
providers. These policies must conform with the credential and recredentialing requirements set forth in paragraph (b) of 
this section and with the antidiscrimination provisions set forth in § 422.205.  
(b) Basic requirements. An MA organization must follow a documented process with respect to providers and suppliers 
who have signed contracts or participation agreements that—  


(1) For providers (other than physicians and other health care professionals) requires determination, and 
redetermination at specified intervals, that each provider is—  


(i) Licensed to operate in the State, and in compliance with any other applicable State or Federal requirements; 
and  
(ii) Reviewed and approved by an accrediting body, or meets the standards established by the organization 
itself;  


(2) For physicians and other health care professionals, including members of physician groups, covers—  
(i) Initial credentialing that includes written application, verification of licensure or certification from primary 
sources, disciplinary status, eligibility for payment under Medicare, and site visits as appropriate. The 
application must be signed and dated and include an attestation by the applicant of the correctness and 
completeness of the application and other information submitted in support of the application;  
(ii) Recredentialing at least every 3 years that updates information obtained during initial credentialing, 
considers performance indicators such as those collected through quality improvement programs, utilization 
management systems, handling of grievances and appeals, enrollee satisfaction surveys, and other plan 
activities, and that includes an attestation of the correctness and completeness of the new information; and  
(iii) A process for consulting with contracting health care professionals with respect to criteria for credentialing 
and recredentialing.  


(3) Specifies that basic benefits must be provided through, or payments must be made to, providers and suppliers 
that meet applicable requirements of title XVIII and part A of title XI of the Act. In the case of providers meeting 
the definition of “provider of services” in section 1861(u) of the Act, basic benefits may only be provided through 
these providers if they have a provider agreement with CMS permitting them to provide services under original 
Medicare.  
(4) Ensures compliance with the requirements at § 422.752(a)(8) that prohibit employment or contracts with 
individuals (or with an entity that employs or contracts with such an individual) excluded from participation under 
Medicare and with the requirements at § 422.220 regarding physicians and practitioners who opt out of Medicare.  



http://www.law.cornell.edu/cfr/text/42/422.205

http://www.law.cornell.edu/cfr/text/42/422.752#a_8

http://www.law.cornell.edu/cfr/text/42/422.220
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WI Statute – Chapter 609 (Defined Networks) 
Several items in Wisconsin Statutes address participation by a provider in a network, including the need for 
credentialing or the selection and evaluation of providers. 


609.01 
(3m) "Participating" means, with respect to a physician or other provider, under contract with a defined network 


plan, preferred provider plan, or limited service health organization to provide health care services, items or supplies to 
enrollees of the defined network plan, preferred provider plan, or limited service health organization.  


609.32 
(2) SELECTION AND EVALUATION OF PROVIDERS.  
 A defined network plan shall develop a process for selecting participating providers, including written policies and 


procedures that the plan uses for review and approval of providers. After consulting with appropriately qualified 
providers, the plan shall establish minimum professional requirements for its participating providers. The process for 
selection shall include verification of a provider's license or certificate, including the history of any suspensions or 
revocations, and the history of any liability claims made against the provider.  


 A defined network plan shall establish in writing a formal, ongoing process for reevaluating each participating 
provider within a specified number of years after the provider's initial acceptance for participation. The reevaluation shall 
include all of the following:  


 1. Updating the previous review criteria.  
 2. Assessing the provider's performance on the basis of such criteria as enrollee clinical outcomes, number of 


complaints and malpractice actions.  
  A defined network plan may not require a participating provider to provide services that are outside the scope of his 


or her license or certificate.  
 


Preparation 
 
A payer will not begin the credentialing process until the formal application and all supporting documentation 
has been received.  Having a checklist can help when pursuing multiple agreements.  The Alabama Billing 
Project created a simple form (Figure 2) based on the requirements of their payers. 


 


 
Figure 2 - Alabama Billing Project Credentialing Checklist 



https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(a)

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(a)

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(b)

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(b)

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(b)1.

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(b)2.

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(c)

https://docs.legis.wisconsin.gov/document/statutes/609.32(2)(c)
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Not all provider types are credentialed by all payers.  Each has their own standards, policies and 
procedures.  For instance, Network Health Plan (NHP), Menasha, WI, only credentials the following 
that would be relevant to immunizations: 


 
• Doctor of Medicine, (M.D.) 
• Doctor of Osteopathic Medicine (D.O.) 
• Nurse practitioners (NP) 
• Physician’s Assistants (PA) 
• Advance Practice Nurse Prescriber (APNP) 


 
Some payers may credential LHDs as a total entity, instead of individual providers. This is the best 
scenario because there is less paperwork and maintenance. 


 


Process 


Medicare 
The credentialing process can be lengthy because much of the information must be verified and be reviewed by 
a committee or panel of physicians.  Average timelines for a Medicare application are as follows: 


Initial Enrollments and Reactivations 
Paper Applications: 60 – 180 calendar days from receipt 
Paper Applications IDTF: 90 – 180 calendar days from receipt 
Internet-based (Web) PECOS Applications: 45 – 90 calendar days from receipt 


Reassignments/Change Requests 
Paper Applications: 60 – 120 calendar days from receipt 
Internet-based (Web) PECOS Applications: 45 – 90 calendar days from receipt 
 


*Processing times will vary contingent upon the number of development requests. 


There are three (3) ways find the status of your application in PECOS: 


1) Check the Ordering and Referring Report on the CMS website found in the "Downloads" Section 
at http://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/MedicareOrderingandReferring.html. If you are listed on 
that report, you have a current enrollment record in PECOS. 


2) Use Internet-based PECOS to locate your PECOS enrollment record.  For Internet-based PECOS, 
visit https://pecos.cms.hhs.gov/pecos/login.do on the CMS website.  If a record is displayed, you 
have a current enrollment record in PECOS. 
Note: An approved Security Consent Form is required in order for an organization’s existing 
Medicare data to display in Internet-based PECOS.  For more information on the Security Consent 
Form please refer to “The Basics of Internet-based Provider Enrollment, Chain and Ownership 
System (PECOS) for Provider and Supplier Organizations” at http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads//MedEnroll_PECOS_ProviderSup_FactSheet_ICN903767.pdf on 
the Centers for Medicare & Medicaid Services (CMS) website. 


3) Contact your designated Medicare enrollment contractor and ask if you have an enrollment record in 
PECOS. A list of Medicare enrollment contractors and their contact information can be found 



http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/MedicareOrderingandReferring.html

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/MedicareOrderingandReferring.html

https://pecos.cms.hhs.gov/pecos/login.do

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedEnroll_PECOS_ProviderSup_FactSheet_ICN903767.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedEnroll_PECOS_ProviderSup_FactSheet_ICN903767.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/MedEnroll_PECOS_ProviderSup_FactSheet_ICN903767.pdf
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at http://www.cms.gov/Medicare/Provider-Enrollment-and-
Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf 


 


Medicare Revalidation Project 
Providers and suppliers are required to revalidate their information every five years, while certain 
suppliers, including physicians who furnish durable medical equipment (DME), are required to revalidate 
their information every three years.   


 
CMS is currently undertaking an "off-cycle" revalidation process now for all providers, meaning a 
revalidation request could happen sooner than five years.  This project is an effort by CMS, mandated by 
Section 6401(a) of the Affordable Care Act, to verify all information on file for existing Medicare providers, 
and to ensure they meet all standards associated with the new screening criteria.  Approximately 1.5 million 
providers and suppliers must be revalidated by March 25, 2015.  Providers and suppliers should take action 
to revalidate their enrollment when requested to do so by their Medicare Administrative Contractor via a 
letter. 


 
Sample of the letter can be found in Appendix 7. 


Medicaid 
Wisconsin Medicaid allows providers to track their enrollment application through the Portal. Providers will 
receive an Application Tracking Number (ATN) upon submission. After providers submit their enrollment 
application to ForwardHealth, they can check on the status of an enrollment application through the Portal 
by:  


1) From the ForwardHealth Home Page (https://www.forwardhealth.wi.gov/WIPortal/Default.aspx) click 
on the Provider icon (Figure 3);  


 
Figure 3 - Forward Health (Medicaid) home page 


 


2) On the right side of the Provide Page is a Quick Links box 
3) Click on “Enrollment Tracking Search” (Figure 4) 



http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf

http://www.cms.gov/Medicare/Provider-Enrollment-and-Certification/MedicareProviderSupEnroll/Downloads/contact_list.pdf

https://www.forwardhealth.wi.gov/WIPortal/Default.aspx
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Figure 4 - Medicaid Provider Enrollment Tracking Search 


 


4) Enter the ATN (Figure 5) received when the enrollment was submitted. 


 
Figure 5 - Application Tracking Number entry screen 


 


5) Providers will receive current information on their application, such as whether it is being processed 
or has been returned for more information. Providers may still call Provider Services to check on the 
status of their application but are encouraged to use the Portal. 


Medicaid Effective Date Determination 
The initial effective date of a provider’s enrollment will be based on the date ForwardHealth receives the 
complete and accurate enrollment application materials. The date the applicant submits his or her online 
provider enrollment application to ForwardHealth is the earliest effective date possible, and will be the 
effective date if both of the following are true:  
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• The applicant meets all applicable screening requirements, licensure, certification, 
authorization, or other credential requirements as a prerequisite for Wisconsin Medicaid 
enrollment on the date of submission.  


• Supplemental documents required by ForwardHealth that were not uploaded as part of the 
enrollment process are received by ForwardHealth within 30 calendar days of the date the 
enrollment application was submitted. To avoid a delay of your certification effective date, 
uploading documents during the enrollment process is encouraged.  
 


If ForwardHealth receives any applicable supplemental documents more than 30 calendar days after the 
provider submitted the enrollment application the provider's effective date will be the date all 
supplemental documents were received by ForwardHealth. 


Medicaid Revalidation  
All enrolled providers are required to revalidate their enrollment information every three years to 
continue their participation with Wisconsin Medicaid. Revalidation was formally known as 
recertification. 
Note:  Providers should note that the Centers for Medicare and Medicaid Services require revalidation at 
least every five years. However, Wisconsin Medicaid will continue to revalidate providers every three 
years.  


Commercial Payers 
Assuming you have submitted exactly what the payer has asked for (as stated in Section 1, most of the 
requested data is contained in a professional providers curriculum vitae – see Appendix 8), it can take 
anywhere from 60 days to several months to achieve participating status.  The basic flow of your 
applications is as follows: 
1) Verification of application details is the first task. 


a) Primary Source Verification is accomplished by contacting the source of a credential or license 
directly. In the case of physician, this includes getting verification directly from their medical 
school, residency program, state medical license board, etc. Verification is done by mail, fax, 
telephone, or electronically in order to make sure there was no interference in the communication 
by an outside party. There are some standard items that are subject to primary source 
verification: 
i) Previous education, training and board certification (as applicable) 
ii) Professional state appropriate licensure 
iii) State appropriate registered DEA certificate or verification of state appropriate registered 


DEA via National Technical Information Service (NTIS) query or CDS via copy of current 
certificate (as applicable) 


iv) Sanctions by Medicare or Medicaid via the National Practitioner Data Bank (NPDB) query 
v) Sanctions or disciplinary actions on licensure via state appropriate licensing board and the 


NPDB query  
vi) History of malpractice claims or denial of professional liability  
vii) Current, adequate malpractice insurance per health plan policy and contract specifications 


via completed provider application or copy of malpractice face sheet 
viii) Gaps in work history greater than six months identified through review of application 


and/or CV 
b) Secondary Source Verification is documented verification of a credential through obtaining a 


verification report from an entity listed below as acceptable on the basis of that entity having 
performed the primary source verification. Information received from any of these sources must 
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meet the same transmission and documentation requirements as outlined above for primary 
sources: 


• American Medical Association Physician Master Profile 
• Association of American Medical Colleges 
• American Association of Colleges of Nursing 
• American Academy of Physician Assistants 
• Accreditation Council for Graduate Medical Education 
• Federation of State Medical Boards 
• American Osteopathic Association 
• American Board of Medical Specialties 
• American Osteopathic Information Association 
• American Nurses Credentialing Center 
• Educational Commission for Foreign Medical Graduates 
• National Commission on Certification of Physician Assistants 


c) Again, the timeline for verification differs with each organization, but the following apply to 
those plans that are accredited: 
i) NCQA standards allow 180 days for license, malpractice history, Medicare/Medicaid 


sanctions, license sanctions, board certification and no limit for DEA/CDS or 
education/training 


ii) URAC is 6 months for verifications for license (including sanctions), board certification 
and 180 days for application/attestation 


iii) Neither have time limits for DEA/CDS or education/training verification. 
2) The next step is application review.  The file is assembled in an order dictated by policy.  Some 


plans will have their medical director review the file initially and he/she may also have the authority 
to make an approval in certain circumstances.  The medical director might just comment and pass on 
to the credentialing committee. 


3) Files are then submitted to the credentialing committee. This peer-review process is designed to 
“verify the professional qualifications of all participating providers and facilities that provide 
services to consumers, with the senior clinical staff person overseeing the clinical portion of the 
program. The credentialing program has a committee consisting of at least one practicing provider 
who has no other role in the organization. The committee provides, among other things, guidance to 
the organization on credentialing matters and votes on applications for participation status2.” The 
following (Figure 6) is an example of Security Health Plan of WI’s definition of their credentialing 
committee make-up and mission. 


 


                                                           
2 URAC definition 



http://www.ecfmg.org/cvs/index.html

http://www.nccpa.net/
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Figure 6 - Security Health Plan of WI Credentialing Committee definition 


 
4) If approved by the credentialing committee, you will be notified of the decision.  While each payer 


has their own requirements, the NCQA standard for initial credentialing notification is 60 calendar 
days and URAC’s standard is 10 calendar days. 


5) If the application is denied, the notification should include the appeal process.  Plan must offer a 
formal appeal process when taking any actions for quality reasons.  At a minimum, the notice should 
meet the requirements of the Health Care Quality Improvement Act (HCQIA) of 1986 Notice of 
Proposed Action. This notice must state: 
a) that a professional review action has been proposed to be taken against the physician; 
b) the reasons for the proposed action; 
c) the physician has a right to request a hearing; 
d) any time limits to request a hearing (not less than 30 days); and 
e) a summary of the physician’s hearing rights that comply with HCQIA. [42 U.S.C. Section 


11112(b) (1)]. 
6) Also included would be any applicable state requirements and should state the objective evidence 


and consideration of patient care in the decision.  
7) Recredentialing is required, by most payers, every 3 years (which is also the standard of both URAC 


and NCQA).  
a) Recredentialing is similar to initial credentialing, but with less required documents and 


verification.  Care Wisconsin (Figure 7) and Unity Health Plans (Figure 8) both send the 
provider a recredentialing application when it is time for the provider to be recredentialed.  Note 
that Unity uses an outsourced credentialing organization, Rural Wisconsin Health Cooperative 
(RWHC), to handle their applications. 
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Figure 7 – Care Wisconsin Health Plan Recredentialing 


 
Figure 8 - Unity Health Plan Recredentialing 


 


CAQH Affiliated Payers 
Several WI payers use the CAQH Universal Provider Datasource (UPD) as a repository for credentialing and 
re-credentialing documentation.  This allows you to enter the data once, under a unique ID number, and then 
simply give that number to other payers who also use the UPD so they can access the data without you having 
to re-submit.  UnitedHealthcare (Figure 9) is one of these providers.   


 
Figure 9 - UnitedHealthcare CAQH directive 


If you have attested to all of the data in the Universal Provider DataSource (Figure 10) on the regular interval 
required by CAQH, you do not need to do anything.  The payer simply pulls your information from CAQH to 
review for updates and changes.  To re-attest3: 


                                                           
3 CAQH UPD https://upd.caqh.org/pmm/ 



https://upd.caqh.org/pmm/
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Figure 10 - CAQH UPD Re-Attest page 


1. Log in to the Universal Provider Datasource.  
2. If you have updates to make to your data, select the Answer tab and use the –Go to Specific Sections 


dropdown box to select the section where the data needs to be corrected. When you scroll down and 
click on the section, that page will be displayed.  


3. Make the corrections to the page. Be sure to click NEXT or AUDIT to save your changes.  
4. If other sections need to be changed, repeat the above process. When all changes have been made and 


you have clicked NEXT or AUDIT the final time, click on the Audit tab and follow the three steps to 
review and attest to your information.  


5. If your data has not changed since your last attestation, click on the Re-Attest bubble on the Start Page. 
Follow the three steps to review and attest to your information.  


6. In either case, please review your supporting documents.  
7. On the Attachments page, scroll down and review the Supporting Documents Received. Click on the 


link for each document that is renewable to ensure the current document is posted. If it is, you are done.  
8. If not, you will need to update the appropriate section in the application (i.e., if you have an updated 


state license, be sure to update the issue and/or expiration date fields) and re-attest to your changes. And, 
you will need to print the Fax Cover Sheet and send in a copy of the updated supporting document.  


 
Once you are credentialed, you will move to the next step which is “Contracting.” Contracting is the point that 
you receive a provider agreement to execute [see Section 3 - Participating Provider Agreements – the 
Agreement].  You can review the contract and attempt to negotiate favorable language and reimbursement 
before signing.  When you sign and submit your contract, the carrier representative does the same and then 
sends you a “Welcome to the network” letter.  Expect this process to take 30 – 60 days. 
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Participating Provider Agreements  
 
The final stage of becoming a participating provider with any payer, private or public is the agreement itself.   


 
Key Concepts: 


Agreement types 
Contract 
Memorandum of Understanding 


Contract clauses 
Medical necessity/policy 
Prompt payment 
Hold harmless 
Liability insurance 
Timely filing 
Coding edits 
Reimbursement 
Coordination of Benefits (COB) 
Renewal 
Miscellaneous 


Directory publication 
Own use concept 
Silent PPO concept 


 
There are two basic types of agreements used by Wisconsin health insurers, contracts or Memorandums of 
Understanding (MOU). 
 
Contract 
Under Wisconsin contract law1, legally binding contracts, whether oral or written, require three basic 
components: 


• offer (one party offers to provide something of value to another); 
• acceptance (the offer is accepted by the other party); and 
• consideration (something of value exchanged that is mutually provided by both parties). 


 
For example, an agreement whereby a party agrees to pay you $1,000, without receiving anything in exchange, 
is by definition not a contract.  Wisconsin contracts all come with an implied duty of "good faith and fair 
dealing" on the part of both parties to the contract.  In other words, once an agreement has been reached, both 
parties have an obligation to make reasonable efforts to fulfill their respective obligations, and to avoid taking 
actions that would hinder the performance of the contract.  Parties to contracts have the right to enforce them in 
courts of law. 


 
Memorandum of Understanding 
Contracts and MOUs2 are alternative document forms; each is best suited for different situations.  The purpose 
of a contract is to document each party’s obligations and responsibilities, while also minimizing each party’s 
risks during the performance of the agreement and providing for dispute resolution and laying out remedies if 
either party doesn’t perform. A memorandum of understanding (see Appendix 9) plays a similar role in that an 
                                                           
1   http://ezinearticles.com/?Wisconsin-Contract-Law---What-Makes-a-Legally-Binding-Contract?&id=3373178  
2  http://benflavinlaw.com/law-blog/is-a-memorandum-of-understanding-a-contract/  



http://ezinearticles.com/?Wisconsin-Contract-Law---What-Makes-a-Legally-Binding-Contract?&id=3373178

http://benflavinlaw.com/law-blog/is-a-memorandum-of-understanding-a-contract/
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MOU prevents misunderstandings and disputes by clarifying the expectations of the partners, but doesn’t 
normally offer either party any protections. 


A contract is almost always legally binding on the parties who sign it, while an MOU may or may not be legally 
binding.  Usually, parties choose an MOU specifically when they do not want to be legally bound.  Whether or 
not an MOU is legally binding depends on the language used in the document—if it contains many of the 
clauses that are present in standard contracts, it will most likely be considered enforceable by a court. Also, it is 
possible for certain provisions of an MOU to be legally binding, while others are not. This may be the case 
concerning a confidentiality or non-disclosure clause, which might contain language making it specifically 
legally binding. 


Contract Clauses 
Whichever agreement document is used, there are specific items that should be considered for inclusion in a 
health insurance agreement. See Appendix 10 for an example of a standard contract format. Discussed below 
are items that should be carefully considered in a contract between an LHD and a commercial payer.  Medicare 
and Medicaid don’t generally allow for negotiations of contract terms. 


Medical Necessity/Medical Policy 
In all cases, the overriding decision of whether a service will be reimbursed depends on whether or not it is 
considered “medically necessary” according to the payer.  Even services listed on fee schedules can be denied 
for this reason. This definition should be reviewed carefully.  It is not always contained within the provider 
contract, as it may instead be part of the individual benefit plan, allowing it to vary from plan to plan. It can be a 
simple statement without definition to a very complex set of criteria. 


 
Payers also have medical policies that serve to define medical necessity of specific procedures.  Again, these 
may not be part of the provider contract, so you should ask if there are any policies that affect your services 
(e.g., immunizations or a particular vaccine), before you sign the contract. 


Commercial 
Every payer has their own definition of medical necessity and how they develop medical policies on 
specific services.  Figures 1 and Figure 2 are examples: 


Medical Policy Criteria 


 
Figure 1 - Arise Medical Policy Criteria 
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Medical Necessity definition from typical member policy: 


 
Figure 2 - Example of Medically Necessary Definition 


Medicare 
Medicare defines medical necessity as services that: 


• Are proper and needed for the diagnosis or treatment of the beneficiary’s medical condition;  
• Are furnished for the diagnosis, direct care, and treatment of the beneficiary’s medical condition;  
• Meet the standards of good medical practice; and  
• Are not mainly for the convenience of the beneficiary, provider, or supplier. 


Medicaid 
To determine if a requested service is medically necessary, ForwardHealth consultants obtain direction 
and/or guidance from multiple resources including: 


• Federal and state statutes.  
• Wisconsin Administrative Code.  
• Prior Authorizations guidelines set forth by the DHS.  
• Standards of practice.  
• Professional knowledge.  
• Scientific literature.  


Wisconsin Administrative Code DHS 101.03 
(96m) "Medically necessary" means a medical assistance service under ch. DHS 107 that is:  
  Required to prevent, identify or treat a recipient's illness, injury or disability; and   Meets the following standards:  
1. Is consistent with the recipient's symptoms or with prevention, diagnosis or treatment of the recipient's illness, injury 


or disability;  
2. Is provided consistent with standards of acceptable quality of care applicable to the type of service, the type of 


provider and the setting in which the service is provided; 
3. Is appropriate with regard to generally accepted standards of medical practice;  
4. Is not medically contraindicated with regard to the recipient's diagnoses, the recipient's symptoms or other medically 


necessary services being provided to the recipient;  
5. Is of proven medical value or usefulness and, consistent with s. DHS 107.035, is not experimental in nature;  
6. Is not duplicative with respect to other services being provided to the recipient;  
7.  Is not solely for the convenience of the recipient, the recipient's family or a provider;  
8. With respect to prior authorization of a service and to other prospective coverage determinations made by the 


department, is cost-effective compared to an alternative medically necessary service which is reasonably accessible 
to the recipient; and  


9. Is the most appropriate supply or level of service that can safely and effectively be provided to the recipient?  



https://docs.legis.wisconsin.gov/document/administrativecode/ch.%20DHS%20107

https://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(a)

https://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(a)

https://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(b)

http://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(b)5.

http://docs.legis.wisconsin.gov/document/administrativecode/DHS%20107.035

http://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(b)7.

http://docs.legis.wisconsin.gov/document/administrativecode/DHS%20101.03(96m)(b)8.
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Prompt Payment of Claims 
Payers are under statutory obligation in Wisconsin, so there should be no negotiation issues with how 
promptly LHD’s receive reimbursement. 


Commercial/Private Payers 
WI statute 628.46 defines how the timely payment of claims is to be handled. In most cases, payment 
must be made within 30 days or simple interest is automatically added to the claim at the rate of 12 
percent per year. This payment is enforced by the Office of the Commissioner of Insurance (OCI). What 
follows is the initial section of the statute. 


Unless otherwise provided by law, an insurer shall promptly pay every insurance claim. A claim shall be overdue if not 
paid within 30 days after the insurer is furnished written notice of the fact of a covered loss and of the amount of the 
loss. If such written notice is not furnished to the insurer as to the entire claim, any partial amount supported by 
written notice is overdue if not paid within 30 days after such written notice is furnished to the insurer. Any part or all 
of the remainder of the claim that is subsequently supported by written notice is overdue if not paid within 30 days after 
written notice is furnished to the insurer. Any payment shall not be deemed overdue when the insurer has reasonable 
proof to establish that the insurer is not responsible for the payment, notwithstanding that written notice has been 
furnished to the insurer. For the purpose of calculating the extent to which any claim is overdue, payment shall be treated 
as being made on the date a draft or other valid instrument which is equivalent to payment was placed in the U.S. mail in 
a properly addressed, postpaid envelope, or, if not so posted, on the date of delivery. All overdue payments shall bear 
simple interest at the rate of 12% per year.  


Medicare 
Medicare claims are subject to the Medicare Prompt Payment Act Interest Rate3. Interest must be paid 
on clean claims if payment is not made within the applicable number of calendar days (i.e., 30 days) 
after the date of receipt. Interest is paid at the rate used for §3902(a) of Title 31, U.S. Code (relating to 
interest penalties for failure to make prompt payments). The interest rate is determined by the applicable 
rate on the day of payment. This rate is determined by the Treasury Department on a six-month basis, 
effective every January and July 1. 


 
For the period of July 1, 2013, and ending December 31, 2013, the rate of interest applicable for the 
purpose of the cited sections is 1.75 percent.  The updates can be found 
at:  http://www.treasurydirect.gov/govt/rates/tcir/tcir_opdprmt2.htm. 


Medicaid 
Under Medicaid regulations at 42 CFR 447.45(d), there are two prompt pay standards referenced.  The 
administrator of Medicaid claims must pay: 


• 90 percent of clean claims received by the State must be paid within 30 days of receipt. 
• 99 percent of clean claims received by the State must be paid within 90 days of receipt. 


 
In the Wisconsin Contract for BadgerCare Plus and/or Medicaid SSI for HMO Services between an 
HMO and WI DHS, there are similar references found in Article III, Part D, Section 2, for payment of a 
clean claim, defined as “a truthful, complete and accurate claim that does not have to be returned for 
additional information”: 


• 90 percent of clean claims received by the HMO must be paid within 30 days of receipt; 
• 99 percent of clean claims received by the HMO must be paid within 90 days of receipt; 
• 100 percent of clean claims received by the HMO must be paid within 180 days of receipt. 
 


In both cases, there is no interest payment made to the provider of service. Any penalty would be 
paid by the administrator or the HMO to the state. 


                                                           
3  http://www.treasurydirect.gov/govt/rates/tcir/tcir_opdprmt2.htm  



https://docs.legis.wisconsin.gov/document/statutes/628.46(1)

https://docs.legis.wisconsin.gov/document/statutes/628.46(1)

http://www.treasurydirect.gov/govt/rates/tcir/tcir_opdprmt2.htm

http://www.treasurydirect.gov/govt/rates/tcir/tcir_opdprmt2.htm





Section 3 – Participating Provider Agreements 
 


Page 7 of 14 
 


Hold Harmless Provisions 
Both by contract agreement and state statute, when a discounted payment is made to a provider, that amount 
must be considered payment in full, except for any cost-sharing amounts (deductible, coinsurance, 
copayments).  The provider has agreed to not bill the insured for the difference between the submitted 
charge and the allowable charge.  The Wisconsin statute applies to all payers including Medicare 
[609.91(1m)] and Medicaid [609.91 (1p)]. 
 


Wisconsin Statute 
609.91  Restrictions on recovering health care costs.  


  IMMUNITY OF ENROLLEES AND POLICYHOLDERS.  Except as provided in sub. (1m) or (1p), an enrollee or policyholder 
of a health maintenance organization insurer is not liable for health care costs that are incurred on or after January 1, 1990, 
and that are covered under a policy or certificate issued by the health maintenance organization insurer, if any of the 
following applies:  


 The liability is for the portion of health care costs that exceeds the amount that the health maintenance organization 
insurer has agreed, in a contract with the provider of the health care, to pay the provider for that health care.  


 (1m) IMMUNITY OF MEDICAL ASSISTANCE RECIPIENTS. An enrollee, policyholder or insured under a policy issued by 
an insurer to the department of health services under s. 49.45 (2) (b) 2. to provide prepaid health care to medical assistance 
recipients is not liable for health care costs that are covered under the policy.  


  IMMUNITY FOR CERTAIN MEDICARE RECIPIENTS. An enrollee, policyholder, or insured under a policy issued by an 
insurer under Part C of Medicare under 42 USC 1395w-21 to 1395w-28 or Part D of Medicare under 42 USC 1395w-101 
to 1395w-152 to provide prepaid health care, fee-for-service health care, or drug benefits to enrollees of Part C or Part D of 
Medicare is not liable for health care costs that are covered under the policy.  


  PROHIBITED RECOVERY ATTEMPTS. No person may bill, charge, collect a deposit from, seek remuneration or 
compensation from, file or threaten to file with a credit reporting agency or have any recourse against an enrollee, 
policyholder or insured, or any person acting on their behalf, for health care costs for which the enrollee, policyholder or 
insured, or person acting on their behalf, is not liable under sub. (1), (1m), or (1p).  


  DEDUCTIBLES, COPAYMENTS AND PREMIUMS. Subsections (1) to (2) do not affect the liability of an enrollee, 
policyholder or insured for any deductibles, copayments or premiums owed under the policy or certificate issued by the 
health maintenance organization insurer or by the insurer described in sub. (1m) or (1p).  


Liability Insurance 
Health insurance contracts will address liability coverage. In most cases, it is likely LHD coverage is through the 
city or county (Appendix 11). For most insurance companies, their limits are based on a physician’s coverage – 
since that is whom they deal with the most. There is a statutory requirement4, which mandates coverage 
requirement of at least $1 million per occurrence and $3 million in the aggregate per year to be licensed in 
Wisconsin. This is what most insurers in this state will require of whatever policy is covering the LHD. 


Timely Filing 
All insurers have timely filing clauses that define how long a provider has to submit a claim for 
reimbursement. Some include the time period in their contract process and others publish it. 


Commercial 
Payers determine their own filing limits.  (see Appendix 12)  


Medicare 
To be eligible for Medicare reimbursement5, providers must file claims within a qualifying time limit. 
On March 23, 2010, President Obama signed into law the Affordable Care Act (ACA), which amended 
the time for filing Medicare fee-for-service (FFS) claims. Under the new law, providers must file claims 
for services furnished on or after January 1, 2010, within one calendar year of the date of service. 


                                                           
4 WI Statute § 655.23 
5  http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol3/pdf/CFR-2009-title42-vol3-sec424-44.pdf  



https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1m)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1p)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)(d)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)(d)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1m)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1m)

https://docs.legis.wisconsin.gov/document/statutes/2011/49.45(2)(b)2.

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1p)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1p)

https://docs.legis.wisconsin.gov/document/usc/42%20USC%201395w-21

https://docs.legis.wisconsin.gov/document/usc/42%20USC%201395w-28

https://docs.legis.wisconsin.gov/document/usc/42%20USC%201395w-101

https://docs.legis.wisconsin.gov/document/usc/42%20USC%201395w-152

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(2)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(2)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1m)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1p)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(3)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(3)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(2)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1m)

https://docs.legis.wisconsin.gov/document/statutes/2011/609.91(1p)

http://www.gpo.gov/fdsys/pkg/CFR-2009-title42-vol3/pdf/CFR-2009-title42-vol3-sec424-44.pdf





Section 3 – Participating Provider Agreements 
 


Page 8 of 14 
 


Medicaid 
While ForwardHealth recommends that providers submit claims at least on a monthly basis, the 
following are the time limits posted on the website under Topic 547, Submission Deadline: 


• Standard Claims - This deadline applies to claims, corrected claims, and adjustments to claims. 
• Crossover Claims - Medicare, claims and adjustment requests for coinsurance, copayment, and 


deductible must be received within 365 days of the DOS or within 90 days of the Medicare 
processing date, whichever is later. This deadline applies to all claims, corrected claims, and 
adjustments to claims. 


Coding Edits 
CMS developed the National Correct Coding Initiative (NCCI or CCI) to promote national correct coding 
methodologies and to control improper coding leading to inappropriate payment in Part B claims. The CMS 
developed its coding policies based on coding conventions defined in the American Medical Association's 
CPT Manual, national and local policies and edits, coding guidelines developed by national societies, 
analysis of standard medical and surgical practices, and a review of current coding practices. The CMS 
annually updates the National Correct Coding Initiative Coding Policy Manual for Medicare Services 
(Coding Policy Manual). The current manual states the following regarding immunizations: 


 
Chapter XI - Medicine, Evaluation and Management Services (CPT Codes 90000 - 99999) 
12. Administration of influenza virus vaccine, pneumococcal vaccine, or hepatitis B vaccine is 
reported with HCPCS codes G0008, G0009, or G0010 respectively. Administration of other 
immunization(s) not excluded by law is reported with CPT codes 90460-90461 or 90471-90474 
depending upon the patient’s age and physician counseling of the patient/family. Based on CPT 
instructions a physician should report administration of all immunizations other than influenza, 
pneumococcal, or hepatitis B vaccines on a single date of service from either of these two code 
ranges and should not report a combination of CPT codes from the two code ranges.  
 
13. Similar to drug and chemotherapy administration CPT codes, CPT code 99211 (evaluation 
and management service, office or other outpatient visit, established patient, level I) is not 
separately reportable with vaccine administration HCPCS/CPT codes 90460-90474, G0008-
G0010. 


 
There are also commercial software applications available that apply the NCCI edits, as well as 
other standard coding rules. 


Commercial 
Commercial insurers tend to use commercial software packages for code editing. When negotiating your 
contract make sure any editing rules they apply are defined and should include the publisher, product, 
edition, and release number of any commercial source (book, file, or software application). Also, ask them 
to explain what specific edits they will be applying to immunization codes. 


Medicare 
Each Medicare carrier has installed set "edits" in their claims processing system to identify and eliminate 
the incorrect billing of medical services. 
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Medicaid 
ForwardHealth is required to implement the NCCI6 in order to monitor all professional claims submitted 
with CPT or HCPCS procedure codes for reimbursement under Wisconsin Medicaid and/or BadgerCare 
Plus.  Compliance is reviewed for the following NCCI edits: 


• Medically Unlikely Edits, or units-of-service detail edits.  
• Procedure-to-procedure detail edits.  


The NCCI editing will occur in addition to/along with current procedure code review and editing 
completed by McKesson ClaimCheck® and in ForwardHealth interChange. (see Topic 11537 on 
ForwardHealth website) 


Reimbursement 
There are many different reimbursement methodologies used in healthcare payments. The most commonly 
used methods are defined below.  In all cases, payment is always the lessor of the billed charge or the 
“allowed charge”. 


Fee for Service (FFS) 
The provider sets a fee (charge) for each service based on either a CPT or HCPCS code. The payer 
processes each service line on the claim and applies any deductible or other copayments prior to paying 
the service. Under this method, patients can pay the provider directly and submit the claim to their 
insurer for reimbursement. This is no longer a standard method since there was no way to cap payments 
as providers raised their fees. 


Discounted Fee-for-Service 
Works the same as FFS, but the payer does not usually pay the billed charge. Instead, a discount is 
taken, often based on a one of the following. 
• Usual customary and reasonable charges (UCR): Calculated as the most common charge for a 


particular medical service when rendered in a particular geographic area.  Based on retrospective 
review of all claims. 


• Customary, prevailing and reasonable (CPR): Payment for a service is limited to the lowest of 
(1) the physician's billed charge for the service, (2) the physician's customary charge for the service 
(75 percent of other providers), or (3) the prevailing charge (lowest) for that service in the 
community—based on retrospective review of all claims.  This was used by Medicare prior to 1997. 


• Medicare Resource-Based Relative Value Scale (RBRVS): Enacted by Congress as part of the 
Omnibus Budget Reconciliation Act of 1989 (OBRA 89).  The calculation is based on objective 
measures of a physician’s work: 
1) Physician Work 


a) Time, technical skill and effort, mental effort and judgment, and stress to provide a service. 
b) 48 percent of total 
c) Updated annually 


2) Practice Expense 
a) Non-physician clinical and nonclinical labor of the practice, as well as expenses for building 


space, equipment, and office supplies. 
b) 48 percent of total 


3) Malpractice Expense 
a) Cost of malpractice insurance premiums. 
b) 4 percent of total 


                                                           
6  National Correct Coding Initiative http://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/NCCI-Coding-Edits.html  



http://www.cms.gov/Medicare/Coding/NationalCorrectCodInitEd/NCCI-Coding-Edits.html
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4) Geographic Practice Cost Indices (GPCI): Geographic Practice Cost Indices account for the 
geographic differences in the cost of practice across the country. CMS calculates an individual 
GPCI for each of the RVU components—physician work, practice expense and malpractice.  
GPCIs are reviewed every three years. 


5) Conversion Factor (CF): The conversion factor converts the relative value units into an actual 
dollar amount. The dollar multiplier (CF) is updated on an annual basis according to a formula 
specified by statute, but CMS has the authority to override it. 


 
Figure 3 - 2013 Sample of Medicare Fee Schedule 


Fee Schedule 
A fee schedule is a predetermined list of fees that the payer allows for payment for each healthcare 
service. The allowable fee represents the average or maximum amount the payer will reimburse 
providers for the service.  Payers generally have limited sets of codes on a fee schedule. For instance, a 
cardiology specialty schedule will have all the cardiology codes along with some general evaluation and 
management (E&M) codes, as opposed to a PCP specialty that would have E&M codes and minor 
procedures done in an office setting.  Any other codes will either fall to a percentage discount or are not 
covered.  This should be clearly defined. 


Capitation 
This method reimburses providers a fixed, per capita amount for a period. “Per capita” means “per head” 
or “per person.” A common phrase in capitated contracts is “per member per month” (PMPM). The 
PMPM is the amount of money paid each month for each individual enrolled in the health insurance 
plan. There can also be outlier services that have been pre-determined to be paid outside of the 
capitation. This method requires patient enrollment with a specific PCP. Example: PCP with 100 
members at $20 PMPM would be paid $2,000 per month in revenue whether they provide complex care 
or just give the patient an immunization. 


Commercial 
Most LHD’s will probably be offered a certain percentage off from billed charges or an RVU based fee 
schedule.  A capitation would not likely be offered because the patient population of an LHD cannot 
easily be defined. 
 


New Vaccines 
Some managed care organizations pay for immunizations on a separate fee schedule. 
Reimbursement should be at least at the level of practice costs.  In situations where the price of the 
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vaccine increases, or a new vaccine is introduced during the contract period, be sure the contract 
addresses how those services will be reimbursed.  


Medicare 
The general formula for calculating Medicare allowed amounts for 2013 (see Figure 3 above) is 
expressed as: 


   Work RVU x Work GPCI 
+ Practice Expense RVU x Practice Expense GPCI 
+ Malpractice RVU x Malpractice GPCI 
= Total RVU 
x Conversion Factor (CY2013 = $34.023) 
= Medicare Payment 


Medicaid 
States may develop their payment rates based on: 
• The costs of providing the service 
• A review of what commercial payers pay in the private market 
• A percentage of what Medicare pays for equivalent services 
Payment rates are often updated based on specific trending factors, such as the Medicare Economic 
Index or a Medicaid-specific trend factor that uses a state-determined inflation adjustment rate. 
 
In Wisconsin, per topic 517 on ForwardHealth, providers are required to indicate their usual and 
customary charge when submitting claims. The usual and customary charge is the provider's charge for 
providing the same service to persons not entitled to the program's benefits. For providers using a sliding 
fee scale, the usual and customary charge is the median of the individual provider's charge for the 
service when provided to non-program patients. For providers who have not established usual and 
customary charges, the charge should be reasonably related to the provider's cost for providing the 
service. 
 
For services requiring a member copayment, providers should still indicate their usual and customary 
charge. The copayment amount collected from the member should not be deducted from the charge 
submitted. When applicable, ForwardHealth automatically deducts the copayment amount. 


Coordination of Benefits (COB) 
Coordination of benefits is a process that guarantees that when there are two similar (e.g., health) policies 
covering one person, the full payment does not exceed the billed charges. While the COB methodology can 
vary from payer to payer and can be very complex, (see Appendix 13). In its simplest form, the primary 
payer reimburses to the limits of the plan’s coverage for a specific benefit, and then the secondary payer 
pays any remaining balance. Medicaid and TRICARE are always considered “payers of last resort” and will 
never be the primary payer. (See Section 6 – Eligibility and Coverage).  


Commercial 
Not all types of insurance plans are coordinated when paying benefits.  The following types of plans 
are usually considered in the COB process: 


• Group and non-group insurance contracts and subscriber contracts;  
• Group-type contracts;  
• Medical care components of long-term care contracts, such as skilled nursing care; 
• Medicare or other governmental benefits, as permitted by law, and 
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• The medical benefits coverage in automobile “no fault” and traditional automobile 
“fault” type contracts. 


 
The following plan types are usually not coordinated with a health plan: 


• Hospital indemnity coverage benefits or other fixed indemnity coverage;  
• Accident only coverage; 
• Specified disease or specified accident coverage; 
• School accident-type plans that cover students for accidents only, including athletic 


injuries, either on a 24-hour basis or on a “to and from school” basis;  
• Benefits provided in long-term care insurance policies for non-medical services;  
• Medicare supplement policies. 


 
If children are covered under both parents’ separate policies, the most common industry standard is 
to apply the Birthday Rule. 


Birthday Rule: According to the National Association of Insurance Commissioners (NAIC), the 
health plan of the parent whose birthday comes first in the calendar year is designated as the 
primary. The year of birth is not a factor. For instance, if your birthday is March 27, 1952, and 
your spouse's is October 31, 1950, your health plan would be considered primary because your 
birthday is first in the calendar year. Exception: If both parents happen to have the same 
birthday, the plan that has covered a parent longer pays first.  


Medicare 
Medicare has developed the following chart to assist in COB with its plan. 


If you have retiree insurance (insurance from 
former employment)…  


Medicare pays first.  


If you’re 65 or older, have group health plan 
coverage based on your or your spouse’s current 
employment, and the employer has 20 or more 
employees…  


Your group health plan pays first.  


If you’re 65 or older, have group health plan 
coverage based on your or your spouse’s current 
employment, and the employer has less than 20 
employees…  


Medicare pays first.  


If you’re under 65 and disabled, have group health 
plan coverage based on you or a family member’s 
current employment, and the employer has 100 or 
more employees…  


Your group health plan pays first.  


If you’re under 65 and disabled, have group health 
plan coverage based on you or a family member’s 
current employment, and the employer has less 
than 100 employees…  


Medicare pays first.  


If you have Medicare because of End-Stage Renal 
Disease (ESRD) (permanent kidney failure 
requiring dialysis or a kidney transplant)…  


Your group health plan will pay first 
for the first 30 months after you 
become eligible to join Medicare. 
Medicare will pay first after this 30-
month period. 
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Medicaid 
49.67, 6) COORDINATION OF BENEFITS.  
 (a) May not exceed benefits under other plan. The benefits covered under the plan under this section may not exceed 
the benefits covered under the health care benefit plan under s. 49.45 (23).  
 (b) Coordination of benefits.  


1.  Benefits under the plan under this section shall not include any charge for care for injury or disease for which benefits 
are payable without regard to fault under coverage statutorily required to be contained in any motor vehicle or other 
liability insurance policy or equivalent self-insurance, for which benefits are payable under a worker's compensation or 
similar law, or for which benefits are payable under another policy of health care coverage, Medicare, or any other 
governmental program, except as otherwise provided by law. If an individual who has coverage under the plan under this 
section also has coverage under the plan under subch. II of ch. 149, benefits under the plan under this section are 
secondary to the benefits provided under the plan under subch. II of ch. 149. 
2.  The department is subrogated to the rights of an individual with coverage under the plan under this section to recover 
special damages for illness or injury to the individual caused by the act of a 3rd person to the extent that benefits are 
provided under the plan.  


Renewal Clause 
The renewal clause should be reviewed to make sure it is specific or if the payer is using the “evergreen 
clause.” This type of clause states that the contract is automatically renewed at the end of the current 
term, unless the contract is terminated. This is not a favorable clause to providers as it precludes any 
ability to re-negotiate terms. 


Miscellaneous 


Directory Publication 
Most payers will want to list their providers in a directory. They will have some sort of marketing clause 
that may read as follows: 


Provider Listings: Plan will list LHD as provider. LHD may/will list Plan in listing of plans in 
which it participates. No other use of LHD name without LHD’s prior written consent. 
Marketing Plan will promote LHD to the same extent it promotes other participating providers.  


 
It is important for the LHD legal counsel to consider two other issues that might be in conflict with such 
a contractual item. 
 
The LHD might avoid both of these issues if it requests that it not be listed in the directory. 
 


Own Use7 
The first is the concept of “own use.” If the LHD purchases vaccine from the Minnesota Multi-state 
Contracting Alliance for Pharmacy (MMCAP), it is subject to the concept of “own use,” which 
essentially means you may not “compete” with other providers who are not able to obtain the same 
discounts on vaccine that a government entity will receive.  MMCAP states the following: 
 
“All items acquired by participating facilities under MMCAP must be purchased for consumption in 
traditional governmental functions and not for the purpose of competing against private enterprise.  
All purchases must comply with the requirements of Portland and Jefferson and the applicable 
MMCAP contract.” 
 
 
 


                                                           
7 http://www.mmd.admin.state.mn.us/MMCAP/background/OwnUse.aspx  



https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(a)

https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(a)

https://docs.legis.wisconsin.gov/document/statutes/49.45(23)

https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(b)

https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(b)

https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(b)1.

https://docs.legis.wisconsin.gov/document/statutes/subch.%20II%20of%20ch.%20149

https://docs.legis.wisconsin.gov/document/statutes/subch.%20II%20of%20ch.%20149

https://docs.legis.wisconsin.gov/document/statutes/subch.%20II%20of%20ch.%20149

https://docs.legis.wisconsin.gov/document/statutes/subch.%20II%20of%20ch.%20149

https://docs.legis.wisconsin.gov/document/statutes/49.67(6)(b)2.

http://www.mmd.admin.state.mn.us/mmcap/background_own_use.htm

http://www.mmd.admin.state.mn.us/mmcap/contracts/MMCAPindex.asp

http://www.mmd.admin.state.mn.us/mmcap/contracts/MMCAPindex.asp

http://www.mmd.admin.state.mn.us/MMCAP/background/OwnUse.aspx
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NCQA 
The second area of potential conflict comes into play if the payer is NCQA accredited.  NCQA only 
requires credentialing if the health plan is “directing” members to see providers (e.g., including a 
provider in the Provider Directory).  If you request the payer not to include your LHD in their 
directory, that issue is resolved.  Payers routinely honor requests to omit providers from directories, 
while still reimbursing those providers as in-network. 


Silent PPO 
A silent PPO describes an arrangement where one organization buys or uses a discounted rate for 
services from a health provider or practitioner without the provider’s authorization. The LHD signs a 
contract giving a discount to certain payers and suddenly additional payers, who were not intended 
recipients of the discount, are discounting their payments. Silent PPOs are not good for the LHD 
because there is no formal agreement with the other entity, and the LHD is not consulted on their 
participation in the other plan. 


It is important to carefully review payer contracts to ensure there are no provisions that allow them to 
transfer or assign benefits to another health plan. Review explanation of benefits (EOB) to identify 
whether unapproved discounts have been taken by non-participating health plans. 


 
Wisconsin Statute 
INS 9.40  Required quality assurance and remedial action plans 
(17)  "Silent provider network" means one or more participating providers that provide services covered under a 
defined network plan where all of the following apply:  


(a) The insurer does not include any incentives or penalties in the defined network plan related to utilization or 
failure to utilize the provider.  
(b) The only direct or indirect compensation arrangement the insurer has with the provider provides for 
compensation that is:  


1. On a fee for service basis and not on a risk sharing basis, including, but not limited to, capitation, 
withholds, global budgets, or target expected expenses or claims;  
2. The compensation arrangement provides for compensation that is not less than 80% of the provider's 
usual fee or charge.  


(c) The insurer, in any arrangement described under par. (b), requires that the reduction in fees will be applied 
with respect to cost sharing portions of expenses incurred under the defined network plan to the extent the 
provider submits the claim directly to the insurer.  
(d) The provider is not directly or indirectly managed, owned, or employed by the insurer.  
(e) The insurer does not disclose, market, advertise, provide a telephone service or number relating to, or 
include in policyholder or enrollee material information relating to, the availability of the compensation 
arrangement described under par. (b), or the names or addresses of the provider or an entity that maintains a 
compensation arrangement described under par. (b), except to the extent required by law in processing of 
explanation of benefits. The insurer may not indirectly cause or permit a prohibited disclosure and may not 
make any such disclosure in the course of utilization review or pre-authorization functions. 


 


Wisconsin Department of Health Services  
Division of Public Health 


 P- 00536-Section3 (Rev 09/13) 
  


 



https://docs.legis.wisconsin.gov/document/administrativecode/Ins%209.01(17)(b)

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%209.01(17)(b)

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%209.01(17)(b)
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Claim Submission 
 
A provider has many decisions to make when submitting a claim to a payer, public or private. 


• What procedure code do I use? 
• Do I need to use a modifier? 
• What diagnosis code do I use? 
• What format should I use – paper or electronic? 


This section will answer those questions and define the current industry standards. 
 


Key Concepts: 
 


Understanding codes 
Procedure codes 


CPT 
HCPCS 


Modifiers 
Diagnosis codes 


ICD-9 
ICD-10 


Place of Service codes 
Billing Formats 


Superbill 
CMS 1500 paper claim 
835 electronic format claim 


Submission formats 
Paper 
Electronic  


Understanding Codes 
Various types of codes are used to define what service was rendered (procedure code), why it was rendered 
(diagnosis code), where it was rendered (place of service code) and if anything affects reimbursement 
(modifier).  These codes are used at the “bottom” of the professional claim form (Figure 1).  Each code type 
will be discussed in detail in this section. Over the years, coding has become key to reimbursement, detecting 
fraud and reporting statistical information used in programs such as the CMS Provider Quality Reporting 
System (PQRS). Coded data is also analyzed to determine health patterns for quality improvement programs.  
Staff responsible for coding are no longer just given a list of codes to use for billing, but must now go through 
stringent examination processes to become certified. 
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Figure 1 - Coding section of CMS 1500 


Procedure Code System 
Procedure codes are used to indicate what service, supply or procedure was rendered to the patient. A single 
procedure code is reported on a service line, in Box 24, field D of the CMS 1500 form (Figure 2). 


 
Figure 2 - Box 24 D on CMS 1500 


 


Procedure codes were traditionally referred to as either CPT codes or HCPCS codes. It may be 
confusing, but the correct terminology for the whole procedure coding system is the “Healthcare 
Common Procedure Coding System” (HCPCS). HIPAA redefined how codes are used so that there is 
now a single standardized code set.  
The HCPCS consists of two levels of codes, with the former Level III having been eliminated. 
 


Level I is comprised of CPT® (Current Procedural Terminology), copyrighted by the American 
Medical Association (AMA). 
 
Level II, commonly referred to as “HCPCS” codes, are five (5) digit, alpha-number codes (a 
letter followed by 4 digits) that define non-physician products, supplies, and procedures not 
included in CPT. 
 
Level III codes, also local codes, were developed by state Medicaid agencies, Medicare 
contractors, and private insurers for use in specific programs and jurisdictions. However, these 
codes were eliminated as a result of HIPAA. Medicare eliminated them from the HCPCS code 
set effective December 31, 2003. 


 
When both CPT and HCPCS code descriptions are virtually identical, the CPT code should be used. If 
they are not (one is generic and the other specific), then the more specific code should be used. An 
example is CPT 99070 – supplies and materials except spectacles.  Because there are many HCPCS 
codes assigned to specific supplies or materials, you should look for a HCPCS code before using 99070. 



http://www.aapc.com/resources/medical-coding/cpt.aspx

http://www.ama-assn.org/

http://www.ama-assn.org/
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Another example is vaccine administration coding. Both HCPCS and CPT have codes for this service; 
however the CPT manual specifically excludes Medicare patients under the immunization 
administration codes and directs the use of HCPCS “G” codes instead (see Appendix 14 for procedure 
codes used with immunizations). 
 


Immunization Cost Codes 


HEPATITIS B The Medicare deductible  
& co-payment must be paid. 


90740, 90746, or 90747 (vaccine) 
G0010 (administration) 


Level I – CPT® codes 
Current Procedural Terminology (CPT®) is a registered trademark for a set of codes developed 
and maintained by the AMA’s CPT® Editorial Panel. In order to be active, the codes must be 
widely accepted, have a proven clinical efficacy and, if regarding a drug or device, that 
drug/device must be FDA approved (or imminent within the approval cycle – such as new 
vaccines). A relative value unit is then assigned, and CMS approves the code set and publishes it 
in the Federal Register as the "Medicare Physician Fee Schedule" (go 
to http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf for full instructions). 
The codes are effective every January 1st, and deletions of codes and modifications or 
descriptions are also effective at that time. You must purchase this code set from the AMA or 
other medical coding publishers.  They are not available for free. There is a Corrections Errata 
(see Appendix 15) that is published quarterly. 
 
Wisconsin requires their use by statute: 


Wisconsin Statute 
  Current procedural terminology code changes.  


In this section, "current procedural terminology code" means a number established by the 
American Medical Association that a health care provider puts on a health insurance claim form to 
describe the services that he or she performed.  
  If an insurer changes a current procedural terminology code that was submitted by a health care 
provider on a health insurance claim form, the insurer shall include on the explanation of benefits 
form the reason for the change to the current procedural terminology code and shall cite on the 
explanation of benefits form the source for the change.  


Category I 
The codes are numeric codes commonly referred to as the “CPT® codes”.  They are used to 
report standard services.   


 
2013 codes: 


Anesthesia    00100 – 01999 
Integumentary system   10021 – 19499 
Musculoskeletal system    20000 – 29999 
Respiratory and Circulatory system 30000 – 39599 
Digestive system    40490 – 49999 
Genitourinary system   50010 – 59899 
Nervous system   60000 – 69990 
Radiology    70010 – 79999 
Pathology/Laboratory   80047 – 89398 
Medicine    90281 – 99607 
Evaluation & Management (E&M) 99201 – 99499 



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/Downloads/How-to-MPFS-Booklet-ICN901344.pdf

https://docs.legis.wisconsin.gov/document/statutes/632.726

https://docs.legis.wisconsin.gov/document/statutes/632.726

https://docs.legis.wisconsin.gov/document/statutes/632.726(2)

https://docs.legis.wisconsin.gov/document/statutes/632.726(2)
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Vaccine Early Release Program1 
In recognition of the public health interest in vaccine products, the Panel has agreed that new 
vaccine product codes should be published prior to FDA approval. These codes are indicated 
with the ( ) symbol and will be tracked by the AMA to monitor FDA approval status.  
Once the FDA status changes to approval, the ( ) symbol will be removed. The new 
vaccine product code(s) will be available through a bi-annual electronic release in January 
and July in a given CPT cycle to facilitate immunization reporting.  The schedule, through 
2016, is listed below (Figure 3). 


 
Figure 3 - AMA Early Release Schedule 


Category II 
Prior to 2004, these alpha-numeric codes (4 digits followed by the letter F) were known as 
“local codes,” but are now referred to as “performance measurement” codes and are currently 
optional. These codes should carry no charge and are just reported for information. 
 
The 2013 codes: 


Quality Measures    0001F-0015F 
Care according to Prevailing Guidelines   0500F-0584F 
Elements of History/Review of Systems   1000F-1505F 
Elements of Examination    2000F-2060F 
Findings from Diagnostic/Screening Tests  3006F-3763F 
Therapies Provided (including Preventive Services) 4000F-4563F 
Results Conveyed and Documented    5005F-5250F 
Elements related to Patient Safety Processes  6005F-6150F 


Category III 
These codes are structured the same way as Category II codes.  They are reimbursable (if 
payer benefit covers the service) codes used to designate newly emerging technologies and to 
track their usage in the medical community. Because these codes are needed as the 
technology becomes available, they are updated semi-annually in January and July in an 
early release program (see Figure 1). Category III codes are temporary codes and will be 


                                                           
1AMA - http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-
codes.page  



http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-codes.page

http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/category-i-vaccine-codes.page
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updated to a Category I code only if they meet the Category I requirements as described 
above. If a Category III code is not upgraded to a Category I code within five years, it may 
be renewed for another 5 years by action of the CPT Editorial Panel or it will automatically 
be removed from the CPT book  
 
When a Category III code is assigned, it must be used in place of the unlisted procedure 
code.  The use of a Category III code, unlike the unlisted procedure code, permits data 
collection to substantiate widespread usage of the specific procedure or service that is in the 
FDA approval. 
 
The 2013 codes are not sectioned.  The code range is 0019T to 0328T. 


Level II – HCPCS codes 
Healthcare Common Procedure Coding System (HCPCS) are alpha-numeric codes, established 
by CMS’s Alpha-Numerical Editorial Panel, used to report non-physician services.  They are 
updated quarterly and are distributed by CMS.  You can download these codes for free from 
CMS at http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-
HCPCS.html.  These are divided into categories: 
 


Transportation services    A0021 – A0999 
Enteral and Parenteral Therapy   B4000 – B9999 
Outpatient Prospective Payment System (PPS)  C1300 – C9899 
Durable Medical Equipment    E0100 – E9999 
Procedures/Professional Services (Temporary)  G0008 – G9156 
Alcohol and Drug Abuse Treatment Services  H0001 – H2037 
Drug Codes     J0120 – J8499 
Temporary Codes     K0000 – K9999 


(use when a permanent DME code is unavailable) 
Orthotic Procedures and Devices   L0000 – L4999 
Medical Services     M0000 – M0301 
Pathology and Laboratory Services   P0000 – P9999 
Temporary Codes     Q0035 – Q9968 


(use when permanent supply, drug or biological code is unavailable) 
Diagnostic Radiology services   R0000 – R5999 
Temporary National (non-Medicare) Codes  S0000 – S9999 


(developed for Blue Cross/Blue Shield – ok for private & Medicaid but not Medicare use) 
National State Medicaid Codes   T1000 – T9999 
Vision Services     V0000 – V2999 
Appendix 1 – Table of Drugs and Biologicals by name (for ease of look-up) 
 


HCPCS used to include dental codes (D0001 – D9999), but the American Dental 
Association, who holds the copyright to dental codes, ordered CMS to remove them. 


Modifiers 
The procedure codes define a specific service.  A modifier is a two digit, alpha-numeric code that 
is added to the end of a procedure code to clarify a service without changing the procedure code.  
The modifier is used in the second section of Box 24D (Figure 4).  Up to 4 modifiers are 
allowed per procedure code, however most claim processing systems only recognize the first 
position.  If more than four modifiers apply, enter modifier 99 in the first modifier field.  In the 
narrative field (item 19 on the claim form), list all modifiers in the correct ranking order, being 
sure to identify to which detail line or procedure code the modifiers apply. 



http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS.html

http://www.cms.gov/Medicare/Coding/HCPCSReleaseCodeSets/Alpha-Numeric-HCPCS.html
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Figure 4 - Box 24D on CMS 1500 


The modifier can indicate a change in reimbursement or benefit, denote an anatomical site and 
prevent the appearance of duplicate billing or unbundling.  Each code-set has its own set of 
modifiers.  (see Appendix 16) 
 


CPT® Modifiers 
There are 38 modifiers for CPT® codes.  The most relevant to an LHD would be: 


Code Description 
25 Significant, separately identifiable E&M service by the same physician or other  qualified 
health care professional on the same day of the procedure or other service. 
33 Preventive Services 


 
HCPCS Modifiers 
There are 319 modifiers for the HCPCS codes.  The most relevant to an LHD might be: 


Code Description 
JB Administered subcutaneously 
JW Drug amount discarded/not administered to any patient 
SA Nurse practitioner rendering service in collaboration with a physician 
SL State supplied vaccine 


 


Figure 5 is an example of billing using a modifier to indicate the funding of the vaccine 
used for a patient. In the first case, the SL modifier is telling the payer that the vaccine 
used for the service was funded by the state, and therefore, you are not expecting, nor are 
you entitled to, reimbursement. It also explains the $0 charge. Even though you are not 
charging for that vaccine, you still need bill for it for the following reasons: 


• the administration fee makes sense and doesn’t cause follow-up, and 
• you and the payer have a record in your database for reporting purposes. 


When billing privately purchased vaccine, remove the modifier because you do want 
reimbursement. 
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Figure 5 - Example of Billing with Modifier 


 


Many payers will list the current vaccines they cover with procedure codes on their websites, 
usually under their medical policy section. Figure 6 is an example from United Healthcare for 
2013: 


 
Figure 6 - UnitedHealthCare Vaccine Codes 


Diagnosis Codes (Dx) 
Diagnosis codes2 identify the disease process, an injury or some other condition that defines why 
a service is being rendered.  When submitting a claim for professional services (CMS 1500), 
there can be up to four active diagnosis codes listed in Box 21, fields 1-4 (Figure 7). In Box 24, 
field E, the field number of the diagnosis for the service being billed is entered. 


 
Figure 7 - Box 21 (1-4) and 24E on CMS 1500 


                                                           
2 Diagnosis graphics from free e-book site: http://www.ebookxp.net/ac848faedf/jur01854_ch02_049-098.in.html 



http://www.ebookxp.net/ac848faedf/jur01854_ch02_049-098.in.html
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ICD-9 Coding 
Diagnosis codes identify the disease process, an injury or some other condition that defines why 
a service is being rendered.  This code set is called the International Classification of Diseases, 
Ninth Revision, Clinical Modification (ICD-9-CM or just ICD-9). This system is maintained by 
the National Center for Health Statistics (NCHS) and CMS.  These codes are used world-wide 
under the auspices of the World Health Organization (WHO).  Its purpose was originally to track 
mortality (death) and morbidity (disease incidence rates).  The 9th edition was developed to meet 
additional statistical needs. 


ICD-9 Official Guidelines 
The information referred to as the Official Guidelines are made up of three volumes: 


 
Volume 1/Diseases and Injuries: Tabular List is a listing of all the diseases, 
conditions, etc., in alphabetic order (see Figure 8).  This volume has three sections: 


1. Diagnosis codes 
2. The supplementary classification of non-disease factors and external causes of 


injury and poisoning. 
3. Appendices 


a. Morphology of Neoplasms 
b. Deleted effective October 2004 
c. Classification of Drugs by American Hospital Formulary Services List 
d. Classification of Industrial Accidents According to Agency 
e. List of Three-Digit Categories 


 
Figure 8 - ICD-9 Volume 1 Sample Page 


Volume 2/Diseases and Injuries: Alphabetic Index is a listing of all codes by their 
code (see Figure 9).  This volume is in three sections: 


1. Alphabetic Index to Diseases and Injuries 
2. Table of Drugs and Chemicals 
3. Alphabetic Index to External Causes of Disease and Injuries 
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Figure 9 - ICD-9 Volume 2 Sample Page 


Volume 3/Procedures: Tabular List and Alphabetic Index is a compilation of 
procedure codes used for inpatient hospital billing only. 
 


These are usually purchased as either Volumes 1 & 2, or all three volumes – the latter needed 
only for hospital inpatient coding. Hard copy volumes usually contain the lists in backwards 
order, Volume 2 coming before Volume 1. This supports the process of coding discussed next. 


ICD-9 Code Structure 
The main ICD-9 codes are either three (3), four (4) or five (5) numeric digits, ranging from 001 
(cholera) to 999.9 (other and unspecified complications of medical care, not elsewhere 
classified). 
 
The three digit code is the base code. 


Base code 
• represented by three digits from 001 to 999 
• may be used as the Dx code if no other factors apply. 


4th Digit 
• represented by using a decimal point and adding the 4th digit, as in 376.0 
• indicated in manual by a notation or box such as  4th  
• if present, must be used 


5th Digit 
• represented by the addition of a decimal and 4th and 5th digits, as in 376.11 
• indicated in manual by a notation or box such as  5th  
• if present, must be used 


 
Any of these levels may have other notations or punctuation that further indicate action.  These 
notes are often displayed with a graphic in order to stand out.  For example: 


 
Include or Exclude followed by a message or code. Examples in V and E codes below. 
 
TIP or CPT Asst – these can be an instructional note or further specification of what is 
included in the code. Examples are V403.89 and E001.1 below. The CPT Asst will only 
give a volume number and publication date. You have to have a CPT Assistant 
subscription in order to see the actual information, as this too is copyrighted by the AMA. 
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Many publications have other graphics for age, new codes, deleted codes, revised codes, etc. 
 
There are two variations on the format where the base code begins with either a V or an E. 
 


V codes are supplementary classification factors influencing health status and contact 
with health services.  These range from V01 (contact with or exposure to communicable 
disease) to V91.99 (other specified multiple gestation, unable to determine the number of 
placentas and number of amniotic sacs) and are used to indicate a patient who: 


• is not currently sick (e.g. preventive care) 
• has a known disease but the encounter is for specific treatment (e.g. 


chemotherapy), or 
• has a problem that influences health status (e.g., population status such as puberty 


- V21.1). 
An example of the structure is similar to the numeric codes: 


V03 – need for prophylactic vaccination and inoculation against bacterial disease 
Excludes: vaccination not carried out (V64.00-V64.09) 
     vaccines against combinations of diseases (V06.0 – V06.9) 
V03.8 – other specified vaccinations against single bacterial diseases 
 V03.89 – other specified vaccination 
  Tip:  assign for vaccination against Lyme disease 


 
E codes are supplementary classification of external causes of injury and poisoning.  
These range from E000 (external cause status) to E999 (late effect of injury due to war 
operations and terrorism).   
 
E codes are only classified to the 4th digit, so there is never a 5th digit.  An example is: 


E001 – activities involving walking and running 
 Excludes: walking an animal (E019.0) 
   Walking or running on a treadmill (E0090) 


E001.1 – walking, marching, hiking 
  Walking, marching, hiking on a level terrain 
  Excludes: mountain climbing (E004.0) 


Dx codes for vaccination services are mostly in the V01-V06 (Persons with Potential Health 
Hazards Related to Communicable Diseases). 


ICD-10 Coding 
Effective October 1, 2014, ICD-9 will be replaced with the ICD-10 coding system, as mandated 
by HIPAA 1996. A number of other countries have already moved to ICD-10, including:  


United Kingdom (1995); 
France (1997); 
Australia (1998); 
Germany (2000); and 
Canada (2001). 


The reasons for the change are many and will not be discussed here.  Suffice to say, the new 
code structure brings more intelligence to a code, creating almost 20% more codes.  Elements 
that used to be designated with modifiers, such as RT (right) or LT (left) are now built into the 
code.  American spelling of medical terms is being used.  Documentation will also be affected: 
● Codes must be supported by medical documentation 
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● ICD-10-CM codes are more specific 
● Requires more documentation to support codes 
● Expect a 15% increase in documentation time (per AAPC). 


 
The main differences, besides structure, are: 


ICD-9    ICD-10  
14,019 available codes    68,103 available codes3  
Limited space for new codes    Flexible for adding new codes  
Lacks detail    Very specific  


 
As with ICD-9, there are two code sets4: 


 
ICD-10-CM is for use in all U.S. health care settings. 


ICD-10-PCS is for use in U.S. inpatient hospital settings only.  There are 3,824 ICD-9 
codes compared to 72,589 ICD-10 codes.  Note: This will not be discussed in this document 
since it is not relevant to LHD coding. 


ICD-10 Official Guidelines 
ICD-10 doesn’t change the essence of Official Guidelines.  The basic structure is retained as 
demonstrated in Figure 10. 


 


 
Figure 10 - ICD-10 Manual Contents Page 


Volume 1/Diseases and Injuries: Tabular List is structured similarly to ICD-9-CM 
(Figure 11), with minor exceptions:  


                                                           
3  http://www.multiplan.com/ICD10_HIPAA5010/pdf/ICD-10_InfoBulletin_Clients_January%202013.pdf 
4  ICD-10 information from CMS website 
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• A few chapters have been restructured 
• Sense organs (eye and ear) are separated from Nervous System chapter and 


moved to their own chapters 


 
Figure 11 - ICD-10 Volume 1 Sample Page 


Volume 2/Diseases and Injuries: Alphabetic Index – as seen in Figure 12, this volume 
remains the same as ICD-10. 


1. Alphabetic Index of Diseases and Injuries 
2. Alphabetic Index of External Causes 
3. Table of Neoplasms 
4. Table of Drugs and Chemicals 
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Figure 12 - ICD-10 Volume 2 Sample Page 


 
Volume 3/Procedures: Tabular List and Alphabetic Index – this is also unchanged 
and will not be discussed here as it is for inpatient hospital billing only. 


ICD-10 Code Structure 
The coding structure (Figure 13) is the biggest change in coding.  These codes provide greater 
specificity to identify disease etiology, anatomic site, and severity.  Like the ICD-9, there are 
three levels5: 


 
Characters 1-3  Category  
Characters 4-6  Etiology, anatomic site, severity, clinical detail  
Characters 7  Extension  
 


  
Figure 13 - Code Structure Comparison 


Differences between the code structures 


                                                           
5  http://www.ncvhs.hhs.gov/091210p06b.pdf 
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ICD-9 ICD-10 


3 – 5 characters 5 – 7 characters 
1st character is numeric 
 (except for V & E codes) 


1st character is alpha 
All letters used except for “U” 


2nd – 5th characters are numeric 
 (except for F or T in 5th for limited codes) 


2nd – 7th characters are alpha or numeric 


Use of 0 as placeholder “X” used as a 5th character placeholder 
in certain 6 character codes to allow for 
future expansion and to fill in other 
empty characters (e.g., character 5 
and/or 6) when a code that is less than 6 
characters in length requires a 
7th character 


 Alpha characters not case 
sensitive 


 
Similar to HCPCS Level II codes, ICD-10 codes begin with an alpha character that defines the 
chapter: 


ICD-10 
1st character Classification 


A-B Infectious/Parasitic Diseases  
C Neoplasms  
D Diseases of Blood/Blood-Forming Organs  
E Endocrine, Nutritional, and Metabolic Diseases  
F Mental and Behavioral Disorders  
G Diseases of the Nervous System  
H Diseases of the Eye, Adnexa, Ear and Mastoid Process  
I Diseases of the Circulatory System  
J Diseases of the Respiratory System  
K Diseases of the Digestive System  
L Diseases of Skin and Subcutaneous Tissue  
M Diseases of Musculoskeletal System  
N Diseases of the Genitourinary System  
O Pregnancy, Childbirth, and the Puerperium  
P Certain conditions originating in perinatal  
Q Congenital malformations, deformations, and chromosomal abnormalities  
R Symptoms, signs, and abnormal clinical and laboratory findings, not elsewhere classified  


S-T Injury, poisoning, certain other consequences of external causes  
U no codes listed - will be used for emergency code additions 


V-Y External causes of morbidity  
Z Factor influencing health status 


 
The following example shows the more detailed information gained through the added 
characters. You can see the specificity of ICD-10 noted in italics.  


ICD-9 
813.45 Torus fracture of radius (alone) 


Excludes torus fracture of radius and ulna (813.47) 
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NOTE: 813 alone is the fracture of radius, lower end, closed 


ICD-10 
S52 Fracture of forearm  


The appropriate 7th character is to be added to all codes from category S52 [unless 
otherwise indicated]. 
A    Initial encounter for closed fracture 
B    Initial encounter for open fracture type I or II 
C    Initial encounter for open fracture type IIIA, IIIB, or IIIC 
D    Subsequent encounter for closed fracture with routine healing 
E    Subsequent encounter for open fracture type I or II with routine healing 
F    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with routine 
healing 
G    Subsequent encounter for closed fracture with delayed healing 
H    Subsequent encounter for open fracture type I or II with delayed healing 
J    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with delayed 
healing 
K    Subsequent encounter for closed fracture with nonunion 
M   Subsequent encounter for open fracture type I or II with nonunion 
N    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with nonunion 
P    Subsequent encounter for closed fracture with malunion 
Q    Subsequent encounter for open fracture type I or II with malunion 
R    Subsequent encounter for open fracture type IIIA, IIIB, or IIIC with malunion 
S    Sequela 


S52.5 Fracture of lower end of radius  
S52.52 Torus fracture of lower end of radius  


S52.521 Torus fracture of lower end of right radius  
S52.521A Torus fracture of lower end of right 
radius, initial encounter for closed fracture  


 
Dummy Placeholder 
Next is an example of using the X placeholder. The diagnosis in the medical record is glaucoma 
secondary to drugs, right eye, and severe stage. Note below that the entry for the base code 
requires a 5th digit.  Additionally, there is a box indicating options for the required 7th digit. But 
there is no code available with a 6th digit. The code H40.61 is the most appropriate and the use of 
a 7th digit of “3” is needed to indicate the stage. Since there is no 6th digit available in the coding 
structure, an X is placed as a dummy placeholder before the 7th digit. This same logic applies to 
any missing 5th or 6th digit as well and is required when applicable. 
 
Code will be:  H40.61X3 


 
5thH40.6 Glaucoma secondary to drugs 


The appropriate 7th character is to be 
assigned to each code in subcategory 
H40.6, to designate the stage of glaucoma: 
0   stage unspecified 
1   mild stage 
2   moderate stage 
3   severe stage 
4   interminate stage 


x7th H40.60   Glaucoma secondary to drugs, unspecified eye 
x7th H40.61   Glaucoma secondary to drugs, right eye  
x7th H40.62   Glaucoma secondary to drugs, left eye  
x7th H40.63   Glaucoma secondary to drugs, bilateral 


 
Immunization Code 
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The new code is great for LHD’s – there is a single code for use with vaccination services! 
 


Z23 Encounter for immunization 
     Code first any routine childhood examination 
NOTE Procedure codes are required to identify the types of immunizations given 


 
The following ICD-10-CM Index entries contain back-references to vaccinations:  


Admission (for) - see also Encounter (for) 
Prophylactic (measure) 


vaccination Z23 
Immunization - see also Vaccination 


encounter for Z23 
Prophylactic 


vaccination Z23 
Vaccination (prophylactic) 


encounter for Z23 
 


Stay Up-to-date on Codes 
The following webpage (Figure 14) contains updates on ICD-9, ICD-10 and HCPCS code sets.  
You can sign-up for automatic an email notice when a change is posted.  Go 
to http://www.codingupdates.com/  


 


 
Figure 14 - Code Updates Website 


Place of Service Codes 
Place of Service (POS) codes (Appendix 17) are used to indicate where the service was rendered 
(Figure 15). They are only used on professional claims. POS codes most likely used by a LHD are: 


Code Description 
18 Place of Employment – Worksite 
60 Mass Immunization Center 
70 Public Health Clinic 


 



http://www.icd10data.com/ICD10CM/Index

http://www.icd10data.com/ICD10CM/Index/A/Admission

http://www.icd10data.com/ICD10CM/Index/I/Immunization

http://www.icd10data.com/ICD10CM/Index/V/Vaccination

http://www.icd10data.com/ICD10CM/Index/P/Prophylactic

http://www.icd10data.com/ICD10CM/Index/V/Vaccination

http://www.codingupdates.com/
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Figure 15 - Box 24B on CMS 1500 


 
For a summary of all codes relative to immunization services – see Appendix 18. 


Billing 


Formats 
There a three formats used in provider billing: 


• Superbill 
• CMS 1500 paper claim 
• 837 electronic format claim 


The Superbill has traditionally been used by smaller provider practices. It is no longer recommended; 
though some payers will accept it. 


Superbill 
The Superbill was created to allow practitioners to quickly and efficiently create a billing record for each 
patient.  There is no standard format.  These documents are usually created based on the most common 
services provided in that specific practice.  Appendix 19 is a sample of a common Superbill6.  This 
example is a two sided document with patient information and services (procedure codes) on the front 
and the diagnosis codes (ICD-9) on the back.  The provider just checks the appropriate box(s), and their 
office can then complete the billing portion at the top of the form and submit to a payer. 
 
It should be noted that the same template has expanded from the billing/services page with a single 
diagnosis page to a billing/services page plus eight pages of ICD-10 codes. 
 
Figure 16 demonstrates the options a Superbill for a family practice might have for immunization 
services, including the vaccine and administration codes: 


                                                           
6  AAPC sample of an AAFP Superbill template 
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Figure 16 - Superbill vaccine options 


CMS 1500 (8/05) Paper Claim Form 
The CMS 1500 (v 8/05) claim form (Appendix 20) is the industry standard for professional services, as 
opposed to facility billers where the UB-04 is used.  It is designed and maintained by the National 
Uniform Claim Committee.7  The forms must be printed in Flint OCR Red, J6983 (or exact match) ink.  
The majority of payers will scan the form on arrival at the claims processing location, so the forms need 
to be Optical Character Recognition (OCR) ready.  Provider can obtain their supply by contacting the 
U.S. Government Printing Office at 1-866-512-1800 or any of many online vendors. 
 
These forms are required by statute in Wisconsin. WI Statute 632.75 ordered the OCI to require 
standardized health insurance claim forms, and in 1993, the OCI Administrative Code Ins. 3.65 did just 
that. 
 
The Administrative Simplification Compliance Act (ASCA) prohibits payment of services or supplies 
not submitted to Medicare electronically, with limited exceptions. LHD’s meeting one or more of the 
situations below would be able to submit the CMS 1500. 


• Small provider -- Medicare considers all physicians, practitioners, facilities, or suppliers 
with fewer than 10 FTEs and who are required to bill a Medicare Part B contractor to be 
small providers; 


• Roster billing of inoculations or immunizations covered by Medicare; 
• Medicare secondary payer (MSP) claims when there is more than one primary payer, and 


one or more of those payers made an "Obligated to accept as payment in full" 
adjustment; 


                                                           
7 http://www.nucc.org/images/stories/PDF/version_0212_cms_1500.pdf 
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• Disruption in electricity or communication connections outside of a provider's control 
expected to last more than two business days (e.g., providers affected by Hurricane 
Katrina); 


• Claims from providers who submit fewer than 10 claims per month on average during a 
calendar year.  


 
Providers self-assess to determine if they meet one or more of these situations and do not need to submit 
a waiver request when they meet one or more of these situations. 
 
Completing the form is fairly straight forward once all your information has been gathered.  There are 
numerous instructions on the Web in completing the CMS 1500 for submission, including the following: 


• CMS: http://www.cms.gov/Regulations-and-
Guidance/Guidance/Transmittals/downloads/R1393CP.pdf  


• CMS: http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-
MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf  


• Forward Health: https://www.forwardhealth.wi.gov/kw/pdf/2006-95.pdf  
• NUCC: http://www.nucc.org/images/stories/PDF/claim_form_manual_v8-0_7-12.pdf  


 


ASC X12N 837: Professional Claim 
HIPAA 1996 mandated HHS to adopt standards for all administrative and financial health care 
transactions between covered entities, which essentially includes all health plans, providers as well as 
Medicare and Medicaid. A crosswalk (Appendix 21) is used to compare the CMS 1500 fields to the 
837P. 


The HIPAA standards adopted the format defined by the Accredited Standards Committee (ASC) X12.  
A subcommittee for insurance defined the X12N standards related to health care.  Very complex and 
detailed (768 pages in the 837 guide) documents called “implementation guides” are used to define 
every field and character of an electronic file.  There is a separate guide for each of the formats (Figure 
17 below) that transfer health care data electronically.  Additionally, there are multiple versions of the 
X12, with the current version being 005010. 


Transaction Description 
270 Health Plan Eligibility Inquiry 
271 Health Plan Eligibility Response 
276 Claim Status Request 
277 Claim Status Response 


278(Q/R) Referral Request and Response 
820 Health Plan Premium Payment 
834 Health Plan Enrollment 
835 Health Care Claim Payment 


837(I) Health Care Claim and COB: Institutional 
837(D) Health Care Claim and COB: Dental 
837(P) Health Care Claim and COB: Professional 


275 Additional Information to support a health care claim or Encounter 
277 Claim Request for Additional Information 



http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1393CP.pdf

http://www.cms.gov/Regulations-and-Guidance/Guidance/Transmittals/downloads/R1393CP.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNProducts/downloads/form_cms-1500_fact_sheet.pdf

https://www.forwardhealth.wi.gov/kw/pdf/2006-95.pdf

http://www.nucc.org/images/stories/PDF/claim_form_manual_v8-0_7-12.pdf
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997 Functional Acknowledgement for Health Care Insurance 
999 Implementation Acknowledgement 


277CA Health Care Claim Acknowledgement 
Figure 17 - HIPAA Transactions 


When referring to the relationship between entities that trade electronic data, such as an LHD and a 
payer, the term is “trading partner.” While the implementation guides lay out required elements, there is 
allowance for situational scenarios, so each trading partner has a “companion guide” to supplement 
implementation guide with all the situational items defined for their particular needs.  Figure 18 
demonstrates that a procedure code is required, along with the type of code being used (HC=HCPCS), 
but the modifier () is situational and only used if applicable. 


 
Figure 18 - Required vs Situational Data 


Most trading partners post their “companion guides” on their websites. Figures 19 and 20 show where 
to go for Medicaid guides from Forward Health’s homepage. 
 


 
Figure 19 - Forward Health Companion Guide link 
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Figure 20 - Forward Health 837 Professional Claim Companion Guide 


Because there are so many “companion guides” and it would be impossible for providers to keep up 
with every change, clearinghouses are often employed as a middleman in the transfer of data.  
Clearinghouses may receive non-standard transactions from a provider, but they must convert these into 
standard transactions for submission to the health plan. Similarly, if a health plan contracts with a 
clearinghouse, the health plan may submit non-standard transactions to the clearinghouse, but the 
clearinghouse must convert these into standard transactions for submission to the provider. 


A "direct data entry" process, where the data is directly keyed by a health care provider into a health 
plan’s computer using dumb* terminals or computer browser screens, would not have to use the format 
portion of the standard, but the data content must conform. 


* A dumb terminal consists of a monitor and keyboard that allows for data input and screen 
output and no data processing capability.  It is connected to another, intelligent computer or 
system for actual processing.  Dumb terminals are used by airlines, banks, and other such firms 
for inputting data to, and recalling it from, the connected computer. 


Submission 


Paper 
Paper claims should be sent to the address indicated on the member’s ID card.  Addresses vary 
according to whether or not the payer has a third-party vendor that will transfer the claims from paper to 
electronic formats using OCR, if there is a clearinghouse involved, or if there is a re-pricing entity (e.g. 
PPO) involved.  These variations are at the group level, so looking at the ID card is imperative. 


Immunization Specific Tips 
Medicaid 


Forward Health has a detailed description of how to fill out the CMS 1500 claim form in 
the online manual by selecting (Figure 21): 


Provider/HealthCheck/Claims/Submission/1500 Health Insurance Claim Form 
Completion Instructions for HealthCheck Services. 



http://www.businessdictionary.com/definition/bank.html
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Figure 21 - Forward Health Claim Submission Instructions 


Topic #517 (Usual and Customary Charges) clearly states: 
Providers may not discriminate against BadgerCare Plus or Medicaid members by 
charging a higher fee for the same service than that charged to a private-pay 
patient. 


This means that an LHD cannot provide “free” services to an uninsured person, if they 
are charging Medicaid (or Medicare) a greater amount.  The charge must be the same to 
all and if the person cannot pay, work within their hardship policy to resolve the issue. 
 
Topic #4572 (1500 Health Insurance Claim Form Completion Instructions for 
HealthCheck Services) 


Some immunizations, based on patient age, will not be covered under HealthCheck 
unless they are correctly billed. For instance, there are two Hepatitis A codes (Figure 
22).  Code 90633 is the pediatric/adolescent dose and is found on the Medical Services 
fee schedule if the rendering provider type is 72 (HealthCheck). However, the adult 
version, 90632, is only payable if the rendering provider type is 9 (NP), 10 (PA) or 31 
(MD). In order to receive reimbursement for both, the correct information must on the 
CMS 1500. 
 


906321 Hepatitis A vaccine, adult dosage, for intramuscular use 
906331 Hepatitis A vaccine, pediatric/adolescent dosage-2 dose schedule, for intramuscular use 


Figure 22 - Hepatitis A codes 


 
Element 24J — Rendering Provider ID # (see Figure 23) 
In the case of procedure code 90632, the NPI used must be one with the rendering 
provider types, not the LHD. 
 
In the case of procedure code 90633, since the LHD is a provider type 72, no additional 
NPI must be entered here. 


Element 33 — Billing Provider Info and Phone Number 
This can be the LHD’s information for both, since a HealthCheck provider is enrolled as 
a “rendering/billing” provider. 
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Element 33a — NPI 
Enter the NPI of the billing provider or the LHD. 
 


 
Figure 23 - Billing vs Rendering Provider 


Electronic Claim 
Each payer and/or clearinghouse will have their own process to sign up for EDI transactions.  Figures 
24 and 25 demonstrate how to sign up directly with a payer like WPS. Each step has a hyperlink to the 
required forms and requirements for each step. With all trading partners, you will have to sign a “trading 
partner agreement” and supply test files before you can be operational with them. You will, no doubt, 
need IT support in this process. 


 
Figure 24 - WPS EDI Claim Filing Process 


For instance, Step 2 gives you options for submission methods for commercial claims: 
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Figure 25 - WPS EDI Submission options 


Since you won’t find one source with all of the connections you need, you will want to look for a 
clearinghouse or billing software company that has the majority of payers to whom you submit claims 
on their “payer list.” Most of these vendors have a link listing payers, where you see if your major 
payers are included.  Appendix 22 is an example of the Gateway EDI Clearinghouse Payer List for 
Wisconsin payers using the search options on Figure 26. 


 
Figure 26 - Gateway EDI Clearinghouse Payer List Report 


Medicaid Note: According to DHS 106.03(5)(c)2, Wis. Admin. Code, contracts with outside billing services or 
clearinghouses may not be based on commission in which compensation for the service is dependent on 
reimbursement from BadgerCare Plus. This means compensation must be unrelated, directly or indirectly, to the 
amount of reimbursement or the number of claims and is not dependent upon the actual collection of payment. 


 


Wisconsin Department of Health Services  
Division of Public Health 


 P- 00536-Section4 (Rev 09/13) 
  


 



http://folio.legis.state.wi.us/cgi-bin/om_isapi.dll?&infobase=code.nfo&jump=dhs%20106.03(5)(c)2.
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Payer Claim and Payment Processes 
 
This section will assist LHDs in understanding how claims are processed by payers and how payment occurs, 
along with follow-up topics such as balance billing and federal sequestration of funds. 


 
Key Concepts: 
 


Claim process 
Automated review 
Claim resolution 


Payments 
Patient notification documents 


Remittance advice 
Explanation of Benefits (EOB) 
Medicare Summary Notice (MSN) 


Claim numbers 
Balance billing 


Patient responsibility 
Contractual obligation 
Sequestration 


Claim Process (Adjudication) 
Once the claim is received by the payer, it will go through several steps to determine an outcome. All payers, 
public and private, utilize versions of the same process to adjudicate claims. 


Automated Review 
Payers’ computer systems apply edits that reflect their benefit and payment policies.  These reviews are 
generally automated based on standardized and proprietary algorithms or configuration.  These reviews 
are done at the service line level for professional claims.  The order starts broadly and becomes 
narrower.  If a service fails the review, it is usually denied automatically, and the onus is on the patient 
and/or provider to provide additional information for another review. 
 


1. Patient eligibility 
If the patient isn’t eligible on the date(s) of service, then no further review is required and the 
claim is denied. 


2. Timely filing limits 
If the claim is submitted after the submission time limit, as defined by the provider or member’s 
contract/policy, then no further review occurs, and the claim is denied. 


3. Preauthorization and referral 
If the service is subject to a preauthorization or referral process, the system will look for the 
authorization information to match the service data – either through the use of an authorization 
number or matching the provider, diagnosis, procedures and dates/quantity of services to the 
authorization record.  If the there is no match, an automated denial could be issued.  In many 
cases, the service is pended for manual review since often what is authorized and what is 
provided can be coded differently enough to fail an automated review. 
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4. Duplicate dates of service 
Each service line is reviewed against claim history to determine if it has been previously 
submitted.  Duplicate logic usually looks for the same service being provided to the same patient 
by the same provider on the same date of service. Often modifiers are the key to a system 
recognizing that a service is not a duplicate.  For example, modifiers RT (right) and LT (left) can 
distinguish the same code from a previously submitted code. 
 
Payer logic is set to identify exact or “hard” duplicates as opposed to possible or “soft” 
duplicates. Exact or hard duplicates are usually true and denied automatically. National Correct 
Coding Initiative rules, applicable to all billers of health care claims, encourage the appropriate 
use of condition codes or modifiers to identify claims that may appear to be duplicates, but, in 
fact, are not. 


Example:  Medicare Professional exact duplicate criteria 
HIC Number;  
Provider Number;  
From Date of Service;  
Through Date of Service;  
Type of Service;  
Procedure Code;  
Place of Service; and  
Billed Amount.  


Possible/suspect or soft duplicates are set with looser logic and are usually manually reviewed.  
Medicare does not release its “suspect” logic so as to avoid providers gaming the system. 


5. Non-covered services: 
If the services are not a covered benefit, they will be denied. 


6. Valid code linkages 
The system will be set up to recognize code combinations that are illogical. For example, the 
procedure code for a Pap smear is not done on male patients and would be denied.  However, a 
mammogram could be appropriate for a male patient, so that combination might lead to a review.  
Immunization codes are often based on the age of the patient, so a code for an adult vaccine 
would look at the age of the patient and deny the service if it was given to a child. 


7. Bundled codes  
Another indicator of fraud can be “unbundling” of procedures to obtain added reimbursement.   
For instance, 80047 is the code for a Basic metabolic panel that includes: 


82330 or Calcium, ionized 
82374 or Carbon dioxide (bicarbonate) 
82435 or Chloride 
82565 or Creatinine 
82947 or Glucose 
84132 or Potassium 
84295 or Sodium 
84520 or Urea nitrogen (BUN) 


To bill the included tests separately is “unbundling”. The payer may deny the unbundled services 
and add 80047 to the claim with appropriate payment. 


8. Medical review 
Every policy has some sort of medical necessity provision, and each payer has medical policies 
regarding certain medical necessity. Some of these are easily configured to automate the review 
by combining specific procedure codes with specific diagnosis codes. For instance, Dean Health 
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Plan1 has medical policy regarding continuous glucose monitoring (Figure 1). Their system 
could be configured to always look at the diagnosis code and the age whenever CPT code 95250 
(ambulatory continuous glucose monitoring of interstitial fluid via a subcutaneous sensor for a 
minimum of 72 hours) is submitted.  If the patient’s age is 14 years or younger and the diagnosis 
code is 250.01 (diabetes mellitus) and there was no preauthorization on file, this procedure 
would be denied with Adjustment Reason Code 50 (These are non-covered services because this 
is not deemed a 'medical necessity' by the payer) because the first two criteria listed must both be 
true. 
 


 
Figure 1 - Dean Health Plan Medical Policy Example 


9. Utilization review (UR) 
UR looks at the frequency of services. For instance, for a specific diagnosis, physical therapy 
may only be appropriate for 10 or 20 visits.  If the code is submitted for more than the limit, the 
system might automatically deny the claim as no longer medically necessary. Again, the patient 
or the provider can submit any supporting documentation required to appeal the decision. 


 


Claim Resolution 
For each service line on a claim, the payer will make one of the following decisions: 


Pend – hold for review or request further supportive documentation 
Pay – a benefit exists and all requirements for coverage have been met 
Deny – there is no benefit available, or the service didn’t meet the requirements for coverage 


While claims are processed at the service line level, the majority of payers will not finalize the 
processing until all service lines on the claim have been adjudicated. In the past, payers would finalize 
by service line, and this was confusing to providers who were expecting a full claim resolution. 


Claim Payments 
Now that the claim has been submitted, the next expectation is that a payment will be made on the claim.  
Reimbursement from the payer may not be payment in full for many reasons, which will require a decision of 
how to handle the balance due. 


  
                                                           
1  DHP Medical Policy MP9091 - http://www.deancare.com/app/files/public/4614/pdf-medicalpolicies-9091Glucose-Monitors.pdf  



http://www.deancare.com/app/files/public/4614/pdf-medicalpolicies-9091Glucose-Monitors.pdf
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Payment Notification Documents 
There are several notification documents that are used in understanding payments to either the patient or the 
provider. 


Remittance Advice (RA) – provider document 
This document is the notice to a provider regarding disposition of submitted claims providing the 
explanation reasons for payment, adjustment, denial and/or uncovered charges of a medical claim.  This 
document can also be called an “explanation of payments” (EOP) or “explanation of remittance” (EOR).  
Remittance Advices usually have multiple claims for multiple patients, but only a single, bundled check 
accompanies the RA. 
 
Wisconsin has statutory requirements for remittance advices: 


 Ins 3.651 Standardized explanation of benefits and remittance advice format. 
(3) REMITTANCE ADVICE TO HEALTH CARE PROVIDERS 
(b) Information required. The remittance advice form shall include, at a minimum, all of the following information: 


  The insurer's name and address and the telephone number of a section of the insurer designated to handle 
questions and appeals from health care providers. 
  The insured's name and policy number, certificate number or both. 
  The last name followed by the first name and middle initial of each patient for whom the claim is being paid, the 
patient identification number and the patient account number, if it has been supplied by the health care provider. 
  For each claim, all of the following on a single line: 
  The date or dates the service was provided or procedure performed. 
  The CPT-4, HCPCS or CDT-1 code. 
  The amount charged by the health care provider. 
  The amount allowed by the insurer. 
  The deductible amount. 
  The copayment amount. 
  The coinsurance amount. 
  The amount of the contractual discount. 
  Each claim adjustment reason code, unless the claim is adjusted solely because of a deductible, copayment or 
coinsurance or a combination of any of them. 
  The amount paid by the insurer toward the charge. 
  Grouping of claims required. 
  If an insurer includes claims for more than one policyholder or certificate holder on the same remittance advice 
form, all claims for the same policyholder or certificate holder shall be grouped together. 
  If an insurer includes claims for more than one patient on the same remittance advice form, all claims for the 
same patient shall be grouped together. 
  Format; exceptions. Notwithstanding par. (a) 1. and Appendix A: 
  An insurer may print its remittance advice form in either horizontal or vertical format. 
  A remittance advice form need not include a column for any item specified in par. (b) 4. which is not applicable, 
but the order of the columns that are included may not vary from the order shown in Appendix A, except as 
provided in subd. 3. 
  A remittance advice form may provide additional information about claims by including one or more columns 
not shown in Appendix A immediately before the column designated for the claim adjustment reason code. 
 4. An insurer may alter the wording of a column heading shown in Appendix A provided the meaning remains the 
same. 
 5. If necessary for clarity when claims for more than one insured or more than one patient are included on the 
same form, an insurer shall vary the location of the information specified in par. (b) 2. and 3. to ensure that it 
appears with the claim information to which it applies. 
 (e) An insurer shall send the remittance advice form to the payee designated on the claim form. 
 Note: If, on March 1, 1994, an insurer has a contract with a health care provider that governs the form and content 
of remittance advice forms, s. Ins 3.651 (3), as affected March 1, 1994, first applies to the insurer on the date the 
contract is renewed, but no later than December 31, 1994. 


 
The format can be electronic or paper. 
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Electronic Remittance Advice (ERA): an RA that is transmitted in the ASC X12N 835 
electronic format. 
 
Because electronic data transactions are not easily readable in their transmitted format (835 
example below), a print application is required. 


 
ISA*00*          *00*          *ZZ*5010TEST       *ZZ*835RECVR       *110930*1105*^*00501*000004592*0*T*:~ 
GS*HP*5010TEST*835RECVR*20110930*100718*45920001*X*005010X221A1~ 
ST*835*0001~ 
BPR*I*57.44*C*CHK************20110930~ 
TRN*1*123456789*1123456789~ 
REF*EV*5010835EXAMPLE~ 
DTM*405*20110930~ 
N1*PR*PAYER NAME~ 
N3*PAYER ADDRESS~ 
N4*CINCINNATI*OH*45206~ 
PER*CX**TE*8003030303~ 
PER*BL*TECHNICAL CONTACT*TE*8004040404*EM*PAYER@PAYER.COM~ 
PER*IC**UR*WWW.PAYER.COM~ 
N1*PE*PROVIDER NAME*XX*1122334455~ 
N3*PROVIDER ADDRESS~ 
N4*CITY*OH*89999~ 
REF*TJ*123456789~ 
LX*1~ 
CLP*EDI DENIAL*1*1088*0*1088*HM*CLAIMNUMBER1*21~ 
NM1*QC*1*LAST*FIRST****MI*1A2A1A2A1A2A~ 
NM1*IL*1*LAST1*FIRST1*G***MI*BBB1A2A1A2A1A2A~ 
NM1*82*1*PROVIDER*MR*A***XX*1234567898~ 
REF*EA*11223344~ 
REF*1L*123456~ 
DTM*232*20090113~  Claim Statement Period Start 
DTM*233*20090113~  Claim Statement Period End 
DTM*050*20110908~  Date Claim Received 
SVC*HC:00220:P2*1088*0**8**76~ 
DTM*150*20090113~ 
DTM*151*20090113~ 
CAS*PR*29*1088~ 
CLP*EDI PAID*1*100*57.44*30*12*CLAIMNUMBER2*11~ 
NM1*QC*1*LAST2*FIRST2*A***MI*R123456789~ 
NM1*IL*1*LAST3*FIRST3*B***MI*R1234567~ 
NM1*82*1*PROVIDER1*MRS1*B***XX*1234567899~ 
REF*EA*11223344~ 
REF*1L*123456~ 
DTM*232*20110729~  Claim Statement Period Start 
DTM*233*20110729~  Claim Statement Period End 
DTM*050*20110927~  Date Claim Received 
SVC*HC:97110*100*57.44**2~ 
DTM*150*20110729~ 
DTM*151*20110729~ 
CAS*PR*3*30~ 
CAS*CO*45*12.56~ 
AMT*B6*87.44~ 
SE*45*0001~ 
GE*1*45920001~ 
IEA*1*000004592~ 


 
Additionally, you need to understand how to interpret the code sets (Figure 2) that are part of the 
electronic transactions. By statute, these are maintained by the Washington Publishing Company 
and accessible free of charge on their website at http://www.wpc-edi.com/reference/: 
 



http://www.wpc-edi.com/reference/
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Figure 2 - Washington Publishing Company Reference Page 


Picking the Claim Adjustment Reason Codes (CARC), you can access the Claim Adjustment 
Reason (Figure 3) and Adjustment Group Codes (Figure 4). 


Figure 3 shows a scrolling list of applicable codes. There is also the ability to view current, to-
be-deactivated and deactivated codes. By clicking on the FAQ link, you can access the 
Adjustment Group codes seen on Figure 4. 


 
Figure 3 - Claim Adjustment Reason Codes 
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Figure 4 - Claim Adjustment Group Codes 


The highlighted example above shows two claims were submitted. 
Claim DOS DOR Proc 


Code 
Modifier Charge Allowed CO PR Paid 


1 01/13/2009 09/08/2011 00220 P4 $1,088 $0 $0 $1,088 $0 
CAS*PR*29*1088 in the 835 code above indicates that the Patient Responsibility is the full amount based on Claims Reason 
Code 29 (The time limit for filing has expired.) since it took two years to submit the claim 


2 07/29/2011 09/27/2011 97110  $100 $87.44 $12.56 $30 $57.44 
SVC*HC:97110*100*57.44 indicates that CPT code 97110 with a charge of $100 was reimbursed at $57.44. 
CAS*PR*3*30~ indicates Patient Responsibility of $30 based on Reason Code 3 (copayment amount) 
CAS*CO*45*12.56~ indicates Contractual Obligation of provider to write off $12.56 due to Reason Code 45 
(Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement) 
AMT*B6*87.44~ indicates allowed amount is $87.44 
 
Commercial payers and clearinghouses will have information regarding their software on their 
websites. (Appendix 23) Additionally, most payers now utilize the code sets found on the WPS 
website on their paper as well as 835 Remittance Advices. 


Medicare 
Medicare Remit Easy Print (MREP) is a software application used to view and print HIPAA 
compliant 835 remittance advices for professional providers and suppliers. This software, which 
is available for free to Medicare providers and suppliers, can be used to access and print 
remittance advice information, including special reports, from the HIPAA 835. Go 
to: http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-
Technology/AccesstoDataApplication/MedicareRemitEasyPrint.html to download the 
application and instructions. 
 
Wisconsin Medicaid 



http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/AccesstoDataApplication/MedicareRemitEasyPrint.html

http://www.cms.gov/Research-Statistics-Data-and-Systems/CMS-Information-Technology/AccesstoDataApplication/MedicareRemitEasyPrint.html
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The ForwardHealth portal contains the implementation guide for the 835 Electronic Remittance 
Advice (Figure 5) – go to: http://www.dhs.wisconsin.gov/publications/P0/p00271.pdf  


 
Figure 5 - Medicaid 835 Implementation Guide 


Standard Remittance Advice (SRA): An RA that is submitted in a paper format.  As with the 
electronic version, the SRA is usually attached to bulk payment for many claims for many 
patients.  Most payers will have a “how to read” document on their website.  Figure 6 shows 
how Anthem provides a simple key in a one page document.   


 
Figure 6 - Anthem's Remit Tool 


Other payers, like iCare Health Plan (Figure 7), have multi-page booklets. Go 
to:  http://www.icare-wi.org/providers/claimsprocessing.aspx to download a copy of their 
Remittance Education Package. 


 
Figure 7 - iCare Remittance Advice Guide 


The payer instructions will give you a key to read various sections of the RA as in iCare’s 
manual on page 6 (Figure 8): 



http://www.dhs.wisconsin.gov/publications/P0/p00271.pdf

http://www.icare-wi.org/providers/claimsprocessing.aspx
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Figure 8 - iCare's Remittance Advice sample page 


A guide may have explanations when non-standard information is given, such as this iCare 
example of a claim that required an interest payment (Figure 9): 


 
Figure 9 -  iCare example of interest payment on RA 


Explanation of Benefits (EOB) – patient document 
An EOB (Appendix 24) is a single patient document, although it may have multiple dates of service 
represented.   


Wisconsin also has statutory requirements for EOBs. 
Ins 3.651 Standardized explanation of benefits and remittance advice format. 


(4) EXPLANATION OF BENEFITS FOR INSUREDS.  
  The explanation of benefits form for insureds shall include, at a minimum, all of the following:  



https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(a)

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(a)
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  The insurer's name and address and the telephone number of the section of the insurer designated to handle 
questions and appeals from insureds relating to payments.  
  The insured's name, address and policy number, certificate number or both.  
  A statement as to whether payment accompanies the form, payment has been made to the health care provider or 
payment has been denied.  
  The last name followed by the first name and middle initial of each patient insured under the policy or certificate 
for whom claim information is being reported, and the patient account number, if it has been supplied by the health 
care provider.  
  For each patient listed, all of the following that are applicable, using a single line for each procedure or service:  


  The health care provider as indicated on the claim form.  
  The date the service was provided or procedure performed.  
  The CPT-4, HCPCS or CDT-1 code.  
  The amount charged by the health care provider if the insured may be liable for any of the difference between 
the amount charged and the amount allowed by the insurer.  
  The amount allowed by the insurer. An insurer may modify this requirement if necessary to provide 
information relating to supplemental insurance.  
  Each claim adjustment reason code, unless the claim is for a dental procedure for which there is no applicable 
code, in which case the insurer shall provide an appropriate narrative explanation as a replacement for the 
information required under subd. 7.  
  The applicable deductible amount, if any.  
  The applicable copayment amount, if any.  
  The amount paid by the insurer toward the charge.  
  A general description of each procedure performed or service provided.  
  A narrative explanation of each claim adjustment reason code. An insurer may provide information in 
addition to the narrative accompanying the code on form OCI 17-007.  
  Any of the following that apply:  
  The total deductible amount remaining for the policy period.  
  The total out-of-pocket amount remaining for the policy period.  
  The remaining amount of the policy's lifetime limit.  
  The annual benefit limit.  


Unless requested by the insured, an insurer is not required to provide an explanation of benefits if the insured has no 
liability for payment for any procedure or service, or is liable only for a fixed dollar copayment which is payable at the time 
the procedure or service is provided.  


Again, every payer has their own version of an EOB, but the requirements enacted above mean they all 
contain the minimum critical information. 


ForwardHealth lists their EOB codes online 
at https://www.forwardhealth.wi.gov/WIPortal/Tab/42/icscontent/Provider/Medicaid/EOB_Messages.ht
m.spage  


Medicare Summary Notice (MSN) – beneficiary document 
This is a notice or statement listing the services or items received by a beneficiary in Original Medicare.  
The MSN (Appendix 25) provides information about the health care provider who provided the service 
or item and what was paid.  People enrolled in Medicare Advantage plans do not receive a Medicare 
Summary Notice, but may receive an Explanation of Benefits from the MA plan. 
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https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(a)8.d.

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(a)8.d.

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(b)

https://docs.legis.wisconsin.gov/document/administrativecode/Ins%203.651(4)(b)

https://www.forwardhealth.wi.gov/WIPortal/Tab/42/icscontent/Provider/Medicaid/EOB_Messages.htm.spage

https://www.forwardhealth.wi.gov/WIPortal/Tab/42/icscontent/Provider/Medicaid/EOB_Messages.htm.spage
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Claim Numbers 
Any communication with a payer about a specific claim(s) should refer to the claim number.  These 
numbers are unique to the payer and often contain information that may be useful in troubleshooting any 
problems.  In order to accurately calculate items such as interest, payers often use a Julian date within 
the claim number.  These day digits come from the Julian calendar (see Appendix 26) and are used by most 
payers as a more accurate date indicator.  Each day is assigned a three digit number, January 1st is 001 and 
December 31st is either 365 or 366 (to accommodate leap year). 


Commercial plans 
Every payer has their own version of a claim number.  Anthem BCBS has a “document control number” 
(DCN), which is the number Anthem assigns for each claim received. The first five numbers are the 
Julian date. 
 
Other elements that might be included in a claim number are the adjuster’s user ID (for auditing 
purposes), a batch number, type of claim (professional or institutional) and some sort of unique 
sequence number. 


Medicare 


Internal Control Number (ICN) - This field displays the Internal Control Number (ICN). The 14-digit 
ICN is a unique number assigned to the claim at the time it is received by the Medicare Contractor. It is 
used to track and monitor the claim. The first six digits reflect when the claim was received. The first 
digit is a century code (“1” indicates 1900-1999 and “2” indicates 2000 and after). The second two digits 
indicate the last two digits of the year that the claim was received.  The next three digits indicate the day 
of the year the claim was submitted, out of 365 days (366 in a leap year).  The last eight digits are a 
unique set of numbers assigned by Medicare Contractors.  An example of an ICN number would 
be 20905302000001, indicating it was received on February 22, 2009. 


Medicaid 
ForwardHealth assigns a unique claim number (also known as the ICN).  The ICN format is defined in 
Figure 10 below. 
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Figure 10 - WI Medicaid Claim Number Format 


Balance Billing 
Except for self-pay patients, most providers are not reimbursed for their full charge in this age of networks and 
capitation. What to do with the balance is usually driven by contract obligations. “Balance billing” is when the 
provider sends a bill for any remaining, unreimbursed amount for the charge on the service. 


Patient Responsibility 
There are charges that are not covered under almost every health plan, public or private. Unless some 
sort of agreement has been made prior to the service, the patient is usually responsible for these 
uncovered services. These charges will be clearly identified on the Remittance Advice or the patient’s 
EOB (Figure 11). Additionally, most plans have some sort of cost-sharing (deductible, coinsurance or 
copayment), which is also the patient’s responsibility. Again, these amounts should be clearly identified. 
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Figure 11 - Non-covered or cost share on EOB or RA 


Contractual Obligation 
In most cases, there will be a discount amount that the provider is not allowed to balance bill to the 
patient. 


In Figure 12, there are two service lines. The first, for code 97001, shows the billed amount of $480 has 
been reduced to an “allowed” or contracted amount of $217.68, which has been paid in full.  The 
adjusted amount (ADJ column) uses Adjustment Reason Code 42 (charges exceed our fee schedule or 
maximum allowed amount) to explain the $262.32 remaining balance. Notice the Patient Responsibility 
is $0 because the provider may not balance bill the patient. The second service line has been listed as not 
covered. A reason is not given, but since there is no patient responsibility, it must be due to a contractual 
item that doesn’t allow the use of an unlisted code. 


 
Figure 12 - Adjusted bill with no patient responsibility 


Figure 13 is an example of a reduction and cost sharing.  The billed amount is $219, but the contract 
allowed amount is $200. A $10 copay has been applied to the allowed amount, resulting in a payment of 
$190.  The provider may bill the patient for $10 copay, but not for the $19 contract discount. 


 
Figure 13 - Adjusted bill with contract reduction and cost-sharing 
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Sequestration Reduction 
The current sequestration order signed by the President on March 1, 2013, covers payments for 
services with dates of service or dates of discharge from April 1, 2013, through March 31, 2014.  
The 2% reduction is taken from the calculated payment amount, after the approved amount is 
determined and the deductible and coinsurance are applied. 


Example: A provider bills a service with an approved amount of $100.00, and $50.00 is 
applied to the deductible. A balance of $50.00 remains. Medicare would normally pay 80% 
of the approved amount after the deductible is met, which is $40.00 ($50.00 x 80% = 
$40.00). The patient is responsible for the remaining 20% coinsurance amount of $10.00 
($50.00 - $40.00 = $10.00). However, due to the sequestration reduction, 2% of the $40.00 
calculated payment amount is not paid, resulting in a payment of $39.20 instead of $40.00 
($40.00 x 2% = $0.80). 


Adjustment Reason Code 223 is an adjustment code for mandated federal, state or local law/regulation 
that is not already covered by another code and is mandated before a new code can be created. It is used 
for this reduction amount on remittance advices or EOBs. 
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Eligibility and Coverage 
 
In a needs assessment survey of Wisconsin’s local health departments in the summer of 2012, the following 
were the top five reasons given for denial of claims: 


• Service not covered 
• Date of service not covered 
• LHD is out-of-network 
• Coding error on claim 
• Claim applied to deductible 


All of these reasons can be addressed by taking the time, prior to rendering the service, to find out how your 
claim will be process by verifying the patient’s eligibility and benefit coverage for the service. 
 


Key Concepts: 
 


Eligibility concept 
Coverage concept 
Patient Intake Process 


Gather information 
Interpreting ID Cards 


Verifying eligibility and coverage 
Online verification 
Coverage and Benefits (for immunizations) 


Commercial plans 
Medicare 
Medicaid 


 
Prior to rendering service(s) to a patient, you need to determine what program and/or insurance coverage will 
reimburse you for the vaccine and/or the administration.  There are two verifications you need to address: 


Eligibility 
• Is the patient eligible for the program/health plan for the date of service? 
• Is the patient eligible under more than one program/health plan? 
• Is your LHD considered a participating provider for this program/health plan? 


Coverage 
• What is the coverage, or benefits, that will be provided by the program/health plan? 
• Are all preventive immunizations covered under the medical portion of a program/health plan, or 


are some covered under a separate drug plan? 
• Will a deductible, copayment or coinsurance be applied to the immunization? 


Patient Intake Process 
The following steps should be taken and information gathered to make sure that eligibility has been determined.   
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Gather Information 
There are basic data elements required to bill all types of insurance.  When the patient first presents for a 
service or calls to make an appointment, basic demographic and insurance information needs to be 
gathered so that eligibility can be verified and coverage levels determined.  Development of a form that 
can satisfy both billing and authorizations is the ideal, as demonstrated in Appendix 27, which was 
developed by the Iowa Billing Project team. 


In addition to gathering the information, request a photo ID and the original health insurance card from 
the patient.  Make copies of both sides of the card to place in the paper file or scan for electronic filing.  
If the copy isn’t fully readable, be sure to note the illegible information in pen directly off the original 
card.  This should happen at every visit.  The reason for making the copy is to prevent fraud (e.g., using 
someone else’s ID card to get free benefits).  If initial contact is made by phone, make sure to get the 
information so you will be able to complete verification prior to their arrival. 


Appendix 28 contains a decision tree that includes Medicaid, Medicare and private insurance and when 
to use private vs. public vaccine.  It also indicates what and to whom services are billed. 


The California Innovative Implementation Billing Project document developed an easy to use chart 
(Figures 1 and 2) to make sure you address all required information: 


Adult with Private Insurance Adult with Medicaid Adult with Medicare 
Patient’s full name at it is spelled on 
insurance card  


Patient’s full name at it is spelled on 
insurance card  


Patient’s full name at it is spelled 
on insurance card  
(legal name)  


Date of Birth  Date of Birth  Date of Birth  
Address, city, state, zip code  Address, city, state, zip code  Address, city, state, zip code  
Phone number  Phone number  Phone number  
Gender  Gender Gender 
Guarantor’s contact information and 
mailing address  


Guarantor’s contact information and 
mailing address  


Guarantor’s contact information 
and mailing address  


Policy holder’s name and date of birth  Patient’s Medicaid card Patient’s Medicare card  


Patient’s relationship to policy holder  Consent for treatment Patient’s supplemental insurance 
information, if applicable 


Type of plan   (e.g., PPO, POS,  
HMO)  


Assignment of benefits Patient’s Part D Insurance card 


Identification number    Identification (e.g., driver’s 
license, state identification) 


Payer telephone number for benefit 
verification  


  Assignment of benefits 


Patient’s insurance card(s) (copy of 
front/back) 


  Consent for treatment 


Consent for treatment    


Patient’s financial disclosure and 
assignment of benefits  
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Figure 1 - Adult Eligibility Chart 


 


 


Minor with Private Insurance Minor with Medicaid 
Patient’s full name at it is spelled on insurance card  Patient’s full name at it is spelled on insurance card  
Date of Birth  Date of Birth  
Address, city, state, zip code  Address, city, state, zip code  
Phone number  Phone number  
Gender  Gender 
Guarantor’s contact information and mailing address  Guarantor’s contact information and mailing address  


Policy holder’s name and date of birth  Legal guardian/custody information and type of 
identification (e.g., Driver’s license)  


Patient’s relationship to policy holder  Patient’s Medicaid card 
Type of plan   (e.g.., PPO, POS, HMO)  Legal Guardian’s financial disclosure and 


assignment of benefits 
Identification number   Consent for treatment 


Payer telephone number for benefit verification    
Legal guardian/custody information and type of 
identification (e.g., Driver’s license, state 
identification)  


  


Patient’s insurance card(s) (copy of front/back)   
Legal Guardian’s financial disclosure and 
assignment of benefits 


  


Consent for treatment   


Figure 2 - Child Eligibility Chart 


Interpreting the Identification Card (ID) 
The ID card is your source of information required to establish eligibility, obtain benefits, and submit 
the claim to the payer.  Cards come in many different shapes and sizes.  They are usually the size of a 
credit card and can be printed on paper, sturdy card stock or even plastic with information contained on 
a magnetic strip.  Some will have effective/end dates, but many do not carry a date at all.  To ensure you 
have the most current version, check the card at every visit. 


Commercial Payer ID Cards 
Looking at Figure 3, we can find the following: 


Member ID and name: This used to be the policy holder’s Social Security Number, but 
due to privacy concerns, this has been replaced, in most cases, with 
a random number, and then each member might have a specific 
suffix, like -01, -02, -03. 


Payer’s name: This is sometimes hard to determine as there are parent companies 
and networks involved.  In our sample, US Health and Life 
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Insurance is the parent company and Trilogy Health Networks 
would be considered the payer. 


Network name: In the Sample ID Card (Back) box below, you see that outside of 
the Trilogy service area, PHCS and MultiPlan are the networks 
that would be used instead of Trilogy.  Since your patients are 
probably residents of your city or county, this probably will not 
apply.  But you need to check carefully so you know if claims go 
to a different location or network. 


Service Phone numbers: The most important number is probably that of Customer Service, 
where you can call to verify eligibility and obtain benefits 
information.  While immunizations probably don’t require pre-
authorization, that number, along with other service numbers, 
should be displayed in case you have questions. 


Claim Submission: Somewhere on the card, it should tell you where to submit paper 
claims.  Again, this may not be directly to the payer’s address, so 
check closely. 


EDI Payer ID: The payer ID is listed so that you can provide that to your 
clearinghouse for electronic claims. 
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Figure 3 - Trilogy Insurance ID Card sample 


 


Some payers have the same information on where to send claims, but they use a logo to identify 
the actual plan the patient has, which is important to obtain eligibility and benefits.  WEA Trust 
Insurance Plan uses this method (Figure 4): 


Card Identification Health Plan Logo 
POS (followed by region) Point of Service or Point of 


Service Trust Select 


 
Trust Preferred Preferred Provider 
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Blank under logo Front-end Deductible, Health 
Conversion WEA-MedPlus 


 
WEA Trust PPO WEA Trust State Preferred 


Provider Plan 


 
Figure 4 - WEA Trust Logo Samples 


Some payers put the copays or coinsurance amounts right on the card (Figure 5).  Most cards 
will not indicate whether the group is a grandfathered plan, requiring providers to call the payer 
to determine if a copay or coinsurance applies to immunizations or preventive office visits (such 
as interperiodic visits). 


 
Figure 5 - Anthem PPO Card sample 


If your office has a PDF Capable Barcode Scanner, then you would be able to use the advanced 
magnetic strip and bar code ID Cards some payers have issued.  You have to enroll with the 
plan; information should be available on their website.  A sample card is shown in Figure 6 
below. 
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Figure 6 - UHC magnetic strip ID card 


When you scan the card, the information looks more like code, than English, which is why you 
need the payer’s key to reading the data (Figure 7) – again, this is a sample of UHC’s cards1: 


 
Figure 7 - UHC key to reading scanned ID card data 


 


Medicare ID Cards 
Figure 8 is an example of the CMS Medicare ID card (front): 


                                                           
1  Source: https://www.unitedhealthcareonline.com/b2c/CmaAction.do?channelId=74559b24553c2110VgnVCM100000c520720a____  



https://www.unitedhealthcareonline.com/b2c/CmaAction.do?channelId=74559b24553c2110VgnVCM100000c520720a____
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Figure 8 - Medicare Part A/B card sample (front) 


 


 


 


 


 


 


Figure 9 is a CMS Medicare ID card (back): 


 
Figure 9 - Medicare Part A/B card sample (back) 


Figure 10 is a Medicare Railroad Retirement Card: 
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Figure 10 - Railroad Medicare card (front & back) 


Medicare Advantage cards will look like a regular health plan card.  Figure 11 shows the United 
HealthCare Medicare plan ID card:


 


Figure 11 - Medicare Advantage card (front & back) 


Figure 12 is a Medicare Part D Card from Express Scripts: 


 
Figure 12 - Medicare Part D card (front & back) 
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Medicaid ID card 
Figures 13 and 14 are the WI Medicaid ID cards for health services: 


 
Figure 13 - Wisconsin Medicaid ID card (front and back) 


 


Figure 14 - WI Medicaid Senior Care Rx Card (front and back) 


Verify Eligibility and Coverage 
Now that you have gathered all the required data, you need to contact the payer for specifics regarding 
the patient’s eligibility under their stated coverage. In some cases, payers might have real-time eligibility 
information on their website or through a clearinghouse.  But in most cases, you will need to contact the 
payer via phone. 
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Commercial Payers Tips 
• Many insurance companies verify coverage through an online system designed specifically for 


health care providers.  This is the most efficient way to verify coverage, so if the payer has one, 
use it. 


• Have all the appropriate information available before you call.  If the information is different, but the 
eligibility and/or coverage is effective, be sure to note the new information for the claim.  This can 
happen because people aren’t always diligent in using their updated cards. 


• When calling for eligibility and/or benefit coverage information, it is best to group calls by payer so you 
don’t make multiple calls to the same payer. 


• Avoid calling in the morning, especially Monday mornings, as hospitals call during that time to verify 
coverage for new admissions. 


• Have the representative verify your provider status, and make sure you are given the correct benefits for 
your status.  For instance, if you are non-participating/out-of-network for the plan, and the representative 
tells you there is no deductible or copay, which might be a red flag they gave you in-network benefits. 


• Be sure they are giving you the specific patient’s benefits and are not just giving a general “covered” 
answer because the service is an immunization. Remember that grandfathered plans don’t have to give 
free preventive services. 


• Ask if the service will be covered.  Sometimes you may be asked for a procedure code. 
• Be sure to find out if there is a copayment or coinsurance that you can collect on the service. 
• Verify that this is the primary insurance coverage. 
• Verify that you have the correct claim mailing address or EDI payer ID so that the claim isn’t 


unnecessarily delayed. 
• Always note the name of the person who gives you the information.  Getting a reference number for the 


call is also critical in any potential appeal process.  Currently, most insurers assign a type of ID number to 
every call, just like they do for every claim.  This person will also tell you that they cannot guarantee 
benefits – don’t worry, this is standard practice. 
 


Medicare 
With the transition from WPS to NGS for Medicare Part B occurring during the writing of this manual, 
it is important that you follow any instructions from NGS for a smooth transition.  As a preview, instead 
of using the C-SNAP system for verifying beneficiary eligibility or getting status of claims only, you 
will now use NGS’s Connex system (Figure 15) accessible 
at http://www.ngsmedicare.com/wps/portal/ngsmedicare/!ut/p/c4/04_SB8K8xLLM9MSSzPy8xBz9CP0os3gDP2MXRzdTE
wMLEzNTA09XRzNjI0tzI2dTQ_2CbEdFAP6YobQ!/.  
 



http://www.ngsmedicare.com/wps/portal/ngsmedicare/!ut/p/c4/04_SB8K8xLLM9MSSzPy8xBz9CP0os3gDP2MXRzdTEwMLEzNTA09XRzNjI0tzI2dTQ_2CbEdFAP6YobQ!/

http://www.ngsmedicare.com/wps/portal/ngsmedicare/!ut/p/c4/04_SB8K8xLLM9MSSzPy8xBz9CP0os3gDP2MXRzdTEwMLEzNTA09XRzNjI0tzI2dTQ_2CbEdFAP6YobQ!/
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Figure 15 - NGS Medicare Part B Online System 


On this site you can: 
• Check beneficiary eligibility and entitlement information 
• Query for your claims status 
• View your provider/supplier demographic information 
• Query for your financial data 
 Initiate reopening and/or redetermination requests 
 Obtain the status of all redetermination/reopening requests 


Medicaid 
Each enrolled member receives an identification card2.  Possession of a program identification card does 
not guarantee enrollment.  It is possible that a member will present a card during a lapse in enrollment; 
therefore, it is essential that providers verify enrollment before providing services.  


The ForwardHealth card does not need to be signed to be valid; however, adult members are encouraged 
to sign their cards.  Providers may use the signature as another means of identification. 


The toll-free number on the back of each of the cards is for member use only.  


If a provider finds discrepancies with the identification number or name between what is indicated on 
the ForwardHealth card and the provider's file, the provider should verify enrollment with 
Wisconsin's EVS (Enrollment Verification System). 


                                                           
2 Topic #266 - ForwardHealth Identification Cards 
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When the member's 10-digit identification number on the ForwardHealth card does not match the EVS 
response, if the EVS indicates the member is enrolled, services should be provided. 


If a member's name on the ForwardHealth card is different than the response given from EVS, providers 
should use the name from the EVS response.  


Members do not receive a new ForwardHealth card if they are enrolled in a state-contracted MCO 
(managed care organization) or change from one MCO to another.  Providers should verify enrollment 
with the EVS every time they see a member to ensure they have the most current managed care 
enrollment information. 


To see how to use the enrollment section of and LHD’s provider account for Wisconsin Medicaid, to the 
Forward Health Portal>> Providers >> Portal User Guides >> Enrollment Verification User Guide.  
Figures 16 through 18 show how to find eligibility information: 


 
Figure 16 - Forward Health Enrollment tab on provider screen 
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Figure 17 - Forward Health Eligibility Search screen 


For future DOS, if the inquiry is made prior to the 20th of the current month, users may enter a From DOS and 
To DOS up to the end of the current calendar month. For example, if the date of the request is for November 15, 
2013, users may request dates up to and including November 30, 2013. 


For future DOS, if the inquiry is made on and after the 20th of the current month, users may enter a 
From DOS and To DOS up to the end of the following calendar month. For example, if the date of the 
request was November 25, 2013, users could request dates up to and including December 31, 2013.  
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Figure 18 - Forward Health Eligibility Results screen 


It is advisable to print the Enrollment Verification page using the Print function of their browser so that 
you have a permanent paper copy of the enrollment verification inquiry for LHD records. 


 


Medicare coverage 
You can access coverage information for Medicare through its online database located at: 
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http://www.cms.gov/medicare-coverage-database/overview-and-quick-
search.aspx?CoverageSelection=Both&ArticleType=All&PolicyType=Final&s=Wisconsin&KeyWord=chiroprac
tic&KeyWordLookUp=Title&KeyWordSearchType=And&bc=gAAAAAAAAAAAAA%3d%3d&=&  
 
Figure 19 indicates how you can use the filter system to access any current coverage issues for Wisconsin 
regarding immunizations. 
 


 
Figure 19 - CMS Medicare Coverage Database filter options 


Figure 20 is an example of the returned information. In this case only one coverage document exists, for tetanus, 
which you can access by clicking on the title hyperlink.  



http://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx?CoverageSelection=Both&ArticleType=All&PolicyType=Final&s=Wisconsin&KeyWord=chiropractic&KeyWordLookUp=Title&KeyWordSearchType=And&bc=gAAAAAAAAAAAAA%3d%3d&=&

http://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx?CoverageSelection=Both&ArticleType=All&PolicyType=Final&s=Wisconsin&KeyWord=chiropractic&KeyWordLookUp=Title&KeyWordSearchType=And&bc=gAAAAAAAAAAAAA%3d%3d&=&

http://www.cms.gov/medicare-coverage-database/overview-and-quick-search.aspx?CoverageSelection=Both&ArticleType=All&PolicyType=Final&s=Wisconsin&KeyWord=chiropractic&KeyWordLookUp=Title&KeyWordSearchType=And&bc=gAAAAAAAAAAAAA%3d%3d&=&
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Figure 20 - CMS Medicare Coverage Database query returns 


Online Verification 
As the use of technology continues to improve in the health insurance industry, it becomes more cost-
effective to take advantage of these improvements. 


As a result of the Patient Protection and Affordable Care Act (PPACA), December 31, 2013 is the 
certification date by which health plans must “file a statement with HHS certifying that their data and 
information systems are in compliance with the standards and operating rules,” including the federally 
mandated CAQH CORE Eligibility & Claim Status Operating Rules. This is defined in Section 
1104(b)(2), requiring specific standards and associated operating rules to be implemented. This section 
states “To the extent feasible and appropriate, enable determination of an individual’s eligibility and 
financial responsibility for specific services prior to or at the point of care.” Thus, the payers must 



http://www.cms.gov/Affordable-Care-Act/04_ComplianceCertificationandPenalties.asp

http://www.cms.gov/Affordable-Care-Act/04_ComplianceCertificationandPenalties.asp
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provide automated eligibility and coverage verifications for providers. CMS will begin assessing 
penalties no later than April 1, 2014, against health plans that have failed to meet these standards.  These 
standards include: 


Meet certain content requirements for the eligibility transaction, including that:  


• At a minimum, eligibility responses must include dates of eligibility for past and future 
dates at a benefit level if the benefit level is different from the contract level;  


• The patient’s financial responsibility is included for each benefit at the base contract 
amount for in- and out-of-network providers, as well as the patient’s co-pay, deductible, 
and coinsurance amounts prior to the point of care; and  


• The name of the health plan; and  
 
Meet certain service and performance timeframes for eligibility and claim status transactions:  


• Systems be operational 86 percent of the time per calendar week and regular system 
downtimes are published;  


• Batch transactions, if received by 9:00 p.m. eastern standard time, must have a response 
sent by 7:00 a.m. eastern standard time the following day; and  


• Real-time transactions must have a response sent within 20 seconds or less.  


Coverage/Benefits 
As the result of state and federal laws, most plans cover immunizations that are ACIP recommended.  However, 
whether or not they are covered without any cost-sharing can be confusing due to exceptions in those same 
laws.  Especially be aware of the grandfathered plans because: 


1. Immunizations can be subject to deductibles and copay/coinsurance amounts, and, 
2. There is no way to know if cost-sharing applies because the ID card isn’t required to display the 


plan’s grandfathered status. 


Commercial Plans 
Effective in 2010 with the passage of PPACA, immunizations are covered under preventive services in 
most instances. 


PPACA Title I, Sec. 1001 — Coverage of preventive health services in private health plans  
Insurance companies must cover preventive services recommended by the US Preventive 
Services Task Force (USPSTF) and the Advisory Committee on Immunizations Practices 
(ACIP); and health plans cannot impose any cost-sharing requirements. This includes those 
vaccines found in the recommended immunization schedule for children, adolescents, and adults.  
This provision does not apply to grandfathered plans – which could include a majority of the 
existing plans (Appendix 29). The common understanding of a grandfathered plan is an 
individual or group health plan providing coverage on March 23, 2010 – the day the bill was 
enacted. There is no official definition of what those plans are so, at this time, it is difficult to 
determine the impact of this provision.  
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PPACA Title I, Sec. 1001 — Extension of dependent coverage in private health plans  
Requires health plans that offer dependent coverage to make it available for an adult child until 
that child turns 26 years old, with the exception of grandfathered plans.  
Adult vaccines such as Meningococcal and Human Papillomavirus (HPV) may also be covered 
depending on HHS clarifying rules, as noted above.  


Medicare 
Immunizations are, for the most part, covered under Medicare Parts B and D.  See Appendix 30 for 
details. 


Medicaid 
Medicaid has a variety of programs under which immunizations are covered. 


Vaccine for Children (VFC) Program Eligibility 
Any child 18 years of age or younger who meets at least one of the following criteria is 
eligible for the VFC Program: 


• Eligible for Medicaid or BadgerCare Plus. 
• American Indian or Alaska Native, as defined by the Indian Health Services Act. 
• Uninsured. 
• Underinsured – includes those who are insured, but plan doesn’t pay for the 


specific vaccine.  Person’s policies that have a high or unmet deductible, copay or 
coinsurance are not considered to be “underinsured”. 
 LHDs – can administer state supplied vaccine and collect the 


administration fee, or waive based on family’s ability to pay. 
Note: Private VFC providers must refer underinsured patient to a LHD (in 
Wisconsin) or federally qualified health center (FQHC) or rural health clinic 
(RHC); underinsured children cannot receive immunizations from a private 
health care provider using VFC vaccine. 


 


Vaccines for Children 18 Years of Age or Younger 
Vaccines provided to members 18 years of age or younger are available through the 
federal VFC Program at no cost to the provider.  ForwardHealth reimburses only the 
administration fee for vaccines supplied by the VFC Program. 


For vaccines that are not supplied by the VFC Program, providers may use a vaccine 
from private stock.  In these cases, ForwardHealth reimburses for the vaccine and the 
administration fee. 


The Wisconsin Immunization Program website has more information about the VFC 
program. Providers may also call the VFC program at (608) 267-5148 if Internet access is 
not available. 


Vaccines that are commonly combined are not separately reimbursable unless the 
medical necessity for separate administration of the vaccine is documented in the 
member's medical record. 
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If a patient encounter occurs in addition to the administration of the injection, LHDs may 
receive reimbursement for the appropriate evaluation and management (E&M) procedure 
code that reflects the level of service provided at the time of the vaccination.  If an 
immunization is the only service provided, the lowest level E&M office or other 
outpatient service procedure code may be reimbursed, in addition to the appropriate 
vaccine procedure code(s). 


Cervarix® Coverage for Medicaid Members 
Cervarix® is a covered vaccine for female members aged 9 to 26 years. Cervarix is 
available through the VFC program for VFC-eligible children aged 9 through 18 years; 
therefore, LHDs should submit claims with HCPCS procedure code 90650 (Human 
Papilloma virus [HPV] vaccine, types 16, 18 bivalent, 3 dose schedule, for intramuscular 
use) to be reimbursed for the administration of the vaccine for members aged 9 to 18 
years.  
For female members aged 19 through 26 years, private stock vaccine must be used. 
 


Gardasil® Coverage for Medicaid Members 
Gardasil® is covered for both male and female members aged 9-26 years. The vaccine is 
available through the VFC program for members aged 9 through 18 years. LHDs should 
submit claims for Gardasil® with the HCPCS procedure code 90649 (Human Papilloma 
virus [HPV] vaccine, types 6, 11, 16, 18 quadrivalent, 3 dose schedule, for intramuscular 
use) to be reimbursed for the administration of the state-supplied vaccine for members 
aged 9 through 18 years.  For members aged 19 through 26 years, LHDs should bill 
90649 to be reimbursed the administration fee and for the cost of the vaccine from their 
private stock.  


HealthCheck Program 
Providers are required to indicate the procedure code of the actual vaccine administered, 
not the administration code, on claims for all immunizations. Reimbursement for both the 
vaccine, when appropriate, and the administration are included in the reimbursement for 
the vaccine procedure code, so providers should not separately bill the administration 
code. Providers are required to indicate their usual and customary charge for the service 
with the procedure code. 


The immunizations identified by CPT subsections "Immune Globulins" (procedure codes 
90281-90399) and "Vaccines, Toxoids" (procedure codes 90476-90749) are covered. 


Immune globulin procedure codes and the unlisted vaccine/toxoid procedure codes are 
manually priced by Forward Health’s pharmacy consultant. To be reimbursed for these 
codes, physicians are required to attach the following information to a paper claim: 


• Name of drug.  
• NDC.  
• Dosage.  
• Quantity (e.g., vials, milliliters, milligrams).  


Medicaid reimbursement for immune globulins, vaccines, toxoid immunizations, and the 
unlisted vaccine/toxoid procedure codes includes reimbursement for the administration 
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component of the immunization, contrary to CPT's description of the procedure codes. 
Procedure codes for administration are not separately reimbursable. 


Vaccines for Members 19 Years of Age or Older 
Medicaid members aged 19 years and older are considered insured, and therefore cannot 
receive state-supplied vaccine. Thus, for vaccines from a provider’s private stock that are 
administered to members 19 years of age or older, ForwardHealth reimburses for the 
vaccine and the administration.  (Also see Gardasil® and Cervarix® above.) 
 


SeniorCare Program 
Immunizations and vaccines are not covered under the SeniorCare Program. 


 
Medicaid immunizations were also affected by PPACA. 
 


PPACA Title I, Sec. 2001 and 4106 — Medicaid  
There are newly eligible persons for the Medicaid program, based on income, gender and family 
position. These changes will lead to more people receiving Medicaid benefits and potentially 
more people eligible for Medicaid-covered immunizations. One specific Medicaid section 
clarifies that the preventive services that could be offered to Medicaid eligible adults includes 
those services recommended by the USPSTF and those immunizations recommended by the 
ACIP. The impact will vary by state based on their current Medicaid eligibility and future 
required expansion.  
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Vaccine Funding  
 
It is important for LHDs to be prepared to maximize all potential funding sources. LHDs that intend to serve all 
members of their populations will need to find seed money to purchase private vaccine supplies and enter into 
contracts with payers, public and private, so they can be reimbursed for those supplies. 


Key Concepts: 
 


Funding sources 
Purchasing groups 
Manufacturer Assistance Programs 


Applying for Grants 
Composition 


Tips for writing proposals 
Online statistical data sources 


Grant Sources 
Foundations 
Focused organizations 
Governmental 


Funding Sources 


Purchasing Groups 
Joining purchasing group organizations (PGO) can assist in reducing the cost of your supply, and there 
are many of these PGO in the market place. 


The American Academy of Pediatrics suggests the following questions should be used to assess 
which program is right for you.  


• Which manufacturer(s) are included in the program? 
• Under what circumstances can I purchase outside the plan? 
• What are the purchasing compliance requirements?  
• Based on this contract, how will my usual vaccine regimen be affected?  
• Would I need to start administering different vaccines?  How will this affect office 


education or nurses' time?  
• If I have to change the type of vaccine I order, is the change worth it?   
• Is there another option with similar pricing that would allow me to order what I currently 


use?  
• Is there a cost to participate? 
• What is the length of my contract commitment? 
• Does this plan provide rebates to its participants?  
• Is pricing tied to volume? 
• Do all participants have the same terms?  
• Does placing large- or small-volume orders allow me to receive the optimal discount?  
• How do your discounts compare with my current pricing?  
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• Can I take advantage of additional manufacturer discounts through this program?  
• How frequently am I allowed to order? 
• What is the process to order vaccines? 
• Is a code needed to order online? 
• Is there an administrator to call?  
• Can the practice order whenever it wants?  
• Is there a limit to how many orders can be placed in a given time?  
• What is the process for ordering (e.g., phone, online)?  
• Can I reduce my practice’s time and resources spent on ordering vaccines so that 


maximum discounts are still achieved? 
• Does the program eliminate the need to order strategically to achieve best pricing?  
• What customer-service resources are in place to answer our questions and provide supply 


assistance? 
• How long has the plan been in business and how many doctors does it work with? (You 


can also ask your manufacturer representatives for their views of the program.)  
• Are there geographic limitations to participation?  
• What value-added services (e.g., payment support, office supplies) does the plan provide?  


Minnesota Multistate Contracting Alliance for Pharmacy (MMCAP) 
MMCAP is probably the best known purchasing group organization (www.mmcap.org) and is 
operated by Minnesota’s Department of Administration for government healthcare facilities for 
the purpose of volume contracting for eligible government entities.  It has been in operation for 
28 years and is currently made up of 46 states and the cities of Chicago and Los Angeles.  
 


The following are an example of their contracts: 


Influenza vaccine  Other vaccines 
ASD Healthcare 
FFF Enterprises 


GSK 
MedImmune 
Henry Schein 


Merck Vaccines 
Novartis Vaccines 
Vaccine Shoppe 


 Crucell 
GlaxoSmithKline Vaccines 


MedImmune 
Merck Vaccine Division 


Novartis 
Sanofi Pasteur 


   
Each state has a purchasing and a pharmacy contact. 


WI Purchasing Contact 
Barth Becker, Procurement Specialist 
101 East Wilson Street, 6th Floor 
Madison, WI 53707 
Phone:  608-266-0817 
Fax:  608-267-0600  
Email:  barth.becker@wisconsin.gov   
 
 



http://www.mmcap.org/

mailto:barth.becker@wisconsin.gov
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WI Pharmacy Contact 
Eric Knox, Phar.D., Acting Pharmacy Director 
BHS Central Pharmacy 
WI Department of Corrections 
208 S. West Street 
Waupun, WI  53963 
Phone: 920.324.1600 
Fax: 920.324.1590 
Email: eric.knox@wisconsin.gov  


 


Enrollment in MMCAP is done through the WI Procurement office using the following steps: 


1. Access the State’s Vendor net system at: http://vendornet.state.wi.us/vendornet/ (Figure 
1) and click on General Procurement Information: 


 
Figure 1 - WI VendorNet System Homepage 


2. From the General Procurement Information page, click on the Procurement Contracts 
hyperlink (Figure 2). 



mailto:eric.knox@wisconsin.gov

http://vendornet.state.wi.us/vendornet/
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Figure 2 - Procurement Contracts hyperlink 


3. This will take you to the State of Wisconsin Procurement Contracts page.  You can either 
scroll down the page, or enter “pha” in the Find box on the page and it will take you to 
the only contract that currently exists in this section.  Click on the 15-26998-901 
hyperlink (Figure 3). 


 
Figure 3 - Contract 15-26998-901 hyperlink 


4. The new page will be the information page for the MMCAP contract.  Scroll down to the 
Scope portion of the page and you will see the following instruction: 


a. To obtain an MMCAP member number, complete all four pages and sign the 
Membership Application found under "Attachments" below. Forward the 
application via e-mail to the Contract Manager, Brad Bauman, 
at brad.bauman@wisconsin.gov.  
You may call him for more information or with questions at (608) 267-6922. 


b. The membership application (see also Appendix 31) is noted in Figure 4 below.  
You can also download the actual contract for review, as well as the User Guide 
(see also Appendix 32). 



mailto:brad.bauman@wisconsin.gov
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Figure 4 - VendorNet MMCAP attachment hyperlinks 


5. Once complete, submit it to Barth Becker at the State of Wisconsin (see contact 
information above).  He will handle the rest of the submission process, which includes 
verifying to MMCAP that your LHD is an acceptable entity.  You will be sent a member 
ID from MMCAP once you are accepted. 


Manufacturers’ Vaccine Assistance Programs  
The following is provided for informational purposes only and is not an endorsement of any certain 
vaccine brand or manufacturer.  For more complete details, contact the manufacturer listed below: 
 


Sanofi Pasteur – offers a Patient Assistant Program (PAP) for persons 19 years and older who 
are uninsured.  


 
The program includes the following vaccines: Adacel® (Tdap), Decavac® (Td), 
Menactra® (MCV4), Imovax® (Rabies) Imogam® (Rabies Immune Globulin) and 
Menomune® (MPSV4).  
For more information, visit: https://www.pparx.org/en/prescription_assistance_programs.  


 
Merck – offers a Vaccine Patient Assistance Program for uninsured adults 19 years and older.  


 
The program includes these vaccines: Gardasil® (HPV4), MMR®, Varivax® (Var), 
Zostavax® (Zoster).  
 
For more information, call 1-800-293-3881 8:00 a.m. - 8:00 p.m. EST, Mon – Fri or 
visit: http://www.merck.com/merckhelps/patientassistance/. 



https://www.pparx.org/en/prescription_assistance_programs

http://www.merck.com/merckhelps/patientassistance/
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GlaxoSmithKline (GSK) – offers a Vaccines Access Program which provides adult GSK 
vaccines to eligible low income patients who do not have third party coverage for vaccines.  


 
The program includes five adult vaccines: Cervarix® (HPV2), Twinrix® (HepA/HepB), 
Boostrix® (Tdap), Havrix® (Hep A), and Engerix B® (Hep B).  
 
For more information, call 1-877-VAC-2911 (1-877-822-2911) or visit: http://www.gsk-
vap.com/index.html. 


 
Other Programs:  


There may be additional vaccine financing programs available through other 
manufacturers. Contact the manufacturer directly to inquire about further programs.  


Applying for Grants 
Obtaining a grant could be a method to secure start-up or seed funds to buy the first private vaccine 
supply.  Appendix 33 is an example of a simple grant proposal. 
 


Grant Composition 
Most grant applications are a package of information submitted to the organization that has established 
the grant funding.  The components of a grant application vary, but most are made up of the following: 


1) Cover letter, title page, and abstract 
2) Statement of the Problem / Needs Statement 
3) Project Description (goals and objectives and methods / activities) 
4) Evaluation Plan 
5) Budget Request and Budget Justification 
6) Applicant Qualifications 
7) Future Funding Plans / Plans for Sustainability 
8) Appendices  


See Appendix 34 for a Grants Glossary.  


Cover Letter 
The cover letter (Appendix 35) – usually limited to one page – should:  


Describe the agency's interest and capacity to successfully implement the proposed project;  
Have an upbeat tone that makes it stand out in a positive way;  
Summarize the project; and  
Designate a contact person for any questions about the project.  


 
Typical title page contents include: 


Project title; 
Name of the agency submitting the grant; 
Agency address; 
Name of the prospective funder; 
Beginning and ending project dates; and 
The total amount requested. 



http://www.gsk-vap.com/index.html

http://www.gsk-vap.com/index.html
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Proposal 
Refer to Appendix 33 for a proposal template. 


Budget 
The budget is made up of two documents, the budget and the narrative.  See Appendix 36 for a Sample 
Budget.  The following are examples of items that might be in a budget narrative:   


 
Personnel  
This narrative can define not only a salary calculation, but how the person will spend their time.  
This is where you may also distinguish between an employee versus a contingent worker hired 
only for the project.   


Project Director: $35,000/year @ 100% = $35,000. The Project Director currently 
oversees the program and will spend 100% of her time hiring, training, and supervising 
staff. This individual’s annual salary will be covered by grant funds for the 12 months of 
the contract. 


 
Travel 
If travel is involved, that should be included in the narrative, especially if it isn’t a normal part of 
the LHD operation.  Include the approved per diem and reimbursement rates for travel by 
automobile, defined based on policy or IRS rate for the current year (Figure 5).   


 
Figure 5 - 2013 Reimbursement Rate from IRS.gov website 


Program Director 300 miles x  0.565 = $169.5; Daily Subsistence $91.75 x 5 days 
=$458.75; Total 628.25.  
Program Coordinator 200 miles x 0.565 = $113; Daily Subsistence $91.75 x 5 days= 


$458.75; Total $571.75.  
Program Assistant 200 miles x 0.565 = $113; Daily Subsistence $91.75 x 5 days 
=$458.75; Total $571.75. 


 
Fringe Benefits 
Whether using a flat percentage (e.g. 30-35%) or actual calculations for fringe benefits, these 
should be noted in the narrative. 


FICA will be paid for all salaries: $54,818.00 x .0765 = $4,194.00.  
Unemployment cost is $17,300.00 x 3 x .03 = $2,855.00.  
Retirement for full-time employees: $48,596.00 x .06 =$2,916.00.  
Health Insurance cost for full-time employees is the following:  
Director: $357 x 12 months= $4,284.00.  
Coordinator: $365 x 12 months= $4,380.00. 


Tips for Writing the Proposal 
All grants come with specific guidelines, but the following tips apply to all applications for funds: 
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• Follow the guidelines exactly or your proposal may be excluded from any consideration.  
The guidelines may simply ask for a proposal document.  Others may require forms, such as 
the Public Health Service 398 form that has 121 pages of instructions. 


• How you develop your metrics or performance measures may also help you develop other 
activities to include in the proposal. 


• Be sure the critical information you need to communicate is in both the cover letter and the 
project summary, as those two documents are often separated from each other during the 
process. 


• If you are including salary data in your proposal, don’t forget fringe benefits, such as FICA, 
Worker's Compensation, and Withholding Tax.  Most calculations use 30-35% of salary to 
project fringe benefits.  


• A standard for a full-time employee is 2,080 hours worked/year (a half-time employee would 
be 1,040/hours/year). 


• Try not to use jargon that persons outside of the immunization world wouldn’t understand.  
Be sure to define all technical language so non-medical persons can understand the 
terminology. 


• If there are unusual items in your budget, it is always good to add a budget narrative to the 
budget page(s). 


Online Statistical Data Sources 
If you need data to support your proposal, there are many online data sources that can assist you.  Some 
of them are: 


US Census Bureau - http://www.census.gov/main/www/access.html  
The Census Bureau has standard reports and tools to allow you to customize the data and see 
where Wisconsin ranks against other states in specific measures, under the Data tab.  There is 
also a Research tab with micro-data.  These tools and data are available online for free.  Some of 
the tools are strictly data, but others can provide graphics, such as the Census Flows Mapper in 
Figure 6. 
 



http://www.census.gov/main/www/access.html
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Figure 6 - Example of US Census Bureau tool 


 
Health Indicators Warehouse - http://healthindicators.gov/  
HIW is a collaboration of agencies and offices within the Department of Health and Human 
Services.  Some of the data is older, but you can also link to other databases from this site.  The 
HIW is maintained by the CDC’s National Center for Health Statistics. Data, support and funding 
are provided by the following: 


• Centers for Medicare & Medicaid Services 
• Department of Health and Human Services:  


 Office of the Deputy Secretary 
 Office of Adolescent Health 
 Office of Disease Prevention and Health Promotion 
 Office of Minority Health 
 Office of the Assistant Secretary for Planning and Evaluation 


• Health Resources and Services Administration 
You may need to graphically display how sparse or dense the number of PCP’s are in the area. 
Figure 7 is an example of what is available in the HIW: 
 



http://healthindicators.gov/
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Figure 7 - Health Indicators Warehouse data example 


 
Prevention Institute - http://www.preventioninstitute.org  
PI provides services to support prevention initiatives throughout the country. Working with 
states and localities, community coalitions, and foundations, their goal is to build the capacity of 
organizations and individuals to plan and implement strong, effective collaborative efforts 
focused on policy and environmental change.  They have some information on immunizations 
that has been gleaned from other agencies, such as this useful statistic: 


For every dollar invested, the 7-vaccine routine childhood immunization schedule saves 
$16.50 in direct medical costs and other costs to society. 


 
County Health Rankings - http://www.countyhealthrankings.org/  
This website is a collaboration between the Robert Wood Johnson Foundation and the University 
of Wisconsin Population Health Institute, showing the rank of the health of nearly every county 
in the nation and illustrating the importance of other determinants of health, not directly related 
to healthcare.  See Figure 8 for an example of the data available on this site. 


 
Figure 8 - Example of County Health Rankings data 



http://www.preventioninstitute.org/

http://www.countyhealthrankings.org/
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Data 2010 - http://wonder.cdc.gov/data2010/ABOUT.HTM  
DATA2010 is an interactive database system developed by staff of the Division of Health 
Promotion Statistics at the National Center for Health Statistics, and contains the most recent 
monitoring data for tracking Healthy People 2010 objectives.  Figure 9 is an example of a data 
report, by year, on Healthy People information. 


 


 
Figure 9 - Data2010 sample data 


Chronic Disease Indicators - http://apps.nccd.cdc.gov/cdi/Default.aspx  
The Chronic Disease Indicators (CDI) is a cross-cutting set of 97 indicators that were developed 
by consensus and that allows states, territories and large metropolitan areas to uniformly define, 
collect, and report chronic disease data that are: 


• Important to public health practice 
• Available for states, territories and large metropolitan areas 


In addition to providing access to indicator data, the CDI Web site serves as a gateway to 
additional information and data resources.  Figure 10 is an example of immunizations in WI 
compared to the US as a whole. 


 


 
Figure 10 - Chronic Disease Indicators example 


FedStats - http://www.fedstats.gov/ 
This is an online portal to over 100 federal agency databases (Figure 11). 
 



http://wonder.cdc.gov/data2010/ABOUT.HTM

http://apps.nccd.cdc.gov/cdi/Default.aspx

http://www.fedstats.gov/
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Figure 11 - FedStats.gov Home Page 


Grant Sources 
Finding an appropriate source for grant funding can be difficult.  The table below has a list of some well-known 
sources for finding grant funds.  Be creative in how you apply your need to the grant specifications. 


 
Type Sources 
Foundation These foundations are often awarding grants for specific needs. 


Foundation Center Grantmakers Online ($9.99/one month) 
http://www.grantmakersonline.com/index.php?module=directory&op=dirlist  


Guidestar.org 
http://www.guidestar.org/AdvancedSearch.aspx  


Public Health Institute 
http://www.phi.org/  


Robert Wood Johnson Foundation 
http://www.rwjf.org/en/grants.html  


ScanGrants™ 
http://www.scangrants.com/Search.aspx  


eCivis Grants Network (commercial search engine for governments) 
http://www.ecivis.com/products-services/grants-network-research.html   


Government  All levels of government have the potential to be a funding source for LHD needs. 
HHS.gov 


http://www.hhs.gov/asfr/ogapa/grantinformation/grantprocess.html  
Public Health Finance & Management website 


http://publichealthfinance.org/search-for-funding  
Grants.gov 


http://grants.gov/applicants/find_grant_opportunities.jsp  
Partners in Information Access for the Public Health Workforce 


http://phpartners.org/grants.html  
Association of Schools of Public Health 


http://www.asph.org/document.cfm?page=747  
Federal Register 
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Financial Policy 
 
This section will give LHDs information to use in developing their own financial policies, including: how to set 
up a tracking database; understanding the Medicare fee schedule and use it to set their own rates; how to set up 
their own fee schedule; creating hardship sliding fee scales; and dealing with reporting and handling refunds. 


Key Concepts: 
 


Developing and maintain charges 
Create a maintenance database 
Medicare physician fee schedule 
Usual, reasonable, customary fees 
Private vaccine charge 
Administration fee 


Medicaid 
Medicare Part B 
Medicare Part D 
Sliding fee schedules 


Accounts Receivable & Collections 
Residency requirements 
Payment expectations 
3rd party billing expectations 
Client payments 
Collections 
Delinquent accounts 
Failed collections 
Returned checks 
Refunds 
Reporting 


Developing and maintaining charges 


Create a Maintenance Database 
Hospitals create “chargemasters” for tracking a myriad of items required for budgeting, reimbursement 
reconciliation, governmental cost reporting, etc.  This is essentially a database of the calculations for all 
the services the hospital charges to patients.  This is an excellent method for LHDs to use and can be 
managed with an Excel Workbook.  Basic items to include would be: 


Unique identifier for each line 
General ledger number for the item 
Department number 
CPT/HCPCS code and NDC code, when applicable 
Modifier 
Code description 
Modifier description 
Charge amount 
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Any statistical or reporting items unique to LHD 
Allowable fee by payer 
Status (active, no longer active) 
Effective Date 
End Date 


Other worksheets can be created to handle formulas or calculations and updates to support the primary 
document.  Additionally, collecting fee information from payer remittance advices, and adding them to 
this workbook, will give you both valuable information in negotiating fees.  It will also assist those who 
collect copays or coinsurance at the time of service.   


Medicare Physician Fee Schedule 
Many physicians base their own charges on the annual Medicare National Physician Fee Schedule 
because CMS has already calculated the RVU’s and geographic adjustments.  Physicians typically set 
their charges anywhere from 100% - 300% of Medicare’s fee.  There are payers that also create their fee 
schedules based on the same logic. 


 
Appendix 37 includes the fee schedule already calculated for Wisconsin, based on the Medicare 2013 
National Physician Fee Schedule.  LHDs can use the following steps to update their fee schedules when 
annual updates are released.  It may seem confusing at first, but following the step-by-step instructions 
will help. The fee schedule only needs to be created once, and can be updated with new data annually, 
since immunization codes don’t change often. 


1. Go to http://cms.hhs.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-
Relative-Value-Files.html and find the most recent RVU file (Figure 1).  The first file of each 
calendar year ends with an “A”, and subsequent releases (usually quarterly) end with consecutive 
letters.  In this example, the newest file is RVU13C. 


 
Figure 1 - Medicare Provider Fee Schedule 2013 RVU Files 


2. Click on the Calendar Year hyperlink for the most recent file, as shown with an arrow in Figure 1. 



http://cms.hhs.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Relative-Value-Files.html

http://cms.hhs.gov/Medicare/Medicare-Fee-for-Service-Payment/PhysicianFeeSched/PFS-Relative-Value-Files.html





Section 8 – Financial Policy 
 


Page 5 of 21 
 


 
Figure 2 - Download of current PFS file 


3. The previous action will take you to the download page and you will click on the zip file hyperlink, 
as outlined in Figure 2. 


4. The zip file contains multiple versions of several files.  You will want to use the Excel files 
containing “LOCCO”, “GPCI” and “PPRVU” in their names.  These are marked with an arrow in 
Figure 3 below. 


 
Figure 3 - Medicare PFS RVU data files 


5. First open the file titled LOCCO (which stands for locality and county), and check that no Wisconsin 
counties have any special notes, but that it says “All Counties”, as in Figure 4.  Medicare is 
statutorily required to adjust payments for physician fee schedule services to account for differences 
in costs due to geographic location.  While none are shown in this figure, there are states that have 
larger populations and might have different Fee Schedule Areas, as well as multiple carriers.  Once 
you have verified Wisconsin has a single locality, you can close out this file. 
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Figure 4 - Medicare Carrier & Locality Codes by State/County 


6. The next file to download is labeled as PPRVU (Figure 3), and this is usually the largest file in the 
zip set.  Open this file, save it and rename as your fee schedule workbook.  You can delete rows 1 
through 8. 


 
Figure 5- Medicare PFS RVU Fields for Use 


FYI:  The “Conv Fac” column (Figure 5) contains the Medicare conversion factor, which is updated 
on an annual basis according to a formula specified by statute. The formula1 specifies that the annual 
update is equal to the Medicare Economic Index (MEI), adjusted based on the comparison of actual 
expenditures with a target rate called the Sustainable Growth Rate (SGR). The MEI is a measure of 
inflation faced by physicians with respect to their practice costs and general wage levels. The SGR is 
calculated based on medical inflation, the projected growth in the domestic economy, projected 
growth in the number of beneficiaries in Fee-For-Service Medicare, and changes in law or 
regulation. 


                                                           
1  Medicare Learning Network  PAYMENT SYSTEM FACT SHEET  
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7. Next, you will open the file titled GPCI (middle arrow in Figure 3).  This contains the Geographic 
Practice Cost Indices2 by state.  These indices are measures of geographic differences.  A GPCI of 
1.2 indicates that practice expenses in that area are 20 percent above the national average, whereas a 
PE GPCI of 0.8 indicates that practice expenses in that area are 20 percent below the national 
average. CMS calculates the three GPCIs for payment areas known as Medicare localities. Localities 
are defined alternatively by state boundaries (e.g., Wisconsin), metropolitan statistical areas (MSAs) 
(e.g., Metropolitan St. Louis, MO), portions of an MSA (e.g., Manhattan), or rest-of-state areas that 
exclude metropolitan areas (e.g., Rest of Missouri).   
 
Unfortunately, there are no headers in this file, but the order of GPCI indices (Figure 6) after the 
column containing the name of the location is as follows: 


a. GPCI Work 
b. GPCI PE 
c. GPCI Malpractice 


Make of note of these values and close the file.  You are now finished with the zip file.  Note that the 
GPCI values are only updated every three years, but you should still verify them just in case a 
regulation change would result in updates before the three year mark. 


 
Figure 6 - WI GCPI Work, PE & MalPrac Values 


8. Re-open the file you saved as your fee schedule workbook.  You can delete rows 1-9.  You need to 
do a few steps to finish the task: 


a. Insert new columns after the following columns: 
i. column F which should be [Work] RVU 


ii. column G or [Non-Fac] PE RVU 
iii. column K or [MP] RVU 


b. There are only seven columns that you will need to save as listed in Figure 5 above.  Delete 
all columns except: 


i. HCPCS (column A) 
ii. Description (column C) 


iii. Status (if you want this code as it is Medicare status) (column D) 
iv. Work RVU (column F) 
v. Non-Fac PE RVU (column G) 


vi. MP RVU (Column K) 
vii. Conv Factor (column Y) 


c. Rename the remaining columns as follows, beginning with column A: 
i. Proc Code or Procedure Code 


ii. Description 
iii. Medicare Status (if you want to model after Medicare code) (column D) 


                                                           
2  CMS report -  Geographic Adjustment of Medicare Payments to Physicians: Evaluation of IOM Recommendations 
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iv. Work RVU 
v. CPCI Work 


vi. PE RVU or Practice Expense RVU 
vii. MalPrac RVU or Malpractice RVU 


viii. ConvFac (CF) or Conversion Factor 
ix. Calc’d RVU or Calculated RVU 
x. Medicare Allowable (Calc’d RVU * CF) 


d. Eliminate all non-immunization related codes. 
i. Delete all the rows from the first code through D9999. 


ii. Delete all the rows from code G0027 through code 89398 
iii. Delete all the rows from code 90785 through code 99199 
iv. Delete all the rows from code 99217 through code 99380 
v. Delete all the rows from code 99406 through last row. 


e. Finally, populate the GPCI columns with the values you noted in step 9 above. 
 


9. The modified worksheet will look like Figure 7 with columns A – L and approximately 142 rows.  
You may eliminate any rows that represent vaccines you do not administer or office visits that you 
do not bill for to make the file even smaller. 


 
Figure 7 - File Source for Fee Schedule Worksheet 


10. You can now enter formulas to determine the calculated RVU and the Medicare Allowable. 
a. To create the Calculated RVU value: 


i. Enter the following formula in cell K2: 
1. =SUM((D2*E2)+(F2*G2)+(H2*I2)) 


ii. Highlight and drag the formula down the column to the last row 
b. To calculate the Medicare Allowable: 
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i. Enter the following formula in cell L2: 
1.  =SUM(J2*K2) 


ii. Highlight and drag the formula down the column to the last row 


Where no Medicare allowable was calculated, it is either because Medicare doesn’t cover the service (as 
in pediatric doses) or a usual/customary amount is develop by the carrier.   


Usual and Reasonable or Customary Charges 
Also known as U&C, UCR or U&R, this is the charge that is the average rate or charge for identical or 
similar services in a certain geographical area.  Insurers will set these rates based on their own analysis 
of charges seen in their claims database or they may purchase access to a database such as one offered 
through AHIP or other organizations.  There are other commercial sources if claims data, such as 
Ingenix.   


The AMA defines Usual, Customary and Reasonable (UCR) as: 


"Usual": the fee an individual physician usually charges his or her private patient for a given 
service (i.e., his or her own usual fee); 


"Customary": a fee that is within the range of usual fees physicians of similar training and 
experience currently charge for the same service within the same specific and limited 
geographical area; and 


"Reasonable": a fee that meets the above two criteria and is justifiable, considering the special 
circumstances of the particular case in question without regard to payments that governmental or 
private plans have discounted. 


There are sources for consumers to find out the cost of medical procedures (Figure 8 is an example of 
FAIR Health’s UCR estimator).   In 2009, an investigation by the New York State Attorney General 
Andrew Cuomo uncovered conflicts of interest in one system that health insurers used to calculate 
reimbursement for patients who received care from providers outside their plan’s network. As a result of 
this investigation, FAIR Health—an independent, not-for-profit corporation—was created to establish 
and maintain a new database that could be used to help insurers determine their reimbursement rates for 
out-of-network charges, and provide patients with a clear, unbiased explanation of the reimbursement 
process.  This is located at http://www.fairhealthconsumer.org/medicalcostlookup/cost.aspx, but is 
limited to 20 lookups/week.  This can be a helpful and free tool for an LHD to find what is considered 
UCR for specific immunization services in their zip code area(s). 



http://www.fairhealthconsumer.org/medicalcostlookup/cost.aspx
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Figure 8 - FAIR Organization's UCR estimator 


Components of Establishing Usual & Customary Rates (UCR) 
Most3 methods for establishing usual and customary rates consist of identifying the total cost for a 
particular service coupled with establishing the quantity or amount of billing capacity that exists.  


Cost information should include direct costs, support costs and administrative costs.  Organizations may 
also include margin or profit as a factor of establishing rates when it does not conflict with other 
applicable accounting standards, OMB guidelines or regulation.  Cost information may be based on 
historical accounting information, audited financial reports or projections for the current budget period. 
 
Billable time is defined as face-to-face time with the client.  Activity including preparation, report 
writing, record review, discussion with other professionals and no-shows should be considered as non-
billable time.  This non-billable time should be considered and built into the rate charged for face-to-face 
time.  


 
Usual & Customary Rate = Cost 
  Billable Activity 


 


Cost 
 


Billable Activity 
 


Non-Billable Activity Considered 
in rate 


 
Direct Staff Salary & Benefits 
Support Staff Salary & Benefits 
Facilities & Capital Improvements 
Vehicles 
Equipment 
Transportation 
Travel Cost 


Face-to-Face Contact 
Service Coordination 
Assessment & Evaluation 
Immunization clinics 
  
 


Travel to/from offsite clinic 
Report Writing 
Documentation 
Contact w/ Other Professionals 
Staff Meetings 
Administrative Activity 
Sick/Vacation Time 


                                                           
3  Indiana Children’s Special Health Care Services document -  How to Establish Usual and Customary Rates, pp. 3-4 
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Materials & Supplies 
Utilities 
Insurance 
Miscellaneous Administrative 
Costs 


Training 
 


Private Supply Vaccine Charge 
The cost of privately purchased vaccine is based on the purchase price, plus any shipping, handling or 
taxes associated with the purchase of each vaccine.  The CDC Price List (see Appendix 38) includes 
both their contracted rate and the “private sector cost/dose”. 


To distinguish between state supplied vaccine and private stock, it is important to use the modifier 
below when billing for state supplied vaccine.  No reimbursement will be made for the vaccine, and it 
will tell the payer why you are billing for an administration fee and prevent the claim from being pended 
for review.  When billing for private stock, do not use the “SL” modifier. 


SL State supplied vaccine 


Administration Fee 
According to AHIP4, “CPT codes for vaccine administration cover a wide range of costs associated with 
vaccine delivery, including: 


counseling, 
scheduling, 
preparing the patient chart, 
billing, 
greeting the patient, 
taking vital signs, 
obtaining a vaccine history, 
presenting Vaccine Information Sheets (VIS), 
preparing and administering the vaccine, and 
observing for adverse events.” 
 


There following are the immunization administration codes as of summer, 2013: 
 


Codes with counseling, ages 0 through 18: 
 


90460 Immunization administration through 18 years of age via any 
route of administration, with counseling by physician or other 
qualified health care professional; first or only component of each 
vaccine or toxoid administered 


90461 Immunization administration through 18 years of age via any 
route of administration, with counseling by physician or other 
qualified health care professional; each additional vaccine or 
toxoid component administered (List separately in addition to 
code for primary procedure) 


                                                           
4  AHIP Vaccine Financing Roundtable Report 
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Important Coding Note  


These codes are reported for either single or combination vaccine administration when the 
physician or other qualified health care professional provides counseling at the time of the 
administration. 


There is some controversy over whether or not an RN is allowed to use these codes, or any E/M 
code using the “other qualified healthcare professional” terminology.  The rationale is that 
providers other than physicians—including nurse practitioners, physician assistants, and physical 
and occupational therapists—use these codes, but not registered nurses, licensed practical 
nurses, or medical assistants. 
 
Although some CPT code descriptors (that is, critical care codes) were not revised to include the 
new terminology, the E/M section guidelines were modified to allow non-physician providers to 
report services. 
If you are unsure whether a provider can use a specific E/M code, check the: 


• state scope of practice, 
• facility requirements, 
• payer policies, and 
• Medicare claims processing manual. 


 
Codes without counseling, any age group, by route: 
 


90471 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, or intramuscular injections); one vaccine (single or 
combination vaccine/toxoid) 


90472 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, or intramuscular injections); each additional 
vaccine (single or combination vaccine/toxoid) (List separately in 
addition to code for primary procedure) 


90473 Immunization administration by intranasal or oral route; one 
vaccine (single or combination vaccine/toxoid) 


90474 Immunization administration by intranasal or oral route; each 
additional vaccine (single or combination vaccine/toxoid) (List 
separately in addition to code for primary procedure) 


 
Codes for Medicare billing only: 
 


G0008 Administration of influenza virus vaccine 
G0010 Administration of pneumococcal vaccine 
G0011 Administration of hepatitis B vaccine 
 


 
An article in the American Academy of Pediatrics journal, “Pediatrics” by Glazner et al. (2007) titled 
Cost of Vaccine Administration among Pediatric Practices describes the variable costs of vaccine 
administration by providers. While the costs may be outdated, the methodology could be replicated by 
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an LHD to establish administration fees. You can adapt the methods used in this study, portrayed below, 
for your LHD staff and immunizations. 


 
“Participants 
Ten private pediatric practices in the Denver, Colorado, metropolitan area participated in the 
study. The practices varied in urban/suburban location and in size, with 4 urban and 6 suburban 
practices. The number of physicians in the participating offices ranged from 3 to 8, with a 
median of 6. Six practices participated during August 2007 and 4 participated during October, 
November, and the first week of December. We included the 4 pediatric practices that had 
participated in the 2001 immunization administration study. The other practices were selected on 
the basis of their previous willingness to participate in other research studies conducted by Dr. 
Berman. In Colorado, practices are paid on a fee-for-service basis. Colorado is not a universal-
purchase state.  
 
Data Collection 
We estimated pediatrician practice costs by using a micro-costing approach. This method 
involves individual measurement of resources used to provide a given medical service and is the 
method for estimation of costs preferred by the US Panel on Cost-effectiveness in Medicine.11 
By using this approach, we collected time and cost data on every immunization-related 
activity performed by practice staff members, as well as the cost of immunization-related 
supplies. All staff members at participating practices completed time diaries for these 
activities for a minimum of 2 days, as long as data for ≥100 injections (or oral vaccine 
administrations) were recorded; this was required to achieve stability of time and cost 
estimates. Smaller practices kept diaries for 3 days to reach the threshold of 100 injections. 
There were 4 different diaries for 4 distinct types of activities, that is, nursing, billing, using and 
updating the immunization registry, and non-routine activities such as vaccine inventory and 
ordering and answering telephone questions about vaccinations.  
 
Immunization-Related Activities Recorded by Staff Members of Pediatric Practices in the 
Denver Metropolitan Area in 2007.  Physicians were not asked to keep time diaries but were 
interviewed about the time they spent on immunization activities during a well-child visit, as 
well as immunization-related activities occurring outside the visit. Practice administrators also 
were interviewed and were asked to provide data on items such as the monthly cost of waste 
disposal, whether the practice had bought a new refrigerator since the beginning of the 
vaccine schedule's expansion, and vaccine-ordering practices, in addition to the time they 
spent on immunization activities.  
 
After all data were collected and verified, we completed a spreadsheet for all staff members 
for each practice for all activities in the major categories (i.e., nursing, billing, registry use, 
non-routine activities, and physician activities). We recorded the time spent on each 
activity and the job title of the staff member who performed the activity for each practice. 
To convert the time to cost, we used median salaries for the Denver metropolitan area for each 
job class (e.g., receptionist, medical assistant, pediatrician, registered nurse, and billing clerk), as 
provided by the Bureau of Labor Statistics.  We calculated benefits on the basis of benefit 
percentages for each job class. 
 
To calculate practice time and costs associated with vaccination administration, we averaged the 
time reported for each major activity across all practices. We then calculated an average 



http://pediatrics.aappublications.org/content/124/Supplement_5/S492.full#ref-11
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cost per injection by dividing the cost of each category across all practices by the total 
number of injections administered by all practices. This method takes into account any cost 
savings associated with administering multiple injections. It also allows the combined variable 
costs of multiple injections to be compared with the sum of vaccine administration payments for 
the initial and additional immunizations.  
 
Variable Cost Measurement 
Variable costs are those that vary with the amount of production, in this case, administration of 
vaccinations. Variable costs are those used in decision-making about whether to provide the 
service or to produce the product. Fixed costs (e.g., rent and malpractice insurance) 
typically are not included in such decision-making because they do not change whether 
vaccinations are provided or not. If, by administering vaccinations, a practice can cover its 
variable costs and contribute something to fixed costs (i.e., payments exceed variable costs), then 
the reasonable decision would be to deliver vaccinations. We also included supply costs and 
medical waste-disposal costs. Variable costs are expressed throughout the report as cost per 
injection (or oral administration). This analytic unit is used rather than antigen because there 
are combination vaccinations.  
 
In addition to measuring variable costs, we took into account several other costs, including the 
cost of any new equipment and other expenditures such as vaccine insurance necessitated 
by the fact that more vaccines must be kept in stock. Refrigerators, generators, and other 
equipment usually are treated as fixed costs; however, because we wanted to portray all costs 
associated with the expansion of the immunization schedule, we collected data on the cost of 
those items (Figure 9).”  


 


 


 
Figure 9 - Sample Costs  


(Adapted from Table 2 in the article by Glazner et al. referenced above.) 
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Medicaid Administration Fee 
Immunizations for Members 19 Years of Age or Older  
For vaccines from a provider's private stock that are administered to members 19 years of age or older, 
ForwardHealth reimburses for the vaccine and the administration fee. 
 
HealthCheck 
Providers are required to indicate the procedure code of the actual vaccine administered, not the 
administration code, on claims for all immunizations. Reimbursement for both the vaccine, when 
appropriate, and the administration are included in the reimbursement for the vaccine procedure code, so 
providers should not separately bill the administration code. Providers are required to indicate their 
usual and customary charge for the service with the procedure code. 
 
VFC (See Topic 503 – Immunizations) 
Vaccines recommended for members 18 years of age or younger are available through the federal VFC 
Program at no cost to the provider. ForwardHealth reimburses only the administration fee for 
vaccines supplied by the VFC Program. 
 
For vaccines that are not supplied by the VFC Program, providers may use a vaccine from a private 
stock. In these cases, ForwardHealth reimburses for the vaccine and the administration fee. 
For the VFC program, an initial Federal Register notice, setting forth the interim maximum amounts a 
participating provider may charge for administering a vaccine to a VFC child, was published on October 
3, 1994.  The administration fees were established on the basis of national charge data that were 
obtained under a Federal contract with the American Academy of Pediatrics. Charge data was used 
rather than cost data, because accurate, useable nationwide cost data was not available, nor could be 
obtained by CMS by October 1, 1994.  See Appendix 39. 


Medicare Part B Administration Fee 
The allowed amount for the administration of the influenza and pneumococcal vaccines is based on the same 
rate as the HCPCS code 90471 (Immunization Administration, Hepatitis B Virus (HBV) Vaccine) as priced 
on the physician fee schedule database. When billing Medicare, providers will 22 submit the code G0008 
(influenza) or G0009 (pneumococcal) for the administration of vaccine. Therefore, the allowable fee for the 
administration of the seasonal influenza and/or pneumococcal vaccines will vary based on the locality of the 
provider. 
 
The following codes are used to bill administration fees under Medicare Part B. 


G0008 – Administration of influenza virus vaccine  
G0009 – Administration of pneumococcal vaccine  
G0010 – Administration of Hepatitis B vaccine  
G9141 – Administration of Influenza A (H1N1) vaccine  


Medicare Part D Administration Fee 
A member can get these immunizations at a pharmacy for his or her Part D prescription drug benefit 
copay.  At a provider’s office, the member owes 100% of the cost of the vaccine and administration. 
Vaccine administration services are not reimbursed by the Medicare Part D program.  
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Sliding Fee Schedules 
In most states (except California) it is illegal to bill insurance companies more than for an uninsured 
patient.  However, because of the mission of the LHD, sliding fee schedules are generally set up, based 
on federal poverty guidelines, for those with an inability to pay the full amount or who are uninsured.  
Figure 10 is an example of one used in Kern County, CA from the California Immunization Billing 
Project Final Plan document5.  In the plan, the Services are set up in the left hand column using CPT 
codes with the short description.  The next column is Kern County LHD’s Usual Charge (based on 
actual cost and 3rd party reimbursements).  The next columns are based on what their office decided as 
the discount off U&C based on the poverty guidelines for that year.  As you can see, families in the “D” 
row (100%) of the poverty guideline must pay the full fee, there is a discount applied at the 50% and 
30% levels and a final minimum payment.  For those paying cash for immunization services, Kern 
County set the cost at a $13 administration fee, with a maximum of $40 per family. 
 


 
Figure 10 - Sliding Fee Schedule example 


Figure 11 includes the current (2013) poverty guidelines to use in developing your own sliding fee 
schedule.  These guidelines are updated annually and can be found on numerous government websites 
including: Medicaid.gov, Familiesusa.org (http://www.familiesusa.org/resources/tools-for-
advocates/guides/federal-poverty-guidelines.html )  – which has breakdowns of up to 400%, and Wisconsin 
DHS (http://www.dhs.wisconsin.gov/medicaid/fpl/fpl.htm ), going up to 300%. 


                                                           
5  http://psbweb.co.kern.ca.us/PH_Internet/pdfs/HotTopic/FinalCaliforniaBillingPlan.pdf  



http://www.familiesusa.org/resources/tools-for-advocates/guides/federal-poverty-guidelines.html

http://www.familiesusa.org/resources/tools-for-advocates/guides/federal-poverty-guidelines.html

http://www.dhs.wisconsin.gov/medicaid/fpl/fpl.htm

http://psbweb.co.kern.ca.us/PH_Internet/pdfs/HotTopic/FinalCaliforniaBillingPlan.pdf
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Figure 11 - Federal Poverty Level 2013 


Appendix 40 is an example of an office form for sliding fee schedule use. 


Accounts Receivable and Collections 
Now that you are billing private payers, Medicare and/or Medicaid, you will need to establish a policy and 
procedure (P&P) to assist in following up on the payments or denials, and log and track your data for future 
reference and negotiations.  A P&P manual also helps you enforce guidelines. 


Items you might want to consider putting in such a manual: 


Residency Requirements 
Do you have residency requirements for services?  If so, they should be clearly defined to support any future 
collection issues.  Examples might be: 


• Proof of County residency is required for all new clients and at the yearly income assessment 
review.  


• Clients are required to report any change of address.  
• Documentation of residency may include:  


o government-issued ID (such as a driver’s license)  
o utility receipt  
o rent or mortgage statement  
o Collateral Statement completed by a non-relative  
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• We may make exceptions about documentation for homeless individuals who reside in 
County.  


• Clients who move out of County have 30 days to obtain another provider. During these 30 
days, they may continue to receive services at the LHD.  


Fee and Payment Expectations 
• All fees are the responsibility of the client or responsible party.  
• Full payment is expected at the time of service.  
• If you accept major credit or debit cards list those. 
• Clients will be informed of their account status at each visit.  
• Itemized receipts will be provided at time of payment.  
• If you will allow a payment plan – define criteria and create forms to support this policy. 
• Define methodology used to create U&C, other fees and sliding fee schedules. 


Third Party Billing Expectations 
• List the payers with whom you have a contract or are a participating provider; be sure to 


include Medicare (Parts C, B and/or D), MA HMO’s and BadgerCare. 
• A statement often seen in such a policy may be included:  “As a courtesy to clients, we may 


bill non-participating third party payers for medical services provided. The client is 
ultimately responsible for any uncovered charges.” 


• Will you bill secondary insurers, or will you provide an itemized statement and have the 
client submit the claim?  The latter will mean that you must collect the balance due from the 
patient. 


• Be sure that clients who have health insurance show a valid insurance card when they come 
for their immunization appointment.  


• A determination will be made to see if a client is eligible for Medicaid.  
• Clients must present all social security numbers and names they have used for employment 


purposes.  
• Social security number and name will be used by authorized staff only for online income 


verification.  


Client Payment Expectations 
• The client pays any insurance co-pay amounts at the time of service(s). 
• It should be noted that Wisconsin law prohibits reducing or waiving of the patient’s cost-


sharing amounts if they are insured: 
WI 146.905 Reduction in fees prohibited.  
 Except as provided in sub. (2), a health care provider, as defined in s. 146.81 (1) (a) 
to (p), that provides a service or a product to an individual with coverage under a 
disability insurance policy, as defined in s. 632.895 (1) (a), may not reduce or eliminate 
or offer to reduce or eliminate coinsurance or a deductible required under the terms 
of the disability insurance policy.  
 Subsection (1) does not apply if payment of the total fee would impose an undue 
financial hardship on the individual receiving the service or product.  


• The policy should indicate when a client can expect to be billed – do you bill on a monthly or 
basis – and that they will be informed of the policy at time of service. 



https://docs.legis.wisconsin.gov/document/statutes/146.905(1)

https://docs.legis.wisconsin.gov/document/statutes/146.905(1)

https://docs.legis.wisconsin.gov/document/statutes/146.905(2)

https://docs.legis.wisconsin.gov/document/statutes/146.81(1)(a)

https://docs.legis.wisconsin.gov/document/statutes/146.81(1)(p)

https://docs.legis.wisconsin.gov/document/statutes/632.895(1)(a)

https://docs.legis.wisconsin.gov/document/statutes/146.905(2)

https://docs.legis.wisconsin.gov/document/statutes/146.905(1)
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Account Collections and Delinquent Accounts  
• Clients are expected to make payment at the time they receive services, and/or to provide up-


to-date information about their 3rd party insurance, Medicare or Medicaid coverage. 
• If payment for service is not made in full on the date of service, the LHD may use the 


following methods to pursue collection of client accounts:  
o billing statements,  
o past due notices,  
o collection agencies or credit bureaus,  
o or any other method your office uses. 


Delinquent Accounts  
• Define what is considered a delinquent account. Is it if a payment balance is still due 60, 90, 


or 120 days after the charge activity or after the most recent payment made (whichever is 
later)?  


• Define how delinquent accounts are handled. Does it go through a city/county office or 
process?  If so, define that process or reference where it can be found.  


• What are the consequences of a delinquent account?  
1) Unless state and federal program rules prohibit restricting or denying services, 


persons who have a delinquent account may be:  
• required to pay fees before they can get more services, or  
• denied services, unless they make a good faith effort to make payment 


within 90 days. (Note: These are examples. Use your LHD rules.) 
2) Medicaid coverage will not be denied services because of an unpaid account balance.\ 


Failed Collections  
When are accounts considered to be bad debts, and how are they handled? 


• The LHD reviews accounts each year for bad debt status. If no further collection is 
anticipated, the Business Officer will decide if there are amounts to be written off as bad 
debt, for accounting purposes only.  


• Debts written off are still subject to collection.  
• Will a client be notified that the account has been written off as a bad debt? 
• If a debt is written off for accounting purposes, and later a payment is received, this payment 


is accepted and properly credited to the client’s account.  


Returned Check Policy  
If you allow personal checks for payment, you need to have a policy on how to handle checks returned 
for insufficient funds.  Here is an example below. 
If a client’s check is returned:  


• We will notify the client by telephone, if possible.  
• If a telephone number is not available, we will mail a notice.  
• We will inform and give the client a copy of LHD or County’s Returned Check Policy.  
• The client must replace all returned checks with cash, money order, and/or certified check. 


We charge an additional $XX.00 fee per returned check.  
• If a client has two returned checks within a one-year period, they will have to pay for 


services using cash, money order, and/or certified check for a period of one year. 
• After the one-year period expires, if another returned check occurs, the client must pay all 


future bills with cash, money order, and/or certified check.  
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Refunds  
What is your policy regarding refunds, and is it different if the overpayment was made by the client or 
other third-party payer?  Do you: 


1) apply the credit to future charges, or  
2) refund the amount within thirty (30) days of discovery or request. 


Do you handle each service or date of service singularly, or do you have an aggregate account for each 
client?  If you use an aggregate system, you might find that a credit for one service doesn’t mean the 
account in full has a credit.  In this case, you will want to make your policy clear, since you might only 
be providing a refund once the entire account is paid in full and then a credit remains.  There are some 
providers who use this method; although it is not payer friendly. 


Miscellaneous 
Do you have any other fees or policies that need to be documented? 


• Do you charge for making record copies?  Create an easy to read table of the charge for 
different numbers of pages and include it. 


#Pgs.  Charge  #Pgs.  Charge  
1  $ 0.75  40 $ 26.25 
2  $ 1.50  41 $ 26.75 
3  $ 2.25  42 $ 27.25 
4  $ 3.00  43 $ 27.75 
5  $ 3.75  44 $ 28.25 
6  $ 4.50  45 $ 28.75 
7  $ 5.25  46 $ 29.25 
8  $ 6.00  47 $ 29.75 
9  $ 6.75  48 $ 30.25 
10  $ 7.50  49 $ 30.75 
11  $ 8.25  50 $ 31.25 
12  $ 9.00  51  $ 31.75  
13  $ 9.75  52  $ 32.25  
14  $ 10.50  53  $ 32.75  
15  $ 11.25  54  $ 33.25  
16  $ 12.00  55  $ 33.75  
17  $ 12.75  56  $ 34.25  
18  $ 13.50  57  $ 34.75  
19  $ 14.25  58  $ 35.25  
20  $ 15.00  59  $ 35.75  
21  $ 15.75  60  $ 36.25  
22  $ 16.50  61  $ 36.75  
23  $ 17.25  62  $ 37.25  
24  $ 18.00  63  $ 37.75  
25  $ 18.75  64  $ 38.25  
26  $ 19.25  65  $ 38.75  
27  $ 19.75  66  $ 39.25  
28  $ 20.25  67  $ 39.75  
29  $ 20.75  68  $ 40.25  
30  $ 21.25  69  $ 40.75  
31  $ 21.75  70  $ 41.25  
32  $ 22.25  71  $ 41.75  
33  $ 22.75  72  $ 42.25  
34  $ 23.25  73  $ 42.75  
35  $ 23.75  74  $ 43.25  
36  $ 24.25  75  $ 43.75  
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#Pgs.  Charge  #Pgs.  Charge  
    


Reporting 
Set up a simple database (e.g., using Excel) to track the critical information you will need to analyze 
your payments going forward. 


One spreadsheet can be a collection of the allowable fees you are seeing from your payers.  Figure 12 is 
a good example of a report.  Take a listing of all the immunization procedure codes that you use (copy 
from Appendix 41 to Excel) and list your charges for each in Column C.  In the next columns, enter the 
payers you are receiving reimbursement from – you may find that you need to have multiples for each 
payer (for instance, you might have a Dean HMO, a Dean MA HMO and a Dean PPO that all reimburse 
at a different rate).  As you receive payments, or on a regular basis, enter the allowed amounts (from the 
RA or EOB).  In the Average of All Payers column, use the formula “=AVERAGE(D3:L3)” and copy it 
down the column.  This will be your prevailing fee information for the next year or when you 
renegotiate.  You will also be able to see which payer is giving you better reimbursement by service. 


 
Figure 12 - Payer Rates 


This is a safety net that you should always have in place because it will let you know when claims are 
being reimbursed at 100% of your billed charges.   If you are being reimbursed at this level it is possible 
you are charging too little for the service.  At the annual review of your schedule, you should determine 
if you are calculating a sufficient value for the service. 
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Vendor Management 
 
There is increasing use of third-party vendors within the healthcare industry, especially in the areas where 
technical skills are required, such as electronic claims, ordering systems, electronic health records and reporting 
requirements.  Whether you deal directly with these topics, or your IT/IS department handles them, it is 
important to understand how your technical world and vendors operate. 


Key Concepts: 
Software search 
Hardware 
3rd party vendor cost 
Vendor types 


Clearinghouses 
Payer direct entry applications 
Electronic medical records 
Claim billing systems 
Billing services (outsourced) 
Immunization registries 
Vaccine ordering systems 


Software search 
When doing a vendor search many similar processes can be used, no matter the type of application required.  
You should create and follow a project plan that includes the following: 


1. Perform an assessment of your needs (including capital and operating budget) 
a. Develop “use cases” (scenarios you encounter in your workflows) for use in the selection 


process and testing. 
b. Do you have a need for an ASP (Application Service Provider – software and data stored 


at vendor site and accessed via the Internet), also called Software-as-a-Service (SaaS) or 
site-installed software? 


c. Do you have multiple use needs (e.g., a separate billing system or an electronic medical 
record with billing system)? 


d. Do you have any interface requirements (e.g., WIR, RECIN, city/county systems, etc.)? 
2. Research the specific field of vendors. 
3. Ask your peers for input; they may know the pricing models and post-implementation issues you 


want to be aware of in your search.  See Appendix 42 for pricing template. 
4. Create a Request for Proposal (RFP) – this might need to be done in conjunction with other city 


or county departments. Your RFP should be specific and should include: 
a. Technical specifications (hardware and software), 
b. Upgrade and release schedules, 
c. HIPAA (and other governmental) requirements, 
a. Legal requirements, including access to the application’s source code (tools, logic 


diagrams, programmer notes, encryption keys, compilers and all other documentation 
required to operate the application) in the event the vendor goes out of business, 
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b. Financial information (licensing, pricing, corporate financial stability ), 
c. Business interruption/continuity plan, 
d. Hard copies of required reports. 


5. Create your evaluation process. 
6. Evaluate all RFP responses. 
7. Schedule a demonstration and include user staff. 
8. Obtain and contact references. See Appendix 43 for reference checking template. 
9. Review and sign the contract (include appropriate city/county departments). 
10. Implementation, support and service level agreements. See Appendix 44 for ideas for SLA’s. 
11. Training and documentation. 
12. Go Live – software goes into a production mode. 


 


Hardware 
Don’t forget that software needs hardware to make it work.  Depending on which type of arrangement you are 
using, you may need more or less hardware.   


The Application Service Provider (ASP) model usually requires only internet access since the programs and 
data are stored on the vendor’s servers.  This arrangement may call for specific versions of operating systems 
(Windows, Macintosh, Linux, UNIX, etc.) or internet browsers (Internet Explorer, Chrome, Safari, Firefox, 
etc.) and certain input/output speeds.   


However, if you choose to house the software on your own server(s), you will need to make sure you 
understand what will be required.  Some examples are: 


• File servers 
• Networks hubs, switches, routers, cabling, etc. 


3rd Party Costs 
You will need to be aware that, unless they are part of your software package, you may be responsible for some 
third party costs. The most critical of these are the annual code updates.  While you can download files of 
HCPCS and diagnosis codes from CMS, you must purchase updates for CPT codes. 


AMA lists the following prices for 2014 data files in Figure 1: 
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Figure 1 - AMA code of data files 


Vendor Types 
The types of vendors usually used by a local public health department (LHD) include: 


1. Electronic clearinghouses 
2. Payer Direct Data Entry  
3. Electronic health records (EHRs) 
4. Claim billing systems 
5. Immunization registries or other data repositories 
6. Vaccine ordering systems  


Electronic Clearinghouses 
Clearinghouses are used by both providers and payers to exchange data electronically.  As discussed in 
Section 4 – Claim Submission, there are HIPAA regulations defining how data can be exchanged and in 
what format.  You may not have to submit data in the standard format, but rely on a clearinghouse to 
translate your claim information into those formats.  This will require discussions on mapping data with 
them, a process that requires technical expertise that is not often available in-house at smaller provider 
offices.    Contracting with a clearinghouse(s) is often the most efficient way to submit claims.  
Unfortunately, there isn’t a single clearinghouse that currently provides access to all Wisconsin payers.  
However, most are able to process data for Medicare, Medicaid and the larger payers.  Here are some 
tips for working with clearinghouses: 
 
1) Look for a company that has contracts with the majority of your payers. (All clearinghouses will 


have a link to their payer lists on their website.) 
2) Ask for their system requirements and make sure your office can meet them. 
3) Ask them the status of their ability to handle ICD-10 data and when they will be live (must be prior 


to 10/1/2014) 
4) Ask for a support phone number that will be available during the time you transfer your data – have 


your IT staff give it a call to make sure they are responsive. 
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5) Make sure you see an actual claims acknowledgement report so that you know you have all the data 
required to verify claims receipt. 


6) Make sure you fully understand the contract terms, especially those for terminating. 
7) According to CMS1: 


a) Clearinghouses are business associates and also covered entities under HIPAA. 
b) A billing service may also be a business associate if its activities require it to use protected health 


information (PHI); however it is not considered a covered entity. 
8) The vendor should allow you online access to update, track, and manage the claims that were 


submitted. 
9) To assist in your customer service and accounts receivable, make sure they will handle submission 


of secondary claims. 
10) Make sure they provide you with electronic remittance advice downloads. 


 
You can search the various national clearinghouses for your payers 
at http://www.claimremedi.com/solutions/providers.php -- payer list link (Figures 2 and 3).  


 


 
Figure 2 - claimremedi.com link to payer list 


 
Figure 3 - claimremedi.com interactive payer list 


Appendix 45 has a listing of all Wisconsin payers for both claims and eligibility.  Claimremedi is used in this 
example because it was found to have one of the largest listings of Wisconsin payers. 


Most payers will have direct links to their clearinghouses on their websites, such as in Figure 4: 
                                                           
1  CMS HIPAA Information Series:  Vendor, Billing Service, Clearinghouse Readiness 



http://www.claimremedi.com/solutions/providers.php
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Figure 4 - Molina Wisconsin Clearinghouse Information 


Not just for claims anymore 
Many clearinghouses are now offering either real-time or batch process eligibility verification with their 
payers.  By mid-2014 this will be a requirement of all payers.  This capability will help reduce your time 
verifying insurance coverage and help with more accurate determination of eligibility. 


Payer Direct Data Entry 
Many payers, including Medicare and Medicaid, offer an online Direct Data Entry (DDE) option.  While 
a contract is not usually required, beyond enrollment as a participating provider, you do need to check 
system requirements. 


Medicare Part B 
• NGS is the new Part B Medicare Administrative Contractor (MAC) for Wisconsin (effective 


9/7/2013).  As with all Medicare carriers, they give professional claim providers access to the 
PC-ACE Pro32 claims processing system that enables an electronic submitter to store 
demographic information, enter and store claim information, and prepare files for Medicare 
Part B. These files are prepared in the Health Insurance Portability and Accountability Act 
(HIPAA)-compliant 837 ANSI 5010A1 format.  According to NGS’s website, the minimum 
system requirements necessary to operate PC-ACE Pro32 are: Pentium 133 MHz processor 
(Pentium II-350 for larger claim volume) 


• 64 MB system memory 
• CD-ROM drive (recommended for server installation) 
• SVGA monitor resolution (800 × 600) 
• Windows 2000, ME, XP, or NT 4.0 operating system 


Medicare Part D 
The Part D program will generally cover those vaccines not available for reimbursement under Medicare 
Parts A or B when administration is reasonable and necessary for the prevention of illness.  CMS has 
directed that starting in 2008 all Part D plans’ formularies must contain all commercially available 
vaccines (unless excluded due to available reimbursement under Part B, e.g., influenza or pneumococcal 
vaccines).  They also defined the following option: 
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Web-Assisted Out-of-Network Billing2:  Under this approach, physicians would electronically submit, 
through a web-assisted portal (vendor), beneficiary out-of-network claims to Part D plans for vaccines 
dispensed and administered in the physician’s office.This approach allows the beneficiary to pay out of 
pocket only the appropriate deductible and copay or cost sharing directly to the physician, thus avoiding 
any up-front payment and repayment for the full cost of the vaccine.  The physician (or LHD) is 
responsible for submitting the claim on behalf of the beneficiary and agrees to accept Part D plan 
payment as payment in full.  
 
In 2013, Wisconsin has 30 Part D plans available (see http://www.q1medicare.com/PartD-
SearchPDPMedicare-2013PlanFinder.php?state=WI).  LHD’s can administer and bill for Part D vaccine 
by using the TransactRx system,. TransactRx is a clearinghouse for Medicare Parts D and B claims.  
They hold direct contracts with the Part D plans.  LHD’s can submit Part D vaccines, as follows: 
 


1. Contact TransactRx via web (www.transactrx.com) or phone at 800-971-5500 to obtain 
access to this free service. 


2. You will need your TIN and NPI information to sign-up. 
3. TransactRx will then give you access information. 
4. Start using their real-time eligibility and, if the patient is eligible for Part D, you collect (and 


keep) any deductible or copay and submit the claim to TransactRx.  You are reimbursed 
twice a month via check (for a small fee) or through an automated financial clearinghouse 
(ACH) for free. 


Wisconsin Medicaid 
Provider Electronic Solutions (PES) is a Health Insurance Portability and Accountability Act of 1996 
(HIPAA)-compliant software used for submitting claims to ForwardHealth, which includes four payers: 
Wisconsin Medicaid, Wisconsin AIDS/HIV Drug Assistance Program (ADAP), Wisconsin Chronic 
Disease Program (WCDP), and Wisconsin Well Woman Program (WWWP). As a payer, Wisconsin 
Medicaid includes BadgerCare Plus and SeniorCare. PES software cannot be used for submitting claims 
to Medicare or other commercial health insurance payers. 


 
PES is designed to operate on a personal computer system with the following minimum equipment 
requirements: 


• Computer with at least a 500 MHz processor  
• Windows XP or higher operating system  
• 100 MB of free disk space available  
• 256 MB RAM  
• Internet connection 
• Microsoft Internet Explorer 6.0 or higher or Firefox v. 1.5 or higher 
• Printer with 8 point sans serif font (optional) 


 
Commercial Payers 
Some commercial payers offer DDE on their provider portals. 
 
Group Health Cooperative uses the QuickClaim product from Smart Data Solutions, as described in 
their provider manual: 


                                                           
2  CMS MLN Matters® Number: SE0727 Revised  
 



http://www.q1medicare.com/PartD-SearchPDPMedicare-2013PlanFinder.php?state=WI

http://www.q1medicare.com/PartD-SearchPDPMedicare-2013PlanFinder.php?state=WI

http://www.transactrx.com/
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ELECTRONIC CLAIM SUBMISSION - QUICKCLAIM 
The Cooperative has made an online claim submission software program available to contracted 


providers; QuickClaim is a claims submission program powered by Smart Data Solutions (SDS). This 
program combines direct online data entry and automation, allowing providers to submit HIPAA 


complaint claims directly to the Cooperative at no cost to the provider. This solution eliminates paper 
claims, reduces costs and shortens claims processing turnaround time. 


 
UnitedHealthcare also offers a DDE option (Figure 5): 


 


 
Figure 5 - UnitedHealthcare DDE Option 


Electronic health/medical record software 
The electronic health record (EHR) or medical record (EMR) is the latest tool in the electronic 
healthcare toolkit.  There is a wealth of features found in EHR/EMR products today.  If you are 
purchasing this type of software, be sure you are purchasing what you need now and that what you 
might need in the future (e.g., if public health continues to push toward payer reimbursement in other 
areas) can be added on (or turned on) as separate modules and will not require a new software package.  
The HealthIT.gov website has a set of tutorials on how to work your way through the process.  The 
highlights of this information have been included in this section, however, more information can be 
found at:http://www.healthit.gov/providers-professionals/about-national-learning-consortium   


See Appendix 46 for a list of features you may find in EHR/EMR software.  Vendors are starting to 
include features that support public health and/or Meaningful Use-related fields as we move further into 
full implementation of the PPACA. 


As with payer contracts, you will need to be vigilant about the contract language and make sure it is 
protecting your assets.  See Appendix 47 for contract items you want to be looking for during 
negotiations with a vendor. 



http://www.healthit.gov/providers-professionals/about-national-learning-consortium
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In July 2013, the Office of the National Coordinator for Health Information Technology (ONC), 
released the ONC Certified Health Information Technology (HIT) symbol or “mark” (Figure 6) that will 
signify a software application meets standard criteria. 


The ONC HIT Certification Program provides a defined process to ensure that electronic health record 
technologies meet the adopted standards and certification criteria to help providers and hospitals achieve 
Meaningful Use objectives and measures established by the Centers for Medicare and Medicaid Services 
(CMS). Meaningful Use establishes the requirements for providers to show they are using EHRs in ways 
that can be measured significantly in quality and quantity3. 


 
Figure 6 - ONC Certified HIT Mark 


Claim billing system 
Some EHR/EMR software packages have incorporated billing programs, while others may have to be 
interfaced with a 3rd party product.  When looking for a billing system, you want to make sure that it 
meets the needs for immunization billing, but that it also meets any future billing needs.  The good news 
is that if a system is set up for professional claim billing, you should have all the necessary data 
(procedure, diagnosis, place of service codes) required to bill any medical claim. 
 
You want a system that will enhance your workflow and not cause duplicate entry (e.g., for scheduling, 
insurance data maintenance, demographics).   


Billing services 
Outsourcing of claims billing is another option.  But as with any vendor, you need to determine what 
service level you want – full service (coding, billing, collections, and customer service) or a more 
limited service. 


 
The pros and cons of outsourcing are the same as with any service: 


Pros  
Timesaving – Billing and coding are complex and take significant time.  Having a service will 
free up staff time for other duties. 
Training – Training for staff is reduced if they are not going to handle coding and billing. 
Less denials – Coding requires training and, without proper training, errors can occur which may 
result in denials.  A service can provide coding professionals that will result in fewer denials. 
Improved collection – Because services are only handling their core competency, they will be 
able to submit claims faster and receive payments faster. 
Payer negotiations - Medical billing services also provide skill in negotiating rates, especially in 
a non-network scenario, again increasing collections. 


 
                                                           
3  Source:  Criteria and Terms of Use for the ONC Certified HIT Certification and Design Mark 
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Cons  
Expense – The service companies often charge a percentage of your revenues. 
Control - When you outsource any service, you lose direct control.  But if you set up a working 
relation and are diligent in reading and analyzing reports, you will be able to address any control 
issues. 
Data access – Unless you carefully review available data, you may find you don’t have access to 
all of your data.  And since much claim data is now in electronic format, be sure there are user 
screens that allow you online access to view data. 
Miscellaneous fees - Some medical billing services charge for things like setup, or printing 
statements.  Be sure you carefully review and discuss the contract. 
Patient relationships – There is a theory of thought that if someone else is handling the 
financial end of your business, you can have a better clinical relation with your clients.  But you 
might not know if a problem exists, such as heavy handed collection tactics, until it’s too late. 


Immunization Registry 
The Wisconsin Immunization Registry (WIR) is a population-based Web application containing 
consolidated demographic and immunization history information. WIR is able to perform a variety of 
functions for health care providers, including:  


• Recording immunizations, contraindications, and reactions.  
• Validating immunization history and providing immunization recommendations.  
• Producing recall and reminder notices, vaccine usage and client reports, and Clinic Assessment 


Software Application (CASA) extracts.  
• Managing vaccine inventory.  


When a provider joins WIR, immunization data from existing electronic data systems is loaded into the 
registry’s database. In addition, WIR receives weekly birth, death, and adoption data from the Wisconsin 
Vital Statistics database. New births are generally loaded into WIR within two to three weeks. As a 
result, WIR contains all Wisconsin birth data from January 1, 1995 to the present. 
 
WIR is another application that does not need a contract, just an enrollment process and the following: 
 
Hardware Requirements  


Pentium 100 MHz computer (500 MHz or higher recommended).  
32 MB RAM (64 MB or higher recommended).  
500 MB free disk space.  
Screen display set at a minimum of 800 x 600 resolution and 256 colors.  
 


Software Requirements 
Internet Browser software:  


• Microsoft® Internet Explorer, version 5.0 or higher, is strongly recommended. Internet Explorer 
version 4.0 will work, provided it is equipped with all security upgrades.  


• Netscape® version 4.7x is compatible for use with WIR.  
Windows® 95 and all subsequent Windows® versions.  
Adobe Reader® version 6.  
For networked computers, port 443 of the network firewall must be open for outgoing HTTPS (secure 


HTTP). To verify, try typing the WIR Web address on your Internet browser: www.dhfswir.org/. If 
you are unable to access the site, contact your network administrator. 
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Vaccine ordering system for vaccine 
Each LHD will have their own vendors for purchasing private supplies of vaccine.  One of the most 
popular – MMCAP4 – gives its members access to a full range of pharmaceuticals and other healthcare 
products and services. The MMCAP programs available to bring value to members include, but are not 
limited to, the following (Figure 8): 
 


 
Figure 7 - MMCAP offerings 


 
Vaccine is available through the MMCAP contracted influenza vaccine manufacturers and distributors.  
 


Distributors Manufacturers  
FFF Enterprises, Inc. GlaxoSmithKline  
ASD Specialty Healthcare, Inc.    Sanofi Pasteur  
Novartis Vaccines   


 
MMCAP’s contract pricing is not available through your routine pharmaceutical wholesaler. 
MMCAP members: 


• Select “Log In” from the upper right corner of the MMCAP website home page and then enter 
your user name and password.  


• To view Influenza Pre-booking Information select “Programs” from the top banner. 
• Select “Influenza Pre-booking & Pricing Information” from the left side. 
• To place an order for Influenza Vaccine simply contact your chosen MMCAP contracted vendor 


as outlined in the spreadsheet. Be sure to identify yourself as an MMCAP member when placing 
your order. 


As with most proprietary sales/ordering systems, you must be enrolled before you can access other 
information. 


                                                           
4  Minnesota Multistate Contracting Alliance for Pharmacy (MMCAP) website 
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Figure 8 - MMCAP log in page 


There are no tabs for Contracts or Accounts on the log-in page in Figure 9.  However, once you log-in, 
you have access to both of those tabs and any proprietary information contained within those pages 
(Figure 10). 
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Figure 9 – Logged in version of MMCAP website. 
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The information for the Organization you selected is displayed. The NPI Registry data was last updated on 05/07/2013.  
NOTE: Some health care providers reported SSN or IRS ITIN information in sections of the NPI application that contain 
information that is required to be disclosed under FOIA. For example, an incorporated individual may have reported an SSN as 
the EIN of the corporation. To protect the privacy of this individual, we have temporarily suppressed the EIN, and we have 
made every attempt to locate and remove SSN and IRS ITIN information from being displayed in any of the other information 
provided below.  
Organization Information:


  Organization Name 
(LBN): CITY OF OAK CREEK  


 Other Name:  OAK CREEK HEALTH DEPARTMENT 
  EIN: <temporarily suppressed> 
  Organization Subpart: NO 
Authorized Official Information:
  Name: JUDITH A PRICE BSN, MS  
  Title/Position: COMMUNITY PUBLIC HEALTH OFFICER 
  Phone Number: 4147686525 
NPI Information:
  NPI: 1114056322 
  Entity Type: 2-ORGANIZATION 
  Enumeration Date: 03/05/2007 
  Last Update Date: 07/08/2007 
  Replacement NPI:  
  Deactivation Date:  
  Reactivation Date:  
Provider Business Mailing Address:


  Address: 8640 S HOWELL AVE  
OAK CREEK, WI 53154-2918  


  Phone Number: 4147686525 
  Fax Number: 4147685866 
Provider Business Practice Location Address:


  Address: 8640 S HOWELL AVE  
OAK CREEK, WI 53154-2918  


  Phone Number: 4147686525 
  Fax Number: 4147685866 
Organization Taxonomy:


  


 


Primary 
Taxonomy Selected Taxonomy State License Number 


YES  251K00000X - PUBLIC HEALTH OR 
WELFARE        


Other Provider Identifier:


  


 


Issuer Number State Issuer 


MEDICARE ID-
TYPE 


UNSPECIFIED  
82960  WI  PROVIDER 


NUMBER  


 


 
Wisconsin Department of Health Services  
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<Today’s date> 
 
<Payer name> 
Attention: <a specific name or Provider Relations Manager>  
123 Main Street 
Anywhere, WI  53XXX  
 
SUBJECT: Letter of Intent for Agreement between <Agency Name> and <payer name>. 
 
<Agency Name> requests consideration to become a network immunization provider with <payer name>.  
Effective October 1, 2012, the Centers for Disease Control and Prevention (CDC) began restricting the 
use of federally funded vaccine for the immunization of insured persons.  As you are aware, the Patient 
Protection and Affordable Care Act of 2010 only requires a payer to waive cost-sharing for 
immunizations if the provider is a network provider. 
 
<Agency Name> is able to provide your members, throughout <name> County, with the following ACIP 
recommended immunizations: 
 


Hepatitis B (HepB) 


Diphtheria, tetanus and pertussis (DTaP) 


Haemophilus influenzae , type b (Hib) 
Inactivated Polio Virus (IPV) 
Pneumococcal Conjugate Vaccine (PCV) 


Measles, Mumps, Rubella (MMR) 


Varicella 
Hepatitis A (HepA) 
Influenza, inactivated 


Live, Attenuated Influenza Vaccine (LAIV) - intranasal 


Quadrivalent Meningococcal Conjugate vaccine 
(MCV4) 


Quadrivalent Meningococcal Polysaccharide Vaccine 
(MPSV4) 
Tetanus (Td) 
Tetanus, pertussis (Tdap) 
Pneumococcal Polysaccharide Vaccine (PPV) 
Human Papillomavirus (HPV) 
Rotavirus 
Herpes zoster (aka: shingles) 


 
Our claims would be for the vaccine, which will be purchased with private funds, and administration. 
 
<Agency Name> is required to report all immunizations to the Wisconsin Immunization Registry.  This data is then readily 
accessible to the member’s PCP, which has been verified to meet the NCQA Meaningful Use Measure 9 for Patient 
Centered Medical Home accreditation.  This data is also available for HEDIS reporting. 
 
<Agency Name> follows the Wisconsin Immunization Program’s protocol for providing immunizations.  Our medical 
director, <insert MD name>, provides oversight of the services and the following health professionals actually render the 
services: 


Jane Doe, RN, ANP 
Betsy Smith, RN, BSN 
Susan Carter, PA 


Billing information: 
Agency Name    NPI = XXXXXXXXXX 
Street Address    TIN = XX-XXXXXXX 


City, WI, zip 
 
If you have questions, please do not hesitate to call me at XXX-XXX-XXXX.  
 
Respectfully submitted,  
 
Jane/John Doe 
<Title of signer> 
<Agency name> 


Wisconsin Department of Health Services  
Division of Public Health 
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Council for Affordable Quality Healthcare  (CAQH) Universal Provider DataSource Application Process: 
Full Instructions found at https://upd.caqh.org/OAS/UPDQuickReferenceGuide20120820.pdf  
A checklist can be found on the last page of this appendix. 


 
The Universal Provider DataSource (UPD) is the database operated by CAQH that stores provider credentialing 
information.  Once you have complete an initial application, you can use the same application for all other payers who 
utilize the UPD.  This saves you from having to resubmit the same information to different payers. 
 
There is no cost to the provider to use the UPD.  However, your initial application must be sponsored by a participating 
payer.  You can access the current payer list at http://www.caqh.org/participatingorgs.php or call the CAQH Support 
Desk at 1-888-599-1771.  
Application Process 
You may complete a credentialing application in CAQH using one of the following methods:  


Online: (Recommended) The online credentialing application can be accessed at https://upd.caqh.org/oas/ 
Click on the “Resources” page and select “Login to the Universal Provider Database”.  
 
Fax: If you are a new provider to CAQH, you may choose to fax your application to CAQH at (866) 293-0414.  


 
UPD Navigation  


• Turn Off Computer’s Pop-up Software  
Personal computer pop-up software may prevent online users from accessing certain UPD features including the 
“add” function that allows addition of multiple training affiliations, CMEs and license information.  


• Audit Feature  
Before or after data entry, select the “Audit” button at the bottom of each page. This highlights the required fields 
that must be entered in the database for an application to be considered complete verses those fields that are 
optional. A red asterisk “*” will appear next to required fields. Use of this feature reduces completion time.  


• Use the “Back” and “Next” Buttons at the Bottom of Each Page  
Use the “Back” and “Next” buttons on the bottom of the page to navigate backward or forward within the 
application. Do not use the “Back” button on your Internet navigation toolbar that controls your internet session, 
as it may terminate your UPD session.  


 
Security  


CAQH is committed to keeping physician information in a confidential and secure system. The UPD fully 
complies with all laws and regulations relating to the privacy of individually identifiable health information. A 
password-protected Web site ensures that only authorized medical practice staff have access to submit or update 
credentialing information. CAQH uses industry-leading technology to protect providers credentialing data and the 
privacy of system users, including:  


• redundant firewalls that protect all network traffic  
• secure Internet access to application screens  
• secure 128-bit Secure Socket Layer (SSL) encryption  
• automatic encoding of all information exchanges  
• routine tape back-ups, stored off-site, to protect all volatile system data  


For more information related to security, privacy or confidentiality, go to https://upd.caqh.org/oas/.  
 
Demographic Changes  


Not all payers use CAQH for demographic changes such as a change in billing address.  Questions regarding 
plan-specific procedures should be directed to a health plan’s provider enrollment department.  


 
 



https://upd.caqh.org/OAS/UPDQuickReferenceGuide20120820.pdf

http://www.caqh.org/participatingorgs.php

https://upd.caqh.org/oas/
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UPD Standard Notifications  
The UPD system generates standard notifications to a provider when the application is complete, missing information, or 
requires updating. Notifications are sent to the primary method of contact (fax or email), as designed by the provider and 
included in the provider’s CAQH record.  
 
New CAQH Providers  
If a provider is being credentialed with a health plan for the first time and does not have an existing record in the UPD for 
any of the health plans that use the CAQH database, a notification by a health plan to CAQH will trigger mailing of a 
welcome packet. The welcome packet is mailed to the address supplied to CAQH by the health plan (that is collected from 
the provider or designee) and will contain the provider’s CAQH ID number and instructions on how to login to CAQH.  
The following materials are included in the welcome packet (see end of this Appendix for samples):  


• CAQH Cover Letter  
• CAQH Credentialing  


 
Faxing Supplemental Documentation 
Please fax required supporting documents that supplement the credentialing application to CAQH with the provider-
specific CAQH fax cover sheet.  It is important to use the fax cover sheet specific to the individual provider that contains 
the provider’s CAQH ID number and bar code. This information is uploaded into the CAQH provider record when the 
accompanying fax cover sheet is completed and submitted. No information is printed or reproduced on paper.  
 
Cover Sheet Information  
Individualized cover sheets can be found:  


• online by clicking on the “Attachments” tab in the UPD  
• by contacting the CAQH Help Desk at 1-888-599-1771  


 
Individual cover sheets contain the following:  


• provider-specific CAQH ID number  
• provider-specific bar code  
• description and coding of attachments  


 
It is important to submit required credentialing documents to CAQH as these documents are necessary for the 
credentialing process. The required documents for health plan initial credentialing and recredentialing events are listed 
below. 
  
Initial Credentialing Required Documents  


• Consent and Release Form  
• Malpractice Face Sheet  


Helpful Hint: Malpractice face sheets must include a provider’s name, coverage amounts and to and from 
dates of coverage.  


• Curriculum Vitae1 must include five years of work history in month/year format and explanation of gaps of six 
months or greater.  


 
CAQH Notification of Missing or Illegible Documents:  
If faxed information is missing or rejected, the provider will receive a CAQH notification titled “CAQH 
Supporting Documents Missing” or “Provider Fax Submission Illegible or Incomplete”.   
 


                                                           
1  The application may be deemed complete in the CAQH system before this document is submitted and follow-up will occur during the primary source verification 
process. 
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A CAQH notification titled “CAQH Confirmation: Application Complete” will be sent to the provider or 
credentialing administrator when the application data and required attachments are complete in the UPD. A 
description of application statuses in CAQH is located on the next page. This may be useful information for 
providers who contact the CAQH help desk for assistance. Note: A provider’s status will appear in the activity 
log of the provider’s record in CAQH. 


 


CAQH Status:  Description:  
New Provider  Provider has been entered into system by a 


plan and has not been sent a registration 
kit.  


Initial Outreach  Provider has been sent outreach but has 
not yet registered with UPD or called help 
desk.  


Alternate Outreach  Provider has been messaged at a secondary 
location after attempts are made to primary 
office location.  


First Provider Contact  Provider has called or logged into UPD.  
Application Data Submitted  Provider has progressed through UPD and 


“attested” or faxed in paper app. Still 
waiting for supporting docs.  


Application Problem  Problem letter outstanding. (e.g., paper 
application doesn’t pass audit conditions)  


Initial Application Complete  Information has been attested to and 
supporting documents received.  


Reattestation  Information in system has been attested to.  
Expired Attestation  Attestation expires if greater than 120 days 


old.  
Undeliverable  Unable to outreach to provider due to lack 


of valid information.  
Returned Mail  Registration kit mailing is returned from 


U.S. Postal Service due to poor mailing 
address, or provider no longer at the 
address.  


Deceased/Retired  CAQH Help Desk is notified that provider 
is deceased or has retired from practice.  


Opt Out  Provider has asked to be removed from the 
CAQH database.  


Non-responder  Provider has this indicator marked after 
numerous attempts have been made when 
the provider's status is “Initial” or 
“Alternate Outreach”, “First Provider 
Contact”, “Application Data Submitted”, 
“Expired Attestation” or “Application 
Problem”.  


 


Attestation 
The CAQH system will prompt the provider to re-attest to the accuracy and completeness of the data every 120 
days via email or fax using the primary method of contact information the provider includes in his or her CAQH 
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record.  If a provider’s record has not been attested to after a period of time, the status changes to ‘expired’ and 
the data cannot be used for primary source verification. 


Listed below are system notifications generated by CAQH on the re-attestation process.  


• 15 day Reattestation Notice  
• 10 day Reattestation Notice  
• 5 day Reattestation Notice  
• CAQH Reattestation Successful Notice  
• CAQH Data Expiration Notice  
• CAQH Expired Attestation  


 
When Re-attesting to data on CAQH, please be sure to review the provider’s supporting documents by clicking 
on the Attachments tab at the top of the page. Scroll down and review the provider’s Supporting Documents 
Received that are on file. Click on the link for each document to ensure that all materials are current and nothing 
has expired. If a renewable document has expired, you will need to update this information. Below is a list of 
the most common documents that have effective dates and may expire. This is a partial list and does not 
represent a full list of documents that may expire.  


• License  
• DEA  
• Malpractice Insurance  
• Board Certifications  


 
If data is up-to-date in the CAQH system and the provider has authorized all contracted health plans to access 
the credentialing data he/she will not receive a recredentialing notification. Over 68% of provider applications 
are up-to-date in CAQH and move directly to the primary source verification phase when their applications are 
due for review.  


If a provider does not respond to CAQH notices to update the application, the provider is considered a non-
responder by the CAQH system and will receive a notification to complete the CAQH application process as 
described earlier in this manual. This notification is printed on HCAS letterhead. A sample notification can be 
located in Appendix E. 


The Universal Provider DataSource (UPD) Support  
 General UPD questions  
Phone: 1-888-599-1771  
Fax: 1-866-293-0414  
Email: caqh.updhelp@acsgs.com  
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«MailCode»  
«FirstName» «MiddleInitial» «LastName» «Suffix»  
«Address» CAQH Provider ID: «ProviderID»  
«Address2»  
«City», «State» «Zip»-«ExtZip»  
 
Dear «FirstName» «LastName»,  
 
At the request of one of the healthcare organizations with which you are contracted, or are in the process of contracting, 
please find enclosed the necessary information you will need to begin using the Universal Provider DataSource


®
. This 


secure, online service has been provided to you by many of the nation's leading health plans and other organizations to 
help streamline your credentialing paperwork. A current listing of participating organizations can be found 
at http://www.caqh.org/ucd_health_participating.php.  
 
How the Universal Provider DataSource Works:  


1. Participating health plans and other organizations submit a request to CAQH to include you in this national 
initiative.  


2. To register, log on to www.caqh.org/cred using the CAQH Provider ID found at the top of this letter. Click on 
“Logging in for the first time,” which is located on the right side of the screen.  
3. You submit one standard application to a single database that meets the credentialing data needs of the dozens of 
participating organizations. You can submit your information online or via a toll-free fax number.  
4. With your permission, participating organizations access your information and review according to their respective 
policies and procedures.  
5. You can update your information at any time and release your updated information to participating organizations.  


 
Note: You can only transmit your data to organizations with which you are already contracted or are in the 


process of contracting. Using the Universal Provider DataSource does not grant participation or 
constitute applying for participation with any organization. If you would like to participate with any other 
organizations, you must first contact the organization(s) directly to request a participation contract.  
Each participating organization continues to review and verify data, and makes an independent decision 
as to whether or not you meet its standards for participation.  


 
A step-by-step checklist that walks you through the entire process, along with important background information, is also 
enclosed for your reference. Even if it is not time for you to be recredentialed, by completing the CAQH Universal Provider 
DataSource application now, you will only need to update to confirm your information remains accurate when the time 
comes.  
 
To learn more about CAQH and the Universal Provider DataSource initiative, visit the CAQH Website at www.CAQH.org, 
where you can view an online demonstration of the application process. A current listing of participating organizations can 
be found at http://www.caqh.org/ucd_health_participating.php.  
 
Alternatively, you may call the CAQH Help Desk at 888-599-1771 which is available Monday through Thursday from 7:00 
a.m. to 9:00 p.m. (ET) and Friday from 7:00 a.m. to 7:00 p.m. (ET) to provide assistance with any questions you may 
have.  
 
Sincerely,  
 
 
 
CAQH  
Using the CAQH Universal Credentialing DataSource does not grant participation or constitute applying for participation with any organization. If you 
would like to participate with any of these organizations, you must first contact the organization(s) directly to request a participating contract. 


  



http://www.caqh.org/ucd_health_participating.php
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CAQH Credentialing Checklist  
 
What you will need  


To make this process even easier, we’ve developed the following checklist of items you’ll need to 
complete the application. Please gather the following information (if applicable) before you sit down 
and begin the online application:  


θ Your CAQH Provider ID number (located on this kit’s cover letter)  
θ A previously completed credentialing application  
θ A list of all previous practice locations  
θ A copy of your curriculum vitae  
θ A copy of your medical license  
θ A copy of your DEA certificate  
θ A copy of your CDS certificate  
θ A copy of your IRS Form W-9  
θ Various identification numbers (UPIN, Medicare, Medicaid, etc.)  
θ A copy of your malpractice insurance face sheet and summary of any pending and settled cases  


 
Getting Started  
 


If you are entering credentialing information for an individual provider:  
θ Open Internet browser  
θ In the address box located at the top of your browser window, type: www.caqh.org/cred  
θ Select the “Logging in for the first time?” link  
θ Enter the provider’s CAQH Provider ID number (located at the top right of the cover letter)  
θ Enter one of the identifiers requested  
θ Complete the online application  


 
If you are entering credentialing information for multiple providers in your practice:  


The CAQH Practice Manager Module—a feature of Universal Provider DataSource—will make 
your data entry task much easier. By creating a “template” with information that is common 
across providers in your group, you can “import” this generic record into an individual 
provider’s application.  
Once you are ready to begin entering information:  


θ Open Internet browser  
θ In the address box located at the top of your browser window, type the following 
address:  


https://upd.caqh.org/pmm  
θ Register by establishing your username and password as directed  


 
Questions?  


If you have questions about the application process, please contact the CAQH Help Desk at 888-599-
1771 or by sending an email to caqh.updhelp@acsgs.com. 


Wisconsin Department of Health Services  
Division of Public Health 
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The National Committee for Quality Assurance (NCQA) accredits many health plans in 
Wisconsin.  NCQA has the following standards for a provider credentialing program: 


Credentialing Policies (CR 1) 
 Does the organization have clearly defined and documented procedures for assessing 


its practitioners’ qualifications and practice history?  
 Does the organization identify which types of practitioners must be credentialed?  
 Does the organization have policies and procedures that define practitioner rights to 


review and correct credentialing information?  
Credentialing Committee (CR 2) 
 Has the organization designated a committee to make recommendations regarding 


decisions about practitioners’ credentials?  
Initial Credentialing Verification (CR 3) 
 Prior to allowing network participation, does the organization verify practitioners’ 


credentials, including a valid license to practice medicine; education and training, 
malpractice history; and work history within the timeframes specified within NCQA 
standards and guidelines?  


Application and Attestation (CR 4) 
 Do practitioners applications to the organization include a current and signed 


attestation about why they cannot perform certain tasks; a history of loss of medical 
license and felony convictions; a history of limitation of privileges or disciplinary 
actions; and current malpractice insurance coverage?  


Initial Sanction Information (CR 5) 
 Before making a decision on a practitioner’s qualifications, does the organization 


receive and review information from third parties, such as information about any 
disciplinary actions?  


Practitioner Office Site Quality (CR 6) 
 Does the plan verify through an onsite visit, after reaching a member complaint-


threshold, the quality of all practitioners’ offices?  
 Does the plan take necessary steps when an office does not meet its standards, and does 


it evaluate those steps regularly until the office improves?  
Recredentialing Verification (CR 7) 
 Does the organization reevaluate practitioners’ qualifications every 36 months?  
 Before reevaluating its decision on a practitioner’s qualifications, does the organization 


receive information from third parties, such as information about disciplinary actions?  
Recredentialing Cycle Length (CR 8) 
 Does the organization reevaluate practitioners’ qualifications every 36 months?  


Ongoing Monitoring (CR 9) 
 Between recredentialing cycles, does the organization conduct ongoing monitoring of 


practitioner sanctions, complaints and quality issues?  
 Does the organization take appropriate action when issues are identified?  


Notification to Authorities and Practitioner Appeal Rights (CR 10) 
 Does the organization have a process for discontinuing the contracts of practitioners 


who demonstrate poor performance?  
 Is there a process in place by which the practitioner can appeal the organization’s 


decision?  
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 Does the organization report to appropriate authorities when it suspends or terminates 
practitioners?  


Assessment of Organizational Providers (CR 11) 
 Does the organization confirm that hospitals, home health care agencies, skilled 


nursing facilities, nursing homes and behavioral health facilities are in good standing 
with state and federal agencies and accrediting organizations?  


 Does the organization re-review these standings at least every three years?  
Delegation of Credentialing (CR 12) 
 If the organization delegates to a third party decisions on evaluating or reevaluating a 


provider’s qualifications, is the decision-making process—including the 
responsibilities of the organization and delegated party—clearly documented?  


 Does the organization evaluate and approve the delegated party’s plan on a regular 
basis?  


 


Wisconsin Department of Health Services  
Division of Public Health 
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NCQA (National Committee for Quality Assurance) evaluates health plan activities that ensure each doctor is 
licensed and trained to practice medicine and that the health plan's members are happy with their doctors. For 
example: Does the health plan check whether physicians have had sanctions or lawsuits against them? How do 
health plan members rate their personal doctors or nurses? To evaluate these activities, NCQA uses records of 
doctors' credentials, interviews health plan staff, and grades the results from consumer surveys. 
 


Name Line of 
Business 


Product Qualified 
Providers 


Overall 
Accreditation 


Status 
Aetna Life Insurance Company (Wisconsin) Commercial PPO commendable accredited 
Cigna Health and Life Insurance Company - Wisconsin Commercial PPO excellent accredited 
Compcare Health Services Insurance Corporation dba 
Anthem BCBS in Wisconsin 


Commercial HMO/POS 
Combined 


excellent commendable 


Connecticut General Life Insurance Company - 
Wisconsin 


Commercial PPO excellent accredited 


Dean Health Plan, Inc. Commercial HMO excellent excellent 
Group Health Cooperative of South Central Wisconsin Commercial HMO excellent excellent 
Gundersen Lutheran Health Plan, Inc. Commercial HMO excellent commendable 
HealthPartners, Inc. Commercial HMO/POS/PPO  excellent excellent 
HMO Illinois and Blue Advantage HMO Commercial HMO excellent commendable 
Humana Insurance Company (Wisconsin) Commercial PPO excellent accredited 
Humana Wisconsin Health Organization Insurance 
Corporation 


Commercial HMO/POS  commendable commendable 


Medica Commercial HMO/POS/PPO  commendable commendable 
Medical Associates Clinic Health Plan of Wisconsin dba 
Medical Associates Health Plans 


Commercial HMO/POS  excellent excellent 


MercyCare HMO, Inc d/b/a/ MercyCare Health Plans Commercial HMO excellent excellent 
Network Health Plan Commercial HMO commendable excellent 
Physicians Plus Insurance Corporation Commercial HMO/POS  excellent excellent 
Security Health Plan of Wisconsin, Inc Commercial HMO/POS  excellent excellent 
United Healthcare Services, Inc (Wisconsin) Commercial PPO excellent commendable 
UnitedHealthcare Insurance Company (Wisconsin) Commercial PPO excellent commendable 
UnitedHealthcare of Wisconsin, Inc. Commercial HMO/POS  excellent excellent  
Unity Health Plans Insurance Corporation Commercial HMO/POS  excellent excellent 
WPS Health Plan, Inc. Commercial HMO/POS  excellent commendable  


Rating Key 
Excellent - Service and clinical quality that meet or exceed rigorous requirements for consumer protection and quality 


improvement. HEDIS results are in the highest range of national performance. 
Commendable - Service and clinical quality that meet rigorous requirements for consumer protection and quality improvement. 


Accredited - Service and clinical quality that meet basic requirements for consumer protection and quality improvement. 
Organizations awarded this status must take further action to achieve a higher accreditation status. 


Provisional - Service and clinical quality that meet basic requirements for consumer protection and quality improvement. 
Organizations awarded this status must take significant action to achieve a higher accreditation status. 
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Utilization Review Accreditation Commission (URAC) has the following standards for provider credentialing 
by its accredited member health plans.1 


CR 1 – Practitioner and Facility Credentialing 
For most organizations, MD’s and DO’s.  Organizations can choose whether or not to credential non-physician 
professionals.  The organization’s provider directory will be considered as the list of providers that are within the 
credentialing scope. 
CR 2 – Credentialing Program Oversight 
The organization’s senior clinical staff person is responsible for oversight of clinical aspects of the credentialing program. 
CR 3 – Credentialing Committee 
There is a credentialing committee that: 
• Has as a member at least one participating provider who is a practitioner and with no other role in organization 


management 
• Discusses if providers meet reasonable standards of care 
• Utilize clinical peer input when discussing standards of care for a specific type of provider 
• Has final authority to: 


o Approve or disapprove applications  
o Delegate the authority to approve clean applications to the senior clinical staff person, provided that such 


designation is documented and provides reasonable guidelines 
• Keeps minutes of all committee meetings including documenting all actions 
• Gives guidance on the overall direction of the credentialing program to organization staff 
• Evaluates the effectiveness of the credentialing program and reports such to organization management 
• Reviews and approves credentialing policies and procedures 
• Meets as often as necessary to fulfill its responsibilities, but no less than quarterly 
CR 4 – Credentialing Program Plan 
The organization has a written description for its credentialing program that: 
• Has been approved by the credentialing committee 
• Defines the scope and objectives of the credentialing program and the roles and responsibilities of the credentialing 


committee, the medical director (or clinical director), and the credentialing staff 
• Defines criteria for qualification as a participating provider 
• Defines the information collected during the credentialing process and how the information is verified for each type of 


provider credentialed 
• Includes rules about maintaining and storing credentialing information and files 
• Includes a statement that the organization will not discriminate against any provider  
• Is reviewed and updated at least annually by the credentialing committee  
CR 5 – Credentialing Application 
Each applicant within the scope of the credentialing program submits an application that includes at least the following:  
• Education and professional training, including board certification status 
• State licensure information, including current license(s) and history of licensure in 
• all jurisdictions 
• Evidence of current DEA certificate or state controlled dangerous substance certificate, if applicable 
• Proof of liability insurance and professional liability claims history 
• History of sanctions, loss or limitation of privileges or disciplinary activity 
• Hospital affiliations or privileges, if applicable 
• Physical, mental, or substance abuse problems that could, without reasonable accommodation, impede the 


practitioner’s ability to provide care according to accepted standards of professional performance or pose a threat to 
the health or safety of patients 


                                                           
1  PROVIDER CREDENTIALING ACCREDITATION, VERSION 6.0 from www.namss.org/Portals/0/.../URAC_Summary.doc  



http://www.namss.org/Portals/0/.../URAC_Summary.doc
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• Signed and dated attestation statement regarding the completeness and accuracy of the application 
• Signed and dated statement authorizing the organization to collect information necessary to verify the information in 


the application. 
CR 6 – Credentialing Confidentiality 
The organization ensures the confidentiality of credentialing information and limits access to credentialing files to 
authorized persons only. 
CR 7 – Review of Credentialing Information 
The organization has mechanisms to review credentialing information for completeness, accuracy, and any conflicting 
information. 
CR 8 – Credentialing Communication Mechanism 
There is a mechanism to communicate with providers about their credentialing status when requested and, prior to review, 
accept additional information from providers to correct incomplete, inaccurate, or conflicting credentialing information. 
CR 9 – Primary Source Verification 
The organization performs primary source verification of state licensure and board certification or highest level of 
education.  
CR 10 – Consumer Safety Credentialing Investigation 
There is a mechanism to conduct additional review and investigation of credentialing applications where the credentialing 
process reveals factors that may impact the quality of care or services. 
CR 11 – Credentialing Application Review 
There is a mechanism to provide for review and approval of the credentialing application prior to the applicant’s 
designation as a participating provider. 
The only exception to this standard is when a provider is granted provisional participation status by the senior clinical 
staff person.  This status must be time-limited and granted due to continuity or quality of care issues.  The full 
credentialing process must be completed as quickly as possible. 
CR 12 – Credentialing Timeframe 
No credentialing application is submitted for initial review if it is signed and dated more than 180 days prior to 
credentialing committee review or if it contains primary or secondary source verification information collected more than 
six months prior to review. 
CR 13 – Credentialing Determination Notification 
The organization provides written notification to providers within 10 calendar days of the determination. 
CR 14 – Participating Providers Credentials Monitoring 
There is a process to monitor continuing compliance with criteria for network participation and mechanisms to respond in 
cases where a participating provider ceases to comply with criteria.  The organization is expected to routinely monitor 
reports of disciplinary actions published by state licensing boards and the U.S. Department of health and Human Services, 
Office of Inspector (OIG) or periodically query the National Practitioner Data Bank (NPDB). 
CR 15 - Recredentialing 
Providers within the scope of the credentialing program are recredentialed at least every three years.  The recredentialing 
cycle is calculated from month/day/year to month/day/year.  For example, a provider initially credentialed on 3/13/2007, 
must be recredentialed no later than 3/13/2010. 
CR 16 – Recredentialing & Participating Provider Quality Monitoring 
The recredentialing process:  
• requires an application updating any information subject to change 
• verifies through primary or secondary sources information that is subject to change 
• considers information regarding the participating provider’s performance within the organization, including 


information collected through the quality management program. 
CR 17 – Credentialing Delegation 
The organization complies with the Core Standards for any credentialing functions it delegates to another entity. The 
organization retains authority to make the final credentialing determinations and conducts on-site surveys of each entity 
that performs credentialing functions on behalf of the organization at least every three years. 
CR 18 – Credentialing Phase-In 
The organization’s credentialing program is implemented within the following time frames: 
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• at the time of the on-site review, the credentialing process has been completed for at least 100 practitioners 
• at least 50% of participating providers (practitioners and facilities) have been credentialed within 2 years from the 


date of initial URAC accreditation 
• 100% of all participating providers within the credentialing scope are credentialed within 3 years from the date of 


initial URAC accreditation.  
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          Medicare  
NOTE:  MEDICARE PART B TRANSFERRED TO NGS SO LATER LETTERS 


WILL COME FROM THEM AND NOT WPS. 
PROVIDER REVALIDATION REQUEST—IMMEDIATE ACTION REQUIRED  
 


Month Day, Year  
 
PROVIDER/SUPPLIER NAME  
ADDRESS 2     NPI:  
ADDRESS 1     Control Number:  
CITY STATE ZIP CODE     Medicare PTAN(s):  
 
 Dear  


THIS IS A REVALIDATION REQUEST IMMEDIATELY REVIEW, UPDATE AND CERTIFY YOUR 


INFORMATION VIA THE INTERNET-BASED PECOS SYSTEM OR SUBMIT AN UPDATED PROVIDER 


ENROLLMENT PAPER APPLICATION 855 FORM  


In accordance with the Patient Protection and Affordable Care Act, Section 6401 (a), all new and existing 
providers must be reevaluated under the new screening guidelines. Medicare requires all enrolled 
providers & suppliers to revalidate enrollment information every five years (reference 42 CFR § 424.515). 
To ensure compliance with these requirements, existing regulations at 42 CFR § 424.515(d) provide that 
the Centers for Medicare & Medicaid Services (CMS) is permitted to conduct off-cycle revalidations for 
certain program integrity purposes. Upon the CMS request to revalidate its enrollment, the 
provider/supplier has 60 days from the post mark date of this letter to submit complete enrollment 
information using one of the following methods:  


Providers and suppliers can revalidate their provider enrollment in the Medicare program using either the:  


(1) Internet-based Provider Enrollment, Chain, and Ownership System (PECOS)  


To revalidate via the Internet-based PECOS, go to https://pecos.cms.hhs.gov. This system allows you 
to review information currently on file. Remember to print, sign, date, and mail the certification 
statement along with all required supporting documentation. To process the revalidation, the original 
signature and documentation must be received in our office within 15 days of the application Internet 
submission date. (The mailing addresses for our offices are on page 2 of this letter.)  


You must have an active National Provider Identifier (NPI) and have a web user account (User 
ID/Password) established in the National Plan and Provider Enumeration System 


 


Wisconsin Physicians Service Insurance Corporation serving as a CMS Medicare Contractor  
P.O. Box 1787  Madison, WI 53701 Phone 608-221-4711 



https://pecos.cms.hhs.gov/





Appendix 7 –Revalidation Letter for Medicare - Sample 
 


Page 2 of 6 
 


practitioners will access Internet-based PECOS with the same User ID and password that they use for 
NPPES. For provider/supplier organizations who would like an individual(s) (Authorized Official) to use 
Internet-based PECOS on behalf of a provider or supplier organization, the Authorized Official must 
register with the PECOS Identification and Authentication system. If you have not registered, do so now 
by going to https://pecos.cms.hhs.gov. This registration process can take up to three (3) weeks. If 
additional time is required to complete the revalidation applications, you may request one 60-day 
extension, which will begin on the date of the request. The request may be submitted in writing from the 
individual provider, the Authorized or Delegated Official of the organization or the contact person and 
addressed to Wisconsin Physicians Service at the address in “2” below. The request should include 
justification of why a 60-day extension is needed. The request may also be made by calling our office. To 
avoid any registration issues, review the Internet-based PECOS related documents available on the CMS 
Web site (https://www.cms.gov/MedicareProviderSupEnroll). If you are having issues with your User  
 
ID/Password and are unable to log into Internet-based PECOS, please contact the External User Services 
(EUS) Help Desk at 1-866-484-8049 / TTY: 1-866-523-4759. 
 
(2) Paper Application Form  
 
To revalidate by paper, download the appropriate and current CMS-855 Medicare Enrollment application 
from the CMS Web site at https://www.cms.gov/MedicareProviderSupEnroll/. Mail your completed 
application and all required supporting documentation to Wisconsin Physicians Service at the address 
below, based on the state in which you are located.  
 
Wisconsin, Illinois, Michigan, Indiana, Iowa, Kansas, Missouri, and Nebraska:  
 


 
Wisconsin Physicians Service  
Medicare Provider Enrollment  
Post Office Box 8248  
Madison, WI 53708-8248  


Priority Mailing Address  
Wisconsin Physicians Service  
Medicare Provider Enrollment  
1707 W. Broadway  
Madison, WI 53713-1834  


 
Minnesota:  
Wisconsin Physicians Service  
Medicare Provider Enrollment  
8120 Penn Avenue South  
Bloomington, MN 55431-1394  
 


 


 


 


If additional time is required to complete the revalidation applications, you may request one  
60-day extension, which will begin on the date of the request. The request may be  
submitted in writing from the individual provider, the Authorized or Delegated Official of  
the organization or the contact person and addressed to Wisconsin Physicians Service. The  
request should include justification of why a 60-day extension is needed. The request may  
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also be made by calling our office.  


With the exception of physicians, non-physician practitioners, physician group practices and non-group 
practices, all other revalidating providers and suppliers who submit enrollment applications using the 
CMS-855A, CMS-855B (not including physician/non-physician practitioner organizations) or the CMS-
855S or associated Internet-based PECOS enrollment application must submit with their application, 
confirmation that the application fee was paid or a request for a hardship exception. (Note: Physicians 
who are DMEPOS suppliers are subject to the fee for the DMEPOS enrollment.) Application fees must be 
submitted via PECOS https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do, which will allow 
payment of the fee by electronic check, debit, or credit card prior to submitting the application (reference 
42 CFR 424.514).  


If you feel you qualify for a hardship exception waiver, submit a letter on practice letterhead and financial 
statements requesting a waiver in lieu of the enrollment fee along with your application or certification 
statement. Revalidations are processed only when application fees have cleared or the hardship waiver has 
been granted. You will be notified by mail if your waiver request has been granted or if a fee is required. 
More information on who is subject to an enrollment fee can be found at: 
https://www.cms.gov/MedicareProviderSupEnroll/Downloads/ApplicationFeeRequirementMatri x.pdf.  


For more information on the application fees and other screening requirements under the Patient 
Protection and Affordable Care Act (PPACA), view the MLN Matters Article at: 
http://www.cms.gov/MLNMattersArticles/downloads/MM7350.pdf.  


Physicians, non-physician practitioners and physician and non-physician practitioner organizations must 
report a change of ownership, any adverse legal action, or a change of practice location to Medicare 
within 30 days. All other changes must be reported within 90 days. For most, but not all, other providers 
and suppliers, changes of ownership or control, including changes in authorized official(s), must be 
reported with 30 days; all other changes to enrollment information must be made within 90 days.  


Failure to submit complete enrollment application(s) and all supporting documentation within 
60 calendar days of the postmark date of this letter may result in your Medicare billing 
privileges being deactivated. We strongly recommend that you mail your documents using a 
method that allows for proof of receipt.  


In submitting your revalidation application, please note:  


 For non-physician practitioners, required supporting documentation includes copies of their  
license, diploma and/or academic transcript, certification, and any other documents needed to  
establish that they meet Medicare’s eligibility requirements for their specialty.  


Do not use the CMS-855O form to submit your revalidation application. This form is used only by 
physicians and practitioners who enroll in Medicare for the sole purpose of being the 
ordering/referring provider on Medicare claims. The revalidation requirement does not apply to these 
providers.  


 Indicate that you are revalidating your Medicare enrollment as the reason for submitting the 
application.  







Appendix 7 –Revalidation Letter for Medicare - Sample 
 


Page 4 of 6 
 


 Physicians and nonphysician practitioners who reassign their Medicare benefits to a group practice 
or organization must submit both a CMS-855I and CMS-855R to revalidate their Medicare 
enrollment.  


 Enclose this letter or a copy of it with your revalidation application or certification statement.  


 A CMS-588 Electronic Funds Transfer (EFT) Authorization Agreement is required only if the 
provider is not already receiving Medicare payment via electronic funds transfer or if changes are 
being made to their existing EFT arrangements.  


 A CMS-460 Medicare Participating Physician or Supplier Agreement should not be 
submitted; the revalidation process does not affect the current participation status of 
providers.  


 If you have received this letter for a PTAN(s) associated with a practice(s) at which you are no longer 
active, please submit the appropriate CMS-855 as a change of information to notify us of the 
termination.  


 All Medicare PTANs referenced in this letter must be revalidated (or terminated). If you have 
received this letter for multiple PTANs associated with different legal business entities/tax 
identification numbers, submit separate CMS-855 forms for the PTANs associated with each 
entity.  


If you have any questions regarding this letter, please call our toll-free telephone numbers between 
the hours of 8:00 A.M. and 4:00 P.M. (C.T.) Monday through Friday. Our toll-free telephone 
numbers are based on the state in which providers are located:  


Wisconsin and Illinois: 877-908-8476 Iowa, Kansas, Missouri, and Nebraska: 866-503-7664 
Minnesota: 866-564-0315 Michigan and Indiana: 855-280-5484  


You may also visit our Web site at http://www.wpsmedicare.com/ for additional information 
regarding the enrollment process or the CMS-855 enrollment forms.  


Sincerely,  


Wisconsin Physicians Service 
Medicare Provider Enrollment Department 
 
 
 
 
 


 
 
 


Expediting Medicare Provider Revalidations Using PECOS  
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Wisconsin Physicians Service (WPS) knows how valuable a Medicare provider’s time is. Because 
Medicare revalidation is a legislative reality and something providers will do at least every five years, 
WPS wants to help providers expedite the revalidation process by offering these helpful hints in addition 
to the attached revalidation request:  


 Use the Internet-based Provider Enrollment, Change, and Ownership System (PECOS) at 
https://pecos/cms.hhs.gov for your revalidation because:  our experience shows that PECOS 
revalidations (and new applications) process faster  the system ensures applications are complete 
and then automatically routes them to the  
Correct contractor without mailing delays  it allows you to review, update, and certify information 
currently on file  


 Establish a web user account at https://nppes/cms/hms/gov/NPPES/Welcome.do because you will use 
the same user id/password to access PECOS  Please note you must a     National 
Provider Identifier (NPI) to use  


PECOS  


 Ensure you complete all sections because any missing information means a delay in handling until you 
supply the required information. Common areas missed include:  Section 4,    
4C which requires disclosure of all locations, including  
A single location for sole practitioners/owners  Effective dat        
individual  
 Mail all required supporting paper documentation because any missing information means a delay 
in handling until you supply the required information. Common documents not supplied for both 
physicians and non-physician specialties include:  Driver’s Lice       
Transcripts  Medical or other license  Federal IRS docum  


 Send the attached revalidation request letter, your supporting documents, and your 
certification statement within 15 days of completing the PECOS revalidation  


 Submit confirmation with your documents that you paid your application fee, if applicable. To pay 
your fee, you must use PECOS (https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do). The 
PECOS payment module allows you to pay by electronic check, debit, or credit card prior to 
submitting the application  


 Respond quickly to this request. You have only 60 days from the post mark date of the revalidation 
request to complete the revalidation process. If you don’t respond in 60 days (or request an 
extension), we are required to deactivate your Medicare billing privileges  


WPS Medicare Revalidation Helpful Hints - SAMPLE  
 
 
 
 


 
 


Paper Medicare Provider Revalidations  
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If you choose to use paper applications for your revalidation, WPS offers these helpful hints to ensure 
timely handling of your revalidation in addition to the attached revalidation request:  


 Download the appropriate and current CMS-855 Medicare Enrollment application from 
https://www.cms.gov/MedicareProviderSupEnroll/.  


 Ensure you complete all sections because any missing information means a delay in handling until you 
supply the required information. Common areas missed include:  Section 4, but especially Section 
4C which requires disclosure of all locations, including  
A single location for sole practitioners/owners  Effective dat        
individual  
 Mail all required supporting paper documentation, including the attached revalidation request letter, 
because any missing information means a delay in handling until you supply the required information. 
Common documents not supplied for both physicians and non-physician specialties include:  
Driver’s License or Passport  Diplomas or transcripts  Medical or o      
documents  
 Submit your confirmation that you paid your application fee with your documents, if applicable. To 
pay your fee, you must use PECOS (https://pecos.cms.hhs.gov/pecos/feePaymentWelcome.do). The 
PECOS payment module allows you to pay by electronic check, debit, or credit card prior to 
submitting the application. You will need to establish a web user account at 
https://nppes/cms/hms/gov/NPPES/Welcome.do to access PECOS because you use the same user 
id/password to access PECOS  


 
 Respond quickly to this request. You have only 60 days from the post mark date of revalidation 
request to complete the revalidation process. If you don’t respond in 60 days (or request an extension), 
we are required to deactivate your Medicare billing privileges 
 
 
 
 
 


WPS Medicare Revalidation Helpful Hints - SAMPLE  
 
 
 
 
Original at http://www.wpsmedicare.com/part_b/departments/enrollment/_files/sample-revalidation-lttr.pdf  


Wisconsin Department of Health Services  
Division of Public Health 


  P- 00536-Appendix7 (Rev 09/13) 
  


 



http://www.wpsmedicare.com/part_b/departments/enrollment/_files/sample-revalidation-lttr.pdf






Appendix 8 - Medical Curriculum Vitae – Content Information 
 


Page 1 of 2 
 


Most of the information you will need to complete an agreement with a health plan is included on a physician’s 
curriculum vitae. 
 
Personal Information  
Name (legal), degree 
Contact Information 
Business Address 
Business Phone Number 
Fax Number 
Email 
Foreign Languages (native, fluent, proficient, or working knowledge) 
Education 
All undergraduate and graduate education.   
Post Graduate Education and Training 
Internships 
Residencies 
Post-doctoral fellowships 
Certifications (If applicable) 
All board and/or specialty certifications with years received 
Medical Licensures (If applicable)  
All medical and/or other state/federal licensures with year issued and status (active or inactive) 
Military Service (If applicable) 
Rank, location of service and dates 
Employment History 
Academic Appointments 
Other Employment 
Separate faculty appointments from other administrative, hospital or industry appointments and program 
affiliations 
Professional Society Memberships 
Years and type of membership for each professional 
Clinical Activities (If applicable)  
Include years where applicable 
Describe clinical expertise (include description of any specific clinical techniques) 
Describe scope of clinical practice: 
Site of primary practice and size (Hospital, VA, affiliated hospital, etc.) 
Total number of patients/procedures conducted in a given time period 
Number of referrals received 
Responsibilities with practice (leadership/administrative roles) 
Total time spent in clinical duties 
Describe innovative techniques that have changed or influenced practice 
Describe any modifications to clinical enterprise 
Describe development of any clinical programs 
Administrative Service 
Institutional Service 
Years, committees serviced or chaired (department committees, SOM committees, hospital committees, VA 
committees, special assignments, etc.) 
Include a subsection for each institution if there are multiple activities at several institutions 
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Local and National Service 
Years of service and name of organization  
Teaching Service 
List chronologically all current and past teaching responsibilities, keeping basic sciences separate from clinical 
sciences. 
Separate student teaching from resident teaching 
Grant Support 
Active Grants 
List grants chronologically by start date in separate sections for active, submitted or completed.  
Pending Grants 
Include only grants that have actually been submitted, including date the grant was submitted 
Completed Grants 
All extramural and intramural grants 
Patents, Inventions and Copyrights (If applicable) 
List all patents, inventions and/or copyrights issued. 
Publications 
Peer-reviewed journal articles 
Non-peer-reviewed journal articles 
Web based journal articles 
Books 
Book Chapters 
Abstracts and/or Proceedings 
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SAMPLE TEMPLATE 
 


Agency 
Organization Name/Title 
City, State, and Zip Code 


 
Memorandum of Understanding  


between 
The Agency and Service Provider 


 
SUBJECT: Format and Use of a Memorandum of Understanding  
 
1. Purpose. This paragraph defines, in as few words as possible, the purpose of the memorandum of 
understanding and outlines the terms of the contract. 
 
2. Reference. This paragraph will list the references that are directly related to the MOU. 
 
3. Problem. Present a clear, concise statement of the problem, to include a brief background. 
 
4. Scope. Add a succinct statement specifying the area of the MOU. 
 
5. Understandings, agreements, support and resource needs. List the understandings, agreements, 
support and resource needs, and responsibilities of and between each of the parties or agencies 
involved in the MOU. 
 
6. Specify a certain contracting period. (Example: The ending date of an MOU cannot exceed the 
end of the current fiscal year). 
 
7. Specify monetary and performance terms. Explain payment rates with all rates agreed to by both 
parties. Designate specific time frames and dollar amounts to be paid upon completion of each 
identifiable task. 
 
8. Include a monitoring component to determine contract compliance. If the terms of the MOU are 
not being fulfilled, allow for a termination clause. 
 
9. Effective date. Enter the date the agreement will become effective. 
 
   


SIGNATURE BLOCK 
XXXXXXXX, XXXX 


XXXXXXX, XXXXXX 


 SIGNATURE BLOCK 
XXXXXXXX, XXXX 


XXXXXXX, XXXXXX 
   


 
(Date)  (Date) 
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Typical Payer Standard Contract1 
 
A. PREAMBLE  


1. Parties Agreement is by and between (Payer or Plan) and LHD 
 
B. DEFINITIONS  


1. Defined Terms:  Any terms used specifically (i.e., capitalized) in contract should be defined.  
2. Medical Necessity Definition:  Use acceptable community standard, not Plan standard.  


 
C. PLAN RESPONSIBILITIES  


1. Financial Incentives:  Any incentive used to encourage members to use LHD (e.g. waiver of 
or use of smaller coinsurance).  


2. If the Plan is not the Payer:  Will provide LHD with information on relevant third parties 
(e.g. claims administrator) within 30 days.  


3. Payer or Plan will not market LHD to other PPOs, HMOs, or other insurance companies 
without LHD’s prior written consent.  [NOTE: this is called a “silent PPO”.] 


4. Medical Records:  Plan to secure patient authorization for release of records.  Negotiate the 
current standard copying fee, if possible.  


5. Provider Directories:  Copies to be provided to LHD within thirty (30) days of each 
revision/publication, if plan does not use website.  


6. Plan Network:  Specify Plan’s current provider network for relevant geographic area. 
7. Utilization Review:  Determinations to be based on medical necessity, not the Plan’s 


unilateral determination.  Appeals procedure should be specific.  
8. Plan Names:  Specify name(s) and brief description(s). 


 
D. PROVIDER RESPONSIBILITIES 


1. Hold-Harmless:  All contracts as required by law2. 
2. Manuals:  Resist specifications that are per “current Provider Manual”. If required, need 


thirty (30) days’ notice of any material changes to manual. Date of current manual should be 
specified in contract and reviewed prior to signing.  


3. Medical Records:  Access for one year following agreement termination or date of service, 
whichever is sooner. 


4. Services:  Define services covered by Agreement, or note exclusions (“carve outs”). This is 
absolute for capitation agreements. 


 
E. BILLING  


5. Claims Submission:  >>XXX<< days to submit claim.  
6. Claims Payment:  Payment to be made within thirty (30) days from receipt of claim, 


including re-pricing or in accordance with Prompt Pay Law3.  EOB to specify applicable 
contract adjustments.  [NOTE: Negotiate to have payment revert to 100%, if not received 
within specified time]. 


7. Claims Denial:  Appeal procedure must be specified.  Operational denial: Negotiate for 
“penalty” fee rather than total denial.  


                                                           
1 http://www.aameda.org/MemberServices/Exec/Articles/spg04/BrooksArticle.pdf  
2 WI 609.24 (3) HOLD HARMLESS REQUIREMENTS 
3  WI 628.46:  All claim types must be paid in 30 days or subject to 12% annual interest. 



http://www.aameda.org/MemberServices/Exec/Articles/spg04/BrooksArticle.pdf
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8. Over/under Payments:  Provider has the right to re-bill if underpaid.  Provider will agree to 
like language regarding overpayments.  Limited time frame of one year for re-billing, if 
mutually agreed. 


9. COB:  How is Coordination of Benefits applied to claims? 
 
F. TERM/TERMINATION  


1. Termination:  30 days - with cause (included time to cure (fix the problem)), 180 days - 
without cause, immediately for bankruptcy, insolvency, loss of licensure.  


2. Term/Renewal:  Specify effective day and annual renewal date. Indicate whether dates apply 
to admissions or discharges on or after XX/XX/20XX.  New rates to be agreed upon within 
60 days after renewal date or either party may terminate immediately.  


 
G. MARKETING 


1. Provider Listings:  Plan will list LHD as provider.  LHD may/will list Plan in listing of plans 
in which it participates.  No other use of LHD name without LHD’s prior written consent. 
Marketing Plan will promote LHD to the same extent it promotes other participating 
hospitals.  


 
H. MISCELLANEOUS  


1. Indemnification:  Each party agrees to indemnify, defend and hold harmless the other, its 
agents and employees from and against any and all liability or expense.  


2. Insurance:  Negotiate to maintain general and professional liability coverage at the current 
amounts approved by the Plan. [Minimum should be defined to be in compliance with WI 
law - WI Statute § 655.23] 


3. Dispute Resolution:  Mediation or binding arbitration in accordance with the American 
Arbitration Association in the jurisdiction of the LHD’s domicile.  


4. Governing Law:  Wisconsin or not specified.  
5. Assignment:  None without prior written authorization.  
6. Notices:  LHD Health Officer or other title as preferred.  
7. Addresses/Phones:  Required for claims submission and utilization review (where 


applicable). 
8. Any other local, state or federal laws that may be applicable at the time should be defined.  


 
I. REIMBURSEMENT  


1. Reimbursement Terms:  Specify appropriate CPT, HCPCS, ICD-9s, etc.  
2. Plan Specifics:  If Plan uses its commercial code edit application, specify updates will be 


provided 30 days prior to their effective date.  Provider and Plan will renegotiate terms if 
effect of re-weighting is greater than three (3) percent.  


3. Fee Base Schedule:  All elements of the schedule need to be defined – how the fee is arrived 
at, what is the default if a code isn’t listed on the schedule or is new. 


 
J. SIGNATURES  


1. Provider:  Health Officer, County/City Representative (as required) 
2. Plan:  President/CEO and/or VP Fiscal Services or Contracting/Compliance 
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This is a sample page of the Certificate of Insurance, or face sheet, required by most payers to meet 
liability or medical malpractice requirements.  This copy represents Burnett County. 
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Name Commercial Timely Filing Limit 
Anthem WI Claims must be submitted within the timely filing time frame 


specified in your contract 
Care Wisconsin Health Plan, Inc.   


Children's Community Health Plan, Inc No longer than 180 days from the date of service 


Community Care Health Plan, Inc.   


Compcare Health Services Insurance Corporation   


Dean Health Plan, Inc. No longer than 180 days from the date of service 
Group Health Cooperative of Eau Claire COB claims: Provider must submit the documents within 90 days 


from the date on the primary RA. 
Group Health Cooperative of South Central Wisconsin   


Gundersen Health Plan, Inc. (formerly Gundersen Lutheran Health Plan) A claim for benefits should be submitted within 60 days of the date 
services.  
COB claims: no later than six (6) months from the date of receipt of 
the primary carrier Explanation of Benefits (EOB)/Payment 


Health Tradition Health Plan BadgerCare: Health Tradition is limiting the timely filing period to 6 
months. 


HealthPartners Insurance Company Medicaid: Must be received within 180 days from the date of service 


Humana Wisconsin Health Organization Insurance Corporation   


Independent Care Health Plan Submit all claims for services rendered where iCare Medicare is 
primary or iCare Medicaid is primary according to the terms of the 
contract. Timely filing limits apply to initial claim submissions, 
resubmissions and corrected claims. 


Managed Health Services Insurance Corp. Received by MHS within 60 days of the date of service or as defined 
in your MHS contract. 
Out-of-plan providers must be received by MHS within 365 days of 
the date of service  
 


Medical Associates Clinic Health Plan of Wisconsin,  


Medicaid 365 days from DOS 
COB claims:365 days from date of other payer EOB 


Medicare As a result of the PPACA, claims with dates of service on or after 
January 1, 2010 received later than one calendar year beyond the date 
of service will be denied by Medicare. 


MercyCare HMO, Inc.  (page 94 of provider manual, section 16.7) Claims must be filed on a valid claim form within 180 days (6 
months) from the date of services 


Molina Healthcare of Wisconsin, Inc.  
(acquired Abri Health Plan effective September 1, 2010) 


New claims: 60 days from DOS, “unless otherwise indicated in 
contract” 
COB claims: 60 days from the date on the remit from the primary 
payer, “unless otherwise indicated in contract" 


Network Health Plan Must receive all paper and electronic claims, including late charges, 
within 90 days of the date of service 


Partnership Health Plan, Inc   


Physicians Plus Insurance Corporation Set up on provider contract 
Security Health Plan of Wisconsin, Inc. Dates of services older than 180 days will be denied  
Trilogy Health Insurance, Inc.   


TriCare  
(formerly CHAMPUS) 


One year from the date of service 


UnitedHealthcare of Wisconsin, Inc.  


Unity Health Plans Insurance Corporation Within the timely filing limit required in the provider contract 


WEA Insurance Corporation   


WPS Health Plan, Inc. 
(acquired Arise Health Plan - formerly Prevea Health Plan)  


requires password to access individual plan data 
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This appendix gives you an idea of how complex COB (Coordination of Benefits) rules can be.  It is the 


actual language from the UnitedHealthcare Essential Benefits Policy assigned to Wisconsin, by CMS, for 


use in the Health Exchange. 


Benefits When You Have Coverage under More than One Plan 


This section describes how Benefits under the Policy will be coordinated with those of any other plan that provides 
benefits to you. The language in this section is from model laws drafted by the National Association of Insurance 
Commissioners (NAIC) and represents standard industry practice for coordinating benefits. 


When Coordination of Benefits Applies 


This coordination of benefits (COB) provision applies when a person has health care coverage under more than one 
Plan. Plan is defined below.  The order of benefit determination rules below govern the order in which each Plan will 
pay a claim for benefits.  The Plan that pays first is called the Primary Plan. The Primary Plan must pay benefits in 
accordance with its policy terms without regard to the possibility that another Plan may cover some expenses. The 
Plan that pays after the Primary Plan is the Secondary Plan. The Secondary Plan may reduce the benefits it pays so 
that payments from all Plans do not exceed 100% of the total Allowable Expense. 


Definitions 


For purposes of this section, terms are defined as follows: 
A. A Plan is any of the following that provides benefits or services for medical, pharmacy or dental 


care or treatment. If separate contracts are used to provide coordinated coverage for members of a 
group, the separate contracts are considered parts of the same plan and there is no COB among 
those separate contracts. 


 
1. Plan includes: group and non-group insurance contracts, health maintenance 


organization (HMO) contracts, closed panel plans or other forms of group or group-
type coverage (whether insured or uninsured); medical care components of long-term 
care contracts, such as skilled nursing care; medical benefits under group or individual 
automobile contracts; and Medicare or any other federal governmental plan, as 
permitted by law. 


 
2.  Plan does not include: hospital indemnity coverage insurance or other fixed indemnity 
coverage; accident only coverage; specified disease or specified accident coverage; limited benefit 
health coverage, as defined by state law; school accident type coverage; benefits for non-medical 
components of long-term care policies; Medicare supplement policies; Medicaid policies; or 
coverage under other federal governmental plans, unless permitted by law. 
 
Each contract for coverage under 1. or 2. above is a separate Plan. If a Plan has two parts and COB 
rules apply only to one of the two, each of the parts is treated as a separate Plan. 
 


B. This Plan means, in a COB provision, the part of the contract providing the health care benefits to 
which the COB provision applies and which may be reduced because of the benefits of other plans. 
Any other part of the contract providing health care benefits is separate from This Plan. A contract 
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may apply one COB provision to certain benefits, such as dental benefits, coordinating only with 
similar benefits, and may apply another COB provision to coordinate other benefits. 


C. The order of benefit determination rules determine whether This Plan is a Primary Plan or 
Secondary Plan when the person has health care coverage under more than one Plan. When This 
Plan is primary, it  determines payment for its benefits first before those of any other Plan without 
considering any otherPlan’s benefits. When This Plan is secondary, it determines its benefits after 
those of another Plan and may reduce the benefits it pays so that all Plan benefits do not exceed 
100% of the total Allowable Expense. 


 
D. Allowable Expense is a health care expense, including deductibles, coinsurance and copayments , 


that is covered at least in part by any Plan covering the person. When a Plan provides benefits in 
the form of services, the reasonable cash value of each service will be considered an Allowable 
Expense and a benefit paid. An expense that is not covered by any Plan covering the person is not 
an Allowable Expense. In addition, any expense that a provider by law or in accordance with a 
contractual agreement is prohibited from charging a Covered Person is not an Allowable Expense. 


 
The following are examples of expenses or services that are not Allowable Expenses: 
 
1. The difference between the cost of a semi-private hospital room and a private room is not an 


Allowable Expense unless one of the Plans provides coverage for private hospital room 
expenses. 


 
2. If a person is covered by two or more Plans that compute their benefit payments on the basis of 


usual and customary fees or relative value schedule reimbursement methodology or other 
similar reimbursement methodology, any amount in excess of the highest reimbursement 
amount for a specific benefit is not an Allowable Expense. 


 


3. If a person is covered by two or more Plans that provide benefits or services on the basis of 
negotiated fees, an amount in excess of the highest of the negotiated fees is not an Allowable 
Expense. 


 
4. If a person is covered by one Plan that calculates its benefits or services on the basis of usual 


and customary fees or relative value schedule reimbursement methodology or other similar 
reimbursement methodology and another Plan that provides its benefits or services on the basis 
of negotiated fees, the Primary Plan’s payment arrangement shall be the Allowable Expense for 
all Plans. However, if the provider has contracted with the Secondary Plan to provide the 
benefit or service for a specific negotiated fee or payment amount that is different than the 
Primary Plan’s payment arrangement and if the provider’s contract permits, the negotiated fee 
or payment shall be the Allowable Expense used by the Secondary Plan to determine its 
benefits. 


 
5. The amount of any benefit reduction by the Primary Plan because a Covered Person has failed 


to comply with the Plan provisions is not an Allowable Expense. Examples of these types of 
plan provisions include second surgical opinions, precertification of admissions, and preferred 
provider arrangements. 
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E. Closed Panel Plan is a Plan that provides health care benefits to Covered Persons primarily in the 
form of services through a panel of providers that have contracted with or are employed by the 
Plan, and that excludes benefits for services provided by other providers, except in cases of 
emergency or referral by a panel member. 


 
F. Custodial Parent is the parent awarded custody by a court decree or, in the absence of a court 


decree, is the parent with whom the child resides more than one half of the calendar year excluding 
any temporary visitation. 


Order of Benefit Determination Rules 


When a person is covered by two or more Plans, the rules for determining the order of benefit payments 
are as follows: 
A. The Primary Plan pays or provides its benefits according to its terms of coverage and without regard to 


the benefits under any other Plan. 
B. Except as provided in the next paragraph, a Plan that does not contain a coordination of benefits 


provision that is consistent with this provision is always primary unless the provisions of both Plans 
state that the complying plan is primary.  Coverage that is obtained by virtue of membership in a group 
that is designed to supplement a part of a basic package of benefits and provides that this 
supplementary coverage shall be in excess of any other parts of the Plan provided by the contract 
holder. Examples of these types of situations are major medical coverages that are superimposed over 
base plan hospital and surgical benefits, and insurance type coverages that are written in connection 
with a Closed Panel Plan to provide out-of-network benefits. 


C. A Plan may consider the benefits paid or provided by another Plan in determining its benefits only 
when it is secondary to that other Plan. 


D. Each Plan determines its order of benefits using the first of the following rules that apply: 
1. Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for 


example as an employee, member, policyholder, subscriber or retiree is the Primary Plan and the 
Plan that covers the person as a dependent is the Secondary Plan. However, if the person is a 
Medicare beneficiary and, as a result of federal law, Medicare is secondary to the Plan covering the 
person as a dependent; and primary to the Plan covering the person as other than a dependent  (e.g. 
a retired employee); then the order of benefits between the two Plans is reversed so that the Plan 
covering the person as an employee, member, policyholder, subscriber or retiree is the Secondary 
Plan and the other Plan is the Primary Plan. 


2. Dependent Child Covered Under More Than One Coverage Plan. Unless there is a court decree 
stating otherwise, plans covering a dependent child shall determine the order of benefits as follows: 
a) For a dependent child whose parents are married or are living together, whether or not they 


have ever been married: 
1) The Plan of the parent whose birthday falls earlier in the calendar year is the Primary Plan; 


or 
2) If both parents have the same birthday, the Plan that covered the parent longest is the 


Primary Plan. 
b) For a dependent child whose parents are divorced or separated or are not living together, 


whether or not they have ever been married: 
1) If a court decree states that one of the parents is responsible for the dependent child’s health 


care expenses or health care coverage and the Plan of that parent has actual knowledge of 
those terms, that Plan is primary. If the parent with responsibility has no health care 
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coverage for the dependent child’s health care expenses, but that parent’s spouse does, that 
parent’s spouse’s plan is the Primary Plan. This shall not apply with respect to any plan year 
during which benefits are paid or provided before the entity has actual knowledge of the 
court decree provision. 


2) If a court decree states that both parents are responsible for the dependent child’s health 
care expenses or health care coverage, the provisions of subparagraph a) above shall 
determine the order of benefits. 


3) If a court decree states that the parents have joint custody without specifying that one parent 
has responsibility for the health care expenses or health care coverage of the dependent 
child, the provisions of subparagraph a) above shall determine the order of benefits. 


4) If there is no court decree allocating responsibility for the child’s health care expenses or 
health care coverage, the order of benefits for the child are as follows: 


(a) The Plan covering the Custodial Parent. 
(b) The Plan covering the Custodial Parent’s spouse. 
(c) The Plan covering the non-Custodial Parent. 
(d) The Plan covering the non-Custodial Parent’s spouse. 


c) For a dependent child covered under more than one plan of individuals who are not the parents 
of the child, the order of benefits shall be determined, as applicable, under subparagraph a) or 
b) above as if those individuals were parents of the child. 


 
3. Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active 


employee, that is, an employee who is neither laid off nor retired is the Primary Plan. The same 
would hold true if a person is a dependent of an active employee and that same person is a 
dependent of a retired or laid-off employee. If the other Plan does not have this rule, and, as a 
result, the Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply 
if the rule labeled D.1. can determine the order of benefits. 


 
4. COBRA or State Continuation Coverage. If a person whose coverage is provided pursuant to 


COBRA or under a right of continuation provided by state or other federal law is covered under 
another Plan, the Plan covering the person as an employee, member, subscriber or retiree or 
covering the person as a dependent of an employee, member, subscriber or retiree is the Primary 
Plan, and the COBRA or state or other federal continuation coverage is the Secondary Plan. If the 
other Plan does not have this rule, and as a result, the Plans do not agree on the order of benefits, 
this rule is ignored. This rule does not apply if the rule labeled D.1. can determine the order of 
benefits. 
 


5. Longer or Shorter Length of Coverage. The Plan that covered the person as an employee, member, 
policyholder, subscriber or retiree longer is the Primary Plan and the Plan that covered the person 
the shorter period of time is the Secondary Plan. 
 


6. If the preceding rules do not determine the order of benefits, the Allowable Expenses shall be 
shared equally between the Plans meeting the definition of Plan. In addition, This Plan will not pay 
more than it would have paid had it been the Primary Plan. 


Effect on the Benefits of This Plan 
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A. When This Plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all 
Plans are not more than the total Allowable Expenses. In determining the amount to be paid for any 
claim, the Secondary Plan will calculate the benefits it would have paid in the absence of other health 
care coverage and apply that calculated amount to any Allowable Expense under its Plan that is unpaid 
by the Primary Plan. The Secondary Plan may then reduce its payment by the amount so that, when 
combined with the amount paid by the Primary Plan, the total benefits paid or provided by all Plans for 
the claim do not exceed the total Allowable Expense for that claim. In addition, the Secondary Plan 
shall credit to its plan deductible any amounts it would have credited to its deductible in the absence of 
other health care coverage. 


 
B. If a Covered Person is enrolled in two or more Closed Panel Plans and if, for any reason, including the 


provision of service by a non-panel provider, benefits are not payable by one Closed Panel Plan, COB 
shall not apply between that Plan and other Closed Panel Plans. 


Right to Receive and Release Needed Information 
Certain facts about health care coverage and services are needed to apply these COB rules and to 
determine benefits payable under This Plan and other Plans. We may get the facts we need from, or give 
them to, other organizations or persons for the purpose of applying these rules and determining benefits 
payable under This Plan and other Plans covering the person claiming benefits. 
We need not tell, or get the consent of, any person to do this. Each person claiming benefits under This 
Plan must give us any facts we need to apply those rules and determine benefits payable. If you do not 
provide us the information we need to apply these rules and determine the Benefits payable, your claim for 
Benefits will be denied. 


Payments Made 
A payment made under another Plan may include an amount that should have been paid under This Plan. If 
it does, we may pay that amount to the organization that made the payment. That amount will then be 
treated as though it were a benefit paid under This Plan. We will not have to pay that amount again. The 
term "payment made" includes providing benefits in the form of services, in which case "payment made" 
means reasonable cash value of the benefits provided in the form of services. 


Right of Recovery 
If the amount of the payments we made is more than we should have paid under this COB provision, we 
may recover the excess from one or more of the persons we have paid or for whom we have paid; or any 
other person or organization that may be responsible for the benefits or services provided for you. The 
"amount of the payments made" includes the reasonable cash value of any benefits provided in the form of 
services. 


When Medicare is Secondary 
If you have other health insurance which is determined to be primary to Medicare, then Benefits payable 
under This Plan will be based on Medicare’s reduced benefits. In no event will the combined benefits paid 
under these coverages exceed the total Medicare Eligible Expense for the service or item. 
 
Source:  http://www.oci.wi.gov/healthcare_ref/ehb_certificate.pdf  
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Manual Section Procedure 
Code CPT description Short Description 


CPT Immunoglobulin Products 90281 Immune globulin (IG), human, for intramuscular use IG 
CPT Immunoglobulin Products 90283 Immune globulin (IGIV), human, for intravenous use IGIV 
CPT Immunoglobulin Products 90287 Botulinum antitoxin, equine, any route botulinum 


antitoxin 
CPT Immunoglobulin Products 90288 Botulinum immune globulin, human, for intravenous use   
CPT Immunoglobulin Products 90291 Cytomegalovirus immune globulin (CMV-IGIV), human, for 


intravenous use 
CMVIG 


CPT Immunoglobulin Products 90296 Diphtheria antitoxin, equine, any route diphtheria antitoxin 
CPT Immunoglobulin Products 90371 Hepatitis B immune globulin (HBIG), human, for intramuscular 


use 
HBIG 


CPT Immunoglobulin Products 90375 Rabies immune globulin (RIG), human, for intramuscular and/or 
subcutaneous use 


RIG 


CPT Immunoglobulin Products 90376 Rabies immune globulin, heat-treated (RIG-HT), human, for 
intramuscular and/or subcutaneous use 


RIG 


CPT Immunoglobulin Products 90378 Respiratory syncytial virus immune globulin (RSV-IgIM), for 
intramuscular use, 50 mg, each 


RSV-MAb 


CPT Immunoglobulin Products 90384 Rho(D) immune globulin (RhIg), human, full-dose, for 
intramuscular use 


  


CPT Immunoglobulin Products 90385 Rho(D) immune globulin (RhIg), human, mini-dose, for 
intramuscular use 


  


CPT Immunoglobulin Products 90386  Rho(D) immune globulin (RhIgIV), human, for intravenous use   
CPT Immunoglobulin Products 90389 Tetanus immune globulin (TIG), human, for intramuscular use TIG 
CPT Immunoglobulin Products 90393 Vaccinia immune globulin, human, for intramuscular use vaccinia immune 


globulin 
CPT Immunoglobulin Products 90396 Varicella-zoster immune globulin, human, for intramuscular use VZIG 
CPT Immunoglobulin Products 90399 Unlisted immune globulin   
CPT Injections Provided w/ 


Counseling 
90460 Immunization administration through 18 years of age via any 


route of administration, with counseling by physician or other 
qualified health care professional; first or only component of each 
vaccine or toxoid administered 
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CPT Injections Provided w/ 
Counseling 


90461 Immunization administration through 18 years of age via any 
route of administration, with counseling by physician or other 
qualified health care professional; each additional vaccine or 
toxoid component administered (List separately in addition to 
code for primary procedure) 


  


CPT Injections & Other routes of 
administration w/o physician 
counseling 


90471 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, or intramuscular injections); 1 vaccine (single or 
combination vaccine/toxoid) 


  


CPT Injections & Other routes of 
administration w/o physician 
counseling 


90472 Immunization administration (includes percutaneous, intradermal, 
subcutaneous, or intramuscular injections); each additional 
vaccine (single or combination vaccine/toxoid) (List separately in 
addition to code for primary procedure) 


  


CPT Injections & Other routes of 
administration w/o physician 
counseling 


90473 Immunization administration by intranasal or oral route; 1 
vaccine (single or combination vaccine/toxoid) 


  


CPT Injections & Other routes of 
administration w/o physician 
counseling 


90474 Each additional vaccine (single or combination vaccine/toxoid) 
(List separately in addition to code for primary procedure) 


  


CPT Vaccination Products 90476 Adenovirus vaccine, type 4, live, for oral use adenovirus, type 4 
CPT Vaccination Products 90477 Adenovirus vaccine, type 7, live, for oral use adenovirus, type 7 
CPT Vaccination Products 90581 Anthrax vaccine, for subcutaneous use anthrax 
CPT Vaccination Products 90585 Bacillus Calmette-Guerin vaccine (BCG) for tuberculosis, live, 


for percutaneous use 
BCG 


CPT Vaccination Products 90586 Bacillus Calmette-Guerin vaccine (BCG) for bladder cancer, live, 
for intravesical use 


  


CPT Vaccination Products 90632 Hepatitis A vaccine, adult dosage, for intramuscular use Hep A, adult 
CPT Vaccination Products 90633 Hepatitis A vaccine, pediatric/adolescent dosage-2 dose schedule, 


for intramuscular use 
Hep A, ped/adol, 2 
dose 


CPT Vaccination Products 90634 Hepatitis A vaccine, pediatric/adolescent dosage-3 dose schedule, 
for intramuscular use 


Hep A, ped/adol, 3 
dose 


CPT Vaccination Products 90636 Hepatitis A and hepatitis B (HepA-HepB), adult dosage, for 
intramuscular use 


Hep A-Hep B 
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CPT Vaccination Products 90644 Meningococcal conjugate vaccine, serogroups C & Y and 
Hemophilus influenza B vaccine (Hib-MenCY), 4 dose schedule, 
when administered to children 2-15 months, for intramuscular use 


Meningococcal 
C/Y-HIB PRP 


CPT Vaccination Products 90645 Haemophilus influenza b vaccine (Hib), HbOC conjugate (4 dose 
schedule), for intramuscular use 


Hib (HbOC) 


CPT Vaccination Products 90646 Haemophilus influenza b vaccine (Hib), PRP-D conjugate, for 
booster use only, intramuscular use 


Hib (PRP-D) 


CPT Vaccination Products 90647 Haemophilus influenza b vaccine (Hib), PRP-OMP conjugate (3 
dose schedule), for intramuscular use 


Hib (PRP-OMP) 


CPT Vaccination Products 90648 Haemophilus influenza b vaccine (Hib), PRP-T conjugate (4 dose 
schedule), for intramuscular use 


Hib (PRP-T) 


CPT Vaccination Products 90649 Human Papilloma virus (HPV) vaccine, types 6, 11, 16, 18 
(quadrivalent) 3 dose schedule, for intramuscular use 


HPV, quadrivalent 


CPT Vaccination Products 90650 Human Papilloma virus (HPV) vaccine, types 16, 18, bivalent, 3 
dose schedule, for intramuscular use 


HPV, bivalent 


CPT Vaccination Products 90654 Influenza virus vaccine, split virus, preservative free, for 
intradermal use 


influenza, seasonal, 
intradermal, 
preservative free 


CPT Vaccination Products 90655 Influenza virus vaccine, split virus, preservative free, for children 
6-35 months of age, for intramuscular use 


Influenza, 
seasonal, 
injectable, 
preservative free 


CPT Vaccination Products 90656 Influenza virus vaccine, split virus, preservative free, for use in 
individuals 3 years of age and above, for intramuscular use 


Influenza, 
seasonal, 
injectable, 
preservative free 


CPT Vaccination Products 90657 Influenza virus vaccine, split virus, for children 6-35 months of 
age, for intramuscular use 


Influenza, 
seasonal, injectable 


CPT Vaccination Products 90658 Influenza virus vaccine, split virus, for use in individuals 3 years 
of age and above, for intramuscular use 


Influenza, 
seasonal, injectable 


CPT Vaccination Products 90660 Influenza virus vaccine, live, for intranasal use influenza, live, 
intranasal 


CPT Vaccination Products 90661 Influenza virus vaccine, derived from cell cultures, subunit, 
preservative and antibiotic free, for intramuscular use 
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CPT Vaccination Products 90662 Influenza virus vaccine, split virus, preservative free, enhanced 
immunogenicity via increased antigen content, for intramuscular 
use 


Influenza, high 
dose seasonal 


CPT Vaccination Products 90664 Influenza virus vaccine, pandemic formulation, live, for intranasal 
use 


  


CPT Vaccination Products 90666 Influenza virus vaccine, pandemic formulation, split virus, 
preservative free, for intramuscular use 


  


CPT Vaccination Products 90667 Influenza virus vaccine, pandemic formulation, split virus, 
adjuvanted, for intramuscular use 


  


CPT Vaccination Products 90668 Influenza virus vaccine, pandemic formulation, split virus, for 
intramuscular use 


  


CPT Vaccination Products 90669 Pneumococcal conjugate vaccine, 7 valent, for intramuscular use pneumococcal 
conjugate PCV 7 


CPT Vaccination Products 90670 Pneumococcal conjugate vaccine, 13 valent, for intramuscular use Pneumococcal 
conjugate PCV 13 


CPT Vaccination Products 90672 Influenza virus vaccine, quadrivalent, live, for intranasal use influenza, live, 
intranasal, 
quadrivalent 


CPT Vaccination Products 90675 Rabies vaccine, for intramuscular use rabies, 
intramuscular 
injection 


CPT Vaccination Products 90676 Rabies vaccine, for intradermal use rabies, intradermal 
injection 


CPT Vaccination Products 90680 Rotavirus vaccine, pentavalent, 3 dose schedule, live, for oral use rotavirus, 
pentavalent 


CPT Vaccination Products 90681 Rotavirus vaccine, human, attenuated, 2 dose schedule, live, for 
oral use 


rotavirus, 
monovalent 


CPT Vaccination Products 90685 Influenza virus vaccine, quadrivalent, split virus, preservative 
free, when administered to children 6-35 months of age, for 
intramuscular us 


influenza, live, 
injectable, 
quadrivalent, 
preservative free 
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CPT Vaccination Products 90686 Influenza virus vaccine, quadrivalent, split virus, preservative 
free, when administered to individuals 3 years of age and older, 
for intramuscular use 


influenza, live, 
injectable, 
quadrivalent, 
preservative free 


CPT Vaccination Products 90687 Influenza virus vaccine, quadrivalent, split virus, when 
administered to children 6-35 months of age, for intramuscular 
use 


  


CPT Vaccination Products 90688 Influenza virus vaccine, quadrivalent, split virus, when 
administered to individuals 3 years of age and older, for 
intramuscular use 


  


CPT Vaccination Products 90690 Typhoid vaccine, live, oral typhoid, oral 
CPT Vaccination Products 90691 Typhoid vaccine, Vi capsular polysaccharide (ViCPs), for 


intramuscular use 
typhoid, ViCPs 


CPT Vaccination Products 90692 Typhoid vaccine, heat- and phenol-inactivated (H-P), for 
subcutaneous or intradermal use 


typhoid, parenteral 


CPT Vaccination Products 90693 Typhoid vaccine, acetone-killed, dried (AKD), for subcutaneous 
use (U.S. military) 


typhoid, parenteral, 
AKD (U.S. 
military) 


CPT Vaccination Products 90696 Diphtheria, tetanus toxoids, acellular pertussis vaccine and 
poliovirus vaccine, inactivated (DTaP-IPV), when administered 
to children 4 years through 6 years of age, for intramuscular use 


DTaP-IPV 


CPT Vaccination Products 90698 Diphtheria, tetanus toxoids, and acellular pertussis vaccine, 
haemophilus influenza Type B, and poliovirus vaccine, 
inactivated (DTaP - Hib - IPV), for intramuscular use 


DTaP-Hib-IPV 


CPT Vaccination Products 90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine 
(DTaP), for use in individuals younger than seven years, for 
intramuscular use 


DTaP 


CPT Vaccination Products 90700 Diphtheria, tetanus toxoids, and acellular pertussis vaccine 
(DTaP), for use in individuals younger than seven years, for 
intramuscular use 


DTaP, 5 pertussis 
antigens 


CPT Vaccination Products 90702 Diphtheria and tetanus toxoids (DT) adsorbed for use in 
individuals younger than seven years, for intramuscular use 


DT (pediatric) 


CPT Vaccination Products 90703 Tetanus toxoid adsorbed, for intramuscular use tetanus toxoid, 
adsorbed 
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CPT Vaccination Products 90704 Mumps virus vaccine, live, for subcutaneous use mumps 
CPT Vaccination Products 90705 Measles virus vaccine, live, for subcutaneous use measles 
CPT Vaccination Products 90706 Rubella virus vaccine, live, for subcutaneous use rubella 
CPT Vaccination Products 90707 Measles, mumps and rubella virus vaccine (MMR), live, for 


subcutaneous use 
MMR 


CPT Vaccination Products 90708 Measles and rubella virus vaccine, live, for subcutaneous use M/R 
CPT Vaccination Products 90710 Measles, mumps, rubella, and varicella vaccine (MMRV), live, 


for subcutaneous use 
MMRV 


CPT Vaccination Products 90712 Poliovirus vaccine, (any type(s)) (OPV), live, for oral use OPV 
CPT Vaccination Products 90713 Poliovirus vaccine, inactivated, (IPV), for subcutaneous or 


intramuscular use 
IPV 


CPT Vaccination Products 90714 Tetanus and diphtheria toxoids (Td) adsorbed, preservative free, 
for use in individuals seven years or older, for intramuscular use 


Td (adult) 
preservative free 


CPT Vaccination Products 90715 Tetanus, diphtheria toxoids and acellular pertussis vaccine 
(Tdap), for use in individuals 7 years or older, for intramuscular 
use 


Tdap 


CPT Vaccination Products 90716 Varicella virus vaccine, live, for subcutaneous use varicella 
CPT Vaccination Products 90717 Yellow fever vaccine, live, for subcutaneous use yellow fever 
CPT Vaccination Products 90719 Diphtheria toxoid, for intramuscular use Td (adult), 


adsorbed 
CPT Vaccination Products 90720 Diphtheria, tetanus toxoids, and whole cell pertussis vaccine and 


Hemophilus influenza B vaccine (DTP-Hib), for intramuscular 
use 


DTP-Hib 


CPT Vaccination Products 90721 Diphtheria, tetanus toxoids, and acellular pertussis vaccine and 
Hemophilus influenza B vaccine (DTaP-Hib), for intramuscular 
use 


DTaP-Hib 


CPT Vaccination Products 90723 Diphtheria, tetanus toxoids, acellular pertussis vaccine, Hepatitis 
B, and poliovirus vaccine, inactivated (DTaP-HepB-IPV), for 
intramuscular use 


DTaP-Hep B-IPV 


CPT Vaccination Products 90725 Cholera vaccine for injectable use cholera 
CPT Vaccination Products 90727 Plague vaccine, for intramuscular use plague 
CPT Vaccination Products 90732 Pneumococcal polysaccharide vaccine, 23-valent, adult or 


immunosuppressed patient dosage, for use in individuals 2 years 
or older, for subcutaneous or intramuscular use 


pneumococcal 
polysaccharide 
PPV23 
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CPT Vaccination Products 90733 Meningococcal polysaccharide vaccine (any group(s)), for 
subcutaneous use 


meningococcal 
MPSV4 


CPT Vaccination Products 90734 Meningococcal conjugate vaccine, serogroups A, C, Y and W-
135 (tetravalent), for intramuscular use 


Meningococcal 
MCV4O 


CPT Vaccination Products 90734 Meningococcal conjugate vaccine, serogroups A, C, Y and W-
135 (tetravalent), for intramuscular use 


meningococcal 
MCV4P 


CPT Vaccination Products 90735 Japanese encephalitis virus vaccine, for subcutaneous use Japanese 
encephalitis SC 


CPT Vaccination Products 90736 Zoster (shingles) vaccine, live, for subcutaneous injection zoster 
CPT Vaccination Products 90738 Japanese encephalitis virus vaccine, inactivated, for intramuscular 


use 
Japanese 
Encephalitis IM 


CPT Vaccination Products 90739 Hepatitis B vaccine, adult dosage (2 dose schedule), for 
intramuscular use 


  


CPT Vaccination Products 90740 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage 
(3 dose schedule), for intramuscular use 


Hep B, dialysis 


CPT Vaccination Products 90743 Hepatitis B vaccine, adolescent (2 dose schedule), for 
intramuscular use 


Hep B, adult 


CPT Vaccination Products 90744 Hepatitis B vaccine, pediatric/adolescent dosage (3 dose 
schedule), for intramuscular use 


Hep B, adolescent 
or pediatric 


CPT Vaccination Products 90746 Hepatitis B vaccine, adult dosage (3 dose schedule), for 
intramuscular use 


Hep B, adult 


CPT Vaccination Products 90747 Hepatitis B vaccine, dialysis or immunosuppressed patient dosage 
(4 dose schedule), for intramuscular use 


Hep B, dialysis 


CPT Vaccination Products 90748 Hepatitis B and Hemophilus influenza b vaccine (HepB-Hib), for 
intramuscular use 


Hib-Hep B 


CPT Vaccination Products 90749 Unlisted vaccine/toxoid   
HCPCS Immunization Administration G0008 Administration of influenza virus vaccine   
HCPCS Immunization Administration G0009 Administration of pneumococcal vaccine   
HCPCS Immunization Administration G0010 Administration of hepatitis B vaccine   
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Corrections Document—CPT® (Current Procedural Terminology) 20131 


 
Introduction  
Current Procedural Terminology (CPT®), Fourth Edition, is a set of…  
Inclusion of a descriptor and its associated five-digit code number in …  
 
Add new text symbols  to denote revision of the text in the Introduction to the CPT code set. 


 
Evaluation and Management (E/M) Services Guidelines  
Counseling  
Counseling is a discussion with a patient and/or family concerning one or more of the following areas:  
 Diagnostic results, impressions, and/or recommended diagnostic studies  
 Prognosis  
 Risks and benefits of management (treatment) options  
 Instructions for management (treatment) and/or follow-up  
 Importance of compliance with chosen management (treatment) options  
 Risk factor reduction  
 Patient and family education  
 
►(For psychotherapy, see 90832-90834, 90836-90840)◄  
Add an instructional parenthetical note following the counseling guidelines to coincide with the new psychotherapy range of 
codes 90832-90834 and 90836-90840 


 
Evaluation and Management Tables  
Initial Neonatal Intensive Care 


 


 


Remove reference to weight “1500-5000 gms” from the (E/M) Initial Neonatal Intensive Care table 


 
Sign up to receive e-mail notification when changes are posted to the AMA Web site for CPT Announcements, Category II 
codes, Category III codes, Vaccine codes, Errata and Panel Agenda Proposals and Subsequent Actions. You may also 
receive notice when registration opens for the CPT Editorial Panel meeting. 
 
Sign up for list serve to be notified of any future changes to the CPT errata accessed via the following link:  
http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-
insurance/cpt/announcements-reports/e-mail-notifications.page  
 


                                                           
1 http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/about-cpt/errata.page? 



http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/announcements-reports/e-mail-notifications.page

http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt/announcements-reports/e-mail-notifications.page
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2013 CPT Modifiers 


Modifier Description 
22  Increased Procedural Services 
23  Unusual Anesthesia 


24 
 Unrelated Evaluation and Management Service by the Same Physician or Other Qualified Health Care 
Professional during a Postoperative Period 


25 
 Significant, Separately Identifiable Evaluation and Management Service by the Same Physician or Other 
Qualified Health Care Professional on the Same Day of the Procedure or Other Service 


26  Professional Component  
32  Mandated Services 
33  Preventive Service 
47  Anesthesia by Surgeon 
50  Bilateral Procedure 
51  Multiple Procedures 
52  Reduced Services  
53  Discontinued Procedure 
54  Surgical Care Only 
55  Postoperative Management Only 
56  Preoperative Management Only 
57  Decision for Surgery 


58 
 Staged or Related Procedure or Service by the Same Physician or Other Qualified Health Care Professional 
During the Postoperative Period 


59  Distinct Procedural Service 
62  Two Surgeons 
63  Procedure Performed on Infants less than 4kg 
66  Surgical Team 
76  Repeat Procedure by Same Physician or Other Qualified Health Care Professional 
77  Repeat Procedure by Another Physician or Other Qualified Health Care Professional 


78 
 Unplanned Return to the Operating/Procedure Room by Same Physician or Other Qualified Health Care 
Professional for a Related Procedure During the Postoperative Period 


79 
 Unrelated Procedure or Service by the Same Physician or Other Qualified Health Care Professional During 
the Postoperative Period 


80  Assistant Surgeon 
81  Minimum Assistant Surgeon 
82  Assistant Surgeon (when qualified resident surgeon not available) 
90  Reference (Outside) Laboratory 
91  Repeat Clinical Diagnostic Laboratory Test 
92  Alternative Laboratory Platform Testing 
99  Multiple Modifiers 
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2013 HCPCS Modifiers 


Code SHORT DESCRIPTION 
A1 Dressing for one wound 
A2 Dressing for two wounds 
A3 Dressing for three wounds 
A4 Dressing for four wounds 
A5 Dressing for five wounds 
A6 Dressing for six wounds 
A7 Dressing for seven wounds 
A8 Dressing for eight wounds 
A9 Dressing for 9 or more wound 
AA Anesthesia perf by anesgst 
AD MD supervision, >4 anes proc 
AE Registered dietician 
AF Specialty physician 
AG Primary physician 
AH Clinical psychologist 
AI Principal physician of rec 
AJ Clinical social worker 
AK Non participating physician 
AM Physician, team member svc 
AP No dtmn of refractive state 
AQ Physician service HPSA area 
AR Physician scarcity area 
AS Assistant at surgery service 
AT Acute treatment 
AU Uro, ostomy or trach item 
AV Item w prosthetic/orthotic 
AW Item w a surgical dressing 
AX Item w dialysis services 
AY Item/service not for ESRD tx 
AZ Physician serv in dent HPSA 
BA Item w pen services 
BL Spec acquisition blood prods 
BO Nutrition oral admin no tube 
BP Bene electd to purchase item 
BR Bene elected to rent item 
BU Bene undecided on purch/rent 
CA Procedure payable inpatient 
CB ESRD bene part a snf-sep pay 
CC Procedure code change 


Code SHORT DESCRIPTION 
CD AMCC test for ESRD or MCP MD 


CE Med neces AMCC tst sep reimb 
CF AMCC tst not composite rate 
CG Policy criteria applied 
CH 0 percent impaired, ltd, res 
CI 1 to <20 percent impaired 
CJ 20 to <40 percent impaired 
CK 40 to <60 percent impaired 
CL 60 to <80 percent impaired 
CM 80 to <100 percent impaired 
CN 100 percent impaired, ltd 
CR Catastrophe/disaster related 
CS Gulf Oil 2010 Spill Related 
E1 Upper left eyelid 
E2 Lower left eyelid 
E3 Upper right eyelid 
E4 Lower right eyelid 
EA ESA, anemia, chemo-induced 
EB ESA, anemia, radio-induced 
EC ESA, anemia, non-chemo/radio 
ED HCT>39% or Hgb>13g>=3 cycle 
EE HCT>39% or Hgb>13g<3 cycle 
EJ Subsequent claim 


EM Emer reserve supply (ESRD) 
EP Medicaid EPSDT program svc 
ET Emergency Services 
EY No md order for item/service 
F1 Left hand, second digit 
F2 Left hand, third digit 
F3 Left hand, fourth digit 
F4 Left hand, fifth digit 
F5 Right hand, thumb 
F6 Right hand, second digit 
F7 Right hand, third digit 
F8 Right hand, fourth digit 
F9 Right hand, fifth digit 
FA Left hand, thumb 
FB Item provided without cost 
FC Part credit, replaced device 
FP Svc part of family plan pgm 
G1 URR reading of less than 60 
G2 URR reading of 60 to 64.9 
G3 URR  reading of 65 to 69.9 
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G4 URR reading of 70 to 74.9 
G5 URR reading of 75 or greater 
G6 ESRD patient <6 dialysis/mth 
G7 Payment limits do not apply 
G8 Monitored anesthesia care 
G9 MAC for at risk patient 
GA Liability waiver ind case 
GB Claim resubmitted 
GC Resident/teaching phys serv 
GD Unit of service > MUE value 
GE Resident prim care exception 
GF Nonphysician serv c a hosp 
GG Payment screen mam + diagmam 
GH Diag mammo to screening mamo 
GJ Opt out provider of er srvc 
GK Actual item/service ordered 
GL Upgraded item, no charge 
GM Multiple transports 
GN OP speech language service 
GO OP occupational therapy serv 
GP OP PT services 
GQ Telehealth store and forward 
GR Service by va resident 
GS Epo/darbepoietin reduced 25% 
GT InteractiveTelecommunication 
GU Liability waiver rout notice 
GV Attending phys not hospice 
GW Service unrelated to term co 
GX Voluntary liability notice 
GY Statutorily excluded 
GZ Not reasonable and necessary 
H9 Court-ordered 
HA Child/adolescent program 
HB Adult program non-geriatric 
HC Adult program geriatric 
HD Pregnant/parenting program 
HE Mental health program 
HF Substance abuse program 
HG Opioid addiction tx program 
HH Mental hlth/substance abs pr 
HI M hlth/m retrdtn/dev dis pro 
HJ Employee assistance program 
HK Spec hgh rsk mntl hlth pop p 


HL intern 
HM Less than bachelor degree lv 
HN Bachelors degree level 
HO Masters degree level 
HP Doctoral level 
HQ Group setting 
HR Family/couple w client prsnt 
HS Family/couple w/o client prs 
HT Multi-disciplinary team 
HU Child welfare agency funded 
HV Funded state addiction agncy 
HW State mntl hlth agncy funded 
HX County/local agency funded 
HY Funded by juvenile justice 
HZ Criminal justice agncy fund 
J1 CAP no-pay for prescript num 
J2 CAP restock of emerg drugs 
J3 CAP drug unavail thru cap 
J4 DMEPOS comp bid furn by hosp 
JA Administered intravenously 
JB Administered subcutaneously 
JC Skin substitute graft 
JD Skin sub not used as a graft 
JW Discarded drug not administe 
K0 Lwr ext prost functnl lvl 0 
K1 Lwr ext prost functnl lvl 1 
K2 Lwr ext prost functnl lvl 2 
K3 Lwr ext prost functnl lvl 3 
K4 Lwr ext prost functnl lvl 4 
KA Wheelchair add-on option/acc 
KB >4 modifiers on claim 
KC Repl special pwr wc intrface 
KD Drug/biological DME infused 
KE Bid under round 1 DMEPOS CB 
KF FDA class III device 
KG DMEPOS comp bid prgm no 1 
KH DMEPOS ini clm, pur/1 mo rnt 
KI DMEPOS 2nd or 3rd mo rental 
KJ DMEPOS PEN pmp or 4-15mo rnt 
KK DMEPOS comp bid prgm no 2 
KL DMEPOS mailorder comp bid 
KM Rplc facial prosth new imp 
KN Rplc facial prosth old mod 
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KO Single drug unit dose form 
KP First drug of multi drug u d 
KQ 2nd/subsqnt drg multi drg ud 
KR Rental item partial month 
KS Glucose monitor supply 
KT Item from noncontract supply 
KU DMEPOS comp bid prgm no 3 
KV DMEPOS item, profession serv 
KW DMEPOS comp bid prgm no 4 
KX Documentation on file 
KY DMEPOS comp bid prgm no 5 
KZ New cov not implement by m+c 
LC Lft circum coronary artery 
LD Left ant des coronary artery 
LL Lease/rental (appld to pur) 
LM Left main coronary artery 
LR Laboratory round trip 
LS FDA-monitored IOL implant 
LT Left side 
M2 Medicare secondary payer 
MS 6-mo maint/svc fee parts/lbr 
NB Drug specific nebulizer 
NR New when rented 
NU New equipment 
P1 Normal healthy patient 
P2 Patient w/mild syst disease 
P3 Patient w/severe sys disease 
P4 Pt w/sev sys dis threat life 
P5 Pt not expect surv w/o oper 
P6 Brain-dead pt organs removed 
PA Surgery, wrong body part 
PB Surgery, wrong patient 
PC Wrong surgery on patient 
PD Inp admit w/in 3 days 
PI PET tumor init tx strat 
PL Progressive addition lenses 
PS PET tumor subsq tx strategy 
PT Clrctal screen to diagn 
Q0 Invest clinical research 
Q1 Routine clinical research 
Q2 HCFA/ORD demo procedure/svc 
Q3 Live donor surgery/services 
Q4 Svc exempt - ordrg/rfrng MD 


Q5 Subst MD svc, recip bill arr 
Q6 Locum tenens MD service 
Q7 One Class A finding 
Q8 Two Class B findings 
Q9 1 Class B & 2 Class C fndngs 
QC Single channel monitoring 
QD Rcrdg/strg in sld st memory 
QE Prescribed oxygen < 1 LPM 
QF Prscrbd oxygen >4 LPM & port 
QG Prescribed oxygen > 4 LPM 
QH Oxygen cnsrvg dvc w del sys 
QJ Patient in state/locl custod 
QK Med dir 2-4 cncrnt anes proc 
QL Patient died after amb call 
QM Ambulance arr by provider 
QN Ambulance furn by provider 
QP Individually ordered lab tst 
QS Monitored anesthesia care 
QT Rcrdg/strg tape analog recdr 
QW CLIA waived test 
QX CRNA svc w/ MD med direction 
QY Medically directed CRNA 
QZ CRNA svc w/o med dir by MD 
RA Replacement of DME item 
RB Replacement part, DME item 
RC Right coronary artery 
RD Drug admin not incident-to 
RE Furnish full compliance REMS 
RI Ramus intermedius cor artery 
RR Rental (DME) 
RT Right side 
SA Nurse practitioner w physici 
SB Nurse midwife 
SC Medically necessary serv/sup 
SD Serv by home infusion RN 
SE State/fed funded program/ser 
SF 2nd opinion ordered by PRO 
SG ASC facility service 
SH 2nd concurrent infusion ther 
SJ 3rd concurrent infusion ther 
SK High risk population 
SL State supplied vaccine 
SM Second opinion 
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SN Third opinion 
SQ Item ordered by home health 
SS HIT in infusion suite 
ST Related to trauma or injury 
SU Performed in phys office 
SV Drugs delivered not used 
SW Serv by cert diab educator 
SY Contact w/high-risk pop 
T1 Left foot, second digit 
T2 Left foot, third digit 
T3 Left foot, fourth digit 
T4 Left foot, fifth digit 
T5 Right foot, great toe 
T6 Right foot, second digit 
T7 Right foot, third digit 
T8 Right foot, fourth digit 
T9 Right foot, fifth digit 
TA Left foot, great toe 
TC Technical component 
TD RN 
TE LPN/LVN 
TF Intermediate level of care 
TG Complex/High Tech level care 
TH OB TX/Srvcs prenatl/postpart 
TJ Child/adolescent program gp 
TK Extra patient or passenger 
TL Early intervention IFSP 
TM Individualized ed prgrm(IEP) 
TN Rural/out of service area 
TP Med transprt unloaded vehicl 
TQ BLS by volunteer amb providr 
TR School-based IEP out of dist 
TS Follow-up service 


TT Additional patient 
TU Overtime payment rate 
TV Holiday/weekend payment rate 
TW Back-up equipment 
U1 M/caid care lev 1 state def 
U2 M/caid care lev 2 state def 
U3 M/caid care lev 3 state def 
U4 M/caid care lev 4 state def 
U5 M/caid care lev 5 state def 
U6 M/caid care lev 6 state def 
U7 M/caid care lev 7 state def 
U8 M/caid care lev 8 state def 
U9 M/caid care lev 9 state def 
UA M/caid care lev 10 state def 
UB M/caid care lev 11 state def 
UC M/caid care lev 12 state def 
UD M/caid care lev 13 state def 
UE Used durable med equipment 
UF Services provided, morning 
UG Services provided, afternoon 
UH Services provided, evening 
UJ Services provided, night 
UK Svc on behalf client-collat 
UN Two patients served 
UP Three patients served 
UQ Four patients served 
UR Five patients served 
US Six or more patients served 
V5 Vascular catheter 
V6 Arteriovenous graft 
V7 Arteriovenous fistula 
VP Aphakic patient 
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2013 Place of Service – Codes  


 


1 Pharmacy 
2 Unassigned 


3 School 


4 Homeless Shelter 


5 Indian Health Service 


6 Indian Health Service - Provider-based 
Facility 


7 Tribal 638 - Free standing facility 


8 Tribal 638 - Provider based facility 


9 Prison/Correctional Facility 


10 Unassigned 


11 Office 


12 Home 


13 Assisted Living Facility 


15 Mobile Unit 


16 Temporary Lodging 


17 Walk-in Retail Health Clinic 


18 Place of Employment-Worksite 


19 Unassigned 
20 Urgent Care Facility 


21 Inpatient Hospital 


22 Outpatient Hospital 


23 Emergency Room – Hospital 
24 Ambulatory Surgical Center 


25 Birthing Center 


26 Military Treatment Facility 


27-30 Unassigned 


31 Skilled Nursing Facility 


32 Nursing Facility 


33 Nursing Facility 


34 Hospice 


35-40 Unassigned 


41 Ambulance - Land 


42 Ambulance – Air or Water 
43-48 Unassigned 


49 Independent Clinic 


50 Federally Qualified Health Center 


51 Inpatient Psychiatric Facility 


52 Psychiatric Facility-Partial Hospitalization 


53 Community Mental Health Center 


54 Intermediate Care Facility/Mentally 
Retarded 


55 Residential Substance Abuse Treatment 
Facility 


56 Psychiatric Residential Treatment Center 


57 Non-residential Substance Abuse 
Treatment Facility 


58-59 
Unassigned 


60 Mass Immunization Center 


61 Comprehensive Inpatient Rehabilitation 
Facility 


62 Comprehensive Outpatient Rehabilitation 
Facility 


63-64 Unassigned 


65 End-Stage Renal Disease Treatment 
Facility 


66-70 Unassigned 


71 Public Health Clinic 


72 Rural Health Clinic 


73-80 Unassigned 


81 Independent Laboratory 


82-98 Unassigned 


99 Other Place of Service 
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2013 Codes 
 
Immunization Administration: 
90460, 90461, 90471, 90472, 
90473, 90474, G0008, G0009, 
G0010 
 
Vaccines: 
Hepatitis A: 
Havrix®,VAQTA®,Twinrix® 
90632, 90633, 90634, 90636 
Hemophilus influenza b: 
HibTITER® PedvaxHIB®, ActHIB® 
90645, 90646, 90647, 90648 
HPV: 
90649 (Gardasil®) 
90650 (Cervarix®) 
Influenza virus (‘flu’): 
Afluria® Fluarix® Fluvirin® Fluzone® 
High‐Dose Fluzone® FluLaval® 
FluMist® 
90654, 90655, 90656, 90657, 
90658, 90660, 90661, 90662, 
90664, 90666, 90667, 90668, 
90672, Q2034, Q2035, Q2036, 
Q2037, Q2038, Q2039 
Pneumococcal conjugate: 
Prevnar® Prevnar13® 
90669, 90670, S0195 
Rotavirus: ROTATEQ® Rotarix® 


90680, 90681 
Dtap / Dtpap‐IPV, Dtap‐Hib‐IPV / 
DTP / DT / Tetanus / Polio / TdaP/ 
Measles, Mumps, Rubella / MMR: 
90696, 90698, 90700, 90702, 
90703, 90704, 90705, 90706, 
90707, 90708, 90710, 90713, 
90714, 90715, 90719, 90720, 
90721, 90723 
Varicella (‘chicken pox’) Varivax®: 
90716 
Pneumococcal: PNEUMOVAX® 
90732 
Meningococcal: 
Menomune® Menactra® 
90733, 90734 
Zoster/Shingles: Zostavax® 
90736 
Hepatitis B: 
RECOMBIVAXHB® Engerix‐B® 
90740, 90743, 90744, 90746, 
90747, 90748 


 
Main Dx Codes 


 
V01.0 Contact with or exposure to cholera 
V01.1 Contact with or exposure to tuberculosis 
V01.2 Contact with or exposure to poliomyelitis 
V01.3 Contact with or exposure to smallpox 
V01.4 Contact with or exposure to rubella 
V01.5 Contact with or exposure to rabies 
V01.6 Contact with or exposure to venereal 


diseases 
V01.71 Contact with or exposure to varicella 
V01.79 Contact with or exposure to other viral 


diseases 
V01.81 Contact with or exposure to anthrax 
V01.82 Exposure to SARS-associated coronavirus 
V01.83 Contact with or exposure to escherichia coli 


(E. coli) 
V01.84 Contact with or exposure to meningococcus 
V01.89 Contact with or exposure to other 


communicable diseases 
V01.9 Contact with or exposure to unspecified 


communicable disease 


V02.0 Carrier or suspected carrier of cholera 
V02.1 Carrier or suspected carrier of typhoid 
V02.2 Carrier or suspected carrier of amebiasis 
V02.3 Carrier or suspected carrier of other 


gastrointestinal pathogens 
V02.4 Carrier or suspected carrier of diphtheria 
V02.51 Carrier or suspected carrier of group B 


streptococcus 
V02.52 Carrier or suspected carrier of other 


streptococcus 
V02.53 Carrier or suspected carrier of Methicillin 


susceptible Staphylococcus aureus 
V02.54 Carrier or suspected carrier of Methicillin 


resistant Staphylococcus aureus 
V02.59 Carrier or suspected carrier of other 


specified bacterial diseases 
V02.60 Viral hepatitis carrier, unspecified 
V02.61 Hepatitis B carrier 
V02.62 Hepatitis C carrier 
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V02.69 Other viral hepatitis carrier 
V02.7 Carrier or suspected carrier of gonorrhea 
V02.8 Carrier or suspected carrier of other 


venereal diseases 
V02.9 Carrier or suspected carrier of other 


specified infectious organism 
V03.0 Need for prophylactic vaccination and 


inoculation against cholera alone 
V03.1 Need for prophylactic vaccination and 


inoculation against typhoid-paratyphoid 
alone [TAB] 


V03.2 Need for prophylactic vaccination and 
inoculation against tuberculosis [BCG] 


V03.3 Need for prophylactic vaccination and 
inoculation against plague 


V03.4 Need for prophylactic vaccination and 
inoculation against tularemia 


V03.5 Need for prophylactic vaccination and 
inoculation against diphtheria alone 


V03.6 Need for prophylactic vaccination and 
inoculation against pertussis alone 


V03.7 Need for prophylactic vaccination and 
inoculation against tetanus toxoid alone 


V03.81 Other specified vaccinations against 
hemophilus influenza, type B [Hib] 


V03.82 Other specified vaccinations against 
streptococcus pneumoniae [pneumococcus] 


V03.89 Other specified vaccination 
V03.9 Need for prophylactic vaccination and 


inoculation against unspecified single 
bacterial disease 


V04.0 Need for prophylactic vaccination and 
inoculation against poliomyelitis 


V04.1 Need for prophylactic vaccination and 
inoculation against smallpox 


V04.2 Need for prophylactic vaccination and 
inoculation against measles alone 


V04.3 Need for prophylactic vaccination and 
inoculation against rubella alone 


V04.4 Need for prophylactic vaccination and 
inoculation against yellow fever 


V04.5 Need for prophylactic vaccination and 
inoculation against rabies 


V04.6 Need for prophylactic vaccination and 
inoculation against mumps alone 


V04.7 Need for prophylactic vaccination and 
inoculation against common cold 


V04.81 Need for prophylactic vaccination and 
inoculation against influenza 


V04.82 Need for prophylactic vaccination and 
inoculation against respiratory syncytial 
virus (RSV) 


V04.89 Need for prophylactic vaccination and 
inoculation against other viral diseases 


V05.0 Need for prophylactic vaccination and 
inoculation against arthropod-borne viral 
encephalitis 


V05.1 Need for prophylactic vaccination and 
inoculation against other arthropod-borne 
viral diseases 


V05.2 Need for prophylactic vaccination and 
inoculation against leishmaniasis 


V05.3 Need for prophylactic vaccination and 
inoculation against viral hepatitis 


V05.4 Need for prophylactic vaccination and 
inoculation against varicella 


V05.8 Need for prophylactic vaccination and 
inoculation against other specified disease 


V05.9 Need for prophylactic vaccination and 
inoculation against unspecified single 
disease 


V06.0 Need for prophylactic vaccination and 
inoculation against cholera with typhoid-
paratyphoid [cholera + TAB] 


V06.1 Need for prophylactic vaccination and 
inoculation against diphtheria-tetanus-
pertussis, combined [DTP] [DTaP] 


V06.2 Need for prophylactic vaccination and 
inoculation against diptheria-tetanus- 
pertussis with typhoid-paratyphoid (DTP + 
TAB) 


V06.3 Need for prophylactic vaccination and 
inoculation against diptheria-tetanus- 
pertussis with poliomyelitis [DTP + polio] 


V06.4 Need for prophylactic vaccination and 
inoculation against measles-mumps-rubella 
(MMR) 


V06.5 Need for prophylactic vaccination and 
inoculation against tetanus-diphtheria [Td] 
(DT) 


V06.6 Need for prophylactic vaccination and 
inoculation against streptococcus 
pneumoniae [pneumococcus] and influenza 


V06.8 Need for prophylactic vaccination and 
inoculation against other combinations of 
diseases 


V06.9 Unspecified combined vaccine 







Appendix 18 - Immunization Coding – 2013  
 


Page 3 of 4 
 


V14.7 Personal history of allergy to serum or 
vaccine 


V64.00 Vaccination not carried out, unspecified 
reason 


V64.01 Vaccination not carried out because of acute 
illness 


V64.02 Vaccination not carried out because of 
chronic illness or condition 


V64.03 Vaccination not carried out because of 
immune compromised state 


V64.04 Vaccination not carried out because of 
allergy to vaccine or component 


V64.05 Vaccination not carried out because of 
caregiver refusal 


V64.06 Vaccination not carried out because of 
patient refusal 


V64.07 Vaccination not carried out for religious 
reasons 


V64.08 Vaccination not carried out because patient 
had disease being vaccinated against 


V64.09 Vaccination not carried out for other reason 


 
October 1, 2014 ICD-10 codes 


 
Z20. Contact with and (suspected) exposure to communicable diseases 
Z20.0 Contact with and (suspected) exposure to intestinal infectious diseases 
Z20.01 Contact with and (suspected) exposure to intestinal infectious diseases due to Escherichia coli 


(E. coli) 
Z20.09 Contact with and (suspected) exposure to other intestinal infectious diseases 
Z20.1 Contact with and (suspected) exposure to tuberculosis 
Z20.2 Contact with and (suspected) exposure to infections with a predominantly sexual mode of 


transmission 
Z20.3 Contact with and (suspected) exposure to rabies 
Z20.4 Contact with and (suspected) exposure to rubella 
Z20.5 Contact with and (suspected) exposure to viral hepatitis 
Z20.6 Contact with and (suspected) exposure to human immunodeficiency virus [HIV] 
Z20.7 Contact with and (suspected) exposure to pediculosis, acariasis and other infestations 
Z20.8 Contact with and (suspected) exposure to other communicable diseases 
Z20.81 Contact with and (suspected) exposure to other bacterial communicable diseases 
Z20.810 Contact with and (suspected) exposure to anthrax 
Z20.811 Contact with and (suspected) exposure to meningococcus 
Z20.818 Contact with and (suspected) exposure to other bacterial communicable diseases 
Z20.82 Contact with and (suspected) exposure to other viral communicable diseases 
Z20.820 Contact with and (suspected) exposure to varicella 
Z20.828 Contact with and (suspected) exposure to other viral communicable diseases 
Z20.89 Contact with and (suspected) exposure to other communicable diseases 
Z20.9 Contact with and (suspected) exposure to unspecified communicable disease 
Z21. Asymptomatic human immunodeficiency virus [HIV] infection status 
Z22. Carrier of infectious disease 
Z22.0 Carrier of typhoid 
Z22.1 Carrier of other intestinal infectious diseases 
Z22.2 Carrier of diphtheria 
Z22.3 Carrier of other specified bacterial diseases 
Z22.31 Carrier of bacterial disease due to meningococci 
Z22.32 Carrier of bacterial disease due to staphylococci 







Appendix 18 - Immunization Coding – 2013  
 


Page 4 of 4 
 


Z22.321 Carrier or suspected carrier of Methicillin susceptible Staphylococcus aureus 
Z22.322 Carrier or suspected carrier of Methicillin resistant Staphylococcus aureus 
Z22.33 Carrier of bacterial disease due to streptococci 
Z22.330 Carrier of Group B streptococcus 
Z22.338 Carrier of other streptococcus 
Z22.39 Carrier of other specified bacterial diseases 
Z22.4 Carrier of infections with a predominantly sexual mode of transmission 
Z22.5 Carrier of viral hepatitis 
Z22.50 Carrier of unspecified viral hepatitis 
Z22.51 Carrier of viral hepatitis B 
Z22.52 Carrier of viral hepatitis C 
Z22.59 Carrier of other viral hepatitis 
Z22.6 Carrier of human T-lymphotropic virus type-1 [HTLV-1] infection 
Z22.8 Carrier of other infectious diseases 
Z22.9 Carrier of infectious disease, unspecified 


Z23. Encounter for immunization 
Z28. Immunization not carried out and underimmunization status 
Z28.0 Immunization not carried out because of contraindication 
Z28.01 Immunization not carried out because of acute illness of patient 
Z28.02 Immunization not carried out because of chronic illness or condition of patient 
Z28.03 Immunization not carried out because of immune compromised state of patient 
Z28.04 Immunization not carried out because of patient allergy to vaccine or component 
Z28.09 Immunization not carried out because of other contraindication 
Z28.1 Immunization not carried out because of patient decision for reasons of belief or group 


pressure 
Z28.2 Immunization not carried out because of patient decision for other and unspecified reason 
Z28.20 Immunization not carried out because of patient decision for unspecified reason 
Z28.21 Immunization not carried out because of patient refusal 
Z28.29 Immunization not carried out because of patient decision for other reason 
Z28.3 Underimmunization status 
Z28.8 Immunization not carried out for other reason 
Z28.81 Immunization not carried out due to patient having had the disease 
Z28.82 Immunization not carried out because of caregiver refusal 
Z28.89 Immunization not carried out for other reason 
Z28.9 Immunization not carried out for unspecified reason 
Z88.7 Allergy status to serum and vaccine status 
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1500 Form Locator    837P  Notes  
Item 


Number 
Title  Loop ID  Segment/Data 


Element  
N/A Carrier Block 2010BB NM103  


N301  
N302 
N401 
N402 
N403 


  


1 Medicare, Medicare, TRICARE, 
CHAMPUS, CHAMPVA, Group 
Heatlh Plan, FECA, Black Lung, 
Other 


2000B SBR09 Titled Claim Filing Indicator Code 
in the 837P.  


1a Insured's ID Number 2010BA NM109 Titled Subscriber Primary 
Identifier in the 837P. 


2 Patient's Name 2010CA or 
2010BA 


NM103  
NM104 
NM105 
NM107 


  


3 Patient's Birth Date, Sex 2010CA or 
2010BA 


DMG02  DMG03  Sex is titled Gender in the 837P.  
    
    
4 Insured's Name 2010BA NM103 


NM104 
NM 105 
NM107 


Titled Subscriber in the 837P. 


5 Patient's Address 2010CA N302 
N401 
N402 
N403  


  


6 Patient Relationship to Insured 2000B 
2000C 


SBR02 
PAT01 


Titled Individual Relationship 
Code in the 837P. 


7 Insured's address 2010BA N301 
N302 
N401 
N402 
N403 


Titled Subscriber Address in the 
837P. 


8 Patient Status N/A N/A Patient Status does not exist in 
the 837P.  


9 Other Insured's Name 2330A NM103 
NM104 
N105 
N107 


Titled Other Subscriber Name in 
the 837P. 
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1500 Form Locator    837P  Notes  
Item 


Number 
Title  Loop ID  Segment/Data 


Element  
9a Other Insured’s Policy or Group 


Number 
2320 SBR03 Titled Insured Group or Policy 


Number in the 837P. 
9b Other Insured’s Date of Birth, Sex N/A N/A Other Insured’s Date of Birth and 


Sex do not exist in the 837P. 
9c Employer's Name or School 


Name 
N/A N/A Employer’s Name and School 


Name do not exist in the 837P.  
9d Insurance Plan Name or Program 


Name 
2320 SBR04 Titled Other Insured Group Name 


in the 837P.  
10a Is Patient's Condition Related to: 


Employment 
2300 CLM11 Titled Related Causes Code in the 


837P. 
10b Is Patient's Condition Related to: 


Auto Accident 
2300 CLM11 Titled Related Causes Code in the 


837P. 


10c Is Patient's Condition Related to: 
Other Accident 


2300 CLM11 Titled Related Causes Code in the 
837P. 


10d Reserved for local use 2300 K3 This is specific for reporting 
Workers’ Compensation Condition 
Codes. 


11 Insured's Policy, Group or FECA 
Number 


2000B SBR03 Titled Subscriber Group or Policy 
Number in the 837P. 


11a Insured's Date of Birth, Sex 2010BA  DMG02  DMG03  Titled Subscriber Birth Date and 
Subscriber Gender Code in the 
837P.  


11b Insured's Employer Name or 
School Name 


N/A N/A Insured's Employer Name or 
School Name does not exist in 
837P 


11c Insurance Plan Name or Program 
Name 


2000B SBR04 Titled Subscriber Group Name in 
the 837P. 


11d Is there another Health Benefit 
Plan? 


2320   Presence of Loop 2320 indicates 
Y (yes) to the question.  


12 Patient's or Authorized Person's 
Signature 


2300 CLM09 Titled Release of Information 
Code in the 837P. 


13 Insured's or Authroized Persons 
Signature 


2300 CLM08 Titled Benefits Assignment 
Certification Indicator in the 837P.  


14 Date of Current Illness, Injury or 
Pregnancy 


2300 DTP03 Titled in the 837P: 
1.      Onset of current illness or 
injury date. 
2.      Acute manifestation date. 
3.      Accident date. 
4.      Last menstrual period date. 


15 If Patient Has Had Same or 
Similar Illness 


N/A N/A If Patient Has Had Same or 
Similar Illness does not exist in 
837P.  
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1500 Form Locator    837P  Notes  
Item 


Number 
Title  Loop ID  Segment/Data 


Element  
16 Dates Patient Unable to Work in 


Current Occupation 
2300 DTP03 Titled Disability From Date and 


Work Return Date in the 837P.  


17 Name of Referring Provider or 
Other Source 


2310A 
(referring) 
2310D 
(supervising) 


NM103  
NM104 
NM105 
NM107 


  


17a Other ID# 2310A 
(referring) 
2310D 
(supervising) 


REF02 Titled Referring Provider 
Secondary and Supervising 
Provider Identifier in the 837P.  


17b NPI # 2310A 
(referring) 
2310D 
(supervising) 


NM109 Titled Referring Provider Identifier 
and Supervising Provider 
Identifier in the 837P.  


18 Hospitalization Dates Related to 
Current Services 


2300 DTP03 Titled Related Hospital Admission 
Date and Related Hospital 
Discharge Date in the 837P 


19 Reserved for 2300 NTE   
  local use   PWK 


        
20 Outside Lab Charges 2400 PS102 Titled Purchased Service Charge 


Amount in the 837P. 
21 Diagnosis or Nature of Illness or 


Injury 
2300 HI01-2; HI02-


2;HI03-2, HI04-2 
  


22 Medicaid Resubmission and/or 
Original Reference Number 


2300 
2300 


CLM05-3 
REF02 


Titled Claim Frequency Code in 
the 837P. 
Titled Payer Claim Control 
Number in the 837P.  


23 Prior Authorization Number 2300 REF02 Titled Prior Authorization Number 
in the 837P.  


  2300 REF02 Titled Referral Number in the 
837P.  


  2300 REF02 Titled Clinical Laboratory 
Improvement Amendment 
Number in the 837P.  


  2300 REF02 Titled Mammography Certification 
Number in the 837P. 


24A Date(s) of Service 2400 DTP03 Titled Service Date in the 837P.  
24B Place of Service 2300 CLM05-1 Titled Facility Code Value in the 


837P. 
  2400 SV105 Titled Place of Service Code in 


the 837P.  
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1500 Form Locator    837P  Notes  
Item 


Number 
Title  Loop ID  Segment/Data 


Element  
24C EMG 2400 SV109 Titled Emergency Indicator in the 


837P.  
24D Procedures, Services or Supplies 2400 SV101 (2-6) Titled Product/Service ID and 


Procedure Modifier in the 837P. 
24E Diagnosis Pointer 2400 SV107 (1-4) Titled Diagnosis Code Pointer in 


the 837P. 
24F $ Charges 2400 SV102 Titled Line Item Charge Amount in 


the 837P.  
24G  Days or Units 2400 SV104 Titled Service Unit Count in the 


837P.  
24H EPSDT/Family Plan 2400 SV111  SV112  Titled EPSDT Indicator and 


Family Planning Indicator in the 
837P.  


24I 
Shaded 


Line 


ID Qualifier 2310B PRV02 REF01 Titled Reference Identification 
Qualifier in the 837P.  


    2420A PRV02 REF01 Titled Reference Identification 
Qualifier in the 837P. 


24J 
Shaded 


Line 


Rendering Provider ID # 2310B PRV03REF02 Titled Provider Taxonomy Code 
and Rendering Provider 
Secondary Identifier in the 837P. 


    2420A PRV03 REF02 Titled Provider Taxonomy Code 
and Rendering Provider 
Secondary Identifier in the 837P. 


24J Rendering Provider ID # 2310B NM109   
    2420A NM109 Titled Rendering Provider 


Identifier in the 837P. 
25 Federal Tax ID Number 2010AA REF01 REF02 Titled Reference Identification 


Qualifier and Billing Provider Tax 
Identification Number in the 837P. 


26 Patient's Account No. 2300 CLM01 Titled Patient Control Number in 
the 837P. 


27 Accept Assignment? 2300 CLM07 Titled Assignment or Plan 
Participation Code in the 837P.  


28 Total Charge 2300 CLM02 Titled Total Claim Charge Amount 
in the 837P. 


29 Amount Paid 2300 AMT02 Titled Patient Amount Paid in the 
837P.   


    2320 AMT02 Titled Payer Paid Amount in the 
837P.   


30 Balance Due N/A N/A Balance Due does not exist in the 
837P.  
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1500 Form Locator    837P  Notes  
Item 


Number 
Title  Loop ID  Segment/Data 


Element  
31 Signature of Physician or Supplier 


Including Degrees or Credentials 
2300 CLM06 Titled Provider or Supplier 


Signature Indicator in the 837P.  


32 Service Facility Location 
Information 


2310C  NM103 
N301  
N401 
N402 
N403 


  


32a NPI # 2310C NM109 Titled Laboratory or Facility 
Primary Identifier in the 837P. 


32b Other ID # 2310C REF01 REF02 Titled Reference Indentification 
Qualifier or Facility Secondary 
Identfier in 837P. 


33 Billing Provider Info & Ph # 2010AA NM103 
NM104 
NM105 
NM107 
N301 
N402 
N403 
PER04 


  


33a NPI # 2010AA NM109 Titled Billing Provider Identifier in 
the 837P. 


33b Other ID # 2000A PRV03 Titled Provider Taxonomy Code in 
the 837P. 


    2010AA REF01 
REF02 


Titled Reference Identification 
Qualifier and Billing Provider 
Additional Identifier in the 837P.  
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Health Plan Payer ID Available 
Transactions 


Enrollment 
Required 


Version 


Abri Health Plan ABRI1 Claims 
Remit Advice 
Realtime Elig 


No 
Yes 
No 


00501 


Servicing States: WI 


American Community Mutual 
Insurance 


60305 Claims 
Remit Advice  


No 
No 


00501 


Servicing States: AZ, AR, GA, IL, IN, IA, KS, LA, MI, MO, NE, NC, OH, OK, PA, SC, SD, TN, UT, WI, WY 


AmeriChoice - CT, FL, MD, RI, TX, 
WI 


87726 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


Realtime Status 


No 
No 
No 
No 
No 


00501 


Servicing States: CT, FL, MD, RI, TX, WI 


Auxiant AUX01 Claims 
Remit Advice  
 Elect COB 


No 
No 
No 


00501 


Servicing States: IA, WI 


Beacon Health Strategies - ABRI 
Health Plan 


96019 Claims 
Remit Advice  
 Elect COB 


Yes 
No 
No 


00501 


Servicing States: MA, NH, NJ, NY, WI 


Blue Cross and Blue Shield of 
Wisconsin 


9500 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


Realtime Status 


No 
No 
No 
No 
No 


00501 


Servicing States: WI 


Community Connect Health Plan 95192 Claims 
Remit Advice  
 Elect COB 


No 
No 
No 


00501 


Servicing States: WI 
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Health Plan Payer ID Available 
Transactions 


Enrollment 
Required 


Version 


Dean Health Plan 39113 Claims 
Remit Advice  
 Elect COB 


No 
No 
No 


00501 


Servicing States: WI 


DMERC Region B - CEDI 17003 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


No 
Yes 
No 
No 


00501 


Servicing States: IL, IN, KY, MI, MN, OH, WI 


Group Health Cooperative of Eau 
Claire 


95192 Claims 
Remit Advice  
 Elect COB 


No 
No 
No 


00501 


Servicing States: WI 


Gunderson Health Plan, Inc. 39180 Claims 
Remit Advice  
 Elect COB 


No 
Yes 
No 


00501 


Servicing States: WI 


Health Insurance Risk Sharing Plan -
HIRSP 


HIRSP Claims 
Remit Advice  
 Elect COB 


No 
Yes 
No 


00501 


Servicing States: IL, IA, MN, WI 


Independent Care Health Plan 
(iCARE) 


11695 Claims 
Remit Advice  
 Elect COB 


No 
Yes 
No 


00501 


Servicing States: WI 


Managed Health Services Wisconsin 68069 Claims 
Remit Advice  
 Elect COB 


No 
Yes 
No 


00501 


Servicing States: WI 


Medica 94265 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


Realtime Status 


No 
No 
No 
No 
No 


00501 


Servicing States: MN, ND, SD, WI 
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Health Plan Payer ID Available 
Transactions 


Enrollment 
Required 


Version 


Medicaid of Wisconsin - Forward 
Health 


FHWIM Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


No 
No 
No 
No 


00501 


Servicing States: WI 


Medicare of Wisconsin / Wisconsin 
Physician Serv 
 
until 9/7/13 - then lookup NGS 


951 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


No 
Yes 
Yes 
No 


00501 


Servicing States: WI 


Midwest Security Insurance Company MIDSC Claims 
Remit Advice  
 Elect COB 


No 
No 
No 


00501 


Servicing States: IA, IL, IN, OH, MI, WI 


Molina Healthcare of Wisconsin 
(formerly Abri) 


ABRI1 Claims 
Remit Advice  
 Realtime Elig 


No 
Yes 
No 


00501 


Servicing States: WI 


Network Health Insurance Corporation 
Medicare 


77076 Claims 
Remit Advice  


No 
Yes 


00501 


Servicing States: WI 


Network Health Plan 39144 Claims 
Remit Advice  


No 
Yes 


00501 


Servicing States: WI 


Physicians Plus Insurance Corporation 39156 Claims 
Remit Advice  


Electronic COB 


No 
No 
No 


00501 


Servicing States: WI 


Security Health Plan 39045 Claims 
Remit Advice  


Electronic COB 


No 
Yes 
No 


00501 


Servicing States: WI 
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Health Plan Payer ID Available 
Transactions 


Enrollment 
Required 


Version 


Tricare North Region 57106 Claims 
Remit Advice 
Realtime Elig 
 Elect COB 


No 
Yes 
No 
No 


00501 


Servicing States: CT, DE, DC, IL, IN, KY, ME, MD, MA, MI, MO, NH, NJ, NY, NC, OH, PA, RI, VT, VA, WV, WI 


United Healthcare of Wisconsin, Inc. 87726 Claims 
Remit Advice  
 Elect COB 


Realtime Status 


No 
No 
No 
No 


00501 


Servicing States: WI 


Unity Health Plans 66705 Claims 
Remit Advice  
Realtime Elig  


Elect COB 


No 
No 
No 
No 


00501 


Servicing States: WI 


WI Chronic Disease Program - 
Medicaid of Wisconsin 


FHWCD Claims 
Remit Advice  


Electronic COB 


No 
No 
No 


00501 


Servicing States: WI 


WI Well Women Program - Medicaid 
of Wisconsin 


FHWWP Claims 
Remit Advice  
Realtime Elig  


No 
No 
No 


00501 


Servicing States: WI 


Wisconsin Physician Services 
Commercial 


159 Claims 
Remit Advice  


Electronic COB 


No 
No 
No 


00501 


Servicing States: IL, IA, MN, WI 
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Appendix 23 – WPS Commercial Electronic Claims Enrollment Form 
 


Payer ID: WPS00  


  
  


WPS Commercial  
Wisconsin Physicians Service Corporation  


837 and 835  
  
  
EDI Enrollment Instructions  
 Please use the File/Save As command and save this document to your computer then 


type directly on the forms.    
 Complete the forms using the Billing/Group Provider information as credentialed.  
 Once completed, save, print and obtain signatures.  
 EDI Enrollment processing timeframe with WPS is approximately 14 business days.  
 WPS sends enrollment confirmation notices to the provider.  


  
837 Claim Transactions  


1. Provider Agreement to Submit Electronic Media Claims, 3 pages.  
  


835 Electronic Remittance Advice  
1. WPS Commercial Provider Authorization for WPS Electronic Remittance Advice, 2 


pages.  
    
Submit Completed Documents  


1. Fax all pages of completed documents to 
WPS o 608-223-3824  


2. Fax all pages of completed documents to 
ClaimRemedi o 707-573-1066  


  


2013-02-14                                                                 ClaimRemedi                                                 800-763-8484 x 3  
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                                                                     Enrollment@ClaimRemedi.com                                  Fax:  707-573-1066 Thank 
you for choosing the electronic method for submission of your healthcare claims.  Wisconsin Physicians Service requires that 
all new electronic providers/groups sign, and have on file, a “Provider Agreement to Submit Electronic Media Claims” prior to 
submitting electronic claims.  We request that you complete and return this agreement form, including this cover letter, to our 
office.  


  
An organization that has several providers can execute a single Provider Agreement form on behalf of the group.  Only one authorizing 
individual is needed to sign the agreement for the Clinic/Group.  (Note: A separate agreement is required for each Tax ID.)  
  
In addition to the agreement, the following information is needed (please print):  
  
Clinic Tax ID:  Clinic NPI Number(s):  


  
Physician/Clinic/Institution Name:  


Address:  
  
City/State/Zip:  
  


Billing Service/Clearinghouse (if applicable):  
  


Contact Name:  
  


Phone Number:  


Contact e-mail address:  Fax Number:  
  


Provider/clinic/institution physical 
location(s) address:  
  
NOTE:  If you have multiple physical locations, please attach a list including the associated billing and NPI  address for each  
  
Please indicate your EDI submission option:    


□ Name of Billing Service/Clearinghouse (if applicable):            


□ Direct Filing via WPS Bulletin Board System or Internet Batch (using vendor supplied EDI software program and transmitting from 


your site) Name of Vendor if Billing direct (if applicable):        
- If this option is selected, please register as a submitter through the WPS Trade Partner System (WTPS) at 


https://corp-ws.wpsic.com/apps/wtps-web/unauth/wtps.do .  
- If you have already registered as a submitter, please provide the submitter number assigned _____________.  
- If you need assistance with registration, please contact WPS Electronic Data Services at 800-782-2680, option 4. □ 


PC-Ace software – Free claims submission software supplied by WPS  
  


Please indicate your method of transmission if sending Direct:    
  


 _____   WPS-batch Internet claim submission   _____   WPS Bulletin Board System  
  
*Please note:  A faxed, e-mailed faxed image or original will be accepted.  Please mail, fax or e-mail your completed agreement to:  


  
WPS Electronic Data Services  


          WPS Insurance Corporation  
          P.O. Box 8128  
          Madison, WI  53708-8128  
          Fax (608) 223-3824      
          E-Mail Address:   edi@wpsic.com  
  
Note:  If you are a new provider/location or have recently changed your physical or billing address, it is important that WPS update our provider file before 
you submit your EDI Provider Agreement.  Please contact WPS/EPIC Member Services at 1-800-765-4977 for in-state providers or 1-800-356-8051 for out-
of-state providers.  You can also fax your updated information to 608-221-6161.  


        Wisconsin Physicians Service Insurance Corporation  
         W. Broadway  1717 


    P.O. Box 8190      
        Madison, WI  53708-8190  


Phone: (608) 221-4711          
  


  


  
Dear WPS Provider:              Reminders:   Complete and return all 3 pages  



mailto:Enrollment@ClaimRemedi.com

https://corp-ws.wpsic.com/apps/wtps-web/unauth/wtps.do
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============================================================================================================
====  


For Office Use Only  
BL(s) ___________ ____________,   ___________  ___________,   ____________  ____________,   ____________ ____________          
  
Sub # ________     CH ______________________        Direct ___________   CTY____________    
  
EACV:   _____________   WC _________   G ________ M _________ C __________ S ___________  
  


EXHIBIT A  
  


PROVIDER AGREEMENT TO SUBMIT  
ELECTRONIC MEDIA CLAIMS  


FOR REIMBURSEMENT BY  
WISCONSIN PHYSICIANS SERVICE INSURANCE CORPORATION  


  
It is hereby agreed between Wisconsin Physicians Service Insurance Corporation (hereinafter referred to as WPS), and 
the undersigned health care provider, (hereinafter referred to as “Provider”), that said Provider is appointed to submit 
claims via electronic media for reimbursement by WPS for services rendered to WPS health plan subscribers and 
dependents.  This appointment is conditioned upon the Provider fully agreeing to and following all of the terms and 
conditions set forth in this Agreement, the Attachment A as applicable and clearing WPS internal provider review 
standards for acceptance and payment of EMC submitted claims.  
  


TERMS AND CONDITIONS  
  
1. In submitting Electronic Media Claims, Provider agrees to submit such claims edited and formatted according to 


the specifications indicated within the user's guide supplied by WPS.  Provider understands the WPS EMC 
user's guide is proprietary and is authorized for use only by Provider and its employees working on its behalf to 
submit such electronic media claims.  Any other use or distribution of the WPS EMC user's guide is strictly 
prohibited without the express written consent of WPS.  WPS shall be the final authority in resolving any 
discrepancies in how electronic data shall be submitted.  


  
2. Provider agrees that each and every claim submitted via electronic media, for all legal and other purposes, will 


be considered signed by the Provider or Provider's authorized representative.  
  
3. Provider agrees to maintain a patient signature file.  Provider understands WPS may validate through file audits, 


those claims submitted via electronic media which are included in any quality control or sampling method 
requested by WPS.  Provider understands if no signed authorization is on file, an authorization must be obtained 
prior to claim submission.  


  
4. Provider agrees that WPS or representatives of WPS, have the right to audit and confirm any source documents, 


including, but not limited to, medical records, claim forms, and Explanation of Benefits from Primary Carriers, that 
are relevant to claims submitted to WPS electronically.  Any incorrect payments which are discovered as a result 
of such an audit will be appropriately adjusted.  


  
5. Provider will ensure that each electronic media claim submitted can be readily associated with all source 


documents in an auditable fashion for no less than seventy-two (72) months following the date of payment by 
WPS.  All medical records will be maintained according to the laws of the state in which the services are 
provided.  


  
6. Provider agrees to establish and maintain procedures so that information concerning WPS subscribers and 


dependents or any information obtained from WPS shall not be used by Provider or Provider's agents, officers or 
employees except as provided by Federal or State Law including the Freedom of Information Act, Drug Abuse 
Office and Treatment Act (42 U.S.C. s290ee-3) and the Comprehensive Alcohol Abuse and Alcoholism 
Prevention, Treatment and Rehabilitation Act (42 U.S.C. s290dd-3).  Provider agrees not to disclose any 
information concerning a WPS subscriber to any person or organization other than WPS, without the express 
written permission of the WPS subscriber or his lawful representative.  


  
7. The undersigned provider understands that the submission of an electronic media claim to WPS is a claim for 


WPS payment and that any misrepresentation or falsification of records relating to that claim is Subject to 
prosecution under federal criminal and civil law and the laws of the State of Wisconsin and, upon conviction, will 
result in fines and/or imprisonment.  
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8. This agreement may be terminated at any time by either party to this Agreement by giving five (5) days written 
notice of such termination to the other party.  


  
9. Provider agrees that WPS may test any submission against validity and consistency edits as defined in the 


user's guide provided by WPS.  Provider understands that WPS will accept all valid claims which meet such edit 
requirements and return such errant submissions for correction.  


  
In the event that errors are identified on claims which pass these edits and have been accepted into the WPS 
adjudication system, WPS will work with the Provider to remedy such errors.  However, data errors submitted by 
Provider will be identified to the Provider in writing by WPS and Provider will remedy such errors within five (5) 
working days or face possible suspension from the EMC program or termination of this Agreement.  


  
10. WPS reserves the right to refuse for any reason to accept electronic media claims covered by this Agreement.  


  
11. All required notices under this Agreement shall be sent by certified mail, postage prepaid, return receipt 


requested.  
  
  The signed agreement or any questions related to the agreement shall be mailed to:  
      


Wisconsin Physicians Service  
Electronic Data Service  
PO Box 8128  
1717 W. Broadway  
Madison, WI  53708-8128  


  
If such notice is sent to the Provider, it will be addressed to the individual named in the Provider’s signature blank 
below, and sent to the mailing address shown below for the Provider.  


  
12. This Agreement may not be modified or changed orally.  All modifications must be made in writing signed by 


both parties.  
  
13. The interpretation and legal effect of this Agreement shall be governed by the laws of the State of Wisconsin.  


  
14. This Agreement shall be binding upon, and inure to the benefit of the successors, assigns and legal 


representatives of each of the parties hereto.  However, it shall not be assigned by either party without the 
written consent of the other party.  


  
15. It is agreed that the relationship of the parties hereto is that of independent contractors and this Agreement does 


not constitute either party as agent, partner or employee of the other party.  
            
16. By executing this Agreement below, Provider agrees to all of the terms and conditions of the Agreement.  


Provider further agrees to begin to submit claims electronically only after Provider has received a written notice 
from WPS stating permission to do so has been granted.  


  
  


  
                                                                     WISCONSIN PHYSICIANS SERVICE  
Name of Provider        
  


      INSURANCE CORPORATION  


                                                                     
Tax ID Number of Provider  
  


   


                                                                      
NPI Number of Provider  
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Mailing Address  
  


   


By                                                            By                                           
  Signature and Title of Provider     
        or Authorized Officer  
  


          WPS Authorized Signature  


                                                                                                            
Date            Date  


     09/06/12   


  
WPS COMMERCIAL  


PROVIDER AUTHORIZATION FOR WPS 
ELECTRONIC REMITTANCE ADVICE  


  
Due to HIPAA requirements, only one submitter ID per provider number may be established for ERA. The submitter ID on this 
request will be the only recipient of ERA for the provider(s) listed.   
  
*Check all lines of business that apply:      
  


WPS Commercial______    MCDFC______ CCCW______   CLTS______   HIRSP______     RAKE _______  
  


               Southwest Family Care Alliance______    Northern Bridges _______  LCD _______  
  


*NOTE - TRICARE providers should use the appropriate TRICARE ERA request form.                               


ERA PROVIDER INFORMATION                                                 
The only version of electronic remittance available is 5010A1.  


  
*PROVIDER/FACILITY NAME:   _____________________________________________________________  
  
*PROVIDER/FACILITY TAX ID:  _____________________________________________________________  
  


  
Please choose only one option below:   
  
_____    Tax ID       Choose this option if you want all locations under this Tax ID set up for   
                                         Electronic Remittance.  All Electronic Remits for the Tax ID provided will be sent to the                                         
 Receiver ID provided on Page 2.  
    
        OR  
      
_____    Specific Location  Pay To/Payment Location(s)    


Choose this option for a specific location(s) and list them below. All Electronic Remits for 
the Tax ID, physical and Payment address(s) provided will be sent to the Receiver ID 
provided on Page 2. If you have additional locations, please attach. Please include Pay 
To/Payment Address.  


  
              


PHYSICAL LOCATION         *PAYMENT LOCATION      
  
1. ________________________________      _________________________________  
       ________________________________      _________________________________  


________________________________      _________________________________  
  
2. __________________________________  _____ ___________________________  


________________________________      _________________________________  
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If you add an additional service location in the future and wish to receive ERA for this new location, go to our 
EDI web site at http://www.wpsic.com/edi/pdf/edi_ern_wps.pdf download another form.  
  
*REQUIRED    
  
            


  Page 1 of 2                                                                   09/06/2012 
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ERA REQUESTER INFORMATION  
  


*Print Provider Authorized Contact/Requestors Name: 
_________________________________________  
   
*Authorized Contact/Requestors Phone# / Email Address: 
______________________________________  
  
*Authorized Signature:_______________________________________________    *Date: 
______________  


  
EDI CLAIM INFORMATION  


  
Who submits your EDI claims?  Submitter #: ________   
  


ERA RECEIVER INFORMATION  
  
If you don’t use a clearinghouse and receive your ERAs directly, what is your Receiver ID:  ________  
  
If you wish to receive ERAs (ANSI 835 file) direct to your office and you haven't already, please register for a trading 
partner/ERA receiver number at: https://corp-ws.wpsic.com/apps/wtps-web/unauth/wtps.do.    
  
Place 5 digit assigned trading partner number in the field:  __________  
  
If you don’t know your Clearinghouse Receiver ID, contact your Clearinghouse.  
  


  
*Billing Service/Clearinghouse Name: ________________________________________________________  
  


Contact Name: _____________________________________________________________________  
  


Contact Phone #: ___________________________________________________________________  
  
Contact Email address: ______________________________________________________________  


  
  
Date to begin ERA: __________  
  
An original or faxed copy will be accepted.  Please mail or fax your completed agreement to:    


  
Wisconsin Physicians Service  


          Electronic Data Service  
P.O. Box 8128  
Madison, WI  53708-8128  
Fax (608-) 223-3824  
EDI@wpsic.com  
  


*REQUIRED                                                                                                                                            Page 2 of 2 
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 Insurance Company 
P.O. Box 123  
Anywhere, USA 99999 


Address Service 
Requested   


 Office of Group Benefits  
 P.O. Box 123. Anywhere, US, 99999  
 
             
  
IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIII  
John Doe  
PO BOX 000 Kalamazoo, 
MI 49005-0671  
  
  
  Guarantor 
   Address  
   


 
  
  


        


Customer Service 
Anywhere, US: 800-555-1111           TDD: 800-555-2222 


  





		Office of Group Benefits
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Key 


1. Medicare Summary Notice: Medicare sends out statements like this example quarterly. 
If you didn’t use any medical services in a particular three-month period, a statement 
won’t be sent. Your Medicare Summary Notice shows all services billed to your 
Medicare Part B account for doctors’ services, tests, outpatient care, home health 
services, durable medical equipment, preventive services and other medical services. 


2. Name and Address: If the name or address listed here is not correct, visit your local 
Social Security Administration office or call 800-772-1213 (TTY 800-325-0778 for the 
deaf or hard of hearing), weekdays from 7 a.m. to 7 p.m. You can also make the 
corrections online at SSA.gov. 


3. This is Not a Bill:  Your Medicare Summary Notice is not a bill. It is a statement you 
should review for accuracy and keep for your personal records.  


4. Your Medicare Number: This is the number on the Medicare card.  
5. Date Notice Printed: This is the date the notice was mailed. Medicare Summary Notices 


are sent out four times a year — once a quarter. 
6. Did Medicare Approve All Services?: “YES” means that Medicare covers this type of 


health care service.  If you see “NO” in this space, contact your provider and ask for an 
itemized statement.  


7. Total You May Be Billed: This is the maximum amount the doctor can bill.  It may 
include a deductible ($147 in 2013), a 20 percent coinsurance charges or any other 
expenses that Medicare does not cover.  If there is a Medicare supplemental insurance 
policy (also called Medigap), Medicare will send this claim information to your insurance 
company.  


8. Your Deductible Status:  Each year the Part B deductible ($147 in 2013) must be paid 
by the beneficiary before Medicare begins to pay. This section shows how much of this 
annual deductible paid. 


9. Provider for This Claim:  Provider of services. 
10. Date of Service: This is the date(s) beneficiary received medical care. 
11. Doctor Name, Address and Phone:  Billing provider information. 
12. Service Provided: This is a brief description of the provided service(s).  
13. Billing Code:  Procedure code for service(s) rendered. 
14. Service Approved?: “YES” means Medicare covers this type of service.  “NO” means 


Medicare does not cover this type of service. 


Typical Non-covered Services 
Skilled Nursing or Rehabilitative Care: If you need skilled care immediately after leaving a hospital, 
Medicare will pay the full Medicare-allowed rate for the first 20 days you require skilled nursing or 
rehabilitation care. After that, you pay a part of the cost ($141.50 per day) for up to 100 days. Medicare 
doesn't provide skilled nursing or rehabilitation coverage for services that exceed 100 days in a row.  
Personal Care Assistance: The cost of hiring help for bathing, toileting and dressing are not covered 
unless you are homebound and are also receiving skilled nursing care. Housekeeping services, such as 
shopping, meal preparation and cleaning, are covered only if you are receiving hospice care. 
Alternative Medicine: Medicare does not cover acupuncture or chiropractic services (except to fix 
subluxation of the spine), or other types of alternative or complementary care. 
Cosmetic Surgery: Medicare will not pay for elective cosmetic procedures, although certain surgeries may 
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Appendix 25 –Medicare Summary Notice – Reading Guide 
 


be covered if necessary to fix a malformation.  
Vision, Hearing, Foot and Dental Care: Hearing aids, hearing exams and routine eye, foot and dental 
care are not covered, although some glasses after cataract surgery and hearing implants to treat a severe 
hearing loss may be covered. 
Miscellaneous Hospital Costs: Inpatient charges for a private hospital room, or in-room television or 
telephone, will not be covered by Medicare.  
Other Excluded Costs: Medicare does not pay for nonemergency transportation or copies of X-rays. 
Overseas Coverage: In most cases, Medicare will not pay for health care received outside of the United 
States. 
 


15. Amount Provider Charged: This is the amount the doctor or health care provider billed 
Medicare. 


16. Medicare-Approved Amount: This is the amount Medicare approved as an acceptable 
charge for this service. 


17. Amount Medicare Paid:  This is the amount Medicare paid to the provider.  In general, 
this amount is 80 percent of the Medicare-approved amount. 


18. Maximum You May Be Billed: This is the maximum amount the doctor can bill the 
beneficiary. It may include the Part B deductible ($147 in 2013), a 20 percent 
coinsurance charges or other charges that Medicare does not cover.  


19. See Notes Below: This column directs the beneficiary to additional information about the 
claim(s).  If there’s a letter in this column, refer to the Notes for Claim Above (described 
by item No. 21). 


20. Claim Number:  Each claim made to Medicare Part B account is assigned a distinct 
number.  


21. Notes for Claim Above:  Medicare uses this area to give extra information about the 
claims listed in the Medicare Summary Notice. 


Wisconsin Department of Health Services  
Division of Public Health 
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Day-of-Year Table for Non-Leap Years 


DATE JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
1 1 32 60 91 121 152 182 213 244 274 305 335 
2 2 33 61 92 122 153 183 214 245 275 306 336 
3 3 34 62 93 123 154 184 215 246 276 307 337 
4 4 35 63 94 124 155 185 216 247 277 308 338 
5 5 36 64 95 125 156 186 217 248 278 309 339 
6 6 37 65 96 126 157 187 218 249 279 310 340 
7 7 38 66 97 127 158 188 219 250 280 311 341 
8 8 39 67 98 128 159 189 220 251 281 312 342 
9 9 40 68 99 129 160 190 221 252 282 313 343 
10 10 41 69 100 130 161 191 222 253 283 314 344 
11 11 42 70 101 131 162 192 223 254 284 315 345 
12 12 43 71 102 132 163 193 224 255 285 316 346 
13 13 44 72 103 133 164 194 225 256 286 317 347 
14 14 45 73 104 134 165 195 226 257 287 318 348 
15 15 46 74 105 135 166 196 227 258 288 319 349 
16 16 47 75 106 136 167 197 228 259 289 320 350 
17 17 48 76 107 137 168 198 229 260 290 321 351 
18 18 49 77 108 138 169 199 230 261 291 322 352 
19 19 50 78 109 139 170 200 231 262 292 323 353 
20 20 51 79 110 140 171 201 232 263 293 324 354 
21 21 52 80 111 141 172 202 233 264 294 325 355 
22 22 53 81 112 142 173 203 234 265 295 326 356 
23 23 54 82 113 143 174 204 235 266 296 327 357 
24 24 55 83 114 144 175 205 236 267 297 328 358 
25 25 56 84 115 145 176 206 237 268 298 329 359 
26 26 57 85 116 146 177 207 238 269 299 330 360 
27 27 58 86 117 147 178 208 239 270 300 331 361 
28 28 59 87 118 148 179 209 240 271 301 332 362 
29 29  88 119 149 180 210 241 272 302 333 363 
30 30  89 120 150 181 211 242 273 303 334 364 
31 31  90  151  212 243  304   
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Day-of-Year Table for Leap Years 


DATE JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC 
1 1 32 61 92 122 153 183 214 245 275 306 336 
2 2 33 62 93 123 154 184 215 246 276 307 337 
3 3 34 63 94 124 155 185 216 247 277 308 338 
4 4 35 64 95 125 156 186 217 248 278 309 339 
5 5 36 65 96 126 157 187 218 249 279 310 340 
6 6 37 66 97 127 158 188 219 250 280 311 341 
7 7 38 67 98 128 159 189 220 251 281 312 342 
8 8 39 68 99 129 160 190 221 252 282 313 343 
9 9 40 69 100 130 161 191 222 253 283 314 344 
10 10 41 70 101 131 162 192 223 254 284 315 345 
11 11 42 71 102 132 163 193 224 255 285 316 346 
12 12 43 72 103 133 164 194 225 256 286 317 347 
13 13 44 73 104 134 165 195 226 257 287 318 348 
14 14 45 74 105 135 166 196 227 258 288 319 349 
15 15 46 75 106 136 167 197 228 259 289 320 350 
16 16 47 76 107 137 168 198 229 260 290 321 351 
17 17 48 77 108 138 169 199 230 261 291 322 352 
18 18 49 78 109 139 170 200 231 262 292 323 353 
19 19 50 79 110 140 171 201 232 263 293 324 354 
20 20 51 80 111 141 172 202 233 264 294 325 355 
21 21 52 81 112 142 173 203 234 265 295 326 356 
22 22 53 82 113 143 174 204 235 266 296 327 357 
23 23 54 83 114 144 175 205 236 267 297 328 358 
24 24 55 84 115 145 176 206 237 268 298 329 359 
25 25 56 85 116 146 177 207 238 269 299 330 360 
26 26 57 86 117 147 178 208 239 270 300 331 361 
27 27 58 87 118 148 179 209 240 271 301 332 362 
28 28 59 88 119 149 180 210 241 272 302 333 363 
29 29 60 89 120 150 181 211 242 273 303 334 364 
30 30  90 121 151 182 212 243 274 304 335 365 
31 31  91  152  213 244  305  366 
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Patient Registration & Authorization From 
Date: _____/_____/________     Patient Sex:  Male  Female     Date of Birth: _____/_____/________  
     DD     MM       YYYY          (Circle One)            DD    MM       YYYY 
 
Patient Name: __________________________________________________,   _____________________________     _________ 
           Last Name  (Family Name)        First Name  (Given Name)              MI 
 
Street Address:  __________________________________________________________________   Apt. #: _______ 
 
City: __________________________________  State: _______  Zip: _________  
 
Phone - Home: __________________  Cell: __________________  Work: ___________________ 
 
E-mail: _______________________________________________ 
 
Employer Name and Address: _____________________________________________________________________ 
 
Social Security #: ________________________________ Spouse’s Name: ________________________________ 
 
Previous Family Physician (if applicable): ____________________________________________________________ 
 
Emergency Contact (Other than Spouse): _____________________________________________________________ 
 
Relationship to Patient: _____________________________ Phone Number: _________________________________ 
 
PATIENT INSURANCE: Does the patient have, or is the patient covered by health insurance?  (Circle One)  Yes  No 
 
1. PRIMARY Insurance Company Name:____________________________________________________________________                  
 
 Address/City/State/Zip____________________________________________________________________________________ 
 
 Policy Holder (Insured’s Name): ____________________________  Policy Holder Date of Birth _______________ 


 
 Policy Number: ______________________________________________  Group Number _____________________________ 


 
 What relationship is Policy Holder to the Patient? (Circle One):    Spouse     Child     Self Other: _____________________ 


 
 Is policy through Employer?  If Yes, Employer’s Name: _______________________________________________________ 
 
2.  SECONDARY Insurance Company Name: _________________________________________________________________ 
 
 Address/City/State/Zip__________________________________________________________________________________ 
 
 Policy Holder (Insured’s Name) _____________________________ Policy Holder Date of Birth ______________________ 
 
 Policy Number _____________________________________________  Group Number _____________________________ 
 
 What relationship is Policy Holder to the Patient? (Circle One)    Spouse     Child     Self     Other:______________________ 


 
 Is policy through Employer?  If Yes, Employer’s Name: ______________________________________________________ 
 
 Effective Date of Policy:______________________________________  Work Phone:  _____________________________________ 
____________________________________________________________________________________________________________________________________________ 
 
PATIENT'S RACE/ETHNICITY:   Black/African American   Asian/Pacific Islander   Latino   White    Other: ___________ 
             ---------------------------------------- (Circle One) ----------------------------------------- 
        Over 
 


LHD address LHD Name LHD phoone 
LHD form number LHD city, state, zip  
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MESSAGES REGARDING THE PATIENT: 
 


___ Yes, (Agency Name) has my permission to leave voice-mail messages  in regard to appointments, lab results and 
other information related to patient visits.  My preferred number for messages is:  ______________________________ 


 
___ No, I would prefer that (Agency Name) not leave detailed information on my voice-mail other than messages for 


me to call the doctor’s office. 
 
CONSENT TO TREAT:  I authorize the (Agency Name) healthcare providers to administer treatment as deemed necessary 


for care of the patient named above.  I certify that I am the parent or legal guardian of the patient.  I also certify that no 
guarantee or assurance has been made as to the results that may be obtained from the treatment. 


 
ASSIGNMENT OF BENEFITS:  All professional services rendered are charged to the patient.  Necessary forms will be 


completed to help expedite insurance carrier payments.  The patient/parent/responsible party is responsible for any 
unpaid balances.  Co-Payments will be made at the time of service.  I request that payment of authorized Medicare, 
Medicaid, or other insurance company benefits be made to (Agency Name) for any services furnished to me by the 
(Agency Name).  Regulations pertaining to Medicare and Medicaid assignment of benefits apply. 


 
My signature indicates that all information provided above is true and accurate: 
 
 ________________________________________________________________________________________    _______________________ 
     Signature of Patient or Legal Representative            Date 
 
If patient is under the age of 18: 
 
 Full Name of Parent or Legal Representative:  _______________________________________________________________ 
 
 Address if different than your own:  _______________________________________________________________________ 
 
 City ___________________________________State _________ Zip _________  Day Phone _________________________  
 
____________________________________________________________________________________________________________________________________________ 
 
ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES 
 (Agency Name) 
 
 My signature below indicates that I have been given an opportunity to read this practice's NOTICE OF PRIVACY 


PRACTICES and to have any questions answered before signing. 
 
 Signed:  ___________________________________________________________________Date: _____________________ 
 
 Print Name: __________________________________________________________________________________________ 
 
 
 If signed by someone other than the patient, please indicate relationship to patient:          
  [   ] Parent or guardian of minor patient 
  [   ] Guardian or conservator of an incompetent patient 
  [   ] Beneficiary or personal representative of deceased patient 
 
 
 FOR OFFICE USE ONLY:  Employee Signature: ________________________________Date__________________ 
 
  [   ] Efforts to Obtain:  ______________________________________________________________________________  
 
  [   ] Reason patient refused to sign:  ___________________________________________________________________ 
 
 
 
  





		Street Address:  __________________________________________________________________   Apt. #: _______

		City: __________________________________  State: _______  Zip: _________

		Phone - Home: __________________  Cell: __________________  Work: ___________________

		E-mail: _______________________________________________

		Employer Name and Address: _____________________________________________________________________

		Social Security #: ________________________________ Spouse’s Name: ________________________________

		Previous Family Physician (if applicable): ____________________________________________________________

		Emergency Contact (Other than Spouse): _____________________________________________________________

		PATIENT INSURANCE: Does the patient have, or is the patient covered by health insurance?  (Circle One)  Yes  No

		1. PRIMARY Insurance Company Name:____________________________________________________________________

		Address/City/State/Zip____________________________________________________________________________________

		Policy Holder (Insured’s Name): ____________________________  Policy Holder Date of Birth _______________

		Policy Number: ______________________________________________  Group Number _____________________________

		Is policy through Employer?  If Yes, Employer’s Name: _______________________________________________________

		2.  SECONDARY Insurance Company Name: _________________________________________________________________

		Address/City/State/Zip__________________________________________________________________________________

		Policy Holder (Insured’s Name) _____________________________ Policy Holder Date of Birth ______________________

		Policy Number _____________________________________________  Group Number _____________________________

		Is policy through Employer?  If Yes, Employer’s Name: ______________________________________________________

		---------------------------------------- (Circle One) -----------------------------------------

		MESSAGES REGARDING THE PATIENT:

		Full Name of Parent or Legal Representative:  _______________________________________________________________

		Address if different than your own:  _______________________________________________________________________

		City ___________________________________State _________ Zip _________  Day Phone _________________________

		ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

		Signed:  ___________________________________________________________________Date: _____________________

		Print Name: __________________________________________________________________________________________
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Is patient age under 19 
years of age?


Has Medicare Part 
B?


Child is not American 
Indian/Alaska Native


Child is American 
Indian/Alaska Native


No YesIs patient 65 years or 
older


Vaccine covered by 
private insurance?


Service has Copay &/or 
deductible ?


Administer private dose


Bill vaccine & 
admin fee to 


insurance


Collect Copay &/
or deductible ?


Is vaccine?
Influenza


Pneumococcal
Hepatitis B


Is vaccine?
all other ACIP 
recommended


Administer 
private dose


Bill vaccine & 
G0008, G0010 or 


G0011 to 
Medicare 


Part B


No coverage?


No


Appendix 28 - Eligibility Decision Tree


Flow does not include secondary coverage


 Administer state 
supplied vaccine 
per IZ Prog P&P, 


appendix B1


Patient has
 Medicare Part D?


YesNo


Yes


Administer 
private dose


Bill vaccine only 
to Medicare 


Part D


No


No Yes


Yes


Yes


Yes


No


Administer state 
supplied vaccine


* state supplied pertussis-containing vaccines may be given during statewide outbreak 


Collect Copay


Bill 
administration 


fee only 


Bill insurer 
vaccine w/


modifier SL & 
admin fee 
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The Affordable Care Act lets health plans that existed on March 23, 2010, the law’s effective date, to be 
“grandfathered” and thus be exempt from some of the new law’s provisions (including no cost-sharing on 
vaccinations). But the rule sets firm limits on how much your current coverage can be changed before it loses its 
grandfathered status.  Compared to their policies in effect on March 23, 2010, grandfathered plans: 
 
• Cannot significantly cut or reduce benefits – for example, if a plan covers care for people with diseases 


such as diabetes, cystic fibrosis or HIV/AIDS, the plan cannot eliminate coverage for those diseases; 
• Cannot raise co-insurance charges – for example, it cannot increase member share of a hospital bill from 


20% to 25%; 
• Cannot significantly raise co-payment charges – for example, it cannot raise  its copayment from $30 to 


$50 over the next 2 years; 
• Cannot significantly raise deductibles – for example, it cannot raise a $1,000 deductible by $500 over the 


next 2 years; 
• Cannot significantly lower employer contributions by more than 5 percent – for example, it cannot 


increase its workers’ share of the premium from 15% to 25%; 
• Cannot add or tighten an annual limit on what the insurer pays.  Some insurers cap the amount that they 


will pay for covered services each year. If they want to retain their status as grandfathered plans, plans 
cannot tighten any annual dollar limit in place as of March 23, 2010.  Moreover, plans that do not have an 
annual dollar limit cannot add a new one unless they are replacing a lifetime dollar limit with an annual 
dollar limit that is at least as high as the lifetime limit. 


 


The Affordable Care Act requires all health plans – including grandfathered health plans – to provide 
certain new protections for plan years beginning on or after September 23, 2010.  The reforms that apply to all 
individual market health plans include: 


• No lifetime limits on coverage for all plans; 
• No rescissions of coverage when people get sick and have previously made an unintentional mistake on 


their application; and 
• Extension of parents’ coverage to young adults under 26 years old. 
 


Plans will lose their grandfathered status if they choose to make significant changes that reduce benefits or 
increase costs to consumers.  If a plan loses its grandfathered status, then consumers in these plans will gain 
additional new benefits including: 


• Coverage of recommended prevention services with no cost sharing; and 
• Patient protections, such as guaranteed access to OB-GYNs and pediatricians. 
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Projections of Employer Plans Remaining Grandfathered, 2011-2013 
There is considerable uncertainty about what choices employers will make over the next few years as the 
market prepares for the establishment of the competitive Exchanges and other market reforms such as new 
consumer protections, middle-class tax credits and other steps to expand affordability and choice for millions 
more Americans.  This rule estimates the likely decisions of employers based on assumptions and extrapolations 
of recent market behavior, including the decisions by employers to change their health plans in 2008 and 2009. 
The table below depicts the results of this analysis: 
 
Type of Plan Enrollees Employer Plans Remaining 


Grandfathered 
Explanation 


2011 2013 
Allowable Percent Change 
in Co-Payments from 2010 


Medical inflation* 
(4%) + 15% = 
19% 


Medical inflation* 
(4%3 = 12%) + 15% 
= 27% 


Deductibles, copayments can increase 
faster than medical inflation over time 


Large 
Employer 


133 million Low: 87% remain 
grandfathered 
Mid-range: 82% 
remain 
grandfathered 
High: 71% remain 
grandfathered 


Low: 66% remain 
grandfathered 
Mid-range: 55% 
remain 
grandfathered 
High: 36% remain 
grandfathered 


Large plans are more stable and often 
self-insured. 
Regulation permits plans to make 
routine changes needed to keep 
premium growth in check. 


Small 
Employer 


43 million Low: 80% remain 
grandfathered 
Mid-range: 70% 
remain 
grandfathered 
High: 58% remain 
grandfathered 


Low: 51% remain 
grandfathered 
Mid-range: 34% 
remain 
grandfathered 
High: 20% remain 
grandfathered 


Small businesses typically buy 
commercial insurance and frequently 
make changes in insurers and coverage. 
Limited purchasing power and high 
overhead often force a trade-off 
between dramatic changes in benefits 
and cost sharing and affordable 
premiums. 


* Assumes medical inflation at 4% 
The “low” percentage is based on the mid-range percentages plus plans that could stay grandfathered with small 
premium changes. 
 
The “mid-range” percentage is based on assumptions of the number of plans that would lose their grandfathered 
status if they made changes consistent with the changes that they made in 2008 and 2009 that would not lead to 
premium increases. 
 
The “high” percentage assumes that some plans would not be able to make adjustments to employer premium 
contribution they would need to keep premiums the same while keeping their other cost-sharing parameters 
within the grandfathering rules. The estimates in this case assume these plans will choose to relinquish their 
grandfathered status instead.  


Wisconsin Department of Health Services  
Division of Public Health 
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Program History 


In 1965, Congress created Medicare under Title XVIII of the Social Security Act to provide health 
insurance to people age 65 and older, regardless of income or medical history. At that time, the average 
life expectancy was around 70.2 years [66.8 for men and 73.8 for women]. Once they reached 65, their 
expected years of coverage lasted only 14.8 years [12.9 for men and 16.3 for women]. By 2010, the life 
expectancy had risen by more than seven years to age 77.6 [74.7 for men and 80.5 for women]. This 
meant, in 2010, that a person could be using Medicare benefits for an average of 17.9 years [16.92 for 
men and 19.6 for women]. 


Benefits 


Originally, Medicare consisted of two plans, Part A (hospital) and Part B (doctor) coverage. Medicare 
has added more benefits over the years, including speech, physical therapy, chiropractic care, hospice 
and the option of payments to health maintenance organizations.  Eligibility has also been expanded to 
include persons under age 65 who have permanent disabilities and those with end-stage renal disease 
(ESRD) or amyotrophic lateral sclerosis (ALS), commonly called Lou Gehrig’s disease. 


In 1997, Medicare added Part C (Medicare plus Choice) which translates to a health insurance program 
offered by private companies that have been approved by Medicare.  This was later changed to Medicare 
Advantage, allowing beneficiaries to receive their Medicare benefits through a private plan.  And 
finally, Medicare Part D (Prescription Drug coverage) was added under the Medicare Modernization Act 
of 2003. 


Because Medicare is funded by those currently in the workforce, fluctuations in the population can 
affect monies available for Medicare. Medicare has four workers supporting each Medicare beneficiary; 
however, by 2020, there will be only about two workers supporting each Medicare beneficiary.1 


Current Program and Immunizations2 


Medicare offers all enrollees a defined benefit. Hospital care is covered under Part A and outpatient 
medical services are covered under Part B. To cover the Part A and Part B benefits, Medicare offers a 
choice between an open-network single payer health care plan (traditional Medicare) and a network plan 
(Medicare Advantage, or Medicare Part C), where the federal government pays for private health 
coverage. A majority of Medicare enrollees choose traditional Medicare (76 percent) over a Medicare 
Advantage plan (24 percent) (Medicare.gov, 2012). Medicare Part D covers outpatient prescription 
drugs exclusively through private plans or through Medicare Advantage plans that offer prescription 
drugs. 


Medicare Part A 
Part A primarily pays for inpatient facility care.  Beneficiaries may get drugs as part of their 
inpatient treatment during a covered stay in a hospital or skilled nursing facility (SNF). Part A 
payments made to the hospital or SNF generally cover all drugs provided during a covered stay – 


                                                           
1  Historical statistics from the National Bipartisan Commission on the Future of Medicare 
2  Immunization information from CMS Product No. 11315-P Medicare Drug Coverage under Medicare Part A, Part B, and Part D 
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which could include an immunization as part of medical treatment, such as a Tetanus 
vaccination. 
 
Medicare Part B 
Part B covers physician services or supplies needed to diagnose or treat a medical condition and 
durable medical equipment. Preventive services to prevent illness (like the flu) or detect it at an 
early stage, when treatment is most likely to work best, are also covered. The following vaccines 
are covered under Part B: 


• Influenza – vaccine & administration covered once per flu season without coinsurance, 
copayment or Medicare Part B deductible if provider accepts assignment 


• Pneumococcal – vaccine & administration covered once per lifetime [Medicare will also 
cover a booster vaccine for high risk persons if 5 years have passed since the last 
vaccination.]  


• Hepatitis B - covers vaccine & administration of a 3 shot series for intermediate-to high-
risk* individuals without deductible or coinsurance cost-sharing. 


* A person’s risk for Hepatitis B increases if the person has hemophilia, End-
Stage Renal Disease (ESRD—permanent kidney failure requiring dialysis or a 
kidney transplant), diabetes, or certain conditions that increase the person’s risk 
for infection. Other factors may also increase a person’s risk for Hepatitis B.  To 
determine if he or she is eligible for coverage, a person with Medicare should 
check with his or her doctor to see if he or she is at high or medium risk for 
Hepatitis B. 


• Other Vaccines when directly related to the treatment of an injury or direct exposure to a 
disease or condition (e.g. Tetanus (Td) – for wound management only) 


 
Medicare Part C 
Part C (originally called Medicare plus Choice) provides Medicare coverage through the private 
insurance market. These plans have a special arrangement between the federal Centers for 
Medicare & Medicaid Services (CMS) and certain insurance companies. Medicare Advantage 
plans that are HMOs or preferred provider plans have a "lock in" requirement which means that, 
except for emergency or urgent care situations away from home, the enrollee must receive all 
services, including Medicare services, from plan providers.  By law, these plans must at least be 
"equivalent" to regular Part A and Part B coverage. But there's lots of variation among Part C 
plans. Any given one may cover less of one thing and more of another than Parts A and B do.   
 
Starting in 2012, Medicare Advantage (MA) plans cover all preventive services (including 
vaccinations) the same as Original Medicare.  MA out-of-pocket costs for vaccines and 
immunizations will vary depending on the type of shot and if provider is in-network or not.  
Most Part C plans also offer a Part D plan. 
 
Medicare Part D 
Part D helps pay for prescription drugs for people with Medicare who join a plan that includes 
Medicare prescription drug coverage. There are two ways to get Medicare prescription drug 
coverage: through a Medicare Prescription Drug Plan or a Medicare Advantage Plan that 
includes drug coverage. These plans are offered by insurance companies and other private 
companies approved by Medicare and all must include all commercially available vaccines (like 
the shingles vaccine) on their drug formularies (except vaccines that are covered under Part B).  



http://money.cnn.com/retirement/guide/insurance_health.moneymag/index14.htm?iid=EL

http://money.cnn.com/retirement/guide/insurance_health.moneymag/index15.htm?iid=EL
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Specific Part D immunization information is available at: http://www.cms.gov/Outreach-and-
Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf 
 
General Exclusions 
Medicare will not pay for medical services covered by Workers' Compensation, the state-
supervised insurance system for job related injuries and diseases. If your patient has a disease or 
injury incurred on the job, the claim must be filed with Workers' Compensation first, unless one 
of the following is true: 


1. The job related medical problem isn't covered by WC 
2. The condition develops on the job, but is not work related 
3. The patient has used up all WC benefits (send documentation) 
4. A condition not related to work exists with a condition covered by WC (send 


documentation) 
 


Veterans who are entitled to Medicare may choose which program will be responsible for 
payment for services covered by both programs. Medicare cannot pay for the same service that 
was authorized by the VA or performed by a VA facility. 
 
Medicare pays secondary to Employer Group Health Plan (EGHP) coverage for individuals age 
65, or over if the EGHP coverage is by virtue of the individual's current employment status or 
the current employment status of the individual's spouse. Health insurance plans for retirees or 
the spouses of retirees do not meet this condition and are not primary to Medicare.   
 
Where an EGHP is primary payer, but does not pay in full for the services, secondary Medicare 
benefits may be paid to supplement the amount it paid for Medicare-covered services. If an 
EGHP denies payment for services because they are not covered by the plan as a plan benefit 
bought for all covered individuals, primary Medicare benefits may be paid if the services are 
covered by Medicare. Primary Medicare benefits may NOT be paid if the plan denies payment 
because the plan does not cover the service for primary payment when provided to Medicare 
beneficiaries. 
 


How Part D works with other insurance 
 
Part D sponsors are required to coordinate with State Pharmaceutical Assistance Programs (SPAPs) and 
other providers of prescription drug coverage with respect to the payment of premiums and coverage, as 
well as coverage supplementing the benefits available under Part D. 
 


Plan Type Part D 


Employer or union health coverage Each year the employer or union will notify its 
members if prescription drug coverage is 
creditable.  This plan is usually carved out of 
medical benefit plans, so it is the only coverage. 


COBRA plan If a person has Medicare Part B in addition to 
COBRA coverage, it is probable that COBRA is 
the primary plan.  Once COBRA expires, the 



http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf

http://www.cms.gov/Outreach-and-Education/Medicare-Learning-Network-MLN/MLNMattersArticles/downloads/se0727.pdf
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person will have a special enrollment period to join 
a Medicare Prescription Drug Plan without paying 
a penalty. 


Medicare supplement insurance (Medigap) 
policy with prescription drug coverage 


Medigap policies can no longer be sold with 
prescription drug coverage, but if a person has 
drug coverage under a current Medigap policy, 
they can keep it. If a person enrolls in a Medicare 
drug plan, the Medigap insurer must remove the 
prescription drug coverage under the Medigap 
policy and adjust your premiums. 


Medicaid Drug costs are covered by Medicare Part B and D 
plans and are primary to Medicaid. 


Supplemental Security Income Benefits If a person has benefits, or help from the state 
Medicaid program paying the Medicare premiums, 
they are required to join a Medicare Prescription 
Drug Plan. If someone doesn’t enroll, Medicare 
will enroll them. 


Federal Employee Health Benefits (FEHB) 
Program 


The Federal Employee Health Benefits (FEHB) 
Program plans usually include prescription drug 
coverage.  If a person has Part D also, contact the 
FEHB for COB information. 


TRICARE TRICARE for Life: This plan pays secondary to 
Medicare to the extent that a benefit is payable by 
both Medicare and TRICARE. TRICARE for 
Life’s pharmacy benefit wraps around Medicare 
Part D and will pay any beneficiary cost-sharing 
remaining – up through the cost-sharing that 
beneficiary would have had otherwise paid under 
TRICARE – but only if a beneficiary is enrolled in 
a Part D plan, the drug is a covered Part D drug, 
the covered Part D drug is also covered by 
TRICARE, and the drug is obtained at a pharmacy 
participating in both the Part D plan’s and 
TRICARE’s network. 
TRICARE (military health benefits):   
Most people with TRICARE must have Medicare 
Part B to keep TRICARE prescription drug 
benefits. The Medicare drug plan pays first, and 
TRICARE pays second. 
If the Medicare coverage is through a Medicare 
Advantage Prescription Drug (MA-PD) Plan with 
prescription drug coverage, the MA plan and 
TRICARE coordinate their benefits if the MA plan 
network pharmacy is also a TRICARE network 
pharmacy. 



http://www.medicare.gov/sign-up-change-plans/when-can-i-join-a-health-or-drug-plan/special-circumstances/join-plan-special-circumstances.html

http://www.medicare.gov/part-d/costs/penalty/part-d-late-enrollment-penalty.html

http://www.medicare.gov/part-d/how-part-d-works-with-other-insurance/part-d-and-other-insurance.html#collapse-2281

http://www.medicare.gov/part-d/how-part-d-works-with-other-insurance/part-d-and-other-insurance.html#1361

http://www.medicare.gov/part-d/how-part-d-works-with-other-insurance/part-d-and-other-insurance.html#1361
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Safety Net providers A majority of Medicare beneficiaries served by 
safety-net provider organizations have limited 
incomes.  These safety-net providers typically 
include Federal, State, and locally supported 
community health centers (CHCs) or clinics, many 
of which are deemed Federally Qualified Health 
Centers (FQHCs), public hospital systems, and 
local health departments. Part D sponsors are not 
required to contract with safety-net providers. 


Veterans' Benefits A veteran might have prescription drug coverage 
through the Veterans Affairs (VA) program, but 
only one type of coverage is able to be used at the 
same time (there is no coordination of benefits).  
Only the prescription drug plan would be useable 
at a LHD, unless that LHD has some sort of 
arrangement with the VA to provide 
immunizations to veterans in their service area. 


Indian Health Services  
 


Many Indian health facilities participate in the 
Medicare prescription drug program. If you get 
prescription drugs through an Indian health 
facility, you'll continue to get drugs at no cost to 
you and your coverage won’t be interrupted. 
Joining a Medicare Prescription Drug Plan may 
help your Indian health facility because the drug 
plan pays the Indian health facility for the cost of 
your prescriptions. Talk to your local Indian health 
benefits coordinator who can tell you how 
Medicare works with the Indian health care 
system. 


 


Wisconsin Department of Health Services  
Division of Public Health 
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http://www.medicare.gov/part-d/how-part-d-works-with-other-insurance/part-d-and-other-insurance.html#collapse-2269

http://www.medicare.gov/part-d/how-part-d-works-with-other-insurance/part-d-and-other-insurance.html#collapse-2273
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Minnesota Multistate Contracting Alliance for Pharmacy  


651.201.2420  www.mmcap.org  
  


Membership Application and Membership Agreement  
Instructions for Completion  


  
  


Thank you for your interest in membership with the Minnesota Multistate Contracting Alliance for Pharmacy (MMCAP).  
  
Please complete all required sections of the application.  Applications with missing information may be returned and will 
delay the review process.  If you have any questions, contact MMCAP at 651.201.2420.  
  
The completed application and membership agreement must be sent to your state’s MMCAP State  
Contact for review and approval.  (A list of State Contacts may be found at www.mmcap.org, click on “What is 
MMCAP,” then on “State Contacts.”).  The State Contact will forward the approved documentation to MMCAP for 
final processing.  
  
Please note that membership in MMCAP is limited to facilities with which the State of Minnesota may contract 
(Minnesota Statutes Section 471.59, subdivision 10). These include:  


• Other states  
• Agencies of other states  
• Counties  
• Cities  
• School Districts  
• Entities recognized by the member state’s statutes as authorized to use that state’s commodity or service contracts 


(Minnesota Statutes Section 16C.03, subdivision 10 – found at:  
https://www.revisor.mn.gov/statutes/?id=16C.03).  


    
Minnesota Multistate Contracting Alliance for Pharmacy  


Facility Membership Application  
  


Return this completed form, along with the Facility Membership Agreement, to your State Contact for 
authorization.  (A list of State Contacts may be found at www.mmcap.org, click on “What is MMCAP,” then on “State 
Contacts.”)  The State Contact will then forward the authorized form to the MMCAP office for processing.  
  
  
Type or Print Clearly  
1. Indicate the specific authority under which this facility may purchase goods and services from 


MMCAP:_________________________________________________________________________  
(e.g., statutory authority or board resolution to contract with the State of Minnesota).  Attach a hard copy of this 
authorization.  
  


2. Facility’s Full Legal Name: __________________________________________________________   
  
3. Complete “Bill To” Street Address: ___________________________________________________   



http://www.mmcap.org/

http://www.mmcap.org/

http://www.mmcap.org/

http://www.mmcap.org/

https://www.revisor.mn.gov/statutes/?id=16C.03

https://www.revisor.mn.gov/statutes/?id=16C.03
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City:__________________________________  State:__________  Zip:__________________ _____   


  
4. Complete “Ship To” Street Address, if different: _________________________________________   


  
City:__________________________________  State:__________  Zip:__________________ _____   
  


5. Facility Website: ___________________________________________________________________   
  
6. DEA Number, if applicable (required for controlled substances): _____________________________   


  
7. Health Industry Number (HIN), if known: _______________________________________________   


If needed, MMCAP will assist in obtaining this number when the application is processed.  Indicate need for assistance on line above.   
8. Facility’s State Pharmacy License Number, if applicable: ___________________________________   
  
9. 340B (PHS) Eligible:   YES     NO    Unsure  


The 340B Drug Pricing Program provides significant pharmaceutical discounts to facilities receiving certain types of federal funding.   
10. Within the past year, has your facility been affiliated with a pharmaceutical group purchasing organization 


(GPO) other than MMCAP?  (Please check one.)  
 NO  


 YES, but my facility is switching to MMCAP. Attach a signed letter on your facility’s letterhead stating 
that you wish to discontinue your association with your current pharmaceutical GPO and instead use 


MMCAP.  
 YES and my facility will remain with current GPO.  
 Current pharmaceutical GPO Name: _____________________________________________   
 We currently purchase: _______________________________________________________   
 What will be the primary GPO? ________________________________________________   


    
11. Indicate which MMCAP contracts your facility intends to use? (Check all that apply)  


  Wholesaler (AmerisourceBergen,  
Cardinal Health, or Morris & Dickson)  
(complete boxes below)  
 Prescription Drugs (other than 


vaccines)  
 Vaccines (other than influenza)  
 Over-the-counter for “Own Use”  


  
  
  
  
  
  
  


Dental Supplies Program  
Influenza Vaccine Program  
Medical/Hospital Supplies Program  
Returned Goods Processing Program  
Student Health Oral Contraceptives 
Program  
Wholesaler Invoice Auditing  


  Nutritionals  
  


12. What is the primary purpose of your facility? (Check all that apply)  
 Correctional Facility    Public Health  
 Central Purchasing/Business Office    School District  
 Developmental Disability    Senior Services  
 Emergency    Student Health  
 Hospital/Clinic    Targeted Program  
 Mental Health    University Training Program  
 Nursing Facility  
  


13. What type of care does your facility provide? (Check all that apply)  
 Acute Care    Medical School  
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 Detoxification    Public/Community Nursing  
 Health Service    Research/Training  
 Long Term Care (LTC)    Trauma/Emergency  
 LTC – Skilled Nursing    Veterinary  
 LTC - Veterans    No Care Provided  
  


14. What agency controls your facility? Not your funding source. ( Check one ) 
 Federal government    County/Parish Government  
 Non-government Private – For Profit    Municipal (city, township) Government   Non-


government Private – Non-Profit    State Government  
  
Facility Contacts:  Not all facilities will have three contacts. Listing at least one main contact person is required.  
15. Designated Facility MMCAP contact person: ____________________________________________  


Title:________________________________ Phone:__________________ Fax: ________________   


Email Address: ____________________________________________________________________   
16. Alternate Facility MMCAP contact person: ______________________________________________  


Title:________________________________ Phone:__________________ Fax: ________________   


Email Address: ____________________________________________________________________   
17. Facility’s Purchasing MMCAP contact person: ___________________________________________  


Title:________________________________ Phone: __________________ Fax: _______________  Email Address: 


____________________________________________________________________   


  
   The 


information above is true and correct. Forward signed application and agreement on to your State’s Contact for final 
processing.  (A list of State Contacts may be found at www.mmcap.org, click on “What is MMCAP,” then on “State 
Contacts.”).   


  
  
Signed: ____________________________________________________ Date: ____________________   
      Facility Representative  
  
  
I have reviewed and approve the facility’s eligibility for membership in MMCAP.  
  
  
Signed: ____________________________________________________ Date: ____________________   
      MMCAP State Contact 



http://www.mmcap.org/

http://www.mmcap.org/
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Rev. 10/2012  Page 4 of 6  
Minnesota Multistate Contracting Alliance for Pharmacy  


50 Sherburne Avenue, Suite 112, St. Paul, MN 55155 651.201-2420 
www.mmcap.org  


  
Facility Membership Agreement  


  
This Agreement is by and between the State of Minnesota, acting through its Commissioner of Administration on behalf 
of Minnesota Multistate Contracting Alliance for Pharmacy (“MMCAP”) and  
  
 _________________________________________________________________________________________________   
Facility’s Complete Legal Name  
  
 _________________________________________________________________________________________________   
Full Address including city, state, and zip code  
  
(“Member Facility”).  
MMCAP is a free, voluntary group purchasing organization for government-authorized facilities and is operated and 
managed by the Materials Management Division of the State of Minnesota's Department of Administration. It combines 
the purchasing power of its members to receive the best prices available for the products and services for which it 
contracts.  Participation in MMCAP is limited to facilities, within a participating member state, with statutory authority to 
purchase commodities from its state’s contracts.  This Agreement is required by, 42 C.F.R. § 1001.952(j), additionally, the 
State of Minnesota is empowered to enter into this Agreement pursuant to Minnesota Statutes Section 471.59, subdivision 
10.  
  
1. Term of Agreement and Cancellation  
This Agreement will be effective upon the date it is fully executed by all parties; and will remain in effect until cancelled 
by MMCAP or the Member Facility.  Either party may cancel this Agreement, any time, with or without cause, upon 30 
days’ written notice to the other party.  
  
2. Member Facility  
The Member Facility  


The Member Facility:  
A. Certifies it has authority to enter into a contract with the State of Minnesota.   
B. Must comply with all laws, rules, and regulations governing government purchasing of pharmaceuticals and 


related products and services when utilizing MMCAP contracts and programs.    
C. Must operate within the boundaries established by Robinson-Patman (15 U.S.C. 13 (a)) and “own use” 


requirements as defined by Abbott Labs v. Portland Retail Druggists (425 U.S. 1(1976)) and Jefferson County 
Pharmaceutical Association, Inc. v. Abbott Labs (460 U.S. 150 (1983.  If there are any questions about the 
propriety of the use of products, the Member Facility will obtain an opinion from its legal counsel and notify 
MMCAP of the decision.   


D. Must comply with the terms and conditions of the applicable MMCAP vendor contracts, found in the MMCAP 
Catalog at www.mmcap.org.  


E. Should endeavor, where practical, to purchase its goods and services from MMCAP contracts.  
F. Must update MMCAP regarding changes to the Participating Facility's contact person.  
G. Must promptly pay MMCAP-contracted vendors for all products or services purchased using MMCAP contracts.  


MMCAP does not assume any responsibility for the accountability of funds expended by the Member Facility.  
H. May be inactivated from MMCAP membership if there is no participation for 18 consecutive months.  


  



http://www.mmcap.org/
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3. MMCAP  
MMCAP Will:  


A. Select commodities or services for cooperative contracting.  
B. Contract with Product vendors according to Minnesota law.  
C. Make available copies of contract documents.  
D. Maintain vendor performance records.  


Rev. 10/2012  Page 5 of 6  
E. Assist in resolving administrative, contract, or supplier problems that cannot be resolved by the Participating 


Facility.  
F. Provide information via the Internet to the Participating Facility regarding Products and Services.  
G. Distribute to MMCAP Member Facilities any unused Administrative Fees collected from MMCAP-contracted 


vendors.  
  
4. Administrative Fee Collected from Vendors  
The MMCAP Managing Director may, pursuant to contract terms and conditions, require the contracted vendors (not 
Member Facilities) to pay an administrative fee to MMCAP.  The fee of not more than three percent will be based on a 
percentage of sales made by the individual contracted vendor.  Fees will be collected by the MMCAP office and used to 
pay for the administrative costs incurred in the operation of MMCAP as approved by the MMCAP Managing Director. At 
the end of the contract year, any remaining balance of funds will be returned to active member facilities by means of a 
credit to their wholesaler or distributor account or as permitted by various program requirements, in an amount 
proportional to the member facility’s on-contract purchases.  
  
5. Assignment, Amendments, Waiver, and Contract Complete  
5.1 Assignment.  The Member Facility may neither assign nor transfer any rights or obligations under this Agreement 
without the prior consent of MMCAP and a fully executed assignment agreement, executed and approved by the same 
parties who executed and approved this Agreement.  
5.2 Amendments.  Any amendment to this Agreement must be in writing and will not be effective until it has been 
executed and approved by the same parties who executed and approved the original agreement.  
5.3 Waiver.  If either party fails to enforce any provision of this Agreement, that failure does not waive the provision 
or its right to enforce it.  
  
6. Liability    
Each party will be responsible for their own acts and behavior and the results thereof.  Nothing in this membership 
agreement shall be construed as expanding the limits of liability of the Participating Facility beyond the limits of the law 
of its state.   MMCAP’s liability is governed by the Minnesota Tort Claims Act, Minnesota Statutes Section 3.736, and 
other applicable laws.  
  
7. State Audits  
As mandated by Minnesota Statutes Section 16C.05, subdivision 5, “the books, records, documents and accounting 
procedures and practices of the [Member Facility] relevant to this Agreement shall be made available and subject to 
examination by the State of Minnesota, including the contracting agency/division, Legislative Auditor, and State Auditor” 
for a minimum period of six years after the termination of this Agreement.  
  
IN WITNESS WHEREOF, the undersigned parties have signed this MMCAP Facility Membership Agreement on their  
behalf intending to  
  
Participating Facility:  
(Person with legal authority to bind the facility)  
  
By: ___________________________________   


  
Title: __________________________________   
  
Date: __________________________________   


be  bound  thereby. 
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State of Minnesota, through its Commissioner of 
Administration on behalf of MMCAP:  
  
By: ___________________________________   
  
Title: _________________________________   
  
Date: _________________________________   


  
Commissioner of Administration, as delegated to the 
Materials Management Division:  
  
By: ___________________________________   
  
Date: _________________________________   
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USER’S GUIDE 
for 


Pharmaceuticals and Biologicals Contract # 15-26998-901 
Updated June 10, 2013 


 
 


1. CONTRACT SUMMARY AND SCOPE 
 


   This mandatory statewide contract for purchasing pharmaceuticals from MMCAP (Minnesota 
Multi-State Contracting Alliance for Pharmacy) contracts utilizing a pharmaceutical distributor 
covers all State agencies and University of Wisconsin (UW) System campuses.  This contract 
has been made available by utilizing a contract bid and negotiated by the MMCAP program with 
direct input from the State of Wisconsin. MMCAP is a free, voluntary, governmental group 
purchasing organization operated and managed by the State of Minnesota. The State of 
Wisconsin is a member of MMCAP along with 46 other states who represent over a billion 
dollars in purchasing power. 


 
 MMCAP bids out the pharmaceuticals to attain the best possible price from pharmaceutical 


manufacturers, then contracts with distributors to distribute the pharmaceuticals to the various 
states at the contract price. The State of Wisconsin’s distributor for MMCAP contracted 
pharmaceuticals is Cardinal Health’s Pharmaceutical Division. 


 
 The final price of an ordered pharmaceutical will be the MMCAP contracted price of the drug 


minus the cost of goods (COG) discount provided by the distributor based on payment terms 
selected by the end user (30 days net, prepay etc.).  The fastest payment turnaround results in the 
lowest cost.  For example: If the MMCAP contracted price of a drug is $100 and your invoice 
payments average 30 days, your COG discount will be -2.3%, thus your final drug cost will be 
$97.70.  
 
Contract Term:  This Pharmaceutical Distribution Contract has an initial term of two (2) years 
with the option to renew upon mutual agreement for three (3) additional 1-year periods. The 
current term expires 10/31/2013 and after that there is a one year renewal option remaining.  
Potential full term would expire on 10/31/2014. 
 
Contract:  The actual MMCAP contracts (Drug contracts, Distributor Contracts, Flu Vaccine 
Contracts, Medical Supply Contracts, etc.) are housed at MMCAP and may be accessed via their 
website. Inquires on these specific contracts can be made to the State of Wisconsin MMCAP 
Procurement contact listed below.  All MMCAP contracts are available to Wisconsin end users 
based on Joint Powers Agreement between MMCAP and Wisconsin. The pharmaceutical 
distributor contract is available on Vendornet: 
http://vendornet.state.wi.us/vendornet/wais/bulldocs/2477_0.PDF 
It is recommended that you become familiar with the contents of the contract.  The contract goes 
into detail regarding technical, performance, and support requirements that both the customer 
and Contractor should be familiar with. 


 
Contractor: Cardinal Health Inc. 
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Cooperative Purchasing:  This contract may also be used for cooperative purchasing by county, 
city, and local municipalities. 
 
Customers:  Any State agency, board, commission, UW campus or cooperative purchasing 
entity. 
 
Mandatory:  Yes.   
 
Purchasing Card (P-Card):  Due to regulations and restrictions on some pharmaceuticals the 
State of Wisconsin P-Card is not to be used for purchases on this contract. 
 
Purchase Orders (PO):  Purchase Orders or releases from Blanket Purchase Orders shall be 
placed directly with Contractor by the customer.   
 
Questions:  If you have any questions about how to use this contract, contact the DOA 
         Contract Manager listed below: 
 


 Barth Becker 
WI Department of Administration 
State Bureau of Procurement 
101 East Wilson Street, 6th Floor 
Madison, WI  53707-7867 
Phone: (608) 266-0817 
Fax:      (608) 267-0600 
Email:  barth.becker@wisconsin.gov  


 
Customers are also encouraged to contact their agency/campus purchasing office with general 
questions. 
 


2. GETTING STARTED 
 


Step 1:  To use this contract you must have filled out an MMCAP application and have 
an active MMCAP number.  If you have an active MMCAP account and MMCAP 
number proceed to Step 4.  If you are not sure if your facility has an active account 
contact the DOA Contract Manager noted above.  
 
Step 2: If you do not have an active MMCAP number and have not filled out an 
MMCAP application, proceed to VendorNet: MMCAP Application on VendorNet or the 
MMCAP website: MMCAP Application to download an application.   
 
Complete all four pages of the application (question #1 does not need to be completed it 
will be filled out by the Contract Manager).  The application needs to be signed by your 
facility on page two (under Facility Representative) and on page four (under Participating 
Facility).  Once completed send the application to the DOA contract Manager (contact 
information noted above).  The DOA contract Manager will review the application and if 
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complete sign it on page two (under MMCAP State Contact) and then forward it on to 
MMCAP for their final approval and assignment of an MMCAP number for the facility. 
 
Step 3: MMCAP approves the application and assigns an MMCAP number to the 
facility, MMCAP will send out a welcome email with detailed information on how to 
utilize all the various MMCAP contracts (including the pharmaceutical distributor 
contract).   
 
Step 4:  The State of Wisconsin end user (facility) will contact the MMCAP contracted 
Pharmaceutical Distributor (for Wisconsin this is Cardinal Health) and will identify 
themselves as an MMCAP facility and provide Cardinal with their MMCAP number.  If 
the facility does not have an existing account with Cardinal one can be set up at this time 
by providing them all required information such as: 
 
 Name 


 Agency 
 MMCAP contract# MMS10001 WI Contract# 15-26998-901 
 Email 
 Phone 
 Billing and Shipping Address 


DEA and WI Pharmacy License numbers if required (generally for ordering 
controlled substances) 


Step 5: Work with Cardinal Health to set up your specific ordering needs (on line 
ordering, phone orders, special pharmaceutical or over the counter medication needs, 
restrictions, etc.) 


 
3. CONTRACTOR CONTACT INFORMATION:  


 Cardinal Health Inc. 
 7000 Cardinal Place 
 Dublin, OH   43015 


 
Account Set Up / General MMCAP/WI contract questions: 


Linda Heiskanen 608-566-0282  
 linda.heiskanen@cardinalhealth.com 
 
Government Sales Director: 


Todd Hudnall  614-757-7680  
 todd.hudnall@cardinalhealth.com  


 
General Customer Service: 


Customer Service 800-641-1199            government-
pharma@cardinalhealth.com  


 
 On-Line Support for Cardinal.com site: 


On-line Support  800-326-6457  
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4. TECHNICAL, PERFORMANCE AND SUPPORT REQUIREMENTS  
 
As noted in section 1 above, understanding and adhering to the specific requirements of the 
contract is the responsibility of both the User and the Contractor.  Understanding the details of 
the contract also helps to ensure compliance.  Although you should become familiar with the 
entire pharmaceutical distribution contract a separate attachment has been created as a quick 
reference to some of the most important contract terms.  This reference can be found on 
VendorNet here: http://vendornet.state.wi.us/vendornet/wais/bulldocs/2477_2.PDF  Again, the 
complete contract is available as an attachment in VendorNet under the Pharmaceuticals contract 
# 15-26998-901.   
 
Issues should be addressed directly with the Contractor.  Email or written communication is 
always recommended to document attempts of resolution.  If issues cannot be resolved or if there 
are Contractor performance issues, contact the DOA Contract Manager, Peter Ansay at 
peter.ansay@wisconsin.gov or (608) 266-0462. 
 
Always feel free to contact the DOA Contract Administrator, Peter Ansay, at  
Peter.ansay@wisconsin.gov or 608-266-0462 if you have any other questions or concerns.  
 
5. MMCAP information and Links  
 
MMCAP has an excellent website in which you can access more detailed information on the 
various contracts available as well as the MMCAP catalog, bulletins, flu vaccine pre-booking, 
MMCAP reduced pricing opportunities and MMCAP contacts.  Website Location:  
www.mmcap.org  
 
On the website you will find general information on MMCAP and some of their offerings. To 
access the contracts and other more detailed information you will need a username and 
password.  If your facility does not have a user name and password contact MMCAP (have your 
facility’s MMCAP number available for membership verification). 
 
 MMCAP General Contacts: 
 
 Materials Management Division  
 50 Sherburne Ave  Room 112 
 St. Paul  MN    55155 
 
 Main Line:  
 MMCAP   651-201-2420   mn.multistate@state.mn.us    
  
 General Membership Information: 
 
 Carolyn O’Donnell 651-201-3103   carolyn.odonnell@state.mn.us  


 
 MMCAP Pharmaceutical Distributor Coordinator: 


Laura Muetzel  651-201-3053   laura.muetzel@state.mn.us 
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Project Title 


 


I. Proposal Summary (Executive Summary)  
The Proposal Summary should be about one paragraph of 1-3 sentences and should include the amount of 
funding requested and give the most general description of the use that will be made of the funds.  It 
should be created last so that it summarizes your proposal. 


II. Organization Description and History  
The Organization Description and History section should be about 1-4 pages in length and should include 
the history of the organization, its structure, information about office locations that will be involved in 
carrying out the activities that will be funded by the requested grant, major accomplishments of the 
organization, relevant experience and accomplishments of the organization, established partnerships and 
relationships that will be important to carrying out the activities funded by the grant, information about 
prior grants received from the source to which the proposal will be sent, and an explanation of how the 
description you provide makes your organization an appropriate grantee.  


III. Need Statement  
The Background section, is a clear explanation of the problem that will be solved if funded by the 
requested grant, including the approach and benefit of the project and the target population.  Describe 
what steps have been taken to solve this problem prior to requesting this funding.  Include supporting 
documentation and data to show the magnitude of the problem.  It is important that the reader who 
finishes this section know why your program should be funded over others.  
IV. Project Description (Program Narrative)  
The Project Description may vary widely in length depending on the size and scope of the program that will 
be funded and the size of the award being sought. The project description should provide, in a systematic 
manner, a detailed description of the goals, objectives, activities and timelines.  This description should 
explain how success or failure will be measured, what services you promise to deliver to what population 
and what results you expect to bring about.  Be sure to include how achievement  will be measured or 
defined. The Project Description may also include information about the staff who will work on the project, 
their experience and qualifications to perform the activities that will be funded.  


V. Project Timeline/Budget Timeline  
Using your Project Description, provide a timeline that shows the chronological order in which the 
activities listed under each goal heading will be undertaken and/or completed. Also include 
information about how/when funds that are awarded will be spent to support each activity.  


VI. Budget  
Provide a proposed budget that includes the expenditures that will be funded by the requested grant, how 
much funding will be required for each category, and how much of that funding will come from the grant 
request.  


 
See Appendix 12 for sample budget 
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Term Definition 


501(c)(3) The section of the tax code that defines nonprofit, charitable, tax-exempt 
organizations; 501(c)(3) organizations are further defined as public charities, private 
operating foundations, and private non-operating foundations. See also operating 
foundation; private foundation; public charity.  


Administrative Costs Grant funds used to administer or oversee the grant, including preparing grant related 
Purchase Orders, reports, photocopying, etc. Most grants allow at least 5% of the total 
budget for administrative costs.  


Allowable Expenditures Expenditures under a grant project that are specifically permitted (or not specifically 
prohibited), by law, regulation, guidance, accounting standards, or other authoritative 
budget sources. 


Budget A written description of the purpose and source of each expense, the unit cost, number 
of units and related computations, and the total amount requested must be organized 
within the budget categories required by the funding source and referenced in the 
proposal narrative. 


Budget Narrative The written portion of the budget portion of the grant, describing any unusual items in 
the budget or any calculations not evident in the budget. 


Combined Funds  These are funds that are either cash or in-kind services.  These can be received, 
committed or pending.  If in-kind services are used as part of matching funds, then a 
dollar value must be applied to them and calculated into the budget. 


Community Foundation A 501(c)(3) organization that makes grants for charitable purposes in a specific 
community or region. The funds available to a community foundation are usually 
derived from many donors and held in an endowment that is independently 
administered; income earned by the endowment is then used to make grants. Although 
a community foundation may be classified by the IRS as a private foundation, most 
are public charities and are thus eligible for maximum tax-deductible contributions 
from the general public. See also 501(c)(3); public charity. 


Company-sponsored Foundation, or  
Corporate Foundation 


A private foundation whose assets are derived primarily from the contributions of a 
for-profit business. While a company-sponsored foundation may maintain close ties 
with its parent company, it is an independent organization with its own endowment 
and as such is subject to the same rules and regulations as other private foundations. 


Cover Letter A brief, one-page letter to introduce the applicant and summarize the attached 
proposal.  Be sure to state the requested grant amount and crucial project details in 
both the cover letter and the proposal to ensure they are not overlooked by the 
reviewer. 


Direct Costs Costs of program implementation (personnel, supplies, travel, etc.) 


Earned Income Money given in exchange for a service or product.  A description of how you will 
generate income in your project should be part of the budget and its narrative. 


Family Foundation An independent private foundation whose funds are derived from members of a single 
family. Family members often serve as officers or board members of family 
foundations and have a significant role in their grant making decisions.  


Federal Matching Funds  Federal matching funds require a grantee to secure gift funds from third parties before 
federal funds are awarded. Whenever possible, applicants requesting federal matching 
funds should identify potential sources of gift funds at the time they submit an 
application. 
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Term Definition 


Federated Giving Program A joint fundraising effort usually administered by a nonprofit "umbrella" organization 
that in turn distributes the contributed funds to several nonprofit agencies. United 
Way and community chests or funds, the United Jewish Appeal and other religious 
appeals, the United Negro College Fund, and joint arts councils are examples of 
federated giving programs. See also community fund. 


Form 990-PF The public record information return that all private foundations are required by law 
to submit annually to the Internal Revenue Service (IRS).  


General Purpose Foundation An independent private foundation that awards grants in many different fields of 
interest. See also special purpose foundation.  


General/Operating Support A grant made to further the general purpose or work of an organization, rather than for 
a specific purpose or project; also called an unrestricted grant or basic support.  


Grantee Financial Report A report detailing how grant funds were used by an organization. Many corporate 
grant makers require this kind of report from grantees. A financial report generally 
includes a listing of all expenditures from grant funds as well as an overall 
organizational financial report covering revenue and expenses, assets and liabilities. 
Some funders may require an audited financial report. 


Indirect Costs or Overhead Costs such as rent, utilities, existing equipment, usage fees, vaccine storage space 


In-Kind Contribution: A contribution of equipment, supplies, or other tangible resources, as distinguished 
from a monetary grant. Some corporate contributors may also donate the use of space 
or staff time as an in-kind contribution.  


Letter of inquiry / Letter of intent: A brief letter outlining an organization's activities and its request for funding that is 
sent to a prospective donor in order to determine whether it would be appropriate to 
submit a full grant proposal. Many grant makers prefer to be contacted in this way 
before receiving a full proposal.  


Matching Grant 
Challenge Grant 


A grant that is made to match funds provided by another donor. 


Operating Foundation A 501(c)(3) organization classified by the IRS as a private foundation whose primary 
purpose is to conduct research, social welfare, or other programs determined by its 
governing body or establishment charter. An operating foundation may make grants, 
but the amount of grants awarded generally is small relative to the funds used for the 
foundation's own programs. See also 501(c)(3). 


Outright Funds  Outright funds are awarded by the Endowment and are not contingent on additional 
fundraising.  


Qualitative Data  Data described in terms of quality, as opposed to "quantity". Qualitative data is often 
obtained through asking open-ended questions, to which the answers are not limited to 
a set of choices or a scale. Qualitative data collection is most useful when you would 
like information in people's own words, or when the questions you are asking have too 
many possible answers for you to be able to list them.  
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Term Definition 


Quantitative Data Data described in terms of a quantity or number. Quantitative data is collected through 
closed-ended questions, where users are given a limited number of answer choices, or 
asked to answer on a scale. While quantitative data collection is suited for collecting 
numeric data such as age, income, number of staff, number of children, etc., many 
types of information can be collected quantitatively if placed on a scale. 


Rolling Deadline No specific closing date when applications are no longer accepted -- 
Applications/proposals are constantly being accepted and reviewed periodically. 


Seed Money A grant or contribution used to start a new project or organization. Seed grants may 
cover salaries and other operating expenses of a new project. 


Special Purpose Foundation A private foundation that focuses its grant making activities in one or a few areas of 
interest. 
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Date of application: May XX 200X 
 
Name of organization. (legal name): Badger County Local Health Department 
(BCLHD) 
 
Purpose of grant (one sentence): BCLHD will use the <foundation name> funds as 
seed money to purchase a private stock of vaccine for use in immunizing insured 
clients. 
 
Address of organization: 100 Main Street, Any-City, WI, USA 
 
Telephone number: 888-800-8888 
 
Executive director: Bucky Badger 
 
Contact person and title (if not executive director): Fred Jones, Director of 
Fundraising 
 
Is your organization an IRS 501(c)(3) not-for-profit? (yes or no): Yes 
If no, please explain: 
 
 
 
Grant request: $25,000 
Check one:  General support: X   Project support: N/A 
 
 
 
Total organizational budget (for current fiscal year): $2,100,000 


Budget Period (mo/day/year): January 1, 200X - through December 31, 200X 


Total project budget (if requesting project support): $25,000 


Dates covered by project budget (mo/day/year): June 1, 200X - May 31, 200X 


Project name (if applicable): Immunization Initiative 
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This sample budget illustrates information that is typically called for in most proposal budgets, in a format that 


shows the amount requested from "XYZ" funding agency and committed from other sources. Always follow the funding 
agency's application for budget information and format, however, if the funding agency does not specify budget 
information or format, use this illustration as a guide.  Remember:  The project budget must tell the same story as the 
rest of the project proposal. 


 


Project Budget: 


 Amount of 
Request to XYZ  


Committed 
from other 


sources  


$        1,000 
$        1,000 


$           600 
$           600 


  How much detail should you provide?               
Usually you should include enough  


Project
   


information to illustrate how you arrived  
Total    at the amount requested. For example: Category 


Salaries & Wages 
Project Director:  @ $3,000/mon x 50 percent x 12 
months 


Fringe Benefits 
Project Director:  50 percent x $12,600 


Consultant/Contracted Services -  
 Mtg presenters:  2 @ $500/day x 2 days 
Ace Evaluation:  @ $500/mon x 2 months 


Equipment  
HP laptops:  2 @ $1,200 
Sony digital cameras:  3 @ $200 
Sony video recorder:  1 @ $600 


Materials & Supplies  


Fdtn  


$            18,000 


$              6,300 


$              1,000 


$              2,400 


$  18,000 


$    6,300 


$    2,000 
$    1,000 


$    2,400 $       
600 
$       600 


Job title, @ per hr/mon. rate x % of time 
on project x no. months 


 % of time on project x benefit dollars 


Job title; @ per hr/mon. rate x % of time 
on project x no. months 


General type; rental or purchase; unit 
price x qty.   


Consumable items; printing, duplicating,  
Printing:  1,000 brochures @ .25 
Duplicating:  2,000 pgs. @ .05 
Meeting supplies:  200 attendees x $3 


Travel  
Mtg presenter #1:  mileage to/from Mpls:  500 mi x 
.32/mile 
Mtg presenter #2:  airfare to/from Seattle:  $580; 
rental car:  $90   


Other 
Regional conference registration:  2 @ $175 
Meeting refreshments:  2 breaks x 200 attendees x 
$1.50/person 


TOTAL EXPENSES: 


$                 600 


$                 160 


$                 670 


$                 350 


$           29,480 


$          250 
$           100 


$            - 


$           600 
$       4,150 


$      250 $       
100 $       
600 


$       160 $       


670 


$       350 


$       600 
$ 33,630 


mailing costs 


Use applicable in- or out-state rates; list 
to/from, no. of persons; airfare, ground 
transportation, etc. 


Itemize "other" and provide enough info 
for a clear picture of how funds 
contribute to the project. 


 


Indirect costs:  The LHD’s costs which are not readily identifiable with a particular project or activity, but nevertheless 
are necessary to the general operation of the LHD and the conduct of the activities it performs.  The funding agency's 
application materials will state if it allows inclusion of indirect costs. 


Matching funds:  Some funding agencies will call for the applicant to contribute toward the proposed project, either in 
the form of cash or in‐kind services or items. 


Project revenue:  Some funding agencies require applicants to show anticipated project revenue, which may be from 
other funding sources, ticket sales, or matching funds, and may include in‐kind or cash support.  Revenue status may be 
"committed" and/or "pending."  


Wisconsin Department of Health Services  
Division of Public Health 


  P- 00536-Appendix36 (Rev 09/13) 
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Proc Code DESCRIPTION MEDICARE Status Work RVU GPCI Work PE RVU GPCI PE MalPrac RVU GPCI MalPrac ConvFac (CF) CALC'D 
RVU 


 Medicare 
Allowalbe  


(CALC'D RVU * CF)  


G0008 Admin influenza virus vac X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


G0009 Admin pneumococcal vaccine X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


G0010 Admin hepatitis b vaccine X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90281 Human ig im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90283 Human ig iv I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90284 Human ig sc X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90287 Botulinum antitoxin I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90288 Botulism ig iv I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90291 Cmv ig iv I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90296 Diphtheria antitoxin E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90371 Hep b ig im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90375 Rabies ig im/sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90376 Rabies ig heat treated E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90378 Rsv mab im 50mg X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90384 Rh ig full-dose im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90385 Rh ig minidose im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90386 Rh ig iv I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90389 Tetanus ig im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90393 Vaccina ig im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90396 Varicella-zoster ig im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90399 Immune globulin I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90460 Im admin 1st/only component A = active 0.17 1.00 0.58 0.960 0.01 0.547 34.0230 0.7323  $    24.91  


90461 Im admin each addl component A = active 0.15 1.00 0.21 0.960 0.01 0.547 34.0230 0.3571  $    12.15  


90471 Immunization admin A = active 0.17 1.00 0.58 0.960 0.01 0.547 34.0230 0.7323  $    24.91  


90472 Immunization admin each add A = active 0.15 1.00 0.21 0.960 0.01 0.547 34.0230 0.3571  $    12.15  







Appendix 37 – National Physicians Fee Schedule Relative Value – April 2013 
 


Page 2 of 6 
 


Proc Code DESCRIPTION MEDICARE Status Work RVU GPCI Work PE RVU GPCI PE MalPrac RVU GPCI MalPrac ConvFac (CF) CALC'D 
RVU 


 Medicare 
Allowalbe  


(CALC'D RVU * CF)  


90473 Immune admin oral/nasal R = restrict coverage 0.17 1.00 0.58 0.960 0.01 0.547 34.0230 0.7323  $    24.91  


90474 Immune admin oral/nasal addl R = restrict coverage 0.15 1.00 0.21 0.960 0.01 0.547 34.0230 0.3571  $    12.15  


90476 Adenovirus vaccine type 4 E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90477 Adenovirus vaccine type 7 E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90581 Anthrax vaccine sc or im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90585 Bcg vaccine percut E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90586 Bcg vaccine intravesical E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90632 Hep a vaccine adult im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90633 Hep a vacc ped/adol 2 dose E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90634 Hep a vacc ped/adol 3 dose E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90636 Hep a/hep b vacc adult im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90644 Meningoccl hib vac 4 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90645 Hib vaccine hboc im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90646 Hib vaccine prp-d im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90647 Hib vaccine prp-omp im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90648 Hib vaccine prp-t im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90649 Hpv vaccine 4 valent im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90650 Hpv vaccine 2 valent im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90653 Flu vaccine adjuvant im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90654 Flu vaccine no preserv id X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90655 Flu vac no prsv 3 val 6-35 m X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90656 Flu vaccine no preserv 3 & > X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90657 Flu vaccine 3 yrs im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90658 Flu vaccine 3 yrs & > im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90660 Flu vaccine nasal X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90661 Flu vacc cell cult prsv free X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90662 Flu vacc prsv free inc antig X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    
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RVU 


 Medicare 
Allowalbe  


(CALC'D RVU * CF)  


90664 Flu vacc pandemic intranasal X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90666 Flu vac pandem prsrv free im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90667 Flu vac pandemic adjuvant im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90668 Flu vac pandemic splt im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90669 Pneumococcal vacc 7 val im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90670 Pneumococcal vacc 13 val im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90672 Flu vaccine 4 valent nasal X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90675 Rabies vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90676 Rabies vaccine id E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90680 Rotovirus vacc 3 dose oral E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90681 Rotavirus vacc 2 dose oral E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90685 Flu vac no prsv 4 val 6-35 m X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90686 Flu vac no prsv 4 val 3 yrs+ X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90687 Flu vaccine 4 val 6-35 mo im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90688 Flu vacc 4 val 3 yrs plus im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90690 Typhoid vaccine oral E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90691 Typhoid vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90692 Typhoid vaccine h-p sc/id E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90693 Typhoid vaccine akd sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90696 Dtap-ipv vacc 4-6 yr im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90698 Dtap-hib-ip vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90700 Dtap vaccine < 7 yrs im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90702 Dt vaccine < 7 yrs im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90703 Tetanus vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90704 Mumps vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90705 Measles vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90706 Rubella vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    
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90707 Mmr vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90708 Measles-rubella vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90710 Mmrv vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90712 Oral poliovirus vaccine E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90713 Poliovirus ipv sc/im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90714 Td vaccine no prsrv 7/> im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90715 Tdap vaccine 7 yrs/> im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90716 Chicken pox vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90717 Yellow fever vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90719 Diphtheria vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90720 Dtp/hib vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90721 Dtap/hib vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90723 Dtap-hep b-ipv vaccine im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90725 Cholera vaccine injectable E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90727 Plague vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90732 Pneumococcal vaccine X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90733 Meningococcal vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90734 Meningococcal vaccine im E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90735 Encephalitis vaccine sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90736 Zoster vacc sc E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90738 Inactivated je vacc im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90739 Hep b vacc adult 2 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90740 Hepb vacc ill pat 3 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90743 Hep b vacc adol 2 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90744 Hepb vacc ped/adol 3 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90746 Hep b vacc adult 3 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90747 Hepb vacc ill pat 4 dose im X = statutory exclusion 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    
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90748 Hep b/hib vaccine im I = not valid, Mcare uses other 
code 


0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


90749 Vaccine toxoid E = excluded by regs 0.00 1.00 0.00 0.960 0.00 0.547 34.0230 0.0000  $           -    


99201 Office/outpatient visit new A = active 0.48 1.00 0.77 0.960 0.04 0.547 34.0230 1.2411  $    42.23  


99202 Office/outpatient visit new A = active 0.93 1.00 1.19 0.960 0.07 0.547 34.0230 2.1107  $    71.81  


99203 Office/outpatient visit new A = active 1.42 1.00 1.62 0.960 0.14 0.547 34.0230 3.0518  $ 103.83  


99204 Office/outpatient visit new A = active 2.43 1.00 2.18 0.960 0.23 0.547 34.0230 4.6486  $ 158.16  


99205 Office/outpatient visit new A = active 3.17 1.00 2.55 0.960 0.27 0.547 34.0230 5.7657  $ 196.17  


99211 Office/outpatient visit est A = active 0.18 1.00 0.41 0.960 0.01 0.547 34.0230 0.5791  $    19.70  


99212 Office/outpatient visit est A = active 0.48 1.00 0.77 0.960 0.04 0.547 34.0230 1.2411  $    42.23  


99213 Office/outpatient visit est A = active 0.97 1.00 1.10 0.960 0.07 0.547 34.0230 2.0643  $    70.23  


99214 Office/outpatient visit est A = active 1.50 1.00 1.54 0.960 0.10 0.547 34.0230 3.0331  $ 103.20  


99215 Office/outpatient visit est A = active 2.11 1.00 1.95 0.960 0.14 0.547 34.0230 4.0586  $ 138.09  


99241 Office consultation I = not valid, Mcare uses other 
code 


0.64 1.00 0.66 0.960 0.07 0.547 34.0230 1.3119  $    44.63  


99242 Office consultation I = not valid, Mcare uses other 
code 


1.34 1.00 1.10 0.960 0.14 0.547 34.0230 2.4726  $    84.12  


99243 Office consultation I = not valid, Mcare uses other 
code 


1.88 1.00 1.46 0.960 0.18 0.547 34.0230 3.3801  $ 115.00  


99244 Office consultation I = not valid, Mcare uses other 
code 


3.02 1.00 1.96 0.960 0.22 0.547 34.0230 5.0219  $ 170.86  


99245 Office consultation I = not valid, Mcare uses other 
code 


3.77 1.00 2.30 0.960 0.29 0.547 34.0230 6.1366  $ 208.79  


99381 Init pm e/m new pat infant N = non-covered 1.50 1.00 1.63 0.960 0.10 0.547 34.0230 3.1195  $ 106.13  


99382 Init pm e/m new pat 1-4 yrs N = non-covered 1.60 1.00 1.67 0.960 0.09 0.547 34.0230 3.2524  $ 110.66  


99383 Prev visit new age 5-11 N = non-covered 1.70 1.00 1.70 0.960 0.10 0.547 34.0230 3.3867  $ 115.23  


99384 Prev visit new age 12-17 N = non-covered 2.00 1.00 1.83 0.960 0.13 0.547 34.0230 3.8279  $ 130.24  


99385 Prev visit new age 18-39 N = non-covered 1.92 1.00 1.79 0.960 0.13 0.547 34.0230 3.7095  $ 126.21  


99386 Prev visit new age 40-64 N = non-covered 2.33 1.00 1.96 0.960 0.15 0.547 34.0230 4.2937  $ 146.08  


99387 Init pm e/m new pat 65+ yrs N = non-covered 2.50 1.00 2.15 0.960 0.17 0.547 34.0230 4.6570  $ 158.44  


99391 Per pm reeval est pat infant N = non-covered 1.37 1.00 1.44 0.960 0.09 0.547 34.0230 2.8016  $    95.32  
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99392 Prev visit est age 1-4 N = non-covered 1.50 1.00 1.50 0.960 0.10 0.547 34.0230 2.9947  $ 101.89  


99393 Prev visit est age 5-11 N = non-covered 1.50 1.00 1.49 0.960 0.10 0.547 34.0230 2.9851  $ 101.56  


99394 Prev visit est age 12-17 N = non-covered 1.70 1.00 1.57 0.960 0.10 0.547 34.0230 3.2619  $ 110.98  


99395 Prev visit est age 18-39 N = non-covered 1.75 1.00 1.59 0.960 0.10 0.547 34.0230 3.3311  $ 113.33  


99396 Prev visit est age 40-64 N = non-covered 1.90 1.00 1.65 0.960 0.12 0.547 34.0230 3.5496  $ 120.77  


99397 Per pm reeval est pat 65+ yr N = non-covered 2.00 1.00 1.83 0.960 0.13 0.547 34.0230 3.8279  $ 130.24  


99401 Preventive counseling indiv N = non-covered 0.48 1.00 0.55 0.960 0.03 0.547 34.0230 1.0244  $    34.85  


99402 Preventive counseling indiv N = non-covered 0.98 1.00 0.75 0.960 0.07 0.547 34.0230 1.7383  $    59.14  


99403 Preventive counseling indiv N = non-covered 1.46 1.00 0.95 0.960 0.10 0.547 34.0230 2.4267  $    82.56  


99404 Preventive counseling indiv N = non-covered 1.95 1.00 1.14 0.960 0.12 0.547 34.0230 3.1100  $ 105.81  
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Pediatric/VFC Vaccine Price List 


Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


DTaP [1] Daptacel® 49281-
0286-
10 


10 pack - 
1 dose 
vials 


$15.38 $25.98 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


DTaP [1] Infanrix® 58160-
0810-
11 


10 pack - 
1 dose 
vials 


$15.76 $20.96 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


58160-
0810-
52 


10 pack - 
1 dose T-L 
syringes. 
No 
Needle 


$15.76 $21.44  


DTaP-IPV [2] Kinrix® 58160-
0812-
11 


10 pack - 
1 dose 
vials 


$37.13 $48.00 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


58160-
0812-
52  


10 pack - 
1 dose T-L 
syringes  


$37.13  $48.00 


DTaP-Hep B-IPV [4] Pediarix® 58160-
0811-
52 


10 pack - 
1 dose T-L 
syringes, 
No 
Needle  


$52.58 $70.72 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


DTaP-IP-HI [4] Pentacel® 49281-
0510-
05 


5 pack - 1 
dose vials 


$56.02 $80.43 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


e-IPV [5] IPOL® 49281-
0860-
10 


10 dose 
vial 


$12.42 $27.44 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


Hepatitis B-Hib [3] Comvax® 00006-
4898-


10 pack - 
1 dose 


$24.46 $43.557 03/31/2014 Merck  200-
2013-
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


00 vial 54509 


Hepatitis A Pediatric 
[5] 


Vaqta®  00006-
4831-
41 


10 pack - 
1 dose 
vial 


$15.25 $30.369 03/31/2014 Merck 200-
2013-
54509 


00006-
4095-
09 


6 pack - 1 
dose 
syringe 


$16.00 $31.12 


Hepatitis A Pediatric 
[5] 


Havrix® 58160-
0825-
11  


10 pack - 
1 dose 
vials  


$15.63 $28.74 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


58160-
0825-
52  


10 pack - 
1 dose T-L 
syringes. 
No 
Needle  


$15.63  $28.74  


Hepatitis A-Hepatitis 
B 18 only [3] 


Twinrix®  58160-
0815-
11  


10 pack - 
1 dose 
vials  


$50.78  $92.50 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


58160-
0815-
52 


10 pack - 
1 dose T-L 
syringes, 
No 
Needle 


$50.78  $92.50  


Hepatitis B [5] 
Pediatric/Adolescent 


Engerix B® 58160-
0820-
11  


10 pack - 
1 dose 
vials  


$10.93  $21.37  03/31/2014 GlaxoSmithKline 200-
2013-
54510 


58160-
0820-
52  


10 pack - 
1 dose T-L 
syringes, 
No 
Needle  


$10.93  $21.37 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Hepatitis B [5] 
Pediatric/Adolescent  


Recombivax 
HB® 


00006-
4981-
00 


10 pack - 
1 dose 
vials 


$11.00 $23.204 03/31/2014 Merck 200-
2013-
54509 


00006-
4093-
09 


6 pack - 1 
dose 
syringe 


$11.75 $23.95 


Hib [5] PedvaxHIB® 00006-
4897-
00 


10 pack - 
1 dose 
vials  


$12.18 $22.769 03/31/2014 Merck 200-
2013-
54509 


Hib [5] ActHIB® 49281-
0545-
05 


5 pack - 1 
dose vials 


$9.33 $26.21 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


HPV - Quadrivalent 
Human 
Papillomavirus Types 
6, 11, 16 and 18 
Recombinant [5] 


Gardasil® 00006-
4045-
41 


10 pack – 
1 dose 
vials 


$116.408 $135.453 03/31/2014 Merck 200-
2013-
54509 


HPV -Bivalent Human 
Papillomavirus Types 
16 and 18 [5] 


Cervarix®  58160-
0830-
52 


10 pack-1 
dose 
syringe, 
No 
Needle 


$100.85  $128.75  03/31/2014 GlaxoSmithKline 200-
2013-
54510 


Meningococcal 
Conjugate (Groups A, 
C, Y and W-135) [5] 


Menactra® 49281-
0589-
05 


5 pack - 1 
dose vial 


$82.12  $112.93 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


Meningococcal 
Conjugate (Groups A, 
C, Y and W-135) [5] 


Menveo® 46028-
0208-
01 


5 pack - 1 
dose vial  


$82.12 $110.72 03/31/2014 Novartis 200-
2013-
54511 


Measles, Mumps and 
Rubella (MMR) [1] 


M-M-R®II 00006-
4681-
00 


10 pack - 
1 dose 
vials 


$19.759 $54.066 03/31/2014 Merck 200-
2013-
54509 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


MMR/Varicella [2]  ProQuad® 00006-
4999-
00 


10 pack - 
1 dose 
vials 


$95.117 $144.615 03/31/2014 Merck 200-
2013-
54509 


Pneumococcal 
13-valent [5] 
(Pediatric) 


Prevnar 13 TM 00005-
1971-
02 


10 pack – 
1 dose 
syringes, 
No 
Needle  


$107.12  $128.16 03/31/2014 Pfizer 200-
2013-
54508 


Pneumococcal 
Polysaccharide (23 
Valent) 


Pneumovax®23 00006-
4943-
00 


10 pack - 
1 dose 
vials 


$39.51 $64.422 03/31/2014 Merck 200-
2013-
54509 


Rotavirus, Live, Oral, 
Pentavalent [5] 


RotaTeq® 00006-
4047-
41 


10 pack - 
1 dose 
2mL tubes 


$63.961 $75.203 03/31/2014 Merck 200-
2013-
54509 


00006-
4047-
20 


25 pack – 
1 dose 
2mL tubes 


$63.96 $75.203 


Rotavirus, Live, Oral, 
Oral [5] 


Rotarix® 58160-
0854-
52 


10 pack - 
1 dose 
vials 


$92.15 $106.57 03/31/2014 GlaxoSmithKline 200-
2013-
54510 


Tetanus & Diphtheria 
Toxoids [3] 


Tenivac® 
Effective Feb 1, 
2013 


49281-
0215-
15 


10 pack - 
1 dose 
syringes 
No 
Needle  


$17.57 $21.74 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


49281-
0215-
10 


10 pack – 
1 dose 
vials  


$17.57 $21.74 


Tetanus Toxoid, 
Reduced Diphtheria 
Toxoid and Acellular 
Pertussis [1] 


Boostrix® 58160-
0842-
11  


10 pack - 
1 dose 
vials 


$30.41 $37.55  03/31/2014 GlaxoSmithKline 200-
2013-
54510 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Tetanus Toxoid, 
Reduced Diphtheria 
Toxoid and Acellular 
Pertussis [1] 


Adacel® 49281-
0400-
10  


10 pack - 
1 dose 
vials  


$30.41 $41.06 03/31/2014 Sanofi Pasteur 200-
2013-
54507 


49281-
0400-
15  


5 pack - 1 
dose BD 
Leur-Lok 
syringes  


$30.41  $41.06 


Varicella [5] Varivax® 00006-
4827-
00 


10 pack - 
1 dose 
vials 


$75.36 $90.549 03/31/2014 Merck 200-
2013-
54509 


  


Adult Vaccine Price List 


Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Hepatitis A Adult 
[5] 


Havrix® 58160-
0826-
11 


10 pack - 1 
dose vials 


$21.59 $63.72 6/30/2013 GlaxoSmithKline 200-
2012-
51346 


58160-
0826-
52 


10 pack - 1 
dose T-L 
syringes, 
No Needle 


$21.59 $63.10 


Hepatitis A-Adult 
[5] 


Vaqta® 00006-
4096-
09 


6 pack – 1 
dose 
prefilled 
syringes 


$24.77 $65.03 6/30/2013 Merck 200-
2012-
51349 


00006-
4841-
41 


10 pack – 1 
dose vials 


$23.25 $61.988 


Hepatitis A- Twinrix® 58160- 10 pack - 1 $45.11 $92.50 6/30/2013 GlaxoSmithKline 200-
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Hepatitis B Adult 
[3] 


0815-
11 


dose vials 2012-
51346 


58160-
0815-
52 


10 pack - 1 
dose T-L 
syringes. 
No Needle 


$45.11 $92.50 


Hepatitis B-Adult 
[5] 


ENGERIX-B® 58160-
0821-
11 


10 pack - 1 
dose vials 


$24.67 $52.50 6/30/2013 GlaxoSmithKline 200-
2012-
51346 


58160-
0821-
52 


10 pack - 1 
dose T-L 
syringes, 
No Needle 


$26.19  $52.50 


Hepatitis B-Adult 
[5] 


Recombivax 
HB® 


00006-
4995-
41 


10 pack - 1 
dose vials 


$24.238 $59.093 6/30/2013 Merck 200-
2012-
51349 


00006-
4995-
00 


1 pack- 
single dose 
vial 


$24.24 $59.70 


00006-
4094-
09 


6 pack- 1 
dose 
syringe 


$26.19 $61.22 


HPV -Quadrivalent 
Human 
Papillomavirus 
Types 6, 11, 16 and 
18 Recombinant 
Adult [5] 


Gardasil® 00006-
4045-
41 


10 pack - 1 
dose vials  


$90.402 $135.453 6/30/2013 Merck 200-
2012-
51349 


HPV-Human 
Papillomavirus 
Bivalent Types 16 
and 18 [5] 


Cervarix® 58160-
0830-
52 


10 pack - 1 
dose T-L 
syringe, No 
Needle 


$77.60 $128.75 6/30/2013 GlaxoSmithKline 200-
2012-
51346 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Measles, Mumps, 
& Rubella-Adult [1] 


M-M-R®II 00006-
4681-
00 


10 pack - 1 
dose vials  


$37.171 $54.066 6/30/2013 Merck 200-
2012-
51349 


Pneumococcal 
Polysaccharide (23 
Valent) 


Pneumovax®23 00006-
4739-
00 


1 pack - 5 
dose vials 


$22.856 $63.47 6/30/2013 Merck 200-
2012-
51349 


00006-
4943-
00 


10 pack – 
single dose 
0.5 mL vials  


$25.649 $64.422 


Tetanus Toxoid, 
Reduced 
Diphtheria Toxoid 
and Acellular 
Pertussis [1] 


Boostrix® 58160-
0842-
11 


10 pack - 1 
dose vial 


$24.96 $37.55 6/30/2013 GlaxoSmithKline 200-
2012-
51346 


58160-
0842-
52 


10 pack - 1 
dose TL 
syringes, 
No Needle 


$24.96 $37.55 


Tetanus Toxoid, 
Reduced 
Diphtheria Toxoid 
and Acellular 
Pertussis [1] 


Adacel 49281-
0400-
10 


10 pack - 1 
dose vial 


$23.718 $41.06 6/30/2013 Sanofi 200-
2012-
51347 


49281-
0400-
15 


5 pack - 1 
dose 
syringe 


$24.012 $41.06 


Varicella-Adult [5] Varivax®  00006-
4827-
00 


10 pack - 1 
dose vials 


$60.883 $90.549 6/30/2013 Merck 200-
2012-
51349 


Zoster Vaccine Live Zostavax® 00006-
4963-
41 


10 pack - 1 
dose vial 


$114.244 $165.691 6/30/2013 Merck  200-
2012-
51349 


Tetanus and 
Diphtheria Toxoids 


  00006-
4133-
41 


10 pack - 1 
dose vial 


$13.108 $17.99 6/30/2013 Merck 200-
2012-
51349 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ 
Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Tetanus and 
Diphtheria Toxoids 


Tenivac 49281-
0215-
10 


10 pack - 1 
dose vial 


$13.386 $21.74 6/30/2013 Sanofi 200-
2012-
51347 


49281-
0215-
15 


10 pack - 1 
dose 
syringe 


$13.317 $21.74 


Meningococcal 
Conjugate [5] 


Menveo® 46028-
0208-
01 


5 pack - 1 
dose vial 


$68.022 $110.72 6/30/2013 Novartis 200-
2012-
51348 


Meningococcal 
Conjugate [5] 


Menactra 49281-
0589-
05 


5 pack - 1 
dose vial 


$72.494 $112.93 6/30/2013 Sanofi 200-
2012-
51347 


  


Pediatric Influenza Vaccine Price List 


Note: The table below reflects new contracts for the 2013-2014 Pediatric Flu. 


Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Influenza [5, 
6] 
(Age 6 
months and 
older) 


Fluzone® 49281-
0392-15 


10 dose vial $8.749 $10.69 2/21/2014 Sanofi Pasteur  200-
2013-
54015 


Influenza [5] 
(Age 6-35 
months) 


Fluzone® 
Pediatric dose  
No 
Preservative 


49281-
0113-25 


10 pack - 1 
dose syringe 


$12.227 $15.25 2/21/2014 Sanofi Pasteur  200-
2013-
54015 


Influenza [5] 
(Age 36 
months and 
older) 


Fluzone® 
No-
Preservative 


49281-
0013-50 


10 pack - 1 
dose syringe  


$10.53 $12.49 2/21/2014 Sanofi Pasteur 200-
2013-
54015 


49281- 10 pack – 1 $10.85 $13.075 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


0013-10 dose vial  


Influenza [5] 
(Age 36 
months and 
older) 


Fluarix® 
Preservative 
Free 


58160-
0880-52 


10 pack- 1 
dose  
TipLok syringe 


$9.25 $10.98 2/21/2014 GlaxoSmithKline 200-
2013-
54020 


Fluarix® 
Quadrivalent 
Preservative 
Free 


58160-
0900-52 


10 pack- 1 
dose  
TipLok syringe 


13.65 15.90 2/21/2014 GlaxoSmithKline 200-
2013-
54020 


Influenza [5, 
6] 
(Age 4 years 
and older) 


Fluvirin® 66521-
0116-10 


10 dose vial  $8.00 $13.25 2/21/2014 Novartis 200-
2013-
54019 


Fluvirin® 
Preservative 
Free 


66521-
0116-02 


10 pack -1 
dose syringe  


$9.00 $14.35 


Influenza [5] 
Live, 
Intranasal 
(Age 2-49 
years) 


FluMist® 
No 
Preservative 
Quadrivalent 


66019-
0300-10 


10 pack- 1 
dose sprayer 
(Intranasal) 


$17.30 $21.70 2/21/2014 MedImmune  200-
2013-
54017 


Influenza [5] 
(Age 9 years 
and older) 


Afluria® 
No 
Preservative 


33332-
0013-01 


10 pack-1 dose  
syringe  


$9.00 $11.00 2/21/2014 Merck 
(CSL product) 


200-
2013-
54016 


Influenza [5, 
6] 
(Age 9 years 
and older) 


Afluria®  33332-
0113-10 


10 dose vials-1 
pack 


$8.25 $10.25 2/21/2014 Merck 
(CSL product) 


200-
2013-
54016 


 


Adult Influenza Vaccine Price List 


Note: The table below reflects new contracts for the 2013-2014 Adult Flu. 


Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ Dose 


Contract 
End Date 


Manufacturer Contract 
Number 
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


Influenza [5, 
6] 
(Age 6 
months and 
older) 


Fluzone® 49281-
0392-15 


10 dose vial $8.153 $10.69 2/21/2014 Sanofi Pasteur  200-2013-
54009 


Influenza 
[5] 
(Age 18 - 64 
years) 


Fluzone® 49281-
0707-55 


10 pack - 1 
dose syringe 


$12.644 $16.72 2/21/2014 Sanofi Pasteur  200-2013-
54009 


Influenza 
[5] 
(Age 36 
months and 
older) 


Fluzone® 
No Preservative 


49281-
0013-50 


10 pack - 1 
dose syringe 


$9.494 $12.49 2/21/2014 Sanofi Pasteur  200-2013-
54009 


49281-
0013-10 


10 pack - 1 
dose vial 


$9.93 $13.075 


Influenza 
[5] 
(Age 18 
years and 
older) 


Flucelvax® 
Preservative Free 
Antibiotic free 


63851-
0612-01 


10 pack - 1 
dose syringe 


$9.50 $18.25 2/21/2014 Novartis 200-2013-
54011 


Influenza [5, 
6] 
(Age 4 years 
and older) 


Fluvirin® 66521-
0116-10 


10 dose vial $6.75 $13.25 2/21/2014 Novartis 200-2013-
54011 


Influenza 
[5] 
(Age 4 years 
and older) 


Fluvirin® 
Preservative Free 


66521-
0116-02 


10 pack -1 
dose syringe 


$7.75 $14.35 2/21/2014 Novartis 200-2013-
54011 


Influenza [5, 
6] 
(Age 18 
years and 
older) 


FluLaval® 19515-
0890-07 


10 dose vial $5.89 $9.50 2/21/2014 GlaxoSmithKline 200-2013-
54008 


Influenza 
[5] 


Fluarix® 
Preservative Free 


58160-
0880-52 


10 pack - 1 
dose syringe 


$8.08 $10.98 2/21/2014 GlaxoSmithKline 200-2013-
54008 



http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f6

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f6

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f6

http://www.cdc.gov/vaccines/programs/vfc/awardees/vaccine-management/price-list/index.html#f5
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Vaccine Brandname/ 
Tradename 


NDC Packaging CDC 
Cost/ 
Dose 


Private 
Sector 
Cost/ Dose 


Contract 
End Date 


Manufacturer Contract 
Number 


(Age 36 
months and 
older) 


Fluarix® 
Quadrivalent 
Preservative Free 


58160-
0900-52 


10 pack - 1 
dose syringe 


12.03 15.90 2/21/2014 GlaxoSmithKline 200-2013-
54008 


Influenza 
[5] 
(Age 9 years 
and older) 


Afluria® 
No Preservative 


33332-
0013-01 


10 pack-1 
dose  
syringe  


$8.13 $11.00 2/21/2014 Merck 
(CSL product) 


200-2013-
54010 


Influenza [5, 
6] 
(Age 9 years 
and older) 


Afluria® 33332-
0113-10 


10 dose 
vials-1 pack 


$7.819 $10.25 2/21/2014 Merck 
(CSL product) 


200-2013-
54010 


 


Footnotes 


 


1. Vaccine cost includes $2.25 dose Federal Excise Tax 


2. Vaccine cost includes $3.00 per dose Federal Excise Tax 


3. Vaccine cost includes $1.50 per dose Federal Excise Tax 


4. Vaccine cost includes $3.75 per dose Federal Excise Tax 


5. Vaccine cost includes $0.75 per dose Federal Excise Tax 


6. Vaccines which contain Thimerosal as a preservative 


 


Wisconsin Department of Health Services  
Division of Public Health 
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Effective January 1, 2013 
 


State Regional Maximum Charge 
Alabama   $19.79  
Alaska   $27.44  
Arizona   $21.33  
Arkansas   $19.54  
California   $26.03  
Colorado   $21.68  


Connecticut   $23.41  
Delaware   $22.07  


District of Columbia   $24.48  
Florida   $24.01  
Georgia   $21.93  
Guam   $23.11  
Hawaii   $23.11  
Idaho   $20.13  


Illinois   $23.87  
Indiana   $20.32  
Iowa   $19.68  


Kansas   $20.26  
Kentucky   $19.93  
Louisiana   $21.30  


Maine   $21.58  
Maryland   $23.28  


Massachusetts   $23.29  
Michigan   $23.03  
Minnesota   $21.22  
Mississippi   $19.79  
Missouri   $21.53  
Montana   $21.32  
Nebraska   $19.82  
Nevada   $22.57  
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State Regional Maximum Charge 
New Hampshire   $22.02  


New Jersey   $24.23  
New Mexico   $20.80  
New York   $25.10  


North Carolina   $20.45  
North Dakota   $20.99  


Ohio   $21.25  
Oklahoma   $19.58  


Oregon   $21.96  
Pennsylvania   $23.14  
Puerto Rico   $16.80  


Rhode Island   $22.69  
South Carolina   $20.16  
South Dakota   $20.73  


Tennessee   $20.00  
Texas   $22.06  
Utah   $20.72  


Vermont   $21.22  
Virginia   $21.24  


Virgin Islands   $21.81  
Washington   $23.44  


West Virginia   $19.85  
Wisconsin   $20.83  
Wyoming   $21.72  


 
 


Source: Federal Register / CMS-2370-F; Filed: 11/01/12 at 4:15pm 
http://www.ofr.gov/(X(1)S(vdijng5i5pzbj5qghhgax2ld))/OFRUpload/OFRData/2012-26507_PI.pdf  


 


2014 table should be published around November 01, 2013 


Wisconsin Department of Health Services  
Division of Public Health 
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General Information 


Keep this page for reference.  
  


You must pay your discounted Sliding Fee Scale amount for each office visit, lab service, immunization, or 
injection at the time of service in order to continue the Sliding Fee Scale Program.   


 


Sliding Fee Scale ‐ Payment is due at time of service  
  


Sliding Fee Scale  Immunizations*  Injection Administration  Fee**  


B  $10 + Cost of Vaccine $10  


C  $14.51 + Cost of Vaccine $20  


D  $14.51 + Cost of Vaccine $30  


E  $14.51 + Cost of Vaccine $40  


  
*Immunizations: Any patient receiving privately supplied vaccines must pay the full cost of the vaccine prior 
to receiving the vaccination.  No credit will be extended for the cost of vaccines.  The above costs reflect the 
immunization being given at a nurse visit. 


**Injection/Administration fee: A discount will be applied to the injection/administration fee based on the 
patient’s level on the sliding fee scale.  


 
Sliding Fee Scale Application Instructions 


 
1. Please fill out the Sliding Fee Scale application in full.  For the application to be complete, you must provide 


supporting proof of income documentation or initial that you receive no income at all. Make copies of your 
proof of income and either attach to or have them accompany the Sliding Fee Scale Application (last page).   


2. When filling out the Sliding Fee Scale application you must:  


a. Print a copy of the application.  


b. Fill in the number of people in your household.     


c. Put your name on the first line and write “Applicant” under ‘Relation to Applicant’.    


d. List types of income you receive.  
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e. Write in the name of each additional member of your household, their Date of Birth, relation to 
you, and type of income they receive.  


f. If you need help determining which type of income to list, refer to the choices on the “Income 
Status  


Documentation required” section of the form.  


g. If you or any members of your household are employed bi‐weekly, you would need to provide 
copies of two of your most recent paycheck stubs as it states in the “Income Status Documentation 
Required”.   


h. If you or any other member of your household receive no income at all, write “No Income” in the 
“Type of Income” to the right of that household members name and initial below “Income Status  
Documentation Required” either one or both of the lines stating that you and/or the household 
member receive no income at all (under oath).   


i. Print, sign and date the application 


 


3. Send the completed application and copies of supporting proof of income to your primary care physician’s 
office via mail or submit the completed application along with documentation in person to the XYZ health 
department prior to your first visit. 


 


4. If you sent your application via mail or dropped it off at one of our locations in person, please wait 48 hours 
before contacting us to verify eligibility status. If you are deemed eligible, we will have your Sliding Fee 
Scale card waiting at your first or next visit.     
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Sliding Fee Scale Application  
Return this page.  


  
HOUSEHOLD SIZE and INCOME FOR EACH HOUSEHOLD MEMBER  


Your sliding fee scale is based on TOTAL household income and size # 
Of People in Household   _________  


Name  Date of Birth  Relation to Applicant  Type of Income (from below)  


        


        


        


        


        


        


        


        
  


INCOME STATUS DOCUMENTATION REQUIRED  
I (applicant) hereby declare that I will provide required documentation within 48 hours of office visit or my bill will be 
submitted as “Self Pay” which means I (applicant) will be responsible to pay the entire bill instead of receiving the 
customary sliding fee scale discount and/or office co‐pay. (please initial)___________  
  


EMPLOYED               
Weekly – Three consecutive pay stubs     Bi‐Weekly 
– Two consecutive pay stubs      


SELF EMPLOYED  
Self Employed – Most recent Federal tax return with 
supporting schedules  


Business Income – Most recent Federal Business and personal 
tax returns  


UNEMPLOYED                
Unemployment claim determination letter  
RETIREMENT  
Social Security checks or bank statements showing direct 
deposits, official documents showing private pension, 


INTEREST/DIVIDENDS            
Bank and/or investment account statements  
ALIMONY/CHILD SUPPORT  
Legal documents showing amounts ordered to be 
paid for support and/or alimony    


DISABILITY               
Social Security disability checks or bank statements 
showing direct deposit, private long or short term 
disability insurance checks  


OTHER  
Any other form of income not stated above    
  
NO INCOME IS RECEIVED* **  
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annuities, or individual retirement accounts  No income is received from any source  


  
*I (applicant) hereby declare that I do not receive any income from any source. (please initial) __________  
  
**I (applicant) hereby declare that each member of my household listed as “no income is received” does not receive any 
income from any source. (please initial) __________       
  
I certify that the information (total household income and total household size) and all supporting documentation I have 
given is complete and accurate to the best of my knowledge.  
  
NAME: ________________________________ SIGNATURE: _______________________________  DATE:  ___________  


Wisconsin Department of Health Services  
Division of Public Health 


  P- 00536-Appendix40 (Rev 09/13) 
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


G0008 Admin influenza virus vac  $     20.00   $      11.75   $      15.00   $      15.00   $      13.75   $      12.00   $                -     $             14.00   $              15.00   $              16.00   $            12.50  


G0009 Admin pneumococcal vaccine  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


G0010 Admin hepatitis b vaccine  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90281 Human ig im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90283 Human ig iv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90284 Human ig sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90287 Botulinum antitoxin  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90288 Botulism ig iv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90291 Cmv ig iv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90296 Diphtheria antitoxin  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90371 Hep b ig im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90375 Rabies ig im/sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90376 Rabies ig heat treated  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90378 Rsv mab im 50mg  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90384 Rh ig full-dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90385 Rh ig minidose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90386 Rh ig iv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90389 Tetanus ig im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90393 Vaccina ig im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90396 Varicella-zoster ig im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90399 Immune globulin  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90460 Im admin 1st/only component  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90461 Im admin each addl component  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90471 Immunization admin  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90472 Immunization admin each add  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90473 Immune admin oral/nasal  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


90474 Immune admin oral/nasal addl  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90476 Adenovirus vaccine type 4  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90477 Adenovirus vaccine type 7  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90581 Anthrax vaccine sc or im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90585 Bcg vaccine percut  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90586 Bcg vaccine intravesical  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90632 Hep a vaccine adult im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90633 Hep a vacc ped/adol 2 dose  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90634 Hep a vacc ped/adol 3 dose  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90636 Hep a/hep b vacc adult im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90644 Meningoccl hib vac 4 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90645 Hib vaccine hboc im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90646 Hib vaccine prp-d im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90647 Hib vaccine prp-omp im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90648 Hib vaccine prp-t im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90649 Hpv vaccine 4 valent im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90650 Hpv vaccine 2 valent im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90653 Flu vaccine adjuvant im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90654 Flu vaccine no preserv id  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90655 Flu vac no prsv 3 val 6-35 m  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90656 Flu vaccine no preserv 3 & >  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90657 Flu vaccine 3 yrs im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90658 Flu vaccine 3 yrs & > im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90660 Flu vaccine nasal  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90661 Flu vacc cell cult prsv free  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90662 Flu vacc prsv free inc antig  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


90664 Flu vacc pandemic intranasal  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90666 Flu vac pandem prsrv free im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90667 Flu vac pandemic adjuvant im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90668 Flu vac pandemic splt im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90669 Pneumococcal vacc 7 val im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90670 Pneumococcal vacc 13 val im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90672 Flu vaccine 4 valent nasal  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90675 Rabies vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90676 Rabies vaccine id  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90680 Rotovirus vacc 3 dose oral  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90681 Rotavirus vacc 2 dose oral  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90685 Flu vac no prsv 4 val 6-35 m  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90686 Flu vac no prsv 4 val 3 yrs+  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90687 Flu vaccine 4 val 6-35 mo im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90688 Flu vacc 4 val 3 yrs plus im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90690 Typhoid vaccine oral  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90691 Typhoid vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90692 Typhoid vaccine h-p sc/id  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90693 Typhoid vaccine akd sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90696 Dtap-ipv vacc 4-6 yr im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90698 Dtap-hib-ip vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90700 Dtap vaccine < 7 yrs im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90702 Dt vaccine < 7 yrs im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90703 Tetanus vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90704 Mumps vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90705 Measles vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


90706 Rubella vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90707 Mmr vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90708 Measles-rubella vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90710 Mmrv vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90712 Oral poliovirus vaccine  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90713 Poliovirus ipv sc/im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90714 Td vaccine no prsrv 7/> im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90715 Tdap vaccine 7 yrs/> im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90716 Chicken pox vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90717 Yellow fever vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90719 Diphtheria vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90720 Dtp/hib vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90721 Dtap/hib vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90723 Dtap-hep b-ipv vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90725 Cholera vaccine injectable  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90727 Plague vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90732 Pneumococcal vaccine  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90733 Meningococcal vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90734 Meningococcal vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90735 Encephalitis vaccine sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90736 Zoster vacc sc  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90738 Inactivated je vacc im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90739 Hep b vacc adult 2 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90740 Hepb vacc ill pat 3 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90743 Hep b vacc adol 2 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90744 Hepb vacc ped/adol 3 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


90746 Hep b vacc adult 3 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90747 Hepb vacc ill pat 4 dose im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90748 Hep b/hib vaccine im  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


90749 Vaccine toxoid  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99201 Office/outpatient visit new  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99202 Office/outpatient visit new  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99203 Office/outpatient visit new  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99204 Office/outpatient visit new  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99205 Office/outpatient visit new  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99211 Office/outpatient visit est  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99212 Office/outpatient visit est  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99213 Office/outpatient visit est  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99214 Office/outpatient visit est  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99215 Office/outpatient visit est  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99241 Office consultation  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99242 Office consultation  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99243 Office consultation  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99244 Office consultation  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99245 Office consultation  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99381 Init pm e/m new pat infant  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99382 Init pm e/m new pat 1-4 yrs  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99383 Prev visit new age 5-11  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99384 Prev visit new age 12-17  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99385 Prev visit new age 18-39  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99386 Prev visit new age 40-64  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99387 Init pm e/m new pat 65+ yrs  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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   Reimbusement/Payer  


 
Proc Code DESCRIPTION  Charge   Payer 1   Payer 2   Payer 3   Payer 4   Payer 5   Medicaid   Mcare Adv   Medicare B   Medicare D   Average All 


Payers  


99391 Per pm reeval est pat infant  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99392 Prev visit est age 1-4  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99393 Prev visit est age 5-11  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99394 Prev visit est age 12-17  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99395 Prev visit est age 18-39  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99396 Prev visit est age 40-64  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99397 Per pm reeval est pat 65+ yr  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99401 Preventive counseling indiv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99402 Preventive counseling indiv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99403 Preventive counseling indiv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    


99404 Preventive counseling indiv  $           -     $           -     $           -     $           -     $           -     $           -     $                -     $                  -     $                    -     $                    -     $                  -    
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EHR (Electronic Health Records)Vendor Pricing Template 
Presented By: The National Learning Consortium (NLC) 


Developed By: Health Information Technology Research Center (HITRC)                                                                                   
  Vendor Selection and Management Community of Practice 


Version: 1.0 
Date: October 21, 2011 


 Description:  The Vendor Pricing Template focuses on defining line item costs used in electronic health record 
(EHR) software purchase, implementation, training and support for both vendor licensing models 
and vendor SAAS models so RECs/practices can produce a cost comparison between candidate 
vendors. 


    
The National Learning Consortium (NLC) is a virtual and evolving body of knowledge and tools designed to support 
healthcare providers and health IT professionals working towards the implementation, adoption and meaningful use 


of certified EHR systems.   
 


The NLC represents the collective EHR implementation experiences and knowledge gained directly from the field of 
ONC’s outreach programs (REC, Beacon, State HIE) and through the Health Information Technology Research 


Center (HITRC) Communities of Practice (CoPs). 
 


The following resource is a tool used in the field today and recommended by “boots-on-the-ground” professionals 
for use by others who have made the commitment to implement or upgrade to certified EHR systems.  


 
Instructions: Ask the vendor you are evaluating to fill out $$$ values in each of the cells in the 
appropriate row. If vendor does not have a price for a particular item, then just leave a $0 for calculation 
purposes.  
In terms of implementation and training costs for the main EHR/PM, there are two scenarios: 


1. Fixed fee for a specific number of providers. We display 1,5,10 provider levels as a base to work 
from. A practice needs to substitute the actual number of providers for the particular practice. 


2. Hourly rate which then can be used in a calculation based on # of hours specified for the 
particular practice. 


Descriptions: 
* Licensing Model - There is a one-time licensing purchase fee paid up front for  perpetual use of the 
software.  
** SAAS Model - EHR/PM system is hosted at 3rd party location with both use of the software and 
hosting charged as a monthly fee per provider 
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Expense Category Vendor 1 Vendor 2 Vendor 3 
Provider/Month  $            -     $            -     $            -    
Portal Activation Fee  $            -     $            -     $            -    
Portal/Provider/ Month  $            -     $            -     $            -    
Portal Implementation/ Practice  $            -     $            -     $            -    
Portal Training/Practice  $            -     $            -     $            -    
Mobile Phone Fee/Month   $            -     $            -     $            -    
Meaningful Use Analytics Dash Board  $            -     $            -     $            -    
Provider Implementation   $            -     $            -     $            -    
Provider Training/Practice   $            -     $            -     $            -    
Implementation/Hourly Rate  $            -     $            -     $            -    
# of Implementation Hours  $            -     $            -     $            -    
Training/Hourly Rate  $            -     $            -     $            -    
# of Training Hours 


   Lab Interface Fee  $            -     $            -     $            -    
Lab Interface Implementation  $            -     $            -     $            -    
Lab Interface Training  $            -     $            -     $            -    
HIE Connection Fee  $            -     $            -     $            -    
HIE Connection Implementation  $            -     $            -     $            -    
HIE Connection Training  $            -     $            -     $            -    
State Immunization Registry Fee  $            -     $            -     $            -    
State Immunization Registry Implementation  $            -     $            -     $            -    
State Immunization Registry Training  $            -     $            -     $            -    
Other Interface Fees  $            -     $            -     $            -    
Other Interface Implementation  $            -     $            -     $            -    
Other Interface Registry Training  $            -     $            -     $            -    
Patient Ed DB/Provider/Month  $            -     $            -     $            -    
e-Prescribing/Month  $            -     $            -     $            -    
Drug DB/Provider/Month  $            -     $            -     $            -    
Coding DB/Provider/Month  $            -     $            -     $            -    
Support and Maintenance    $            -     $            -     $            -    
Total Implementation Fees for All Listed Components  $            -     $            -     $            -    
Total Training Fees for All Listed Components  $            -     $            -     $            -    
  


   Notes 


   Note 1 - Implementation hours and number of training days needed varies 
by practice and should be discussed with the vendor 


   Note 2 - Prices reflected are Base fees only; additional fees for other 
required and optional features may apply 


 


 


 
Note 3 - Training is On-Site (O) or Remote ®? 


   Note 4 – Additional Comments 
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