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Mental Health Services

This guide is designed for the following AMH-licensed
residential providers:

— Adult Foster Home (AFH)
— Residential Treatment Facility (RTF)
— Residential Treatment Home (RTH)

— Secure Residential Treatment Facility (SRTF)

calth
Authority



Step one

VIEW PLAN OF CARE




Providers Page POC menu,

Home Contact Us Directory Search Clients Account Claims Eligibility Tr Clle SearCh MPDC Help
home demographic maintenance drug search enrollment enrollmeémrrracrmgsearomr—nnrs benefits an

Search
client pmpm history client pmpm attestation

¥

Security Information
Warning: Use of this network is restricted to authorized users only and must comply with Oregon Health Authority privacy and
security policies. User activity may be monitored andfor recorded. Anyone using this network expressly consents to such

monitoring and for recording. BE ADVISED: if possible criminal activity is detected, these records, along with certain personal
information, may be provided to law enforcement officials.

Security incidents should be directed to the Security Incident Response Team at (503) 945-6312.

All other issues, including Password Resets, should be directed to Provider Services at (300) 336-6016.
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POC Search

POC Search

From Date To Date
Client ID
: There should be :
: a POC for every :
: client residing in :
: the home/facility :

“EssEEsEEEEEEEEEEEEEEEEEEE H

* To see a list of all POCs
for your provider ID, do
not enter search criteria

1. Enter search
criteria*

2. Click search
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Search Results Search results

display below
From Date To Date search screen

(2]

Client Hame Service Mod1l Mod2 HMod2 Mod4 Effective Date End Date Balance Units Balance Dollars Status

MICHAEL BMHFAM  Adult foster care per month  HK 10/01/2015 03/31/2016 & $4,791.00 Active
MICHAEL BMHFAM  Adult foster care per month  HEK i0/01/2014 12/31/2014 3 $4,2938.00 Closed
MICHAEL BMHF&M  Adult foster care per month  HE 01/01/2015 06/30/2015 & $4,414.05 Closed

Click on a row to
view the POC*

* If there is only one POC, it will display automatically ‘ ‘ ealth
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POC View POC details

display below |7

POC Search
From Date To Date search results
Client ID —-ach |
Search Results
Client Hame Service Modl Mod2 ModZ2 Mod4 Effective Date End Date Balance Units Balance Dollars  Status
MICHAEL BMHFAM  Adult foster care per month  HK 10/01/2015 03/31/2016 & $4,791.00 Active
MICHAEL BMHFAM Adult foster care per month  HK 10/01/2014 12/31/2014 3 $4,298.00 Closed
MICHAEL BMHFAM  Adult foster care per month  HK 01/01/2015 06/30/2015 & $4,414.05 Closed
Detail ﬂ
Service Auth Number 1524400001 Service Code Type SPC Units 1
Referring Provider ID 500500005 Service Code 55141 Unit Qualifier SERVICE
Referring Provider Name MARION COUNTY HEALTH DEP Procedure ice Description Adult foster care per m Frequency MONTHLY
Rendering Provider ID 506675926 odifier 1 HK Dollars 34,791.00
- code and .
Rendering Provider Name TRAINING33 mOdiﬁer Modifier 2 Payment Method Pay Unit Fee Price
Client ID MJI301GSD Modifier 3 Status ACTIVE
Client Name MICHAEL BMHFAM Modifier 4 Notice Date
Benefit Plan State Medicaid Mental Health Services Effective Date 10/01/2015 Appeal Indicator N

Used Units 0
Used Dollars 30.00
Balance Units 6

End Date 03/31/2016

EEEEEEENEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEEER Close Reason

Information submitted on your
claim must match information
approved on the POC

ce Dollars %4,791.00

Dates approved on this POC; if nearing the
end date, work with the referring provider to
submit a new plan of care request
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Step two

SUBMIT YOUR CLAIM




. Claims menu,
Providers Pag € /| click Professional

Home Contact Us Directory Search Clients Account Claims Eligibility Trade Files Pri
home demographic maintenance drug search
client pmpm history client pmpm attestation

Authorization POC Help

Search cking/search links benefits and hsc inquiry ehr incentive

Dental

Institutional
Pharmacy

Professional

ion B
Warning: Use of this network is restricted to aul Roster Billing st comply with Oregon Health Authority privacy and

security policies. User activity may be monitored and/ or recorded. Anyone using this network expressly consents to such
monitoring and/or recording. BE ADVISED: if possible criminal activity is detected, these records, along with certain personal
information, may be provided to law enforcement officials.

»

Security incidents should be directed to the Security Incident Response Team at (503) 945-6812.

All other issues, including Password Resets, should be directed to Provider Services at (800) 236-6016.
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Professi

onal Claim Form
1

Professional Claim

Sections;

1.
Claim
(header)

2. Diagnosis
3. TPL: Third

4. Medicare

5. Detall

7. Claim Stat

Professional

Party Liabilit

Information

6. Hard-Copy
Attachments

Information

Billing Informati Service Information
1N
Provider ID 1891792313 NP1
Client 1D* [ Saarch |
Last Name Accident Related To
First Name, MT Charges
Date of Birth Total Charges
Palient Account # TPL Amount
Referring Phys e ki
Insurance Denled |~ CoPay Amount

Diagnosis

% o rows found ***

Sequence
Present on Admission

— e
Select row above to update.
Last Name Plan Name
First Name, M1 Plan 1D
Date of Birth Adjustment Reason Code
Relationship | Adjustment Group Code |
Policy Number Adjustment Amount

Medicare Information
s Paid Arsourt

s0.00 s0.00 s0.00 0.00
Select row above to update
Coinsurance Amount

Deductible Amount.

Medicare Paid Date

<

Item Procsdura Units Charges Status _Allowsd Amount

$0.00

$0.00

* Mental health providers only
/| fill out sections 1, 2 and 5

Type data below for new record.

=52 lia rows found +++

us

Control Number

Transmission |
Report Type |
Description

Claim Status Information

10

Claim Status Mot Submitted yet

Ttem i Emergency [No -
From DOS* Pregnancy
To DOS* EPSDT Ref |None
Units* o EPSDT Family Planning |~
Units Qualifier [ < Allowed Amount
Charges* $0.00 CoPay Amount
Rendering Physician [ Search ]
Taxonomy
Zip+4 Adjustment Reason Code
Status
Diagnosis Code Pointer Adjustment Amount
Modifiers. [ Search ] [ Search 1 Medicare Paid Date
[ Search | [ search ] Deductible Amount
pos* [ Search] Coinsurance Amount
Procedure® { Search ] Medicare Paid Amount
NDC Medicare Psych Amount
NDC UOM | -
NDC Quantity o
Tol Amount $0.00
Plan Payment
Amount
Hard-Copy Attacl s

$0.00

[ Search ]

Select row above to update -or- click Add button below

$0.00.
$0.00
$0.00
$0.00
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Professional Claim (Header) |Rrequiredfields:
Professional Claim 1. C“ent ID (7] 2]
Billing Information Mailbox and Filename
- Mailbox # 2. Referring
Provider ID 506675926 MCD File Name Ph SiCian
1] Client ID* M1301GED [ Search ] Service Information y
3 From Date* 10/01/2015 3 From Date
To Date* 10/31/2015
Expected Delivery Date and TO Date
Medical Record Number
Last Name EMHFAM Accident Related To j
First Name, MI MICHAEL Charges
Date of Birth 05/01/1980 Total Charges %£0.00
Patient Account # TPL Amount £0.00
2 Referring Phys 500500005 [ Search ] Plan pi';;:;ﬁﬁ:
Insurance Denied ’—L| CoPay Amount £0.00 If your client has an offset

11

Enter the referring
provider’s Medicaid ID;
this is usually the county
mental health provider

(client liability), enter it in
the TPL Amount field
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Diagnosis

2 Sequence®* 1 3Diagnosis* F2E50
Present on Admission Description Schizoa

CD Version 10

Diagnosis

Type data below for new r
[ Search ]
tive disorder, bipolar type

For each diagnosis:

1. Click add =

2. Enter sequence

3. Enter diagnosis

| e | e |

Seqguence:

1 for first;

2 for second;
3 for third; etc.

12

N

Enter diagnosis code
without the decimal

Health



Detalil Required fields:
AFH = 1 unit/month
RTF/RTH/SRTE = 1 uni 1. '(:J"tm DfOS
. ale O
Item 1 Emergency |MNo - .
ﬂ From DOS* 10/01/2015 nancy | | SEfVlce)
To DOS* 10/31/2015 Total charges; |sor Ref [none -
3Unit5* 1.00 do not deduct lanning - 2. To DOS
Units Qualifier | / offset amount Amount $0.00 c
4Charges* £4,791.00 Amount £0.00 3 Unlts
Rendering Physician [ Search ]
Taxonomy 4. Charges
Zip+4 Adjustment Reason Code [ Search ] - 5
o : 5. Diagnosis
Diagnosis Code Pointer 1 Adjustment Amount COde PO| nter
Maodifiers HK [ Search ] [ Search ] Medicare Paid Date
[ Search ] [ Search ] Deductible Amount $0.00 6. Modifiers
7P05* 12 Search ] Coinsurance Amount £0.00
8 Procedure* S5i41 Medicare Paid Amount $0.00 7. POS (p|ace of
NDC Medicare Psych Amount £0.00 .
NDC UOM | | SerV|CG)
NDC Quantity 0
1ol Amount s0.00 8. Procedure
Plan Payment POS codes:
Amount 12 = home (AFH) ‘
56 = psychiatric residential treatment center —

(RTF/RTH/SRTF) ]_[e—alth



Procedure Codes and Modifiers

Provider Modifier(s) Additional
information

S5141 HK
Pers/cr)]nzl.l-t i Adult Foster Home HW added for clients
care/mnapiiitation - HK & HW approved for the HCBD
services, per mon 1915(i) plan
T1020 Residential Treatment HK
Personal care Home
services, per diem Secure Residential

Treatment Home or HK and TG

Facility

Residential Treatment

=l HK and HE
T1020 HW added for clients
Home-based and Residential Treatment HK and HW approved for the HCBD

behavioral habilitation Facility or Home 1915(i) plan

services, per diem

14
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Claim Status Information |Notsubmitted yet

Claim Status Information
Claim Status Mot Submitted yet

15

e Submit

claim; provider may

e Cancel
Submits the :
claim for Clears changes
processing made during
this session
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Claim Status PAID

Claim Status Information
Claim Status PAID

Claim ICN 2214223000004

Paid Date
Allowed Amount $2,850.00

PAID claim; provider may

e Cancel
o Adjust
 Void

Copy claim

HIPAA Adjustment Reasons

Detail Number HIPAA Adjustment Reason Code HIPAA Adjustment Reason Description
0 223

1 204 This service/eguipment/drug i

Clears changes made
during this session

Adjustment code for mandated federal, state or local Iaw/.regulation that is not already covered by ancther code and is mandated before a new code can be created.

made during
session

Adjusts the existing
claim with changes

this

Coversheet for supporting documentation

Duplicates the

Cancels the
existing claim;
previous payments
will be recouped

existing claim;
status will change
back to Not
Submitted Yet
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CI al m Statu S DEN I ED DENIED claim; provider may

e Re-submit

Claim Status Information

o
Claim Status DEMNIED Cancel
Claim ICN 2214223000002
Denied Date 058/11/2014
Allowed Amount $0.00
HIPAA Adjustment Reasons
Detail Number HIPAA Adjustment Reason Code HIPAA Adjustment Reason Description
1 45 Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement. (Use Group Codes PR or CO depending upon liability).
1 B7 Thiz provider was not certified/eligible to be paid for this procedure/zervice on this date of service.
1 B7 This provider was not certified/eligible to be paid for this procedure/service on this date of =ervice.
1 B7 This provider was not certified/eligible to be paid for this procedure/service on this date of service.
"" ...
* L4
“ -
" L4
* &
- - ‘0 .i
Submits a new claim :
- ” L4
with changes made |
- - - Ld
during this session
&

Clears changes made
during this session

*Claim status SUSPENDED: In some cases, a claim may suspend for
internal review when our system is unable to determine if a claim
should pay or deny. Providers may take no action on suspended

claims. Claims are given a PAID or DENIED status after internal
review. This process should never take longer than two weeks. ea t
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Do You Need Further Assistance?

Provider Services Unit

800-336-6016
dmap.providerservices@state.or.us

Medicaid Provider Training

Medicaid.Provider-Training@state.or.us
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