Vaccine Reimbursement Training

Presented by Holly Oldham

Email: vaccine.reimbursement@umassmed.edu

August 2011

Phone: (800) 890-2986

Center for
Health Care
Financing

UMAss A Commonwealth Medicine
SCHOOL Center of Distinction

7




Agenda

 Introduction to the Center for Health Care Financing
(CHCF)

 2011-2012 Reimbursement Initiative

 Billing Process

« Covered Services

e |nsurance Form

 Clinic Preparation Tips

« Contract and UMW-9 Process

» Medicare Roster Billing

« Contact Information UMASS MEDICAL SCHOOL | COMMONWEALTH MEDICINE

CENTER FOR HEALTH CARE FINANCING
- 2



Who Is CHCFE?

 CHCEF is part of the University of Massachusetts
Medical School (UMMS)

 CHCF researches and provides an array of
revenue, savings, and billing initiatives to state
agencies, cities, and towns across the
Commonwealth

« CHCF and DPH are working together as state
agencies to manage public clinic reimbursement
functions including seasonal influenza billing
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2011-2012 Reimbursement Initiative

 CHCF is working with both traditional and
Medicare Advantage health plans to provide
reimbursement for vaccine services provided
In public clinics

* The goal of this initiative is to increase
access to the seasonal influenza and

oneumococcal vaccine in public clinics while

oroviding financial support to the public
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Billing Process

« For afee, CHCF will electronically bill the participating health care plans

« Cities and towns will be able to bill contracted health plans for the:
— Administration of the influenza vaccine to individuals ages 6 months and older
— Cost of privately purchased influenza vaccine administered to individuals ages19 and

older
— Administration of the pneumococcal vaccine to Medicare Advantage members

» CHCF will distribute payments from private health plans to public

providers during state fiscal year 2012
Submit Sends data after
Insurance Form Insurance Form entry

Sends payments Send payment explanation
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Covered Vaccine Services —

Commercial Health Plans

Blue Cross 6 months + 19years+ |19years+ |Not Covered
Tufts 6 months + 19years+ |19years+  [19years+
Fallon 6 months + 19years+ |19years+ |TBD

Harvard Pilgrim 6 months + 19years+ |19years+ |Not Covered
BMC Healthnet Plan 6 months + 19years+ |19years+ |Not Covered
Health New Englan 6 months + 19years+ |19years+ |TBD

Unicare 6 months + 19years+ |[19years+ |TBD
Neighborhood Health Plaf6 months + 19years+ |[19years+ |TBD

*We are still in contract negotiations with some of the health plans. This

chart will be updated and distributed before September 1, 2011
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Covered Vaccine Services —
Medicare Advantage Plans

Blue Cross Covered Covered | NotCovered| Not Covereo
Tufts Covereo Coverea | NotCovered| NotCoverec
Fallon Coverec Covered | Not Covered| Not Covered
Senior Whole Health Coverec Covered | Not Covered| Not Covered
Health New England Coverec Covered | Not Covered| Not Coverec

*We are still in contract negotiations with some of the health plans. This
chart will be updated and distributed before September 1, 2011 _UMASS MEDICAL SCHOOL | COMMONWEALTH MEDICINE
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Sample Insurance Information Form

Top Half

Record information
about the individual
to receive vaccine
here

Remember to
include any Prefix
or Suffix with the
insurance 1D
number. Do not
record any
prescription 1D
numbers

Only fill out if
insurance
subscriber is not
the individual

receiving vaccine

Signature of
individual to be
vaccinated

[Information about the person to receive vaccine (please print): “Required Fields

Mame: (Last, First, MIy* Ciate of birth: * Age® Sex (Circle)®
Male Female
Month  Day  Year
Street Address”
City” State: * Zip*® Phone:®
[ ]
Insurance Information: [ncluds the whole member (D number and any letters that are oart of that numbe

Mame of Insurance Company:™

MemberID Mumber:*

Group 1D Mumber: (if available)

If person getting vaccinated is not the subscriber, please complete the following:

Subscriber's Mame: (Last, First, MIy Subscriber's Diate of Birth: * Sex: (Circle)”
Male Female
Month  Day  Year
Subscriber's Strest Address: ™ (If differantfrom address above)
City* State” Zip:® Fhone”
[ ]
FatientRelaticnshipto Subscriber: (Circle)” Spouss Child Other
| give permission for my insurance company to be billed.
x Date:

(Signature of patient, parent or legal guardian)




Sample Insurance Form

Bottom Half

gur Clinic/Qffice Use Only:

Datevax | Vax M;ﬂu‘f&c Exp. Date/ | Dose 5513&1'1; ELFﬁasat injection Site | Route ”g:* [\}thse
Lo uppli ree
given: Type turer Lot No PP (Circle) (Circle] VIS given
Ty s s Intranasal | RArm LArm
Clinical use only — No Mo Intramuscular | RLeg L Leg
LAY Intradermal
2Ey s MNiA Intramuscular | RArm L Arm
No Subcutaneous | RLeg L Leg
Clinic Site Name: MOPH Provider PINg:
Clinic Address:
Signature of Vaccine Administrator: Date:




Billing Instructions

« Complete one insurance form for each individual who receives a
vaccination
« This form is available online in both Word and Excel format
— Use Word to print and submit in hardcopy
— Use Excel to submit electronically using the approved UMMS secure
tumbleweed system.
« This form should not be altered, however:

— Public clinics may add a line to show that the patient’s or guardian’s
signature indicates permission to vaccinate in addition to permission to bill
the insurance company

— A screening form with or without space for a signature may be added to
the back of the form
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Please Be Sure To:

\/ Obtain as much information as possible to fill-in all required fields
Indicated by asterisks. Please write legibly.

\/ Attach a photocopy of insurance cards to the form, if possible

\/ Have vaccine recipient or parent or legal guardian sign and date the form
\/ Fill out the Clinic/Office Use section for providers

V Sign and Date the form

\/ Under PIN #, enter the number assigned by the Department of Public
Health as part of the provider enrollment process

Call our Customer Service Hot Line at 1-800-890-2986, or email at
vaccine.reimbursement@umassmed.edu, for help with questions about
these instructions or the insurance form
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Insurance Form Submission

* Photocopy insurance forms or submit electronically using the Excel format

» If possible, sort the forms by health insurance plans at the conclusion of the vaccine
clinics

« Submit within 30 days of the date of service

e Maintain on-site copies

« Send insurance forms through a trackable mail carrier to CHCF at the following
address:

University of Massachusetts Medical School

Center for Health Care Financing
529 Main Street, 3" Floor
Charlestown, MA 02129

ATTN: Holly Oldham

OR submit electronically to: vaccine.reimbursement@umassmed.edu
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Contract and UMW-9 Process

« Public providers have the option to contract with CHCF to
provide billing services

* For cities and towns to receive payment, they must submit
a University of Massachusetts Substitute W-9 Form (Form
UMW-9) to CHCF

* Please send your contract and UMW-9 form to CHCF by
October 1, 2011
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Preparing for your Flu Clinic

—

 Distribute
Insurance
Forms
* Encourage

participants to fill

out before
vaccinations
* Advertise
Locally
* Library
» Newspaper
« Community
Centers

* “Remember
to Bring Your

Card”
reminders

Ly e

e Train before
clinics to
expect and
assess any
kind of
Insurance
card

« Strategically
place to
direct and
assist
participants

i

« Emphasize

participants
should show
ALL
insurance
cards

2 lines: one
for pre-filled
form holders

Notify
participants
that they will
receive an
EOB from
their health
plan
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Medicare Roster Billing

In order to bill Medicare for the seasonal and pneumococcal
vaccinations, it is necessary to do the following:

« Obtain a National Provider Identification number
(NPI)
« Apply for a Medicare Provider Number

e Submit claims using:

— Paper 1500 form

— Stratford electronic billing software. NHIC provides free
software to bill Medicare electronically. More about this
method at: http://www.medicarenhic.com
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http://www.medicarenhic.com/

Medicare Provider # Application Process
Step 1

« Apply for a National Provider Identification Number (NPI)

« The application can be found online at
https://nppes.cms.hhs.qgov/NPPES

* Apply online or send the paper application to:

NPl Enumerator
P.O. Box 6059

Fargo, ND 58108-6059
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Medicare Provider # Application Process
Step 2

« Complete the Medicare Enrollment Application - CMS
855B

« The application can be found online at :
http://www.cms.gov/CMSforms/downloads/cms855b. pdf
« Mail the application with required documentation to:
Provider Enroliment
P.O. Box 3434
Hingham, MA 02044
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Claim Submission Using Paper 1500 Form
op Half
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1500 Form (Continued)

Bottom Half

[S)ate§ of glacg of || Hepes Diagnosi | | Charges
er\lllce e;nce s Pointer /
\
[ — R . |
f N \ PF e
| 5
1o 'ai 1t |10 o 11 |6 02039 L L 1 30 .00 © | Check
2 . = “YES”
|10 a1 1) |10 O 1) | D (0008 | il L
; & Total
| {2 Charge
i (1
o
A
¢ <
‘ O
; @ Amount
. a Paid
- K= [ 6O 0l: O
ourty copiedaghpodly \JOUP\ 'r—()w‘u‘NS (NFQ \JC_.L,Z ’ro\;u[\l{; 'N\:C
Noue. “TownNs INFO \ '
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|

Fill in with your city/town’s unique information
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Sample Medicare Roster

Fill in the Blank

Influenza or Pneumococcal _or H1N1 Vaccine Roster

PROVIDER PAYEE NAME:

NPI Number:

DATE OF SERVICE:

Insureds
Number

Print Clearly - Patient Name
(Last, First, Middle Initial )

Sex

Dafe of Birth

Patient Address [Street No., City,
State, Zip Code)

Patient Signature

ex [123456789A

Doe, John L

10/12/1922

123 Main St., Town, State, Zip

Gebin £ Dee
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Roster Requirements

In order to be processed for payment, the roster MUST
contain the following:

* Provider name and NPI number

« Date of service

« Patient's health insurance claim number

« Patient's name

« Patient's address

« Date of birth

« Patient's sex

« Stamped "signature on file” for every beneficiary
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More Information

* For questions regarding your application, please
contact NHIC directly or visit their website at
www.MedicareNHIC.com

» Contacting CHCF:

— Email:
vaccine.reimbursement@umassmed.edu

— Phone: (800) 890-2986
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