Procedures for Following-up on Medicaid Denials

Copies of denials for Medicaid will be distributed on a monthly basis.  A clinic designation is included beside each denied claim.  Each clinic is responsible for following up on all of their Medicaid denials. 

Clinic staff should conduct the appropriate follow up as described in the attached pages and complete a Medicaid Denial Worksheet.  All denial worksheets should then be attached to a Medicaid Denial follow-up should be submitted at one time attached to a Medicaid Denial Log.

A Master List of Denials for each month will be maintained in Central Reimbursement.  As worksheets are received from the clinics, the denial will be checked off of the master list to ensure that there is follow-up performed on each denial.

If there are any questions concerning a specific denial, call Central Reimbursement for guidance. 

Specific instructions follow for each form.

Medicaid Denial Tracking Log

To be completed by clinic

Clinic
Indicate which clinic/program is submitting denial worksheet

Voucher Date
Indicate the voucher dates being submitted.  If all vouchers for the month are submitted at once, indicate MM/YY (i.e. 02/02)

Consumer Name
List each consumer and account number submitted with a denial

    And Account #
worksheet

Date Forwarded to
Indicate the date denials are sent to Central Reimbursement

Attach copies of Medicaid Denial Worksheets to the Denial Tracking Log and forward to Central Reimbursement

Each clinic should keep a copy of the Denial Tracking Log for their records

To be completed by Central Reimbursement

Date Completed

Indicate the date the adjustment is completed

Action Taken


Indicate the action taken to adjust the denied claim

Central Reimbursement will file the Denial Tracking Log with the Master List of Denials by month.

Medicaid Denial Worksheet

Consumer and Claim Data

Complete all consumer and claim information as requested on the form.  Be sure to include the denial code per the Medicaid voucher.

Eligibility Verification

If required, verify eligibility for the consumer per the Medicaid hotline, and indicate the months verified and the type of coverage.  

Adjustment Requested

Indicate the reason and the adjustment to be made for the denial.  This would include whether to write-off the charges or to bill the charge to the next payer based on the denial.

Approvals

The form should be signed by the person requesting the adjustment, and then reviewed and approved by the clinic/program manager.

Reimbursement

This section is to be completed and signed by the Central Reimbursement staff to indicate the steps taken in adjusting the account for the denied services.  The Reimbursement Supervisor should then review the form.

Disposition

Central Reimbursement will file each Medicaid Denial Worksheet in the consumer’s file.  Clinics/programs should maintain a copy of each form submitted to Central Reimbursement.

STEPS TO FOLLOW IN CONDUCTING APPROPRIATE FOLLOW-UP OF MEDICAID DENIALS FOR COMMON DENIAL REASONS

RECIPIENT NOT ELIGIBLE

Medicaid has denied the claim because the recipient’s Medicare number was ineligible.  

1.
Examine the financial in effect on the date of service.  Examine the “Medicaid Eligibility Verification Worksheet.

2.
Check consumer’s eligibility using the MEDICAID HOTLINE, CONSUMERS SOCIAL SECURITY NUMBER AND DATE OF BIRTH.  (Do not use the Medicaid 12 digit number to verify since Medicaid has already denied the service under that Medicaid number).  

3.
Examine the “Display Insurance Information” screen to determine what insurance information has been keyed into CMHC.  Be sure to note the effective and lapse dates of the various insurance fund sources. 

4. Check to see if the error affects other dates of service.

5.
Complete a “Medicaid Denial” worksheet.  The adjustment requested section should be completed fully.  This is where you will indicate the work done to follow up on the denial.  Be sure to state the disposition of the charge (i.e. rebill under new Medicaid number, rebill to FS 1, etc).  

6. If necessary, complete an updated financial form indicating the correct information and attach to the MEDICAID DENIAL WORKSHEET.

BILL MEDICARE

Medicaid has denied the claim because the consumer has Medicare and the service should be billed to Medicare first.

1
Examine the financial in effect on the date of service.  

2.
Examine the “Display Insurance Information” screen to determine what insurance information has been keyed into CMHC.  Be sure to note effective and lapse dates of the insurance fund source.

3. Complete a “ Medicaid Denial” worksheet.   

IMPORTANT NOTE:


Medicare only pays for Medication Injections provided by the nurse when the doctor is present in the building.  D19 uses service code 5613 exclusively for Medicare consumers receiving a Medication Injection.    When a doctor is in the building the day of the injection, the staff person uses the code and indicates on the SAL the staff ID of the doctor.  The proper use of this code allows for the service to be billed when the doctor was in the building and prevents the service from being billed when the doctor was not present in the building.  

ENROLLED IN HMO

Medicaid has denied the claim because the consumer has a Medicaid HMO and not regular Medicaid.

1. Examine the financial in effect on the date of service.  Examine the “Medicaid Eligibility Verification” Worksheet.

2. If the HMO was not indicated on the financial or the “Eligibility Verification” Worksheet, then check the consumer’s eligibility using the MEDICAID HOTLINE, CONSUMERS SOCIAL SECURITY NUMBER AND DATE OF BIRTH.

3.
Examine the “Display Insurance Information” screen to determine what insurance information has been keyed into CMHC.  Be sure to note the effective and lapse dates of the insurance fund source.  

BILL ANY OTHER AVAILABLE INSURANCE
Medicaid has denied the claim because the consumer has some other type of insurance that is primary to Medicaid. 

1. Examine the financial in effect on the date of service.  Examine the “Medicaid Eligibility Verification” Worksheet.

2. If needed, check the consumer’s eligibility using the MEDICAID HOTLINE, CONSUMERS SOCIAL SECURITY NUMBER AND DATE OF BIRTH.  The Medicaid hotline will indicate whether a consumer has an insurance that is primary to Medicaid.  The consumers’ Medicaid card will also indicate another insurance.

3. Examine the “Display Insurance Information” screen to determine what insurance has been keyed into CMHC.   Be sure to note the effective and lapse dates of the insurance fund source.
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