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INFORMATIONAL RELEASE NO 612


TO:
 

Iowa Medicaid Individual Waiver and Targeted Case Managers

ISSUED BY: 

Iowa Department of Human Services, Iowa Medicaid Enterprise

RE:


Revised Claim for Targeted Medical Care and Instructions

DATE:


May 22, 2007

The Claim for Targeted Medical Care has been revised.  This is the claim form that providers of Waiver Services and Targeted Case Managers (TCM) use to bill the IME for their services. 

To identify the new form, look in the lower left corner.  The form number is still 470-2486, but the revision date listed is now 03/07.  The new form should be used starting immediately.  Please dispose of any copies of the previous versions of the form (revised 7/05 or earlier).  

If you’ve recently submitted a claim on the old form, do not worry; it will still be accepted.  However only the new version of the claim form (revised 3/07) will be paid by the IME after August 31, 2007.  

In addition, Waiver and Targeted Case Managers must also start using a ten-character provider identifier on these claims.  The ten-character provider ID replaces the current seven-digit provider ID.  If you applied for a National Provider Identifier (NPI) number, this number would go in box 6 of the claim form.  If you did not apply for a NPI number, the current seven-digit provider ID would need to be converted into a ten digit ID.  To convert the ID number, simply add “X00” to the front of the seven-digit number.  This goes in box 6 of the claim form.  

Example:  current Waiver/TCM provider number is “1234567.”  The new provider ID for the new claim form would be “X001234567.”  This goes in box six of the claim form.  

Attached are revised instructions for completing the new Claim for Targeted Medical Care along with 12 copies of the new form.

If you have any questions about this information, please contact Provider Services at 1-800-338-7909 or locally in the Des Moines area at 515-725-1004.  

Iowa Department of Human Services

CLAIM FOR TARGETED MEDICAL CARE (WAIVER CLAIM FORM)

CLAIM FORM COMPLETION INSTRUCTIONS

Note: Iowa Medicaid only accepts the actual 2- page form supplied by the Iowa Medicaid Enterprise. 

Check One:  

	Required check the box next to the type of waiver service you provide. 


Section (A) Consumer Information (Info about the person receiving service)
	Box 1 State ID
	Required. Enter the State ID number of the consumer as shown on their Iowa Medicaid Eligibility card. The ID number is a 7-digit number followed by a letter. Example: 1234567A.

	Box 1a
	Leave Blank. 

	Box 2 Consumer’s Name 
	Required. Enter the consumer’s last name in the “LAST” name box and the first name in the “FIRST” box. Enter the member’s middle initial in the “MI” box, if known.  


Section (B) Provider Information (Information about you)

	Box 3 Medicaid Billing Provider ID
	REQUIRED FOR CLAIMS RECEIVED PRIOR TO  05-23-07.  Enter your 7-digit Iowa Medicaid provider number.  Example:  1234567.

	Box 4 Name
	Required. Enter provider’s first and last name. 

	Box 5 Address
	Required. Enter provider’s complete address.

	Box 5a Zip code
	Required. Enter zip code.

	Box 6 Provider NPI
	Required. FOR CLAIMS RECEIVED ON/AFTER 05-23-07.  Enter your NPI provider number. Your NPI number will be either 10 numeric characters or will begin with “X00” followed by your 7-digit Iowa Medicaid number.  Example: X001234567.

	Box 7 Taxonomy
	Enter the taxonomy code you verified with IME.  If your NPI begins with “X00” leave this field blank.


Other Insurance

	Box 8
	Leave Blank.

	Box 9
	Leave Blank.


Section (C) Services (Information about the services you provided)

	Box 10 A Proc Code
	Required. Enter the correct 5-digit procedure code for each line of service billed.

	Box 10 B
	Leave Blank.

	Box 10 C
	Leave Blank.

	Box 10 D Place of Service
	Required. Write the 2-digit place of service code for each line of service billed.  Use the list on back of the claim form and select the appropriate. Example: 12 (Home).

	Box 10 E First Date of Service
	Required. Enter the first day of the month when the service was performed. Example: 01/01/07. 

Please be careful: You will not get paid if the date of service on one line is more that 1 calendar month. Your claim will also deny if you bill for 31 days in a month that has 30 days or if you bill for services that start before your care plan was approved. Your claim will be returned without processing if you do not provide a fist date of service.

	Box 10 F Last Date of Service
	Required. Enter the last day you provided service during the month. Example: 01/31/07.
Note: You will not get paid if you bill for a date in the future. Your claim will also deny if you bill for dates after the consumer’s eligibility for waiver services is terminated.

	Box 10 G
	Leave Blank.

	Box 10 H Units
	Required. Enter the total number of units of service you are billing on each line. Example: if you provided 4 units of service, enter 4. USE ONLY WHOLE NUMBERS.

	Box 10 I Total Charges
	Required. Enter the total charges for the service. This is your total for the month, which equals your rate times your units.   Example: $10.00 per hour x 5 units equals $50.00, write 50.00.  

Please be careful: This box must include both dollars and cents. Failure to enter both dollars and cents may result in incorrect payment.

	Box 11 Total Charges
	Required. Write the sum of all the total charges listed in box 10 I. 

Please be careful: This box must include both dollars and cents. Failure to enter both dollars and cents may result in incorrect payment.

	Box 12
	Situational.  Enter any third party insurance.

	Box 13
	Situational. Enter client participation if directed by County Human Services worker to collect CP from member.

	Box 14
	Leave Blank.


Certification:

	Provider Signature and Date
	Required. Sign and date the claim form in this box.  Your claim will be returned without processing if you do not provide a signature and date.

	Consumer/

Guardian Signature

And Date
	Leave blank.


If you have any questions on completion of the claim form, please call Provider Services at 1-800-338-7909 or 515-725-1004.
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