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FOREWORD 

The New Jersey Me,1.!.cal Assistance and Health Services Act 
{Chapter 413, Laws of 1968) established a program of assistance 
and services for defined groups of persons to enable them to 
secure quality ~edical care . This is the New J ersey version 
of a program commonly known as ' 'Medicaid" or "Title XIX" . 
In identifying persons eligible for such assistance and services 
this will be kno ... ,m as the New J ersey Heal th Services Program. 

This .roanual is designed for use by providers billing for services 
furnished t.mder the Program. It contains informational and 
procedural materia l needed to assist the provider in promp t 
and efficient payment of claims and to answer questions which 
patients may ask about the progr21u. The procedures described in 
this manual have been devi sed to achieve the goa ls of the Program 
with due ·consideration to the needs of the covered persons and 
effective relationships with providers . 

A careful effort has been made to insure tha t the ·provisions of 
the l aw and the ~egulations are accurately reflected . This issuance 
should help to assure that the law is uniformly ~pplied without 
regard to where covered services are furni shed . 

The manual is designed to acconnnodate new pages as administrative 
changes in procedure are made. Accordingly, revised sections , 
pages , or chapters will be issued as the need presents i tsel f • 



• 

. ,. 

( ' 

l 

-

,,....-· 
/. .. 
\ ___ / 

_.,,, 
... 

"• 
-
' > ;·-

CHAPTER I 

GENERAL INFORMATION ABOUT THE PROGRAM 

Who is Eligible••••••••••••••••••••••••••••••••••e•••• 
How to Identify a Covered Person •• •·• ••••••••••••••• e •• 

Plastic Identification Card •••••••••••••••••••••••• 
Validation Form •••••••••••••••• ~••••••••••••••••••• 
Temporary Identification and Validat ion Card ••••••• 

Authorized Services for Covered Persons••••••••••••••• 
Eligible Providers•••••••••••••••••••••••••••••••••••• 

·Free Choice by Covered Persons•••••••••••••••••••••••• 
Contractors ••••••••••••••••••••••••••••••••••••••••••• 
Prior Authorization••••••••••••••••••••••••••••••••••• 
Policy on Out-of-State Medical Care and Services •••••• 
General Exclusions •••••••••••••••••••••••••••••••••••• 
Confidentiality of Records••••·•••·••••••••••••••••••• 
Utilization of Insurance Benefits ••••••••••••••••••••• 
Medical Review and Evaluation••••••••••••••••• • ••••••• 
Provision for Appeals-Fair Hearings •••••••••••••••••• 
Fraud ••••••••••••••••••••••••••••••••••••••••••••••••• 
Civil Rights•••••••••••••••••••••••••••••••••••••••••• 
Opservance of Religious Belief•••••••••••••••• o••••••• 

l 

SECTION PAGE 

100. 2 
101. 3 
101.1 3 
101.2 3 
101.3 4 
102. 5 
103. 6 
104. 6 
105. 7 
106. 7 
107. 7 
108. 8 
109. 9 
no. 9 
111. 10 
112. 10 
113. 10 
114. 10 
115. 10 



... ... 

... 

CHAPTER I 

GENERAL INFORMATION ABOUT THE PROGRAM 

100. WHO IS ELIGIBLE 

In general, Medical Assistance will be available to the following 
individuals : 

All individuals receiving financial assistance_under the 
State programs of Old Age Assistance, Assistance for 
Dependent Children, Aid to the Blind and Assistance to 
the Permanently and Totally Disabled. (These are referred 
to· as "categorical assistance" programs.) 

Persons who would be eligible for financia l assistance 
under one of the above programs except for a requirement 
that is specifically prohibited by Federal law or regu~ 
lations, such as execution of a reimbursement agreement. 

Persons who meet the standard of need applicable to their 
circumstances under one of the categorical assistance 
programs, but who are not receiving and do ~ot apply for 
such assistance . 

Children between 18 and 21 who, except for school attendance 
requirements, would be eligible for the State program of 
Assistance for Dependent Children. 

Children under 21 years of age in foster placement under 
supervision of the Bureau of Children's Services for whom 
maintenance is being paid in whole or in part from public 
funds. 

The spouse of a recipient of old age assistance, assistance 
for the permanently and totally disabled , or assistance for 
the blind who is living with such recipient and whose needs 
are taken into account in determining the amount of financial 
assistance for the recipient • 
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GENERAL INFORMATION 

101 . HOW TO IDENTIFY A COVERED PERSON 

101.1 Plast ic Ident i fication Card (Exhibit I) 

This card identifies an i ndividual or head of a f amily group found 
eligible for payment for authorized health services under the 
New Jersey Health Services Program administered by the Division of 
Medical Assistance and Health Services, Department of Institutions 
and Agencies . It will contain t he name of the i ndividual or head 
of the household and the Health Services Program Case Number. 
This card is issued by the Division of Medica l Assistance and 
Health Services . It will serve as an identification card only. 

NOTE: THIS CARD IS NOT A GUARANTEE OF ELIGIBILITY, BUT MUST BE 
ACCOMPANIED BY A CURRENT MONTH VALIDATION FORM ISSUED BY A COUNTY 
WELFARE BOARD OR THE STATE OF NEW J ERSEY (SEE SECTION 101 . 2). 

-------·----------------

Exhibit I 

101 . 2 Valid tion Form (Exhibit II) 

This validation f or health services fo rm is i ssued by t he appropriate 
County or State Agency monthly and indicates th- i ndividual i s 
currently eligible for coverage. 

NOTE: This form is the sole i ndicator of eli ·ibility. The plast i c 
i dentification card alone i s not sufficient . 

The sample shomi contains all of the r equired i nformation. However , 
t he form its~lf may vary from county to county . 

lKPORTANT : Be sure t o enter n me , H.S.P. Case ~umber , and Person 
Number , EXACTLY as it appears on the Validation form on all R - u ats 
fo r Authoriz tion and cl~im forms . 

3 
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Elthibit I I 

GENERAL I NFORMATION 

COUNTY WELFARE BOARD - ---
VALI DATION FOR HEALTH SERVICES PROGRAM 

Valid Only for Month of J an . 1970 

BUCKI NGHAM 

01 John 
02 Mary 
20 Emma J ones 
21 Lila 
22 J ames 
23 Bel inda Smith 

11 30 051234 

24 Oli ve 
25 Sarah 
26 Adol ph . 

101. 3 Temporary I dent ification and Validation Form (Exhi bi t I I I) 

In certain cir cums t ances , a t emporary i dentifi cation and validat i on 
form will be i ssued. This form will i dentify the case a~ eligible 
for health cervices fo r 30 days f rom the date of i ssue . 

STATE OF NEW ~ERSEY 
DEPARTMENT OF INSTITUTI CNS AND AGEf'CIES 

DIVISIO'i OF MEil ICAL ASSISTM-t:E AND HEALTH SERV ICES 

TEMPORARY IDENTIFICATION AND VALIDATION OF ELIGIBI LITY 

LAST NAME 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I t I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

Exhi bi t III 

1".AP-16(11/69) TEJ,1p . FORM 

CURRENT CASE NO. 
CTY PROG N UMBER 

I I I I I I I 

FIRST NAM E. l',1 .1. 
BIRTH DATE 

MO CAY YR 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I t I I I I 

I I I I I I I I I 

I I I I I I . I I I 

I I I I I I I I I 

EFFECTIVE DATE 

MO 

I 

DAY YR 

I 

NC71'ICE 'ID PROVIDER OF HEAL'IH SERVICES: 

This form, when sigr..ed by or en behalf of the perscr. 
whose nmr,a ls !'lrst listed , i dentifies too perscn(s) 
listed as eligible f or p~""';;ent for authorized health 
services under che New J ersey Health Serivces Prcgr'1:m. 

This f onn al:=io se~s as a t e!Tl)Orary validation of 
eligibilit y for a period not exceed1ng 30 <tzys t'ram 
t he effective date entered above . 

The informa.tic:n appearing en this form should be us~,-d 
1n CCl'fl) let~ t h.~ claim fonn t o be sul:::::hi!tted to the 
appl"'q)riate Contractor for t he State of New J era-.."':f . 

NOTICE 'ID CLIEm' : 

This f orm rrust be sleJ}ed en t he llne belc,.., marked 
"Si~ture" by or en behalf of the perscn whose l'li. 
ls first listed. This forni ll1.1Bt be presented to tl':2 
provider of health services to prove eligibility ror 
payment • to t,..'OI' IBE this f onn after recei Ying your 
plast i c identllicillro card end yoor monthly 
"Validat i on f or Health Servlces". 

Signature _ _______ _ ______ _ 
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GENERAL INFORMATION 

102. AUTHORIZED SERVICES FOR COVERED PERSONS 

The items and services provided to covered persons will not normally 
be limited in duration or amount. Any limitations imposed will be 
consistent with the medical necessity of -the patient's condition, 
as determined by the attending physician or other practitioner, in 
accordance with standards general ly r ecognized by health professionals 
and promulgated through the Division of Medical Assistance and 
Health Services. The following items and service·s, more specifically 
defined in subsequent sections of the appropriate manual, are 
authorized under the Program: 

{a) Inpatient hospital services, other than services in an 
instttution for tuberculosis or mental diseases; 

(b) Inpatient hospita l services for persons 65 and older in a 
public institution for tuberculosis or mental diseases; 

(c) Outpatient hospital services; 

(d) Clinic services, i.e., heal th services provided by an 
outpatient facility not administered or operated by a hospital; 

(e) Laboratory and x-ray services; 

(f) Skilled nursing home services; 

(g) Physicians' services, whether furnished in the office, patient's 
home, hospital, skilled nursing home or elsewhere; 

(h) Other practitioners' services, limited by State law to podiatrists 
and optometrists; 

(i) Dental services, including dentures; 

(j) Horne health care services; 

(k) Pharmaceutical services prescribed drugs (legend and non-legend) 

(1) Prosthetic devices and appliances, medical supplies and equipment; 
eyeglasses and hearing aids; 

(m) Rehabilitation services; 

(n) Transportat ion, i.e., ambulance service to and from a medical 
facility when the patient ' s condition precludes the use of 
other means of transportation • 
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GENERAL INFORMATION 

103. ELIGIBLE PROVIDERS 

Providers of services means any i ndividual , partnership, association, 
corporation , institution, or public agency designated below, meeting 
applicable requirements and standards for participation in the Program: 

Medical and Surgica l Supply Dealers; 

Certified Independent Clinical labora tories ; 

Dentists; 

Hearing Aid Dealers ; 

Home Health Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians ; 

Optometrists ; 

Approved Clinics (I_ndependent Outpati ent Health Facilities)_; 

Certified Orthotists; 

Pharmacies; 

Phys.icians; 

Podiatrists; 

Certified Prosthetists; 

Providers of Medical Transportation. 

104. FREE CHOICE BY COVERED PERSONS 

A covered person i s free to choose qua lified facilities, practitioners 
and providers of service which meet the Program st~ndards . In the 
event that the patient has no personal practitioner , or none i s 
available, the Lo~al Medical Assistance Unit rr~y assist in obtaining 
an appropriate practitioner. 
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GENERAL INFORHATION 

105. CONTRACTORS 

The Divis ion of Medical Assis t ance and Health Services will process 
and make payment of claims for services by skilled nursing homes 
and eligible sta te and county mental and tuberculosis hospita ls. 

Contracts have been negotiated on behalf of the State of New J ersey 
with the Hospital Service Plan of New Jersey and the Prudential 
Insurance Company of America to function as its contractors. 

The Hospital Service Plan of New J ersey will be respons ible for the 
processing and p&)ment of hospita l i npatient, hospital outpatient , 
and home health agency claims for those providers who have selected 
the Plan as their intermed iary under Title XVIII (MEDICARE). 
In addition , t he Hospi tal Service Plan of New J ersey will process 
and pay all pharmaceutical services claims (i.e., legend and non­
legend drugs), and claims for out of state hospita ls and home health 
agencies . Hospitals who have not participated in Title XVIII are 
assigned to the Hospital Service Plan . 

The Prudentia l Insurance Company of America wil l handle the 
processing and payment of hospita l inpatient, outpa tient and home 
health agency claims for those providers who have selected Prudential 
as their i ntermediary under Title XVIII (MEDICARE). In addition, the 
Prudential I nsurance Company wil l process and make payment for all 
other health services covered by ·the program . 

106. PRIOR AUT!IORIZATION 

Under the Program , payment fo r certain services will r equire prior 
authoriza tion from the Local Medical Assistance Unit, except in an 
emergency . It is the responsibility of the specified person or 
i nstitution providing such service to · ob tain prior authorization 
before furnishing or rendering service. Specific instructions are 

· detailed i n the appropriate manual sections .· 

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

Prior approval of the Loca l Medical Assistance Unit shall be required 
for medical care and services which are to be provid P-d outside 
New Jersey , except in the following situations: 

1. Where necessary medical care is provided to a pa tient who is 
t emporarily absent from the sta te. 

7 



• 

GENERAL INFORMATION 

2. When it is customary for the inhabitants of the district 
generally to use medical care resources and f acilities outside 
the State of Ne~ Jersey. 

3. When out of state care was provided in a.n emergency. 

108. GENERAL EXCLUSIONS 

The items listed here are general exclusions . There are certain 
additional specific exclusions and li.mitations which are detailed 
in the appropriate manual sections. 

Payment is not made for: 

1. Any service, admission or item which i s not medically required 
for diagnosis or treatment of a disease , injury or condition; 

2. Any services or items furnished in connection with elective 
cosmetic surgery; 

Note: There are certain exceptions to this rule. 
A written certification of medical necessity and a treatment 
plan must be submitted by the physician to the Local Medical 
Assistance Unit for consideration, and Prior Authorization 
is required. 

3. Private duty nursing service ; 

4. Services or items furnished for any sickness or injury occurring 
while t he Covered Person is on active duty in the military; 

5. Services or items furnished for any cond ition or accidental 
injury arising out of and in the course of employment, for 
which any benefits are available under the provisions of any 
Workmen's Compensation Law , Temporary Disa~ility Benefits Law, 
Occupational Disease Law or similar legislation, whether or not 
the Covered Person claims or receives benefits thereunder, and 
whether or not any recovery is had against a third party for 
resulting damages; 

6. That part cf any benefits which are covered or payable under any 
health, accident, or other insurance policy, any other private 
or governmental health benefit system, or through any similar 
third party liability ; 

7. Services or items furnished prior to January 1, 1970, or prior 
to the period for which the patient presents evidence of 
eligibility for coverage; 

8 
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. 8. Services or item furnishe after t he l ast day of the onth in 
which the pa tient c _as s to be eligible for coverage ; 

9. Any services or items f urnished f or which the Provider does not 
normally c re ; 

10. Any ad i sai on , servic 
wher e authoriza tion 

or it r equiring Pr ior Author i zation, 
s not b ·en obta i ned or has been denied ; 

11. Services furnished by an ediate relative or member of the 
covered person ' s household • 

109. CONFIDENTIALITY OF RECO .. tDS 

All i ndividual medical records of covered persons acquired under this 
Pro r am shall be confidential and shall not be released without t he 
written consent of the covered person or his personal r epresentative . 
This shall not preclude t he r elease of s t a tistical or sWZ?J1ary da ta 
or i nfonaation in which covered persqns are not , and canno t be , 
identified , or shall it preclude exchange of i nfo a tion b tween 
i ndividuals or ins titutions providing care , Contractors and Sta te 
or loca l officia l agencies . 

110. UTILIZATION OF INSURANCE BENEFITS 

Hea lth, hospita l, workmen 's compensation , or accident i nsurance 
benefits shall be used t o t he fullest i n meeting t he medical needs 
of the covered p r s on. Supplement tion of available benefit s shal l 
be as fol lows : 

1. Title XVIII 

The Program , in most i ns t ances, shall cover the ount of any 
deductible or co-insurance l i ability under Title XVIII of the 
Socia l Security Act for all cover ed pclrsona 65 yenrs of age 
or older. 

2. Workm n ' s Compen-ation 

No Program payments shall be made for a pat i ent covered by 
workmen ' s compensation . 

3~ Other Health I n urance 

When a covered person ha.a oth r health i nsurance, t he Program 
r equires t hat such b _nefit be used . Supplem ntati~n sh 11 be 

de by t he Progra:n wen n cessary, but ined t otal s all 
not exceed the amount P-Ya le under th in th- a sance 
of oth r cov ra e . 

9 
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111. MEDICAL REVIEW AND EVALUATION (by Local Medical Assistance Units) 

Under the provisions of Federal and State Law , the Division of 
Medical Assistance and Hea lth Services must provide fo r continuing 
review and evaluation of the care and services provided i n the 
Program . This will include r eview of utilization of services of 
practitioners and other providers. 

112. PROVISION FOR APPEALS - FAIR HEARING 

All providers of service or covered persons will be given the 
opportunity for a fair hearing concerning grievances arising from 
the claims payment process. 

113. FRAUD 

The State Agency will establish and maintain methods for identifying 
_situations in which a question of fraud in the program may exist, 
and referring to l aw enforcement officia ls situations in which there . 
is valid reason to suspect tha t fraud has been practiced. 

114. CIVIL RIGHTS 

Federal r egulations require that services provided to covered 
persons are given without discrimination on the basis of race, 
color, religious belief , or national origin . Therefore , payments 
are limited to providers of service who are in compliance with the 
non-discrimination require ents of Title VI of the Civil Rights Act . 

115. OBSERVANCE OF RELIGIOUS BELIEF 

Nothing in the Program shall be cons trued to r equire any person to 
undergo any medical screening , e·amination, diagnosis, or treatment 
or to accept any other heal th care or services provided under the 
Program for any purpose (other than for t he purpose of discovering 
and preventing the spread of i nfection or contagious disease or for 
the purpose of protecting environmental health) if such person or 
his parent or guardian obj ects thereto on religious grounds . 

10 
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CHAPTER II 

COVERAGE OF SPECIAL HOSPI'l'AL SERVICES 

Inpatient Hospital Services 

Definitions ......................•..•.•......•.......••.•. 
Approved Speci&l Hosp i. tals ..••.••••••.•••••.•.•.••••••. 
Special Hospitals outside of State .•.......•.•...••.... 
Inpatient Ho::::-;pi tal Services ..•........ _ .•. ........•.•... 
Inpatient ......•............•..................•...••.. 
Semi-Private Accommodations ..•......•.•.•..........•.•. 

Covered Inpa~ient Hospital Services ...•....•.•.••.....•.•. 
Bed and Board in Semi - Private Accommodations ....•...... 
General Nursing Services . . .•••.•...•......•....•.....•. 
Other Medical Services ...............•.....••..•.••.... 
Facilities and Equipment ...........•.•......•.•..•..... 
Sup1)lies ••..•........•.•....•••...•.. • ........•.......• 
Drugs a11d Biolc,gicals .•........•............•.......•.. 
Blood ...•....•...... • .•.....•.............•.....••...•• 
Rehabilitation Services ...................•......•....• 
Diagnostic X-Ray • . • ..•..•.................•............ 
Radia ::io11 Therapy ................. . .............. . ....• 
Laboratory Exam~nat.ions and Diagnostic Studies ....... . . 
Pr osthetic Devices ......•.........................•.... 
Ma ternity .............•...........•........•........... 
Arnbulance ............................ .- ....•............ 
Services in Connection with Den~al Conditions ......... . 
Renal Dialysis and Renal Tranr-;plc_nt ...... ~ ..•.•...•.••. 
Other Hosp ~tal Facilities ......•.....•.........•...•... 

Non-·Covered Inpati ent Hospital Services .....••..• • ...••... 
Elective Cosmetic Surgery ...............•.............. 
t1ental Disorc.1e :::- ::.; ......•...... . ...........•..........•.. 
Private Duty Nursing Services ......•.•........ . ....•. ~. 
Items Not Related to Patient Care ...........•.......... 
Pati ent Transpo;::-tat ion .............................•... 
Research or Teaching Studies ..........•...•............ 
Services Rendered Prior. to and After Period of Eligib~-- . 

i 1 i ty ..•......... , ................•.•......• . .•...... 
Services Rendered Pr i or to Day Medically Necess ary .... . 
Services Rend~r ed Afte r Day Medically Ne c essary ....... . 
Admission Prima.rily for Rest Cure , Cus t odi al or Conval-

escent Care; etc ....•.............•..............• ~ 
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CHAPTER II 

COVERAG:'.'"~ OF SPECIAL HOSPITAL SERVICf~S 

200, DEFINITIONS 

200.1 Approved Special Hospit~l 

Because of the wide variances of Special Hospitals it is necessary to identify 
these by three (3) classifications. Each hospital will be required to be 
listed under one of the classifications and must meet the standards as set 
forth to qualify as a provider . 

All speci&l hospitals would be divided into the following three classifications 
based on standards for participation and reimbursement : 

Classification A. (Acute or Short Term): May be reimbursed on the basis 
of r easonable costs if all following criteria are met: 

1. Licensed as a Special Eospital by the State of New 
Jersey. 

2. Accredited by the Joint Commission of Accredited 
Hospitals . 

3. ·Adoption of Approval by Individual Diagnosis (AID) 
Program . 

4. Have departmental cost firidings and RCCAC cost alloc ­
ation capabilities to provide facts for rate deter­
mination . 

5. Signed agreement to participate in the Health Services 
Program. 

Classification B. (Rehabilitation or Long Term;: May be reimbursed on the 
basis of reasonable costs if all following criteria are 
met: 

1. Licensed as a Special Hospital by the State of New 
Jersey . 

2. Accredited by the Joint Commission of Accredited 
Hospitals. 

3. Adoption o f Utilization Review as follows: 
--21-day recertification by attending physician 
- -Active Utilization Review CorhmittE:e 
--Prior authorization through Local Medical Assistance 
Unit for each additional 30-day period after the first 
21 days, with authorizations to. list expiration dates . 
Treatment plan required to support authorization request . 

4. Have departmental cost findings and RCCAC cost allocation 
capabilities to provide facts for rate determination. 

5. Signe d agreeme nt to p a r t icipate in the Health Services 
Program. 
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Classification C. :(special Hospital not qualifying to meet the st.andards 
of Classification A or B~ .Special Hospital in this 
classification will be reimbursed on negotiated rate 
'as determined by certified cost information furnished 
by t he hospital . However , s-:dd per diem rate is limited 
by t he ceiling established for the skilled nursing homes~ 

1. Lic ensed_ as a Special Hospital by the State of New 
J er s ey·. ' 

2 . Adoption of the AID Program (as in A) or Utilizat.ion 
Revi ew (as in B) whicever is applicable to service 
p rovided . 

3. Signed agreement to participate in the Health Services 
P.rogram . 

Note : 
• 

(A Specialty Hospital for the treatment or' mental illness and tuberculosis is 
not: ~e l ibi b le to receive payment f or care of patients under 65 years of age ). 
See Section 2Q3 . 7 f or additional criteria. 

200~11 Special Hospitals Outside the State 

Spe c ial _Hospitals · outside . .the State qf Jersey rnust meet the requirements by 
classifications as well as be licensed by the appropriate agency under the laws 
o( t he r espective St ate. 

. 200. 2 I npatient- Hosp:;_tal Services 

The _t e·rm " Inpatient. -Hospital services " means those item and services ordinarily 
f urnished by an approved special hospital for the care and treatment of inpatients 
whi ch are provided under the direction o f a pI:1ysic.:ian or dentist · in an institution 
.maintained primarily for treatment and care of patients with disorders o~her 
_than _t uberculosis or mental diseases . 

1 cf f} 



• 

( 

COVERAGE OF HOS~ITAL SERVICES 

200.3 Inpatient 

II Inpatient II means a p,::rson registered. as such fo:c hospital bed 
occupancy i.n a11 Approved Eospi tal. 

200.4 Semi-Private Accommodations 

"Semi-Private Room" means a hospital room contain:.ng two, three or 
four beds and classified as semi-·private by the hospi t .al. 

INPATIENT HOSPITAL SERVICES 
(If normally ~vail~ble in Special Hospital) 

201. COVERED INPATIEN'I' HOSPITAL SERVICES 

Subject to the General liinitat.ions and exclusions and those hereinafter 
specified, hospital care and services shall include: 

201.1 Bed a!"ld Board in Semi -Pri va. te J..,,ccomrnodations 

. Including special medical dietary services. 

Accommodations other than semi>-private require certification of medical 
necessity or lack of avc.1..ilability of semi-pri·vate accommodations 
(See Chapter III, "Explanation of Accommodations"). 

201.2 General Nursing Services 

201. 3 Other M1°~dical Services 

Services by v oluntary or paid hospital employees ·, by an intern or 
other physician in training in the hospital, or by a practitioner or 
other perscn(s) with whom the hospital contracts to provide eligible 
services. 

201.4 Facilities and Equipment 

Use of operating room, recovery room, delivery room, emergency room , 
intensive care unit, er other speci&l room, including their respective 
facilities and equipment. 

Rev. 7/;6/70 15 
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201.5 Supplies 

Therapeutic solutions, all types of anesthetic agents, oxygen , serums, 
dressings , surgical 3~pplies, bandages , plaster· casts and splints . 

201.6 Drugs and Biologicals 

All drugs,·medicines and medications customarily supplied by the 
hospital or which, at the time prescribed, are in commercial production 
and coilllllercially available t o the hospital and have been listed or 
accepted for l isting by any one of the following publications : 
"United States Pharmacopoeia, 11 "Homeopathic Pharmacopoeia of the 
United States , n "National Formulary," "New and Non-Official Drugs" 
and "Accepted Dental Therapeutics ." 

201.7 Blood 

Whole blood, and /or derivatives, and necessary processing and 
_administration thereof, when not otherwise available (See Section 208). · 

201.8 Rehabilitation Services 

Rehabilitation medicine services including therapy by physical 
medicine , occupational t herapy and other restorative services. 

201.9 Diagnostic X-ray 

Diagnostic use of X-ray or r adioactive isotopes . 

201.10 Radiation Therapy 

Including teleradiotherapy, radioactive isoto~e therapy (non-sealed 
sources) administered internally , r adium and radioisotopes ( sealed 
sources ). 

201.11 Laboratory Examinations and Diagnostic Studies 

Shall include diagnostic l aboratory examinations and clinical tests, 
such as electrocardiograms , electroencephalograms , echoencephalograms, 
and other similar clinical tes ts . 

201.12 Prosthe tic Devices 

Required to complete a surgical procedure including pacemakers. 
(Excluding artificial limbs , custom made braces, dentures and artificial 
eyes ). 

Rev . 7 /16/70 16 
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201.13 Maternity 

Maternity ~~ervices are those relating to any admission for: 
childbirth; care re}ated to pregnancy or childbirth; or any disease, 
injury or conditi on incident to pregnancy or childbirth. Such maternity 
services shall also include any concurrent services in the hospital 
to the newborn during the initial eligible joint hospital stay of the 
mother and newborn. 

201.14 Ambulance 

Hospital based emergency ambulance serv:I.ce which results in inpat.ient 
admission . 

201.15 Services in Connection with Dental Conditions 

Inpatient hospital services for dental conditions provided that: 

a. Tbe services arc necessary because of accidental injury , or 
b. The patient is admitted for an eligible non-dental condition and 

dental services are rendered (a) as part of the prescribed treatment 
for such condition, or (b, to alleviate the patient's discomfort 
during the period of hospitalization for such condition. 

201.1 6 Renal Dialysis and Renal 'I'ransplant 

a. Reimbursement tor renal dialy~~is arid renal transp l ant shall be made 
only to Centers approved by the New J·ersey Department of Heal th. 
(See Health Services Progrctm Builetin No.3, Policy on Renal Dialysis 
dated May 18 , 1970. 

b. In renal transplant, reimbursentent fo~ services rendered to or item 
dispensed or furnished a donor will be considered a charge on behalf 
of the eligible recipient . 

201.17 Other Hospital Facilities 

All other hospital f acili t.ies and equipuent ordinarily pr·ovided for car 
and treatment of inpatients and not specifically e:,~cluded . 

17 
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202. NON-COVERED INPATIENT SPBCIAL HOSPITAL SERVICES . 
Benefits are not payable for any services rendered or items dispensed 
or furnished in connectior1 with: 

202.l Elective Cosmetic Surgery 

202.2 Mental Disorders 

·Any .illnesses which acco:r:-ding to generally accepted professional 
standards are not amenable to f a'1orable. modification, except that 
benefits for mental health services shall be available to determine 
that such disorders or illness are not amenable ~o favorable 
modification (e.g. , senility). 

202.3 Private Duty Nursing Services 

/ 

202.4 Items Not Related to Patient Care 

Services and supplies not directly related to the care of the patient, 
such as guest meals and accommodations, television , telephone, and 
similar items and services. Personal items may be billed to the patient 
directly, provided the patient is informed and agrees to accept 
responsibi lity for personal items. 

202.5 Patient Transportation 

(Except as stated under Covered Services Section 201.14.) 

202.€ Resear ch or Teaching Studies 

Admission or extension of hospital s~ay solely for research or teaching 
studies. 

202.7 Services Rendered Prior to and After Period of Eligibility 

a. Inpatient hospital services ren~ered prior to date of application. 

b. Where a Health Services Program recipient in a Special Hospital 
loses hif.: eligibility during hi_s hospital stay, the Program will 
cover the costs of the entire stay. Eligibility on the date of 
admis sion or from the date of application {whichever is applicable) 
carries fo r tbe entire length of that hospital stay. 

18 
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202 . 8 Services Rendered Prior to Day Medically Necessary 

Inpatient hospital services rendered prior to the day it is medically 
necessary for the diagnostic services and/or surgical or medical 
treatment for which the patient is admitted. 

202 . 9 Services Rendered After Day Medically Necessa...!Y 

Inpatient hospital services rendered after the day it is medically 
ne cessary, except when special circumstances prevent the discharge 
or t ransfer of the patient . Authorization must be obtained from the 
Local Medical Assinance Unit for reimbur sement of additional hospital 
s tay . 

202. 10 Admissions Primarily for Rest Cure, Custodial or Convalescent 
Care, etc. 

Res t cure , custodial, convalescent or sanatorium care, diet therapy 
for exogenous obesity; 

Diagnostic procedures which can be done on an outpatient or out-of­
hospital basis, including but not limited to laboratory tests, 
electrocardiograms, and diagnostic X-ray; 

Any condition for which hospitalization is not medically necessary . 

202.11 Services Which Are Billed By and Payable To Another Pr ovider 

202 .12 Items Not Normally Charged to Patient 

Any services or items furnished for which the.hospital does not normally 
charge. 

202 . 13 Prior Authorization Not Obtained or Denied 

Any service or item requiring prior authorization where authorization 
has not been obtained, or has been denied . 

. 202 .14 Any service , item which is not medically required for the 
diagnosis or treatment of a di sease , injury or condition 

203 . SPECIAL PROVISIONS 

Entitlement to payment for each continous period of hospitalization 
i s subject to the fol lowing: 

Rev . 7/16/70 19 
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203 .1 Notificatior1 of Admission 

The hospital is responsible to give notice of admission to the Local 
Medical Assistance Unit within two (2) working days following admission. 
(See Section 304 for i nstruction::-;) . 

203.2 Medical Certification 

The adrni t ting · (attending) phys ician is required to certify concerning 
the reasons for admission. This requirement shall be c onsidered to 
be satisfied when the admitting form, inch.ding diagnosis (es) is 
completed by the hospital and signed by the physician . 

203.3 Approva~ by Individ~al Diagnosis - AID Program 

The AID Program (Approval by Individual Diagnosis) is a system whereby 
t he initial number of days of hospitalization approved depdnds on the 
diagnosed condition for which the patient is treated. Instructions 
for determining numb er of . days allowed are contained in the AID Manual. 

203.4 Medical Recertification 

Whenever the span of inpatient days allowed under AID is exceeded, the 
attending physician is required to certify the necessity of continued 
hospitalization on or before t he expiration of the AID days . Use 
Inpatient Recertification Form (MC-2) . (See Section 30·9 of this Manmtl 
for instructions .) 

The physician's recertification is considered approval of additional 
days, howeve:,_- the maximum days allowed may not exceed those initially 
allowed under AID. Subsequent recertifications are required if 
hospitalization is medica~ly necessary beyond this additional period . 

203.5 Utilization Review 

The hospital is required to meet the r equirements of Title XVIII concerning 
utilization review for all medical assis tance patients or as stated under 
Classification B. 

203.6 Disc harge Planning 

a. When an inpatient is to be discharged from the special hospital and 
contiriuing medical care is required, either in another medical facility 

. · !i.€ ., Extende d Care Facility , Skilled Nursing Horne , general hospital) 
or by a community health agency (e.g., Home Hecilth Agency), the hospi tal 
is zesponsible for providing the facility or agency with a l egible 
abstract or SUITu.'tlary of the pcttient's care while hospitalized and 
recommendations for further medical care . This informatio n shall be 
provided at the time of h6 spital discharge and must be signe d by the 
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a t tending physician. Copies of t~e transfer form shall also be sent 
to the Local Medical Assistance Unit. (See Section 304 for instructions.) 
The Patient Information Transfer Form, Hospital and Nursing Horne, adopted 
by the New Jersey Hospital Association and the New Jersey Nursing Horne 
Association (Form No.766), or equivalent transfer form, may be used. 

b. When an inpatient is to he discharged from the hospital to an 
Extended Care Facility or Skilled Nursing Home , the Health Services 
Program will reimburse the receiving facility for up to 30 days 
without prior authorization by the Program. 

c. ~1hen the inpatient is 65 years of age or older, transfer must be 
to an Extended Care Facility if Medicare. (Title XVIII) benefits 
are ave.i lab le . 

203.7 Hospital Benefits in a . Non-App roved Hospital:_ 

Hospitals which do nm:. meet the definition of an approved hospital are 
not eligible for payment unless such services are made necessary by 
reason .of accidental injury or sudden and serious illnes s requiring 
treatment on an emergency basis. Reimbursement for emergency care 
shall be limited to a maximum of 20 days. 

Claims filed by a non··approved hospi tal must be accompanied by a 
statement mad~ by the attending physician, including a description 
of the nature of the emergency, pertinent clinical information 
concerning the cor!dition of the pa~ient, and a certification that 
the services rendered were necessary to prevent the death oi the individual 
or the serious impairment of his health. 

OUTPATIENT HOSPITAL SERVICES 
(E'or A & B Classified Speciai Hospitals) 

204. OUTPATIENT HOSPITAL SERVICES (If Approved Facility) 

Outpatient services ill Special Hospitals are those preventive, diagnostic, 
therapeutic, rehabilitative, or palliative items · or services furnished 
to an outpatient by or under the directi on of a physician or d entist in 
an approved special hospital Outpatient Department . 

204.1 outpatient 

"Outpatient" means a person registered in the outpatient department 
in an approved special hospital in order to obtain services o-c.her than 
those requiring bed occupan_cy as an Inpatient . 

21 
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205. COVERED OUTPATIENT HOSPI'l'AL SERVICES 

Approved special hospital outpa..tient departments mc:1.y p::::ovide the following 
services to outpcttients when medically necessary . 

205 .1 .F:xamination and Treatment 

By cl physician, dentist, or other prc..cti tioner eliqible to participate 
in the New J"ersey health Services Program . 

205.2 Emergency Room Services, Including Ambulance 

Hospital based :ambulance services when outpatient is no·t subsequentl y 
admitted . 

205.3 Diagnostic or Therapeutic Radiology 

205.4 Laboratory Examinations and Diagnostic Studies 

Shall include diagnostic laboratory examinati ons and clinical tests 
such as electrocardiograms, electroencephalograms, echoencepholograms, 
and other similar clinical tests. 

205.5 Drugs 

Dispensed by the hospital pharmacy. For regulations on take home 
drugs, see Special Provisions. 

205.6 Rehabilitation Services 

Physical, occupational , speech therapy and hearing services (See 
Section 209). 

205.7 Psychi atric Services 

Including psyGhological testing. 

205.8 Supplies 

Necessary for the d iagnosis and treatment of the condition for which the · 
hospital outpatient services are required, and ordinarily furn i shed to 
an outpatient. 

205.9 Blood 

Whole blood a :1 d/or der ivatives, and necessu.ry processing and administration 
thereof, when not othen·:ise available (See Section 208) . 
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205. 10 Dental Services 

See Dental Manual (Section 234.7) for prior authorization, treatment 
·plan r equirements, and proper processing o f the REQUES'l' FOR AUTEORIZATION 
AND PAYMENT OF DENTAL SERVICES Form (MC-10). 

205.11 Outputient Surgical Procedures 

205. 12 Other Items or Services 

That are medically indicated and provided in the medical management 
of disease o:c injury and are o r diLarily furnished to an outpatient. 

205.13 Family P ~anning Services 

206. NON-COVERED OUTPA'l'I EN'I' SPECIT:.L HOSPITAL SERVICES 

Benefits are not payable for any service rendered or items dispensed 
or furn ished in connection with: 

206.1 Elective Cosmetic Surgery . 

206.2 Private Duty Nursing Services 

206.3 Services and Supplies Not Related to Patient . Care 

206.4 Research or Teaching Studies 

206.5 Prior Authorization Not Requested or Denied 

Outpatient hosp ~tal services rendered prior to the date of app l ication 
for medical ass i stance. 

Any . service or item requiring prior authorization where such authorization 
has not been obtained or has been denied. 

206.6 Any service , admission or item which is not medically required 
for the diagnosis or treatment of a disease, inju:--y or condition 

206.7 Transp0rtation 

Transportation including non-emergency ambulance (see Section 205 . 2 on 
transportation) . 
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207. SPECIAL PROVISIOl~S RELATED TO PAYHENT 

207.1 Prior Authorization 

a. There is no limitation on the duration or number of visits available 
to an eligible patient in the outpatient department. However, 
services which involve an extended course of treatment such as 
rehabilitation services, require that certification for continued 
need be submitted to the Local Medical Assistance Unit every 21 days. 
(See Section 304 for mailing instructions). Certification and/or 
subsequent recer t ification shall consist of a typewritten report fr·om 
the prescribing physician stating the medical necessity for continued 
therapy , the objective of therapy, and the estimated number of treat­
ments to achieve the obje~tive. _Therapy prescriptions must be 
definitive as to type and scope of procedures to be rendered. 
Prescriptions such as, 11Physical therapy 3 X a week ," will not be 
accepted. 

b. Special items and services which are not usually part of the outpatient 
service (e.g., surgical supplies, glasses, custom made limbs and 
braces, etc.) will require prior authorization. See Section 204, 
Hedical Supplies Manual and Section 203.2, Vision Care Manual. 

c. For authorization requirements for dental services, see Dental Hanual, 
Section 220. 

207.2 Concurrent Care 

Services provided to a patient during the same period for the same 
condition by both private practitioner and outpatient facility, or 
by t wo different outpatient facilities , are not covered. Payment 
will be made only for one service, except in an eme rgency. 

207.3 Free Choice of Transfe r 

Transfer from one outpatient facility to another or a change from 
outpatient facility to private practitioner care is allowable, however, 
ever effort should be made to avoid duplication of diagnostic tests 
and services. 

SPECIAL PROVISIONS 

208. SPECIAL PROVISIONS RELATED TO BLOOD--INPt. .. TIENT AND OUTPATIENT 

Blood may be provi ded t o an inpa t ient of an appro~ed hosp i tal, an 
outpatient of an app roved hosp~ta l, or any appr oved med ica l facility 
when prescribed and s upervised by a licensed physicia n. 
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208 .1 Scope of Service 

Whole blood , and/or derivatives , and riecessary processing and adminis­
tration thereof, is allowed with the following limitations. 

{a) Efforts should be made to arra nge for the replacement of 
). · blood. This can be done by contr ibution of a blood donor, 

or. by using a blood replacement plan that includes the 
eligible person as a beneficiary (if available). 

{b) '!'he cost of donated blood or blood received through a 
rep lacement pian is not reimbursable. However, the charge 
for cross-matching, inde xing, storage and transfusing is 
reimbursable . 

{c) Certifi cation by the supplier or the facility where the 
transfusior1 is given, that voluntary blood donations cannot 
be obtained is requ~red. 

209, ·REHABILITA~~ON SERVICES - SPECIAL HOSP ITAL OU7PATIENT ONLY 

209.1 Definitions 

(a) "Rehabilitation services" means physical therapy, occupational 
therapy, speech therapy and hearing seYvices and the use of 
such supplies and equipment as are necessary in the provision 
of such services. 

{b) A "qualified physical tr.erapist" is a graduate of a program 
of physical therapy approved by the Council on Education oi the 
American Medical Association in collaboration with the 
American Physical Therapy Association, o r its equivalent , 
and . where applicable, is licensed or registered by the State. 

{c) A "speech therapist II is certified by the 1\rne rican Speech and 
Hearing 1-~ssociation , or has completed the academic requireme nts 
and is in the process of accumulating the necessary supervised 
work experience required for certification. 

{d) ;,. "qualified o c cupational therapist II is registered by the 
American Occupational Therapy Association or is a graduate 
of a program in occupation th~r apy approved b yfhe Council 
on Medical Education of the American Medical Association and is 
engaged in obtaining the required supplemental clinical 
experience prerequisite to registration by the American 
Occupational Therapy Association . 
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209.2 Scope of Ser vices 

~ j · . ·_·· . · · .-, - . -· ·. · · this··sectioi1 fa concernec.f"with rehabilitatlo1i se·rvice· which include~· 
L__ physica l therapy, occupational t herapy , speech therapy, and othe r 

restorative services provided for the purpose of attaining maximum 
reduc tion of physic2l or.mental dis ability and restoration of the 

\ patient to his best functional level. It does not i nc lude physical 
~ · . medicine procedur2s administered directly by a physician , or physical 

:=_: · , . .-. ,.:. · · ·: ,. [7 '' -~- _ .. _.. ;!~ r :t ~~i ~~ /~ ~:~·e ~:~!!!~a~!~~ f n:u~!~~! t~~~~ ~!P !!c;;! ~~ ~!~ ~~~: ~ ~-; •. ,-,, ·· --: · · ·, ,. -•. 
1 2ssistance in any activity; use of a simple mech8.nical d2vice; or other · 

[ 
•.··~ . 
~ 

.services not requiring the special skill or a qualified physical 
therapist . 

Rehabilitation services shal l be made available to covered persons 
as an integral pnrt of a comprehensive medical care program. Such 
servj.ces include not only intermit tent or part-time s ervice to the 
patient, but also instructions to responsible members of the family 
in follow-up procedures necessary for the care of th; patient. 

209.3 General Policies 

a. Providers of Ser,ices 

b. 

Rehabilitat ion services shall be provided by qualified 
therapists cDployed by or under contract to the Hospital . 

Rehabilitation services prov~s:}ed_J?.Y_ a physical 
~ - - --- --
~ private basis are not reimbursable. 

Where Care H~Be Provided 

Rehabilitation services r:1.ay be provided in the patient's home 
or other place of residence, i n a hospital outpatient department, 
in· an approved clinic (independent ou tpatient health facility 
not part of a hospital). 

d. Supervision of. Th~rapy_ _ 

All therapy _must be _provided unde~ _dir~ct . personal · sµpervision 
·_. ·: :and ·· in -'. t he._p:reserice · of" ·a ·quaHfied . . therap.ist · 6r,···fu1~y 1i·censed .• · ... 

physician ~ · 

210.1 Prescriotion Policies 

The progr2r:1 pro~1ide s payment f o:- take hor.t2 drugs dispensed by the 
hospital phann2cy. 

Rev. 7/16/70 26 



.. . 

( 

I 
i . i -· , · .. · ...... 
I 
I 

. "' .·: . .. 

COVERAGE OF HOSPITAL SERVICES ---------------

The choice of prescription drugs remains at the discretion of the 
prescribing physician. However, preference should be given _to: 

. • .. ... ' . ,, ··. -... - ·- .. ·-- .. .. ,.· 

. : .. .. · .. \ .· . 
1. Drugs listed in the latest edition of the U.S. PharIT~copoeia 

(U.S.P.), National Formulary (N.F.), New Drugs, and Accepted 
Dental Therap2uti~ Remedies. 

Oral medication when as effective as injectable preparations. 

Non-propri~tary or ~enetic naraed drugs : of -equal therapeutic 
effectiveness i f availible at a lower cost than proprie tary or 
brand-named drugs. 

• • . ... • • ♦• 

· .. • . 

·: .: .. .. : .. ·.~=· ... .. ·- ~ ,. 
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CHAPTER III 
( 
, ADMISSION AND BILLING PROCEDURES 

( 

300. SUMMARY OF ADMISSION PROCEDURES FOR INPATIENTS 

The purpose of this section i s to give a brief outline of routine 
handling of admissions . 

300. 1 I dentification Ce.rd and Validation Form 

The first step in preparing the Notice of Admission in inpatient cases 
i s to ask the patient for his identification card and validation form . 

It i s very i mportant that the ce.se number and person number be 
accurately r ecorded on the claim for!!]. . The case cannot be processed 
if either of the numbers is missing or i ncorrect. 

(For more detailed information , see Section 101. ) 

301. INPATIENT HOSPITAL CLAIM (FORM MC-1) (Exhibits I & V) 

This 3-part form serves t wo purposes : (1) To report to the Local 
County Medical Assistance Unit the admiss ion of a covered pers on who 
is eligible for medi cal assistance; (2) To bill the program for the 
inpatient services r endered. 

Contractor's Copy (MC-1-A) To be used by Provider when billing 
the Contractor . 

Provider Copy (MC-1-B) - To be r etained by the Provider. 

County Copy (MC-1-C) - This copy must be submitted to the 
Local County Medical Assistance Unit 
within 48 hours of admission . It .is 
not to be sent to the Contractor . 
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. 301.1 Complet ing Inpatient Hospital Claim (Form MC-1) 

Use a typewriter or legible printing for all entries on the form. 

The - following items are to be completed at the time of admission: 

Item 1: Patient's Name--Enter the patient's last name, and first 
name , as shown on the validation fonn. 

Item 2: Sex--Enter "X" in the appropriate block. 

Item 3: Birth Date--Enter the patient's birth date by month, day 
and year. If the date of birth is unknown, transmit the claim form 
without the date of birth. If only the year of birth is known, show 
the year. While the date of birth is useful as identification and 
should be shown when available, a claim will be processed without it. 

Item 4: Leave blank. 

Item 5: Enter Admission Date. 

Item 6-9: Leave blank. 

Item 10: Enter Attending Physician's Name. 

Item 11: Enter Medical Record Number. 

Item 12: Health Services Program Case Nurnber--Enter the covered 
person's program cas e number as shown on the identifi cation card or 
validation form. (See Section 101.) 

Item 13: Patient Person Number--Enter the patient person number shown 
on the validation form. (See Section 101.) 

NOTE: In maternity cas es , when the child remains in the hospital 
a:rter the mother is discharged, the hospital must contact 
the County Welfare Board in order to obtain the child's 
person number. 

Item 14: Enter Provider Name and Address--Abbreviations may be used. 
This information may be preprinted . 

Item 15: Enter Provider Number--This information may be preprinted . 

Item 16: Case Name--Enter name as it appears on the permanent 
identification card . 
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Item 17: Patient's Certificat ion, Authorization to Release Information 
and Payment Reguest--H.9.ve the patient or his authorized representative 
read and sign the statement on the form . If the hospital obtains 
the signature on its own admission recor d form , check the block 
marked "Contained in Provider's Record ." The signature on form Mc-1 · 
need be legible only on the original. If the patient cannot .s ign his 
name because of his physical or mental condition, another person mey 
sign on his behalf. The statement shouid be read to a patient who 
si gns by mark, and witnessed by a person who knows the patient . 
Enter the name and address of the witness . In certain situations , 
a hospital representative mey sign on behalf of the patient. If the 
patient is a minor, a parent or guardia.11 should sign and indicate 
relationship. 

Items 18-21: Leave blank. 

Item 22: Admitting Di a,gnos is--Enter the admitting diagnoses as 
furnished by the physician . List the primary condition first. 

NOTE: This Item must be completed in all instances . 

301.2 Disposition of Form MC-1-C 

The bottom copy of the Claim Form , County Copy (MC-1-C) must be 
submitted to the Local County Medical Assistance Unit within 48 hours 
after admissionw It is not to be sent to the contracto~. The two 
top copies a.re retained by the hospital for billing purposes . 
(See Exhibits. ) 

302. BILLING PROCEDURES FOR INPATIENT SERVI CES--GENERAL 

Form MC-1 (1-70)--Inpatient Hospital Claim is used to bill for inpatient 
services in a participat ing hospital and for emergency inpatient services 
in a nonparticipating hospital. 

NOTE: The hospital should not include charges for services of 
physicians , other practitioners, therapists or technicians 
who customarily bill patients directly and who are not 
directly or indirectly employed or contracted for by the 
hospital . 

- 32 -



• 

ADMISSION AND BILLING PROCEDURES 

302.1 Inpatient Admission After Outpatient Services 

Sometimes a pat i ent is admitted to the hospital as an i npat i ent 
after receiving outpatient servi_ces. If the_ patient is admi t ted as 
an inpatient b e fore mi dnight of the day outpatient services were _ . 
rendered, all services are considered inpatient services for billing 
purposes. The day of formal admission as an inpatient will be 
considered as the first day on inpatient hospital servi ces . 

302.2 Leave of Abs ence 

It is not ne cessary to submit a new admission and billing each time 
the patient has a l eave of absence . I nstead , the h os pital may bill 
for days, excluding leave of absence . (See Section 303.) 

302.3 Medicare/Medi c aid Coverage 

When the pat ient is covered under both programs , only a Me dicare form 
(SSA 1453) should be completed, with Item 14 showing the Health Services 
Program case and person nllillb er on that Medicare form . 

Where benefits have been exhausted under Medicare, the charges to be 
billed to the program must be itemized for the non-covere d period and 
the case and person number must be shown on the Medi care form. 

303. COMPLETION OF BILLING I TEMS ON THE FORM MC-1 (Exhibit I) 

Items 6-7: From And Thru Dates - -Enter 6 digit "From" and "Thru" 
dates for period covered by the bill. 

In interim billing situations, the "Thru" date will be the last day 
billed. On the final bill submi tted , the "Thru" entry will show the 
date of discharge or death . 

Item 8: Enter number of ~ involved in ''From-Thru" dates . 

NOTE: ~ should not include 

a. Dey of dis charge or death. 
b. Days for which no payment can be made 

because patient was on a leave of absence . 

If interim bill situat ion_, include l as t day being billed . . If final 
bi ll, do not include dey of discharge or death. 
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Example: 

Period Billed 

1-1-70 thru 1-15-70 (Bill #1) 
1-16-70 thru 1-19-70 (Bill #2) 
1-20-70 thru 1-22-70 (Discharged) 

No. of Days 

Item 9: Leave Days--Show number of leave days. (See Section 302.2.) 

Item 18 : Statement of Charges 

Show all charges for the period covered by the current billing for 
each of the departments. Where your hospital has more departments 
than shown ·on the form, utilize Items 26, 27 and 28. 

Accommodations-~See Section 201.1 for an explanation of the rules on 
--other than semiprivate accommodations. 

Accommodation days should not include the da¥ of discharge, even 
where the dis charge was late. However, where the hospital nonnally 
makes an extra charge for a late discharge, it should enter the extra 
charge. under "Covered Charges." Where this . charge was made because 
the patient remained in the hospital after checkout time for his own 

· convenience , the charge should be entered under "Noncovered Charges." 
However, where the patient's stey beyond the checkout hour is occasioned 
by his medical condition, e.g., a bedridden patient awaiting transfer 
to his home or to an extended care facility, the s ervi ces furnished 
by the hospital are entered under "Covered Charges . 11 

Where the patient is dis charged on his first day of entitlement, it 
is permissible to submit a billing form with no accommodation charge, 
but with ancillary charges shown on Lines 06 through 28. Ancillary 
charges for day of dis charge, death, or the dey on which a leave of 
absence begins , should be shown in the proper department . 

· Where more than· one rate has been used for a given type of accommodation, _ 
one of the unused accommodat ion lines may be relettered and used to 
show the entry. 

NOTE: In a maternity case , during the joint eligible stey, bill 
the accommodati ons for ~he mother on the appropriate accom­
modation line, and bill the nursery charge on Line 06. 
If the child continues to be hospitalized after the mother 
has been dis charged, the nursery ch arges should be billed 
on a separate claim form . 
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All-Inclusive Rate Hospitals--For hospitals using all-inclusive rates, 
the line for the accommodation actually furnished is to be completed. 
The number of days , all inclusive rate, covered charges, and non­
covered charges must be entered on the bill . 

a private room for medical reasons, 
form MC- 5 to explain the medical 
Enter the number of days, the 

One Bed--Where a patient needed 
complete and attach one copy of 
necessity . (See Section 305). 
customary charge for a one-bed 
the "Covered Charges" column. 
covered Charges" column. 

room and enter the total charge in 
There is to be no entry in the "Non-

If the patient was in a one-bed accommodation for other than medical 
reasosn, payment cannot be made for more than the cost of semi-private 
accommodations . (The completion of Form MC-S J Explanation of 
Accommodation Furnished, is not necessary in this case.) In the 
Non covered Charges column, shrn~ the difference between the private 
room charges and the most prevalent semiprivate room charges at the 
time of admission . 

2-3-4 Bed--If the patientoccupies semi-private accommodations (2,3, 
or 4-bed room) show the number of days and the actual daily rate for 
the accommodations and enter total under "Covered Charges." 

Ward (5 or More Beds)--Under the Health Services Program, payment 
'is ordinarily made for semi-private accommodations (2,3, 4-bed room). 
If the patient is assigned to a room with 5 or more beds, the hospital 
should complete Form MC-5, Explanation of Accommodations Furnished, 
explaining the reasons for this accommodation. A copy of the form 
should be attached to the billing form, and submitted to the contractor. 
(See Section 306) . 

Coronary/Intensive Care and Self Care (If available and /or necessary) 

Show the number of days the patient was in the coronary/intensive 
care and/or self care unit, number of days , applicable rate and enter 
total under "Covered Charges . " 

Line 05: Enter total "Covered" and Noncovered" charges for 
accommodations in "Subtotal" line. 

Lines 06-28: General . 

Show all charges for the period covered by the current billing for 
each of the departments. NOTE : Line 07 includes recovery room and 
Line 22 includes int ravenous solution. 
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Line 98: Enter total of covere~ and noncovered charges . 

Item 19: Other Coverage--Remaining Charges 

If patient has Medicare and Medicaid coverage, see Section 302.3. 
If patient does not have Medicare coverage, enter charges not covered 
by other insurance on Line 32 of Item 19. Appropriate information 
should be entered in Item 25. 

NOTE: Item 19 is reserved solely for other insurance coverage. 
Items 18 and 19 cannot be completed on the s rune claim form. 

Item 20: Patient Status--Check Appropriate Block. 

If discharged also enter date in Item 21. 

If transferred to another medical facility, i.e., skilled nursing 
home, hospital , extended care facili ty , etc., the hospital should 
submit a discharge bill at thi3 point and show the date the transfer 
occurred in Item 21. The hospital should also show under "Remarks" 
the name and address of the institution to which the patient was 
transferred. 

If deceased enter date of death in Item 21. 

If still patient when bill is submitted, check still patient block. 

Item 21: Discharge Date--Enter date as noted in Item 20. 

Item 22: Admitting Diagnosis--(See Section 301.2) 

Item 23: Discharge or Current Di agnoses--Enter all the diagnos es 
shown on the face sheet or discharge sheet of the patient's hospital 
record which !'elate to the condition requiring the current hospital­
ization. The primary diagnosis shown is the illness or condition 
which was the primary reason for the patient's hospitalization. 
Other diagnoses should be shown under secondary . The diagnoses 
should be shown in accordance with recognized nomenclature, e.g., 
"International Classification of Diseases Adapted," "Current Medical 
Terminology," or "Standard Nomenclature of Diseases and Operations ." 

Item 24: Surgical Procedure--Surgical procedure should be specified 
in detail using recognized nomenclature such as that in "Current 
Medical Terminology , 11 "Current Procedural Terminology·, 11 "Standard 
Nomenclature of Dis eases and Operations, 11 etc. For the purpose of 
this form,· surgery includes incision, excision , amputation, intro­
duction , endos copy; repair, destruction, suture, and manipulations . 
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Enter the name of the procedures , if any , sho"vm on the £ace sheet or 
discharge sheet of the patient ' s hospita l record which were performed 
during the period co~Jered by the bill. Show the date·s of each operation 
or endoscopic procedure listed. Li~t fi~st those procedures related 
to t he primary diagnosis. List all other operation and endoscopic 

.procedures in the same order as is shown on the fac e sheet or 
discharge sheet . 

Item 25: Employment Related--If the condition is considered to be 
employment related, the admitting diagnosis should.always be shown 
along with the name and address of the employer. No. program payments 
shall be made for a pati~nt covered by Workmen's Compensation . (Any 
amounts not covered by Workmen ' s Compensation should be entered in 
Item 19, line 32 with an appropriate explanation in the Remarks 
section. ) 

Item 26~ Other Insurance or Liability Coverage--Applies to coverage 
other than Hedicare or Workmen' s Compensation. (See Section 110.) 

Item 27: !'._rovider Certif~cati_9n and_ Signature---m1en a certification 
or recertification is required, a hospital representative should make 
sure that the physician ' s certification and recertifications are in 
the ho$pital r ecords . In all cases the claim form should be dated 
before it is submitted to the con tractor . The date forwarded should 
be the date the bill is actually mai l ed to the contractor and should 
not be before t he ' ·Thru '· date in Item 7. A stamped signature is 
accep table. 

REMARKS--This block will be used by the hospital and/or contrac tor . 

Item 28-37; For Contractor's use only. · 

304. Disposition o( Forms HC-1, Reports and Re~es t to ~o<:_al _11edical · 
Assistance Units 

304.1 Form HC-1 

a. The original copy (MC--1-Jl , Contractor's copy) must be forwarde<l to 
the hospital 's contractor for processing. 

b. The s econd copy (l!C-1-B , l)rovider ' s copy) is to· be r e tained by the 
hospital. 

c. The t hird copy (MC -1-C, ~~otice of Admission ) must be mailed to the 
Local :redical Assistance Unit within two (2) workin8 days after 
admission . 
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304.2 Other Reports and Requests Required by Local Medical Assistance 
Units 

a. The first two digits of the recipient's Health Services Program 
Identification number indicate the Lecal Medical Assistance Unit 
having jurisdiction. Notices of Admission and any other reports 
required by the Locc.tl Medical Assistance Unit are to be sent to 
the Unit indicated. 

NB Inquiries concerni ng eligibility and applications for 
eligibility are to be -sent to the County Welf2re Board 
of patient's residence. 

304.3 Directory of Local Medical Assistance Units 

Street 
County Address Municipality Zip Code P.O. 

Atlantic 1601 Atlantic Ave. Atlantic City 08404 1970 
Cape May " II 

Bergen 90 Main Street Hackensack 07601 813 
Burlington 50 Rancocas Rd . Mt. Holly 08060 607 
Camden 709 Market St. Camden 08101 19 
Cumberland 7 E. Broad St. Bridgeton 08302 440 
Essex 505 s. 15th St. Newark 07103 1576 
Gloucester 10 Harrison St. Woodbury 08096 1900 
Salem " " " " " 
Hudson 100 Newkirk St. Jersey City 07306 8216 
Hunterdon 79 Main Street Flemington 08822 19 
Somerset " " " II " 
Warren " " If " " 
Mercer 205 E. State St. Trenton 08625 2465 
Middlesex 75 Paterson St. New Brunswick 08903 1274 
Monmouth 320 Broad St. Red Bank 07701 778 
Morris 6 Court Street Morz-istown 07960 425M 
Sussex " II II " " 
Ocean 952 President Ave. 

Apt. #J Toms River 08753 1005 
Passaic 152 Market St. Paterson 07590 2863 
Union 7 Bridge Street El i'..zabe th 07201 776 

Box 

305. EXPLANATION OF AC H'10DATION FURNISHED ( FORM MC-5) (Exhibit II ) 

.form MC-5, Explanation of Accommodation Furnished iJ;) used by the 
hosp-ital to explain an accommodation oth_E;"" t. n a two, three, or 
four bed room . . 

38 

Telephone 

609-344-2861 

201-48 8-5667 
609-261-0448 
609-365-3926 
609-451-6550 
201-5!~8-3700 
609-845-7185 

II 

201-792-6390 
201-782-1130 

" 
" 

609-292-7315 
201-245-0653 
201-842-6440 
201-267-1700 

" 

201-341-0804 
201-523-2800 
201-355-8860 
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The cost of a one-bed accommodation is covered by .· the Heal th Services 
Program if it is medically necessary. The medical necessity for a 
private acconnnodation should be described on the HC-5 from the 
physician 's order and the reason as given by him in the hospital's 
medical record. It is not necessary to attach a special statement 
from the doctor for this purpose . 

Where the patient was furnished a one-bed accommodation for reasons 
other than medical necessity , it is not necessary to complete a form 
MC-5. 

Where the patient requested a five-b ed accormnodation, the hospital . 
should complete a single copy of the MC-5 for attachment to the bill 
and have the patient sign the form in the Patient's Signature block 
under Item 19. 

Where the patient was assigned a five-bed accommodation not at his 
request , the hospital should complete the MC-5 for attachment to the 
bill showing the reason for such assignment. 

306. COMPLETING ITEMS ON THE FORM MC-5 

Items 1-16: Should be entered exactly as they appear on inpatient 
hospital claim form MC-1. 

Item 17: Type of Accommodation Furnished 

Enter t he accommodation furnished and the applicable daily rate. 
Item A, t he most prevalent semiprivate rate, should be completed in 
all cases . This is the semiprivate rate most frequently used in the 
hospi tal. (A hospital with private rooms only will use the equivalent 
semiprivate r~te determined by t he contractor .) 

To determine the most prevalent charge for se~~private accommodations, 
consider the following features : 

1. Type of Accommodation . 

2. Total rooms of each type for each different room rate. 

3. To tal beds found in each type for each room rate . 

4. Rate you charge dally for the typ e of room . 

Your most prevalent charge for semiprivate accommodations is that 
single rate you charge for the largest entry appearing under your 
''Total Beds 11 column . 
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EY..ample: 

(1) 
Type of 

accommodat ion 

2 beds 
2 beds 
3 beds 
4 beds 

(2) 
Total rooms 
of this type 

10 
8 
2 
1 

(3) 
Total beds 
col. (1) X 
col. (2) 

20 
16 

6 
4 

(4 ) 
Rate per 

day 

$30 
35 
20 
15 

NOTE: $30 i s the most prevalent semiprivate charge . 

Item 18: Reason f or Assignment to Accommodation Mentioned 

A. Patient 's Request--Where a five or more bed accommodat ion was 
furnished at a patient 's request , the patient should sign the 
MC-5 in Item 19. Enter t he date of signing in Item 20. 

Item 19: Patient 's Signature--As noted above . 

Item 20:- Date of Signature . 

Item 21: Med i cal Necessity--Describe the reason for assignment to a 
on~-bed r oom from the physician ' s order shown i n the hospita l records . 

Item 22 : Other Reasons--Where the hospital believes that an assignment 
to a five or ·more bed accommodat ion is justifiable for some other 
~eason , it shou~d describe t he r eason in this block . 

Item 23: Signature of Hospital Representative--The responsible 
hospital representative should sign and date the form in Item 24. 
A stamped signature is a cceptable. 

Item 24: Date of Signature . 

Item 25-28: For Contractor 's use only • 
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307 . I NPATIENT RECERTIFICATION 

307.l Recertification 

Whenever the span of inpatient days allowed under AID (Approval by 
Individual Di agnosis--See Section 203 . 3) will be exceeded , the attending 
physician is required to certify concerning the necessity of continued 
hospitalization beyond the AID days . 

307.2 Promptness of Recert i fication 

The r egulations of the New Jersey Health Services Program require the 
recertification of the need for continued hospital stay of the patient . 
The attending physi cian is required to complete the recertification 
on or before the expiration of the AID days . Program payment will not 
be made unl ess this requirement i s met . 

307.3 Inpatient Recertification (Form MC- 2) (Exhibit III) 

Form MC- 2 Inpatient Recertification is to be used by the attending 
phys ician whenever AID days are exceeded as noted above . The form 
is to be completed i n quadruplicate, and signed by the attending 
physician (See Section 309 .). 

308. COMPLETING ITEMS ON FORM MC-2 (For Recertification) 

Inpatient Recertifi cation--Items 1-16-- Information can be obtained from the 
claim Form MC- 1 and listed exactly as it appears on that form . 

Attending physician is required to answer the Items listed below; 

Item 1: Current Diagnosis--The Current Diagnosis must be specified 
in all i nstances . 

Item 2: Reason for Continued Hospitalization- -State why confinement 
will exceed number of days allowed under AID . 

Item 3: Approximate Additional Necessary Length of stay if still 
hospitalized. The additional stay r equired should be specified in days . 

Date : The month, day and year on which the recertification was 
completed and signed s hould be indicated. 

The attending. physician's signature must appear on all ~opies of the 
form . 
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309. DISPOSITION. OF COPIES OF COMPLETED FORMS MC-2 

A. The original (MC-2-A Contractor's Copy) must be forwarded to 
the hospital's contractor with Form MC-lf for processing. 

B. The second copy ( MC -2-B County Copy) must be mailed to the Local 
County Medical Assistance Unit. 

C. The third copy {MC-2-C Provider Copy) will be retained by the 
hospital. 

D. The fourth copy (MC-2-D Utilization Committee Copy) will be 
forwarded to the provd:.derd,s Utilization Review Cammi ttee for 
review . 

310. BILLING PROCEDURES FOR OUTPATIENT SERVICES--GENERAL 
(Not available for Special Hospital in Classification C) 

Form MC-4 Outpatient Hospital Billing--will be used by a hospital 
to report outpatient services. 

Under the New Jersey Health Services Program, the hospital s houltl 
submit this form 0n a monthly billing cycle. However , separate claim 
forms will be required for services rendered in different calendar quarters. 

Medicare/Medicaid Coverage--When the patient is covered .under both 
programs only a Medicare form (SSA 1483) should be completed, with Item 
11 showing the Health Services Program Case and Person Number on 
that Medicare Form. 

Where prior authorization is required for program purposes it must be 
obtained and submitted with the Medicare billing form. 

311. COMPLETION OF ITEMS ON FORM MC-4 (Exhibit IV) 

Use a typewriter or legible printing for all entries on the form. 

Item l; Patient's Narne--Enter the patient's last name, and first name, 
as shown on the validation form . 
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ADMISSION AND BILLING PROCEDURES 

Item 2: Sex--Enter "X" in the appropriate block. 

Item 3: Birth Date--Enter the patient 's birth date by month, dey 
and year . If the date of birth is unkno,m , tra.nsmi t the claim form 
wi t _hout the date of birth. If only the year of birth is knatrn, show· 
the year . While the dat.e of birth is useful as id~!ntification and 
should be shown when available, a claim will be processed without it . 

Items 4-5: Leave blank. 

Items 6-7: Claim From and Thru Dates --Enter the dates of the first . 
and l as t service for period covered by the claim fonn . 

Item 8: Visits--Enter number of visits for the period covered by the 
claim form. 

Item 9: Leave blank. 

Item 10: . Attending Physician--Enter attending physician 's name • 

Item 11: Enter Medical Record Number. 

Item 12: Health Service Program Case Number--Enter the patient ' s 
program case number as shown on the identification card or validation 
form . (S ee Section 101 .) 

Item 13: Patient Person Number--Enter the patient person number 
shown on the validation fonn . (S ee Section 101.) 

Item 14: Provider Name and Addres s--Enter provider name and address . 
Abbreviations may be used. This information may be preprinted on 
all copies of the hospital's supply of these forms. 

Item .15: Provider Number--Enter the provider number. This information 
may be preprinted. 

Item 16: Case Name--Enter name as it appears on the pennanent 
identification card . 

Item 17: Patient 's Certification, AuthorizF.tion to Release I nformation 
and Peyment Reques t--Have the patient or his authorized representative 
r ead and sign the statement. on the form . If the hospital obtains the 
signature on its own admission record fonn, check the block marked 
"Contained in Provider's Record." The signature on form MC-4 need 
be legible only on the original • 

If the p tient cannot sign his name because of his physical or mental 
condition, another person ms.y sign on his behalf. 
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ADMISSION ..Alm BILLING PROCEDURES 

The statement should be read to a patient who signs by mark , and 
witnessed by a person who knows the patient. Enter the name and address 
of t he witness . In certain situations, a hospital representative mey 
sign on behalf of the patient . If the patient is a minor , a parent 
or guardian should sign and indicate relationship . 

Item 18 : Type of Clinic / Dates Visited--Enter type of clinic and the 
dat e of each visit • 

Item 19 : Statement of Charges--Enter the charges for the period 
. covered by the cla.in. . Lines 26 , 27 and 28 should 'be used to list 
addit ional services . Show t otal charges on Line 98 . 

Item 20: Other Coverage--Remaining Charges 

If pat i ent i s als o covered under Medicare, see Section 310 . 
If patient does not have Medicare coverage, enter charges not 
covered by other i nsurance in Item 20, Line 32. Appropriate 
informat i on should be entered in Item 25. 

NOTE: I tem 20 i s reserved solely for other insurance coverage . 
Items 19 and 20 cannot be completed on the same claim form. 

Item 21: Pat i ent Status--Check Appropriate Block . 

Item 22 : Nature of Services Rendered--List here, from the patient ' s 
. hospital record , the nature of t he i llness or injury for whi ch 
services were given . Acceptable medical tenninology should be used , 
such as I nternational Classification of Diseases Adapted, Current 
Medical Terminol ogy , etc . I f t he nature of the illness or inj ury 
i s not known , enter "not known". 

Item 23 : Surgical Procedures--Surgical procedures shouid be specified 
in detail using recognized nomenclature ·such as that used in "Current 
Medi cal Terminology , " "Current Procedural Terr.11inology" , "Standard 
Nom.enclature of Diseases and Operation," etc. For the purpose of 
this form, surgery includes incision , excision, amputation, intro­
duction , _endoscopy , repair , destruction, suture, a.~d manipulations . 

Enter the nar:te of the procedures, i f any , which wer~ performed during 
t he period covered by the bill . Show the dates of each operation 
or endoscopic procedure listed. List first those procedures related 
to the primary diagnosis . List all other operation and endoscopic 
procedures in the s mne order . 

I tem 24 : EmE.:~~nt Related--If the condition is considered to be 
employment related, the di agnos is should always be shown along with 
the name and address of the emp loyer. No program payments shall be 
made for a patient covered by Wor1Gn2n 's Ccrnpens at ion.. (P...ny amounts 
not covered by Workmen ' s Compensation should be entered in Item 20, 
Line 32, with s.n appropriate explanation in the Remarks section.) 
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HOSPITAL ADMISSION AND BILLING PROCEDURES 

Item 25 : Oth~r Insurance or Liability Coverage--Applies to coverage 
other than Medicare or Workmen ' s Compensation. (See .Section 110.) 

Item 26 : Provider Certifica tion and Signature--The date forwarded 
should be the date the bill is actually mailed to the contractor . 
The date used should not be before the "Thru 11 date in the j'Statement 
Covers Period" Item 7. A stamped signature is acceptable. 

Remarks--This block ,n.11 be used by the hospital and/or contractor • 

Items 28-37 : For Contractor ' s use only. 

312. DISPOSITION OF COPIES OF CO}fPLETED FORM MC-4 

A. The original copy (MC-4-A Contractor's Copy ) will be forwarded 
t o t he hospital ' s contrac t or for processing . 

B. The second copy (MC-4-B Provider Copy) will be retained by the 
hospital. 

313. COMPLETING I TEMS ON FORM MC-7 

Form MC-7 Hospita l Pharmacy Report must be completed when t ake-home 
drugs are dispensed by Outpatient'Hospi tal f acilities. 

Patient ' s Name - Enter the patient's last name and first name , as 
shown on the validat ion form . 

Health Services Pr oeram Case Number - Enter the patient 's pr ogram 
case number as shown on the identification card or validation fo rm . 
(See Section 101. ) 

Patient Person Number - Enter the patient person number shown on the 
validation form . (See Section 101 . ) 

D~ug Supplied - Enter generic name of drug. 

Provider Number - Enter the provider number. 

Manufacturer - Enter name of drug manufacturer. 

Cost - Enter actual invoice cost . 

Quantity Dispensej_ - Enter quantity dispensed in metric system only • 

Day ' s Su£E.1-.Y - Enter number of days. 

Dosage Form - Ent er drug directions ·. 
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?i_!en_g!:h - Enter strength of drug . 

Rx Number - Enter Rx number . 

Or_!_~inal Rx or Ref ill ·-- Che ck one . 

Date Dispense~ - Enter current date . 

314 . DISPO SITION OF cmfPLETED FORM MC- 7 

a. Attach to Outpatient Claim form HC-4A. 

b. Forward with HC-4.A to the hospital's contractor for processing . 

315. PROCEDURES FOR SUBMITTING CORRECTED INPATIEHT AND OUTPATIENT BILLS 

The hospital may find that a bill already - subiµitte d is incorrect . It is 
not necessary to submit a corrected Form MC-1 or Form MC-4 unless total 
charges change by more than $10 . 00. 

To correct a previously submitted bill, the hospital should reproduce 
a l egible copy of the submitted bill. The necessary correc tions should 
be made in red in the appropriate item. The corrected bill should be 
marked_ ,:1Jebit--Adjust ;, in the upper right hand corner , and mailed to the 
Contrac tor . 

To cancel all the charges on a previously submi tted bill, reproduce a 
legible copy and mark it ··cancel Only 1

• in the upper right margin . An 
explanation fo r the correction should be given on the reverse side of 
the bill, and mailed to the Contractor. 

316. EXHIBITS 

I. HC-1-A 
IL HC·-5 

III. MC-2-A 
IV. MC-4-A 
v. ·uc-1-c 

VI. l-1C--7 

Rev. 7/ 16/70 

Inpatient Hospital Claim Form 
Explanation of Accommodation Furnished Form 
Inpatient Recertification Form 
Outpatient Hospital Claim Form 
Hospital A<lmission - notification I-'orm 
Hospital Pharmacy Rx Report 
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Oeparl menl of lnsrilulaons and Ag enc ies 
® STATE OF NEW JERSEY 

O,v11,on of Med,cal Ass,stance and Hoalth s.,,v,ces 

I NPATIENT HOSPITAL CLAI M 
f.•rlent•• Last NamC' Flr•t N ■ mf' s ... I Ulrch,lul~ 

~ l- I M"I~ 0 F•mal• .,. . 
D <>Y 

I Yr. Mo . ' 
!Admlaelon Dato !Claim f'rorn-0•1• IC lw lm Thru•Oalc O•y • L e-av«- AttC' nd.in~ Phy■ lelan'a N..-m~ (Plot1•0 Print) M•dical Record No. s. 6. 1. .. Daye L.••I Jrlut /if.I • 11. 

/ ,1 ; I I 
9 . 10. 

I 
Mo. Day Yr. Mo. Day Yr. Mo. Day Yr. 

H~•lth S•rvlco1 Pro11rt1m C••• No. !Patient f'•r.-OO No. Provider Naro~ and A<lrtz'.;;; --·· Prov ider Number 
12 . 

I 
IJ . 14. u. . . . . I . . . . I I . I 

C••e L••t Nam• F irst N•nw 
lb . 

---
17. PATIENT'S CERTIFICATION. Autharizalian ta Release Information, and P ayment Request. I certify that the service(s) cuvcrcd by this clBim has been 

received, and 1 re ques t that payment far the se services be made on my behalf. I authorize any holder of medical or othe r information about me to reh,ase 
tu th .. Division of M~dical Assistance and Health Services or its authorized Aient!! any information needed far this or I related claim. 

[) ~r:~.'i:ti;,~: ~:cord 
I Slanatu:e (P•tiant or ...,,horlzed repre~~11atlve) I Date 

18- STATEMENT OF CHARGES Patient Statua □ . 8 f '°"~· o.,. COVERED NON -COVERED 20. Still Patient Oecea••d I. 
A CCOM.\WOA TION DAYS RATE CHARGES 0 Dl ■ ch.ari•d Tranalor to / I ru •l>r. :,c 

oth e r lnpatl1 n Mo. Day Y••r 
t Bed r.~111,., 

Admltt1n11: D1aano ■ ia 
2, 3, 4 B ed 22 . 

Ward 

C oronary/ Intensive Ca-e 
DL1c:harie or 01.UTent diaan0••• 

Se!( Cere 23 . 

SUBTOTAT Arrn\4 r1.por.i:;- co OS PTlmary 

NURSERY 06 

OPERATING ROOM 07 
Secondary 

DELIVERY ROOM OR Sura:lc:al Proc:edur•• (Show dalo ~I • •ch) 
~!CAL THERAPY 10 24-

SPEECH TH ERA PY 11 Primary 

,.Q££t1E~ TIO NA k.TI:lli.&iP. Y I? 

RADIATION TI-IFPAPY t"l 
Secondary 

INHALATION/OXYGEN TILE..~APY 14 i;~ L"' related to • tn;,loyman11 ___ • II ye•, ,iv• """'• of employer. 
LABORATORY 15 

X-RAYS 16 

EKO'S 17 

18 
Other waurance c, Ii.ability cover■ i• 

( 
EEG'S 2 6. 

ADMIN. OF ANESTHESIA {Q Name P ollc7 N~r 

ADMIN. OF BLOOD 20 

BLOOD 21 27. P ROVI DER C ERTIFICATION: I certify that the aer vicea cov• 

PHARMA CY 22 ered by this claim and the amount char&ed therefore are in 

SUPPLfES•Medical/Sur11:ical 23 accord ance with the re,iulations of the New Jersey Health 

AMBULANCE (Ho•plt1>l Owned) 24 Services Proiram; that no part o( the net amount payab le under 

onrn.R 26 
thi11 claim ha5 been paid; and that payment o( auch amow:it will 

(D ••crtbo) 
be accepted as payment in full without additional chara:e to the 

').7 p atient or to others on his behalf. I alao cartify that the aerv -

28 Ices have been furnl5hed in full compliance with the provi sion• 

TOTAL 98 of Tltle V1 o( the Federal C ivil Rlll:hta Act. 

19, OTHER COVERAGE - RE).UINIHG CHARGES 

MEDICARE· DEDUCTIBLE 29 
MEDICARE - Co-In s urance 30 

MEDICARE • OTHER 31 --·--· - -~-
OTHER (D" •cr lbaJ 32 ---
TOTAL 99 

PRIMAIIY 
o;AG.NOSIS 

\ 

[LAPSED DAYS 
Jl . TO SURGERY 

OTHER COVi:RAGE COOE 
JJ. 

0 - NOl'<E 
l. "1(0 1CA RE .l 
l. Mt:OICARE 8 

\ 

[I] □ 3. OTHER INSt.:RANCE 
4 ° LIAB I LITY 
S-OTHEI! . 

MC-IA (1-70) 

MC- 18 (1.70) 

MC- lC (1 -70) 

ProvJclot Repr••ontatl v• .,,,anatur• 

REMARKS: 

I 

DO NOT USE AREA SELOW 

SECONDARY 

0 !Ac.NOSIS 

34. 

□ 

PR IMAi!Y SURC. 

PRCCEOUR£ 

PATIENT srATUS 

I.STILL PATIENT 
Z. 0 I SCk>-RGEO 
J. OE. CEASED 
.. . TRAN S FU! TO Oll<ER 

INPATIENT FACILITY 

JS. 

COHTRACTOR'S CO PY 

PROVIDER CO?Y 

COUNTY COPY 

SEC ONOARY SUf!G. 
1'110CEOUR! 

l'AYM£NT 

-----
l>■te S8"t 

AOJ UO I CA TOR OECL INE CODE 

JI. ·JO. CODE 

PROCES S COOE 
36 . 

[I] 
TRAN. COO[ 

37. 

COMS J 2289A 1:0 1-70 
Printed In U.S.A. 

COMB 3~998 ED 1-70 
Printe<I In U.S.A. 

COMB 32S89C ED 1-70 
Printed in U.S.A. 
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~ - A <lm!ae lon D ate 

I I I I 
_"19..__-'n.J!Y. r Mo. n. Yr . 
lJ . 11., • lth R.,vlc•• Pm 11 r •m C ••• No. 

EXHIBIT II -

FURNISHED 

IJ . P •llrnl Pcr~o n I ◄. Pro v ld r N •m• e nd A dd~••• 
No. 

Flnt N <>m• 

17. TY PE OF ACCOMMODAT ION FU RNISHED 

17 A. MOST P REVALENT SEMI·PRl VATE RATE s 
178. 1-BED 17C. 5-0R-•MORE-BED 

P'RO M ( Datfl) TO (D.t,v RATE P' ROM (Dato) TO ( D.1,i) 

11. REASOH F Of! ASSI GNMEHT TO ACCOM!.\O DATIOH MEN T IOHED 

II A. PATIEN1"'S REQUEST - The S- or-more-bed a ccommo<fa tion s h own abov e w as !umiahe d bec ause I request ed it . 

19, PATI S:NT'S SJCNATURE 20 , DATE 

:11. Mltt;{ C AL N.ZCJ!: 63ITY ( Ducrlb,u 

! 

:22. OTI-Ut R RltASON ( Spec ify) 

:Z J, 8IONAT1J iU; 0 7 HOSPIT AL RE.P R C:32:NTATIY lt 2◄ • DAT& 

25 . FOR CONTRAC TOR'S USE 

26 . Where Contractor de te rmin es th a t as s ignment to 5-or-more- bed room was not a t pati ent's requ es t, or was 
not c onsisten t with th e purposes of thP. Act, gi ve di fference betwee n tota l of charges for accommoda tion a t 
the most pre va lent 2-3-4 bed room ra te and cha rges for a 5-or-more-bed room for a ll cove red d.iys includ ed 
on bi ll for services a ,tt=<ch ed . 

37 . CONTRACTO R 'S AP P ROV.~ L 21, DATZ 

-

MC-5 (1•70) 

JS. Pn..,ld• r Numb., 

$ 

R ATE 

., 

COM8 32899 ED 1-70 
P rint ed In U.S. A, 
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C••• L .. st Nur.u, 
16 -

EXHIBIT III 

Provlder Numb~, 
u. 

ATTENDING PHYSICIAN 'S STATEMENT REGARDING CONTINUED HOSPITALIZATION 

Attending Physician is Required to Answer Items Listed Below On All Cases in Hospital More Than The 
Number of Days Allowed on Individual Diagnosis (AID) Basis: 

1. Current Diagnosis: 

2. What is the Reason for Continued Hospitalization? 

3. Approximate additional necessary length of stay if still hospitalized: 
Days 

Date: Attending Physician 

Month Day Year Signature 

NOTE TO DOCTOR 

The regulations of the New Jersey Health Services Program require the recertificat ion of continued 
hospital need of your pa tient. Your pro mpt cooperation is required so that reimbursement for the additional 
days may be considered. 

MC-2.A. (1•70) CO~TRACTOR' S CO?'( 

MC•2B (l-70) COUNTY COPY 

MC·2C (1-70) 
PROVIDER COPY 

MC-20 (i-70) UTILI ZATION CCM)..\ITTEE CO PY 
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P rln!od In U.S.A. 

COMB 32890C ED 1·70 
Printed In U.S.A • 

COMi3 32a90D ED 1-70 
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EXHIBIT IV 

PLEASE TYPJ:: OR PRh'\"'J' · 

~ STATE OF hEW JERSEY 
Oeparlmen l of ln11 i1 u rions and Agenci o a 

Diviaion of Madic:al Auialon c e ond Heol1n Service• 

OUTPATIENT HOSPITAL CLAI M 
P •Uent•a L••• N am e ,int N•rn• S• • l , l, D M• lt O P'•mct• J, / 

Ill<>. 

I B ltthd•t• 

~~ 
~ 

Da y I Yt. 

~ fl•lm :rom•O: ts I f• lm ~h,u-0•~• Vi ol! • Attondlr>i Phyolclan• o Name (P l oo•• Ptlnt) M•dk al ihcord No, a. L••' l'lr•t "'·'· 11, 
10 . 

Mo, D ay Yr, "11>. Day Yr, 
H•allh S.r,lc•• P rQi,t•m C•• o No. p .. 1un1 l' •r&on r;o . Provider N•:n• and Addr•~• Pro•ld•r M\uob•r 
12. . . . . . 13 , 14 , IS, . I I . . . I I I 

C ••• L ••t Na :ne P' lril Nam. 
16, 

. . 

17 . PATIENT'S CERTI FICATION, Authorization to Release lnfo nnation, and Pa yment Request. I cerhfy that the s ervice(s) covered by this cl ~m has been 
received, a."ld I reques t rh•t payment for thes" services be made on my behalf. I authorize any holder of medical 01 other information el;ou t me to release 
to the Division oC Medical As3istance and Health Services or its authorized Agents any inform.tion nee d~d for this or a related cl aim. 

Pallent' a Sli.naturo (Authorized Rep•••Mtatlve) 1D•t• 
l ll. TYPE OF CLINIC (lndic .. cs D ,rto• Vlolt ad) 

19. ST ATEMEHT OF CHA RGES Patl•nl Statua ~ 

2 I. 

C LIN1C VISIT 01 0 Still P.a t lanl 0 Dlachat1•d 0 Dacauod 

EMERGENCY / OPERA TING ROOM 09 Na ture o! S.rvlce a R•nd•r•d 
2l, 

PHYSICAL T HER APY 10 
~ 

SPEECH IB ERAP Y 11 

OCCUPATIONAL THERAPY 12 

RADIATION THERAPY 13 

INHALATION/OXYGEN IBERAPY 14 Sw-jlc al Pr<>c adur• a (Show d.at• ol ••UV 
l.}. 

L ABORATORY 15 Prl.c:u.ry 

.X-RAYS i6 

ADMIN. OF AN ESIBESIA 19 S.,cond ary 

ADMlN. OF BL(X)D 20 C t..ll!l related to employment 1 ____ , 11 y••• llv• n.,a,e al -ploy-,. 

BLOOD 21 l4. 

PHARMACY 22 

SUPPLIES - MEDICAL/SURGICAL 23 Other lnauranc• or Lla!ll llt y Covara,io 
15. 

OTHER (Des cribe) 26 Narn• Pollor Numi,., 

27 

28 l6 . PROVIDER C ERTIFICATION: I c ertify that th e aerviceli cov• 

4'r_d by thi s claim and the amount cha rged therefore are in 

accordance wi_th the re~l a tions oC the New J ersey Health 
Service ll Program; that no part o( the net amount pay ab le under 
this cl a im h as been p aid; and that payment · of such amount will 

TWAL 98 
be accepted aa payment in full without addition al char.e to th-, 
p at l ent or to othen on his bohalC. I also certify that the aerv• 

20, OTH ER COVERAGE - RE MAINI NG CHA RGE S ices have be , 1 fumished in Cull compliance with the p~ovi.aions 

MEDICARE - DEDUCTIBLE 29 I of Titlo VI oC tho Federal Civil Riith ts Act. 

MEDICARE - CO-INSURAN CE 30 

MEDICARE - OTHER 31 Provldttl' Repre•on t.i tlv-. Sl4na::Ur• 

OTHER (Doacribe ) 

TOTAL 

31. 

32 REMARKS: 

99 

o· 0 N O T U S E A R E A B E L O W 

29, Cl.lN I C CLIN IC Cl.l N I C Cl.lNIC l'RIM-'R Y SUilG. 
l'RCX:£DURE TYl'E TY P£ T'l' PE TYPE 

OTN EII COVER-' C.E COO£ 
33

• 0,NC-N ( 
□ 1. i;,:01c;1.RE A 

2. M£o I C-'RE fl 
l,OTHER IN SURANCE 
• •LI AO ILi TY 
5, OTNER 

34. 

□ 
l'ATIENT STATUS 

'-STILL l';I.TIENT 
2,0I SCHARClO 
J.Q£C£A3 ED 

3.S. 

CO. TR.ACTO. ' S CO?Y 

PROVlDi::R CO PY 

SEC Df, DARY SURG . 
, .-occD\J 

o.,. ~.,,, 

ADJUDICATOil Di:CLINt COO£ 
JO, coot 31, 

l' lt OCtH COO( 
36. m 37. 

COMe J239J A ED 1- 10 
Prlr11,a cl 111 U.~ • .l • 

COMB 3239il8 ED 1-70 
Print..J in \J.S.A.. 
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EXHIBIT V 

PLEASE TYPE OR .PRINT 

STATE OF NEW JERSEY 
Department af ln,titutions and Agencies 

OiviJion of Medic:al Assistanc:e ~d Heal th s .. ,.,ices 

HOSPITAL ADMISSIO N 

C lalm Yrom-Owle 
6. 

Ylut Nam• 

Claim Thru-O<>le 0~1• 
7, •• 

NOTIFICATION 
l:Urth ate 

[1 Wale O Femat, J , / / 
Mo. n ,.y Y!;__ _ 

Alt•ndlna Phy•lclan•• Namo (Ph1uo Print) 
L.a•t Flr•t M.1. 

10. 

Hc .. ¥i~• S• ~~2 u 1;,';o"r• :
0cue0

~: _--Y'-r-'-• ...._-"-':.f_oc... _D_"..:..Y_.c..Y'..:..• '------c.L,-•-on-. -u-1. -p-,-ov_l_d-•r-N-wme and A_d_dt_•-•-•----------P-,o-v_ld_e_r_N_u_:n_b_er ____ _.. 

12, IJ, 14, ts. 

Ct1s L• -'"t Nam• 
u .· 

NOTE: First two digits of Health Se rvices Program Case Number indicate county desig."lation. 

01 - Atlantic 
02 - Bergen 
03 - Burlington 

MC- IC (1-70) 

,.,04 - Camden 
OS - Cnpe May 
06 - Cumberland 

07 - Essex 
08 - Gloucester 
09 - Hudson 

10 - Hunterdon 
11 - Mercer 
12 - Middlesex 

13 - Monmouth 
14 - Morris 
15 - Ocean 

This form should be mailed within 43 hours to the 
local County Medical Assistance Unit. 

COUNTY COPY 

SU 

16 - Passaic 
17 - Salem 
18 - Somerset 

19 - Sussex 
20 - Union 
21 - Warren 

COMB 32889C ED 1-70 
Printed in U.S.A • 
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EXHIBIT IV 

.,.no.,.•~ STATE OF NEW JERSEY 
~r:-~:t;<l.: 

.. , ., ri.;~ ~ Department of Insti tutions and Age ncies 
§ ~~ t Divis ion of Medical Assistance and Health Services 

~1~➔1J 
~~· 

HOSPITAL PHARMACY RX REPORT 

PATIENTS NAME HEALTH SERVICES PROGRAM NO. 

DRUG SUPPLIED 

',ANUFACTURER COST 

QUANTITY DAYS DOSAGE 
FORM 

CHECK ONE 

DISPENSED SUPPLY STRENGTH RX NUMBER 
ORIG RX REFILL 

COMPLETE AND ATTACH TO OUTPATIENT CLAIM 
MC-4A WHEN TAKE HOME MEDICATIONS ARE DISPENSED. 

PERSON NO. 

PROVIDER NO. 

DATE 
.DISPENSED 

MC-7 (1-70) ME DICAID 33171 ED 3-70 (N.J.) 
Printed in U.S.A . 

.t;.ev . 7 / lu /70 51 
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