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March 5, 197 3 

TO: ALL PROVIDERS OF OPTICAL APPLIANCES 

URGENT NOTICE ! 

The release dated March 1, 197 3 advising you to insert new pages 1 7, 18, and 22 
i_n your Optical Appliance and Services Manual was issued in error. 

Please destroy the notice and ALL THREE PAGES WHICH ARE MARKED "REV 
3/73" IN THE LOWER LEFT HAND CORNER. 

The correct pages are those which are marked "Rev. 10/1/71 in the lower left hand 
corner. 

If you have already destroyed pages 1 7, 18, and 22 dated 10 /1 /71 please make the 
following changes to the pages dated 3/73. This procedure will ensure that your 
manual reflects present Medicaid Policy. 

Page 17 - LINE OUT the brackete~ material 

Page 18 - Section 301.2 - LINE OUT the entire bracketed paragraph and ADD 
THE FOLLOWING IN ITS PLACE: "Within the restrictions of their 
licensure, the following are eligible providers of optical appliances." 

Page 22 - Section 306.3 - LINE OUT the entire bracketed paragraph. 
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THE PRUDENTIAL .INSURANCE COMPANY OF AMERICA 

NEW .JERSEY HEALTH SERVICES PHOGR/-\M 
Governmental Health Programs Department, P.O. Box 1900, Millville, N. J. · 08332 

Y~/o 

' J 

ATTENTIOH: Providers of Optical Appliances 

The procedur~s to be followed in supmittinr, optical appliance claims 
to the Hew Jersey Health Services Progra.'71 will be changed for all such 
services rendered on or after January 1, 1971. The major change consists 
of the elimination of the requirement for prior authorizati_on for all 
items except those outlined in Section 302.2 of the attached revised 
pages of the optical appliance manual. .. , Requests for prior authorization 
for those items sfiould still be f orwarded to the Vision Care Unit, Div­
ision of Medical Assistance and Health Services, P.O. Box 2485, Trenton~ 
New Jersey 08h25. However, claiMs for all other elif>ible items should 
b~ sµbmitted directly to the Prudential Insurance Company of America, 
P.o.·· Box 1900, Millville, New Jersey 08332. ' 

' . , 

Please remove and destroy Ch~pters II throl.lf;h IV and replace them with 
the attache_d Chapters III throu CTh y which have been revised to clarify 
the services covered under the Program and to explain the new billing 
procedures. Chapter V lists the optical appliance codes and contains 
a new section pertaining to fra.~es. The listing

1
of frames will be up- · 

dated periodically, but only those frames listed may be dispensed. Host 
of the material previously found in Chapter II has peen incoryorated 
into Chapter III. A revised edition of Chapter II, containing provider 

· definitions, will be release·a. to you shortly. 

We are enclosine fifty revised_ claim forms to be used for billing 
, services provided on or after January 1, 1971. Please use the present 

· · 1-70 edition through this year and continue to mail th~ to the Vision 
Care Unit for authorization. · r--~-r-y · Or' 

PR.'(;:>_Pc;...~v ' ·tio ·. . 
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STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Assistance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume ........ P .::.2.10 ... . November 1, 1977 

TO: ALL OPHTHALMOLOGISTS, OPTOMETRISTS, OPTICIANS 

SUBJECT: REVISED OPTICAL APPLIANCES CLAIM FORM (MC-9-C3), EFFECTIVE NOVEMBER 1, 1977 

Please refer to Newsletter Volume P-195 dated September 12, 1977 which announces a January 1, 1978 implementation 
date for the Medicaid Management Information System (MMIS). In order to incorporate ferlerally required MMIS 
information, the MC-9 Claim Form has been redesigned. 

Enclosed is a supply of the revised MC-9 Claim Form, which should be adequate for your current needs. For your 
convenience, and to expedite a reorder of claims, please use the attached reorder form. 

In order that we may have operational data by the MMIS implementation date, the effective date for use of the revised 
claim form is November 1, 1977. If you receive your MC-9-C3 claim supply after November 1, bef!in using the new 
claim form immediately in accordance with the following instructions. Destroy all of your old claim forms. 

11e major changes to the form, (items 10, 11, 14, 18, 19 and 23), are highlighte,I below, followed by billing instructions 
and a sample claim form. 

Item 10: 

Item 11: 

Item 14: 

HIGHLIGHTS OF THE REVISIONS TO THE MC-9 CLAIM FORM 

EPSDT Program Referral - Complete this item for recipients under age 21. 

Early Periodic Screening, Diagnosis and Treatment (EPSDT), is an aspect of the Medicaid Program which 
ensures that recipients under 21 years of age receive early detection of disease and illness, as well as 
diagnostic and treatment services. If an EPSDT screening uncovers a health problem or defect, the 

· patient may be referred to another practitioner for further diagnosis and/or treatment. 

It is essential that the Medicaid Program be able to relate diagnostic and/or treatment services to the 
original screening. Therefore, when a patient under 21 visits your office, a reasonable effort should be 
made to determine whether it is as a result of an EPSDT Program referral by asking the referrin~ 
physician, clinic or the patient. If you are unable to obtain the information, check "NO". 

Diagnosis 

A diagnosis is required. Where possible, indicate both a primary and secondary diagnosis. (Opticians: 
Obtain diagnosis from the prescribing practitioner.) 

You may use the codes for diagnosis listed in the International Classification of Diseases (Adapted for use 
in the United States), as published by the Department of Health, Education anrl Welfare. (Do not confuse 
the diagnosis with the patient's complaint or symptoms.) 

Treated Glass 

For glass lenses, indicate the process used, chemical or heat, by placin~ an X in the appropriate block. 



Item 19: 

-2-

FDA Standards 

This applies to requirements established by the FDA with reference to treatment of glass lenses, chemical 
or heat process. 

Utilize the appropriate code numbers listed as case hardening in Chapter V of your Medicaid Vision Care 
Manual. Itemize the laboratory cost for the process which must reflect the actual charge specified on 
the laboratory invoice. 

IMP Number: One of the most significant changes to the claim form is the requirement to identify practitioners by 
an Individual Medicaid Practitiorwr (IMP) Number. Items 18 and 23 on the reviserl claim refer to an 
IMP Number. Each Medicaid Practitioner has been assigned a unique IMP Number and has been advised 
of the requirement to make it availahle to other Medicaid practitioners and providers. 

Item 18: 

Item 23: 

Prescribing Practitioner 

Enter the name and Individual Medicaid Practitioner (IMP) Numher of the practitioner who prescribed 
the optical appliance. tc 

In the event that you are unable to obtain the IMP Number directly from the practitioner, you may call 
(800) 322-8051 or (800) 322-8052 toll-free for the information. You will need the name and address 
of the practitioner in order to obtain the IMP Number. 

If the practitioner does not have an IMP Number, insert the name only and write "NON-PAR" next to 
the practitioner's name. You are cautioned that the term "NON-PAR" is used only when an IMP NumHc .. 
has not been assigned and is unavailable through the toll-free numbers mentionerl above. 

If the practitioner who prescribed the optical appliance is also the practitioner who provirles the appliance 
and signs the Provider Certification (item 23), you may write "same as item 23" instead of writing the 
name and IMP Number in item 18. 

Provider Certification 

The provider who personally performed or supervised the service(s) describecl on the claim is always 
required to sign the Provider Certification, item 23. 

If a practitioner ( ophthalmologist or optometrist) renrlered the service, he/she is required to enter 
his/her unique IMP Number in item 23. If the IMP Number of the practitioner who performed the 
service is identical to the preprinted Medicaid Provirler Number in item 9, the hlock may he checked 
in lieu of writing out the IMP Number. 

Opticians have not been assi~ncd IMP Numbers. The optician performing the service is required to sign 
the claim and check the block lahcllecl "optician". 

NOTE: The provider who signs the MC-9 is attesting to having personally rendered or supervised the 
services reported on the claim. If a claim covers services performed hy more than one provider, the 
provider who performed the last procedure shall sign item 23. 

Continue to follow the procedures for snhmittin~ claims as outlined in Chapter IV of your Medicaid Vision Care 
Manual. 



... ... - BILLING PROCEDURES FOR OPTICAL APPLIANCES 

I 
i · Instructions for Completion of Form l\lC-9 

1. - 4. -Copy the Patient's Name, Health Services Prowam (HSP) Case NumLer, and Person Number EXACTLY 
as it appears on the Validation Form or Medicaid Eligibility Identification Card. 
-For additional information, see Section I 01 of your Medicaid Vision Care Manual. 

5. -Indicate patient's age. 

6. -Check appropriate block to identify patient's sex. 

7. -Check appropriate block lo indicate whether the patient has other health insurance, liahility covera~e 
or No Fault Auto Coverage. 

-If yes, you must attach a copy of l he decline notice or a copy of the explanation of payment from 
carrier. 

-When the recipient is covered hy hotlt Medicare and Medicaid, see Section 404 of your Medicaid Vision 
Care Manual. 

8. -Check as appropriate. 
-If patient's illness or injury is work related, enter name and address of employer. 
-Indicate whether injury resulted from auto accident. 

9. -This information is usually preprinted. 
-If not preprinted, write in provider name, address, and provider number. 
-Enter telephone number, includin~ area code. 

10. -Complete this item for recipients unclcr 21 years of age. 
-Ask the patient, referrin~ physician or clinic if this visit is a result of an EPSDT screenin~. 
-Indicate if this patient is such a re fcrral by checking the appropriate block. 

11. -Enter diagnosis. (Opticians: Ohtain diagnosis from prescribin~ practitioner.) 

12.A. -Indicate the date of the last examination prior to the one which initiated this request. 
12.B. -Indicate the date of the most current eye examination. This woulrl most likely he the examination which 

generated the prescription in item 13. 
12.C. -Indicate the date on which the appliance was dispensed. 

NOTE: When requesting replacement of frame and/or lens(es), indicate the date of the examinafom 
during which lenses were last prcscrihed in item 12A, since there is no current examination date. 

13. -A prescription for new glasses MUST ALWAYS he given in MINUS CYLINDER. 
-Place prescription in appropriate space, indicating whether it will he for constant wear (distance) or for 
near points ( reading). 

14. -Place an X in the appropriate box lo indicate either single, bifocal or trifocal. 
-If tint, specify the particular tin l. 
-Indicate the type of treated glass, chemical or heat process, by placin~ an X in the appr• ,priate block. 
-If this is a plastic lens indicate by marking an X under plastic. 
-Specify any other details under Hotlwr". 

15. -Check the item which appropriately describes the circumstances. 

16. -Indicate the manufacturer's name, hrand irlentification, and fabricating lab name. 
-Describe type and style of appliance lo he furnishec-1. 
-When dealing with multi-focal lens, i,lenlify the type of multi-focal lens. 



17. -Describe frame, giving manufacturers name, size, color, model or style. 

18. -Enter the name and Individual Medicaid Practitioner (IMP) Number of the practitioner who prescribed 
the optical appliance. 
-If the practitioner who prescribed the optical appliance is also the practitioner who provirles the appliance 
and signs item 23 (Provider Certification), you may write "same as item 23". 

19. Column I: 
-Identify each item provided by Item Code as listed in Chapter V of your Medicaid Vision Care Manual. 

Column II: 
-Indicate charge, reflecting actual lah invoice cost, for each item provicl erl. 

-Do not write in columns labele<J "Authorized Amount, Amount B, Code, Jam O • 

20. -When Prior Authorization is required, obtain the authorizing signature from the Vision Care Unit, 
Division of Medical Assistance and Health Services, P.O. Box 2485, Trenton, New Jersey 08625. 

21. -Use this Section to enter additional information which may assist in the evaluation of an authorization 
request. 

-Describe any repairs to be made lo l~xisting appliances. 

22. -Under ordinary circumstances, the patient must sign the claim form when services have been received. 
-The claim form must indicak services rendered, prior to presenting it to the patient for signature. 
-If the patient's signature is unobtainable, see Chapter IV, Section 405. l of your Medicai,l Vision Care 
Manual ( e.g., illiteracy, etc.) 

23. -Read the Provider Certification carcfu11y. 
Ophthalmologists and Optometrists: 

-The individual practitioner who personally performed or supervised the service(s) represented 
on the claim must put his/her sii~nature and Individual Medicaid Practitioner (IMP) Number 
on each claim before sulm1it ting for payment. 

-If the IMP Number of the practitioner performing the service is identical to the preprinted 
Medicaid Provider Number in item 9, you may check the hlock in lieu of writing out the IMP 
Number. · 

-Indicate your degree hy checkin~ the appropriate block. 
Opticians: 

-The optician, who personally performed or supervised the scrvicc(s) (lescriLe,I on the daim, 
must sign item 23. 

-Check the block labelled 44oplician". 
-Indicate the hilling date which is the date the claim is mailed. 
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09 i 
REQUEST FOR AUTHORIZATION AND PAYMENT - OPTICAL APPLIANCES 

- C: 1 ,ti i 2. Patient's Street Address { Patient's Last Name First Name Telephone Number 
': 
} 

[':i~J lth Services Program Case No. 
\ 4

1

Patient l5 Age ~Sex ! City State ZIP Code 

~ I I I I I I I I 
ersjn No. Male 

O FemalPi 7 Other Health Insurance or Liability Coverage? Yes □ No □ 1' a Was Patient's Illness or Injury connected with employment? 
If Yes, attach a copy of a Decline Notice or Explanation of Payment. 7·-- If Yes, give Name and Address of Employer here. □ Yes □ No 
No Fault Auto Coverage? O Yes 0 No 

I 

(If Medicare - See Section 404 of Manual) ! Did injury result from automobile accident? O Yes □ No 

/Oas this service performed as a result of an O Yes 0 No 

"-/PROVIDER OF SERVICE INFORMATION 
T PSDT Program Referral? 

- Telephone Number Medicaid Provider Number 
---r- f 1 Primary Diagnosis 

(Enter only when not rri11tcd below) 
Secondary Diagnosis 

Name and Address FOR CONTRACTOR'S USE ONLY 

C J ~re 0 
Total Total D Practicing Date A p 

Amount Amount E Practitioner's Dispensed M L 
C 

A B Number YR. MO. DAY 

47 48149150 I 51 I 52 53154 I 551 56 57158 59 60161162 63164155f 66 f 61T 68 69110 11112 73174 75 76 

I I I r I I I I I I I I I I I I I I 
TaA DBf 

ff>-Date Appliance 119rEM 
C J 

V Was Dispensed ITEM LABORATORY AUTHORIZED AMOUNT 0 A 
Previous I I Current I I Mo/Day/Yr PROVIDED CODE COST AMOUNT B D M 
Examination Mo. Day Yr. Examination Mo. Day Yr. E 

/t~RX SPH CYL AX!S 
- ·-·-- Right Lens 

PRISM BASE 
- .... Left Lens 

Q) 
0 

Qi 
O.D. 

C FDA Standards co "O ti .!: o.s. 0 > Frames 
u ,__.. 

II"' Other (Describe) 
Cl 0.D. 
C ~ Other (Describe) 
~ 
co :§. 
Q) o.s. cc SERVICES RENDERED CHARGES 

"O Lens Service Fee ; · 
, 

"O o.u. <( 

/4NDICATE AS APPROPRIATE 
Frame Svc. Fee 

Other (Describe) 
Single Bifocal Trifocal Tint Treated Glass Plastic Other 

Other (Describe) 
Color Chem. Heat 

TOTAL 

/Sheck {j) As Appropriate 
zoTHORIZING SIGNATURE (For Division Use Only) 

D Lost O Broken O New Rx O Rx Change Date 

2-/REMARKS:_ 
/Bens (U.S. Mfgr's Name, Fabricating Lab., Model or Style) 

/7rame (U.S. Mfgr's Name, Size, Color, Model or Style) 

fBrescribing Practitioner 0 M.D. O Optometrist O Other. 

Name Individual Medicaid Practitioner Number 

., 
FOR PAYMENT MAIL TO: The Prudential Insurance Co. of America - P.O. Box 1900 - Millville, N.J. 08332 

z~TIENT'S CERTIFICATION. Authorization to Release Information, and Payment Request. I certify that the service(s) covered by this claim has been received, and I 
quest that payment for these services be made on my behalf. I authorize any holder of medical or other information about me to release to the Division of Medical 
ssistance and Health Services or its authorized Agents any information needed for this or a related claim. 

Signature (Patient or authorized representative) Date 

z~ROVIDER CERTIFICATION. I certify that the services covered b; thi~laim were personally rendered by me or under my direct personal supervision (as defined by 
gram regulations); that the foregoing information is true, accurate and complete; and I agree to keep such records as are necessary to disclose fully the extent of 
,ices provided, and to furnish information for such services as the State Agency may request and that the services covered by this claim and the amount charged 

. refore are in accordance with the regulations of the New Jersey Health Services Program; and that no part of the net amount payable under this claim has been paid; 
nnd that payment of such amount will be accepted as payment in full without additional charge to the patient or to others on his behalf. I also certify that the services 
have heen furnished in full compliance with the non-discrimination requirements of Title VI of the Federal Civil Rights Act. I understand that payment and satisfaction of 
this claim will be from Federal and State funds and that any false claims, statements, or documents, or concealment of a material fact, may be prosecuted under 
applicable Federal or State laws, or both . 

Provider Sir1nature _ --- --·- . □ Physician □ Optometrist Billing Date 

Individual Medicaid Mo/Day/Yr 
Practitioner Number -- --·-· - - ·· . 

LI Check if □ Optician □ Other Degree 
same as 
Item 9 ~ ·- - - -· .. ---- ·-·- ·---- -- ·- ----- --- ··· ----- --- -- -- - -------- -- -r•"""- a ,-r.,. • ,....,,....,....,. ,..,...,.n.,1 



FOREWORD 

The New Jersey Medical Assistance and Health Services Act 
(Chapter 413, Laws of 1968) established a program of assistance 
and services for d,fined groups of persons to enable them to 
secure quality medical care. This is the New Jersey veraion 
of a program commonly known as ''Medicaid" or "Title XIX". 
In identifying persona eligible for such assistance and services 
this will be known as the New Jersey Health Services Program. 

This manual is designed for use by providers billing for services 
furnished under the Program. It contains informational and 
procedural material needed to assist the provider in pr0111pt 
and efficient payment of claims and to answer questions which 
patients may ask about the program. The procedures described in 
this 1114nual have been devised to achieve the goals of the Program 
with due consideration to the needs of the covered persona and 
effectiv~ relationships with providers. 

A careful effort has been made to insure that the provisions of 
the law and the regulations are accurately reflected. Thia issuance 
should help to assure that the law is uniformly applied without 
regard to where covered services ~re furnished. 

The manual is designed to accommodate new pages as administrative 
changes in procedure are made. Accordingly, revised sections, 
pages, or chapters will be issued as the need presents itself. 
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CHAPTER I 

GENERAL INFORMATION ABOUT THE PROGRAM 

Who is Eligible ••••••••••••••••••••••• 
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Medical Review and Evaluation. • • • • • • • • • • • • - • • • 
Provision for Appeals - Fair Hearings •• 
Fraud. • • • • • • • • • • • • • 
Civil Rights ••••••••••••• 
Observance of Religious Belief •••• 
New Jersey Sales Tax Exemption •• 

1 
Rev. 12/01/70 

. . . . . . . . . . . 

. . . . . . . . . 

. . . . . . . . . 

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 
110. 9 
111. 10 
112. 10 
113. 10 
114. 10 
115. 10 
116. 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 financial 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 .. newmt, 

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 not apply for 
such assistance. 

Ch~ldren 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 0£ 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 assistanc, 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. 

2 
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GENERAL INFORMATION 

101. HOW TO IDENTIFY A COVERED PERSON 

101.1 Plastic Identification Card (Exhibit I) 

This card identifies an individual or head of a family 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 
the name of the individual or head of the household and the Health Services 
Program Case Number. This card is issued by the Division of Medical 
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 OF THE 
STATE OF NEW JERSEY (SEE SECTION 101.2). 

A plastic identification card must be retained by the person to whom it is 
issued, and !!.2_ provider shall retain an identification card for the purpose 
of rendering a service in the future. 

Exhibit I 

101.2 Validation Form (Exhibit II) 

This validation for health services form is issued by the appropriate 
County or State Agency monthly and indicates the individual is currently 
eligible for coverage. 

NOTE: THIS FORM IS THE SOLE INDICATOR OF ELIGIBJJ:LITY. THE PLASTIC 
IDENTIFICATION CARD ALONE IS NOT SUFFICIENT. The validat ion form must 
be retained by the person to whom it is issued, and~ provider shall 
retain the form for the purpose of rendering a service in the future. 

The sample shown contains all of the required information. However, 
the form itself may vary from county to county. 

IMPORTANT: Be sure to enter name, H.S.P. Case Number, and Person Number, 
EXACTLY as it appears on the Validation form on all Requests for Authorizati on 
and claim fonns. 

Rev. 12/01/70 3 



Exhibit 11 

GENERAL INFORMATION 

COUNTY WELFARE BOARD ---
VALm ATION FOR HEALTH SERVICES PROGRAM 

Valid Only for Month of Jan. 1970 

BUCKINGHAM 

01 John 
02 Mary 
20 Emma Jones 
21 Lil a 
22 James 
23 Belinda Smith 

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

In certain circumst ances, a temporary identification and validation 
fora will be issued. This f orm will identify the case as eligible 
for health services for 30 days from the date of issue. 

LAITNAME 

fl'AP-16(11/69 ) TE}etP. FORM 

STAT£ OF NEW JERSEY 
J:IEPARTMENT' OF INSTITUTI~S AND AGENCIES 

DIVISll'N OF ME»ICAL ASSIST»ce AND tEALTH SERVICES 

TEMPORARY IDRNTI'FICATION AND VALIDATION Of ELIGIBILITY 
CURR£NT CASE NO. 

er, l'IIOG NUMHII 

I I I I I I I 

f'tRSTelAME. .I, 
arRTHOATI 

MO OAY YII 

EXHIBIT ~II 

4 

l"lCTIVl DATI 
MO 

I 

DAY Ylt 

I 

mrICE 'ro PR:JVIID CF HEAL'lH SERVICES : 

This torm, when s1gJl9d by or en bets.alt ot the persa, 
"41a5e Mme is t1rst l.1.sted , 1dent1t.1.es the persCll(S) 
l.1.sted as ellg1ble tor ~ tOl" authorized health 
services under the New Je'f"NY Heal.th Serivces Prcgram. 

'1h1s term also serves as a tt!!lll)01'N'Y val,1.datia, ot 
el1g1bll1ty ror a period not •~ceed1n8 30 days traa 
the etrective date entered abQw. · 

'!be 1ntonnat1a1 appeartng on ttws to:nn ahould be taed 
. 1rl CCJ!'f>letw the cla1m term to be S\ltleltted to the 

appropriate Contractar tar thlt St-.. ot New Jersey. 

mrICE 'ro c:i:.mn': 

'lbis tonn r.ust be sipd a, the l1n!I belcw nwked 
"Slfl'Ulture" by or Cll behalt or the s-rsm tilhOM nane 
1s .tirst listed. '1h1s tt,z,n 1111at be p~eented to the 
pr'C\'12r ot health ser-,"1:cs t" prove ellg:.b1l!ty tc.r 
~t. IX> Nar TEE this tam atter recd Ying ywr 
plastic i~I?I'citICll c'1'd ll'ld YQl.r IIU'lt~ 
''Valldat1a1 tor Health Services". 

Si@:J"&ture ____ _ ________ _ 



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 wi~h the medical necessity of the patient's condition, 
as determined by the attending physician or other practiti oner, in 
accordance with standards generally recognized by health professionals 
and promulgated through the Division of Medical Assistance and 
Health Services. The following items and services, mor e specifically 
defined in subsequent sections of the appropriate manual, are 
authorized under the Program: 

(a) Inpatient hospital services, other than servi ces in an 
institution for tuberculosis or mental diseases; 

(b) Inpatient hospital services for persons 65 and ol der in a 
public institution for tuberculosis or mental diseases; 

(c ) Outpatient hospital services; 

(d) Clinic services, i.e., health services provided by an 
outpatient facility not administered or oper ated 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 ) Home 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) Transportation, i.e., ambulance service to and from a medical 
facility when the patient's condition precludes the use of 
other means of transportation. 

5 



GENERAL INFORMATION 

103. ELIGIBLE PROVIDERS 

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

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid De•lers; 

Home Health Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians; 

Optometrists; 

Approved Clinics (Independent Outpatient Health Facilities); 

Certified Orthotists; 

Pharmacies; 

Physicians; 

Podiatrists; 

Certified Prosthetists; (excluding dental) 

Providers of Medical Transportation. 

104. FREE CHOICE BY COVERED PERSONS 

A covered person is free to choose .qualified facilities, practitioners 
and providers of service which meet the Program standards. In the 
event that the patient has no personal practitioner, or none is 
available, the Local Medical Assistance Unit may assist in obtaining 
an appropriate practitioner or health resource. 
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GENERAL INFORMATION 

105. CONTRACTORS 

The Division of Medical Assistance and Health Services will process 
and make payment of claims for services by skilled nursing homes 
and eligible state and county mental and tuberculosis hospitals. 

Contracts have been negotiated on behalf of the State of New Jersey 
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 Jersey will be responsible for the 
processing and payment of hospital inpatient, hospital outpatient, 
and home health agency claims for those providers who have selected 
the Plan as their intermediary under Title XVIII (MEDICARE). 
In addition, the Hospital Service Plan of New Jersey will process 
and pay all pharmaceutical services claims (i.e., legend and non­
legend drugs), and claims for out of state hospitals and home health 
agencies. Hospitals who have not participated in Title XVIII are 
assigned to the Hospital Service Plan. 

The Prudential Insurance Company of America will handle the 
processing and payment of hospital inpatient, outpatient and home 
health agency claims for those providers who have selected Prudential 
as their intermediary under Title XVIII (MEDICARE). In addition, the 
Prudential Insurance Company will process and make payment for all 
other health services covered by the program. 

106. PRIOR AUTHORIZATION 

Under the Program, payment . for certain services will require prior 
authorization from the Local Medical Assistance Unit, except in an 
emergency. It is the responsibility of the specified person or 
institution providing such service to obtain prior authorization 
before furnishing or rendering service. Specific instructions are 
detailed in the appropriate manual sections. 

107 . POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

Prior approval of the Local Medical Assistance Unit shall be required 
for medical care and services which are to be provided outside 
New Jersey, except in the following situations: 

1. Where necessary medical care is provided to a patient who is 
temporarily absent from the state. 
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2. When it is customary for persons in the area generally to 
use medical care resources and facilities outside the 
State of New Jersey. 

3. When out of state care was provided in an emergency. 

108. GENERAL EXCLUSIONS 

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

Payment is not made for: 

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

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

Note: There are certain exceptions to this rule. 
A written certification of medical necessity and a treatment 
plan must be submitted by the practitioner 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 the Covered Person is on active duty in the military; 

5. Services or items furnished for any condition 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 Disability 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 of 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; 
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8. Services or items furnished after the last day of the month in 
which the patient ceases to be eligible for coverage; 

9. Any services or items furnished for which the Provider does not 
normally charge; 

10. Any admission, service or item requiring Prior Authorization, 
where authorization has not been obtained or has been denied; 

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

109. CONFIDENTIALITY OF RECORDS 

All individual medical records of covered persons acquired under this 
Program shall be confidential and shall not be released without the 
written consent of the covered person or his personal representative. 
This shall not preclude the release of statistical or summary data 
or information in which covered persons are not, and cannot be, 
identified, nor shall it preclude exchange of information between 
individuals or institutions providing care, Contractors and State 
or local official agencies. 

110. UTILIZATION OF INSURANCE BENEFITS 

Health, . hospital, workmen's compensation, or accident insurance 
benefits shall be used to the fullest in meeting the medical needs 
of the covered person. Supplementation of available benefits shall 
be as follows: 

1. Title XVIII 

The Program, in most instances, shall cover the amount of any 
deductible or co-insurance liability under Title XVIII of the 
Social Security Act for all covered persons 65 years of age 
or older. 

2. Workmen's Compensation 

No Program payments shall be made for a patient covered by 
workmen's compensation. 

3. Other Health Insurance 

When a covered person has other health insurance, the Program 
requires that such benefits be used. Supplementation shall be 
made by the Program when necessary, but the combined total shall 
not exceed the amount payable under the Program in the absence 
of other coverage. 
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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 Health Services must provide for continuing review and 
evaluation of the care and services provided in the Program. This will 
include review 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 law enforcement officials situations in which there is 
valid reason to suspect that fraud has been practiced. 

114. CIVIL RIGHTS 

Federal regulations 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 requirements 
of Title VI of the Civil Rights Act. 

115. OBSERVANCE OF RELIGIOUS BELIEF 

Nothing in the Program shall be construed to require any person to 
undergo any medical screening, examination, diagnosis, or treatment 
or to accept any other health care or services provided under the Program 
for any purpose (other than for the purpose of discovering and preventing 
the spread of infection or contagious disease or for the purpose of 
protecting environmental health) if such person or his parent or guardian 
objects thereto on religious grounds. 

116. NEW JERSEY SALES TAX EXEMPTION 

All items and services provided to covered persons under this program 
are exempt from the New Jersey Sales Tax, by virtue of N.J.S.A. 54:32B-9. 

10 
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CHAPTER II 

EYE CARE - PROFESSIONAL SERVICES 

200. SCOPE 

This section is concerned with examinations and care for visual defects 
and/or eye disease. 

200.1 Consultation 

For purposes of the New Jersey Health Services Program, a consultation is 
defined as that service rendered by a qualified specialist (See Note 1 
Below) upon request of the attending practitioner in order to evaluate 
the nature and progress of a disease, illness or condition and to establish 
or confirm a diagnosis, estimate the prognosis and suggest appropriate 
therapy. A consultation requires a personal examination of the patient 
by the consultant followed by a written report of his findings and recom­
mendations. 

Note 1: For purposes of the Health Services Program, a Specialist 
is a fully licensed physician who limits his practice to 
his specialty and who: 

A. is a diplomate of the appropriate American 
Board, or Osteopathic Board; or 

B. is a fel low of the appropriate American 
Specialty College, or a member of an Osteo­
pathi c Specialty College; or 

C. has been notified of admissibility to ex­
aminat ion by the appropriate American Board, 
or Osteopathi c Board, or has evidence of com­
pletion of an appropriate · qualifying residency 
approved by the American Medical Association, 
or American Osteopathic Association; or 

D. holds an active staff appointment with specialty 
pr i vi leges in a voluntary or governmental hos­
pital which is approved for training in the spe­
cialty in which the physician has privileges; or 

E. is recognized in the community as a specialist 
by his peers. 

Note 2: A consultation service in a discipline other than that of 
the attending practitioner must be based on medical neces­
sity. 

· Note 3: A consultation rendered by a specialist requested by an 
attending practitioner who is a specialist in the same 
discipline is an ineligible service. Exception (Note 3) 
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When unusual circumstances of medical necessity make 
such a consultation advisable, prior authorization must 
be obtained (See Section 203). 

200.2 Referral 

For purposes of the New Jersey Health Services Program, a referral is 
defined as the transfer of responsibility for continuing care of a 
patient from one practitioner to another, with or without a consultation 
and within or outside the same specialty or discipline. 

201. PROVIDERS OF SERVICE 

Within the restrictions of their licensure, the following are the only 
providers eligible for reimbursement for professional eye care services 
under the New Jersey Health Services Program: 

201.1 Physicians 

Physicians recognized by the New Jersey Health Services Program in accor­
dance with definitions in the Physicians Manual Section 201.3 and Vision 
Care Manual Section 200.1 NOTE I as specialists. Specialty recognition 
must be as an OPHTHALMOLOGIST. 

~01.2 Optometrist 

Any person who is licensed by the New Jersey State Board of Optometry to 
engage in the practice of optometry, or similarly licensed by a comparable 
agency of the state in which he performs such functions. 

201.3 Ophthalmologist or Optometrist in Another State 

An ophthalmologist or optometrist in another state who is duly licensed in 
that state. 

201.4 Independent Clinics 

Independent Outpatient Health Facilities approved by the New Jersey Health 
Services Program to render Eye Care Services. 

201.5 Hospitals 

Hospitals meeting the definition of "approved hospital" as described in 
Section 200.1 of the New Jersey Health Services Program Hospital Manual. 

202. PROFESSIONAL SERVICES NOT REQUIRING PRIOR AUTHORIZATION 

A. Screening Examinations 

This shall constitute procedures performed to determine whether a 
comprehensive examination is necessary. As a minimum, the screening 
examination shall consist of the following: 

1. External examination 
2. Visual acuity in each eye 
3. Gross muscle balance 

Note 1: It is the intent of the Program to reimburse the Ophthalmo­
logist or Optometrist for either a screening examination 
or a comprehensive eye examination rendered a patient, not 
both. If, as a result of the screening examination, it is 
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felt that a comprehensive examination is necessary, it 
should be completed at that time or at the earliest mutual 
convenience of the provider and patient . The screening 
examination, in this instance, becomes an integral part of 
the comprehensive examination and the claim submitted to 
the Program should be for a comprehensive eye examination. 
If, however, the screening examination reveals that no 
further examination is necessary , a claim should be submitted 
for a visual screeninP, examination. 
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OPTICAL APPLI.A.NCF.S AND FFRVICES 
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Approved Fabri cati np- Laboratory 
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Rev. 9/1/73 -17-

SECTION AGE 

300. 

101. 

301.1 
301.2 

302. 

302.1 

303. 

303.1 
30'3.2 
303.3 
303.4 
303.5 

3nti. 

30Ji .1 
304.2 
3011 .3 

305. 

105.1 

306. 

30h.l 
30h.2 

30h.3 

18 

18 
18 
18 

18 

18 

19 

19 
20 
?l 
21 
21 

21 

21 
21 
22 

22 

22 

?? 

22 
22 

22 



CHAPTER III 

OP~ICAL APPLIANCES AND SERVICES 

300. OPTICAL APPLIANCES 

301. DEFINITIONS 

301.1 Optical Appliances 

For purposes of the New Jersey Health Services Program, optical appliances 
are considered to be those items, devices or appliances prescribed by an 
eligible provider and furnished by an eligible provider in order to aid 
or improve vision, or to replace the eye. 

301.2 Providers of Optical Appliances 

Within the restrictions of their respective licensure the following are 
the only providers eligible to receive reimbursement for supplying optical 
appliances under the New Jersey Health Services Program. 

Physicians recognized as specialists in Ophthalmology by the New Jersey 
~ealth Services Program in accordance with Physicians Manual (Section 201.3) 
or Vision Care Manual (Section 200.1), persons licensed by the State of 
New Jersey to practice optometry; persons licensed by the State of New Jersey 
as opticians, Independent Outpatient Health Facilities approved by the 
New Jersey Health Services Program to render eye care services; Hospitals 
approved for New Jersey Healt h Services Program participation. 

NOTE: Persons recognized as ocularists may be considered providers of 
artificial eyes upon recommendation of the prescribing practitioner 
and prior approval by the New Jersey Health Services Program. 

An ophthalmologist, optometrist or optician in another state and holding 
no license to practice in New Jersey, is eligible to provide optical 
appliances in the state in which he practices if he meets the requirements 
of his own state with regard to the dispensing of optical appliances. 

302. SCOPE 

The following optical appliances are covered under the Health Services 
Program, subject to the limitations listed below: 

302.1 Optical Appliances NOT Requiring Prior Authorization 

A. Lenses listed in Chapter V 

B. Frames as indicated in Section 303.2 and 304.2 

C. Repairs to optical appliances up· to $5 

302.2 Optical Appliances Requiring Prior Authorization 

An eligible provider must request prior authorization from the Vision Care 
Unit, Division of Medical Assistance and Health Services, Post Office Box 
2485, Trenton, New Jersey 08625, for items to be dispensed in accordance 
with the standards and policies described in Section 303 . 
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A. Contact Lenses 

B. Artificial Eyes 

C. Subnormal Vision Devi ces 

D. Visual Training Devices 

E. Repairs to optical appliances exceeding $5.00 

F. All other optical appliance items not listed or requiring additional 
charges 

G. Replacement of optical appliances 

Note: If, for reasons of loss or breakage, replacement of an 
optical appli ance(s) becomes necessary, the replacement 
appliance shal l be identical to the appliance(s) that 
was replaced . 

H. Dual pairs of glasses 

Note: A statement indicating medical necessity must be sub­
mitted when requesting two pairs of glasses in lieu of 
multifocal lenses. 

303 . POLICIES 

303.1 Lenses 

A. Safety Lenses 

Case hardened lenses may be prescribed for any person as determined 
by the attending ophthalmologist or optometrist. These are requireq 
for all persons requiring minus cylinder or minus lenses, for persons 
under 21, for persons with monocular vision, for elderly ambulatory 
per sons, for epileptics, and for persons with markedly impaired 
vision. Minimum thi ckness of all case hardened lenses is to be 2.0 mm. 

B. Plastic Lenses 

Note: Justification of need must be documented prior to dispensing 
of plastic lenses. 

C. Bifocals and/or Multifocal Lenses 

Note: This type of lens, unless otherwise substantiated (See 
Section 302.2, part H), shall be dispensed for the appro­
priate condi tion. 

D. Prescription for Eyeglasses 

For pricing purposes, all prescri ptions shall be written in minus 
cylinder form. 
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D. The material must contain no scratches, fissures or bubbles. 

E. There must be no material discoloration at the time of dispensing. 

F. The grame must not be expanded beyond 1 mm. of the original size when 
the lenses are inserted. 

304.3 Guarantee/Warranty 

All rights, benefits, and services applicable to a private patient shall 
apply to the same extent t o t he Medicaid recipient. 

305. APPROVED FABRICN.I.1IIJG LABORATORY 

305.1 Definition 

For purposes of the New J ersey Health Services Program, an approved fabri­
cating laboratory shall have the necessary equipment and licensed personnel 
and is capable of completely surfacing and finishing lenses from raw glass 
(or plastic) or from partially finished lenses, with the further capa­
bility of providing completely finished eyeglasses, and is subject to 
approval by the New Jersey Health Services Program. 

306. BASIS OF PAYMENT 

Reimbursement for covered servi ces and/or items shall be on the basis of 
the customary charge, not to exceed an allowance determined reasonable by 
the Commissioner (Institutions and Agencies) and :further limited by 
federal policy, where applicable, relative to payment of practitioners and 
other individual providers. I n no event shall the payment exceed that 
charged by the provider for identical services and/or items to other 
governmental agencies, private non-profit agencies, trade unions, or other 
individuals in the community. 

306.1 Lenses 

The reimbursement policy of the New Jersey Health Services Program provides 
for payment to the provider of the actual invoice cost of the optical 
appliance. Providers are requested to indicate the actual invoice cost of 
the material when submit ting a claim. The service (dispensing) fee, to 
which the provider is entitled, should be indicated as a separate item. 

306.2 Frames 

The maximum allowable cost for frames is $5.00. However, providers may 
only bill the New J ersey Health Servtces Program for the actual invoice 
cost of the frame when submitting a claim for payment. Frames are reim­
bursable only if they meet the criteria listed in Section 304.2. 

306.3 Reimbursement to Providers of Optical Appliances 

Optical Appliances are reimbursable under the New Jersey Health Services 
Program only when pres cribed by a provider of professional eye services 
as defined in Section 201 of this Manual (i.e., Physicians recognized by 
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the Program as Ophthalmologists, Optometrists, approved Independent Eye 
Clinics and Hospitals); and when filled by a provider of optical appli­
ances as defined in Section 301.2 of this manual. 

NOTE: Each optician approved to provide services under the New Jersey 
Health Services Program will receive from the Program Contractor (Pru­
dential Insurance Company of America) a listing of those Physicians 
recognized by the Program as Specialists in Ophthalmology. Such list 
will be updated periodically as needed. 

In the event that a dispensing optician received a prescription for an 
optical appliance from a physician not on the list, such optician may 

L
, call the Medicaid Claim Divis ion, Prudential Insurance Company (201-

621-6960 ext. 337 or 609-825-8700 ext. 337) or the Local Medical 
Assistance Unit serving your area (see Exhibit VI) to determine if the 
prescribing physician is approved as a specialist by the Program. 
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CHAPTER IV 

EYE CARE AND OPTICAL APPLIANCE 

BILLING PROCEDURES 

Billing Procedures 
General Policy .. 
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Request for Authorizat ion and Payment Optical 
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BILLING PROCEDURES 

The Prudential Insurance Company 
Medicare B Division 
Post Office Box 6500 
Millville, New Jers ey 08332 

The provider must record both the Medicare identification number (Section 2) 
and the New Jersey Health Services Program Case Number and Person Number in 
Section 5 of the Form SSA-11~90. 

Note: No prior authori zation by the New Jersey Health Services Program 
is required f or Medicare covered services. However, the respop~ 
sibility for reimbursement by the New Jersey Health Services Pro­
gram is limited to payment of the unsatisfied deductible to the 
extent that the payments do not exceed the maximum allowable 
under the Progr am . 

405. REQ,UEST FOR AUTHORIZATION AND PAYMENT - OPTICAL APPLIANCES CLAIM 
FORM MC-9 

If prior authorization is required, this form is used when requesting 
authorization, to furnish opti cal appliances and to bill for such appliances 
following authorizati on. Charges for services furnished in conjunction 
with the dispensing o f optica l appliances are also billed on this form. 
When prior authorization i s not required, it is mailed directly to Prudential. 

405.1 Instructions for Comple tion of Form MC- 9 (Exhibit III) 

1. - 4. NAME, ADDRESS, CASE NO . AND PERSON NO . - Copy the patient's name, 
H.S.P. Case Number and Patient Person Number EXACTLY as it appears 
on the monthly Validation Form. 

5. - 6. Self-explanatory. 

7. OTHER INSURANCJi'. OR LIABILITY COVERAGE - If the patient has other 
health insurance or liability coverage, check in appropriate 
block, provide the name and address of the carrier(s), and show 
t he amount paid. 

8. EMPLOYMENT REI,ATED - If t he patient's illness or injury is work · 
related , enter the name and address of the employer. 

9. PROVIDER NAME AND ADDRESS (This information may be preprinted.) 

10. ITEM AND CHARGE - Show the Item Code (See Chapter V) and charg~ 
for each item furni shed. 

11. Self-explanatory. Must be completed. 

12. PRESCRIPTION - A prescription for new lenses MUST ALWAYS be 
given in MINUS CYLINDER. 

13. - 15. LENS AND FR.AME INFORMATION - Describe type and style of the ap­
pliance to 'be furnished. IM PD~111_A.Wr - The prescribing pr~titioner's 
name, Social ?ecurity Number and address (if prescriber is a 
physician ) must be clearly printed or t yped i n Item 15 if the pre­
scriber i s not the pr ovider of the appliance. If the prescription 
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Exhibit VI 

OPTICAL APPLIANCES AND SERVICES 

Dir ectory of Local Medical Assistance Units 

County Zip P.O. 
Code County Street Address Municipality Code Box Telephone 

01 Atlantic 1601 Atlantic Ave. Atlantic City o84o4 1970 609-344-2861 
05 Cape May II " " II " " " II II " 
02 Bergen 50 Main Street Hackensack 07601 201-488-5667 
03 Burlington Chesley & Alloway Bldg . 

Rt. 38 & Eayrestown Rd. Mount Holly 08060 609-261-0448 
04 Camden 530 Cooper St. Crunden 08101 19 609-365-3926 
06 Cumberland 7 E. Broad Street Bridgeton 08302 440 609-451-6550 
07 Essex #1 796 Broad Street Newark 07101 1576 201-648-2470 
07 Essex #2 505 South 15th Street Newark 0'7101 201-648-3700 
08 Gloucester 42 Delaware Ave. Woodbury 08096 1900 609-845-7185 
17 Salem " " II " " " " " " 
09 Hudson 100 Newkirk Street Jersey City 07306 201-792-6390 
10 Hunterdon 6 Court Street Flemington 08822 201-782-1130 
18 Somerset " " " " II " " " 
21 Warren " I! " " " " " " 
11 Mercer 324 E. State Street Trenton 08625 2465 609-292-'7315 
12 Middlesex 75 Paterson Street New Brunswick 08903 1274 201-246-0653 
13 Monmouth 320 Broad Street Red Bank 07701 201-842-6440 
14 Morris 4 Court Street Morristown 07960 201-267-1700 
19 Sussex II " II II II " II II 

15 Ocean 1851 Hooper Avenue Toms River 08753 201-255-6226 
16 Passaic 152 Market Street Paterson 07509 2863 201-523-2800 
20 Union 7 Bridge Street Elizabeth 07201 201-355-8860 
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CHAP'.I'ER II 

EYE CARE - PROFESSIONAL SERVICES 

SECTION 

Scope • • • • • • • • • • • . • • • • • • • • 200. 
Consultation • • • • • • • • • • • • • • • • • • • 200 .1 
Referral • • • • • • • • • • • 200. 2 

Providers of Service ••••••••••••• 201. 
Ophthalmologist • • • • • 201.1 
Optometrist .•••••••• 201.2 
Ophthalmologist or Optometrist in Another State • 201.3 

Professional Services Not Requiring 
Prior Authorization ••••• 

Professional Services Requiring 
Prior Authorization 

Basis of Payment ••••••• 
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CHAPrER II 

EYE CARE - PROFESSIONAL SERVICES 

200. SCOPE 

This section is concerned with examinations and care for visual defects 
and/or eye disease. 

200.1 Consultation 

For purposes of the New Jersey Health Services Program, a consultation is 
defined as that service rendered by a qualified specialist (See Note 1 
Below) upon request of the attending practitioner in order to evaluate 
the nature and progress of a disease, illness or condition and to estab­
lish or confirm a diagnosis, estimate the prognosis and suggest appropriate 
therapy. A consultation requires a personal examination of the patient 
by the consultant followed by a written report of his findings and recom­
mendations. 

Note 1: For purposes of the Health Services Program, a Specialist 
is a fully licensed physician who limits his practice to 
his specialty and who: 

Note 2: 

Note 3: 

Rev. 10/1/71 

A. is a diplornate of the appropriate American 
Board, or Osteopathic Board; or 

B. is a fellow of the appropriate American 
Specialty Colleg;e, or a member of an Osteo­
pathic Specialty College; or 

C. has been notified of admissibility to ex­
amination by the appropriate American Board, 
or Osteopathic Board, or has evidence of com­
pletion of an appropriate qualifying residency 
approved by the American ~dical Association, 
or American Osteopathic Association; or 

D. holds an active staff appointment with specialty 
privileges in a voluntary or governmental hospi­
tal which is approved for training in the spe­
cialty in which the physician has privileges; or 

E. is recognized in the corrmunity as a specialist 
by his peers. 

A consultation service in a discipline other than that of 
the attending practitioner must be based on medical neces-
si:ty. 

A consultation rendered by a specialist requested by an 
attending practitioner who is a specialist in the .same 
discipline is an ineligible service. Exception (Note 3) 
When unusual circumstances of medical necessity make 
such a consul tat ion advisable, prior authorization rrust 
be obtained (See Section 203). 
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200.2 ReferTal 

For purposes of the New Jersey Health Services Program, a referTal is 
defined as the transfer of responsibility for continuing care of a 
patient from one practitioner to another, with or without a consultation 
and within or outside the sarre specialty or discipline. 

201. PROVIDERS OF SERVICE 

Within the restrictions of their respective licensure, the following are 
eligible providers of eye care: 

201.1 Ophthalmologist 

Physicians certified by the ~rican Board of Ophthalmology, or eligible 
for certification as a specialist in the care of the eye and all related 
structures (See Section 201.3, Physicians Manual - ~finition of Specialist). 

201.2 Optometrist 

/my person who is licensed by the New Jersey State Board of Optometry to 
engage in the practice of optometry, or similarly licensed by a corrparable 
agency of the state in which he performs such functions. 

201.3 Ophthalmologist or Optometrist in /mother State 

Im ophthalmologist or optometrist in another state who is duly licensed in 
that state. 

202. PROFESSIONAL SERVICES Nffi REQUIRING PRIOR AU'IHORIZATION 

A. Screening Examinations 

This shall constitute procedures performed to determine whether a 
corrprehensive examination is necessary. As a minirrum, the screening 
examination shall consist of the following: 

1. External examination 
2. Visual acuity in each eye 
3. Gross muscle balance 

Note 1: It is the intent of the Program to reimburse the Ophthal­
mologist or Optometrist for either a screening examination 
or a corrprehensive eye examination rendered a patient, not 
both. If, as a result of the screening examination, it is 
felt that a corrprehensive examination is necessary, it 
should be corrpleted at that time or at the earliest mutual 
convenience of the provider and patient. The screening 
examination, in this instance, becomes an integral part of 
the corrprehensi ve examination and the claim submitted to the 
Program should be for a conprehensive eye examination. If, 

Rev. 10/1/71 

however, the screening examination reveals that no further 
examination is necessary, a claim should be submitted for 
a visual screening examination. 
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Note 2: A screening examination should be described on the 
Physicians and Practitioners Claim Form (MC-8 Item 
10 D) as a "Vision Screening Examination" rather than 
"External Examination, Visual Acuity check or office 
visits". (See Chapter IV, Section 406.1, Instructions 
for completion of Form MC-8). Also included in Item 
12 Don the MC-8 Claim Form should be the provider's 
diagnosis and reconmendations (i.e., referral to 
another practitioner with his narre and address; no 
diagriostic abnormality; no further examination neces­
sary, etc.) 

EXCEPrION: SCREENING EXAMINATIONS PERFORMED l\'DRE FREQUENTLY THAN 
ONCE EVERY 'IWO YEARS FOR PERSONS 16 YEARS OF AGE OR 
OVER OR MJRE FREQUENTLY THAN ONCE A YEAR FOR PERSONS 
IESS THAN 16 YEARS OF AGE REQUIRE PRIOR AUrHORIZATION. 

B. Comprehensive Eye Examination 

This shall include, as a minimum, with or without cycloplegics and 
with or without a post cycloplegic visit, the following: 

1. Detailed case history 
2. External and internal (ophthalmoscopic) examination 
3. Refraction (objective and subjective) 
4. Gross visual fields (central and peripheral) 
5. Tononetry (when indicated for patients tmder 35; mandatory for 

all patients over 35.) The specific method used should be 
identified (i.e. , the finger palpation test is not acceptable. ) 

6. Binocular coordination testing (distance .and near) 
7. The diagriosis (ocular deficiency or deformity, visual or 

muscular anomaly, etc.) 

Note: A comprehensive eye examination should be described in Item 

Rev. 10/1/71 

12 D of the MC-8 Claim Form as a "Corrprehensi ve Optonetric 
or Ophthalrnological Examination including Refraction". The 
following abbreviations are acceptable and their use is en­
couraged: 

a.. Comp. Opt om. Exam. incl. Refr. 
b. CoIJl). Ophthal. Exam. incl. Ref'r. 

Generally, it is not necessary to itemize the COJTl)Onent 
parts of the COITI>rehensi ve examination. However, on 
patients over age 35, the specific method or instrurren­
tation of tonometry should be identified. Please note 
the exarrples below. 

a. Comp. Optom. Exam. incl. Refr. w/Schiotz 
b. Comp. Ophthal. Exam. incl. Refr. w/ Applanation 

Also indicate on the MC-8 Claim Form, the findings, (diag­
nosis), recommended course of action and disposition (e.g., 
glasses ordered, medication, consultation, etc.) 
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EXCEPTION: COMPREHENSIVE EYE EXAMINATION PERFDRMED r.DRE FREQUENTLY 
THAN ONCE EVERY 'IWO YEARS FDR PERSONS 16 YEARS OF AGE OR 
OVER OR J\DRE FREQUENrLY THAN ONCE A YEAR FDR PERSONS LESS 
THAN 16 YEARS OF AGE REQUIRE PRIOR AlJIHORIZATION. 

C. Subnormal Vision Examination 

Definition: These examinations may be perforrred when the condition 
i .s detected and for pll.Ii)oses of the New Jersey Health Services Program, 
is defined as that •Condition where vision in the better eye is 20/70 
or less with the best correction. 

203. PROFESSIONAL SERVICES REQUIRING PRIOR AUilIORIZATION 

An eligible provider must request prior authorization in writing from the 
Vision Care Unit, Division of :rvledical Assistance and Health Services, 
Post Office Box 2485, Trenton, New Jersey 08625, for the services listed 
below. The request must be made on Form :rvledicaid 33030 and must include 
proper recipient identification, the diagnosis and detailed reasons why 
such services are being requested. 

A. ·Vis~al Training 

1. Definition: For pll.Ii)oses of the New Jersey Health Services Program, 
Visual Training is considered to be the use of certain procedures 
and modalities for the developrrent of and/or increase in the visual 
capacity of the eye(s) with poor and/or inconsistent or distorted 
visual localization. 

Visual Training is limited to Orthoptics with its acceptable procedures 
and/or modalities and further limited to the following types of con­
ditions to be treated by private practitioners approved for such 
training by the respective peer group: 

a. Strabism.is 
b. Amblyopia 
c. Heterophoria 
d. Acconrnodative/Converg-ence Anomalies 

2. Procedures: If Visual Training appears indicated following the initial 
comprehensive eye examination, the practitioner shall submit a written 
request for prior authorization for a Visual Training Evaluation. This 
request must include the preliminary findings, detailed reason(s) why 
it is believed a further evaluation is needed and any history of pre­
vious visual training with the dates and the results. Upon approval 
for a Visual Training Evaluation, the practitioner shall then submit, 
within 30 days of receipt of authorization, the evaluation report to 
the Vision Care Unit. The Visual Training Evaluation Report shall con­
sist of, but not be limited to -

a. Diagnosis 
b. Findings 
c. Interpretation 
d. Recorrmendations - outline of training procedures and frequency 

of sessions with estimated duration of treatment 
e. Prognosis 

-15-
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Upon corrpletion of an approved training program, the practitioner 
shall submit a detailed progress report, listing the status of all 
paraireters indicated in the original evaluation. No treatment 
plan shall exceed a period of 90 days or a total of 30 training 
visits, ~orrrnencing with the inception of the treatment plan. Prior 
authorization is required for any extension of treatment and requires 
submission of a detailed progress report as noted above. 

3. Visual training may be furnished by the private practitioner. Visual 
training may also be provided when a professional rrulti-disciplinary 
evaluation indicates this need, in a licensed or certified health 
facility or a "special clinic" approved by the New Jersey Health 
Services Program. 

a. The following is a list of currently approved clinics for 
Visual Training. 

(1) Newark Eye & Ear Unit, United Hospital Medical Center, 
27 South 10th Street, Newark, New Jersey 

(2) Middlesex General Hospital, New Brunswick, New Jersey 

(3) Helene Fuld Hospital, Trenton, New Jersey 

(4) Atlantic City Hospital, Atlantic City, New Jersey 

B. Out-of-Office Visits 

Exception: Emergencies 

C. Frequent Screening and/or Corrprehensive Eye Examination 

Screening and/or COJTI)rehensive eye examination performed more 
frequently than once every 2 years for persons 16 years of age 
or over or more than annually for persons less than 16 years of 
age. 

D. All Other Professional Services Not Specified 

204. BASIS OF PAYMENT 

Reimbursement for covered services shall be on the basis of the customary 
charge, not to exceed an allowance determined reasonable by the Comnissioner 
(Institutions and Agencies), and further limited by federal policy relative 
to payment of practitioners and other individual providers. In no event 
shall the payment exceed that charged by the provider for identical services 
to other governmental agencies, private nonprofit agencies, trade unions, or 
other individuals in the corrmunity. 
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CHAPTER III 

OPTICAL APPLIANCES AND SERVICES 

300. OPI'ICAL APPLIANCES 

301. DEFINITIONS 

301.1 Optical Appliances 

For purposes of the New Jersey Health Services Program, optical appliances 
are considered to be those items, devices or appliances prescribed by an 
eligible provider and furnished by an eligible provider in order to aid 
or in:prove vision, or to replace the eye. 

301.2 Providers of Optical Appliances 

Within the restrictions of their respective licensure, the following are 
eligible providers of optical appliances: 

Physicians certified by the American Board of Ophthalmology, or eligible 
for certification as a specialist in the care of the eye and all related 
structures; persons licensed by the State of New Jersey to practice op­
tometry; persons licensed by the State of New Jersey as opticians. 

Note: . Persons recognized as ocularists may be considered providers 
of artificial eyes upon recorrmendation of the prescribing prac­
titioner and prior approval by the New Jersey Health Services 
Program. 

An ophthalmologist, optometrist or optician in another state and holding no 
license to practice in New Jersey, is eligible to provide optical appliances 
in the state in which he practices if he rreets the requirerrents of his own 
state with regard to the dispensing of optical appliances. 

302. SCOPE 

The following op~ical appliances are covered under the Health Services Program, 
subject to the limitations listed below: 

302.1 Optical Appliances Nor Requiring Prior Authorization 

A. Lenses listed in Chapter V 

B. Fra.rres as indicated in Section 303.2 and 304.2 

C. Repairs to optical appliances up to $5 

302.2 Optical Appliances Requiring Prior Authorization 

An eligible provider must request prior authorization from the Vision Care 
Unit, Division of Medical Assistance and Health Services, Post Office Box 
2485, Trenton, New Jersey 08625, for items to be dispensed in accordance 
with the standards and policies described in Section 303. 
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A. Contact Lenses 

B. Artificial Eyes 

C. Subnormal Vision Devices 

D. Visual Training Devices 

E. Repairs to optical appliances exceeding $5.00 

F. All other optical appliance items not listed or requiring additional charges 

G. Replacement of optical appliances 

Note: If, for reasons of loss or breakag;e, replacerrent of an 
optical appliance(s) becorres necessary, the replacerrent 
appliance shall be identical to the appliance(s) that 
was replaced. 

H. Dual pairs of glasses 

Note: A staterrent indicating rredical necessity must be sub­
mitted when requesting two pairs of glasses in lieu of 
rrultifocal lenses. 

303 • POLICIES 

303.1 Lenses 

A. Safety Lenses 

Case hardened lenses may be prescribed for any person as determined 
by the attending ophthalmologist or optometrist. These are required 

· for all persons requiring minus cylinder or minus lenses, for persons 
under 21, for persons with monocular vision, for elderly ambulatory 
persons, for epileptics, and for persons with markedly irrpaired vision. 
Minimum thickness of all case hardened lenses is to be 2.0 rrm. 

B. Plastic Lenses 

Note: Justification of need must be documented prior to dispensing 
of plastic lenses. 

C. Bifocals and or Multifocal Lenses 

Note: This type of lens, unless otherwise substantiated (See Section 
302.2, part H), shall be dispensed for the appropriate condition. 

D. Prescription for Eyeglasses 

For pricing purposes, all prescriptions shall be written in minus cylinder 
form. 

-19-
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E. Initial Prescription for Glasses 

The total correction rrust be at least 0.05 diopter in spherical or 
cylindrical power. 

F. Subsequent Prescription Correction 

The total change in the correction nust be at least 0.05 diopter in 
spherical or cylinder power, or a change of 5 degrees or rrore 1n 
cylinder axis. 

G. Prescription Sunglasses 

Not covered under the Program. 

H. Contact lenses 

Prior authorization required (See Section 302.2, Part A) and may be 
approved only when recommended for: 

1. Specific ocular pathological conditions (e.g., Keratoconus, monocular 
surgical aphakia to effect binocular vision). 

2. Patients whose vision cannot be improved to at least 20/70 with 
regular lenses but irq)rovement of vision can be accorrplished to 
20/70 or better in the better eye. 

I. I:'uplication or Reproduction of the Same Correction 

1. A re-examination and new prescription is required if more than 
one year (or two years in the case of an individual 16 years of 
ag-e and over) has elapsed since the date of the original pre­
scription. 

2. The provider must determine date and type of previous vision 
care services. 

J. Wire - Metal Frames and Eyeglass Cases 

Not covered under the Program. 

303.2 Frames 

A. Replacement of frames within 2 years allowed only if lost or broken 
and not repairable. 

·r-- B. Frames are reimbursable under the following conditions: 

1. Provided they meet the criteria listed in Chapter III, Section 304.2 
2. Providers should bill the Health Services Program for the actual in­

voice cost of the frame when submitting a claim for payment. 
3. Reimbursement will be based on actual invoice cost, however, not to 

exceed a max1rrum of $5.00. 

-20-
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303.3 Artificial Eye or Prosthesis 

A. Artificial eyes shall be plastic, stock or custom. 

303.4 Advertising 

Providers shall not advertise or otherwise solicit eligible ~dicaid re­
cipients through signs or displays indicating that the provider accepts 
persons covered by "Medicaid", the "New Jersey Health Services Program", 
or similar staterrents. 

303.5 Record Keeping 

Providers are to keep such records as are necessary to fully disclose the 
kind and extend of services provided, and make such information available 
as the Division or its ag;ents may request. 

For the initial examination the record shall show the following as a minimum: 

A. Date of Service 

B. Chief Cornplaint(s) 

C. Pertinent historical and physical data 

D. Reports of diagnostic procedures ordered 

E. Diagnoses 

F. Prescription (including rredication) and treatment 

Subsequent progress notes may be brief but rrust include date, specific 
rredications and/or other treatrrent as a minirrum. 

304. STANDARDS 

304.1 Lenses 

Lenses shall be first quality ophthalmic lenses meeting the American Standard 
Prescription Requirements. (See Exhibit I for Prescription Standards and 
Tolerances) • 

304.2 Frames 

Plastic, non-inflanmable American-made frames acceptable to the New Jersey 
Health Services Program., rust meet the following minimnn criteria: 

Note: Wire-~tal Frames And Eyeglass Cases Are Not Reimbursable 

A. The manufacturer's name, size, and "Made in U.S.A." nust be properly 
identifiable on the frarre. 

B. The temples rrust be wire-reinforced. 

C. A hinge rivet rrust pass through the reinforcing terrple wire. 
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D. The material must contain no scratches, fissures or bubbles. 

E. There must be no material discoloration at the time of dispensing. 

F. The frarre nust not be expanded beyond 1 rrm. of the original size when 
the lenses are inserted. 

304.3 ·Guarantee/Warranty 

All rights, benefits, and services applicable to a private patient shall 
apply to the sarre extent to the Medicaid recipient. 

305. APPROVED FABRICATING LABORA'IDRY 

305.1 Definition 

For purposes of the New Jersey Health Services Program, an approved fabri­
cating laboratory shall have the necessary equipment and licensed personnel 
and is capable of corrpletely surfacing and finishing lenses from raw glass 
(or plastic) or from partially finished lenses, with the further capability 
of providing corrpletely finished eyeglasses, and is subject to approval by 
the New Jersey Health Services Program. 

306. BASIS OF PAYMENT 

Reimbursement for covered services and/or items shall be on the basis of 
the customary charge, not to exceed an allowance determined reasonable by 
the Comnissioner (Institutions and Agencies) and further limited by federal 
policy, where applicable, relative to payment of practitioners and other 
individual providers. In no -event shall the payment exceed that charged 
by the provider for identical services and/or items to other governmental 
agencies, private non-profit agencies, trade unions, or other individuals 
in the cornnunity. 

306.1 Lenses 

The reimbursement policy of the New Jersey Health Services Program provides 
for payment to the provider of the actual invoice cost of the optical ap­
pliance. Providers are requested to indicate the actual invoice cost of the 
material when submitting a claim. 'Ihe service (dispensing) fee, to which the 
provider is entitled, should be indicated as a separate item. 

306.2 Frames 

The rnaxinrum allowable cost for frames is $5.00. However, providers may only 
bill the New Jersey Health Services Program for the actual invoice cost of 
the frame when submitting a claim for payment • Franes are reimbursable only 
if they meet the criteria listed in Section 304.2. 

-22-
Rev. 10/1/71 



[ 

CHAPI'ER IV 

EYE CARE AND OPrICAL APPLIANCE 

B[LLING PROCEDURFB 

SEITTION PAGE 

Billing Procedures. • • • • • ••••• 400. 
General Policy • • • • • • • • • • • • • • • • • • • • 401. 

Group Practice • • • • ••••••••••• 401.1 
Patient Identification •••••• 402. 
Prior Authorization • • • • • • • • • • • • • 403. 
Combination Medicare/rvedicaid Claims .•••••••• 404. 
Request for Authorization and Payment Optical 

Appliances Claim Form MC-9 •. • • • • • . • • 405. 
Instructions for Corrpletion of Form MC-9 ••• 405.1 
Mailing Instructions • • • • • • . • • • • • • 405.2 

Physician and Practitioners Claim MC-8. • • • • • 406. 
Instructions for Corrpletion of Form MC-8 • • • 406.1 

Request for Authorization Form Medicaid 33030 •• 407. 
Instructions for Corrpletion of Form Medicaid 33030 407.1 
Mailing Instructions-Request for Authorization 

Form Medicaid 33030 . • . . • . • 407. 2 
E.xhibits . . . . . . . . . . . . . . . . . . . . . . . 

-23-
Rev. 10/1/71 

24 
24 
25 
25 
25 
25 

26 ' 
26 
27 
28 
28 
29 
30 

30 
31-35 



I 

L 

CHAPI'ER IV 

BILLING PROCEDURES 

400. BILLING PROCEDURES 

This chapter contains basic information necessary for the submission of a 
claim. Included are sarrple claim forms approved for use in submitting 
bills for covered items or services, and appropriate instructions for 
the proper corrpletion of the form. 

401. GENERAL POLICY 

'Ihe possibility exists that three different -dates encorrpassing two separate 
tire spans may occur involving optical appliances. Therefore, the following 
shall apply: 

A. From the prescribing date to the date of receipt of the prescription 
by the dispenser (i.e., ophthalmologist or optometrist to optician or 
vendor). 

1. In this instance, claims for optical appliances not requiring prior 
authorization will be paid only when the date of receipt by the 
dispenser (vendor or optician) is not rrore than 90 days following 
the prescribing date. 

B. From the date of receipt of the prescription by the dispenser to the 
date of receipt of the appliances by the eligible recipient. 

1. In this instance, claims for optical appliances not requiring 
prior authorization will be paid only when the date of receipt of 
the finished appliance by the eligible recipient is not rrore than 
30 days following the date of receipt of the prescription by the 
dispenser. 

Note: In those instances requiring prior authorization (See Section 
302.2) claims for optical appliances will be paid only when 
the date of receipt of the finished appliance by the eligible 
recipient is not rrore than 30 days following the date of re­
ceipt of the prior authorization by the dispenser. 

If it is not possible to dispense an optical appliance within the 
stated tirre, the provider shall notify the Vision Care Unit, Divi­
sion of J.Vredical Assistance and Health Services, stating that such 
time limit cannot be rret in a particular case with the reason(s) 
why. 

Pay1rent by the Health Services Program will be made for covered 
services provided to eligible recipients only. 
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It is the responsibility of the provider to verify recipient 
eligibility on every visit including the visit to dispense the 
glasses. If patient is ineligible for benefits at this tirre, 
the provider should atterrpt to collect from the patient. If the 
provider can demonstrate that he was unable to collect from the 
patient, or if other circumstances (i.e., death, moving out of 
state., etc.) prevail, the provider can submit a full report to 
the Vision Care Unit, requesting consideration for cost of 
materials only. · 

Group Practice 

A. For purposes of billing the Program, providers who are in group practice 
or partnership shall list themselves under one nrure and one Errployer's 
Number (See Peysicians and Practitioners Claim Form MC-8, Section 9 and/or 
Request for Authorization and Payment - Optical Appliances Claim Form MC-9, 
Section 9, as applicable) • 

B. rrhe instructions in Sections 405.1, 406.1 and 407.1, where applicable, 
also apply to group practice. rrhe individual practitioner or provider 
rendering each service or item must corrplete and sign the provider cer­
tification portion of the form (Physicians and Practitioners Claim Form 
MC-8, Section 15 and/or Request for Authorization and Payrrent - Optical 
Appliance Claim Form MC-9, Section 17). 

402. PATIENT IDENI'IFICATION 

Verify that the patient is a covered person on the first visit and each 
visit thereafter. rrhis is done by viewing the patient's Validation Form 
(See Section 101.) which is issued on the first day of each month. It is 
especially irq:,ortant to review a patient's Validation Fonn on each visit 
when extended plans of treatment have been authorized. Prior authorization 
is no guarantee that an individual is covered. The Vision Care Unit does 
not verify patient eligibility when authorizing a prescription. 

403. PRIOR AurHORIZATION 

Items or services requ:1.ring prior authorization · should not be provided until 
the authorization is received. When submitting claims for payrrent, make 
certain all authorizations have been properly signed by the Vision Care Unit 
and are attached to the claim form. To assure prorrpt claim consideration, 
the prescribing practitioner's and/or dispenser's name and Social Security 
number rmist be recorded. 

404. COMBINATION MEDICARE/MEDICAID CLAIMS 

Cataract lenses and/or artificial eyes are eligible for payment under Sup­
ple:rrental Medical Insurance Benefits (Medicare, Part B). Therefore, when 
these specific services are rendered to or for an eligible Medical Assistance 
(Medicaid) person who is age 65 or over, the claim should be made to Medicare, 
Part B. In these instances the Medicare Claim Form (SSA-1490), see Exhibit II, 
will also serve as the Medicaid (New Jersey Health Services Program) claim. 
The provider should corrplete Form SSA-1490, REQUEST FOR MEDICARE PAYMENT and 
send the claim directly to the Medicare Intermediary: 
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The Prudential Insurance Corrpany 
Medicare B .. Di vision 
Post Office Box 6500 
Millville, New Jersey 08332 

The provider rrust record both the Medicare identification number (Section 2) 
and the New Jersey Health Services Program Case Number and Person Number in 
Section 5 of the Form SSA-1490. 

Note: No prior authorization by the New Jersey Health Services Program 
is required for Medicare covered services. However, the responsi­
bility for reimburserent by the New Jersey Health Services Program 
is limited to payment of the unsatisfied deductible to the extent 
that the payrrents do not exceed the ma.xim.un allowable under the 
Program. 

405. REQUEST FOR AUIHORIZATION AND PAYMENT - OPI'ICAL APPLIANCES CLAIM FORM MC-9 

If prior authorization is required, this form is used when requesting authori­
zation, to furnish optical appliances and to bill for such appliances following 
authorization. Charges for services furnished in conjunction with the dispensing 
of optical appliances are also billed on this form. When prior authorization is 
not required, it is mailed directly to Prudential. 

405.1 Instructions for CoJT4'.)letion of Form MC-9 (Exhibit III) 

1. - 4. NAME, ADDRESS, CASE NO. AND PERSON NO. - Copy the patient's name, 
H.S.P. Case Number and Patient Person Number EXACTLY as it appears 
on the monthly Validation Form. 

5. - 6. Self-explanatory. 

7. arHER INSURANCE OR LIABILITY COVERAGE - If the patient has other health 
insurance or liability coverage, check in appropriate block, provide 
the name and address of the carrier(s), and show the amount paid. 

8. EMPLOYMENT RELATED - If the patient's illness or injury is work 
related, enter the nane and address of the eJT4'.)loyer. 

9. PROVIDER NAME AND ADDRESS (This information may be preprinted.) 

10. ITEM AND CHARGE - Show the Item Code (See Chapter V) and charge for 
each item furnished. 

11. Self-explanatory. Must be conpleted. 

12. PRESCRIPI'ION - A prescription for new lenses MUST ALWAYS be given in 
MINUS CYLINDER. 

13. - 15. LENS AND FRAME INFORMATION - Describe the type and style of the ap­
pliance to be furnished. IMPORI'ANT: The prescribing practitioner's 
name and Social Security Number rrust be recorded in the space pro­
vided if he is not the provider. 

REMARKS - This section should be used whenever additional information 
will assist in the evaluation of an authorization request. It should 
also be used for describing any repairs to be made to existing ap-
pliances. 

-26-
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16. PATIENT'S CER.I'IFICATION - Under ordinary circumstances, the 
patient rrust sign the claim form when services have been re­
ceived. The claim form to be signed should indicate service 
rendered., and the patient nust not sign a blank claim form 
prior to receiving services or as a condition for receiving 
services. 

17. 

However., when the patient's signature is unobtainable., the 
following procedures may be used: 

A. Illiterate Patient 

The patient may sign by mark (X), and the signature ITR1st 
be witnessed by another person including the provider of 
service who signs his name and address on the same line. 

B. Other 

If a patient is physically or mentally incapable of signing, 
a minor child., deceased, or for other reasons the patient's 
signature is not obtainable, through reasonable effort, the 
form may be signed on his behalf by: 

1. A parent, or 
2. A legal guardian, or 
3. A relative, or 
4. A friend, or 
5. An individual provider, or 
6. A representative of an institution providing care 

or support, or 
7. A representat ive of a governmental agency providing 

assistance. 

Attached to the claim form should be a brief explanation of 
reason patient was not personally able to sign and relation­
ship of signee to the patient-recipient. 

PROVIDER'S CERrIFICATION - The provider MUST sign and date the 
form before the claim may be considered. 

405.2 Mailing Instructions 

1. For items requiring prior authorization detach the last copy for your 
records and forward the original and first copy (carbon attached) to: 

Rev. 10/1/71 

Vision Care Unit 
Division of IVIedical Assistance and Health Services 
P.O. Box 2485 
Trenton, New Jersey 08625 
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BILLING PROCEDURES 

2. For items not requiring prior authorization and items for which prior 
authorization has been received, attach the lens envelope(s), frame 
envelope(s) and/or fabricating laboratory invoice along with the auth­
orization approval, if required, to the original copy of the claim form 
and mail to: 

The Prudential Insurance Co. of America 
P.O. Box 1900 
Millville, New Jersey 08332 

Retain the other copies for your records. 

3. Invoices will be accepted only from ,approved wholesale fabricating 
laboratories (See Section 305.) 

406. PHYSICIANS AND PRACTITIONFBS CLAIM (MC-8) (Exhibit IV) 

This form is used for the purpose of billing for professional services 
(i.e., diagnostic examinations, medical and/or surgical care) by physicians 
and optometrists. IX> not use Form MC-8 to claim reimbursement for optical 
appliances and dispensing (service) fee. 

406.1 Instructions for Completion of Form MC-8 

1. - 4. NAME, ADDRESS, CASE NO. AND PERSON NO. - Copy patient 's nane, 
H.S.P. Case Number and Patient Person Number EXACT'LY as it 
appears on the monthly Validation Form. (See Section 101.) 

5. - 6. Self-explanatory. 

7. arHER INSURANCE OR LIABILITY COVERAGE - If patient has other 
Health Insurance or Liability Coverage, check appropriate block, 
and attach copy of explanation of payment from the carrier. 

8. 

9. 

10. 

11. 

12. 

EMPLOYMENT RELATED - If patient's illness or injury is work re­
lated enter nane and address of eIJl)loyer. 

NAME AND ADDRESS OF PROVIDER - (This information may be preprinted). 

Self-explanatory. 

Write in Name of institution, if place of service is other than 
doctor's office or patient's home. To be corrpleted in addition 
to Questions 12B. 

REPORT OF SERVICES -

A. Enter date(s) of each visit or surgical procedure 

B. Place of service (see codes at bottom of claim form) 

C. Enter diagnosis 

D. Enter description of services rendered 

E. Not applicable 

-28-
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BILLING PROCEDURES 

F. Enter charge for each service or procedure 

13. Consultation - Provide full name of referring physician for 
consultations. 

14. PATIENT'S CERrIFICATION - Under ordinary circumstances, the 
patient must sign the claim form when services have been 
received. The claim form to be signed should indicate ser­
vice rendered, and the patient must not sign a blank claim 
form prior to receiving services or as a condition for receiving 
services. 

However, when the patient's signature is unobtainable, the 
following procedures may be used: 

A. Illiterate Patient 

The patient may sign by mark (X), and the signature must 
be witnessed by another person including the provider of 
service who signs his name and address on the same line. 

B. other 

If a patient is physically or mentally incapable of signing, 
a minor child, deceased, or for other reasons the patient's 
signature is not obtainable, through reasonable effort, the 
form may be signed on his behalf by: 

1. A parent, or 
2. A legal guardian, or 
3. A relative, or 
4. A friend, or 
5. An individual provider, or 
6. A representative of an institution providing care 

or support, or 
7. A representative of a governmental agency providing 

assistance. 

Attached to the claim form should be a brief explanation of 
reason patient was not personally able to sign and relation­
ship of signee to the patient-recipient. 

15. PROVIDER'S CERrIFICATION - The provider J.VIUST sign and date 
the form before the claim may be considered. 

407. REQUEST FOR AurHORIZATION, FORM MEDICAID 33030 (Exhibit V) 

This form is to be used when requesting prior authorization for profes­
sional services as outlined in Chapter II, Section 203. (Do not use 
for optical appliances). Blank forms may be obtained from Prudential 
Insurance Corrpany of America, P.O. Box 1900, Millville, New Jersey 08332. 

-29-
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BII.LING PROCEDURES 

407.1 Instructions for Corrpletion of Form Medicaid 33030 

1. - 4. NAME, ADDRESS, CASE NO. AND PERSON NO. - Copy patient's name, 
H.S.P. Case Number and Patient Person Number EXAaI'LY as it ap­
pears on the monthly validation form. (See Section 101.) 

5. - 6. Self-explanatory. 

7. This section nust be completed in accordance with Chapter II, 
Section 203. Be as explicit as possible. 

8. Self-explanatory. 

407.2 Mailing Instructions - Request for Authorization Form Medicaid 33030 

1. Mail original and two copies to: 

Vision Care Unit 
Division of Medical Assistance and Health Services 
Post Office Box 2485 
Trenton, New Jersey 08625 

2. Services should not be rendered until authorization has been received. 
Upon receipt of the signed authorization From 33030, proceed with the 
services that have been approved. 'Ihe original copy of authorization 
Form 33030, MUST be attached to the physicians and practitioners claim 
Form MC-8 when submitting the claim for payment. Retain the duplicate 
copy for your files. 

-30-
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Inspection Routine of 
Prescription Lenses 

Physical Quality and 
Appearance 

Surface Imperfections 

Glut Defecta 

Localised Power Erron 

RcfractiYe Powen 

Befnctm Power Addition 

C,Under Aalt 

Priam Power ud Locadoaa of 
Specified Opdeal Ceater 

Segment Loulloa 

'l'hlcJmeN 

Lena Sise 
Rimless 
Bevel, for plutic framea 
Bevel, for metal framea 

Heat-Treated Industrial 
Safety Eyewear 

Heat-Treated Drese Eyewear 

OPrICAL APPLIANCE AND SERVICES 
EXHIBIT I 

PRESCRIPTION STANDARDS and TOLERANCES 

Tolerance 

No pits, scratches, grayness, or water-· 
marb shall be acceptable. 

No bubbles, striae, and iacluaions 
shall be acceptable. 

Waves (eee provisions). 

0.0 to 6.00 ± 0.06 
6.25 to 12.00 1 percent of powe-r 
Above 12.00 ±0.12 

±0.09D 
The cu"es for the reading and dia­
tance portions of a one piece bifocal 
shall meet sharply and both of these 
curves, immediately adjacent to the 
line, shall be free from surface 
irregularities. 

0.12 to 0.37 
0.50 to 1.00 
1.12on up 

±3 degrees 
±2degrees 
±1 degree 

Vertical ± 0.256 for each Jena or 
0.256 imbalance. 
Horizontal ±0.256 for each Jena or 
0.506 imbalance. 

± 0.5 mm. Pair must be symmetrical 
upon visual inspection. Trifocal in• 
termediate vertical dimension eball 
be ±0.25 mm singly or withi•:t:0.25 
mm paired. 

A. epecified within ±0.5 mm 

A• apecified within ± 0.2 mm 

±O.Smm 
±O.Smm 
To fit standard specified frame 

Tolerance for power, size, etc, shall 
be u above, except minimum thick­
ness edge or center 3.0 mm. 

Tolerance for power, size, etc, shall 
be as above, except minimum thick­
nea, as follows: 
Mini~um thickness, 2.0 mm 

Provisions and Testing Procedures 

Lenses shall be inspected against a dark back­
ground in light from an open-shaded 40 watt 
incandescent clear lamp with the lens 12 inches 
from the light source. 

Waves found by visual inspection shall be pus• 
able if no deterioration in image quality is 
found when the localized area is examined 
with a standard lens measuring instrumenL • 

Power in each principal meridian shall be 
measured on a standard lens measuring instru• 
ment• at the optical center as specified. Mui• 
mum cylinder power variation ±0.12. 

Power of additions must be meuured in ac­
cordance w.ith instructions below.t 

A:d1 ahall be determined in relation to the 
cutting or mounting line. 

The lens shall be meuured at the specified 
reference point, formerly referred to u optical 
center. A lens specified without prism shall be 
treated u a M lens. 

Segment size shall be meuured on segment 
aide of lens. 

Measured from the apex of the bevel to the 
highest portion of the segment on the concne 
aide of lens. 

To provide best cosmetic effect. 

Lena shape must match. Edges must be straight 
and smooth and sharp edges must be removed. 

Shall meet the requirements of American 
Standard Z2.1-1959. 

Unmounted lens shall withstand an impact test 
of a steel ball dropped 50 inches as follows: 
Notched or drilled-Ball size-½ inch 
Beveled-Ball size- ¾ inch 

• Standard lens measuring instrument means the recognized type, such as a vertometer or lenaometer that measuree 
the vertex power. 

tA generalized set of instructions for meuuring the power of additions is as follows: 
(1) Place the lens in the instrument with the segment surface against the lens positioning tube. 
(2) Measure the power through the reading portion, focusing on the vertical lines of the target image. 
(3) Focusing on the vertical lines of the target image, measure the power through the distance portion. The measure• 

ment through the distance portion must be made as far above the optical center of the distance portion as the 
measurement through the segment is below the optical center of the distance portion. 

(4) The true reading addition is the difference between the distance and reading portions as measured in steps (2) 
and ( 3) above. 

(5) Because of prisms encountered when measuring a strong bifocal through the readia1g portion, the target may be 
blurred. To eliminate this, place on the prism holder an auxiliary prism of auflicent power to center the target 
imap. -31-
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OPTICAL APPLIANCES AND SERVICES 

REQUEST FOR MEDICARE PAYMENT 
MEDICAL INSURANCE BENEFITS-SOCIAL SECURITY ACT Form Approved 

(See Instructions on Back-Type or Print Information) EXHIBIT II ff_,~~f8reau No. 

The Prudential Insurance Co. of America 
Medicare B Division 
P. 0. Box 6500- Millville, N. J. 08332 

Patient's street address 

• 
Copy from your 
HEALTH 
INSURANCE 
CARO A, 
(See example.,. 
on back) 

City, State, ZIP code 

Health insurance claim number 

Describe the illness or injury for which you received treatment (Always fill in this item if your doctor does not 
' complete Part II below) 

D Male O Female 

Telephone Number 

Was your illness or 
injury connected with 
your employment? 

D Yes O No 

If you have other health insurance or if your State medical assistance agency will pay part of your medical expenses and you want 
information about this claim released to the insurance company or State agency upon its request, give the following information. 

Insuring organization or State agency name and address Policy or Medical Assistance Number 

• I authorize any holder of medical or other information about me to release to the Social Security Administration or its intermediaries or 
carriers any information needed for this or a related Medicare claim. I permit a copy of this authorization to be used in place of the origi­
nal, and request payment of medical insurance benefits either to myself or to the party who accepts assignment below. 

Signature of patient (See instructions on reverse where patient is unable to sign) Date signed 

SIGN 6. 
ERE., 

PART II - PHYSICIAN OR SUPPLIER TO FILL IN 7 THROUGH 14 

7 A. 8. c. D. E. 
Date of Place of Fully describe surgical or medical procedures and Nature of Illness or Charges (If re- Leave each service other services or supplies furnished Injury ~~~~~~ff e!ervlces fated to unusual 
service (•See Codes for each date alven circumstances Blank 

be/ow) exo/aln In 7C) 

$ 

8 Name and address of physician or supplier (Number and street, city, Telephone No. 9 Total $ 
State, ZIP code) charges 

10 Amount $ 
Physician or paid 
supplier code 

11 AnYi unpaid $ 
ba ance due 

12 Assignment of patient's bill 13 Show name and address of facility where services were per-
formed (If other than home or office visits) 

' D I accept assignment O I do not accept assignment 

14 Signature of physician or supplier (A physician's signature certifies that physician's OMO ODO ODDS Date signed 
~ services were personally rendered by him or under his personal direction) 

Other degree 

•o--Docto~s Office H-Patlent's Home (ff portable X-ray services, Identify the supplier) ECF-Extended Care Facility OL--Other Locations 
IL-Independent Labe>ratory OH--Outpatlent Hospital NH-Nurslna Home IH-lnpatlent Hospital 

FORM SSA-1490(2) (4-68) 

Rev. 10/1/71 
-32- Department of Health, Education, and Welfare 

Social Security Administration 



STATE OF NEW JERSEY 
Department of Institutions and Agencies 

Division of Medical Assistance and Health Services EXHIBIT III 
OPrICAL APPLIANCES AND SERVICES 09 

REQUEST FOR AUTHORIZATION AND PAYMENT - OPTICAL APPLIANCES 
1. Patient's Last Name First Name 

3. Health Services Program Case No. 4. Patient 
Person 'If= 

s. Age 6. Sex 
I 
I 
-r 

D Male 
D Female 

7. Other Health Insurance or Liability Coverage? D Yes □ No 
If Yes, attach copy of Explanation of Payment. 
(If Medicare - See Section 404 of Manual) 

9. PROVIDER OF SERVICE INFORMATION 
Telephone Number Social Security or Employer I.D. Number 

Name and Address 

11. 
Date Rx I I Rx I I Date I I 
Previous Date 

Mo. Dispensed Mo. Day Yr. Mo. Day Yr. Day Yr. 

12. RX Check ( yf) As Appropriate 

(In Minus Cylinder) D Lost D Broken D New Rx D Rx Change 

SPH CYL AXIS PRISM BASE 
Q) 
C.) O.D. 
= «I 

~ o.s. i5 
bl) 

O.D. = :e 
«I o.s. Q) 

ix: 
'0 
'0 o.u. < 

CHECK AS APPROPRIATE 

Single Bifocal Trifocal Tint Safety Glass Plastic Other 

2. Patient's Street Address Telephone Number 

City State ZIP Code 

8. Was Patient's Illness or Injury connected with his employment? 
If Yes, give Name and Address of Employer here. □ Yes □ No 

FOR CONTRACTOR 'S USE ONLY 

C DATE TOTAL TOTAL 0 PRESCRIBING J 
AMOUNT AMOUNT PRACTITIONER'S D ISPENSED 

A 
A B D 

NUMBER E YR . MO. DAY M 

47 48 411 !10 !11 !12 !13 !14 !l!I !18 !17 !18 !Iii 80 81 82 83 84 8!1 88 87 88 811 70 71 72 73 74 7!1 

10. ITEM LABORATORY AUTHORIZED 
ITEM PROVIDED CODE COST AMOUNT 

Right Lens 

Left Lens 

Frame 

Other (Describe) 

Other (Describe) 

Other (Describe) 

SERVICES RENDERED CHARGES 

Lens Service Fee 

Frame Service Fee 

Other (Describe) 

Other (Describe) 

TOTAL ,,,,-
13. Lens (U.S. Mfgr's Name, Fabricating Lab., Model or Style) 

14. Frame (U.S. Mfgr's Name, Size, Color, Model or Style) 

15. Prescribing Practitioner □ M.D. D Optometrist D Other 
Name Social Security Number 

REMARKS: 

16. PATIENT'S CERTIFICATION. Authorization to Release Information, and Payment Request. I certify that the service(s) covered by this claim has been 
received, and I request that payment for these services be made on my behalf. I authorize any holder of medical or other information about me to release 
to the Division of Medical Assistance and Health Services or its authorized Agents any information needed for this or a related claim. 

Signature (Patient or authorized representative) Date 

17. PROVIDER CERTIFICATION. I certify that the foregoing information is true, accurate and complete; and I agree to keep such records as are neces-
sary to disclose fully the extent of services provided, and to furnish information for such services as the State agency may request ; and that the services 
covered by this claim and the amount charged therefore are in accordance with the regulations of the New Jersey Health Services Program ; and that no 
part of the net amount payable under this claim has been paid; and that payment of such amount will be accepted as payments in full without addition-
al charge to the patient or to others 011 his behalf. I also certify that the services have been furnished in full compliance with the non-discrimination 
requirements of Title VI of the Federal Civil Rights Act. I understand that fraud or concealment will be punishable under applicable Federal or State 
law, or both. 

□ Physician D Optometrist Date Signed 
Provider Signature □ Optician 

Other Degree 

FOR PAYMENT MAIL TO: The Prudential Insurance Co. of America - P.O. Box 1900 - Millville, N.J. 08332 
FOR CONTRACTOR "S USE ONLY 

C C 
J 

C 
J 

C 
J 

A AMOUNT AMOUNT 0 A 
AMOUNT AMOUNT 0 

A 
AMOUNT AMOUNT 0 

A 
R CODE A B D M CODE A B D 

M CODE A B D 
M 

D E E E 

3 0 0 0 
. ... 

11 14 111 18 17 18 111 20 21 22 23 24 25 28 27 28 211 30 31 32 33 34 35 38 37 38 311 40 41 42 43 44 45 48 47 48 411 50 111 112 53 54 1111 118 57 118 1111 80 81 82 83 84 85 88 ,__,. 

4 0 0 0 

II 14 111 18 17 18 111 20 21 22 23 24 211 28 27 28 211 30 31 32 33 34 35 38 37 38 311 40 41 42 43 44 45 48 47 48 411 50 51 112 53 54 1111 118 117 118 !Ill 80 81 82 83 84 811 88 87 

!5 0 0 0 
MC•IIA· C2 Rev. 10/1/71 MEDICAID 321118 PART 1 ED 8 -7 1 fN .J . I 

PRINTED IN U .S . A . CONTRACTOR'S COPY - 33-



STATE OF NEW JERSEY 

j i~. ~ Department of Institutions and Agencies OPrICAL APPLIANCES AND SERVICES 03 II . _._ A Division of Medical Assistance and Health S.ervices 
l ~ ·t EXHIBIT IV 

.___... PHYSICIANS AND PRACTITIONERS CLAIM 
1: Patient's Last Name First Name 2. Patient's Street Address I Telephone Numbe, 

1r alth Services Program Case No. 4. Patient 5. Age 6. Sex City State ZIP Code 
I I I I I i i I I Person# 
I I I I I I I 

I I 0 Male 
I I I I I I I I I ! □ Female 
I I I 1 I I I ! 

7. Other Health Insurance or Liability Coverage? D Yes □ No L 8. Was Patient's Illness or Injury · connected with his employment? D Yes □ No 
If Yes, attach copy of Explanation of Payment from carrier. If Yes, give Name and Address of Employer here. 

(If Medicare - See Section 304 of Manual) 

9. PROVIDER OF SERVICE INFORMATION 
Telephone Number Social Security or Employer I.D. Number 10. Did injury result from automobile accident? D Yes 0 No 

(Enter only when not printed below) 
11. Give Name of Institution if Place of Service is other than 

Doctor's Office or Patient's Home. 

Name and Address 

FOR CONTRACTOR'S USE ONLY 

TOTAL TOTAL C J HOSPITAL 
AMOUNT AMOUNT 0 

A PROVIDER 
D 

A B E M NUMBER 

47 48 7~ 51 52 53 54 55 56 57 5B 59 60 61 62 lTT -
REPORT OF SERVICES 

12. A. B. C. D. E. F. 
DATE OF PLACE FULLY DESCRIBE SURGICAL OR MEDICAL CHECK(/)IF 

EACH OF NATURE OF ILLNESS OR PROCEDURES AND OTHER SERVICES OR FAMILY 
VISIT SERV. INJURY REQUIRING SERVICES SUPPLIES FURNISHED FOR EACH DATE OF SERVICE PLANNING CHARGE 

$ 

1-0 

13. IF CONSULTATION - Give Name of Referring Physician. I TOTAL 
CHARGES 

$ 

14. PATIENT'S CERTIFICATION. Authorization to Release Information, and Payment Request. I certify that the service(s) covered by this claim has been received, 

and I request that payment for these services be made on my behalf. I a.uthorize any holder of medical or other information about me to release to the 

Divisio_n Qf Medical Assistance and Health Services or its authorized Agents any information needed for this or a related claim. 

Signature (Patient or authorized representative) Date Signed 

15. PROVIDER CERTIFICATION. I certify that the foregoing information is true, accurate and complete; and I agree to keep such records as are necessary to disclose 
fully the extent of services provided, and to furnish information for such services as the State agency may request; and that the services covered by this claim 
and the amount charged therefore are in accordance with the regulations of the New Jersey Health Services Program; and that no part of the net amount 
payable under this claim has been paid; and that payment of such amount will be accepted as payments in full without additional charge to the patient or to 
others on his behalf. I also certify that the services have been furnished in full compliance with the non-discrimination requirements of Title VI of the Federal 
Civil Rights Act. I understand that fraud or concealment will be punishable under applicable Federal or State law, or both. 

Provider Signature □ MD 0 DO Date Signed 

Other DegreA 

1-Doctor's Office 2-Patient's Home 3-lnpatient Hospital 4- 5-Skilled Nursing Home 6-lndependent Laboratory 

7-Outpatient Hospital 8-Clinic (Other than Hospital based) 9-0ther Locations (Specify in 12C) 0-Emergency Room 

FOR PAYMENT MAIL TO: The Prudential Insurance Co. of America - P.O. Box 1900 - Millville, N.J. 08332 
FOR CONTRACTOR'S USE ONLY 

.. 

'6i· 
DATES OF SERVICE 

. : p 
T R p V C 

L y a #oF R A. AMOUNl' iMoUNi 0 J )>ROCEDURJ;: )>ROCEOURJ;: )>ROCEDUR!t PRIMA.RY SECOND 
FROM TO A. p p VISITS 0 L A JI D A. CODE (I) CODE (2.) CODE (3) DX. DX. 

C E C u E M 
MO DAY J,10 DAY E E 

~~ 15 16 

•• 1 
-

17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 . 42 43 44 45 46 47 48 .49 50 51 52 53 54 55 56 57 58 59 60 61 62 63 64 65 66 67 

I I 
,, ,~ i 

MC-8-A-Cl 
J M!:dicald 32917 Part I ED 6-71 (N.J.J 

Rev. 10/1/71 
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STATE OF NEW JERSEY 

Department of Institutions and Agencies 

Divilion of Medical Assistance and Health Services 

REQUEST FOR AUTHORIZATION 

1. Patient's Last Name First Name 

Ith Services Pr ram Case No. 14. Patient 5. Age 
' ' ' ~I ' ' ' ' 

Person.,,_ 
I ' ' I ' ' 
' ' ' ' ' ' ' ' 
' ' ' ' ' ' ' 

OPrICAL APPLIANCES AND SERVICES 
EXHIBIT V 

2. Patient's Street Address Telephone Number 

6.Sex City, State, ZIP Code 

□Female 
□Male 

7. THE ABOVE NAMED PATIENT IS IN NEED OF THE FOLLOWING ITEM(S) OR SERVICE($). (If durable medical equipment is 
required, indicate the period of medical necessity.) 

CHARGE 

8. From: Name and Address of Provider Social Security or Employer 1.0. Number 

Telephone Number 

AUTHORIZATION 

TO: 

You are authorized to submit a Request for Payment for the following item(s) or service(s). 

RENTAL 

DESCRIPTION 
AUTHO RI ZATI ON AUTHORIZED 

EXPIRATION DATE PURCHASE PRICE MOS. PER. MO. 

$ $ 

Approved by: _________________ .........._ 

Title Date 

-35-
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CHAPrER V 

OPrICAL APPLIANCE CODES 

F1I"arres • • • • • • • • • • • • • • • • • 
Miscellaneous Items ••••••••• 
Service Fees • • • • • • • • • • • • • 
Items Requiring Prior Authorization •••• 
Glass Single Vision Stock lenses-Attach lense Envelopes 
Glass Single Vision Stock lenses ••••••• 
Glass Single Vision Stock lenses-other. • • • ••• 
Glass Single Vision lenses • • • • • • • • • • • • • 
Glass Aphakic lenticular Single Vision. • • • • ••• 
Glass Kryptok-Bifocals. • ••••• 
Glass Nusite-Bifocals • • • • • • • • • • ••• 
Plastic Single Vision •••••••••••••• 
Plastic Multifocals • • • • • • • • • • • • • • • • • • • • 
Plastic Aspheric Cataract lenses •••••••••••••••• 
Glass Bifocal-Flattop-Executive-Ful-Vue-Ultexa •••• 
Glass Trifocals • • • • • • • • • • • • • • • • • • • 
Glass Aphakic lenticular Bifocals ••••••••••••• 

-36-
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OPrICAL APPLIANCE CODES 

FRAMES 

010 Frame 
011 Frame Repairs--Terrples (1) 
012 Frame Repairs-Terrples (2) 
013 Frame Repairs-Hinges (1) 
014 Frame Repairs--Hinges (2) 
015 Frame Repairs--Front Replacement (Plastic Fixed Bridge) 
016 Frame Repairs--Front Replacement (Adjustable Bridge) 
017 Frame Repairs--Pads (Plastic or Adjustable) (1) 
018 Frame Repairs--Pads (Plastic or Adjustable) (2) 

NOIB: Frame Repairs exceeding $5.00 require prior authorization. 

MISCELLANEOUS ITEMS 

020 Occluders--Patch 
021 Occluders-Cup, PAP, Linder 

SERVICE FEES 

030 Frame Service Fee 
031 Lens Service (Single) Per Pair 
032 Lens Service (Bifocal) Per Pair 
033 Lens Service (Trifocal) Per Pair 
034 Lens Service (Cataract over+ or - 10 D Single Vision) 
035 Lens Service (Cataract Bifocal over+ or - 10 D) 

ITEM.S REQUIRING PRIOR AUI'HORIZATION 

040 Contact Lenses (Prior Authorization) 
041 Artificial Eyes (Prior Authorization) 
042 Subnormal Vision Devices (Prior Authorization) 
043 Vision Training Devices (Prior Authorization) 
044 Miscellaneous Optical Appliances (Prior Authorization) 

-37-
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OPrICAL APPLIANCE CODES 

GLASS SINGLE VISION STOCK LENSES - Attach Lens Envelope 

A.O. - Tillyer; Univis - Best Fonn; Titmus - Nonna.lsite; 
Shuron - Widesite - fu.reva; B. & L. - Orthogon. 

Stock Range 

100 Spheres - Plus or Minus 
101 Spheres - Plus or Minus 

102 Plano Cylinders - Sphere Cylinders 
103 Plano Cylinders - Sphere Cylinders 

GLASS SINGLE VISION S'IOCK IBNSES 

Plano to 4.00 S 
4.25 to 6.00 S 

.00 to 4.00 S 
4.25 to 6.00 S 

Virginia, Webster, Vista, Phillips, A.O. - Regular 

Stock Range 

110 Spheres - Plus or Minus 
111 Spheres - Plus or Minus 

112 Plano Cylinders - Sphero Cylinders 
113 Plano Cylinders - Sphere Cylinders 

GLASS SINGLE VISION S'IOCK IENSES 

other 

Stock Range 

120 Spheres - Plus or Minus 
121 Spheres - Plus or Minus 
122 Plano Cylinders - Sphero Cylinders 
123 Plano Cylinders - Sphere Cylinders 

other Charges to Above (per pair) 

130 Case Hardening - Terrpross 
131 Case Hardening - Tempross 
132 Tint 

Rev. 10/1/71 -38-

Plano to 4.00 
4.25 to 6.00 

.12 to 4.00 S 
4.25 to 6.00 S 

Plano to 4.00 
4.25 to 6.00 
.12 to 4.00 S 
4.25 to 6.00 S 

2.2 mm 
3.0 nm 

.12 to 4.00 C 

.12 to 4.00 C 

.12 to 4.00 C 

.12 to 4.00 C 

.12 to 4.00 C 

.12 to 4.00 C 



OPrICAL APPUANCE CODES 

SURFACE IBNSES A'ITACH INVOICE FROM LABORA'IDRY 

GLASS SINGLE VISION LENSES 

140 Spheres - Plus or Minus 
141 Spheres - Plus or Minus 
142 Spheres - Plus or Minus 
143 Spheres - Plus or Minus 
144 Plano Cylinders 
145 Sphere Cylinders 
146 Sphere Cylinders 
147 Sphere Cylinders 
148 Sphere Cylinders 

Other Charges to Above (per pair) 

150 Tint 
151 Case Hardened 
152 Prism to 5° 

GLASS APHAKIC LENTICULAR SINGLE VISION 

160 Spheres 
161 Sphere Cylinder 

GLASS KRYPIOK - BIFOCAI.S 

200 Spheres - Plus or Minus 
201 Spheres - Plus or Minus 
202 Spheres - Plus or Minus 
203 Spheres - Plus or Minus 
204 Plano Cylinders 
205 Sphere Cylinders 
206 Sphere Cylinders 
207 Sphere Cylinders 
208 Sphere Cylinders 

GLASS NUSITE - BIFOCAI.S 

210 Spheres - Plus or Minus 
211 Spheres - Plus or Minus 
212 Spheres - Plus or Minus 
213 Spheres - Plus or Minus 
214 Plano Cylinders 
215 Sphere Cylinders 
216 Sphere Cylinders 
217 Sphere Cylinders 
218 Sphere Cylinders 
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PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 20.00 S 

.12 to 6.00 C 
PL to 4 • 00 S .12 to 6. 00 C 
4.25 to 7.00 S .12 to 6.00 C 
7.25 to 12.00 S .12 to 6.00 C 
12.25 to 20.00 S .12 to 6.00 C 

7.25 to 20.00 S 
7.25 to 20.00 S .12 to 4.00 C 

PL to lJ.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 20.00 S 

.12 to 6.00 C 
PL to 4.00 S .12 to 6.00 C 
4.25 to 7.00 S .12 to 6.00 C 
7.25 to 12.00 S .12 to 6.00 C 
12.25 to 20.00 S .12 to 6.00 C 

PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 20.00 S 

.12 to 6.00 C 
PL to 4 . 00 S .12 to 6. 00 C 
4.25 to 7.00 S .12 to 6.00 C 
7.25 to 12.00 S .12 to 6.00 C 
12.25 to 20.00 S .12 to 6.00 C 



OPrICAL APPLIANCE CODES 

PLASTIC SINGLE VISION 

170 Spheres - Plus or Minus 
171 Spheres - Plus or Minus 
172 Spheres - Plus or Minus 
173 Spheres - Plus or Minus 
174 Plano Cylinders 
175 Sphere Cylinders 
176 Sphere Cylinders 
177 Sphere Cylinders 
178 Sphere Cylinders 
179 Balance Lens 

PLASTIC MULTIFDCAIS 

240 Spheres - Plus or Minus 
241 Spheres - Plus or Minus 
242 Spheres - Plus or Minus 
243 Spheres - Plus or Minus 
244 Plano Cylinders 
245 Sphere Cylinders 
246 Sphere Cylinders 
247 Sphere Cylinders 
248 Sphere Cylinders 
249 Balance Lens 

other Charges to Above (per pair) 

250 Tint 
251 Prism to 5°-Spheres 
252 Compounds 

PLASTIC ASPHERIC CATAMCT LENSES 

180 Spheres 
181 Sphere Cylinders 

260 Spheres 
261 Sphere Cylinders 

-40-
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PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 18~00 S 

.12 to 5.00 C 
PL to 4.00 S .12 to 5.00 C 
4.25 to 7.00 S .12 to 5.00 C 
7.25 to 12.00 S .12 to 5.00 C 
12.25 to 18.00 S .12 to 5.00 C 

PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 18.00 S 

.12 to 5.00 C 
PL to 4 . 00 S .12 to 5 • 00 C 
4.25 to 7.00 S .12 to 5.00 C 
7.25 to 12.00 S .12 to 5.00 C 
12.25 to 18.00 S .12 to 2.75 C 

SINGLE VISION 
-8.00 thru +20.00 S 
+8.oo thru -20.00 s .25 thru 5.00 c 

BIFOCAIS 
-8.00 thru +20.00 S 
+8.00 thru -20.00 S .25 thru 5.00 C 



OPrICAL APPLIANCE CODES 

GLASS BIFOCALS-FLA'ITOP - EXECUI1IVE - FUL-VUE - UL'I'EXA 

220 Spheres - Plus or Minus 
221 Spheres - Plus or Minus 
222 Spheres - Plus or Minus 
223 Spheres - Plus or Minus 
224 Plano Cylinders 
225 Sphere Cylinders 
226 Sphere Cylinders 
227 Sphere Cylinders 
228 Sphere Cylinders 

DLASS TRIFOCALS 

300 Spheres~ Plus or Minus 
301 Spheres - Plus or Minus 
302 Spheres - Plus or Minus 
303 Spheres - Plus or Minus 
304 Plano Cylinders 
305 Sphere Cylinders 
306 Sphere Cylinders 
307 Sphere Cylinders 
308 Sphere Cylinders 

Other Charges to Above (per pair) 

310 Tint 
311 Case Hardened 
312 Prism to 5° 

GLASS APHAKIC LENTICULAR BIFDCALS 

230 Spheres 
231 Sphere Cylinders 
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PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 20.00 S 

.12 to 6.00 C 
PL to 4. 00 S .12 to 6. 00 C 
4.25 to 7.00 S .12 to 6.00 C 
7.25 to 12.00 S .12 to 6.00 C 
12.25 to 20.00 S .12 to 6.00 C 

PL to 4.00 S 
4.25 to 7.00 S 
7.25 to 12.00 S 
12.25 to 20.00 S 

.12 to 6.00 C 
PL to 4.00 S .12 to 6.00 C 
4.25 to 7.00 S .12 to 6.00 C 
7.25 to 12.00 S .12 to 6.00 C 
12.25 to 20.00 S .12 to 6.00 C 

7.25 to 20.00 S 
7.25 to 20.00 S .12 to 4.00 C 


