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June 1, 1984 

All Providers of Health Care in Counties of Atlantic, 
Gloucester, Salem, Burlington, Camden, Cumberland, 
Ocean, and Cape May 

Medicaid Eligible Recipients Participating as 
Omnicare/the hmo Subscribers 

Immediately 

Background: Omnicare/the hmo (formerly the Cumberland Regional Health 
Plan), a Health Maintenance Organization (HMO) located in Vine­

land, Mays Landing and Mannora provides services for a specific group of 
Medicaid eligible individuals. The Medicaid eligible group consists of families 

· who receive financial assistance under the program of Aid to Families with 
Dependent Children (AFDC), who are residents of the counties of Cape May, 
Cumberland or Atlantic, and who choose to be subscribers to Omnicare/the hmo. 

The services provided by Omnicare/the hmo are: 

1. General and Special hospital services, 
inpatient and outpatient, 

2. Laboratory and X-ray services, 
3. Early Periodic Screening, Diagnosis and Treatment 

approved equivalent services for enrollees under 
twenty-one years of age, 

4. Physician services, 
5. Home Health Care services (60 visits per year)*, 
6. Physical therapy, occupational therapy, audiology and 

speech-language therapy services, 
7. Independent clinic services (for Mental Health services, 

see Item #14), 
8. Ambulance service required for emergency medical care, 
9. Family planning services and supplies, 

10. Nursing Home Care, skilled nursing and intermediate care 
(up to 30 days per year, per enrollee)*, 

11. Pediatric services, 
12. Optometric services, 
13. Chiropractic services, 
14. Mental health services (twenty (20) outpatient and 

thirty (30) inpatient days/year/enrollee)*, 
15 Diagnosis and required medical treatment, and 

referral services for the abuse or addiction to 
alcohol or drugs, including detoxification, 



16. Pharmaceutical services, and 
17. Optical appliances. 

*When during a calendar year sixty (60) visits for home health 
care or thirty (30) days of skilled nursing facility care have 
been utilized, a Medicaid eligible Plan subscriber may continue to 
receive these services and providers will be reimbursed under the 
existing rules and regulations of the New Jersey Medicaid Program 
during the remainde r of the calendar year. Providers will receive 
from the Omnicare/the hmo an authorized EXHAUSTION OF BENEFITS 
form, a copy of which must be submitted with all claims. 

The following services or items are not provided by Omnicare/the hmo and 
Medicaid eligible subscribers of the75Tan may secure these services for Medicaid 
providers who will be reimbursed under the existing rules and regulations of the 
New Jersey Medicaid Program: 

1. Dental Services, 
2. Prosthetic and Orthotic appliances, 
3. Medical supplies and equipment, 
4. Medical Day Care, 
5. Invalid Coach, and 
6. Hearing Aids. 

Subscribers of Omnicare/the hmo are entitled to receive emergency care services 
from any provider. Except in life-threa tening situations, emergency care will 
be covered only if authorized by a physician from Omnicare/the hmo, provided the 
patient is within a 12 mile radius of Vineland. Outside a 12 mile radius, 
emergency care will be covered without prior authorization provided the patient 
notifies Omnicare/the hmo within 48 hours of receiving medical services. 
Hospital and physician claims should be submitted to: 

Omnicare/the hmo 
27 South East Boulevard 
Vineland, New Jersey 08360 

Instructions for submission of claims for providing emergency services are also 
printed on the back of the Omnicare/the hmo Subscriber Identification Card. An 
example of the card is shown below: 

OMNICARE/the hmo 

SUBSCRIBER'S NAME 

COVERAGE DEPENDENTS 

GROUP NUMBER 

MEDICAID 
SUBSCRIBER 

IDENTIFICATION 
CARD 

EFFECTIVE DATE 

MEDICAL •RECORD NUMBER 

' 
' 

◄ 
I . 

-2-

This card 1s non-transferable. The member agrees to abide by the rules, regulations 
anel procedures of Omrucarelthe hmo. Unlawful use of this card is punishable by law. 

ATTENTION PROVIDERS 

This card entitles the holder to coverage for services provided, arranged or approved 
by an Omnicare/the hmo physician. Except in life-threatening situations, emergency 
care wdl be covered only if authorized by a Omnicare/the hmo physician provided the 
patient is within the approved service area. Outside the service area, emergency care 
wttl be covered without prior aUtllorization provided the patient notifies Omnicare/the 
hmo with1~ .ca hours of receiving medical services. 

Emergency hospital, physieian and pharmaceutical claims should be submitted to: 
OMNICARE/the hmo 

27 South East Boulevard 
Vineland, New Jersey 08360 

IN THE EVENT OF A MEDICAL EMERGENCY, CALL YOUR CENTER FOR 
INSTRUCTIONS . 
A PHYSICIAN IS ON CALL 24 HOURS A DAY, 7 DAYS A WEEK. 

,.. 



The County Welfare Agencies will be issuing altered check stubs to Medicaid 
eligible individuals who choose to become subscribers. Following is an example 
of the altered check stub which states on top of the card: 

"RESTRICTED USE-HMO, CALL (609) 696-8004 _ 

-, . 

RESTRICTED USE HMO CALL 609-696-80~~ STUB NO. 02201528 
DEPARTMENT OF HUMAN SERVICES 

MEDICAID-ID 

VALID ONLY FOR THE MONTH OF 
MEDICAID HSP # 0134567890 

JANUARY 1 9 8 3 NOTICE TO PROVIDER 

l
_: ____ E=L:.:..::IG::..:IB:...=.LE~PE::..:...:R~SO=..:..N.:..=.S __ -+-P.!!...-:R+---EL_IG_IB_L_E_P_ER_S_O_NS ___ +P~:A REQUEST PERSONAL IDEN-

l 11 TIFICATION IF YOU DO NOT 

12 KNOW THE PATIENT. 

3 

,*LAST 
5 

8 

13 

PE R S O N P R I N T E D * 14 

15 

16 

17 

18 

19 

PLEASE REPORT THE CASE 
NAME, CASE NUMBER, 
ANO PERSON NUMBER 
ACCURATELY ON ALL 
CLAIM FORMS AND OTHrn 
COMMUNICATIONS RELAT-

b.;:_o _________ _,__----"'2=-0 __________ ____.~ ING TO THE CLA1M. 
Fu-152 

Any questions regarding this Newsletter should be directed to Dennis Doderer, 
Project Coordinator, Prepaid Health Plans, Division of Medical Assistance and 
Health Services, telephone (609) 984-3347. 

-3 -



OMNICARE 

Dear Provider: 

This is to inform you that ________________ a member of 
OMNICARE/the hmo has exhausted the ____________ days of 
coverage for your services. A Plan subscriber may continue to receive these 
services, however, and you will be reimbursed under the existing rules and 
regulations of the New Jersey Medicaid Program during the remainder of the 
calendar year. 

A copy of this form must be submitted with all claims. Should you have 
any questions, please contact Claims Department, 696-8009. 

Sincerely, 

The OMNICARE Claims Department 

caf 

0 CUMBERLAND MEDICAL CENTER 
27 S.E. BOULEVARD 
VINELAND, N.J. 08360 
609-696-2232 

0 MEMORIAL PARK fAMIL Y PRACTICE CENTER 
ROUTE 50 SOUTH 
MAYS LANDING, N .J. 08330 
609-625-9146 

D 
ADMINISTRATIVE O FFICES 

27 S. E. BOULEV.\.RD 
VINELAND. NEW JERSEY 08360 

609-696-2232 

0 MARMO RA FAMILY PRACTICE CENTER 
WAYSIDE VILLAGE SHOPPING CENTER 
MARMORA. N .j . 08223 
609-398-6610 

0 ATLANTIC CITY FAMILY MEDICAL CENTER 
1616 PACIFIC AVENUE 
ATLANTIC CITY, N.j . 08401 
609-348-5859 
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TO: 

May 29, 1984 

PROSTHETIC AND ORTHOTIC PROVIDERS 

SUBJECT: 

EFFECTIVE: 

REVISED PROSTHETIC AND ORTHOTIC CODES, DESCRIPTIONS AND FEES 

FOR CLAIMS PROCESSED ON OR AFTER JUNE 4, 1984 

BACKGROUND: The Division of Medical Assistance and Health Services adopted a 
new rule in the New Jersey Administrative Code (N.J.A.C. 

10:55-3.1) effective June 4, 1984. The rule revised the procedure codes and 
nomenclature for prosthetics and orthotics to make them consistent with 
Medicare. In addition, the fees were increased for many of the procedure codes. 

PURPOSE: This newsletter and attachment replace the existing procedure 
codes, narrative descriptions and Medicaid fee schedule with the 

new listing of procedure codes, narrative descriptions, and corresponding 
Medicaid fee schedules for prosthetic and orthotic devices. The schedule of 
allowances for shoes and shoe appliances that begins on page 44 is 
included but not revised. 

ACTION: 1. Providers are required to use the new procedure codes, and 
complete narrative descriptions corresponding thereto, for all 

claims submitted on or after June 4, 1984. 

The correct procedure code must be entered in item 13B of the claim form 
(MC-15-Cl). The corresponding narrative description must be entered in Item 
130. Providers should enter their customary charges in Item 13F. 

The Prudential Insurance Company will process the claim and reimburse in accord­
ance with the revised Medicaid fee schedule that corresponds to the procedure 
code(s). 

Claims that do not contain the new procedure codes and corresponding narrative 
descriptions will be returned to the provider for completion. 

2. If it is necessary to use more than one claim form to submit a claim, 
additional copies of the claim form (MC-15-Cl) must be used. For example, there 
must be a notation in the upper right hand corner that reads page 11 1 of 311

, page 
"2 of 311

, page "3 of 311 so that the entire claim can be readily identified. All 
items must be completed on page 1, and the items listed below must be completed 
on each succeeding page: 

a. Items 1 through 4 - (patient's name, address, HSP number, and person 
number); 

b. Item 9 - Provider's Identifying Information; 
c. Item 13 - Report of Services; 
d. Item 18 - Provider Certification - The provider must sign and date 

each claim form that is submitted for payment. 



INSTRUCTIONS: 

through 48 . 

- 2 -

Providers are instructed to delete Chapter IV, pages 25 through 
45, and replace them with the attached pages numbered 25 

If there are any questions concerning the new procedure code listing, please 
contact the Prudential Insurance Company at their toll free number, 
800-582-7052. 

- 2 -
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TO: All Providers and 
Those Interested in Provider Enrollment 

SUBJECT: Community Care Program for the Elderly and Disabled (CCPED) -
Phase II 

EFFECTIVE: October 1, 1984 

PURPOSE: This Newsletter is to inform you that the New Jersey Medicaid 
Program's Community Care Program for the Elderly and Disabled 

is being extended to the additional counties of Cape May, Hudson, Hunterdon, 
Mercer, Middlesex, Passaic, Salem, Sussex and Warren. 

BACKGROUND: The CCPED currently offers seven home care services which 
require prior authorization by the Medicaid District Offices 

including Case Management, Home Health Services, Homemaker Services, Medical 
Day Care, non-emergency Medical Transportation, Respite Care, Social Adult Day 
Care and the one service which does not require prior authorization is Pharmacy 
services. 

The program currently serves and continues to serve recipients residing in the 
seven counties of Atlantic, Bergen, Burlington, Gloucester, Morris, Ocean and 
Somerset. 

The eligibility criteria remain the same. Recipients eligible for this Program 
must: 

1. Be 65 or over, or determined disabled under the Social Security Act 
and receiving Social Security disability payments, and eligible for 
Medicare. 

2. Be assessed in need of Skilled Nursing Facility/Intermediate Care 
Facility (SNF/ICF) Care; and 

3. Have an income which exceeds the appropriate SSI community standard 
up to the standard for institutional care (currently $882.00 per 
month). 

General information about CCPED was issued to all providers in volume-numbered 
Newsletter P-371 or BC-266 dated December 5, 1983. 



Howeve-r, for specific information regarding provider enrollment, prior 
authorization, billing procedures and procedure codes, providers who may 
participate in the program are referred to the January 9, 1984 Newsletters as 
follows: 

Home Health Agency Providers to P-374 
Homemaker Agencies to P-375 
Medical Day Care Providers to P-376 
Social Adult Day Care Centers to P-377 

ACTION: Homemaker Agencies, Home Health Agencies, Social Adult . Day Care 
Centers, and Medical Day Care Centers, wishing to serve clients 

residing tn the Phase II counties, who are not already enrolled as CCPED 
providers should contact at this time: 

Mrs. Frances Garrett, Chief 
Provider Enrollment Unit 
Division of Medical Assistance 

and Health Services 
CN-712 

Trenton, New Jersey 08625 
(609) 292-1921 

As in Phase I, the new Case Management Sites will be located in a County Board 
of Social Services, a Home Health Agency or a Medicaid District Office. The 
actual sites have not yet been selected and will be announced in the near 
future. 

Any questions regardtng this Newsletter should be directed to Carol H. Kurland, 
Offtce of Home Care Programs, Division of Medical Assistance and Health 
Services at (609) 292-1940. 

- 2 -
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TO: 

SUBJECT: 

EFFECTIVE: 

, 

June 18, 1984 

DENTISTS, HOSPITAL ADMINISTRATORS, INDEPENDENT CLINICS 

REVISION TO THE DENTAL SER VICES MANUAL 

JULY 1, 1984 

PURPOSE: The New Jersey Medicaid Prog ram is pleased to inform providers 
of dental care of the following important changes in the 

provision of dental services: 
1. Selective Increase of the Medicaid Schedule of Maximum 

A 11 owances 
2. Revision of Selected Procedure Codes 
3. Extension of Time Frame for the Replac ement of Dentures 
4. Change in Definition of Consultation 
5. Addition of Codes for Hospital Admission and Visits 

BACKGROUND: The last increase in Medicaid dental fees took place in 1973. 
Since that time it has been impossible to make further increases 

due to a series of budgetary constraints. Now, a new increased schedule of 
maximum allowances has been adopted along with other specific changes outlined 
in this Newsletter. Chapter IV of the Dental Services Manual h~s been revised 
and is enclosed with this newsletter under the heading Subchapter 3 - Procedure 
Codes and Descriptions. Please note that all numerical designations in 
Subchapter 3 (Rev. 6/84) are changed to conform with submission requirements for 
the New Jersey Administrative Code (N.J.A.C. ). As part of a long-range plan, 
other chapters will be revised in the near future. 

ACTION: All changes take effect July 1, 1984. All claims p~ocessed for 
payment after June 30, 1984 will be reimbursed under the new 

schedule of maximum allowances. DENTAL TREATMENT PLANS AUTHORIZED ON A DENTAL 
SERVICES CLAIM FORM (MC-10) BEFORE JULY 1, 1984 SHOULD BE SUBMITTED AS 
AUTHORIZED. UNDER NO CIRCUMSTANCES SHOULD PROCEDURE CODES BE CHANGED. 

SUMMARY OF CHANGES: 

1. Dentures - Adjustment to or repair of dentures does not now 
require prior authorization when the Medicaid reimbursement rate does not exceed 
$53.00 - Specialist Fee or $48.00 - Non-Specialist fee. 

2. Denture Authorizations: Dentures will not be authorized when the 
dental history reveals that a denture was provided through any New Jersey State, 
county, or municipal agency in the seven and one-half (7½) year period prior to 
the date of the current request. Previously this period was 5 years. 

3. Consultation and Hospital Admission: Consultation has been 
redefined and subjected to conditions as specified on the page numbered 43a 
attached to this newsletter. New procedure codes are listed in Subchapter 3, 
10:56 - 3.16 (d) through (f), pages 78 and 79. 



4. Silicate Restorations will no longer be a reimbursable service 
under the New Jersey Medicaid Program. 

5. Composite Restorations: The reimbursement for this service will 
be increased by two factors; one, an increase in keeping with that applied to 
other selected procedure codes, and two, an increase mak ing acid etch an 
integral part of all composite procedures. Acid etch will no longer be 
reimbursable as a separate procedure . 

6. Crowns: The entire procedure code system for crowns will be 
changed. There will be only one code for each type of crown. Use the type of 
metal most appropriate for the patient's needs -

1. High and medium noble 
2. Low noble, or 
3. Base metal content 

7. Root Canal Therapy : The procedure codes for root canal therapy 
will be updated. Codes 3310, 3120, and 3330 wi ll be retained under the heading 
"Conventional Type Root Canal Thera:Jy'', with an increase in the schedule of 
maximum allowance. A new heading 11 Paste- Fill Type Root Canal Therapy 11 will be 
added with new codes at the present maximum allowance level. 

8. The procedure code changes are listed in the following summary 
as: 

A. Codes Eliminated 
B. New Codes 
C. Codes With Increase in Maximum Allowance 

A. CODES ELIMINATED: 

1. Restorative 
Silicate: 2216 2217 2218 
Crowns: 2720 2722 2750 2752 

2790 2792 2810 
Others: 2960 (This code will not be reimbursable 

after June 30, 1984 even if previously 
authorized (see item "5." above). 

2. Prosthodontics 
(fixed): 6210 6212 6225 6226 

6240 6242 6250 6252 
3. Anesthesia: 9222 9223 

B. NEW CODES 

1. Diagnostic: 0999 
2. Preventive: 1999 
3. Restorative (crowns): 2721 2751 2791 
4. Endodontics: 3311 3321 3331 
5. Prosthodontics: 5995 6211 6241 6251 
6 .. Visit: 9420 9421 

2 



C. CODES WITH INCREASE IN MAXIMUM ALLOWANCE 

1. Diagnostic: 0470 
2. Preventive: 1515 1522 
3. Res to rat i·ve: 

Amalgam 2110 2120 2130 2131 
2140 2150 2160 2161 

Composite 2320 2321 2322 2323 2324 
2325 2326 2351 2352 2353 

Crowns 2710 2711 272 1± 2751± 
2791± 2830 2840 2896 

4. Endodontics: 3310 3320 3330 3425 3426 3430 3431 
5. Prosthodontics: 5310 5312 5313 
6. Repairs: 5611 5612 5616 5617 5621 

5622 5623 5624 5641 5642 
5643 5644 5651 5652 5654 
5655 5661 5662 5671 5672 
5681 5682 5683 5684 5685 
5686 5687 5695 

7. R.ebase/Re 1 ine: 5711 5712 5721 5722 
5751 5752 5761 5762 

8. Prosthodontics: 
Fixed 6211 ± 6241 ± 6251 ± 6640 6645 

9. Exodontics: 7110 7115 
10. Anesthesia: 9220 9221 9225 
11. Visits: 9410 9411 9412 

± While these procedure codes are new codes, they represent fee increases for 
codes being replaced. 

Any questions you may have concerning this Newsletter may be directed to: 

Archie H. Bell, 0.0.S., Chief 
Bureau of Dental Services 
Division of Medical Assistance 

and Health Services 
CN-713 
Trenton, New Jersey 08625 
Telephone (609) 984-7863 

DENTAL SERVICES MANUAL MAINTENANCE: 
1. Remove and discard Exhibit 11 B11

, page 55. 
2. Remove and discard Chapter IV (3/78), pages 56 through 82, and replace 

with the attached Subchapter 3 (6/84), pages 55 through 81. 
3. Insert page 43a (attached to Newsl_etter) after page 43 in Chapter II 

of the Dental Services Man ual. 
4. Make handwritten revisions to: 

(a) 202.2(l)C, Chapter II, page 16, as noted in Item 1 under 
Summary of Changes, on page 1 of this newsletter and 

(b) 203.6B. 8. b., Chapter II, page 31, as noted in Item 2. 
under Summary of Changes, on page 1 of this newsletter. 

3 



203.10 Consultations 
(See Subchapt er 3 for procedure codes - (10:56-3. 16 (d)) 

(A consultation is defined as that service rendered by a qualified dentist upon 
request of another practitioner in order to evaluate through personal 
examination of the patient, history, appropriate physical findings and other 
ancillary means, the nature and progress of a dental or related disease, 
illness, or condition and/or to establish or confirm a diagnosis, and/or to 
determine the prognosis, and/or to suggest appropriate therapy. A consultation 
should not be confused with "referral for treatment" when one practitioner --­
refers a patient to another practitioner for treatment, either specific or 
eneral, that is, endodontic treatment on teeth #s 3 and 5; or extract teeth #s 

7, 8, 9, and 10; or extract tooth or teeth causing pain; etc .. 

(a) Consultations are subject to the following conditions: 

1. A written report must be provided to the referring practitioner 
which includes diagnosis and recommendations for future management. A copy must 
be retained with the patient's records and must be available, upon request, to _ 
the New Jersey Medicaid Program or any of its authorized representatives. 

i. When the practitioner rendering the consultation services 
assumes the continuing care of the patient, any subsequent services rendered by 
him will no longer be considered as consul tation. 

ii. When consultation services are requested, the referring 
practitioner must include in his clinical records and on the Dental Services 
Claim Form MC-10 (remarks) the name of the consulting practitioner to whom the 
patient is being referred. The consulting practitioner must note the name and 
the individual Medicaid practitioner number (IMP number) of the referring 
(attending) practitioner in his clinical records and on the Dental Services 
Claim Form (MC-10) (referring practitioner). 

iii. A consultation will be disallowed if there is no referring 
practitioner, i.e. the patient makes an appointme1t on his own. 

iv. A consultation will be disallowed if performed on the same 
recipient by the same practitioner, members of the same group, members of a 
shared health care facility, or practitioners sharing a common record within a 
12 month span of a prior claim for the same or related disease, illness or 
condition. 

v. A consultation will be dec lined in any setting, if the 
consultation occurs between members of the same group, shared health care 
facility, or practitioners sharing common records. 

vi. If a consultation is billed in ~n inpatient setting and the 
patient is then t\?nsferred to the service of the consultant, the consultant may 
not bill for a Hospital Day - Initial; however, Hospital Day - Subsequent - may 
be billed for visits on ensuing days. 

v11. If a consultation is billed in an Emergency Room setting and 
the patient is then admitted to the consultant's service as a hospital 
inpatien t, future visits of the consultant may be billed as a Hospital Day -
Subsequent. If the patient is admitted to another practitioner's service, that 
practitioner may bill for Hospital Day - Initial. Future visits of the 
consultant for that inpatient hospitalization may be billed as a Hospital Day -
Subsequent - and be considered as concurrent care IF concurrent care can be 
justified as dentally/medically necessary. 

6/84 43a 
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lJune 18 , 1984 

To: 

Subject: 

All Participating Medical Day Care Providers 

Medical Day Care Services Manual Revisions 

Immediately Effective: 

Action: Policy changes were recently proposed and adopted in the New 
Jersey Administrative Code (N.J.A.C. 10:65 1.2-2.7) which 

necessitated revisions to the Medical Day Care Services Manual. The revisions 
include: 

1. Language changes permitting a hospital-affiliated medical 
day care facility, providing it complies with all program 
requirements, to provide the same basic services now provided 
by all nursing home-based and free-standing Medical Day Care 
Centers. 

2. A policy change to the current practice of granting authorization or 
reauthorization of Medical Day Care services· for a period up to 90 
days. The 90 day (or less) limitation will be retained for the 
initial authorization period; however, reauthorization may be for a 
period up to six (6) months. 

3. A policy change to allow for an initial evaluation visit for 
physical or speech-language services without prior authorization. 
This regulation is in addition to and does not change the 
existing Medical Day Care regulation that allows an initial evaluation 
visit for medical day care services without prior authorization. 

When completing the MC-14 claim form, Independent Outpatient Health 
Facility, indicate in Item 13, block B, Procedure Code, 0049 for an 
initial physical therapy evaluation visit or Procedure Code 0047 for 
an initial speech-language evualation visit. All therapy following 
the initial evaluation visit will continue to require prior 
authorization. 

The reimbursement fee for an initial evaluation visit for 
physical or speech-language therapy will be the same as that which 
the medical day care center is reimbursed for a subsequent 
treatment vis it. 

4. A clarification of the role of the Medical Director. 



A copy of Subchapter l (rev. 5/84) and Subchapter 2 (rev. 5/84) are attached. 
The changes have been bracketed for your convenience. 

Manual Maintenance: 

Please discard your existing Subchapter 1 (2/80) and Subchapter 2 (2/80) an d 
replace with the attached Subchapters 1 and 2 (rev. 5/84) . All Newsletters 
should be discarded exce pt for the following Prudential Newsletters: P-376 , 
dated January 9, 1984; P-371, dated December 5, 1983; P-362, dated Ju ly 15, 
1983; P-360, dated June 24, 1983; P-357, dated March 28, 1983; P-355, dated 
March 21, 1983; P-318, dated October 19, 1981; P-310, dated September 7, 1981; 
P-309, dated September 1, 1981; P-299, dated May 11, 1981; and P-269, dated May 
12, 1980 . 

Your revised manual should consist of the following: Chapter I (Rev. 12/77); 
Subchapter l (Rev. 5/84); Subchapter 2 (Rev. 5/84 ); and all of the Newslette rs 
listed above. 

Any questions regarding this Newsletter shou ld be di rected to Carol Kurla nd, 
Medical Day Care Program Coordinator at (609) 292-1940. 
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1. 1 SCOPE 

MEDICAL DAY CARE SERVICES MANUAL 

N.J.A.C. TITLE 10 

CHAPTER 65 

SUBCHAPTER 1 

The Medical Day Care Program is concerned with the fulfillment of the health 
needs of eligible recipients of the New Jersey Medicaid Program who could 
benefit from a health services alternative to total institutionalization. 
Medical Day Care is a program of medically supervised, health related 
services provided in an ambulatory care setting to persons who are 
non-residents ~f the facility, who do not require 24 hour in-patient 
institutional care and yet, due to their physical and/or mental impairment, 
need health maintenance and restorative services supportive to their 
community living. 

1. 2 DEFINITIONS 

The following words and terms, when used in this chapter, shall have the 
following meanings unless the context clearly indicates otherwise. 

"Administration-Medical Day Care Center" means the Medical Day Care Center 
shall provide an identifiable administrative unit, headed by a Director, 
responsible for the overall conduct of all day care program activities. 

"Medicaid Eligibility" means in order to obtain Medical Day Care Services, 
the participant must be determined eligible to receive Medicaid services in 
the community under the existing programs of Aid to Families with Dependent 
Children, Supplemental Security Income, and/or Medicaid Only. 

"Medical Day Care Center" means an identifiable part of a long-term care 
facility, or a hospital affiliated facility, or a freestanding ambulatory 
care facility, or such other facility which is licensed by the New Jersey 
State Department of Health to provide non-residential medical .day care 
services, which possesses a valid and current provider agreement from the 
New Jersey Division of Medical Assistance and Health Services and which 
provides services as described in this manual under Section 1.4 (N.J.A.C. 
10:65-1.4). 

"Medical Day Care Participant" means a person who is medically e·ligible and 
whose assessed physical and psychosocial needs: · 

1. Do not require 24 hours a day on an in-patient basis in a hospital 
or long-term care facility. 
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2. Cannot be met totally in any other ambulatory care setting, such 
as a physician 's office or hospital out-patient clinic. 

3. Require and can be met satisfactorily by a seven hour, day long 
active medical program provided by licensed and non-licensed 
personnel, ·inclutfi ng portal to portal travel time. 

"Volunteer" means a person who gives his/her time and services regularly 
without remuneration. 

1.3 PROGRAM PARTICIPATION 

(a) A Medical Day Care Center operated by a public or private agency or 
organization, either proprietary or non-profit, or a subdivision of 
such an agency or organization, must meet the following requirements in 
order to participate in the New Jersey Medicaid Program: 

1. Licensure and approva l by the New Jersey State Department of 
Health as a non-resi den t ial medical day care center; 

2. Certification that the Medical Day Care Center meets the Federal 
and State requirements for participation in accordance with the 
Manual of Standards for Licensure of Non-Residential Medical Da 
Care Fae, 1t1es o t e New Jersey State Department o eat; 

3. Approval for participati on as a Medical Day ·Care Center provider 
by the New Jersey Medicaid Program. This includes, at a minimum, 
the completion of the New Jersey Medicaid Provider Application 
FD-20-C2 (Exhibit I I) , the Participation Agreement FD-218 (Exhibit 
III), and an Outline for Written Statement On Pro osed Medical Da 
Care Center (Exh1 1t VI . Continue participation as a New Jersey 
Medicaid provider is contingent upon approval annually by the New 
Jersey Medicaid Program. 

(b) A cost study, as defined by the Division, shall be prepared annually 
detailing expenditures of the Medical Day Care Program. Medical Day 
Care Program costs must be segregated from other operational costs. 
(Medicaid reimbursement rates may be based on cost study information or 
on a percentage of the ICF-B per diem rates.) 

(c) The Division shall conduct an on-going evaluation of the Center's 
Medical Day Care Program by on-site visits to the Medical Day Care 
Center. A Medical Da~ Care On-Site Report MCNH-89 (Exhibit VII) shall 
be completed by Division staff and a copy shall be forwarded to the 
Center. 

1.4 REQUIRED SERVICES 

(a) As a minimum the following services shall be provided by the Center for 
participation in the Medical Day Care Program. 

1. Med ical Services 

i. The Center Director, with the Medical Director of the 
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facility shall establish written medical and adm nistrative 
poli cies governing the provision of medical serv ces to the 
part icipants. The Medical Director shall be responsible for, 
bu t not be limited to, the following: 

(1) Develop and amend these medical policies as needed. 

(2) Supervise the provision of medical services. 

( 3) Advise the Center Director regarding medical and related 
problems. 

(4) Establish procedures for medical matters, such as 
medical supervision, storage of medication, emergency 
coverage, emergency services, records, use of 
consultants, patient review, rehabilitation services, 
medication and discharge planning. 

Procedures shal l be located in the Center Director's 
office and at the Nurses' station, readily available to 
staff. 

(5) Establish relat ionships with appropriate personnel in 
other institutions, such as general or special 
hospitals, rehabilitation centers, home health agencies, 
clinics, laboratories, and related community resources. 
This would include but not be limited to arrangements 
for emergency room services unavailable within the 
facility. 

i i . The Medical Day Care Center shall provide: 

(1 ) A medical evaluation of all participants, provided or 
arranged for by the Medical Director as needed, but at 
least every ninety days. 

(A) This medical evaluation and any medical 
ser ices required should be coordinated by the 
participant's attending physician. 

(B) If the participant has no attending physician, the 
Medical Director shall assist the participant to 
secure one. 

(C) In the event that an attending physician cannot be 
obtained to regularly care for the participant, the 
participant may choose the r1edical Director as 
his/her attending physician, provided the Medical 
Director becomes the participant's attending 
physician with all the responsibilities attendant 
to such a role over a 24-hour period on a 
continuing basis. 

(D) It is only in this new role as attending physician 
that the Medical Director can bill the New Jersey 
Medicaid Program on the Health Insurance Claim Form 
1500-N.J. (Exhibit VIII) for services rendered this 
participant. 

3 
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(2) The Medical Director may not bill the New Jersey 
Medi ca id Program separately for any serv i ce performed 
for a Med icaid eligible while serving . in his capacity as 
Medi ca l Director. 

(3) An indiv i dua l medical record on each participant . 

(4) Medica l orders for treatment of participant(s) which 
shall i nclu de medication, diet, activities permitted, 
and t herap ies, such as physical therapy, occupational 
therapy , an d speech-language therapy. 

Nursing Services 

i. A re~istered prof es sional nurse shall be available on the 
premises of t he Medical Day Care Center at all times when the 
facility is operating, to evaluate the need of each participant 
for nursing care, ini t ially, and on a continuing basis, and to 
provide for such care. If there is ancillary nursing staff, the 
registered professi onal nu rse provides supervision of this staff. 

ii. The Nursing Staff shall pro vide but not be limited to the 
following: 

(1) Administratio n and / or supervision of prescribed 
medications; 

(2) Implementation of prescribed treatments; 

(3) Dressing changes ; 

(4) Observa t ion of an d i nstruction in personal hygiene; 

(5) Rehabil i tat i ve and res torative nursing; 

(6) Taking vita l si gns as necessary in temporary illness; 

(7) Assistance i n activ i t ies of daily living; 

(8) Necessary documentation of al l nursing services; 

(9) Discharge pla nni ng , coo rdinated with the health care team. 

iii. The Center's Nursing St aff shall assure that nursing services 
provided to part icipant s are coordinated with health services 
currently received at home, as well as with existing community 
hea lth agencies and services available to participants in time of 
need. 

3. Social Serv i ces 

i. A soci al worker or de s i gnate with qualified social work 
cons ultati on sha ll be responsi ble for the implementation of the 
social services component an d, accordingly, work closely with 
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public and private community agencies in planning appropriately 
_for the service needs of each participant. 

ii. The social work staff shall provide but not be limited to the 
following social services: 

(1) Continued identification of social and emotional needs 
of each individual in relation to the home situation 
and in the Center; 

(2) Direct counseling and referral in social, financial, and 
legal matters; 

(3) . Assistance with housing and shopping; 

(4) Counseling i n the availability and utilization of community 
resources, and the coordination of these services; 

(5) Discharge planning, coordinated with the health care team; 

(6) Documentation of social service information. 

Transportation Services 

i. The Center shall provide transportation for participants to and 
from their homes as well as to and from services provided 
indirectly by the Center. No participant's total daily 
commutation time shall exceed two hours. 

ii. Transportation provided by the Center shall be included in the 
per diem costs of the Medical Day Care Program. 

5. Personal Care Services 

6. 

i. To insure quality personal care, the Center staff shall make daily 
checks to assure that participants are maintaining personal 
hygiene, receiving medications as prescribed (which includes 
assuring the renewal of prescriptions as necessary and the 
disposition of outdated or discontinued drugs), and participating 
in appropriate social and recreational activities. 

ii. Personal care service shall include education in and assistance 
with activities of dai ly living (i.e., walking, eating, toileting, 
grooming) and supervisi on of personal hygiene. 

Dietary Services 

i. The Cen t er shall prov ide a minimum of one meal per day. The meal 
and snacks shall supply at least one-third of the daily 
nutritional requirements recommended by the National Research 
Council. 

ii. Special diets and supplemental feeding shall be made available as 
ordered by the physician involved in the documentation of the 
individualized plan of care, and the plan supervised by the 
facility dietit ian . 
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iii. Dietary counselinq and education shall be provided to participants 
and their families. 

7. Social Activities 

The Center staff, under the direction of the Activities Coordinator, 
shall provide a planned prog ram of recreational, social and leisu re 
activities suited to the needs of the participants, and designed to 
encourage physical exercise, social interaction and to complement 
community resources. 

i. The Center may involve volunteers in the implementation of the 
social activities program . 

ii. The current monthly schedule of activities shall be posted at a 
location convenient to participants, staff and families. 

iii. Social activities shall inclu de, but not be limited to: 

(1) Opportunities for arts and crafts; 

(2) Development of hobbies; 

(3) Discussion groups; 

(4) Speakers and films; 

(5) Periodic excursions or ou tings; 

(6) Involvement of parti cipants in community service projects 
which ca n be carried out at the Center. 

iv. The activities program shall be coo rdinated with occupational and 
physical therapy prograns so that a total plan of care is provided 
each participant. 

v. The participants and their families when poss ibl e shall be 
involved in the plannin g and implementation of the activities 
program. 

8. Rehabilitative Services 

i. 

ii. 

{ 
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Rehabilitative Services, which include physical therapy, 
occupational therapy, and speech-language therapy shall be 
provided by the Center to thos e participants whose need for these 
services has bee n definitely described in the individualized plan 
of ca re. 

Physical and speech-language therapies provided by the Center 
shall not be included in the per diem costs for Medical Day Care. 
However , they are reimbursable and shall be billed separately. 
Prior authorization is not required for an initial visit to 
evaluate the need for physical or speech-language therapies. 
All subsequent therapy treatment vi sits following the initial 
visi t will continue to require prior authorization. (See 
Secti on 1.6 .) 
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iii. Occupational therapy shall be included in the per diem costs for 
Medical Day Care. 

1. 5 STAFF 

(a) The Center shall ha ve adequate staff capability to provide supervision 
to the participants at all times. The composition of the staff shall 
depend i n part on the needs of the participants and on the number of 
parti ci pants the program is serving. As a minimum, the Center must 
have a Medical Day Care Center Director, a registered Professional 
Nurse, a Social Worker, an Activities Coordinator and a Medical 
Director . If the freestanding facility has no Medical Director, a 
licensed physician shall be appointed to serve in this capacity. 

1. Med ical Day Care Center Director 

2. 

The Director of the Center is responsible for the overall conduct 
and ma nagement of all program activities on a full-time basis. 
The Di rector sha 11 : 

i. Be a qualified health professional, such as a Nursing Home 
Administrator, licensed nurse, physician, licensed physical 
therapist, certified eligible occupational or speech-language 
pathologist or social worker. 

ii . Be experienced in the care of the elderly and disabled and 
knowledgeable regarding their physical, social and medical 
hea 1th needs. 

Reg istered Professional Nurse 

The
1

Registered Professional Nurse is a person who is licensed by 
the New Jersey Board of Nursing pursuant to N.J.S .. A. 45:11-26 et 
seq. and has at least one year full-time or full-time equivalent 
ex perience in a health care setting. 

3. Soc i al Worker 

The Social Worker shall possess a Master's degree in Social Work 
f rom an accredited graduate school of Social Work plus one year of 
full-time or full-time equivalent social work experience in a 
health care setting . If a designate is utilized, the designate 
shall possess a Bachelor's degree in the social sciences plus one 
year of social work experience in a health care setting. A 
designate must have available on-site consultation from a 
qualified social worker, a person with a Master 1 s degree in Social 
Wo rk from an accredited School of Social Work in accordance with 
t he Department of Health's standards. (See N.tJ.A.C. 
8: 39-1. 20 ( d). ) 

4. Ac tivities Coordinator 

(Rev . 5/84 ) 

An Activities Coordinator is a person who has: 

i . A bachelor's degree from an accredited college with a major 
in recreation, occupational therapy, or a field related to 
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recreation, such as art, musi c , physical education, group 
work, or sociology; or 

ii. An Associate degree in rec rea t ion and two years of full-time, 
or full-time equivalent , experience in recreation for the 
aged, handicapped, or retarded; or 

iii. A high school diploma or equivalency certificate, two years 
of full-time, or full-time equivalent experience in a social 
or recreational program within the last five years, one year 
of which was full-time in a patient activities program in a 
health care facility, and has completed at least 36 hours of 
classroom training, approved by the Department, in activities 
programming; or 

iv. Is certified by the New Jersey Board of Recreation Examiners 
as a recreation administrator or recreation supervisor, 
pursuant to Chapter 291, P.L. 1966; or 

v. Is an occupational therapy assistant. 

5. Med ical Director 

6. 

The Medical Director shall provide the medical consultation and 
supervis ion of the total health care program provided to the 
part icipants. (See Section l.4(a)l.ii.) The Medical Director must 
be licensed to practice medicine in the State of New Jersey. 

Staff-Participant Ratio 

Adequate staff is defined as a ratio of one (1) regular full-time 
staff person to nine (9) participants, calculated on the basis of 
the daily census. The ratio shall include the Center Director and 
all other person nel (except the Medical Director) who are involved 
in direct patient care, excluding volunteers. 

i. Without compromising the above required staff-patient ratio 
of 1-9, various staff positions could conceivably combine 
functions within one person, i.e. 9 the Center Director may be 
a social worker or nurse, performing dual functions of the 
Director/Social Worker or Director/Nurse. New programs for 
start-up purposes, or programs with less than ten 
participants, may have no fewer than two full-time staff 
persons. The registered nurse must occupy one of the two 
positions. In programs of 60 or more participants, the 
Director may not serve a dual function. 

1.6 PRIOR AUTHORIZATION 

(a) Whenever the term 11 prior authorization 11
, or "reauthorization", is used 

in th is manua l it shall mean approval granted by the Division of 
Medica l Assis tance and Health Services through the appropriate Medicaid 
District Office fo r payment for Medical Day Care services rendered to -
an elig ible part i cipant for a specific time period. Current Medicaid 
eligibility is a prerequisite for payment. Prior authorization must be 
obtained fro m the Medicaid District Office of the Division of Medical 
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Assistance and Health Services before an applicant for Medical Day Care 
can be considered medically eligible for the service within the New 
Jersey Medicaid Program. · 

A Re uest for Medical Da Care Authorization or Reauthorization Form 
FD-140, Exhibit IV . must be submitted by the Medica Day Care Center 
for each potential participant as a basis for determining a prior 
authorization or reauthorization for Medical Day Care Services. In 
order to avoid delay in approval, all information must be 
individualized, complete and comprehensive. The FD-140 will be 
reviewed by the Medical Eval uat ion Team, consisting of the 
Medical Consultant, Regional Staff Nurse, and Medicaid Social Worker 
and a determination will be made as to the person's eligibility for the 
Medical Day Care. The maximum duration for an initial authorization is 
90 days (or less); reauthorization may be for a period up to six (6) 
months. 

While- an authorization/reauthorization for Medical Day Care 
services is in effect and the condition of the patient changes, 
indicating the need for additional or decreased services, the Medical 
Day Care Center after consultation with the attending physician may 
submit a revised . FD-140. 

The Medical Day Care Center r1ay bill the Medicaid Fiscal Agent, 
Prudential Insurance Company, for one initial visit evaluation for 
elig jble recipients without prior authorization. 

1.7 PARTICIPANT REVIEW AND EVALUATION 

(a) 

(b) 

Each participant in the Medical Day Care Program shall be seen by 
his/her attending physician, as needed but at least every ninety (90) 
days . A record of the physician's visit, findings, and recommendations 
shall be documented on the participant's chart. 

Every ninety (90) days the participant's individualized plan of care 
shall be updated by the Medical Day Care Center staff to reflect the 
needs of the participant for Medical Day Care. This plan shall become 
part of the patient's permanent record at the center. 

1.8 RECORDS 

(a) As a m1n1mum, the participant's chart shall contain the following 
information: 

1. Application for admission form; 

2. Individualized plan of care; performed initially and updated every 
ninety (90) days; 

3. Medical history, record of physical examination, medication 
record, and laboratory reports, performed by the attending 
physician initially and updated every ninety days thereafter, 
citing general medical condition, disabilities and limitations. 
Also included shall be any consultations performed; 
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4. Daily nursing observations for the first five days of attendance 
and nursing progress notes at least every thirty days thereafter 
or more often as needed; 

5. Social history initially, and social service progress notes every 
ninety days; 

6. Activity progress notes every ninety days; 

7. Physical, Speech-language, and Occupational Therapy and dietary 
progress notes as indicated; 

8. Discharge Plan. 

(b) Individualized Plan of Care 

An Individualized Plan of Care shall be writte~ for each participant 
prior to admission to the Program, with input from the participant, 
family, and interested community agencies. The plan shall state 
medical needs of the participant as evaluated by the attending 
physician, and nursing, social service and other service needs as 
determined by the Center Staff, with in-put from community agencies. 
Overall goals and services to be provided by the Center to fulfill the 
needs expressed should be indicated. 

2. 

The Individualized Plan of Care shall be signed by the physician 
and by all Center Staff preparing the report. 

Up -date of this plan shall be made at least every ninety days. 

This Individualized Plan of Care is not part of the 
author ization/reauthorization process. Therefore, it should not 
be sent to the Medicaid District Office with the FD-140 form, 
which is to be used fo r the authorization/reauthorization only. 

1.9 DISASTER PLAN 

The Facility Disaster Pla n shall be posted at the Nurses' station and other 
conspicuous locations throughout the Medical Day Care Center. 
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N.J.A.C. TITLE 10 

CHAPTER 65 

SUBCHAPTER 2 

INTERIM BILLING PROCEDURES 

2. 1 BILLING PROCEDURES 

(a) This subchapter contains basic information and instructions necessary 
for the proper completion and submission of a claim. Included are 
exh ibits to be utilized by Medical Day Care Centers for use in 
submitting claims for covered items or services. All forms to be 
completed by the facility are available from Prudential Insurance 
Company. 

1. Payment: Payment will be based only on the number of days spent 
by the participant at the Medical Day Care Center. Billing will 
be performed by using the MC-14C2 claim form, Independent 
Outpatient Health Facility (Exhibit 1) which must indicate days of 
participant attendance during the period of authorization or 
reauthorization. 

2. Reimbursement: The center participating in the Medical Day Care 
Program must agree to accept the reimbursement rate established by 
the New Jersey Medicaid Program. In a long-term care facility, the 
Medical Day Care per diem rate is 55 percent of the Intermedicate 
Care Facility-Level B rate for that facility. In freestanding 
facilites, the medical day care per diem rate is based on an 
average of the rate paid to ·long-term care facility medical day 
care providers in effect as of July 1 and January 1 of each year. 
The reimbursement rates set for a Medicaid participant in Medical 
Day Care centers may not exceed charges for non-Medicaid patients. 
The per diem reimbursement shall cover cost of all services listed 
in N.J.A.C. 10:65-1.4 with the following exceptions: 

{ 
i. physical and speech-language therapy services are not 

included in the per diem rate and these services must be 
billed separately on the MC-14C2 form. 

ii. The reimbursement fee for an initial visit for 
physical or speech-language therapy will be the same as 
that for which the Medical Day Care Center is reimbursed 
for a subsequent treatment visit. 

3. Submission of Independent Outpatient Health Facility Claim Form 
(MC-14C2): A fully completed MC-14C2, Independent Outpatient 
Health Facility Claim Form must be submitted to Prudentiai 
Insurance Company with a copy of the FD-140 Form, Request for 
Medical Day Care Authorization or Reauthorization (Exhibit IV) 

. issued by the Medicaid District Office. 

4. Medicare/Medicaid coverage: The only possible services that can 
be considered for payment under Medicare/Medicaid are physical and 
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speech-language therapy. When the medical day care participant is 
covered under both programs only the Medicare Form HCFA-1483 
(Exhibit V) must be completed with the appropriate section (Item 
11) completed showing the Health Services Case and Person Number 
(HSP(Medicaid)Case Number). 

2.2 GENERAL POLICY 

Billing should be done on a monthly basis. In all cases, claims must be 
submitted no later than ninety days after the last date services are 
furnished, and no later than twelve (12) months from the earliest date of 
service as indicated on the claim form. 

2. 3 PARTICIPANT IDENTIFICATION 

Verify that the participant is a covered person on the first visit and at 
least monthly thereafter. This is done by viewing the patient's validation 
form. It is especially .important to review a participant's validation form 
when extended plans of treatment have been authorized or reauthorized. 
Prior authorization is no guarantee that an individual is an eligible 
participant. 

2.4 PRIOR AUTHORIZATION 

(a) Prior authorization means approval by the Medicaid District Office for 
medical day care services. 

(b) Following the initial evaluation visit for medical day care, prior 
authorization is required. A claim for the initial visit must be 
submitted on the Independent Outpatient Health Facility Claim Form 
(MC-14C2) with the comment "Initial Visit Only 11 in item 13 (Report of 
services), Section D. This should only be done when the authorization 
has been declined. 

(c) Prior authorization is required for all persons participating under the 
Medical Day Care Program. The maximum duration for an initial 
authorization is 90 days (or less); reauthorization may be for a period 
up to six (6) months. Reauthorization can be obtained by the submission 
of the FD-140 form, Request for Medical Day Care Authorization or 
Reauthorization, which must include in item 19 recommendations for 
extension of such continued participation in medical day care. Allow 
at least two weeks prior to termination date of previous authorization 
for processing of a reauthorization of this request. 

1. How to obtain prior authorization: 

i. The form, FD-140, Request for Medical Day Care Authorization 
or Reauthorization, should be promptly completed by the 
attending physician with the involvement of the nursing and 
social work staff and submitted to the appropriate Medicaid 
District Office. 

2. Completing the FD-140, Request for Medical Day Care Authorization 
or Reauth oriz ation form (see Exhibit IV): 

(Rev. 5/84) 

All items, 1 through 21 inclusive must be completed on all FD-140 
forms. All items should be typed or printed clearly. 
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i . Distribution of form FD-140 (four part snap-out form): 

(1) Fiscal Agent's copy and provider copy and the Medicaid 
District Office copy are submitted to the Medicaid 
District Office, with the center retaining the second 
prov i de r copy ; 

(2) Upon the Medicaid District Office approval or decline of 
the request, the Fiscal Agent copy and the provider copy 
wil l be returned to the Medi ca 1 Day Ca re Center. The 
Medicaid District Office will retain their copy; 

(3) If physical or speech-language therapy services are to 
be provided and are not allowed under Medicare or if 
Medicare benefits have been exhausted where a 
Med i care/Medicaid beneficiary is involved, item 14 on 
form FD-140 must be signed by the Medical Day Care 
Center, certifying that the services requested are not 
allowable or have been exhausted under the Medicare 
Program and that Medicare has not or will not be billed 
by the cen:er for the same services. 

3. Submission of authorization to the Fiscal Agent: When the 
request for authorization has been approved, it must be 
su bmitted together with the MC-14C2, Independent Outpatient 
Health Facility Claim form (Exhibit I) to Prudential 
Insurance Company for reimbursement for services provided. 

4. Period covered by authorization: An approved request for an 
initial authorization will only be valid for a period of 90 
days (or less); reauthorization may be for a period up to six 
(6) months as indicated in item 21 on form FD-140 - Request 
for Medical Day Care Authorization or Reauthorization. 

2.5 MEDICAI D DISTRICT OFFICES 

(a ) A list of Medicaid District Offices with addresses and telephone 
numbers can be found in Chapter I of this manual, see 10:49-1.24( a). 

1. Eligibility question s : Provider inquiries concerning patient 
eligibility and/or applications for eligibility may be directed to 
the appropriate eligibility determination agency (if known by the 
provider) or to the f'!edicaid District Office serving the provider 
area. The Medicaid District Office will assist the provider to 
the appropriate eligibility determination agency. 

2. 6 INSTRUCTIO NS; FORM MC-14 

(a) Ins tructions for completion of the MC-14C2 - Independent Outpatient 
Heal th Facility Claim Form (see Exhibit 1): 

1. Items 1-4 
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Name, address, case number and person number: 
Copy patient's name, HSP (Medicaid) Case Number, 
and patient person number exactly as it appears on 
the Medicaid Validation Form; 
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Items 5-6 

Items 7-8 

Item 9 

Item 10 

Item 11 

Item 12 

Item 13 

Self-explanatory; 

Se l f-explanatory ; 

Name, address, and telephone number of provider: 
This information may be preprinted; 

Not appli cab le; 

Authorization: Insert in this space 
••authorization (or reauthorization) form FD-140 is 
attached 11

; 

Not to be completed; 

Report of services: 

i . Item A 

NOTE: 

ii. Item B 

[-
iii. Item C 

i V. Item D 

v. Item E 

14 

Enter each date on which service has 
been provided. Use a separate line 
for medical day care visit, for 
physical therapy treatment, for 
speech-language therapy treatment; 

A visit means attendance at the 
medical day care center by the 
participant which consists of seven 
hours portal to portal. 

Enter separately the procedure code 
for medical day care visit (0001) or 
for physical therapy treatment 
(0030) or for speech-language 
therapy treatment (0032); 
for an initial evaluation visit for 
rehabilitative therapy only, enter 
separately the procedure code for 
physical th erapy (0049) or for 
speech-language therapy (0047); 

Specify primary diagnosis; 

Corresponding with the procedure 
code as outlined above enter the 
following wording: Medical day care 
visits or physical therapy 
treatment(s) or speech-language 

· therapy treatment(s) including only 
the number of visits (or treatments ) 
and the appropriate rate for each 
visit or treatment(s); 

Not applicable; 



9. 

11. 

12 . 

MEDICAL DAY CARE SERVICES MANUAL 

Items 14-16 

Item 16a 

Item 17 

Item 18 

vi. Item F Enter the total charges represented 
by the number of visits or 
treatments times the approved rate 
for same. The sum of the charges 
entered in column F should be shown 
at the bottom under "total charges 
$II; 

Self-explanatory; 

Physician Case Manager: If the recipient is 
enrolled in the Medicaid Personal Physician Plan 
(MP Plan), enter the Physician Case Manager's name 
and IMP number. If not, leave blank. 

Patient's certification: See Chapter I, 
N.J.A.C. 10:49-1.26. 

Provider's certification: The provider must sign 
and date the form before the claim may be 
considered. 

2. 7 MAILING INSTRUCTIONS 

Mail the original copy (Fiscal Agent's (contractor) copy) of the MC-14C2 
Outpatient Claim Form together with the FD-140 form to: 

(Rev. 5/84) 

The Prudential Insurance Company of America 
P.O. Box 5000, Millville, New Jersey 08332 
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STATE OF NEW JERSEY 
..,. Department of Human Services 

"! 01v1s1on of Medica l Assistan ce and Healih Serv ices 

INDEPENDENT OUTPATIENT HEAL TH FACILITY Please Print 

EXHIBIT I joa 
1 Patients Last Name F,, st Nar-ie 2 Pat ients S?reet A::,::,ress 

John 123 Third Street 

(Medicaid) Case No. 14 Palient 15 Age 16..., Se~ 
1 1 1 -; , 1 1 1 Pprson No 0' Ma Ie 

1 ... 1 l 1 01 / 1 0 I O, 0 1 7 1 7 0 ,' 1 76 D Fema le 
I I t I I I I I 

C ity 

Trenton 

State 

New Jersey 

Zip Code 

08625 
7 Other Health Insurance or Liability Coverage? 0 Yes ~ No l 

If Yes . attach copy of Decline Notice or Explanation of Paxment fr om Carrier L 
No Fault Auto Coverage? D Yes D No 

10 Was Patients Illness o, ln 1u ry connectea with empl oyment? 
If Yes giv e" Name and Adaress o f Emp loye r here 

B Was th,s service performed as a result of an EPSDT Pr~gram Referra l 1 D Yes D No 

Yes D No.0 Did 1n1u ry result from automobile accident? D Yes O ~.Jo 

9 PROVIDER OF SERVICE IN FORMATION 11 Pr ior Author izat ion NumberAutho ri zat ion- FD-140 attached 

Telephone Number 

(609)292-5678 
Medica id Prov ider Number 

(ent!~zl'S"~en not printed below! 
12 PRI OR AUTHORIZATION - FOR DIVISION USE ONLY 

Name and Address 

Mount Crest Nursing Home 

423 Eleven Street 

Trenton, New Jersey 08625 AUTHORIZING SIGNATURE 

13 REPORT OF SERVICES 

A 8 C Nature of Illness D E Check F 
Dates of Procedure or lnJury 

Fully describe surgical or medica l procedures and other services or 
if Family Charge 

Service Code Requrnng Services 
supplies furnished for each date listed 

Planning 

4-1-82 0001 CVA Diabetes Medical Day Care Visit=x$ - xOOO 

~~~82 0001 II II II II II II 
xOOO -

4-3-82 0001 II II II fl fl II 
xOOO -

4-1-82 0030 II II 
Physical Therapy Treatment=x$ xOOO -

4-3-82 0030 II II II II II 
xOOO -

4-2-82 0032 II II 
Soeech-Language Treatrnent=x$ xOOO -

14 Referring Pract1t1oner's Name 
I 
I 

I Total Charges$ xOOOO I 

I 16 Operat ing Practitioner's Name 

lnd1v1dual Medicaid Practitioner Number I 
15 Attending Practitioner's Name I 

I Individual Medicaid Practitioner Number 

/J /~ ft}~ ~ I -
lnd1v1dua~ed1ca1d Pract1t1'0ner Number 1/ f 1 ftJ !J 

: 16a . Physician Case Manager 

i 
I lnd1v1d ual Medicaid Pract1t 1oner Number 

17 PATIENT'S CERTIFICATION . Authorization to Release Informatio n . and Payment Request I certify that the serv,ce(s ) covered by this claim has been received. and I 

request that payment for these serv ices be made on my behalf I authorize any holder of medical or other 1nformat1on about me to release to the D1v1s1on of Medical 
Ass,stance and Health Se,,,ces o, ,ts authon,ed Agents any ,nto,"l,at,on needed lo~ated cla,m 

Signature (Patient or authorized representative) ~-;A Date Signed 4- 5-82 
18 PROV! DER CERT! FICA TION I certdy that the foregoing ,nform'11on Is true ace urate and complete and I agree to keep such records as are necessary to disclose fully the 

exter,t of services provided . and to furnish information for such serv ices as the State Agency may request and that the services covered by this claim and the amount 
charged therefore are In accordance with the regulati ons of the New Jersey Health Services Program : and that no part of the net amount payable under tn1s claim has been 
paid . and that payment of such amount w,II be accepted as payment 1n full without add1t1onaI charge to the pat ient or to others on his behalf I also certify that the services 
have been furnished 1n full comp liance with the non-d1scr,m,nat,on requirements of Title VI of the Federal Civil Rights Act and Section 504 of the Rehabtl1tat,on Act of 1973 
I understand that payment and sat isfaction of this claim will be from Federal and State funds and that any false claims . statements . or documents . or concealment of a 

te"a ' fact may be prosecuted under applicable Federal or State laws . or both 

t!_J~~'~ . ,' . -' 
Provider Signature __ U __ ~----=--~---'~~---~----------~----

April 30, 1982 
Bill ing Date Mo I Day / Yr . 

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

,-.-... ............ .-..-----·- -- -·· 



Patient's Name 

Physician or .Supplier 

Referred to: 

PLEASE VERIFY : 

0 Diagnosis 

D PRV-Anesthesia­

Asst . Surgeon 

0 Referring 

Physician 

D Need Pr ior Auth . 

D 65 or Over 

D Date(s) of Service 

D Breakdown 

FOR CONTRACTOR'S USE ONLY 

D Service Rendered D 
D Charge(s ) 

0 Breakdown of D 
0 If Docto r did 

Laboratory work 

0 HSP # D 
D P.P. # D 

D Place of Service D 

HSP No. PP 

I I I I I l I I I I I I 

Other 

D See memo 

I\Jeed Signature 

D Provider 

0 Patient 

Provider;/ 

Over 90 Days 

Prescription 

□ Non-Spec. 
Ospec __ area 

D Approve Jam 

Code 

0 Time 

□ Anes . 

D Psych . 

charge for:-----------------------------------
0 El1gible7 D Reasonable::> 

Referr ing Individual's ldenttf1cation __________________________ _ 

Claim Examiner __________________ Date _____________ _ 



3. 

i . 

TRENTON, NEW JERSEY 08625 

MEDICAID PROVIDER APPLICA TJON 

2. ---------=:----::-:::::--~-----------
egal and/or Trade Name of Organization Type of Business or Facility 

Address Street City County State Zip Code 

----------- 5. ---------- 6. --------------
SSA and/or Employer ID Number Telephone Number 

---------------------- 8. 
Billing Address, If Different 

Length of Time at Above Address 

Name of Administrator, Chief Executive Officer, 
Director or Other Official 

9. List the specific senice(s) for which you are requesting approval for reimbursement under the Medicaid Program 

0. Do you operate from more than one location? 
organization below: (Name and address) 

] Yes ] No If yes, list all other subsidiary or affiliated 

l. 
2. 
3. 

Please attach additional sheet if necessary.-

1. 01 --.ase indicate your preference to receiYc central or local reimb1 1rsement: 

3. 

5. 

o. 

[ J Reimbursement to each Satellite Location 
[ ) Reimbursement to Central Location 

Hing through a central location is allowable and left to the pro\-ider's discretion. However-, if the provider chooses to 
ill centrally, pre-addressed claims MUST be utilized since they reflect the proper address and provider number for that 

location. · 

Do you require a Certificate of Need under the Health Facilities Planning Act from the New Jersey Department of . 
Health? [ ] Yes [ ] No If yes, have you applied for the Certificate? Attach copy of Certification of Need. 
If no, explain why you don't require a Certificate. 

If your business or facility requires a license(s), list type of license(s), license numher(s), effective date of license(s), and 
attach a non-returnable copy. 

CERTIFICATION, ACCREDITATION OR APPROVAL·· Specify type and attach copy. For Example JCAH _ 
(Hospitals); New jersey Department of Health (CJinics); Offae of Community Services (Mental Health Clinics); State 
Board of Dentistry (Dental ·Clinics); State Board of Phann~cy (Prmiders offering Pharmaceutical Services); American 
Board ~or Certification in Orthotics and Prosthetics (Prosthetist and/or Orthotist) See also q~estion 15. _ -

'Jroved by Medicare? [ ) Yes ( ] No If yes, attach copy of four approval, if applicable. If no, ha,·e you 
._..~lied for Medicare approval? [ ) Yes [ ] No artach documentation. 

; (Rev. 3-77) Medicaid 3026-'l Ed. 8-81 



- . . J . ., ' . . " '-' '-..4 .t '- ' "J. \.a. \ .a. t l J. t; , '\., J. • 

Prog;am? If yes: list typt" ·of service(s) proYi<l°ed and c'urrent status . If yo 1 'r')P H' ,! pp rcne<l at ~ne tune and· no Ion~ 
participate, explain the reason(s). 

Indicate legal status of your organization: Profit Corporation [ ), Non -Profit Corporation [ · ], Partnership [ 
Sole Proprietor [ ] , Government [ 1, Other [ ) . If other please specify : 

Do you or does your organization have any legal or professional relationships with any other heatlh care organizatfon( 
or facility(ies)? [ ] Yes [ J No If yes, li., t a.II surh relationships below: 

Does any member of your organization have a ten percent or greater financial interest in any other organization 
practice of an individual pro"iding serYices under the '\ew Jersej' \1edit.'aid Program'? If yes, list name of ind..i .. idu 
and/or organization. 

Do you charge for goods and/or services? TO ALL [ ], TO NO:\E [ 1, TO CERTAIN GROUPS ONLY [ ]. 
you charge to all or only certain groups, please explain your arrangements and attach copy of your fee schedule. 

List days and hours of operation. 

List the Names, SSA Number, License Number and Degree(s) for all Professional Staff in the Organization. lnclui 
Physicians, Dentists, Psychologists, Registered Ph~sica1 Therapists, Optometrists, etc. If more space is needed att:i· 
additional sheets. 

Name SSA NO. License No. _ Degree, e.g., MD, DO,DD 
RPT, PhD. CPO. OD. et 

-

. 

. -

FOR THE PURPOSE OF ESTABLISHING ELIGIBILITY TO RECEIVE DIRECT PAYMENT FOR SERVICES T 
RECIPIENTS UNDER THE NEW JERSEY MEDICA1O (TITLE XIX) PROGRAM: I CERTI.FY THAT THE INFOR,1 
T~ON FURNISHED ON·1'HIS APPLIC\TION IS TRUE, ACCURATE, AND COMPLETE. 

Signature of Provider Title ·oate 

FOR DIVISION USE ONLY 

J Approve Dlupprove J Other 

lnitW Date 

1· Approve Disapprove { ,] Other 

'"'••• 



STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

(NAME OF FACILITY) 

PARTICIPATION AGREEMENT 
NEW JERSEY HEALTH SERVICES PROGRAM 

MEDICAL DAY CARE PROGRAM 

(ADDRESS) ---------------------
(STATE LICENSE NO.) MEDICAID PROVIDER NO.: LTC --------- MDC ___ _ 

HMDC 

This Contract, made and entered into by and between the Department of Human 
Services through the Division of Medical Assistance and Health Services, 
hereinafter designated as the Department, and the above-named facility, a 
provider -of services, whose address is as stated above, hereinafter designated 
as the Facility, Witnesseth: 

Whereas, various persons eligible for benefits under the New Jersey Health 
Services Program (Medicaid) are in need of medical day care, as more · 
specifically set forth in Program regulations and guidelines; and, 

Whereas, Section 1902(a) (27) of Title XIX of the Social Security Act requires 
states to enter into a written agreement with every person or institution 
providing services under the State Plan for Medical Assistance (Title XIX); 
and, 

Whereas, pursuant to N.J.S.A. 30:4D-1 et seq., the DepartMent is responsible ~ 
for the administration of the Medicaid Program and is authorized thereunder to , 
take all necessary steps for the proper and efficient administration of the 
New Jersey Medicaid Program; and, 

,. . 
Whereas, to participate in the New Jersey Medicaid Program, a Medical Day Care 
Facility must: (1) be licensed under the laws of New Jersey as a 
non-residential Medical Day Care Fac ili ty (r1DC) by the Department of Health; 
(2) be currently meeting on a _cont inuing basis standards for licensure; (3) be 
administered by a qualified health professional; (4) meet on a continuing 
basis Federal and State standards fo r participation and more specifically 
Medical Day Care standards in Title XIX; (5) accept the terms and conditions 
of participation set out herein. 

A. FACILITY AGREES: 

1. That it will render all services which are required for 
participation in the Medical Day Care Program, including as a 
minimum: medical services, nursing services, social services, 
transportation, personal care services, dietary services, social 
activities and rehabili tative services; A 

FD-218 (Rev. 12/82) 1 



2. That it will accept the Medical Day Care rate approved under the 
Medicaid Prog ram as payment in full and will not make any additional 
charges to the participant or others on his behalf for Medicaid 
covered services, exce pt for authorized physical therapy and speech­
language pathology which are not included in the per diem 
reimbursement and must be billed separately. Medical Day Care 
Centers will be reimbursed in accordance with methods and procedu res 
set forth in State regulations either on the basis of cost study 
information or a percentage of the Intermediate Care Facility Level 
B per diem rate, except for the hospital affiliated Medical Day Care 
Center which will be reimbursed at a negotiated per diem rate not to 
exceed the maximum Medical Day Care rate paid to long-term care 
facility based providers; 

3. That it will promptl y initiate and terminate billing procedures, 
. pursuant to applicable regulations, when individuals covered under 

this Program enter or leave the Facility or are assessed at a 
different level of care; 

4. That it will limit billing procedures under this Program to those 
eligible and autho rized participants and for those days on which 
Medical Day Care services have been received; 

5. That it will make available to the appropriate State and/or Federal 
personnel or their agents, at all reasonable times and places in New 
Jersey, al l necessary records, including but not limited to the 
following: 

a. Medical records as required by Section 1902(e) (28) of 
Title XIX of the Social Security Act, and any amendments 
thereto; 

b. Records of all trei~ment, drugs, and services fo r which 
vendor payments are to be made under the Title XIX 
Programs , including the authority for and the date of 
administration of such treatments, drugs, or -services; 

c. Documentation in ea ch participant's record which will 
enable the Department to verify that each charge i s due 
and proper prior to payment; 

d. Financial records of the Facility, including data 
necessary to determine appropriate reimbursement rates; 

e. All other records as may be found necessary by the 
Department in compliance with any Federal or State law, 
rule or regulation promulgated by the United State 
Department of Health and Human Services or by the 
Department; 

FD - 218 (Rev. 12/82) 2 



6. That it will accept a maximum of--=---=--- daily participants in 
accordance with the Department's regulations and the licensure 
standards of the Department of Health; 

~ 

7. That it will cooperate fully in permitting and assisting 
representatives of the Department to make assessments and 
evaluations of services needed by and provided to participants in 
general, and of individual participants who are recipients of 
Medical Day Care services; 

8. That it will secure and arrange for other health services as may be 
available for Medicaid patients pursuant to Program regulations; 

9. That it will comply with State and Federal Medicaid laws, rules and 
_ regulations promulgated pursuant thereto; 

10. That it will cooperate fully in permitting and assisting 
representatives of the Department in deter~ining continuing 
conformity with the Federal and State standards applicable to 
non-residential Medical Day Care Facilities; 

11. That it will notify the Department, within five working days, of any 
change in the status of its license to operate as issued by the 
Department of Health; 

12. That it will notify the Department, within five working days, of any 
professional staff changes; 

13. That it will notify the t1edical Day Care participants, in writing, 
thirty days prior to the Facility's termination as a Medicaid 
Provider; 

14. That it will immediately provlde the Medicaid Program with written 
notice of any change in ownership and/or operation of the Facility, 
including changes in leases, officers and directors, stock ownership 
or sale of the Facility when: 

Corporation (Profits) 

a. There is acquisition by or transfer of ownership through 
purchase, contract, donation, gift, stock option, etc., of 25% 
or more of a corporation's outstanding stock (preferred or 
common). 

b. There is acquisition of the physical assets of the Facility by 
a newly formed or existing corporation. 

Partnership 

a. There is acquisition by or transfer of ownership of 10% or more 
of the existing partnership's total capital interest. 

FD-218 (Rev. 12/82) 3 



b. There is acquisition of the physi cal assets of the Fac i lity by 
a newly formed or existing partnership . 

P_roprietorship 

a. There is purchase of the physical assets of the Facility. 

Corporation 

a. There is a change in the officer, trustee , directo rs or board 
members of the Facility. 

15. To comply with the requirements of Ti t le VI of the Civil Rights Acts 
of 1964 and Section 504 of the Rehabilita ti on Act of 1973 and any 
amendments thereto; and Section 1909 of P.L. 92-603, Section 242 (c) 
.which makes it a crime and sets the punishmen t for persons who have 
been found guilty of making any false statement or representation of 
a material fact in order to receive any benefit or payment under the 
Medical Assistance Program. (The Department of Human Services is 
required by Federal regulation to make this law known and to warn 
against false statements in an application/agreement or in a 'fact 
used in determining the right to a benefit, or converting a benefit 
to the use of any person other than one for whom it was intended.) 

16. That breach or violation of any one of the above provisions shall 
make this entire agreement subject to immediate cancellation at the 
Department's discretion, in keeping with the procedures adopted by 
the Division in accordance with the New Jersey Administrative 
Procedures Act. 

B. DEPARTMENT AGREES: 

17. That it will pay for authorizett services prov·ided by the Facility in 
keeping with the availability of State appropriations, on the basis 
of care required by the eligible individual as determined by the 
Department acting under the applica6le regulations, but in no event 
will payment be made-for any individual determined not to require 
Medical Day Care services; 

18. That it will reimburse the Medical Day Care Center through 
Prudential Insurance Company . of America in accordance with ~ethods 
and procedures set forth in State regulations, either on the basis 
of cost study information or a percentage of the Intermediate Care 
Facility Level B per diem rates; reimbursement for the hospital 
affiliated Medical Day Care Center will be at a negotiated per diem 
rate not to exceed the maximum Medical Day Care Center rate paid to 
long-term care facility based providers; 
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19. That it will make such payments in accordance with applicable laws 
and regulations as promptly as is feasible after a proper claim is 
submitted and approved; 

20. That it will give, subject to paragraph 16, the Facility 30 days' 
notice of any impending changes in its status as participating 
Medical Day Care Facility; 

21. That it will notify the Facility of any change in Title XIX rules 
and regulations as it relates to the Facility's program, and will 
work with the individual Facility with the view toward providing the 
best care available within the limitations of the law and available 
money; 

22. That the Facility may terminate its participation in the Medicaid 
Program at the expiration of this agreement upon a minimum of 60 
days' written notice to the Department. 

C. DEPARTMENT AND FACILITY MUTUALLY AGREE: 

23. That, in the event the Federal and/or State laws should be amended 
or judicially interpreted so as to render the fulfillment of this 
agreement on the part of either party infeasible or impossible, or 
if the parties to this agreement should be unable to agree upon 
modifying amendments \vhich would be needed to enable substantial 
continuation of the Title XIX Program as a result of amendments or 
judicial interpretations, then, and in that event, both the Facility 
and the Department shall be discharged from further obligation 
created under the ter~s of this agreement, except for equitable 
settlement of the respective accrued interests up to the date of 
termination. 

24. That this agreement shall not be transferable or assignable and the 
agreement shall be null and void upon a change in ownership and/or 
operation; 

25. That, in the event the parti cipating Facility is sold, the 
Department shall make no division of the reimbursable proceeds for 
services rendered to Medicaid recipients between buyer and seller, 
but rather will reimburse the provider of record as of the billing 
month for all services rendered. Said Provider shall make the 
necessary adjustments; 

Note: Item 26 is to be completed by the Division. 

26. This agreement shall be effective on ----:---,----.-----~-,---
and terminated on~--~----unless terminated or amended 
prior thereto (1) by mutual consent of the parties, (2) for cause 
under applicable clauses herein, or (3) because of Federal and/or 
State government withdrawal from Program participation. 

FD-218 (Rev. 12/82) 5 



27. To be completed by the Facility. 

(Facility) 

(Address) 

(Authorized Signature) 

(Title) 

28. 
Division of Medical Assistance and Health Services 
Department of Human Services 

FD-218 {Rev. 12/82) 
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uIvI~Iu11 01 MeaIcaI Assistance and Health Services 

REQUEST FOR MEDICAL DAY CARE AUTHOR IZATION OR REAUTHORIZATION 

1. Participant information 2 Sex 3. Age 4 Address 5. Social Security 

Deft Name First Name 79 123 Third Street Account No . 
z JOHN M 0 Trenton, New Jersey 08625 520-34-6000 
~ 

' HSP (Medicaid) 7 Person No 8 Telephone No 9 Attending Physician · s Name 10 . Phys ician· s Tele-

Case No. (include area code) Last First phone No . (area code) 

0 11101nnn77 n, < Fi09) 292-12.3_'3. Br(")wn James (609)292-0111 
LL 
z 11 . Provider Identification (Name and Address) 12. Provider Telephone No (area code) 13 . Provider No . -
I- Mount Crest Nursing Home (609) 292-5678 123456 z 
w 

423 Eleventh Street 14 . Provider · s Certification: In my judgement, physical or speech-language 
I-
<( Trenton, New Jersey 08625 therapy reqested herein is not allowable under the Medicare (Title XVIII) 
(l_ Program : accordingly, that program has not or will not be otherwise billed.; 

Signature· William Smith 
15 . Name of Last Hospital or Long 

Term Care Facility Admission : 

XYX Nursina Home Admittef :2 / 30 / 81 Discharged : 3 / 30 / 82 
16 . Diagnosis (including surgery and date) Diagnosis known by : 

Pmnary CVA, Diabetes [ Xl Patient [ Xl Family [ ] Neither 

Secondary S l i ~ht n ~ v- ~ 1 \' S is-an-lLap.hasi_a_ 
17 . Functional Limitations Mental Behavior Activities Permitted Nursing Components 

[n] Partial Paralysis X] Speech ] Confused [ ~ Ambula ti on [ ] Fu ll ( )4 Administer [ ] Personal care 
[ ] Amputation ] Hearing ] U nderactive / Regressed [ Stairs [~Part medication [ ) Restorative care 
[ ] Colostomy ] Vision ~ Anxious [ Nooe [ ] Treatments [Xl AOL 

z . [ ] Wheelchair bound ] Language Behavior problem Diet [ ] Observation/ [ ] Follow-up of 
0 barriers [ ~ Regular Supervision Special Therapy 
~ [ Spec ial (speci fy } [ ~ Instruction 
<( uses walker occ11patfona] ~ [ Xl Assistive devices (explain) : Diabetic Diet #1 l Xl Other (specify) : 
a: therapy 0 
u. 
z -

lX l Current Medication(s) : _J [ X Special The ra pies. it needed : _p.ar.a .. 1-y.s.i s , apt:lasi G 
<( Aldomet 250 mg. p "L_o...__-L_ i ri 0 
0 Lente insulin_ 40 tJoits a c. breakfrlc:::+ CJ) 

0 -~ ] Spec ial Problems (describe) : 

(.'.) 
z 
U) 
a: 
::) 

z 
_j 
<( 
0 

18 . Social Information (i.e .. living arrangements . family & community supports . attitudes . etc.} _ _Li~s .. _wi~u.lt-empl oyed 0 
LU ..d.a.u.gh.~nd family who ..t.r-an~~- -Doe....o.A----d-dai-l-y- ~-i-s--. --1.nterested and ~ 

_s_u_p_potl.Dle__to_MD.C ...... pl rl n 

19 . Goals: !)( ] Rehabilitation [ ] Maintenance [ ] Prevent ive 

Time requ ired : _ .fi__months Discharge plan lD,J.1/.82.. ... ( tentati veJ 
Plan of treatment p r:ogr:es s j ve arob,i 1.ation: 
i mp ro Y'.e d.__s_p_e_e_cn___and_...ind.ep.en.denLA.D.. . .L. _ _ _ 

20 . Services requested : Projected start date : _ ._4 /1 / 82 End date _ __ lD/1.,l.82 For Division Use 
0 Only 
u. Speci fy services indicating frequency . amount totals ~ 
I- Medical day care vi sits (ooo 1 L_ ....5_.....:time_s__per__...we.e.k __________ (/) 
w 
::> Physical therapy tnsatments : (00J01 _ ____3_t._i mes PP .r__we_e k 0 
UJ 

Speech ·Language therapy 1fi0_32J.._--5_ .time_s__per__..we.e k _ a: treatments : 

z 21. Authorization Information : [XI Author ization granted I ] Authorizat ion denied , le tter attached [ ] Authorization granted . as amended above 
0 
.:: ,,.-..,.. uthorized : From: 4/1/82 To 10/1/82 ~ I 
a: .... 

AUTHORIZED BY Signature Date 0 James Brown 4/30/82 I [X] Medical Consultant Robert Johnson, M. D. 4/30/82 I- Signature of Attending ::) ~ I RSN Mary Reilly 4/30/82 <( Physician & Date fx ] Social Worker 11 rrlrnl Whi+P 4·/'AO/R'l 
FD-140 (Rev. 1-83) 

CONTRA CTOR COPY 
Medicaid 82174 Ed. 1-83 



-

EXHIBIT V 
PROVIDER BILLING FOR MEDICAL AND OTHER HEALTH SERVICES 

M,EDICAL INSURANCE BENEFITS-SOCIAL SECURITY ACT 

Form Approved 
0MB No. 
066-R-0017 

NOTICE· Anyone who misrepresents or falsifies essential information reQuested by this form may upon conv 1ct1on be subject to fine and imprisonment under Federal I. 

Patient's last name lfirst name IMI 2. Health insurance claim number 

JJot I 
JcHN 

I J le137'.T~ 7o7/i-I I 

3. Patient's address (Street number, City, State, ZIP Code) Sex 

• /J, 3 I /I I I:~') J' 77·/E f.;T 77;; c ,v ml.I , /JE.w J°";R.'.Sb../ tJ 8'07< s-
4. Date of birth 15. 
.k. _L ! 3 .Q ; _a _:2 , ~M D 

6. Provider name and address (City and State) 7. Prov1cier number 9. Type of service 

fl! tu 1J T r::_t; ,3 ~ r A/u I(' s I JJ r5 -!lo /41 E /~3//-Sb A. D Inpatient C. IZJ Other (Specify) 

L/d. 3 CLE vE:,v ,1-1 -S ~cc.r 8 . Medical record number 8. 
0 . pH rs , ~ A L n;c ,; 

Ti2c. ,v -roN, ~/ctu ~.scy o ~(,~s Outpatient I.J , ~ n-lUU+I' 
3t/S6 7? J ~ec..l{- ~ 

, 
If you have other health insurance or if your State Medical Assistance Agency will pay part of your medical expenses and you want inform 
t1on about this claim released to them upon their request. complete it~ms 10 and 11. 

10. Insuring orgon1zotion ond/or State agency nome ond address ll. Policy and/ or medical assistance number 

11k LU Jc1-i:> .sc v l!tA L m S E-12 v 1 &s ~ c 012. tlt:L ___ __.___I /:__:.l_..::..tJ_,7'----CJ...::::.._0_{)__.__1_-_o_/_· _ 
12. Pat1er.t's Certification. Authorization to Release Information, and Payment Request . I certify that the information given by me in applyi 

for payment under Title XVIII of the Social Security Act 1s correct. I authorize any holder of medical or other information about me 
release to the Social Security Administration or its intermediaries or earners any 1nformat1on needed for this or a related Medicare clai1 
I request th:it payment of authorized benefits be made on my behalf . 

rvl Co1;t_a in ed in Ts ig natu ~ a t~en ~r au t hJJrized re present a-t-iv..:...e_)_(_S_ig_n_a_t_u_r e_b_y_m_a_r k_m_u_s_t_b_e_w_it-n-es_s_e_d_)------~-D_a_t_e ___ _ 

1,.6.J provider's record I (__ ~ ci!/.e-e__ . . ~ /~ 'ff).. 
13. Nature of illness or injul;f' / D Check here if illness or injury Do not use 

{}. {/ . A. _ (l Li l:'A RI/ L !//1-SC-,uL~. /J~ 1 ~C-AJT was connected with employment 
th is spT 

b I ,4 {5 t Tf 5, - - I 
I 

14. Surgical procedures 
.i 

15. Statement of services 

A. Clinic visit ( ) 

Covered Charges 16. 
..._ _______ ..J Statement 

Covers 
Period 

First service 

// I . I 

Last service 

I 

I 
I 
I 
I 
I 

.Q._z_:_Q__LI i.2=-
---------------------+-------<>----+--------+------'---y-

A. Pints B. Pints 
furnished replaced 8. Emergency room ( 

C. Laboratory 

D. Radiology 

-------------------4------..1---,1 
E. Pharmacy 

F. Blood 

G. Ambulance 

17. 

Blood 
lnformatioo 

Not Replaced 

IC-:-P,~ D. Charge E. Patie 
per pint paid for 

deductit 

18. Professional component (hospital inpatients) 19. Other professic 
-A~ -Pathology 8. Radiology component 

20. ·Date benefits exhausted or 
HH plan terminated 

I I 
I . I ----,----1 ----

·cert1f1cJt1on is on f I • · 

21. Patient paid (Excluding 171 

23. Dote received 22.. I certify that ~he re ired physician's 

-H-. -P-hy-s-ic_a_l t-h-er-a-py------------i--</f-,

17

-/\-c::.T-+----l'\ ')/,/£_~ . ,t;}-Ji -
~ /\ LL,J--..J ___ _,,,_/_FOR INTERMEDIARY USE ONLY 

r 
I 
I 

-----------------4-----!.---1 
J. TOTAL 

!marks: 

FORM HCFA-1433 l2-78) (FORMERLY !!S.A.-1.C!l3) 

24 . Verified Patrl!nt Liability 

A. Blood deductible -- 8~ Cash deductible C. Coinsurance 

25. -Payment Distribution 26. Date approvec ---------Prov Ider Patient 

. t 
I. 
I . 

_ Department of Health. Education. and W1 
U"""'tt~ r .... , ,., C,,.,"'\....,,... ,,.,r, f1r1...,..,1n1r-,r-,t 1r-:ri 



., 1 
EXHIBIT VI 

MEDICAL DAY CARE 

Outline for Written Narrative Statement on Proposed Medical Day Care Center 

1. Describe the philosophy, goals and objectives for providing medical and 
ancillary health services to a non-resident population on a day care basis. 

2. Describe the physical facilities to be used for the proposed Medical Day 
Care Center (diagram acceptable). 

3. Describe the proposed Medical Day Care Program, including hours of operatioh~ 
services to be provided, in-house and/or arrangement and staff who will be 
implementing the program. 

4. Provide staff position descriptions and state qualifications of personnel 
selected for each position. 

s. State total number of participants who will be served by Medical Day Care 
and give anticipated daily population. 

6. Submit a projection of costs to be incurred by the Medical Day Care 
program. State the period of projection and provide the basis of cost 
allocation if applicable. 

7. Will the Medical .Day Care Center be funded by other than Title XIX; i.e., 
Title XX and Title III? 

8. Is the proposed Medical Day Care Program a new service of your facility 
or an expansion of an existing Day Care program? 

9. Additional comments relevant to the application for Medical Day Care 
under the New Jersey Medicaid Pr ogram. 

2/80 

'j i 

; '. 

I I 



;:)TATE OF 1.._.eW Jt:.t<::>t:. T 

DEPARTMENT OF HUMAN SERVICES 

D1v1·s10N oF MEDI.CAL Ass1sTANCE AND HEAL TH SERVICES 

MEDICAL DAY CARE UN-SITE REPORT 

Jme of Program _______________ Survey Date ___________ _ 

Address Telephpne Number ------------------- ----------
Facility Administrator Initial Approval Date ------------ --------
Medical Day Care Center Director ________ Latest Contract Renewal Date ____ _ 

current Total Enrollment Avg. Daily Attendence Medicaid Census ----- --- ----
Number of Paid Staff Number of Volunteers __ (_f_u_ll ___ t_i m-e~)---

Regi s te red Nurse: Yes ( ) No ( Social Worker: Yes No t 
Activity Coordinator: Yes ( No 

Check Each Item if Applicable: 

Service Provided 

1. Medi ca 1 

2. Nursing 

3. Social 

Transportation 

5. Personal Care 

6. Dietary 

7. Social Activities 

8. Rehabilitatative Services 

9. Dental 

10. Podiatry 

Records 

11. Admission Form 

12. Individualized Plan or Care 

Updated Every 90 Days 

13. Inj ti al Phys i ci al Exams 

Every 90 Days 

14. Medical Orders 

MCNH-89 (Rev. 1/83) 

Yes No 

Medical Director: Yes t ) 

15. Current Lab. Keports 

16. Nurses Notes 

Daily 1st. 5 days 

every 30 days 

17. Social History 

18. social Progress Notes 

Every ~O days 

19. Initial Activity Plan 

20. ·Activity Progress Notes 

Every 90 days 

21. Therapy Progress Notes 

2t. Discharge Plan 

2J. Emergency Provisions 

24~ Disaster Plan 

) 

No 

Yes No 



-2-

:omments: Indicate deficient areas according to item number in precedi ng section. 

ream Recommendations to Facility: 

'rojected Revisit: 

~acility Staff Present: 

Medical Consultant 

RSN/RNS 

ASWS 



Jt~AU JN:STttUCTlUNS BEFORE COMPLETIN(; THIS FORM 

MEDICARE D MEDICAID□ CHAMPUSD OTHER□ 0MB No. 0938-0008 

=>ATIENT & INSURED (SUBSCRIBER) INFORMATION 
.PATIENT'S NAME (First name, middle initial, last name) 

_(Street, city, state, ZIP code) 

Telephone No. 

2. PATIENT'S DATE OF BIRTH 

5. PATIENT'S SEX 

.MALE □ FEMALE □ 
7. PATIENT'S llELATIONSHIP TO INSURED 

SELF SPOUSE CHILD OTHER 

3. INSURED'S NAME (First name, middle initial, last name) 

6. PATIENT'S MEDICARE/CHAMPUS NO. (Include any letters) 

. OTHER HEALTH INSURANCE COVERAGE- YES O NO 0 
Enter Name of Policyholder and Plan Name and Address 

JO. WAS CONDITION RELATED TO: 8a. INSURED'S GROUP NO. (Or Group Name) 
A. PATIENT'S EMPLOYMENT 

and Policy Number YES D NOD 11. INSURED'S ADDRESS (Street, city, state, ZIP code) 

B. ACCIDENTAL INJURY 

AUTO D OTHER D 

2. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE • MEDI CARE. CHAMPUS 6 MEDICAID rn .. d back ~for~ •isninwl 
l Authoriu t.h~ R•leu• of any Medical Information Ntteuary to Vrocns t.bi.1 Claim a nd Rf'QUitst Pa►·menl of Benefita in Accordance with Proeram Policy. 
For Federal Ben•ftts I Requ•t Payment Eit.ber to Mywlf o r to tbf' Puaon who Accf'pU AHl&'nmf'nt Be:o,w . 

SIGNED DATE 

'HYSICIAN OR SUPPLIER INFORMATION 

Ae liil tlonstuo : Cneck I t other lh,1n ~111ent 

0 A,,,unorizta R10. 

0 Ae1•u•• 
::J Othtr 

,, 
4. DATE OF 

◄ 
ILLNESS ( FIRST SYMPTOM) OR 115. DAn; PATIENT FIRST CONSUi.TED YOU .,. INJURY (ACCIDENT) OR FOR THIS CONDITIO N . 

PREGNANCY (LMP) 
7. DATE PATIENT ABLE TO 118. DATES OF TOTAL DISABILITY 

RETURN TO WORK 

FROM I THROUGH 
9. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g . public 1\1a. I.D. NUMBER 

health agency) 

1. NAME & ADDRESS OF FACILITY WHERE SERVJCES RENDERED 21a. I.D. NUMBER 
( If other than home or office) 

3A. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE 
IN COLUMN E BY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE. 

1. 

2. -~" 
3. . .. 
L 

13. I Authorize Payment of Medical Benefita to Undersia-ned 
Physician or Supplier for Service Described Below. 

SIGNED (Insured or Authorized Person) 

16 . HAS PATIENT EVER HAD SAME OR I 16a. IF AN EMERGENCY SIMILA!< SY MPTOMST 

YES□ NOD CHECK HERE c=i 
DATES OF PARTIAL DISABILITY 

FROM 'THROUGH 
20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES 

ADMITTED DISCHARGED 
22. WAS LABORATORY WORK PERFORMED OUTSIDE 

YOUR OFFICE? 
YES □ NOD CHARGES 

23B. WAS THIS SERVICE PERFORMED 

1 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES□ NOD 

PRIOR 
AUTHORIZATION NO . 

!4. A. £ OF B. •PLACE c.• D-FULLY DESCRIBE PROCEDURES, MEDI CAL SERVICES OR SUPPLIES E. F. G. H. I. T.EAVE BLA!> K CHECK IF DAYS SERVICE OF T .O.S. FURNISHED FOR EACH DATE GIVEN DIAGNOSIS OR CHARGES FAMILY SERVICE PROCEDURE CODE UNITS PLANNING 
;,ROM TO (IDENTIFY) ( ExIJlain Unusual Services Or Circumstances I CODE 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

I 
I 
I 
I 
I 

I 
I 
I 

5. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPT ASSIGNMENT 27. TOTAL CHARGE 28. AMOUNT PAID 29.BALANCE DU 
( I certify that the statements on the reverse apply ( Medicare and CHAMP US Only - See Back) 
to this bill and are made a part hereof.) YES□ No □ 

;rGNf;;D 30. PROVIDER SOCIAL 31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 
SECURITY/ I.D. NO. 

J MD D DO D DPM D OD D DC D PhD 

>ATE 

:. PATIENT'S ACCOUNT NO. 33. EMPLOYER 1.D. NO. 

I. RE ;: 

LA CE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

00 -N.J. ED. 2-82 

-

TELEPHONE NO. 

APPROVED BY AMA COUNCIL ON MEDICAL SERVICES 
APPROVED BY THE HEALTH CARE FINANCING ADMIN· 
ISTRATIPN, N.J. MEDICAID, AND CHAMPUS. 



REFEHS TO <:OVERNME:-.lT PIWCRAMS ONL Y 

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests 
that payment be made and authorizes release of medical information necessary 
to pay the claim. If item 9 is com1ileted, the patient's signature authorizes 

1·c•lt>Hsing of the information to the in,rnrer or agency shown . In Medicare 
assigned 01· CHAMPUS participation ca><es, the physician agrees to accept 
the charge dete1·mination of the Medicare carrier or C HAMP US fiscal inter• 
nwclia1·y as the full ·· charge, and the patient is re~ponsible only for the 
d<><luctible, coinsurance, and non-<·0vered services. Coinsurance and deductible 
are based upon the rharge deter·mination of the Medicare carrier or CHA.MPU8 
fiscal intermediary if this is less than the charge submitted. C-HAMPUS i:; 
not a health insunince p1·ogram and renders payment for heal th benefits 

prnvidt>d th1 11 ugh mcrnbe l'Sh ip and affiliati o n with the Uniform ed Services. 
Information on the patient's sponsor should be pr·ovided in items 3, 6, 7, 8 , . 
\!, and 11. 

MEDICAID PAYMENTS: Authorization to Relea,;e Infol'mation , and Payment 
TTeque-, t. I certify that the ,;1:rvice( s ) covered by this claim has been re<; 
and request that payment for the:.e s e r v ices be made on my bPf 
authorize any holder of medical or othe r information about me to rele 
the State Agency or its authorized Agents any information needed for this 
or a related claim. 

S!CNATURE OF PHYSICIAN OR SUPPLIEH (MEDICARE AND CHAMPUS) 

I certify that the s,, 1·vices shown on this fol'm \~·ere medic·ally indicat,,d and 
neccssa1·y for the health of the patient and were pe r.;onally rende1·ed by me 
or were rendered incident to my professional service by my employee unde1· 
immediate pe1·sonal supervision, except as oth.erwise expres,-fy permitted by 
Medicare or CHAMPUS regulations. 

F o r service,; to be considered as 'incident' to a physician 's professional 
q-f'vice. l) they m11st be rende1·ed under the physician ·s immediate pel'sonal 

supenis iun by hi ., ht•t· employee, 2) the:i, must be an integral, although inci­
dental part of a covered physician 's service, 3) they must be of ki nds 
e<>mmonly furnbhed in the physician 's offices, and 4) the services of non ­
physicians mus t be inclucled on the physician's bills. 

For CH AM PUS claims , I furth e r certify that neither I nor any employee 
who 1·endt•1·ed the services are employees or membet·s of the Uniformed 
St•rv i,: es f refel' to 5 USC 5536 ). 

No Part B Medica1·e benetits may be puicl un!e,-;., this fo1·m i., n •(•f'iv<'d a s req ui, ed l,y .:xis t iriK luw and rei::ulations (20 CFR 422 510). 

NOTICE: Any one who misrepresen:"' 01· falsilies essential info1·mati,,n to n -ct>iv,• payment fr1 ►m F ederal funds requested hy this form may upon 

conviction be subject to fine ancl imp1·isonment uncler ap plicable Fe,krnl laws. 

NOTICE TO PATIENT ABOUT THE COLLECTION AND USE OF MEDICARE AND CHAMPUS INFORMATION 

We a re authorized by HCFA and CHAMPUS to ask yllu for inior mlltion 
needed in the administration of the Medicare and CHAMPUS programs. 
Authority to cullect i'nformation is in seetion 205(a), 1872 and 1875 of t he 
Social Security Act as amended ancl 44 l'SC 3101, 41 CF!{ IO I Pt :l<'<I 1,nd 
I II USC 10,:~ and 1086. 

The information we obtain to complete Medicare and CHAMPUS claims i~ 

used to identify you and to determine your eiigibility. It is a lso useJ tu 
decide if the services and supplies you received are covered by ~edicai·,, vr 
CHAMPt:S and to insure that prnper payment is made: 

The information may also be given to other providers t, f servic(>:S, car r iers . 
intermediaries, medical review board,i, and other organizations or f ec! ,•ral 
ai,:ent·ie~ a~ necess,uy to aclminister the Medicare and CHAMPCS prof>{rarn:;. 

For t• :-. ample, it may be neceeisary to disclose information abou t the benefi ts 
you hav,• used to a hospital or doctor. 

With th•• , ,ne •· x<'•! ption di scussed below, there are no penalties under Social 
·"'••naity IHw f,>l' rt-fusing to s upply information. However, failure to fur .ish 
infprma11u11 it·l(hrdinK t h•! mPdical services rendered or the amount char::" d 
""u ld pre\' t> rtl payment of ~•Iedicare or CHAMPUS claims. Failure to f urnish 
any u l her inf.i i mati (•n ~u<'h a" name or claim number, would del a y p a ymen t 
uf the claim. 

It 1,; mandat o rJ, that yo u tell us if you a1·e l>eing treated for a work related 
i nj t: r y ., o we <' an ,lctermine whether worker's compensation will pay fo r 

t,1eatmn;1 . . -i el'li o n 1~7i(a) (:i) of the Soda! Security Act prov,!<H'-s crimi n ni 
yen>< ltie:,; f u r w ithholdin.i;: this informatwn . 

MEDICAID PAYME:-.;Ts (PROVJDEI{ CEWI'IFICATION) 

I 
I 

I hereby agree to keep such records ns are necessary to disc lose fully I the 
extent of services provided to individuals under the State's Title XIX ·t 1an 
and tct furnish information rega rding any payment~ claimed for pru\·idit:1' 
;such services as the State Agency may request. 

SIGNATURE OF PHYSICIAN { OR SUPPLIER): I certify that the ser, ir,:,-.; 
covered by this claim were personally 1·endered by me or under my diri'.ct 
pcr>!onal ,rnpervisiun { as defined by Program regulu tions); that the foreg 1J ill 1' 

iniul'mation is true, accurate and complete; and that the services covered 
hy thi" !'!ai m and t he amount charged therefore are in accordance with the 
l'f' lol' ,da t ions of the Medicaid Program; and that no part of the net amount 
payab l •_ u nd t•r this claim has been paid; and that payment of such amoun t 
will t,e a cce pted as payment in full without additional charge to the patien t 
"r to others on his behalf, with the exception of authorized deductibles and 
c,•i n .~u ranee. I also certify that services have been furnished in fu ll compliance 
with th e nun-dis crimination requirement.3 of Title VI of the Federal Civ il 
HiY.ht~ An and Sectio n 5 IJ.l of the Rehabilitation Act of 1973 . 

I understapd that payment nnd satisfaction oi this claim will Le from Federnl and State fundd. a nd thut any false d aims, statement.'!, or 

ilocument.-;, or concPalment of :i m a tPri al fact, may l>e µro,1ec11ted und,·r a1,1,Jlicable Federal 0 1· St.ate laws. 0 1· bo th. 
\ 
I 

PLACE OF si:HVICE CODES: 

(Hi) 

(ClII 
(0) 

(H) 

Inpatient Hospital 
Outpatient Ho~pital 
Doctur's Office 
Patient's Home 
Day Cal'e Facility ( PSY) 
Night Care Facility (l'SY) 
Nursing Home 
Skilied Nur5ing Facility 

(DCFJ 
(NO' ) • 

(NH) 

(SNF) 
(A) • Ambulance 

(OL) 
(IL) 

(l)MS) • 
(RTC) 
(STF) 
(KC) 

(CL) 
(ER) 
(BH) 

Other Locations 
Independent Labot·atory 
Other Medical / Surgical Facility 
Residential Treatment Center 
Spedalized Treatment Facility 
Independent Kidney Cart.• Treatment Center 
Clinic 
Eme1·gency Room 
Boarding Home 

TYPE OF 3EHV1CE CODES: 

l 

2 

3 
4 

5 
f, 

7 

8 
9 

0 
A 
M­
y . 
z . 

~l e<lical Care 
S urgny 

Cons ultation 
Dial(nO>itic X-Ruy 
Diagnostic Lahorll tory 
Hadiation Th.-repy 
Anesthesia 

Assistance at Surgery 
Other Medical Service 
nlootl or Packed Red Cells 
U!:!ed DME 
Alternate Payment for Maintenance Dialysis 
Second Ot,inion on Elective Surjlery 
Third Opinion on Elective Surirery 



8rATE OF NEW JERSEY 
Department of Hwnan Senicea 

Dimion of Mediet..l AAiauulce and Health S~ 

New Jersey Health Services Program NEWSLETTER 
July 16, 1984 

To: All Providers 

Subject: Phase II - Medicaid Personal Phys ician Plan (MP Plan) 
Demonstration Project 

Effective: Immediately 

Background: On July ·15, 1983, the New Jersey Medicaid Program implemented 
Phase I of a four year Demonstrat ion Project called the Medicaid 

Personal Physician Plan (MP Plan). Phase I was imp l emented in the tri-county 
area of Morris, Sussex and·Warren count ·es. 

Action: The purpose of this News letter is to announce Phase II of this 
Demonstration Project. Implementation will be in the counties of 

Atl«ntic, Burlington, Camden, Mercer and Middlesex. 

The Medicaid services under the MP Plan, and i ncluded in the capitation, 
remain the same as outlined in detail in News l et t ers BC-260 and P-362, dated 
July 15, 1983, with the addition of risk-free , incentive only, inpatient 
hospitalization component which .mu st now be par t of t he capitation system. 

The Physician Case Manager continues to case manage t he patient while 
hospitalized. Hospitals will observe all ex i s t ing ru les of the Medicaid 
Program and must determine the MP Plan status of each Medicaid patient, and 
provide care with the authorization of the Physic ian Case Manager and the 
cooperation of the MP Plan member. 

All Medicaid services available in Phase I are ava i lable to the Medicaid 
enrollees in Phase II. 

The billing procedures as outlined in Newslet ters BC-260 and P-362 remain 
unchanged. 

\ 

Please address any questions regarding this Newsletter as follows: 

1. Physicians residing in the counties of Atlantic, Burlington or 
Camden should contact their MP Plan Office, Area VIII, Southern New 
Jersey PSRO; physicians residing in the counties of Mercer or 
Middlesex should contact their MP Plan Office, Area VII, PRO. 

A toll free number will be made available at a later date . 

2. All other providers should contact the appropriate Fiscal Agent: 
Blue Cross at (201) 456-2570 or Prudent ial at (toll free number) 
800-582-7052. 



STATE OF NEW JERSEY 
Department of Human Serricea 

DiYWion of Medical .Aailtance and Health Ser"t'icea 

New Jersey Health Services Program NEWSLETTER 
•• , I, I I••• ••• r •• d 

Volume P-396 July 9, 1984 

TO: 

SUBJECT: 

ADMINISTRATORS - DIAGNOSIS RELATED GROUP (DRG) HOSPITALS 

HOSPITAL BILLING POLICY - ANCILLARY SERVICES RENDERED DURING 
NON-ACUTE PORTION OF HOSPITAL STAY 

EFFECTIVE: IMMEDIATELY 

PURPOSE: TO CLARIFY BILLING POLICY 

BACKGROUND: New Jersey Medicaid has noted several recurring errors in billing 
procedures for services rendered to Medicaid patients. This 

Newsletter is being distributed to increase awareness of the proper billing 
procedures. 

BILLING POLICY: Do not bill the New Jersey Medicaid Program or Medicaid recipients 
for services rendered to patients determined by the Utilization Review. Organization 
(U.R.O.) to be: 

1. a· dm i s s i on den i a 1 s , or 
2. "carve out days." (For exceptions, see ANCILLARY SERVICES below.) 

For cases in which the Utilization Review Organization has issued a "continued stay 
denial", Medicaid is liable only for those days certified as appropriate. 

ANCILLARY SERVICES: Eligible ancillary services are inpatient ancillary services 
that would be eligible for payment if the services had peen provided in an 
outpatient setting. The following are the only three situations when Medicaid may 
pay for eligible ancillary services rendered during a non-covered period of an 
inpatient admission. 

1. U.R.O. denies the entire admission for acute level of care (U.R. Matrix 
example II); or 

2. U.R.O. certifies the admission as acute but "carves out" days from the 
approved continued stay (U.R. Matrix example XIII); or 

3. U.R.O. certifies that only part of the stay is acute. (U.R. Matrix 
examples IV and VI). 

Examples of common inpatient ancillary billing situations are attached to this 
Newsletter. 

Inpatient ancillary services rendered during a non-covered period of an inpatient 
admission must be submitted on an Outpatient Claim Form (MC-4C). Bill only for 
ancillaries that were rendered 9n or after the date the U.R.O. cut-off letter was 
sent to the patient. 



STATE OF NEW JERSEY 
Department of Human Senices 

OiTision of Medical Assistance and Health Sernc:c. 

New Jersey Health Services Program NEWSLETTER 
• •• ••• • • • . ' ... . ... . .. . ........ .... . ,. 

Volume __ P_-_39_7_ July 9, 1984 

TO: HOSPITAL ADMINISTRATORS 

EFFECTIVE: AUGUST 1, 1984 

SUBJECT: OUTPATIENT HOSPITAL CLAIM FORM (MC-4C) 
EUMINATION OF CLINIC TYPE CODE 29 - "PHYSICIAN REFERRED" 

The New Jersey Medicaid Program is eliminating the use of Clinic Code 29 -
"Physician Referred". ·This will ensure greater accuracy in the collection of 
data relevant to services rendered to Medicaid eligible individuals in the 
outpatient departments of hospitals. 

For claims submitted with dates of service on or after August 1, 1984, 
hospitals must indicate the clinic type code appropriate to the clinic service 
provided. As an example, services rendered to an individual referred by a 
physician to the allergy clinic must be billed as Clinic Code 02 (Allergy) not 
Clinic Code 29 (Physician Referrecf';. -

Please direct any question you may have on this issue to your Medicaid Fiscal 
Agent. 

Telephone Numbers: Blue Cross---------------------- -- --(201) 456-2570 

The Prudential Insurance Co.--------(609) 293-2294 



-~ ---..,..----.. -,- .. '1 ·"' ' ·~·:·~- ~ .. ' 
; 1· . . 

Exam~les of Common Inpatient 
Anci lary Billing Situations 

Billing Inpatient Ancillaries for Non-Covered (Residential) Care 

IA. URO denies admission for acute level of care and patient remains after 
notification. 

Admission Date: 4/24 Discharge Date: 5/2 
Period of Acute Care: None Period of Non-Covered Care: 4/24-5/2 (8 days) 
Date of URO Cut-Off Letter: 4/24 Total Days: 8 

Action: 
Submit Outpatient Claim Form ·for eligible inpatient ancillaries incurred during 
entire admission. 

1B. Same as #lA. except date for URO Cut-Off letter is 4/27. 
Action: 
Subntit Outpatient Claim Form for only those eligible inpatient 
ancillaries incurred on or after 4/27. 

lC. ' Same as #JA. except date of URO Cut-Off 1 etter is 5/2. 
Action: 
No claim for inpatient ancillaries should be submitted as neither the Medicaid 
Program nor the patient is liable for any service$ up through the date of URO 
notification. 

NOTE: For complete information on examples lA., 1B. and lC., see U.R. 
Matrix example II. 

2. URO "carves-out" days from continued stay causing total number of days to fall 
below low trim point or after high trim point. · 

Admission Date: 3/1 
Period of Acute Care: 3/1/-3/15 and 

3/19-3/25 (21 days) 
Period of Non-Covered Care: 3/16-3/18 

(3 days) 
Action: 

Discharge Date: 3/25 
Total Days: 24 

High Trim: 15 

Submit eligible acute care charges on UB - PS Fann. Submit Outpatient Claim Form 
for eligible inpatient ancilla r ies incurred during non-covered period. 

NOTE: For complete information on example 2., see U.R. Matrix example XIII. 

1 



3A. Acute continued stay denied prior to low trim point or after high trim 
point and patient remains after notification. 
Admission Date: 3/1 Discharge Date: 3/25 
Period of Acute Care: 3/1-3/20 Period of Non-Covered Care: 3/21-3/25 (4 days) 

(20 days) 
Total Days: 24 High Trim: 15 
Date of URO Cut-Off Letter: 3/21 

Action: 
Submit eligible acute care charges on UB-PS form. Submit Outpatient Claim form fo r 
eligible inpatient ancil l aries incurred during the non-covered period. 

3B. Same as #3A except date of URO cut-off letter is 3/22. 
Action: 
Submit eligible acute care charges on UB-PS Form. Submit Outpatient Claim Form for 
only those eligible inpatient ancillaries incu rred on or after 3/22. 

3C. Same as #3A except date of URO cut-off letter is 3/25. 
Action: 
Submit eligible acute care charges on UB-PS Form. No claim should be submitted for 
inpatient ancillaries incurred during the period of non-covered care. 

30. Acute continued stay denied within trim points and patient remains after 
notification. 

Admission Date: 3/1 
Period of Acute Care: 3/1-3/13 

(13 Days) 

Discharge Date: 3/20 
Period of Non-Covered Care: 3/14-3/20 (6 days) 

Total Days: 19 High Trim: 15 
Date of URO Cut-Off Letter: 3/14 

Action: 
Submit eligible acute care charges on UB-PS Form. Reimbursement will be the DRG 
Price Per Case. Submit Outpatient Claim Form for only those eligible inpatient 
ancillaries incurred beyond the high trim point. 

3E. Same as #30 except date of URO cut-off letter is 3/16. 
Action: 
Submit eligible acute care charges on UB-PS Form. Reimbursement will be the DRG 
Price Per Case. Submit Outpatient Claim Form for only those eligible inpatient 
ancillaries incurred on and after 3/16. 

3F. Same as #30 except date of URO cut-off letter is 3/20. 
Action: 
Submit eligible acute care charges on UB-PS Form. Reimbursement will be the DRG 
Price Per Case. 

No claim should be submitted for inpatient ancillaries incurred during the period 
of non-covered care. 

NOTE: For complete information on examples 3A. through 3F., see U.R. Matrix 
examples #IV and #V I . 

2 
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The OUTPATIENT CLAIM FORM for these services MUST BE ATTACHED TO THE INPATIENT UB-PS 
Form. A copy of the 0.R.O. level of care certification(s) and/or patient cut-off 
letter must also be attached. 

, When completing the UB-PS Form for any eligible acute stay, the instructions give n 
in Newsletters BC-249 or P-351, issued in February of 1983, must be followed. 
Charges for the acute level of care and the non-covered (residential) level of care 

· must be displayed separately. · 

Outpatient Claim Forms for inpatient ancillaries are completed in the usual manner 
except for: 

1. Claim From-Date (Block 5) - Enter date of inpatient admission. 

2. Claim Thru-Date (Block 6) - Enter date of discharge of inpatient 
admission or date of death. 

3. Visits (Block 7) - Must equal the total number of non-covered days. 

4. Type of Service (Block 8) - Use Code 1 (Outpatient). 

5. Clinic Type (Block 25) - Use Code 26 (other). 

6. Statement of Charges (Block 30) - Enter charges for inpatient 
ancillaries on the appropriate outpatient service code line. 
Enter only ancillaries rendered on or after date of U.R.O. cut-off 
letter. 

7. Remarks: - Enter the statement 11 Bil1 ing for eligible 
ancillaries/non-covered inpatient. 11 

Point of Contact 
If you have questions regarding this Newsletter, please telephone the appropriate 
Medicaid Fiscal Agent: 

Blue Cross 

Prudential 

(201) 456-2570, 456-2534 

(609) 293-2294 

3. 
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EFFECTIVE: 

BACKGROUND: 

ACTION: 

August 6, 1984 

ALL PHYSICIANS AND INDEPENDENT CLINICS 

REIMBURSEMENT POLICY FOR SPECIALISTS 

IMME[) IATEL Y 

In November 1980, the New Jersey Medicaid Program issued 
a New Jersey Health Services Program Newsletter to all 
physicians and independent clinics. The Newsletter 
stated that qualified physicians would be reimbursed as 
specialists on ly when at least 90% of their Medicaid 
practice was being limited to their area of specializa­
tion. The New Jersey Medicaid Program has repealed this 
policy. 

If a physician lost specialty status because of this 
rule, a physician may apply to the Prudential Insurance 
Company for a return to specialty status. The pro­
fessional criteria requirements for specialists will 
remain the same and must be met in order for any provider 
to become a specia list under the Medicaid Program. 

Please destroy your old Newsletter (P-280) dated 
November 3, 1980. 

If yo u have any questions regarding this Newsletter, please contact 
I. Fulton Erlichman, M.D., Acting Medical Director, Division of Medical 
Assistance and Health Services, telephone (609) 292-8157. 
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July 23, 1984 

SPECIALISTS IN OTOLOGY AND OTOLARYNGOLOGY 

NEW AUDIOLOGY PROCEDURE CODES 

Immediately 

The New Jersey Medicaid Program has implemented 
several new audiology procedure codes which refer to 
the procedures being performed in a physician's 
office by a certified audiologist. The physician 
must bill for these codes since audiologists are not 
direct providers to the program. 

Attached are the new procedure codes and terminology 
that should be used when submitting claims to the 
Medicaid Program. These codes should be added to the 
MEDICINE - OTHER SERVICES section of your Procedure 
Code Manual. 

If you have any questions regarding this Newsletter, please contact 
Emily White, Audiology Consultant, Division of Medical Assistance 
and Health Services, at (609) 292-3756. 
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Evaluation of Central Auditory Function 
by the "Staggered Spondaic Word Test 11

• 

Testing must be perfonned by an Audiologist 
in an environment that meets ANSI-1977 
standards. 

Evaluation of Central Auditory Function 
by "Competing Sentences", 11 Filtered Speech", 
"Binaural Fusion", or 11 Rapidly Alternating 
Speech" (per test). Testing must be performed 
by an Audiologist in an environment that meets 
ANSI-1977 standards. 

Evaluation of Central Auditory Function 
by Synthetic Sentence Identification . 
Testing must be performed by an Audiologist 
in an environment that meets ANSI-1977 standards. 

Hearing Aid Examination - Otologists' office 

1. Must be personally performed by a certified 
audiologist or an otologist with billing only 
by the otologist. 

2. Includes an initial hearing aid testing visit 
plus follow-up visits of which there should 
be a minimum of one. 

3. Initial hearing aid testing visit must be 
performed either: 

a) in the sound field both with and 
without amplification using a speaker 
system with a booster amplifier or 

b) with a Master Hearing Aid. 

4. Follow-up visits shall consist of counsel­
ling and testing in the sound field within 
21 days of the date the aid was provided. 
Aided and unaided sound field data must be 
obtained, using a speaker system with booster 
amplifier. 

5. The test environment must meet the current 
national standards for background noise in 
audiometric test rooms and records maintained. 
Audiometers used must be capable of producing 
both warbled pure tones and speech. They must 

Rev. 6/84 187a 

s 

$ 20 

$ 30 

$ 40 

Medicaid 
Do 11 a r 
Value 

NS 

NA 

NA 

NA 

NA 
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be electronically calibrated to the current 
national standards on a quarterly basis with 
signed calibration records maintained. 

Hearing Aid Examination - Nursing Home 
Resident - Otologists' Office 

1. Must be personally performed by a certified 
audiologist or an otologist with billing 
only by the otologist. 

2. Includes initial hearing aid testing visit 
performed either: 

a) in the sound field both with and 
without amplification using a 
spe.aker system with a booster amp·l i­
fier or 

b) with a Master Hearing Aid. 

3. The test environment must meet the current 
national standards for background noise 
in audiometric test rooms and records main­
tained. Audiometers used must be -capable of 
producing both warbled pure tones aod speech~ 
They must be electronically calibrated to · the 
current national standards on a -quarterly 
basis with signed calibration records main­
tained. 

Rev. 6/84 187b 
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TO: 

SUBJECT: 

EFFECTIVE: 

September 17, 1984 

HOSPITAL - BASED HOME HEALTH AGENCIES 

Community Care Program for the El derly and Disabled (CCPED) 
- Procedures for Becoming Providers, Requesting 
Authorizati on and Submitting Claims for Home Health Services 

Immediately 

PURPOSE: This Newsletter informs you how to become a provider under the 
Corrmunity Care Program, how to request authorization to provide 

home care services, and how to request reimbursement for providing those 
services. 

BACKGROUND: The Corrrnunity Care Program for the Elderly and Disabled 
currently serves and will continue to serve recipients residing 

in the seven counties of Atlantic, Bergen, Burlingt0n, Gloucester, Morris, 
Ocean and Somerset. 

As of October 1, 1984, the CCPED will enter Phase II and will be extended to 
the additional counties of Cape May, Hudson, Hunterdon, Mercer, Middlesex, 
Passaic, Salem, Sussex and Warren. The five remaining counties (Camden, 
Cumberland, Essex, Monmouth and Union) will be phased into the program 
October 1, 1985. 

General information about CCPED was issued to all providers in Newsletter P-371 
or BC-266 dated December 5, 1983. 

The eligibility criteria remain the same. Recipients eligible for this 
Program mu_s t: 

1. Be 65 or over, or determined disabled under the Social Security Act 
and receiving-Social Security disability payments, and eligible for 
Medi care; 

2. Be assessed in need of Skilled Nursing Facility/Intermediate Care 
Facility (SNF/ICF) Care; and 

3. Have an income which exceeds the appropriate SSI community standard 
up to the standard for institutional care (currently $882.00 per 
month). 

Individuals who are currently Medicaid eligible for community services are not 
covered under th is program. 

Covered home care services, which can be provided by the Home Health Agency 
under the Community Care Program, include: skilled nursing, home health aide 



services, physical therapy, speech-language therapy, occupational therapy, 
medical social services, respite care and certain rredical supplies. These 
services require prior authorization. 

Claims submitted for reimbursement of home care services under the Cornnunity 
Care Program will not be processed through the system used to process home 
health care claims under the regular New Jersey Medicaid Progra m. Instead, 
the Division of Medical Assistance and Health Se rvi ces' Independent Clinic 
Claims Processing System will be used to process the Community Care Program 
claims submitted by the Home Health Agency to The Prudential Insurance 
Company. A provider enrolled in the Community Care Program is issued a new 
provider number to be used when submitting cl aims under this program. If you 
have currently been submitting your claims to Blue Cross of New Jersey, you 
will now submi t them to the Prudential Insurance Company for the Community 
Care Program for the Elderly and the Disabled. 

ACTION: 

A. PRIOR AUTHORIZATION: 

1. Under· the Community Care Program all home care serv ices mu st be 
prior authori zed by the Medical Evaluation Team in the Medicaid 
District Office . 

. 2. A Home Health Agency requesting authorizati on to provide servi ces 
under the Community Care Program must use the revi sed versio n of the 
FD-139 form which Horre Health AgencTes currently use to request home 
health services. 

The form, Request for Home Care Authorization or Reauthorization 
(FD-139, Revised 6/84), copy attached, must be submitted to the 
Medicaid District Office serving the county where the Community Care 
recipient resides. Please note the changes i n Items 15, 21, 22 and 
23. 

Thi s form has been designed to service three programs: Home Health 
Serv ices, Community Care for the Elderly and Disabled, and Personal 
Care Assistant Serv ices. 
The services "Initial Evaluation, RN" and "Personal Care Asst. 11 on 
the FD-139 fonn, item #22, are no t to be used by the Home Health 
Agency for the Corrrnuni ty Ca re Program. 

PLEASE NOTE: An initial evaluation visit by a rehabilitation 
therapis t er by a registered nurse requires prior authorization in 
the Commu r. i ty Care Program. In order to faci 1 i tate the process, 
telephone approval may be obtained from the Community Care 
recipient' s case manager. A list of the Case Management Sites are 
attached. However, to receive reimbursement for the initial 
evaluation visit, the Home Health Agency must include the initial 
evaluation visit on the FD-139. The form does not have to precede 
the visit. This is an exception f rom current Medicaid pol icy for the 
regular Home Health Serv ices program, which does not requ i re pri or 
authorization for an initial evaluation visit. 

2 



B. BILLING PROCEDURES: 
1. The Independent Outpatient Health Facility Cl aim Form, (MC-14), is 

to be used for billing for the CCPED . 

A supply of the MC-14 forms with specific instructi ons will 
automat'ically be sent to you by Prudential when you are approved as 
a Community Care Provider. As in the present system, the FD-139 
must be attached to the claim form when submitted to Prudential. 

In accordance with Diagnosis Related Group (DRG) regulations, at all 
times the provider must reflect its standard charge on the MC-14. 
The agency must bill the 100% charge but should expect to receive 
only 97% in re turn to reflect the 3% prompt payment discount. 

PLEASE NOTE: Home Health Agencies will continue to use the Home 
Health Claim Form (MC-3C) when billing for home health care 
services provided to regular Medicaid recipient s not enrolled 
in the Community Care Program. Continue to send the claim fonn 
(MC-3C) to your regular Fiscal Agent. 

THE HOSPITAL-BASED HOME HEALTH AGENCY MUST NOTI FY THE NEW 
JERSEY MEDICAID PROGRAM IF THEIR CHARGES CHANGE, 30 DAYS IN 
ADVANCE OF THE CHANGE. IF THE DIAGNOSIS RELATED GROUP (DRG) 
PROGRAM IS REVISED OR TERMINATES, THE NEW JERSEY MEDICAID 
PROGRAM RESERVES THE RIGHT TO RENEGOTIATE THE RATES OF THE 
HOSPITAL BASED HOME HEALTH AGENCY SERVICES REIMBURSED UNDER 
CCPED. 

2. The following codes are to be used when submitting claims for the 
Community Care Program: 

NEW PROCEDURE CODES FOR COt.fvlUNITY CARE PROGRAM HOME CARE SERVICES ONLY 
(Rates based upon charges will vary per agency as assigned in the 
approval letter from the Division of Medical Assistance & Health 
Services' Provider Enrollment Unit) 

9431 - Hospital Based (H.B.) Home Health Aide (HHA), - 1 hour 
9432 - H.B. HHA - 2 hours 
9433 - HoB. HHA - 3 hours 
9434 - H.B. HHA - 4 hours 
9435 - H.B. HHA - 5 hours 
9436 - H.B. HHA - 6 hours 
9437 - H.B. HHA - 7 hours 
9438 - H.B. HHA - 8 hours 

0025 - Physical Therapy - Daily 
0026 - Speech-Language Therapy - Daily 
0027 - Occupational Therapy - Daily 
0028 - Medical Social Services Visit - Daily 
0029 - Skilled Nursing Care Visit - Daily 
0042 - Medical Supplies - $50 Maximum per calendar month, per 

client, per agency. 
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Medical supplies under the Community Care Program are only 
available through Home Health Agencies and not directly through 
suppliers. Medical eguilment is not reimbursed under this 
program. As in the regu ar Med i caid Home Health Program, 
medical supplies (other than drugs and biologicals) essential 
to enable the Home Health Agency to carry out the care plan, 
are nonnally supplied by the Home Health Agency, including, but 
not limited to gauze cotton bandages, surgical dressing, 
surgical gloves, and rubbing alcohol. When a patient requi res 
an unusual or an excessive amount of first aid supplies, these 
must be requested on the FD-139, included in the care plan and 
prior authorized by the Medicaid Evaluation Team. Payment will 
be made to t he Home Hea l th Agency on the basis of the cost of 
the supply. The Home Health Agency must furnish a list of 
supplies and costs used by that Agency to the case manager. 

0093 - Respite Care - 8 hour day 
0094 - Respite Care - 8 hour night 
0095 - Respite Care - 12 hour day 
0096 - Respite Care - 12 hour night 
0097 - Respite Care - 24 hours 

Only the above periods of time may be authorized as a respite 
care service. This service cannot be combined wi th a visit by 
a Home Health Aide employed by a Home Health Agency. Respite 
Care has the above separate procedure codes and is to be 
handled as a separate service. 

PROVIDER APPLICATIONS: 
Agencies desiring to participate in this program should contact: 

Provider Enrollment Unit 
Division of Medical Assistance 

and Health Services 
CN-712 

Trenton, New Jersey 08625 
(609) 292-1921 

for new provider applications. 

Any questions regarding this newsletter should be directed to Carol H. Kurland, 
Office of Home Care Programs, Division of Medical Assistance and Health Services 
at (609) 292-1940. 
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'\".-')S-c'· · State of New Jersey 
~rt -,..-;--n.., PLEASE rYPE OR PRINT Department of Human Serv ices 
~}) Division of Medical Assistance and Health Services 
~ ~ "' - REQUEST FOR HOME CARE AUTHORIZATION OR REAUTHORIZATION c~· Last Name F,,s, Name I' Se• 3. Age 

1· 
Address 5 Social Securify Account Number 

6 HSP (Medicaid) Case Numoer 7. Person 8 Telephone Number 9 . At tending Phys,can·s Na me 1 0 M D.'s. oo·s Telephone Number 

~ Number 
( ) Las t Firs! 

( ) a: 
0 Area Code Area Code 
LL 11 . Provider Identification (Name and address) 12 Provider Telephone Numbe1 1 3 . Provider Number 
z 

( ) -... 
z 1 4. Prov1oer Cer11lica11011 
w I certify Ih1s agencv na5 c1eIPrm1r1ed th,? services described are not covered by the M f?d1ca re (Title 

.:: XVI Ill Program or I have ·,•wll 1e0 :hdl thi s oaI 1ent s benefits tor these services have been exhausted I 

< will not submit any add 1t1onal bi ll ing 10 Med ,care tor this patient. 
Cl. Signature 

~ 15 . Designate Type of Program : -c( 
a: 
C, ( ) Horne Health Care Services (attach to MC 3C claim form) ( I Personal Care Assistant Services (illlach to MC 1 4 c laim form) 
0 

( ) Community Care Services (attach to MC 14 claim form) a: 
~ 

16 Name of Last Hosp1talizat1on or Long Term Care Fac ili ty I Date t-drnnled 1oate Discharged 

17. Diagnosis (including surgery and date) I o ,ag n,Js1s Kn own by 
Primary 

Secondary 
( l Pai1f'n l ( ) Family ( ) Neither 

z 18. Prognos is (check one): ( ) Good ( ) Fair ( J Poor ( ) Guarded 

0 19. Functional Limitations Continence Menia l Behavior Ar tIv It1e5 Per milted Special Problems .:: 
ct: ( ) Contractures ( ) Speech ( ) Bladder incon11n ( 1 01s or1enteo ( ) 0 .0 8 ( ) Full ( ) Decub1tus ulcer 

~ ( ) Paralysis ( ) Hearing ( ) Bowel incontin. , ·2 ·3 Spt1eres I )BR P ( ) Part ( ) Skin Problem 
a: ( ) Amputation ( ) Vision ( ) Indwelling calheter ( I Confused ( ) Arnbu,at1on ( ) None ( ) Allergy 
0 ( J Whee lchair bound ( )Other ( ) Colostomy ( ) Unoerac11ve 1Regresseq ( I SIa,rs ( ) Other (specify) 
LL 
z ( ) Ass1stive devices texplain): ( l Anxious ~ -
..J ( I Behavior problem ( I Reg ular ( ) Special (specify) 

~ 
u 20 Social Information: 
0 Patient seems motivated to utilize Horne Health ( ) Yes ( ) No Pa11en I·s home ,s equipped tor his/ her care ( ) Ye s ( ) No en 
0 Family or friends available, willing and appropria te to assist ( ) Yes ( ) No II needed . community re sources are available ( ) Yes ( ) No 

~ Explanat1ori of above and/or additional in formation 

-= 21 . Goals : ( ) Rehabilitation ( ) Maintenance ( ) Preventive 

en 
~ 
::::, 
z 

Time Required: 
J 

Discharge Plan: 

< Plan of Treatment (Medical Orders - Drugs, Treatment, D1eI. etc) 
u 
c 
w 
~ Nursing Components 

( ) Admini ster med1r.a11ons ( ) Instruction ( ) AOL ( ) Fo llow-up of spec ia l 11,eraµy ( ) Other (spec1ly~ 
( ) Treatments ( ) Personal Care ( ) ROM ( l B and 8 Retraining 
( ) Observation/Supervision ( ) Restorative care ( ) Ambulation ( l Tran sfer techniques 

Special Therapies (0.T., P.T. , S.T.)-Attach goals and time period lo achieve same/progress noles as necessary. 

Social Service: 

22. Request Information : Startmg date. Ending dale. z Specify services/visits required: No. Visits/No . Hours Charges/Fee; Per Visit/ Per Hr. No. Visits/Hrs. Charges/Fee: Per Visit/Per Hr. 0 
.:: Skilled Nursing Care. RN ln1t1al Evaluation R r-.i (CC PE O) 

-< Home Health Aide Personal Care As, I ~ 
a: Homemaker Suppl1es -Meo 1ca t/ Surg ,caI 
0 
LL Physical Therapy Eau1pment z 
... Speech-Language Therapy Other I1denI,ry) 

en Occupallonal Therapy FOR OIVISON USE ONLY 
w 
::::, Respite (CC PED) 
0 
w Medical Social Service 

I a: 
SIGNATURE OF PHYSICIAN REQUESTING SERVICES DATE SIGNATURE.1 AGE.NCY Rf:OUESl lNG SERVICES DATE 

z FOR DIVISION USE ONLY 

0 23. Authonzalton Information: ( ) Authorization granted ( ) Authorization denied, teller attached ( ) Authorization granted as amended above 

.:: ..... Authonzallon From· To: 

Home Health Care Serv ices ( ) Acute ( ) Chronic 

0 Personal Care Assistant Services 

:I: Community Care Program Services ... 
::::, Medical Consultant: IHSN : 1sw11. !DATE-
< 

FD-139 (rev. 6/84) Medicaid 81344 Ed. 6/64 

FISCAL AGENT COPY 



CASE MANAGEMENT SITES - COMMUNITY CARE PROG RAM 
FOR THE ELDERLY AND DISABLED 

ATLANTIC COU NTY 

Atlantic County Health Department 
Division of Publi c Health Nursing 
201 Shore Road 
Northfield, New Jersey 08225 

BERGEN COUNTY 

Bergen County Welfare Agency 
E. 221 Rte. 4 & Forest Avenue 
Paramus, New Jersey 07652 

BURLINGTON COUNTY 

Burlington Medicaid District Office 
50 Rancocas Road 
Mt. Holly, New Jersey 08060 

CAPE MAY COUNTY 

Cape May County Welfare Board 
Social Service Bu ilding 
Routes 47 & 9, P.O. Box 222 
Rio Grande, New Jersey 08242 

GLOUCESTER COUNTY 

Gloucester County Board 
of Social Services 

Human Services Building 
Budd Blvd., P.O. Box 633 
Woodbury, New Jersey 08096 

HUDSON COUNTY 

Bayonne Visiting Nurse Association 
325 Broadway 
Bayonne, New Jersey 07002 

HU NTERDON COUNTY 

Hunterdon County Board 
of Social Services 

Community Services Center 
6 Gauntt Place 
Flemington, New Jersey 08822 

MERCER COUNTY 

Visiting Nurse Association of Trenton 
Christ Episcopal Church 
301 Hamilton Ave., P.O. Box 7393 
Trenton, New Jersey 08628 

MIDDL ESEX COUNTY 

Visiting Nurse Association 
1915 Old Georges Road 
North Brunswick, New Jersey 08902 

MORRIS COUNTY 

Morris Medicaid District Office 
10 Park Place, 4th Floor 
Morristown, New Jersey 07960 

OCEAN COUNTY 

Ocean County Board of Social Services 
1027 Hooper Avenue 
Toms River, New Jersey 08753 

PASSAIC COUNTY 

Passaic County Board of Social Services 
52 Church Street 
Paterson, New Jersey 07505 

SALEM COUNTY 

Salem County Board of Social Services 
98 Market Street, P.O. Box 218 
Sa l em, New Jersey 08079 

SOMERSET COU NTY 

Somerset County Board of Social Services 
73 E. High Street, P.O. Box 936 
Somerville, New Jersey 08876 

SUSSEX COUNTY 

Sussex County Board of Social Services 
18 Church Street, P.O. Box 218 
Newton, New Jersey 07860 

WARREN COUNTY 

Visiting Homemakers of Warren County 
5 West Washington Avenue, P.O. Box 450 
Washington, New Jersey 07882 
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A 11 Providers 

Medicaid Personal Physician Plan Out-of-Phase Projects 
in Essex, Passaic and Union Counties 

Immediately 

Background: As indicated in previous newsletters , the Medicaid 
Personal Physician Plan is a new voluntary program 

currently being offered with the existing New Jersey Medicaid Program. 
The MP Plan has been implemented in Morris, Sussex and Warren Counties 
(Phase I), and as of this date, in Atlantic, Burlington, Camden, Mercer 
and Middlesex Counties (Phase II). 

Action: The purpose of this newsletter is to announce that because 
of the interest of community health centers and other 

providers, small out-of phase projects have been initiated in Essex, 
Passaic and Union Counties. 

In addition to the existing rules of participation in the MP Plan as 
outlined in Newsletters B-260, P-362, and P-361, the following criteria 
must be met for MP Plan participation as a physician case manager in the 
out-of-phase counties of Essex, Passaic and Union: 

1. 

2. 

3. 

4. 

Fifty per cent or more of the provider's clients must 
be Medicaid recipients and the provider must cert"ff'y"" 
to this effect. --

Participating providers must have offices in Essex, 
Union or Passaic Countie_s_. -

Enrolled Medicaid eligibles must reside in Essex, 
Union or Passaic Counties. --

Providers who wish to participate must enroll er1bl 
to October 1, 1984. These providers"wfll be el1g1 e 
for the risk waiver. 

If there are any questions concerning this newsletter, inquiries should be 
made as fo 11 ows: 

Physicians should contact the MP Plan Office at (toll 
free number) 1-800-624-0838 

All other providers should contact their appropriate 
Fiscal Agent: Blue Cross at,(201) 456-2570 or Prudential 
at (toll free number) 1-800-582-7052. 



.I • 

STATE OF NEW JERSEY 
Department of Human Serrices 

OiTision of Medit21 Aaistance and HM.1th ~ 

New Jersey Health Services Program NEWSLETTER 
Volume ... P-402 

TO: 

SUBJECT: 
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BACKGROUND: 

ACTION: 
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August 6, 1984 

PHARMACY PROVIDERS, HOSPI TAL ADMINISTRATORS, PHYSICI ANS, 
DENTISTS, PODIATRISTS AND INDEPENDENT CLINICS 

DES I DRUGS -
UPDATE OF DRUG PRODUCTS AND KNOWN RELATED DRUG PRODUCTS THAT 
LACK SUBSTANTIAL EVIDENCE OF EFFECTIVENESS (DESI) FOR 
ADDITIONAL DRUGS LISTED AS LESS THAN EFFECTIVE DISPENSED ON OR 
AFTER SEPTEMBER 1, 1984 FOR THE NEW JERSEY MEDICAID PROG RAM, 
THE PHARMACEUTICAL ASSISTANCE TO THE AGED AND DISABLED (PAAD) 
PROGRAM AND THE GENERAL ASSISTANCE PROGRAM 

FOR ADDITIONAL DRUGS LISTED AS LESS THAN EFFECTIVE 
DISPENSED ON OR AFTER SEPTEMBER 1, 1984 

The Division of Medical Assistance and Health Services ceased 
reimbursement on December 3, 1981 for the New Jersey Medicaid 
Program and on March 1, 1982 for the Pharmaceutical Assistance 
to the Aged and Disabled (PAAD) Program for all drugs that the 
Federal Food and Drug Administration (FDA) has proposed to 
withdraw fr001 the market. In addition, Section 2103 of the 
Onnibus Budget Reconciliation Act required this action for all 
identical, related or similar drugs. 

As of September 1, 1984, the Division of Medical Assistance and 
Health Services will CEASE reimbursement for the following 
drugs: 

AMODRINE TABLETS 
ASMINYL TABLETS 
WINSTROL TABLETS 

Attached for your convenience is an updated brand narred 
alphabetical listing of drug products that are considered less 
than effective under the Drug Efficacy Study Implementation 
(DESI) Program. The drugs that have been newly added to this 
updated list are underlined. The DESI list distributed to you 
on August 22, 1983 (BC-263 or P-363) may be discarded. 

Any questions regarding this Newsletter should be directed to the Bureau of 
Pharmacy Services, Division of Medical Assistance and Health Services, 
telephone (609) 292-3756. 
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STATE OP' NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 
•.i 

~ D1v1s10N OF MEotcAL Ass1sTANCE AND HEAL TH SERVICES 

DRUG EFFICACY STUDY 
IMPLEMENTATION (DESI) 

DESI DRUG PRODUCTS 
AND 

KNOWN RELATED DRUG PRODUCTS THAT­
LACK SUBSTANTIAL EVIDENCE OF EFFECTiVENESS 

MEDICAID/PAAD PROGRAMS 

(ADDITIONS OF SEPTEMBER 1, 1984 HAVE BEEN UNDERLINED) 

A.A.S. Vaginal Supp. 
Actacin - C Syr. 
Actahist - C 
Actagen - C 
Actamine - C Syr. 
Actifed - C Exp 
Adrenosem Salicylate Inj. 
Adrenosem Syrup 
Adrenosem Tablets 

*Adroyd Tabs 
Aid - Tuss Caps. 
Albalon-A Oph Solution 

*Alevaire Liq. 
Allerfrin W/Cod 
Allerphed C Expect 
Ambay Expect 
Ambecon 
Ambenyl Expect 
A-Nil Expect 

*Anadrol 2.5 mg Tabs 
Am-Ef-Sed Capsules 
Am-Ephen Capsules 
Amesec Enseals 
Amesec Pulvules 
Ambilog Oint. 
Ambilog Cream 
Aminobrain-Pt Elixir 
Aminophyllin and Amytal Tabs 
Aminophyllin Comp Caps 
Aminophyllin Comp Tabs 
Amo-Fed Caps 
Amobell Caps 

;',Amodrine Tabs 
Amophed Capsules 
Amphed Capsules 

*Amphocortin Cream 
Ananase Tablets 
Anaspaz-Pb Tabs 
Anisotropine Meth-Br W/PB Tabs 
Anti-Spas Caps, Elix. Liq., Tabs 

Anti'-Spasmodic Elix 
Antispasmodic Caps Comp Tabs Elix Tabs 
Antora-B Caps 
Antrocol Caps, El ix, Tabs 
Anugard-HC Supp 
Anucon-HC Supp 
Anusol-HC Cream 
Anusol-HC Supp 
Arlarex Tabs 
Arlidin Tablets 
Asminorel Improved Tabs 

*Asminyl Tabs 
Asthmacon Capsules 
Atropine W/Phenobarbital Tabs 
Avazyme Tablets 
A.V.C. Vaginal Cream 
A.V.C. Vaginal Supp 
Azolid-A Caps 
Bar-Don Elix, Tabs 
Barbatose #2 Tabs 
Barbeloid Tabs 
Barbidonna C.R. Caps Elix Tabs #2 Tabs 
Barophen Elixir 
Bay-Ase Elixir 
Belap Elixir, S.E. Tabs, Tabs 
Belatol Elixir, Tabs 
Bella-Phen Tabs 
Bellabarb Tabs 
Belladenal Elixir, Tabs 
Belladenal-S Tabs 
Belladonna W/PB Caps, Elix, Tabs 
Belladonna Alk. W/Phenobarbital 
Bellalphen Tabs 
Bellastal Caps, Eli~, Tabs 
Bellemms #1 & 2 Tabs 
Bello-Pheii Tabs 
Bellophene Tabs 
Benomine W/PB Caps 
Benomine W/PB Tabs 
Bentyl Caps W/PB 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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Beatyl Syrup W/PB 
Beatyl Tab W/PB 
Betadine Vaginal Gel 
Biobid TD Caps 
Biocort Ointaent 
Bio-Gan Supp 
Biosynal-DC Caps 
Bro-Phed Tabs 
Bromalix Elixir 
Bromanate Elixir 
Bromanate Expect 
Bromanate Expect DC 
Bromanyl Expect 
Bromatane Expect 
Bromatane Expect DC 
Bromenate Expect 
Bromodiphen Comp Exp. W/Cod 
Bromonate Expect 
Bromonate Expect DC 
Bromophen Elixir & TD Tabs 
Bromotuss Exp. W/Cod 
Bromphen Comp TD Tabs 
Bromphen Comp W/Cod 
Bromphen Expect 
Bromphen Expect DC 
Bromphen Expect DC W/Cod 
Bromphenate Expect 
Bromphenate Expect DC 
Brompheniramine Comp Elixir 
Brompheniramine Comp Expect 
Brompheniramine Expect 
Brompheniramine Expect DC 
Brompheniramine, Phenylephrine & 
Phenylpropanolamine 
Brompheniramine W/Cod Expect 
Bromtane Expect 
Bromtane Expect DC 
Brophed Syrup 
Brophed Tablets 
Brophenyl Expect 
Brotane Expect 
Butabarb-Belladonna Elix, Tabs 
Butabe ll HMB Elix, Tabs 
Butagen Alka Caps 
Butan-K Tabs 

*Butazol idin Alka Capsu l~s 
Butibel Elix, R.A. Tab~ . Tabs 
C.D.P. Plus Caps 

*Caldecort Ointment (Rx) 
Caramiphen Edisylate & 
Phenylpropanolamine Caps 
Cantil W/PB Tabs 

CaquiA Cre 
Carbrital 
Carbrital pseals 
Cartru: Tabl t 

*Celeatone W/Ne01B7cin Creua 
Cenalene Elixir 
Cenalene Tablets S.C. 
Cerebro-Nicin Caps 
Cetacaine BT6 Spray 
Cetacaine Kit 
Cetacaine Liquid 

*Chardonna Tabs 
Chardonna-2 Tabs 
Chlordiazepoxide Plus Caps 
Chlordiazepoxide W/Clindinium Caps 
Chlordin ide Caps 
Chlordinium Capsules 
Chlordini Sealets 
Chlordinium Tablets 
Chlorex Caps 
Chlorofon·F Tab 
Chlorzone Forte Tab 
Chlorzoxazone W/APAP Tab 
Chlorzoxazone W/Acetaminophen Tab 
Chymolase Tablets 
Chymoral Tablets 
Clindex Caps 
Clinox§ dt: Capsules 
Clipoxide Caps 
Clistin R-A Tabs 

*Clistin Expectorant 
*Coditrate Syrup 

Co-Perazine Caps TD 
Co-Pyronil Caps Pediatric Caps & Susp 
Com-Par Capsules 
Com-Pro Caps 
Com-Pro-Span TD Caps 
Combagen Caps 
Combid Spansules 
Combined T.D. Caps 
Cophed-C Expt 

*Cor-Tar-Quin Cream 
Cor-Tar-Quin Forte Cream 

*Cor-Tar-Quin Lotion 
Cordamine PA Tabs 
Cordran-N Cream 
Cordran-N Oint 
Corovas Tymcaps 
Corque Cream 
Cort-Quin Cream 
Cortin Cream 
Cortisporin Cream 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 

-2-



*Cortomyci n Oint 
Cycladate 
Cyclandelate Caps 
Cyclorex Caps 
Cyclospasmol Capsules 
Cyclospasmol Tablets 
Cydel Capsules 
Cyvaso Caps 
D-Vaso Capsules 
D-Vaso-S Liqui d 
Dainite Tablets 
Dainite-KI Tablets 
Daricon W/PB 
Deaner Tablets 
Dek-Quin Cream 
Dek-Quin Lotion 
Deprol Tablet s 

*Dianabol Tabs 
Dibent-PB Tablets 
Dibenzyline Capsules (Exception: 

Diagnosis of Pheochromocytoma) 
Dicyclomi ne HCL W/PB Caps 
Dicyclomine HCL W/PB Tabs 
Dihydro Codeine Comp Caps 
Dimalix Elixir 
Dimetane Expect 
Dimetane Expect DC 
Dimetapp El ixir & Extentabs 
Dipyri damo le Tab (Lemmon) 
Diutensen Tablets 
Dixatal El ixir 
Dixotus s Liquid 
Domeform-HC Cream 
Donabarb Tabs 
Donna-Phenal Elix 
Donnamor El i x 
Donnatal Caps , Elix, Tabs 
Donnatal #2 Tabs 
Donnatal Extentabs 
Donnatal Plus Liq, Tabs 
Donphen Tabs 
Dri-Phed W/Cod Expect 
Durel-Cort V Cream 
Durel-Cort V Oint 
E.T.H. Syrup Comp 
E.T.H. Tablets Comp 
Eldertonic 
Enarax 5 & 10 

+Equagesic Tablets 
Equanitrate 
Equazine Tabs 

*Erythrocin Top Oint 
*Erythromycin Top Oint 
F.E.P. Cream 
Federinal Susp 
Fedrinal Susp 

*Florine£ Lotion 
Forhistal Lontabs 

*Fluonid-N Cream 
Gantrisin Vaginal Cream 
Gecil Expect 
Ge r avi te Elixir 
Geravi te Inj 
Geroniazol Elixir 
Geroniazol Tablets 
Geroniazol-TT Tablets 
Gevizol Liquid 
Gevizol Tablets 
Glycopyrrolate W/PB Tabs 
H & I Cream 
H.C.I. Cream & Oint 
HCV Cream 
H.V.B. Cream 
Haponal Tabs 
Hasp Elix, Tabs 
Hemorrhoidal-HC Supp 
Hemorrhoidal-HC Unisert 
Hemorroid-HC Supp 
Hemorroidal-HC Supp 
Hemusol-HC Supp 
Hepto Tabs 
Heptogesic Tablets 
Hexabamate Tabs 
Hista Clopane Caps 
Histatap Elixir & TD Tabs 
Hybephen El ix, Tabs 

*Hybephen LA Cap 
Hydrocortisone W/Iodochlorhydroxyquin 
Hydrocort i sone W/Neomycin 
Hydromax Syrup 

*Hydromet Lot 
Hydrophed Sy rup 
Hydrophed Tabs 
Hydroxy Compound Tabs 
Hydroxy Ephed Syrup 
Hydroxyephed Tabs 
Hydroxyzi ne Comp Syrup 
Hydroxyzine Comp Tabs 
Hydroxyzine Plus Liquid 
Hydroxyzine Plus Tabs 
Hydroxyzine , Theoph & Ephed Tabs 
Hyona tol -B Elixir, Tabs 
Hyophen Tab s 

*Discountinued by manufacturer or proposed for DESI list and di scontinued by 
manufacture r be fore action could be taken. 

+New Ethoheptaz ine free fo rmula is exempt. 
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Hyoacyuti.ne CP Elixir 
Hyosophen Caps, Elixi r , Tab• 
Hypnaldyne Tabs 
Hysone Ointment 
ICN-Isox Tabs 
Ilotycin Ointment 
Iodo-HC Cream 
Iodo-HC Mild Cream 
Iodo-HC Ointment 
Iodochlor Cream W/HC 
Iodochlor Ointment W/HC 
Iso-Perazine T.D. Caps 
Isobid Caps 
Isopropamide Caps 
Isopro TDC Caps 
Isopropazine Caps, 

*Isordil W/,Phenobarb 1'aiblet,&; 
Isox~uprine HCL Tabs 

*Kenalog-S Cream 
*Kenalog-S Ointment 
*Kenalog~S Lotion 

Kinesed Tabs 
Koro-Sulf Vaginal Cream 
Lanabutazone Comp, Caps 
Lanvisone Cream 
Levsin W/PB Drops, Elix ,. Tabs, 

Time Caps 
Librax Caps 
Lidaform- HC Cream 
Lidaform-HC Lotion 
Lidinium Caps 
Lidoxide Capsules 
Luftodil Tablets 
Lufyllin-EPG Tabs & Elixir 
Lyrizine Tablets 
M-T Comp Tabs 
Mannitol Hexanitrate W/ PB Tabs 
Maracon Tabs 
Marax Syrup 
Marax Syrup DF 
~arax Tablets 
Menic Tablets 
Mepergan Fortis Capsules 
Mepro Comp Tabs 
Mepro-Analgesic Tabs 
Mepro -Hex TM Tablets 
Meprobamate-Comp Tabs ~/ Tridihex 
Meprobamate-Plus Tabs 
Meprobamate , Ethohep taz i n 

& Aspirin Tabs 
Meprobamate W/Tridihexethyl Tabs 
Meprogese Tabs 

Kepro.1eaic Tabs 
11eprohe Tabs 
Meproplua MLT Tabs 
Meprotrate-20 Tabs 
Methylandrostenediol Aq. Inj. 

*Heti-Derm W/Neomycin Aerosol & Oint. 
Metrazol Ampuls 
Ketrazol Liquid 
Metrazol Tablets 
Midatap Elixir & Tabs 
Midrin Capsules 
Migral Tablets 
Milpath Tablets 
Miltrate Tablets 
Mity-Quin Cream 
Mivert Pellsules 
Murray-Ges i c Tabs 
Mycocet Cream 
Myco-Aricin Cream & Oint 
Myco Cream & Oint 
Myco-Triacet Cream & Oint 
Myco-Tricolone Comp Cream 
Mycort Cream 
Mycogen Cream & Q,int 
Mycolog Cream & Oint 
*Myconef Ointment 
Mytrex Cream & Oint 
N.N .G.T. Cream & Oint 
Naphcon-A 
Naturetin-K Tablets 

*Neo Aristocort Cream & Oint 
*Neo Aristocort Opth Oint . 
*Neo Aristoderm Aerosol 

Neo Cort-Dome Cream & Lotion 
Neo Decadron Top Cream 

*Neo Decaspray 
Neo Hytone Cream 
Neo Nysta-Cort Ointment 1% 
Neo-Cortef Cream, Oint & Lot 
Neo-Delta-Cortef Ointment 

*Neo-Diloderm Cream 
*Neo-Domefo rm HC Cream 
*Neo-Hydeltrasol Oint 
*Neo-Hydeltrasol Lot 
*Neo-Hytone Cream 
*Neo-Magnacort Oint 

Neo-Medrol Cream 
*Neo-Nysta-Cort Ointment 

Neo-Oxylone Ointment 
Neo-Parcort Ointment 
Neo-Polycin-HC 

*Neo-Resulin-F 

*Discont inued by manufacturer or proposed f or DESI list and discontinued by 
manufacturer before action could be taken. 
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leo-SJWllar Creaa 
i'Jleo-Tarcorti.D Ointment 
1rtfe011Jcin Sulf W/Hydrocortaaate Hct Oint 
Heoquess Inj., Tabs 

*Neosporin Lotion 
Neosporin-G Cream 
NGT Cream 
Niapent Elixir & Tabs 
Nico-Metrazol Elixir & Tabs 
Nico-Vert Capsules & Tabs 
Nicotiacol Tabs 
Nicotinyl Alcohol Tabs 
Nicotinyl Tartrate Tabs 
Nicozol Elixir & Tabs 
Nilspasm Tablets T.D. 
Nioric Elixir & Tabs 
Nitranitol Tablets 
Nitranitol W/PB Tablets 
Normatane Elixir 

*Nycin-HC Oint 
Nylidrin HCL Tabs 
Nysolone Cream & Oint 
Nyst-Olone Cream 

*Nysta-Cort Lot 
*Nystaform-HC Lotion & Oint 
Nystatin Cream W/Neomycin & 

Triamcin 
Nystatin Oint W/Neomycin & 

Triamcin 
Omni - Tuss Susp 

*Onycho-Phytex Sol 
Opcon-A Opth Sol 
Ophthel Liquid 
Orenzyme Bitabs &_ Tabs 
Oxaine-M Suspension 
P.E.T.N. Tabs W/PB 
P.V. Tussin 
Palbar Elix, Tabs 
Palbar #2 Tabs 
Pamate 200 Tabs 
Pamate 400 Tabs 
Famine W/PB Drops, Elix, Tabs 
Panzol Liq 
Papase Tablets 
Parafon Forte Tabs 
Par Pent Liq & Tabs 
Par-Eth Tablets 
Par-Gream 
Par Vag Supp 
Parlib-X 
Parothyl Tablets 
Pathibamate Tablets 

Pathilon Sequels 
Pathil on Sequels W/PB 
Pathilon Tabs 25 MG (W/PB 15ag) 
Ped~-Cort-V·Cream 
Penalate Elixir 
Pentacort Cream 
Peritrate W/PB Tabs 
Peritrate-SA W/PB Tabs 
Pharma-Gesic Tabs 
Pharmased Caps, Elix, Tabs 
Phenergan Expect 
Phenergan Expect W/Cod 
Phenergan Pediatric Expectorant 
Phenergan VC Expect 
Phenergan VC W/Cod Expect 
Phenobarbital W/Belladonna Elix, Tabs 
Phenobella Tabs 
Phenylbutazone Alka Caps 
Phenybultazone Plus Caps 
Phenylbutone-A Caps 
Phenylzone-A Capsules 
Potaba Capsules 
Potaba Envules 
Potaba Powder 
Priscoline Injection 25mg 
Priscoline Lontabs 80mg 
Priscoline Tablets 25mg 
Probanthine W/PB Tabs 
Pro-Bid Caps 
Pro-Iso Caps 
Prochlor Iso-BID 
Prochlor-Iso T.R. Caps 
Prochlorbid Lanacap s 
Prochlorperazine W/Isopropamide 
Proclan Expect 
Proclan Expect VC 
Proclan Pediatric 
Proclan V.C. W/Cod Expect 
Proclan W/Cod Expect 
Prometh Expect 
Prometh Expect VC W/Cod 
Prometh W/Cod 
Prometh W/Dextrometh 
Prometh Pediatric 
Promethazine Comp W/Cod Expec t 
Promethazine Expect 
Promethazine Expect DC 
Promethazine Expect DC W/Cod 
Promethazine Expect DM 
Promethazine Expect Pediatric 
Promethazine Expect V.C. 
Promethazine Expect VC W/Cod 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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llroaethazine Expect W/Cod 
Promethazine Expect ·W/Cod & De.coag 
·Promethazine 'Expect W/Decong 
Promethazine Expect W/Phenyleph 
Promethazine Expect W/Phenyleph 

& Cod 
Promethazine HCL VC Expect W/Cod 
Promethazine HCL W/Cod 
Promethazine W/C.o.d 
Promex W/Cod 
Promide W/PB Tabs 
Propantheline BR W/PB Tab:s 
Propazine TD Caps 

*Propion Gel 
Protran Plus Tabs 
Purebrom Elixir & Comp TD Tabs 
Puretane Expect 
Puretane Expect DC 
Pylora Tabs 
Pyribenzamine W/Ephedrine Tabs 

*Pyri1'enzamine Expectorant 
With Ephedrine 

Quadrinal Susp . & Tabs 
Qu.ibron-Plus Caps & Elixir 
Racet Cream 
Racet Forte Cream 
llacet LCD Cream 
Rautrax Tablets 
Rautrax-·N Modi£ ied Tablet;5 
Rautrax-N Tablets 
Regal-Bid Caps 
Regal-DC Caps 
Regal Log Cream & Oint 
Relaxadon Tabs 
Relaxadonna Tabs 

*Robinul-PH Tabs 
Rofed C Syrup 
Roniacol Elixi r 
Roniacol Tablets 50mg 
Roniacol Timespan 
Ron i gen Timetabs 
Rotane Expect DC 
Rotapp Elixir 
Ru-Vert Liquid & Tabs 
Ruhexatel W/Res.erpin-e Tabs 
Rycotin Time·-Tabs 
S-T Becongest Li quid 
SBP Tabs 
SBP Plus 
Scodonnal Elix, Tabs 
Scotatal Caps 
Sedat>el Eli.x, Tabs, Time Caps 

Sedacord Tabs 
*Sed-Tens Tymed 

Seda.chol Caps 
Sedalix E lix 
Sedapar Elix, Tabs 
Senilex Tabs 
Senilezol Elixir & Caps 
Sinodeine Caps 
Sorbitrate Tablets W/PB 
Spabelin #1 and #2 iabs 
Spal ix Elix, Tahs 
Spasdel Caps, Elix 
Spasloids Tabs 
Spasmacaps Caps 
Spasmate Tabs 
Spasmolin Caps, Klix.ir Ta,bs 
Sp.asmophen Elixir T:aibs 
Spasquid Elixir 
Spastolate Elixir, T.ahs, Time Caps 
Speniacol Tabs 
Spenpath Tabs 
Spentane Expect 
Spentane Expect DC 
Stera-Form Cream 
Ster.aspasmol C.aps 
Sterazolidin Capsules 
Steroform Cream & Oint 

*Supertah-HC Oint 
Susano Elixir, Tabs 
Su-Ton Liquid 
Su-Z·ol Liquid 

+Synalgos Caps (new & old ·fiermul:a) 
+Synalgos-DC Caps (new and old formula) 

Syna lge-n-DC Caps 
T.C.M. Tabs 
T.E.H. Comp Tab~ 
T.E.H. Tablets 
T.T.H. Tabs 
T-Gen Supp 
Tagatap Elixir & Tabs 
Tamine Elixir & SR Tabs 
Tega-Vert Cap&ules & Tabs 
Tegagen Sup-p 
Tegamide Supp 

*Terra-Cortril Aerosol & 
Ointment 

Theda CDP Plus Caps 
Theda MEP Plus Tabs 
Theda Prochloramide 
Theophedrizine Tabs 
Theophozine Liquid 
Theopho.zine Tabs 

~':Discontinued by manufacturer or 1>roposed for DESI list and discontinued by 
manufac turer before action could be taken. 

+Promethazine free formula is e:xemp·t (synalgos is an OTC). 
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r.ophylliae Plus lliiir 
Tbeophylline, lphed & 

Bydrozyzi.De 
Theozine Syrup & Tabs 

-k'fhephorin Expectorant 
Therax Tabs 
Tigan Caps 
Tigan Pediatric Supp 
Tigan Supp 
TMC-200 Tabs 
TMC-400 Tabs 
Tolazoline HCL Tabs 
Tranquigesic Tabs 
Tri-Bamate Tablets 
Tri-Hexabamate Tabs 
Tri-Statin Cream 
Tri-Statin Ointment 
Tri Phen Elixi r 
Triacin C Exp 
Triacin C Syrup 
Triafed-C Syrup 
Triamcinolone Cream & Oint 

W/Nystatin Plus 
Triamcinolone NNG Cream 
Triamcinolone Plus Cream 
Tribamate Tabs 
Tridihexethyl CL W/Mepro Tabs 
Trihexamate 
Trimate 
Trimethobenzamide Supp 
Triprobamate 
Tritran-400 
Trocinate Tablets 
Tuss-Ade Caps 
Tuss-Aid Caps 
Tuss-Allernade Caps 
Tuss-Coryztime 
Tuss-Or Caps 
Tuss-Ornade Liquid & Spansules 
Tuss Allergine T.D. Caps 
Tuss Danabe Caps 
Tuss Danbade Caps 
Tuss Genade Liquid & Caps 
Tussadon Improved TD Caps 
Tussadon Liquid 
Tussanbade Caps 
Tussionex Susp, Tabs & Caps 
Tuzone Tab 
Uni-Com Cap 
Uni-Para Plus Tabs 
Uni-Prob W/PB 15mg Tabs 
Vagitrol Cream & Supp 

Valpin-50-PB Tablets 
Valpin W/PB Elixir & Tab. 
Vasocen Tabs 
Vaaocon-A Drops 
Vasodigen Tabs 
Vasodilan INJ/Ampul 
Vasodilan Tablets 
Vasoprine Tablets 
Vasorex Tabs 
Vasostin Tabs 
Veltap Elixir 
Vernacel Oph Sol 
Vio-Hydrocort Cream 
Vio-Pramasone Cream & Lot 
Viodo Cream 
Vioform-H.C. Cream 
Vioform-H.C. Cream Hild 
Vioform-H.C. Lotion & Oint 
Vioform-H.C. Oint Hild 
Viotag Cream 
Vistrax 5 & 10 
Vita-Metrazol Elixir & Tablets 
Vytone Cream 
Westapp Elixir 

*Westiazole Vaginal Cream 
*Winstrol Tabs 
Wyanoids-HC Suppositories 
Zactane Tablets 
Zactirin Tablets 
Zactirin-Compound-100 Tablets 

*Ze-Tar Quin Cream 
*Zetone Cream 

Zoxaphen Tab 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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STATE OF NEW JERSEY 
Department of Human Ser-rice. 

Di1'itioll of Medical Aaiatance and Health S~ 

New Jersey Health Services Program E ... ,.,..,.,. ,. ..... 
Volume P-403 

TO: 

SUBJECT: 

EFFECTIVE: 

.... . , .... , ., ,, 

HOME HEAL TH AG ENC I ES 

PERSONAL CARE ASSISTANT SERVICES (P-386) 

Immediately 

August 27, 1984 

PURPOSE: This Newsletter provides additional information relative to the 
inclusion of Personal Care Assistant Services into the Certified Home 

Health Agency Cost Report, HCFA-1728-81 (6-81). It amends Newsletter P-386, dated 
March 19, 1984, {pg. 4, section C, The Certified Home Health Agency Cost Report). 

BACKGROUND: As a result of meetings with the certified home health agencies and 
the Home Health Agency Assembly of New Jersey, the amended 

information is being provided by the Medicaid Program for the participation of 
certified home health agencies in the new statewide Personal Care Assistant service 
program. Claims submitted for reimbursement are processed through the Prudential 
Insurance Company, a Medicaid Fiscal Agent. 

CTION: Please substitute the fol lowing for Section "C", entitled The 
Certified Home Health Agency Cost Report on page 4 of the volume 

numbered Newsletter P-386, dated March 19, 1984. 

1. All costs associated with the provision of Personal Care 
Assistant Services are to be included in the routine 
Medicare/Medicaid cost-reporting mechanism. 

2. Costs associated with the initial nursing evaluation visit are 
to be included on line 8 (Skilled Nursing Care) of Form 
HCFA-1728-81 (6-81), Worksheet A. 

3. The initial nursing evaluation visits are to be included in the 
total number of visits (Worksheet C, Part I, line 1, column 3 
and page 1, Part II, line 1, column 5) and total Medicaid visits 
(Worksheet 0-4, line 1, column 1 and page 1, Part II, line 1, 
column 3). 

4. Costs ·associated with Personal Care Assis t ants are to be 
identified as such and included on line 27 of Forni HCFA-1728-81 
(6-81) Worksheet A. These costs are reflected as a non­
reimbursable cost center and not part of t he Home Health Aide 
category because the services being rendered are considered 
"homemaker 11 in nature. 

5. Because Personal Care Assistant Services are being treated as a 
non-reimbursable cost, the visit count is not to be included on 
Worksheets C or D-4. 



6. At all times the provider must reflect its standard charge on 
the MC-14 even though the actual payment will be ·different. 

This process all ows the Home Hea l th Agency to 1) be reimbursed on a 
fee-for-service basis for recipients of Personal Care Assistant services, 2) 
maintain compliance wi th Medicare reimbursement principles and 3) have all 
costs associated with skilled nurs ing services al located to 1 respective payors. 

Any que~tions regard ing this Newsletter should be directed to Carol H. Kurland, 
Admin·strator, Office of Home Care Programs at (609) 292-1940. 

Any specific questions regarding comp etion of the cost report should be directed to 
Brenda Flanegan, Assistant Accountin~ Analyst, Provider Audit Division, The 
Prudential Insurance Company at (609) 293-2017. 
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Volume .... .f..::iQL ..... September 17, 1984 

TO: HOSPITAL ADMINISTRATORS, PHYSICIANS AND INDEPENDENT CLINICS 

SUBJECT: "HYSTERECTOMY RECEIPT OF INFORMATION FORM" - (FD-189 Rev.7/83) 

EFFECTIVE: OCTOBER 1, 1984 

BACKGROUND: Any claim involving a hysterectomy procedure must have a 
properly completed "Hysterectomy Receipt of Information Form" 

(FD-189 Rev. 7/83) attached to it when submitted to the New Jersey Medicaid 
Fiscal Agent for reimbursement. In the newsletter (P-364 or BC-264) dated 
August 29, 1983 on this matter, providers were instructed to use the newly 
revised one page version of the FD-189 (Rev. 7/83) form irmiediately for claims 
filed for hysterectomies performed on and after September 1, 1983 and to 
destroy the outdated fonns. However, some providers continue to use the old 
three page FD-189 form. 

ACTION: When submitting claims for hysterectomy services, providers must 
attach the current FD-189 (Rev. 7/83) Form. Fa.ilure to do so after September 
30, 1984 will result in denial of these claims. For your convenience, a copy 
of the fonn is attached. 

Supply/Ordering of Forms: 

Providers may photocopy th~ "Hysterectomy Receipt of Infonnation Fonn 11 

(FD-189 Rev. 7/83) or order a supply from their respective fiscal agent. 

The Prudential Insurance Company 
Provider Reorder Unit 
P.O. Box 471 
Millville, New Jersey 08332 

0 R Hospital Service Plan of New Jersey 
(New Jersey Blue Cross) 

33 Washington Street 
Newark, New Jersey 07102 



STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE 
, AND HEALTH SE~VICES 

HYSTERECTOMY RECEIPT OF INFORMATION FORM 

A woman who has a hysterectomy can never again get pregnant. When you have a 
hysterectomy, the doctor removes your uterus (womb). You can not have a baby 
after your uterus is removed and you will not have menstrual periods anymore. 

I received the above infonnation orally and in writing from -----( n_a_m_e_o..,,...f __ _ 
_______________ before my operation was performed. 

clinic or physician) 

I talked to about a hysterectomy. -( .... n_a_m_e_o_f_r_e_s p_o_n_s_i .,..b_l e_p_e_r_s o_n_(_s __ ) _) -

-----( S ...... h-e/ ...... A,._,e/ .... T--h-ey_) __ _ 
discussed it with me and gave me a chance to ask 

questions and answered them for me before the operation. 

I have read all of this notice. I agree that it is a true description of what 
was explained to me by ______ ..,...._ __________ _ 

(name of staff member) 
of and that all my questions were answered to 

--(-c---1 ..... ; n_i_c.....,./..-ho_s_p __ i-ta_l.....,/,.....p ...... hy_s_i_c...,.i a_n_)_ 
my satisfaction. 

I, _______________ , hereby consent ( or did consent) of my own 
free wil l to have a hysterectomy done by 
and/or associate(s) or assistant(s) of hi_s_o_r___,,..h_e_r_c_h_o_i_c_e_. --------

! consent (or did consent) to any other medical treatment that the doctor 
thinks is (was) necessary to preserve my health. 

I also consent to the release of this form and other medical records about the 
operati on to representatives of the United States Department of Health and Human 
Services or employees of programs or projects funded by that Department but only 
for purposes of determining if Federal laws were observed. 

Patient's -Signature Date Month/Day/Year 

.FD-189 (Rev. 7/83) 



STA TE OF NEW JERSEY 'D DEC 17 1984 
Department of Human Services 

Division of Medical Aaailtance and Health Services 

New Jersey Health Services Program NEWSLETTER 
December 10, 1984 

To: HOSPITAL ADMINISTRATORS 

Subject: TELEPROCESSING MANUAL (Revised) 

Effective: January 1, 1985 

Purpose: This Newsletter provides hospital billing office personnel with 
revised instructions for billing the New Jersey Medicaid 

Program via the Telepr~cessing System. 

Background: Effective January~' 1985, hospitals must utilize the National 
Unifonn Bill, UB-82 - HCFA-1450, when billing hard copy for 

inpatient services. Consequently, it was necessary to revise the inpatient claim 
teleprocessing format and instructions in their entirety. 

To maintain consistency with the coding for inpatient claims, it also was 
necessary to revise the coding requirements for selected fields on the outpatient 
format. These fields include those under the titles: Sex, Status, Primary and 
Secondary Surgery, DRG Proc 1 and DRG Proc 2. 

In conjunction with the change to the use of the UB-82 claim form, the New Jersey 
Medicaid Program is converting from the current surgical procedure codes (PRV) to 
the use of ICD-9-CM surgical procedure codes. 

Action Required: The new Teleprocessing Manual is attached for use by hospital 
billing staff as of January 1, 1985. The instructions should be 

reviewed carefully as the inpatient teleprocessing format was completely revised 
and necessary selected changes were also made to the outpatient fonnat because of 
the revised coding requirements. 

Please discard the present Chapter IV (TELEPROCESSING PROCEDURES) of the Hospital 
Services Manual and substitute the attached Chapter IV dated 12/10/84. 

Please contact your New Jersey Medicaid Fiscal Agent if you have any questions 
concerning this Newsletter: 

Blue Cross - (201) 456-2570 
or 

Prudential - (609) 293-2254 
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C' DE · 7 1984 

Dmsion of Medical Alliatance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... t:-.1.QI_ .. 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

November 26, 1984 

PHARMACY PROVIDERS, HOSPITAL ADMINISTRATORS, PHYSICIANS, 
DENTISTS, PODIATRISTS AND INDEPENDENT CLINICS 

DRUG EFFICACY STUDY IMPLEMENTATION (DESI): UPDATE OF DRUG 
PRODUCTS AND KNOWN RELATED DRUG PRODUCTS THAT LACK SUBSTANTIAL 
EViDENCE OF EFFECTIVENESS 

DECEMBER 1, 1984 

The Division of Medical Assistance and Health Services ceased 
reimbursement for all drugs that the Federal Food and Drug 
Administration (FDA) has proposed to withdraw from the market. 
In addition, Section 2103 of the Omnibus Budget Reconci l iation 
Act required this action for all identical, related or similar 
drugs. 

As of December 1, 1984, the Div ision of Medical Assistance and 
Health Services will cease reimbursement for t he additional 
drugs added to the Drug Efficacy Study Implementa ti on (DESI) 
list. 

This action applies to the New Jersey Medicaid Program, the 
Pharmaceutical Assistance to the Aged and Disabled (PAAD) 
Program and the General Assistance Program. 

Attached for your convenience is an updated brand named 
alphabetical listing of drug products that are considered less 
than effective under the DESI Program. The dru1s that have 
been newl added to this u dated lis t are under i ned. TheDESI 
ist 1stri ute to you on ugust , or P-402) may 

be discarded. 

Any questions regarding this Newsletter should be directed to the Bureau of 
Pharmacy Services, Division of Medical Assistance and Health Services, 
telephone (609) 292-3756. 



DRUG EFFICACY SnIDY 
IMPLEMENTATION (DESI) 

DESI DRUG PRODUCTS 
AND 

QOWN RELATED DRUG PRODUCTS THAT 
LACK SUBSTANTIAL EVIDENCE OF EFFECTIVENESS 

MEDICAID/PAAD PROGRAMS 

(ADDITIONS OF DECEMBER 1, 1984 HAVE BEEN UNDERLINED) 

A.A.S. Vaginal Supp. 
Actacin - C Syr. 
Actahist - C 
Actagen - C 
Actamine - C Syr . 
Actifed - C Exp 
Adrenosem Salicylate Inj. 
Adrenosem Syrup 
Adrenosem Tablet s 

*Adroyd Tabs 
Aid - Tuss Caps . 
Albalon-A Oph Solution 

*Alevaire Liq. 
Allerfrin W/Cod 
Allerphed C Expect 
Ambay Expect 
Ambecon 
Ambenyl Expect 
A-Nil Expect 

*Anadrol 2.5 mg Tabs 
Am-Ef-Sed Capsules 
Am-Ephen Capsules 
Amesec Enseals 
Amesec Pulvules 
Ambilog Oint. 
Ambilog Cream 
Aminobrain-Pt El i xir 
Aminophyllin and Amytal Tabs 
Aminophy}lin1 Comp Caps 
Aminophyllin Comp Tabs 
Amo-Fed Caps 
Amobell Caps 

*Amodrine Tabs 
Amophed Capsules 
Amphed Capsules 

*Amphocortin Cream 
Ananase Tablets 
Anaspaz-Pb Tabs 
Auisotropine Meih-Br W/PB Tabs 
Anti-Spas Caps, Elix. Liq., Tabs 

Anti-Spasmodic Elix 
Antispasmodic Caps Comp Tabs Elix Tabs 
Antora-B Caps 
Antrocol Caps, Elix, Tabs 
Anugard-HC Supp 
Anucon-HC Supp 
Anusol-HC Cream 
Anusol-HC Supp 
Arlarex Tabs 
Arlidin Tablets 
Asminorel Improved Tabs 

*Asminyl Tabs 
Asthmacon Capsules 
Atropine W/Phenobarbital Tabs 
Avazyme Tablets 
A.V.C. Vaginal Cream 
A.V.C. Vaginal Supp 
Azolid-A- Caps 
Bar~Don Elix, Tabs 
Barbatose #2 Tabs 
Barbeloid Tabs 
Barbidonna C.R. Caps Elix Tabs #2 Tabs 
Barophen Elixir 
Bay-Ase Elixir 
Belap Elixir, S.E. Tabs, Tabs 
Belatol Elixir, Tabs 
Bella-Phen Tabs 
Bellabarb Tabs 
Belladenal Elixir, Tabs 
Belladenal-S Tabs 
Belladonna W/PB Caps, Elix, Tabs 
Belladonna Alk. W/Phenobarbital 
Bellalphen Tabs 
Bellastal Caps, Elix, Tabs 
Bellemms #1 & 2 Tabs 
Bello-Phen Tabs 
Bellophene Tabs 
Benomine W/PB Caps 
Benomine W/PB Tabs 
Bentyl Caps W/PB 

*Discontinued by manufact urer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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'Bentyl Syrup W/PB 
Bentyl Tabs W/PB 
Betadine Vaginal Gel 
Biobid TD Caps 
Biocort Ointment 
Bio-Gan Supp 
Biosynal-DC Caps 
Bro-Phed Tabs 
Bromalix Elixir 
Bromanate Elixir 
Bromanate Expect 
Bromanate Expect DC 
Bromanyl Expect 
Bromatane Expect 
Bromatane Expect DC 
Bromenate Expect 
Bromodiphen Comp Exp. W/Cod 
Bromonate Expect 
Bromonate Expect DC 
Bromophen Elixir & TD Tabs 
Bromotuss Exp. W/Cod 
Bromphen Comp TD Tabs 
Bromphen Comp W/Cod 
Bromphen Expect 
Bromphen Expect DC 
Bromphen Expect DC W/Cod 
Bromphenate Expect 
Bromphenate Expect DC 
Brompheniramine Comp Elixir 
Brompheniramine Comp Expect 
Brompheniramine Expect 
Brompheniramine Expect DC 
Brompheniramine, Phenylephr1ne & 
Phenylpropanolamine 
Brompheniramine W/Cod Expe1:t 
Bromtane Expect 
Bromtane Expect DC 
Brophed Syrup 
Brophed Tablets 
Brophenyl Expect 
Brotane Expect 
Butabarb-Belladonna Elix, Tabs 
Butabell HMB Elix, Tabs 
Butagen Alka Caps 
Butan-K Tabs 

*Butazolidin Alka Capsules 
Butibel Elix, R.A. Tabs, Tabs 
C.D.F. Plus Caps 

*Caldecort Ointment (Rx) 
Caramiphen Edisylate & 
Phenylpropanolamine Caps 
Cantil W/PB Tabs 

Caquin Cream 
Carbrital Elixir 
Carbrital Kapseals 
Cartrax Tablets 

*Celestone W/Neomycin Cream 
Cenalene Elixir 
Cenalene Tablets S.C. 
Cerebro-Nicin Caps 
Cetacaine BT6 Spray 
Cetacaine Kit 
Cetacaine Liquid 

*Chardonna Tabs 
Chardonna-2 Tabs 
Chlordiazepoxide Plus Caps 
Chlordiazepoxide W/Clindinium Caps 
Chlordinamide Caps 
Chlordinium Capsules 
Chlordinium Sealets 
Chlordiniwn Tablets 
Chlorex Caps 
Chlorofon-F Tab 
Chlorzone Forte Tab 
Chlorzoxazone W/APAP Tab 
Chlorzoxazone W/Acetaminophen Tab 
Chymolase Tablets 
Chymoral Tablets 
Clindex Caps 
Clinoxide Capsules 
Clipoxide Caps 
Clistin R-A Tabs 

*Clistin Expectorant 
*Coditrate Syrup 

Co-Perazine Caps TD 
Co-Pyronil Caps P.ediatri,e Caps & Su-sp 
Com-Par Capsules 
Com-Pro Caps 
Com-Pro-Span TD Caps 
Combagen Caps 
Combid Spansules 
Combined T.D. Caps 
Cophed-C Expt 

*Cor-Tar-Quin Cream 
Cor-Tar-Quin Forte Cream 

*Cor-Tar-Quin Lotion 
Cordamine PA Tabs 
Cordran-N Cream 
Cordran-N Oint 
Corovas Tymcaps 
Corque Cream 
Cort-Quin Cream 
Cortin Cream 
Cortisporin Cream 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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*Cortomycin Oint 
Cycladate 
Cyclandelate Caps 
Cyclorex Caps 
Cyclospasmol Capsules 
Cyclospasmol Tablets 
Cydel Capsules 
Cyvaso Caps 
D-Vaso Capsules 
D-Vaso-S Liquid 
Dainite Tablets 
Dainite-KI Tablets 
Daricon W/PB 
Deaner Tablets 
Dek-Quin Cream 
Dek-Quin Lotion 
Deprol Tablets 

*Di.anabol Tabs 
Dibent-PB Tablets 
Dibenzyline Capsules (Exception: 

Diagnosis of -Pheochromocytoma) 
Dicyclomine HCL W/PB Caps 
Dicyclomine HCL W/PB Tabs 
Dihydro Codeine Comp Caps 
Dimalix Elixir 
Dimetane Expect 
Dimetane Expect DC 
Dimetapp Elixir & Extentabs 
Dipyridamole Tab (Lemmon) 
Diutensen Tablets 
Dixatal Elixir 
Dixotuss Liquid 
Domeform-HC Cream 
Donabarb Tabs 
Donna-Phenal Elix 
Donnamor Elix 
Donnatal Caps, Elix, Tabs 
Donnatal 112 Tabs 
Donnatal Extentabs 
Donnatal Plus Liq, Tabs 
Donphen Tabs 
Dri-Phed W/Cod Expect 
Duotrate - 30 Caps 
Duotrate - 45 Caps 
Durel-Cort V Cream 
Durel-Cort V Oint 
E.T.H. Syrup Comp 
E.T.H. Tablets Comp 
Eldertonic 
Enarax 5 & 10 

+Equagesic Tablets 
Equanitrate 
Equazine Tabs 

*Erythrocin Top Oint 
*Erythr~mycin Top Oint 

F.E.P. Cream 
Federinal Susp 
Fedrinal Susp 

*Florine£ Lotion 
Forhistal Lontabs 

*Fluonid-N Cream 
Gantrisin Vaginal Cream 
Gecil Expect 
Geravite Elixir 
Geravite Inj 
Geroniazol Elixir 
Geroniazol Tablets 
Geroniazol-TT Tablets 
Gevizol Liquid 
Gevizol Tablets 
Glycopyrrolate W/PB Tabs 
H & I Cream 
H.C.I. Cream & Oint 
HCV Cream 
H.V.B. Cream 
Haponal Tabs 
Hasp Elix, Tabs 
Hemorrhoidal-HC Supp 
Hemorrhoidal-HC Unisert 
Hemorroid-HC Supp 
Hemorroidal-HC Supp 
Hemusol-HC Supp 
Hepto Tabs 
Heptogesic Tablets 
Hexabamate Tabs 
Hista Cl~pane Caps 
Histatap Elixir & TD Tabs 
Hybephen Elix, Tabs 

*Hybephen LA Cap 
Hydrocortisone W/Iodochlorhydroxyquin 
Hydrocortisone W/Neomycin 
Hydromax Syrup 

*Hydromet Lot 
Hydrophed Syrup 
Hydrophed Tabs 
Hydroxy Compound Tabs 
Hydroxy Ephed Syrup 
Hydroxyephed Tabs 
Hydroxyzine Comp Syrup 
Hydroxyzine Comp Tabs 
Hydroxyzine Plus Liquid 
Hydroxyzine Plus Tabs 
Hydroxyzine, Theoph & Ephed Tabs 
Hyonatol-B Elixir, Tabs 
Hyophen Tabs 

*Discountinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 

+New Ethoheptazine free formula is exempt. 
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Hyoscyamine CP Elixir 
Hyosophen Caps, Elixir, Tabs 
Hypnaldyne Tabs 
Hysone Ointment 
ICN-Isox Tabs 
Ilotycin Ointment 
Iodo-HC Cream 
Iodo-HC Mild Cream 
Iodo-HC Ointment 
Iodochlor Cream W/HC 
Iodochlor Ointment W/HC 
Iso-Perazine T.D. Caps 
Isobid Caps 
Isopropamide Caps 
Isopro TDC Caps 
Isopropazine Caps 

*Isordil W/Phenobarb Tablets 
Isoxsuprine HCL Tabs 

*Kenalog-S Cream 
*Kenalog-S Ointment 
*Kenalog-S Lotion 
Kinesed Tabs 
Koro-Sulf Vaginal Cream 
Lanabutazone Comp Caps 
Lanvisone Cream 
Levsin W/PB Drops, Elix, Tabs, 

Time Caps 
Librax Caps 
Lidaform-HC Cream 
Lidaform-HC Lotion 
Lidinium Caps 
Lidoxide Capsules 
Luftodil Tablets 
Lufyllin-EPG Tabs & Elixir 
Lyrizine Tablets 
M-T Comp Tabs 
Mannitol Hexanitrate W/PB Tabs 
Maracon Tabs 
Marax Syrup 
Marax Syrup DF 
Marax Tablets 
Menic Tablets 
Mepergan Fortis Capsules 
Mepro Comp Tabs 
Mepro-Analgesic Tabs 
Mepro-Hex TM Tablets 
Mepr·obamate-Comp Tabs W/Tridi,hex 
Meprobamate-Plus Tabs 
Meprobamate, Ethoheptazin 

& Aspirin Tabs 
Meprobamate W/Tridihexethyl Tabs 
Meprogese Tabs 

Meprogesic Tabs 
Meprohex Tabs . 
Meproplus MLr Tabs 
Meprotrate-20 Tabs 
Methylandrostenediol Aq. Inj. 

*Meti-Derm W/Neomycin Aerosol & Oint. 
Metrazol Ampuls 
Metrazol Liquid 
Metrazol Tablets 
Midatap Elixir & Tabs 
Midrin Capsules 
Migral Tablets 
Milpath Tablets 
Miltrate Tablets 
Mity-Quin Cream 
Mivert Pellsules 
Murray-Gesic Tabs 
Mycocet Cream 
Myco-Aricin Cream & Oint 
Myco Cream & Oint 
Myco-Triacet Cream & Oint 
Myco-Tricolone Comp Cream 
Mycort Cream 
Mycogen Cream & Oint 
Mycolog Cream & Oint 
*Myconef Ointment 
Mytrex Cream & Oint 
N.N.G.T. Cream & Oint 
Naphcon-A 
Naptrate Tabs 20 mg 
Naturet1n-K Tablets 

*Neo Aristocort Cream & Oint 
*Neo Aris-tQcort Opth Oint. 
*Neo Aristoderm Aerosol 

Neo Cort-Dome Cream & Lotion 
Neo Decadron Top Cream 

*Neo Decaspray 
Neo Hytone Cream 
Neo Nysta-Cort Ointment 1% 
Neo-Cortef Cream, Oint & Lot 
Neo-Delta-Cortef Ointment 

*Neo-Diloderm Cream 
*Neo-Domeform HC Cream 
*Neo-Hydeltrasol Oint 
*Neo-Hydeltrasol Lot 
*Neo-Hytone Cream 
*Neo-Magnacort Oint 

Neo-Medrol Cream 
*Neo-Nysta-Cort Ointment 

Neo-Oxylone Ointment 
Neo-Parcort Ointment 
Neo-Polycin-HC 

*Neo-Resulin-F 

*Discontinued by manufacturer or proposed for DESI list and dis continued by 
manufacturer before action could be taken. 
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Neo-Synalar Cream 
*Neo-Tarcortin Ointment 
*Neomycin Sulf W/Hydrocortamate HCL Oint 
Neoquess Inj., Tabs 

*Neosporin Lotion 
Neosporin-G Cream 
NGT Cream 
Niapent Elixir & Tabs 
Nico-Metrazol Elixir & Tabs 
Nico-Vert Capsules & Tabs 
Nicotiacol Tabs 
Nicotinyl Alcohol Tabs 
Nicotinyl Tartrate Tabs 
Nicozol Elixir & Tabs 
Nilspasm Tablets T.D. 
Nioric Elixir & Tabs 
Nitranitol Tablets 
Nitranitol W/PB Tablets 

*Nitrin Tabs 
Normatane Elixir 

'i'(Nycin-HC Oint 
Nylidrin HCL Tabs 
Nysolone Cream & Oint 
Nyst-Olone Cream 

*Nysta-Cort Lot 
*Nystaform-HC Lotion & Oint 

Nystatin Cream W/Neomycin & 
Triamcin 

Nystatin Oint W/Neomycin & 
Triamcin 

Omni-Tuss Susp 
*Onycho-Phytex Sol 

Opcon-A Opth Sol 
Ophthel Liquid 
Orenzyme Bitabs & Tabs 
Oxaine-M Suspension 
P.E.T.N. Caps 30 mg 
P.E.T.N. Caps 30 mg T.D. 
P.E.T.N. Caps 80 mg 
P.E.T.N. Caps 80 mg T.D. 
P.E.T.N. Caps 80 mg T.R. 
P.E.T.N. Tabs 10 mg 
P.E.T.N. Tabs 20 mg 
P.E.T.N. Tabs 40 mg 
P.E.T.N. Tabs 80 mg 
P.E.T.N. Tabs 80 mg S.A. 
P.E.T .N. Tabs 80 mg T.D. 
P.E.T.N. Tabs W/PB 
P.V. Tussin 
Palbar Elix, Tabs 
Palbar 112 Tabs 
Pamate 200 Tabs 
Pamate 400 Tabs 
Pamine W/PB Drops, Elix, Tabs 

Panzol Liq 
Papase Tablets 
Parafon Forte Tabs 
Par Pent Liq & Tabs 
Par-Eth Tablets 
Par-Cream 
Par Vag Supp 
Parlib-X 
Parothyl Tablets 
Pathibamate Tablets 
Pathilon Sequels 
Pathilon Sequels W/PB 
Pathilon Tabs 25 MG (W/PB 15mg) 
Pedi-Cort-V-Cream 
Penalate Elixir 
Pentacort Cream 
Pentraspan 30 Caps 
Pentritol Tempules 30 mg 
Pentritol Tempules 60 mg 
Pentrol T.D. Caps 30 mg 
Pentryate - 80 Caps 
Pentrylan Tabs 10 mg 
Peritrate W/PB Tabs 
Peritrate -SA Tabs 80 mg 
Peritrate-SA W/PB Tabs 
Peritrate Tabs 10 mg 
Peritrate Tabs 20 mg 
Peritrate Tabs 40 mg 
Pharma-Gesic Tabs 
Pharmased Caps, Elix, Tabs 
Phenergan Expect 
Phenergan Expect W/Cod 
Phenergan Pediatric Expectorant 
Phenergan VC Expect 
Phenergan VC W/Cod Expect 
Phenobarbital W/Belladonna Elix, Tabs 
Phenobella Tabs 
Phenylbutazone Alka Caps 
Phenybultazone Plus Caps 
Phenylbutone-A Caps 
Phenylzone-A Capsules 
Potaba Capsules 
Potaba Envules 
Potaba Powder 
Priscoline Injection 25mg 
Priscoline Lontabs 80mg 
Priscoline Tablets 25mg 
Probanthine W/PB Tabs 
Pro-Bid Caps 
Pro-Iso Caps 
Prochlor !so-BID 
Prochlor-Iso T.R. Caps 
Prochlorbid Lanacaps 
Prochlorperazine W/Isopropamide 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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Proclan Expect 
Proclan Expect VC 
Proclan Pediatr ic 
Proclan V.C. W/Cod Expect 
Proclan W/Cod Expect 
Prometh Expect 
Prometh Expect VC W/Cod 
Prometh W/Cod 
Prometh W/Dextrometh 
Prometh Pediatric 
Promet hazine Comp W/Cod Expect 
Promethazine Expect 
Promethazine Expect DC 
Promethazine Expect DC W/Cod 
Promethazine Expect DM 
Promethazine Expect Pediatric 
Promethazine Expect V.C. 
Promethazi ne Expect VC W/Cod 
Promethazine Expect W/Cod 
Promethazine Expect W/Cod & Decong 
Promethazine Expect W/Decong 
Promethazine Expect W/Phenyleph 
Promethazine Expect W/Phenyleph 

& Cod 
Promethazine HCL VC Expect W/Cod 
Promethazine HCL W/Cod 
Promethazine W/Cod 
Promex W/Cod 
Promide W/PB Tabs 
Propantheline BR W/PB Tabs 
Propazine TD Caps , 

*Propion Gel 
Protran Plus Tabs 
Purebrom Elixir & Comp TD Tabs 
Puretane Expect 
Puretane Expect DC 
Pylora Tabs 
Pyribenzamine W/Ephedrine Tabs 

*Pyribenzamine Expectorant 
With Ephedrine 

Quadrinal Susp. & Tabs 
Quibron-Plus Caps & Elixir 
Racet Cream 
Racet Forte Cream 
Racet LCD Cream 
Rautrax Tablets 
Rautrax-N Modified Tablets 
Rautrax-N Tablets 
Regal-Bid Caps 
Regal-DC Caps 
Regal Log Cream & Oint 
Relaxadon Tabs 
Relaxadonna Tabs 

*Robinul-PH Tabs 

Rofed C. Syrup 
Roniacol Elixir 
Roniacol Tablets 50 mg 
Roniacol Timespan 
Ronigen Timetabs 
Rotane Expect DC 
Rotapp Elixir 
Ru-Vert Liquid & Tabs 
Ruhexatel W/Reserpine Tabs 
Rycotin Time-Tabs 
S-T Decongest Liquid 
SBP Tabs 
SBP Pl us 
Scodonnal Elix, Tabs 
Scot atal Caps 
Sedabel Elix, Tabs , Time Caps 
Sedacord Tabs 

*Sed-Tens Tymed 
Sedachol Caps 
Sedalix Elix 
Sedapar Elix, Tabs 
Senilex Tabs 
Senilezol Elixir & Caps 
Sinodeine Caps 
Sorbitrate Tablets W/PB 
Spabelin #1 and #2 Tabs 
Spalix Elix, Tabs 
Spasdel Caps, Elix 
Spasloids Tabs 
~pasmacaps Caps 
Spasmate Tabs 
Spasmolin Caps, Elixir Tabs 
Spasmophen Elixir Tabs 
Spasquid Elixir 
Spastolate Elixir, Tabs, Time Caps 
Speniacol Tabs 
Spenpath Tabs 
Spentane Expect 
Spentane Expect DC 
Stera-Form Cream 
Steraspasmol Caps 
Sterazolidin Capsules 
Steroform Cream & Oint 

*Supertah-HC Oint 
Susano Elixir, Tabs 
Su-Ton Liquid 
Su-Zol Liquid 

+Synalgos Caps (new & old formula) 
+Synalgos-DC Caps (new and old formula) 
Synalgen-DC Caps 
T.C.M. Tabs 
T.E.H. Comp Tabs 
T.E.H. Tablets 
T.T.H. Tabs 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 

+Promethazine free formula is exempt (synalgos is an OTC). 
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T-Gen Supp 
Tagatap Elixir & Tabs 
Tamine El ixi r & SR Tabs 
Tega-Vert Capsules & Tabs 
Tegagen Supp 
Tegamide Supp 

*Terra-Cortri l Aerosol & 
Ointment 
Theda CDP Plus Caps 
Theda MEP Plus Tabs 
Theda Prochloramide 
Theophedrizine Tabs 
Theophozine Liquid 
Theophozine1 Tabs 
Theophylline Plus Elixir 
Theophylline , Ephed & 
Hydroxyzine 

Theozine Syrup & Tabs 
*Thephorin Expectorant 

Therax Tabs 
Tigan Caps 
Tigan Pediatric Supp 
Tigan Supp 
TMC-200 Tabs 
TMC-400 Tabs 
Tolazol ine HCL Tabs 
Tranquigesic Tabs 
Tri-Bamate Tablets 
Tri-Statin Cream 
Tri-Statin Oint ment 
Tri Phen Elixir 
Triacin C Exp 
Triacin C Syrup 
Triafed-C Syrup 
Triamcinolone Cream & Oint 

W/Nystatin Plus 
Triamcinolone NNG Cream 
Triamcinol one Pl us Cream 
Tribamate Tabs 
Tridihexethyl CL W/Mepro Tabs 
Trihexftmate · 
Trimate 
Trimethobenzamide Supp 
Triprobamate 
Tritran-400 
Trocinate Table t s 
Tuss-Ade Cap s 
Tuss-Aid Caps 
Tuss-Allernade Caps 
Tuss-Coryztime 
Tuss-Or Caps 
Tuss-Ornade Liquid & Spansules 
Tuss Allergine T.D. Caps 

Tuss Danabe Caps 
Tuss Danbade Caps 
Tuss Genade Liquid & Caps 
Tussadon Improved TD Caps 
Tussadon Liquid 
Tussanbade Caps 
Tussionex Susp, Tabs & Caps 
Tuzone Tab 
Uni-Com Cap 
Uni-Para Plus Tabs 
Uni-Prob W/PB 15mg Tabs 
Vagitrol Cream & Supp 
Valpin-50-PB Tablets 
Valpin W/PB Elixir & Tabs 
Vaso-80 Unicelles 
Vasocen Tabs 
Vasocon-A Drops 
Vasodigen Tabs 
Vasodilan INJ/Ampul 
Vasodilan Tablets 
Vasoprine Tablets 
Vasorex Tabs 
Vasostin Tabs 
Vel tap Elixir 
Vernacel Oph Sol 
Vio-Hydrocort Cream 
Vio-Pramasone Cream & Lot 
Viodo Cream 
Vioform-H.C. Cream 
Vioform-H.C. Cream Mild 
Vioform-H.C. Lotion & Oint 
Vioform-H.C. Oint Mild 
Viota~ Cream 
Vistrax 5 & 10 
Vita-Metrazol Elixir & Tablets 
Vytone Cream 
Westap·p Elixir 

*Westiazole Vaginal Cream 
Wyanoids-HC Suppositories 
Zactane Tablets 
Zactirin Tablets 
Zactirin-Compound-100 Tablets 

*Ze-Tar Quin Cream 
·kzetone Cream 

Zoxaphen Tab 

*Discontinued by manufacturer or proposed for DESI and discontinued by 
manufacturer before action could be taken. 
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STA TE OF NEW JERSEY 

Department of H wnan Services ~ 
1 JAN 2 1985 

Division of Medical A•iatance and Health Services 

New Jersey Health Services Program NEWSLETTER 

TO: 

EFFECTIVE: 

SUBJECT: 

December 24, 1984 

Administrators - General and Psychiatric Hospitals 

Immediately 

Policy on Reserving Medicaid Patient's Bed When 
Transferred from Long-Term Care Facility to Hospital 

PURPOSE: This newsletter is to inform hospital administrators that the New 
Jersey Medicaid Program now requires nursing homes to reserve a 

Medicaid patient's bed up to ten days when that patient is transferred from a 
Medicaid approved long-tenn care facility to a hospital. 

BACKGROUND: Governor Kean signed l.1984, c.134, on September 5, 1984 which 
requires reserving the bed of a resident of a skilled nursing or 

intennediate care facility who is a recipient of medical assistance under L.1968, 
c.413, and who is discharged to a general or a psychiatric hospital. The following 
are quotations from the law: 

1. "Every skilled or intermediate care nursing facility in this 
State shall maintain a bed for an eligible resident for a period 
not to exceed 10 days. The facility shall notify the Division 
of Medical Assistance and Health Services in the Department of 
Human Services upon the discharge of an eligible resident to a 
general or psychiatric hospital 11

• 

2. "If the discharged resident is unable to return to the nursing 
facility before the end of the 10 day period, the discharged 
resident shall have priority for the next available bed in the 
facil ity 11

• 

ACTION REQUIRED BY HOSPITAL: The following action by the hospital staff will 
facilitate the recipient's return to the long-term 

care facility: 

1. Involve the long-term care facility in the preparation 
of the hospital's discharge planning; 

2. Advise the facility of an anticipated discharge date; 



3. Cooperate with the long-term care facility when inquiring of the 
recipient's progress, particularly if something unexpected 
happens which causes a revision to the discharge plan; and 

4. Give the long-term care facility as much advance notice as 
possible to prepare for the return of the recipient. 

When the 10 day bed reserve is exceeded and no bed is available in the long-term 
care facility from which the patient was transferred, the hospital must provide the 
level of long-term care determined by the PRO until such time as the bed is 
available to the Medicaid recipient. 

Any questions concerning the Medicaid reserve bed policy may be directed to the 
Medicaid District Office Administrator. 



STATE OF NEW JERSEY REC'D JAN 2 5 1985 
Department of Human ~rvicea 

Dmaion of Medical Aailiance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... .J?.::AJ.! .. 

TO: All Providers 

SUBJECT: Direct Reimbursement from 
Third Party Health Insurers 

EFFECTIVE: Immediately 

February 4, 1985 

BACKGROUND: Federal 'and New Jersey laws require that all other sources of 
payment for medical care be used before the New Jersey Medicaid 
Program is asked to pay. 

Problems in billing third party health insurers arise when the policy holder 
is an absent parent who cannot be contacted to sign a claim form or when the 
insurer sends payment directly to the Medicaid recipient who then neglects to 
pay the insurance claim money to the provider. 

Each Medicaid recipient, as a condition of eligibility for Medicaid benefits, 
assigns to the Commissioner of the Department of Human Services any rights to 
payment for medical care from any third party. By taking the actions given 
below, a provider will receive direct payment from the third party health 
insurer for services provided to a Medicaid recipient. This is based on 
N.J.S.A. 30:40-7.1 (c). 

ACTION: New Jersey Medicaid recipients are deemed to have assigned their 
rights to payment for medical care from any third party. Thus, 

the Commissioner of the Department of Human Services authorizes all approved 
Medicaid providers to sign private health insurance claim forms for services 
provided to eligible Medicaid recipients, including a claim form requiring the 
signature of an absent parent -0r guardian who cannot be contacted. This will 
enable providers to obtain direct reimbursement. 

To obtain direct reimbursement, the provider must sign the insurance claim 
fonn in the space provided for the signature of the patient or parent/guardian. 
The provider's signature must b~ followed by the identification of the provider 
as; "Assignee for the Commissioner, New Jersey Department of Human Services". 
This statement does not apply to claim forms submitted directly to the New 
Jersey Medicaid Program for payment. 

Please file this Newsletter with Chapter I of your ,New Jersey Medicaid Program 
Provider Manual. If you have any questions, please contact Murray Goldberg, 
Chief of Third Party Liability Programs, Office of Program Integrity Adminis­
tration, Division of Medical Assistance and Health Services, at (609) 984-7096. 



STATE OF NEW JERSEY 

Department of Human Servicea 

Division of Medical A•iatance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume ..... ?.::.4.l.J. 

TO: 

SUBJEGT: 

EFFECTIVE : 

BACKGROUND: 

ACTION: 

Procedure 
Code 

8504 

8526 

8730 

8761 

February 19, 1985 

INDEPENDENT LABORATORY PROVIDERS, PHYSICIANS AND PODIATRISTS 

PROCEDURE CODE REVISIONS TO THE LABORATORY SECTION OF THE 
PROCEDURE CODE MANUAL 

March 1, 1985 

The New Jersey Medicaid Program continually updates the 
Procedure Code Manual as necessary. New and revised procedure 
codes are now being implemented for laboratory services. 

Please note that procedure codes 8504, 8526, 8730 and 8761 have 
a change in the fee schedule only. This is in accordance with 
the Medicare and Medicaid Budget Reconciliation Amendments of 
1984., which require the establisrmerit of areawide fee schedules 
for clinical diagnostic laboratory tests. The fee schedule is 
set at 60% of the prevailing charge level for the area for 
similar clinical diagnostic laboratory tests. 

Listed below are the newly added/revised. laboratory procedure 
codes, which will be effective for all claims received on or 
after March 1, 1985. Please update your Procedure Code Manual 
accordingly. 

Medicaid 
Dollar 

Descr iption Value 

Ca re i noembryo ni c Antigen (CEA) (RIA) 22.40 

(RAST) Each additional Antigen 4.80 

Thromboplastin Generation Test 9.00 
(TGT) 

Triglycerides (Neutral Fat ) 8.30 



8867 

8868 

8988 

8998 

8999 

- 2 -

Cu 1 tu re , Fu n g u s ( de f i n i t i v e ) ( e . g . , 
Candida Albicans). 

Yeast Screen (not definitive) from 
Urine, Vaginal or Throat Cultures 
on l y ( e . g • , germ tu be ) . 

House Ca 11 to Home Bound Patient in 
Home or Sheltered Boarding Home for 
purpose of obtaining blood by venous 
or arterial puncture. Reimbursement 
limited to once per trip regardless 
of number of patien~s. 

Visit to obtain Blood Specimens by 
venous or arterial puncture "First 
person in Nursing Home" 

V i s i t to ob ta in 81 o o d Spec i me n s by 
venous or arteria 1 puncture "Each 
additional person in Nursing Home" 

8.00 

3.00 

10.00 

1.80 

0.60 

If you have any questions regarding this newsletter, please contact 
Phyllis Valeri, Laboratory Services, Division of Medical Assistance and 
Health Services, at (609) 292-7673. 



STATE OF NEW JERSEY 

Department of Human Services 

REC'D APR 2 
7985 

Division of Medical Asaiatance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume -. ... P.:.-.4.lil 

TO: 

SUBJECT: 

EFFECTIVE: 

PROSTHETIC AND ORTHOTIC PROVIDERS 

REVISED BILLING PROCEDURES FOR SHOES 

FOR SERVICES RENDERED ON OR AFTER APRIL 15, 1985 

BACKGROUND: The Division of Medical Assistance and Health Services adopted 
an amended rule in the New Jersey Administrative Code (N.J.A.C. 

10:55-1.5, 1.8, 3.1) effective Apri1 15, 1985. The rule deleted the current 
price list from the schedule of shoes. In addition, certain procedure codes 
identified by an asterisk (*)maybe performed by providers other than cer­
tified prosthetists and orthotists. 

PURPOSE: The primary purpose of this newsletter and attachment is to 
replace the existing schedule of shoes and shoe appliances 

schedule of allowances on pages 46 through 48 with the new pages with the same 
number. The procedure code number and narrative description remain the same; 
the dollar figures under the heading "maximum pair price" have been deleted. 

The secondary purpose is to issue replacement pages for pages 35, 38, 41, 42, 
43 which indicate the asterisked (*) procedures. There is no change in the 
procedure code, narrative description, or Medicaid fee schedule on these 
pages. This new reimbursement formula will apply only to procedure codes 
numbered 5120 through 5260. 

ACTION: Providers will continue to complete the claim form (MC-15-Cl) 
in the same manner, including making all appropriate entries in 

Item 13. Providers must attach a copy of the invoice to the contractor's copy 
of the claim form. The invoice must clearly identify the shoe that corre­
sponds to the entry or entries on the claim form. 

If the patient has both Medicare and Medicaid coverage, the invoice must be 
attached to the HCFA-1500 claim form that is submitted to the Prudential 
Insurance Company for payment. 

The Prudent ial Insurance Company will process the claim and make payment by 
adding 50 percent to the invoice cost. If the invoice cost is excessive in 
comparison to invoice costs submitted by other providers, the provider may be 
required to supply additional information. 

INSTRUCTIONS: Providers are instructed to delete Chapter IV, pages 35, 38, 
41 through 43, 46 through 48 and replace them with the attached 

pages with the same numbers. 



, I 

If t 1here are any questions concerning .the new reimbursement methodofogy~ 
please contact the Prudential Insurance Company .at ·thefr toH .. free number, 
800-582-7052. · 

NOTE: Prior authorization ·for repairs - ·F.-ffectiv-e April 15, 1985 repai'rs 
or replacement of parts involving solely the mechanical aspe~ts of .a 

pro.sthetic and orthotic appliance which are $100 or 1ess wi11 not require 
prior authorization from the Medicaid District Office. If .the cost of the 
repair or re,placement exceeds $100, then prior authorization will be required .. 

This ch-.ange occurred when the Prosthetic a-nd Orthoti.c Manual {:N.J,.A.C. 
1.0:55-1) -was readopted pursua11t to Ex-ecuti.ve Or·der N.o . . 66 (1978). 



Code 

6621 

6622 

6625 
6626 
6627 
6628 
6629 
6630 
6631 

6635 
6636 
6637 
6638 
6639 

6643 

*6644 

*6645 

4/ 15/ 85 

PROSTHETIC & ORTHOTIC CODES, DESCRIPTJONS & PRICES 

PROSTHETIC DEVICES 

Description 

SOCKETS 

Plastic socket with shoulder cap for 
disarticulation 
Plastic socket and upper arm 

ELBOW HINGES 

Flexible hinges WO or BE 
Polycentric hinges 
Below elbow step up hinges 
Outside locking hinges 
Stump activated lacing hinges 
Foreann lift assist elbow 
Above elbow locking elbow 

WRIST UN ITS 

Fri ct i on w ri st 
Oval friction wrist 
Quick change wrist 
FM wrist disconnect 
Flexion wrist 

OTHER 

Consultation without prov1s1on of an appliance 
Note: ~~ust have written prescription from physician, 

must be documented in patient's chart. 
Labor charge per hour 
No te : A l l owed for rep l ace rre n t o r rep a i r 
Portal to portal travel time 

35 

Medicaid 
Fee 

$ 250.00 

150.00 

$ 46.00 
52.00 
65.00 

156. 00 
170.00 
190.00 
?.28.00 

$ 40.00 
42.00 
55.00 
70. 00 

175.00 

$ 30.00 

35.00 

30.00 



C 
I 

Code 

PROSTHETIC & ORTHOTIC CODES, DESCRIPTIONS & PRICES 

ORTHOTIC PROCEDURES 

Description 

ORTHOTIC REPLACEMENT - REPAIR 
(No additional labor charge) 

6705 · Complete recovering of Cowhorn 
(not including corset front) 

6706 Complete recovering of Knight Spinal 
(not including corset front) 

6707 Complete recovering of McCausland 
(not including corset front) 

6708 Complete recovering of Williams Flexion 
(not including corset front) 

6709 
6710 
6711 
6712 
6713 
6714 
6715 
6716 
6717 
6718 
6719 
6720 
6721 
6722 

6727 
6728 
6729 
6730 
6731 
6732 

ORTHOTIC REPLACEMENT - REPAIR PLUS LABOR 

Axillary strap 
Perineal Strap 
Apron Front 
Corset Front 
Full corset front 
Maternity Corset front 
Replacement pelvic girdle 
Upright anterior 
Upright posterior 
Occipital pads 
Standard chin piece 
Throat mold 
With axillary crutches additional 
Gluteal straps (each) 

CORR EC TI ON PADS - REPLACEMENT ONLY 

Ax i 11 a 
Kyphosis 
Lumbar bolster 
Lumbar or lumbar rib 
Sterna 1 
Thoracic 

CASTING - (When required and documented) 

*6735 
*6736 
*6737 

Foot 
Foot, Ankle 
Foot, ankle, shin 

6738 
6739 
6740 
6741 

4/15/85 

Foot, ankle, shin, knee 
Knee 
Thigh 
Full leg 

38 

Medicaid 
Fee 

$ 120.00 

98.00 

100.00 

175.00 

$ 10 .00 
3.00 

25.00 
40.00 
72 .00 
65.00 

455.00 
32.00 
32.00 
32.00 
30.00 
30.00 
39.00 

7.50 

$ 39.00 
25.00 
25.00 
39.00 
39.00 
39 .00 

50.00 
65.00 
70. 00 
80.00 
60.00 
85.00 

140.00 



Code 

6774 

6775 

6778 
6779 

6780 

6781 

6782 

6785 
6786 
6787 
6788 
6789 
6790 
6791 

*6793 
6794 
6795 

6796 
*6797 
*6798 

6799 

*6800 

*6801 

*6802 
6803 

4/15/85 

PROSTHETIC & ORTHOTIC CODES, DESCRIPTIONS & PRICES. 

ORTHOTIC PROCEDURES 

Description 

KNEE ANKLE FOOT ORTHOSIS (KAFO) 

Full plastic, molded to patient model 
(SKA floor reaction design) 
Plastic knee ankle foot orthosis 
(rrolded to patient model) 

TORSION CONTROL 

Bilateral rotation straps, pelvic band/belt 
Bilateral torsion cables, hip joint, pelvic 
band /be 1 t 
Unilateral torsion cables, hip joint, pelvic 
band/belt 
Bilateral torsion cables, ball bearing hip 
joints, pelvic band/belt 
Unilateral torsion cables, ball bearing hip 
joints, pelvic band/belt 

HIP 

ABDUCTION CONTROL OF HIP JOINTS 

Frej ka type with cover 
Additional Frejka cover 
Pavlik harness 
Static, pelvic band or spreader bar, . thigh cuffs 
Static, adjustable, custom fitted (llfield) 
Static, plastic, custom fitted 
11 A11 Frame 

COMPONErHS 

(Same code applies to order with new orthosis, and repair 
or replacement with existing orthosis). Additional 
allowance for labor on repair and/or replacement 
Heel to toe Shank 
Limited ankle motion, each joint 
Dorsiflexion assist (plantar flexion resist), 
each joint 
Dorsiflexion and plantar flexion assist/resist 
Split flat caliper stirrup and plate attachment 
Round caliper and plate attachment 
Foot plate, rrolded to patient model, 
stirrup attachment 
Varus/Valgus correction ("T") strap, 
standard; or malleolus pad 
Varus/Valgus correction ("T") strap/ 
padded/lined 
Molded inner boot 
Abduction bar (bilateral hip involvement), 
jointed adjustable 

41 

Medicai d 
Fee 

$ 710.00 

1,120.00 

$ 90 . 00 
161.00 

123.00 

120.00 

82.00 

$ 52.00 
21.00 
67.00 

280 .00 
105.00 
105.00 
385.00 

$ 30.00 
32.00 
35.00 

77.00 
56 .00 
45.00 

188. 00 

32.00 

3? .00 

87 .00 
105.00 



Code 

*6804 
6805 
6806 

6807 

6808 

6809 
6810 
6811 

6812 
6813 
6814 
6815 
6816 
6817 

6818 

6819 
6820 
6821 
6822 
6823 
6824 
6825 
6826 
6827 
6828 
6829 
6900 
6901 
6902 

6903 

6904 
6905 
6906 
6907 
6908 
6909 

4115/851 

PROSTHETIC & ORTHOTIC CODES, DESCRIPTIONS & PRICES 

ORTHOTIC PROCEDURES 

Description 

COMPO~ENTS CONT'D 

Straight abduction bar 
Non-molded lacer (tibial) 
La ce r , mo l de d to pat i en t 
mode 1 (tibia 1 ) 
Pre-tibial shell molded to 
patient model 
Prosthetic type BK socket, molded 
to patient 
Calf band 
Ca 1 f cuff 
Replace~nt single upright, free 
plantar/dorsiflexion 
Free knee, each joint 
Locked knee 
Drop lock, each joint 
Bail lock, complete 
D i s c o r di a 1 1 o c k , ea ch j o i n t .~ ~ 
Lift loop for drop lock ri~g 
(extension) 
Knee control strap or pad (knee 
cap puller or varus/valgus correction sttap) 
Thigh band (distal) 
Thigh band (proximal) 
Ischial ring or band 
G 1 u te a 1 t hi g h band 
Distal leather thigh cuff 
Proximal leather thigh cuff 
Long thigh lacer 
Molded thigh lacer 
High roll cuff 
Recover ischial ring 
Quadrilateral socket (as prosthetic) 
Hip joint (free) 
Hip joint (flex ion) 180 degree. stop 
Hip joint, clevis type, or thrust 
bearing, free, each 
Hip joint, clevis or thrust bearing 
1 ock, each 
Di al lock 
4 way hip joint 
Pelvic band half 
Pe.1 vi c band fu 11 
Pel vie be 1t 
Gluteal pad 

42 

Medicaid 
Fee ·, 

S 60.00 
110. 00 
190 .00 

315.00 

420.00 

34.00 
52.00 
75.00 

67.00 
70.00 
70.00 
75 .00 

125. 00 
74.00 

54.00 

42.00 
42 .00 

106.00 
82.00 
80.00 
85 .00 

120.00 
210.00 
50.00 
72.00 

'560.00 
63.00 
75.00 
78.00 

78.00 

.120 .. 00 
175.00 
50.00 
72.00 
80.00 
55.00 



PROSTHETIC & ORTHOTIC CODES, DESCRIPTION & PRICES 

ORTHOTIC PROCEDURES 

Medicaid 
Code Descrietion Fee 

GENERAL OR NEW ORTHOSIS OR REPAIR OR REPLACEMENT 

6915 Extension; per extension, per bar $ 30.00 
*6916 11 0 11 ring 11.00 

6917 Bullet (spring loaded) retentions 25.00 
*6918 Velcro strap 18.00 

6919 Joint cover 20.00 
6920 Puller cuff 61.00 
6921 Puller strap 40 .00 

*6922 Tibial torsion (built in orthosis) 40.00 
*6923 Torsion twister 

(Becker) 
stirrup shoe attachment 40. 00 

6924 Knee cap 45 .00 
6925 Pull knee cap 65 .00 

*6926 Torsion cable 35.00 
*6927 Stirrup Transfer 35.00 

OTHER --
*6939 Labor per hour $ 35.00 

NOTE: Allowed for replacement or repair 
6940 Consultation without provision of an appliance 30.00 

Note: Must have written prescription from physician, 

*6941 
must be documented in patient's chart. 

Travel time (portal to portal) 30.00 
Maximum 3 visits to measure-fit-deliver 
(Documentation & prescription required for 
additional visits) 

FRACTURE ORTHOSIS 

6944 Femoral fracture cast orthosis $ 650.00 
(University of Miami design), 
includes all necessary ad,iustments 

6945 Tibial fracture cast orthosis 420.00 
(University of Miami design), 
includes all necessary adjustments 

SUPPORTS 

6356 Hernia Support, Unilateral $ 40.00 
6357 Hernia Support, Ril a tera l 60.00 
6358 Scrotal Truss, Unilateral 38.00 
6359 Scrotal Truss, Bilateral 60 .00 

4/15/85 43 
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SHOES AND SHOE APPLIANCES SCHEDULE OF ALLOWANCES 

Code 

SHOES FOR CHILDREN - All regular constructed with leather sole, steel 
shanks. 

5120 Infants up to size 6 
5121 Infants from 6-1/2 to 8 
5122 Child's from size 8-1/2 to 12 
5123 Miss from size 12-1/2 to 3 
5124 From 3-1/2 to 4 
51?.5 From 4-1/2 to 7 
5126 Boy's from 12-1/2 to 3 
5127 Boy's from 3-1/2 to 7 
5128 High Shoes from 12-1/2 to 3 
5129 High Shoes from 3-1/2 to 4 

ORTHOPEDIC SHOES - with Thomas Heels & Long Counters. 

5140 Infant's up to size 6 
5141 Infant's from 6-1/2 to 8 
5142 Child's from size 8-1/2 to 12 
5143 Misses from size 12-1/2 to 3 
5144 From 3-1/2 to 4 
5145 Boy's shoes from 12-1/2 to 3 
5146 Boy's shoes 3-1/2 to 4 
5147 Boy's shoes 4-1/2 to 6 
5148 High shoes 12-1/2 to 3 
5149 High shoes 3-1/2 to 4 
5150 High shoes 4-1/2 to 6 

5151 All extra width shoes - EE - EEE 

WOMEN'S ORTHOPEDIC SHOES 

5160 Oxford shoes - sizes through 10 
5161 Oxford shoes - sizes 10-1/2 to 12 
5162 High shoes - sizes through 10 
5163 High shoes - sizes 10-1/2 to 12 
5164 Bunion last oxford shoes - sizes through 10 
5165 Straight inner border last oxford shoes -

I inch heel - sizes through 10 
5166 Heavy weight-long counter oxford shoes -

sizes through 10 
5167 Straight last oxford with out-flare, round 

toe box - sizes through 10 
5170 All extra width shoes - EE - EEE 
5171 ADDITIONAL CHARGE for oxfords over size JO 
5172 ADDITIONAL CHARGE for high shoes over size 10 

5180 
5181 
5182 
5183 
5184 

4/ 15/85 

MEN'S SHOES - Regular with leather sole, steel shanks 

Size 6-1/2 to 12 
Size 12-1/2 to 13 
Size 13-1/2 and over 
High shoes 6-1/2 to 12 
High Shoes 12-1/2 to 13 

46 



SHOES AND SHOE APPLIANCES SCHEDULE OF ALLOWANCES 

Code 

MEN'S SHOES - Regu 1 ar with leather so-le, s1ee,l shank~ 

5185 Over size 13 
5186 EE and EEE and EEEE 

MEN Is ORTH OPED IC SHOES 

5190 Oxfords - with Thoma.s Heels up to si.ze ·12 
5191 High shoes - with ThElams Heels .up to si2e. 12 
5192 Size 12-1/2 to 13 
5193 Over size 13 
5194 EE and EE.E and EEEE 
5195 Special shoes to accommoda te Ha.llux .Va.1g;t:.ts. 

STRAIGHT LAST OXFOR DS - with or without 1~omg .counte:rs, and/or 
Thomas Mee1s 

5200 
5201 
5202 
5203 
5204 
5205 
5206 
·5207 

Size up to 6 
Size 6-1/2 to 8 
Size 8-1/2 to 12 
Size 12-1/2 to 3 
Size 3- 1/2 to 4 
Size 4-1/2 to 7 
Size 7-1/2 to 9 
Size 9-1/2 to 12 

STRAIGHT LAST HIGH SHOES 

5210 Size up to 6 
5211 Size 6-1/2 to 8 
5212 Size 8-1/2 to 12 
5213 Size 12-1/2 to 3 
5214 Size 3-1/2 to 4 
5215 Size 4-1/2 to 7 

SUPINATOR SHOES ( In flare last) 

5220 Babies, size 3 to 6 
5221 Infants, size 6-1/2 to 8 
5222 Childs, size 8-1/2 to 12 
5223 Juniors, size 12-1/2 to 3 
5224 Size 3 up 

PRONATOR SHOES (Outflare last) 

Babies - infants, size 2 to B 
Child, size 8-1/2 to 12 
Juniors, size 12-1/2 to 4 

5230 
5231 
5232 
5233 
5234 

Open toe pre-walker, size 000 to 4 
Size 4-1/2 to 6 
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SHOES AND SHOE APPLIANCES SCHEDULE OF ALLOWANCES 

Code 

SURGICAL SHOES FOR BRACES - laced to toe 

5240 Size up to 6 
5241 Size 6-1/2 to 8 
5242 Size 8-1/2 to 12 
5243 Size 12-1/2 to 3 
5244 Size 3-1/2 to 4 
5245 Size 4-1/2 to 9 

MEN'S SURGICAL SHOES 

5250 Size 6-1/2 to 12 
5251 Size 2-1/2 to 6 
5252 Amboot - Sizes 3 to 6 
5253 Amboot - Sizes 6-1/2 to 12 - Single 

5255 CHARGE FOR OVERSIZES 

5260 CHARGE FOR MISMATES 
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STATE OF NEW JERSEY 

Department of Human Servicea 

Division of Medical Au.ilt.ance aod Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... ._J?..:--4.15 

TO: 

SUBJECT: 

EFFECTIVE: 

PROVIDERS OF SHOES, MEDICAL SUPPLIES AND EQUIPMENT 

REVISED BILLING PROCEDURES FOR SHOES; ADDITIONAL PROCEDURE CODE 
LISTINGS 

FOR SERVICES RENDERED ON OP. AFTER APRIL 15, 1985 

BACKGROUND: The Division of Medical Assistance and Health Services adopted 
an amendment to the New Jersey Administrative Code (N.J.A.C. 

10:55-1.5, 1.8, 3.1) effective April 15, 1985. The rule changed the basis of 
reimburserrent for shoes. In addition, certain procedure codes may be per­
formed by providers other than certified prosthetists and orthotists. · 

PURPOSE: The primary purpose of this newsletter and attachment is to 
explain the new method of reimbursement for shoes. In addi­

tion, those procedures which may be performed by providers other than cer­
tified prosthetists and orthotists are listed in Section 3.3. 

ACTION: 1. Providers will continue to use the existing numerical codes 
and narrative descriptions that appear on pages 41 - 45 of the 

Medical Supplier Manual. Providers will cor.tinue to complete the claim form 
(MC-11-Cl) in the same manner. A copy of the invoice must be attached to the 
fiscal agent copy that is submitted to the Prudential Insurance Company for 
payment. The invoice must clearly identify the shoe that corresponds to the 
entry or entries on the claim fonn. 

If the patient has both Medicare and Medicaid coverage, the invoice must be 
attached to the HCFA-1500 claim form that is submitted to the Prudential 
Insurance Company for payment. 

The Prudential Insurance Company will process the claim and make payment by 
adding 50 percent to the invoice cost. If the invoice cost is excessive in 
comparison to invoice costs submitted by other providers, the provider may be 
required to supply additional information. This new reimbursement formula 
will apply only to procedure codes numbered 5120 through 5260. 

NOTE: Procedure codes 5000 through 5118 are not affected bv this new reim­
bursement formula. Providers will be reimbursed according to the existing fee 
schedu le. It is not necessary to submit a copy of the invoice for these 
parti cular codes. 

2. A new list of procedure codes, narrative descriptions, and fee schedules 
has been added as a new Section 3.3 entitled "Prosthetic and Orthotic Codes, 
Descriptions and Prices - Limited Listing". 
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Providers will continue to use the same claim form (fv1C-11-C4) when billino for 
t hese items . The instructions on pages 6 and 7 of the Billing Procedures · 
Chapt er are still applicab·le. The Prudential Insurance Compa ny will process 
the cl aim and make payment according to the established Medi caid fee schedule, 
or the provi der's usual and customary charge, whichever is lower. 

INS TRUCTI ONS: Providers are instructed to add Section 3.3 , Prosthetic and 
Orthotic Codes, Descriptions and Prices - Limited Listing , 11 

pag e 5 to Subchapter 3 of the Medi ca 1 Supply and Equipme nt Manual. 

If t he re are any questions concerning the new reimbursemen t met hodology , or 
the new lis t ing of procedure codes, please contact the Prude nt i al Insurance 
Company at their toll-free number, 800-582-705?. 



3.3 Prosthetic and Orthotic Codes, Descriptions and Prices (Limited Listing) 

The following listing sets forth procedure codes, narrative descriptions, · 

and the Medicaid fee schedule for services which may be performed by providers 

other than certified prosthetists and orthotists. 

CODE 

6644 

6645 

6735 
6736 
6737 

6793 
6797 

6798 
6800 

6801 

6802 
6804 

6916 
6918 
6922 
6923 
6926 
6927 

6939 

6941 

4/15/85 

DESCRIPTION 

Labor charge per hour 
Note: Al lowed for replacement or 
repair 
Travel time (portal to portal) 

CASTING (when required anc documented) 

Foot 
Foot, ankle 
Foot, ankle, shin 

COMPONENTS 

Heel to toe shank 
Split flat caliper stirrup anrl plate 
attachment 
Round caliper and plate attachment 
Varus/valgus correc t ion ("T") strap, 
standard; or malleolus pad 
Varus/valgus correction ("T") strop/ 
padded /1 i ned 
Molded inner boot 
Straight abduction bar 

MEDICAID FEE 

$ 35. 00 

30.00 

50.00 
65.00 
70.00 

30.00 
56 .00 

45.00 
32.00 

32.00 

87.00 
60 .00 

GENERAL OR NEW ORTHOSIS OR PEPAIR OR REPLACEMENT 

"D" ring 
Velcro strap 
Tibial torsion (build in orthosis) 
Torsion twister stirrup shoe attachmert 
Torsion cable 
St i r ru p transfer 

OTHER 

Labor per hour 
Note: Allowed for replacement or repair 
Travel time (portal to portal ) 

11.00 
18.00 
40.00 
40.00 
35.00 
35.00 

35.00 

30.00 



ST A TE OF NEW JERSEY 

Department of Human Services 

Division of Medical ANiatance and Health Services 

New Jersey Health Services Program NEWSLETT'ER 
Volume ...... :.~.~:.~-- Apri 1 1, 1985 

To: NARCOTIC AND DRUG ABUSE TREATMENT CENTERS 

RfC'D APR 2 1985 
Effective: December 1, 1984 

Purpose: This Newsletter outlines the billing procedures Narcotic and 
Drug Abuse Treatment Centers must follow to request 

reimbursement for services rendered to New Jersey Medicaid recipients. 

Background: Governor Kean signed an amendment (L. 1984, c. 86, approved 
July 18, 1984) to the New Jersey Medical Assistance and Heal th 

Services Act which permits the New Jersey Medicaid Program to reimburse for 
services in connection with the inpatient or outpatient treatment or care of 
drug abuse. 

A Narcotic and Drug Abuse Treatment Center means a facility which provides 
services in connection with the inpatient or outpatient treatment or care of 
drug abuse when the treatment is prescribed by a physician and provided in a 
licensed hospital or in a -narcotic and drug abuse treatment center approved by 
the Department of Health pursuant to L. 1970 c.334 (NJSA 26: 2G-21 et.seq .) 
and whose staff includes a medical director. 

The New Jersey Medicaid Program wi 11 cover drug treatment costs only for those 
services eligible for federal financial participation under Title XIX of the 
Social Security Act. Room, board and other residential services are not 
covered services. Approved centers may bill only for those procedure codes 
which correspond to the allowable services included in their New Jersey 
Medicaid Provider a~proval letter. Mental health services provided in a 
Narcotic an d Drug A use Treatment Center do not require prior authorization. 

Action: Narcotic and Drug Abuse Treatment Centers must use the New 
Jersey Medicaid claim fonn MC-14 (Independent Outpatient Health 

Faci li ty) to request reimbursement for services provided. 

Attached are basic billing procedures, a listing of procedures codes, a 
filled-in sample MC-14 claim form, and instructions for completing the MC-14. 
A Narcotic Drug Abuse Treatment Center may only bill for those procedure code!; 

I 

) 



which correspond to the allowable services included in its New Jersey Medicaid 
Provider approval l etter. 

Staple any attachments to the original claim form being submitted for payment 
and send to: 

Prudential Insurance Cofl1)any 
P. 0. Box 1900 
Millv i lle, New Jersey 08332 

If you have any questions regarding claim preparation, please call the 
Prudential Insurance Company, Medicaid Claim Division II, at 609-293-2175. 



STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

Narcotic and Drug Abuse Treato-Ent Centers 

Billing Procedures 

The following provides the basic information necessary for the proper completi on and 
submission of a claim form {Independent Outpatient Health Facility - MC-14). Specific 
instructions for completing a claim form are attached. 

Genera 1 Po 1 icy 

Billing should be done on a monthly basis and submitted for payrrent as soon as 
possible. All claims must be received by the Fiscal Agent (Prudential) no later than 
90 days after the last date the services were rendered and no later than 12 months 
from the earliest date of service on the claim fonn. 

Approved Services and Procedure Codes 

A procedure code list is attached. Approved Centers may only bill for those procedure 
codes which correspond to the allowable services included in their New Jersey 
Medicaid Provider approval letter. 

In the attached list, Procedure Codes 9000, 0001, 9006, and 9008 for examinati on and 
treatment are the same codes listed in the New Jersey Medicaid's Independent Clinic 
Services Manual and are used by clinics providing different services. Thus, the 
"NOTE" sections under these codes relate to other clinics but not necessarily to the 
Narcotic and Drug Abuse Treatment Centers. 

The Mental Health Services Codes in the attached listing shall be performed by a 
Mental Health Professional as described in the New Jersey State Department of 
Health's Standards for Licensure for Ambulatory Care Centers. These codes inc lude: 

. 
9180 Family Therapy Rendered in a Narcotic and Drug Abuse Treatment Center 

9181 Family Conference Rendered i n a Na re o ti c and Drug Abuse Treatment Center 

9183 Pslc hot hera~l Rendered in a Narcotic and Drug Abuse TreatmPnt Center 
Full-Session 

9187 Psychotheraey Rendered in a Narcotic and Drug Abuse Treatment Center - Half 
Session 

9184 Graue Theraey Rendered in a Narcotic and Drug Abuse Treatment Center 

Multiple rrental health services rendered in a Narcotic and Drug Abuse Treatment 
Center to one individual in the same day will not be reimbursed. Only one menta l 
health service of a like-nature will be reimbursed in those instances where more than 
one is provided to an individual. Mental health services provided in a Narcotic and 
Drug Abuse Treatment Center do not require prior authorization. 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

D1v1s10N oF MEDICAL Ass1sTANCE AND HEALTH SERVICES 

Narcotic and Drug Treatment Centers 

Procedure Code Listing 
Medicaid 

Do 11 a r Va 1 u e 

Non­
Specialist specialist 

9000 CLINIC VISIT - INITIAL - limited for reimburse­
-- ment purposes to one such examination of the same 

recipient by the same Independent Clinic. 

Includes as a minimum on the record: 

1) Chief complaint(s) 
2) Complete history of the present illness and 

related systemic review including recording 
of pertinent negative findings 

3) Complete pertinent past medical history 
4) Pertinent family history 
5) A full physical examination pertaining to but 

not limited to the history of the present 
illness and includes recording of pertinent 
negative findings 

6) Working diagnosis and treatment plan including 
ancillary services and drugs ordered. 

NOTE: Reimbursement for Code 9000 will be 
disallowed and the fee will be down­
graded to a Code 0001, provided its 
criteria are met, if Procedure Code 9008, 
0090*, 0086*, 9580* or 9006 has been 

• performed within a 12 month peri od. 

NOTE: This code will be declined if claimed 
for a Preventive Health Care Visits for 
patients age 20 or less. If visit is of 
a preventive health care nature, use 
Code 9006 or 0011*. For patients age 20 

22. 

or less, Item 13C of the MC-14 (Independent 
Outpatient Health Facility) must carry a 
diagnosis compatible with at least a 
presumptive illness and not that of 
preventive health care. 

17. 

* These codes are not reimbursable to a Narcotic and Drug Abuse 
Treat~nt Center unless they have other provider status with Medica-id. 



STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DivisioN oF MEDICAL Ass1sTANCE AND HEALTH SERVICES 

Medicaid 
Do 11 a r Va l u e 

Non­
Specialist SpecTalist 

0001 CLINIC VISIT - consisting of care and treatment by 9. 7. 
the physician and including those procedures 
ordinarily performed during a clinic visit 
dependent upon physician 1 s discipline. 
The following will be included as a minimum in the 
progress notes: 
1 ) Purpose o f v i s i t 
2) Pertinent history obtained 
3) Pertinent physical findings including pertinent 

negative physica 1 findings based on 1) and 2) 
4) Procedures - if any performed - with results 
5) Lab, x-ray, and ECG, etc., ordered - with 

resu 1 ts 
6) Diagnosis(s) plus treatment plan status, 

including drugs ordered, relative to present 
and pre-existing illness plus pertinent 
recommendations and actions 

NOTE: This code will be declined if claimed for 
a Preventive Health Care Visit for patients 
age 20 or less. If visit is of a preventive 
health care nature, use Code 0011*. For 
patients age 20 or less, Item 13C of the MC-14 
(Independent Outpatient Health Facility) 
claim fonn must carry a diagnosis compatible 
with at least a presumptive illness anc. not 
that of preventive health care. 

NOTE: It is recommended that for patients age 20 and 
under, a statement as to the status of 
immunizations, nutrition, and development 
be included at appropriate intervals. 

9006 ANNUAL HEALTH MAINTENANCE EYAMINATION THROUGH AGE 22·. 17. 
20 YEARS 

1) Complete initial or interval history including 
past medical history, family history, ~ocial 
history, and systemic review. 

2) Developmental and nutritional assessmert. 
3) Complete, unclothed, physical examination to 

include also the following: 
(a) measurements: height and weight, head 

circumference to age 25 months, blood 
pressure for children age 3 or older 

(b) vision and hearing screening 

*These codes a re not reimbursab 1 e to a Narcotic and 01,ug Abuse 
Treatment Center unless they have other provider status wHh Medicaid. 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

01v 1s10N OF MEDICAL ASSISTANCE AND HEALTH S E RVICES 

9006 conti nue d 
( t ) Assessment and actninistration of immuni zations 

appropriate for age and need. ( See appropriate 
procedure code(s) 9450* through 9462* fo r 
immu nization reimbursement) 

5) Re fe rral for further diagnosis and treatment or 
fo llow-up of all correctable abnormalities 
covered or suspected. 

6 ) Referral to a dentist for children age 3 and 
older. 

7) Laboratory procedures performed or refer red if 
medically necessary. Reconrnended are: 
(a) Hgb. three times: 6-8 months;2-3 or 4-6; 

and 10-12 years. 
(b) Urinalysis a minimum of twice: 18-24 months 

and 13-15 years consisting of a five-tests 
dipstick. _ 

(c) T'uberculin three times: 6-8 or 9- 12 months; 
4-6 years, and 10-12 or 13-15 years . 

Medica l records should substantiate the above services and 
should document significant positive and negative findings. 
Discussion and consultation with the patient or family 
regarding f indings should be an integral part of eve ry 
examinat ion. 

NOTE: Laboratory procedures analyzed by a phys id a·n 
for his patients in his office are r eimburs• 
able to the physician; if performed by outside 
independent laboratories, the laborato ry must 
submit the claim. Lead screening an d/or Urine 
Analysis tests should be sent to the Sta te 
De~rtment of Health. 

NOTE: Thi s procedure can be used one time 
during any 12 month per i od for the same 
reci pient by the same Independent Clinic. 
Fo r other evaluations and treatrrent use 
ot her appropriate procedure codes . 
Procedure code 9006 will be disallowed if 
pr ocedure code 9 580=*, 0086*, 9000 or 0090* ha s 
bP.en perfomied during the same 12 months by 
the same Independent Clinic. Code 0011* cou ld 
then be applicable if criteria are met. 

* These codes are not reimbursable to a Na rcotic and Drug Abus~ 
Treat ment Cente r unless they have other provider status wi th Medicaid. 



STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

Div isioN oF MEDICAL Ass1sTANCE AND HEAL TH SERVICES 

Medicaid 
Dollar Value 

Nor­
Specialist SpecTalist 

9008 ANNUAL HEALTH MAINTENANCE EXAMINATION - (Limited 
to patients age 21 and over. Where applicable, 
use Code 9006 for individuals ages three years 
through age 20). 

Includes as a minimum on the record: 

1) 
2) 

3) 

Interval history 
Completing or updating the pertinent past 
medical history, family history and social/ 
personal history. 
Complete stystemic review including all systems 
and pertinent negative findings. 

22. 

4) Complete total systems physical examination permitting 
the deferment of a system for medically 

5) 

acceptable reason, e.g., deferment of pelvic 
examination in an individual under the care of 
a gynecologist. Pertinent negative findings of 
the physical examination are to be recorded. 
Working diagnosis and treatment plan, including 
ancillary services and drugs order, if 
applicable. 

NOTE: No more than one Code 9008 is reimbursable 
per year for the same recipient by the same 
Independent Clinic. Code 9008 will be 
disallowed if procedure code 9000 or 9006 
9500*, 0090*, or 0086* has been performed 
dur4ng the prior 12 months by the same 
Independent Clinic. Code 0001 could then be 
applicable if criteria are met. 

17. 

*These codes are not reimbursable to a Narcotic and Drug Abuse Treatment 
Center unless they have other provider status with Medicaid. 
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STATE OF NEW J E RSEY 

DEPARTMENT OF HUMAN SERVICES 

O1v1s10N OF MEDICAL ASSISTANCE ANO HEAL TH SERVICE~ Med i ca:,i,d, 
D, • · UEt 

,on­
special i s .. ~ ~P-~ :~t 

9180 FAMILY THERAPY RENDERED IN A NARCOTIC ANO DRUG 22 .50 
. ABUSE TREATMENT CENTER 

Therapy with the patient and with one or more 
family, members present. Verbal or other theragy 
methods are provided by a physician, or a 
professional counsellor under the direction of~ 
physic.ian , in personal invol vement with the 
patient and the family to the exclusion of otber 
patients and/or duties. A minimum session of 
l½ hours is required with a minimum of 80 mjnutes 
personal involvement with the patient and the 
family and up to 10 minutes for the recording of 
data. The clinic may bill only for the patient 
and not for other family members. 

9~181 FAMILY CONFERENCE RENDERED IN A NARCOTIC ANO 
. DRUG ABUSE TREATMENT CENTER 

15.0Q 

Meeting with the family or other significa nt 
persons to interpret or explain medical, 
psychiatric or psychological examinations and 
procedures, other accumulated data and/or adyic_e. 
to the family or other significant persons on· how 
to assist the patient. A minimum of 50 minutes 
cf personal i nvo l veme nt with the family is 

·, required . The clinic may bill only for the 
patient and not for other family members. 

9182 PRESCRI PTION VISIT RENDERED IN A NARCOTIC AND. DRUG 4: •. 50 
ABUSE TREATMENT CENTER 

A visit with a physician for review and evalu.atiofl 
of the medication history of the patient a_nd the 
~!riting, or renewal of prescription, as necessary. 

9183 PSYCHOTHERAPY RENDERED IN A NARCOTIC AND DRUG 
ABUSE TREATMENT CENTER-FULL SESSION 

Verbal, drug augmented, or other therapy methods 
provided by a physician, or a professional 
counsellor under the direction of a physician, 
in a personal involvement with one patient to the, 
exclusion of other patients and/or duties. A 
minimum of 50 minutes personal involvement with 
the patient is required. This includes a 
prescr iption visit when necessary. 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

Merli ca id 
Do 11 a r Va 1 u e 

Non-
Specialist Specfalist 

9187 PSYCHOlHERAPY RENDERED IN A NARCOTIC AND 
DRUG ABUSE TREATMENT CENTER-HALF SESSION 

Verbal, drug augmented, or other therapy 

8.00 

methods provided by a physician, or a professional 
counsellor under the direction of a physician in 
a personal involvement with one patient to the 
exclusion of other patients and/or duties. A 
minimum of 25 minutes personal involverrent with the 
patient is required. This inc1udes a prescription 
visit when necessary 

9184 GROUP THERAPY RENDERED IN A NARCOTIC A~D DRUG 8.00 per person 
ABUSE TREATMENT CENTER 

Verbal or other therapy methods provided by one 
or more physicians, or professional counsellors 
under the direction of a psychiatrist, in a 
personal involvement with two or more patients, 
with a maximum of 8 patients. A minimum session 
of 1½ hours is required. This includes 
preparation time in addition to the 1½ hours 
sessior time. 

9185 COMPLE1E. PSYCHOLOGICAL TESTING RENDERED IN 
A NARCOTIC AND DRUG ABUSE TREATMENT CENTER 

Five hours of psychometric and/or projective 
tests with a written report. 

75.00 

9186 METHADONE 1REATMENT RENDERED IN A NARCOTIC AND 2.50 
DRUG ABUSE TREATMENT CENTER 

A per diem payment based on the number of days 
a recipient is supplied methadone during the 
billing period. This is an all inclusive rate 
for cost of drug, packaging, nursing time, and 
administrative costs. 

89"27 URINE ANALYSIS FOR DRUG ADDICTION 4.50 

To be used only when Narcotic and Drug Abuse 
Treatrrent Centers are approved for this service. 
To determine what level, if any, a drug is present 
in the urine. 

9076 DRAWING OF BLOOD 

Once per visit per patient (not applicable if 
1 ab study, in any part, is to be perfonned by 
the c 1 inic )-. 

- 7 -
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Item 1-4 

Item 5 

Item 6 

Item 7 

Item 8 

Item 9 

Item. 10 

STATE OF NEW J E RSEY 

DEPARTMENT OF HUMAN SERVICES 

D 1v 1s1ON oF MEDICAL Ass1sTANCE AND HEALTH SERVICES 

Completion of the MC-14 (Exhi bit 1) 

- Copy the Patient's Name, Health Services Pr<;tgram 
(Medicaid) Case Number, and Person Number EXACTLY as it 
appears on the Medicaid Validati on Fonn. -

- Indicate the patient's age. 

- Check the appropriate block, to identify the pgti~nt•~ 
sex. 

- Check the appropriate block to indica te whet~er th.~ 
patient has other health insurance, liability ~~ver-age or 
No Fault Auto Coverage. If you are aware th.at the other 
coverage will not cover the services provided, please 
indicate so on the claim form. 

- If yes, attach a copy of the decli ne notice or a copy of 
the explanation of payment from the Carrier. 

- Leave blank. 

If not preprinted, write in the provider's name, address, 
and provider number. 

- Enter the telephone number. 

- Check as appropriate. 

If patient's illness or rnJury is work related, enter the 
name and address of employer. 

- -indicate whether injury resulted from an automobile 
accident. 

Item 11 - Leave blank. 

Item 12 Do not write in this space; for Division U$e only. 

Item 13.A Enter date(s) of each visit. 

13.B Enter procedure code. Your procedure codes are listed i.n 
your approval letter. 

13.C - Enter diagnosis. 

13.D Describe ~rocedure or service. 

13.E - Leave blank 

13. F Enter your standard charge for the appropriate servj ,ce. 

-8-
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Item 14 

Item 15 

It em 16 

Item 17 

STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

D1v1s10N oF MEDICAL Ass1sTANCE AND HEAL TH SERVICES 

- If patient was referred to the clinic, you must indicat e 
the name and Individual Medicaid Practitioner (IMP) 
Number of referring practitioner. For non-Medicaid 
participating practitioners, enter "Non-Par." 

- This item must be comple ted. 

- Enter the name and Individual Medicaid Practitioner (IMP) 
Number of the pract itioner who actually performed t he 
service. 

Leave blank. 

Under ordinary circumstances, the patient must sign t he 
claim form when services have been received. 

- The claim form to be signed shall indicate services 
rendered. The patient must not sign a blank claim prie r 
to receiving services or as a condition for receiving 
services. 

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

i. Illiterate patient 

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

ii. Other 

If a patient is physically or mentally incapable o· 
signing, a minor child, deceased, or for other 
reasons his signature is not obtainable through 
reasonable efforts, the form may be signed on his 
beha 1 f by: 

( 1) A pa rent, or 
(2) A legal guardian, or 
( 3) A re 1 at iv e , or 
(4) A frie~d, 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. 
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OEP-ARTMEN:r OF HUM~N SERVICES 

[!)1v1s10N OF MEDICAL ASSISTANCE AND HEAL TH 5aRV.ICES 

1'111• Attached to the claim fonn or writtem ctiine-ctJy,, on the~ 
form, shou 1 d be a brief exp·l ana-tian oft ~ ne:ason-nhe. 
patient was not personally ab.1~ to· S:.i';g,n, and th~ 
the relationship of sig.nee to th-e pa-tie.fl -ne_cip...ient:. 

- Re:ad, the Provider Cert..ification c.a:re.fu.rlMt-~ the.: prov.Mer 
mu s-tt sign the MC-1'4, before the· c 1 a1m· can1 lie crnn i:de:r-ed· 
f on pay_me.nt • 

Indrl-ca:.te the b.il 1 i ng dat6' which~ is: the: d&te .. ette c 1a~;1n, is 
m&i•l'ed:. 

-10--



I 

Please Print 
SAMPLE /os I 

I , DPat,ent s Last Name 

1 

oe 
First Name 

Susan 
2 Pat,ent s Stret;> Ad.:lress 

11 Common Pl ace 
1 , , 1 , 1 I ! PPJ..SOn No., 

HSP (Medicaid) Caae No. 14 Pat,ent 15 Age 

, ~ : ? !n : a : n !n I a : a: a u : l 17 1

6 Se• 
□ MaIe 
I)'. Female 

C, t-,, State Zip Code 

Burlington, N. J .. 08554 
) Otner Health Insurance or t.,abit-;-ty Cove •age7 □ Yes □ No L 10 Was Pat,ent s Illness or ln1ury connected w,th employment? 

II Yes. attach copy of Oecl,ne Notice or Ex planat,on of Payment from Carrier If Yes give Name and Address of Empl oye r here 

No Fault Auto Coverage? □ Yes !I No 

8 Was th,s service performed as a result of an EPSOT Pr::igram Referral 7 □ Yes :() No 

Yes □ l\o □ Did In1u ry result from autorn ob,1e accident? □ Y<?s ;o No 

9 i:>Rov1b~f.1 OF SERVICE INFORMATION 11 Prior Author iza tion Number 1-----------------,--- -·-----------------~--------------------------------- -
Telephone Number Medicaid Provider Number 

(enter only when not printed below) 
12 PR IOR AUTH ORIZATION FOR DIVI SION USE ONLY 

777-2222 ----------------------------------
Name and Address 000xxxxxx xxx 

Drug Treatment Ctr. 
119 W. Street 
Burlington, N. J. 08554 AUTHORIZING SIGNATURE Da:e 

13 REPORT OF SERVICES 

A 
Dates of 
Service 

12/10/84 

B. 
Procedure 

Code 

9000 

C Nature of Illness 
or ln1ury 

Requiring Services 

Drug Dependence 

D 
Fully describe surgical or medical procedures and other services or 
supplies furnished for each date listed 

Initial Visit 

E Check 
,f Family 
Planning 

Charge 

xx.xx 

14 Referring Pr ?. ctit1oner's Name 

Total Charges$ )(X. x;~ 
16 ()perat,ng Pract,t ,oner s Name 

lnd1v1dual M, d1ca1d Pr;ic t1t1oner Number 

15 Attending Pr,1ct1t1oner ~ Name 
Individual Medicaid Practitioner Number ---------------------------- -------

Dr. Smith 12345678A 
16a. Physician Case Manager 

lnd1v1dual ~ed1ca1d Pr act1t1o ner Number lnd1111dual Medicaid Pract t,oner Number 

17 PATIENTS CERTIF 1CATION Authonzat1on to Release Information. and Payment Request I cert,fy that the se ,v,ce (s) covered by th,s claim has been rec ~1ved . and I 
request tr at paymert for these services be made on my behalf I authonze any holder of medical or other into • mat,on about met J release to the D1v1s1or of Medical 
Ass,stanc -, and Health Se rv ices or ,ts authorized Agents an_pnformat,on needed for th,s or a related claim 

S,gnatu,e f Patoent , • autho,.,ed cep,esentat,,e) / x(j ~ cl)-1t1----l-- Date S,gn, d 12 / 1 0 / 84 
18 PROVIDER CERT IF CATI ON I cert,!y that the foregoing information ,s true . accurate and complete and I agree to keep such records as are necessdry tod,sc I,,se fully the 

extent of 5erv1ces p r ov,ded. and to furnish inlormat,on for such services as the State Agency may request . and that the services covered by this c la,m and 'he amount 
charged t'"lerelore ar;., 1n accordance with the regulations of the New Jersey Health Services Program . and that no part of the net amount payable under tn,s clam has been 
pa,d . and that paym f nt of such amount w,11 be accepted as payment ,n full without add1t1ona1 charge to the patient or to others on h,s behalf I also certify that ' he services 
have beer· furnished n full compliance with the non-d1scrim1nat,on requirements of Title VI of the Federal C1v1I Rights Act and Seclton 504 of the Rehab1iltat1on ~ct of 1973. 
I understc1nd tl"lat pav ment and sat,sfact,on of this cla,m w,11 be from Federal and State funds and that any false claims . statements . or documents . or cone, 1lment of a 
material !~ct may b•J prosecuted under applicable Federal or State laws . or both 

P,o,.de, s,gnatu,e tL ({) {L g L / 12/11 /_84 __ 
M - \ Bitt,ng Date Mo I D.1y I Yr 

Mc- · 4 C2 (9-83) 

FOR ¢>4YMENT MAIL TO : The Prudential Insurance Co . of America- P.O Box 1900-Millville. N .J. 08332 
V 

CONTRACTOR'S COPY ME JICAI D 3: 939 ED. 9-83 



l , 

Patient's Name 

Physic ian or Suppli~r 

Referred to :. 

PLEASE VERIFY : 

0 Diagnosis 

· 0 PRV-Anesthesia­

Asst . St- rgeon 

0 Aeferrir g 

Physicia,, 

D Need Pr ,or Auth. 

D 65 or O"er 

D Date(s) o f Sen,ice 

0 Brea l:dqwn 

D 
D 

0 

0 

D 

FOR CONTRACTOR'S USE ONLY 

HSP No. 

I I I I 

Service Rendered 0 Other 

Charge (s) 0 See memo 

0 Breakdown of D Need Signature 

If Doctor did 0 Prov ider 

Laborato ry work D Patient 

HSP ft' 0 Provider N 

0 P.P. # [] Over 90 Days 

Place of Service D Prescr iption 

pp 

I I I I I I I 
D Non-Spec. 

0 Spec ___ are ~, 

I Date : 
! 

D 

D 

Approve Jam 

Code 

Time 

0 Anes. 

0 Psych. 

charge for:------------------------------- --
0 Eligible7 0 Reasonable 7 

·" 

Refer-ring lnpividual'$ 'Identification _______________ ____ _ 

---------------- ·-----------·- ·- - ----------- - ----- - -·-·· 

------ ----------------- ----- --------- ------

Claim Examiner~------------------ Date _ _____________ _ 



The Prudential ~ 
~ 

MEDICARE / MEDICAID BULLETIN 

85-1 March 29, 1985 
Volume P-417 

EC' APR 17 '\985 
TO: All Providers 

SUBJECT: Procedure Coding System 

The Prudential Insurance Company and the New Jersey Department of Human 
Services, Division of Medical Assistance and .Health Services (the 
Division), on behalf of the Medicare and Medicaid programs, announce the 
implementation, as of September 1, 1985, of a new procedure coding 
system known as HCPCS (Health Care Financing Administration's Common 
~rocedure Coding System). 

HCPCS was developed to replace various existing :$ystems with a single 
national reimbursement coding system and to satisfy operational needs 
for processing fee-for-service claims. HCPCS wilt afford providers 
access to a single coding system used by Medicare, Medicaid, Blu~ Shield 
and other third-party payers. 

DESIGN AND STRUCTURE OF HCPCS 

HCPCS follows the American Medical Association's Physicians' Current 
Procedural Terminology-4th Edition . (CPT-4) architecture, employing a 
five-position code and as many as two 2-position modifiers~ Unlike 
the CPT-4 numeric design, the HCFA assigned codes and modifiers . contain 
alphabetic characters. HCPCS was developed as a three-level coding 
system. 

a) Level I Codes 

These codes are adopted from CPT-4 and are to be utilized 
primarily by physicians and independent laboratories. 
Physicians and laboratories are advised to purchase copies 
of CPT-4 in advance of September 1, 1985. Copies are 
available from: 

Order Department - OP-341-5 
Amer i can Medical Association 
P.O. Box 10946 
Chicago, Illinois 60610 

The Prudential Insurance Company of America, Governmental Health Programs Office, P. 0. Box 471, Millville, New Jersey 08332 

MEDICAID 7614-M Ed. 3-85 



b) Level II Codes 

These codes are assigned by HCFA for physicians and non­
physician services which are not in the CPT-4; for example, 
optical appliances, durable medical equipment, prosthetics 
and orthotics, etc. 

c) Level III Codes 

These codes are assigned by Prudential and the Division 
to be used for those services not identified by CPT-4 
codes or HCFA-assigned codes. Level III codes identify 
services unique in definition to New Jersey. 

IMPLEMENTATION OF HCPCS: 

In advance of the September 1, 1985 implementation of HCPCS, 
additional instructions to providers will be available as follows: 

a) All pinfeed and EMC billers on record with Prudential 
will receive systems-related instructions to accommodate 
HCPCS codes. These instructions will be mailed in the 
early part of April. 

b) Seminars will be held for Medicare and Medicaid providers 
in July and August to further acqu~int providers on HCPCS 
and their use. 

c) Medicaid enrolled providers will receive a newsletter 
listing HCPCS codes applicable to them. 

d) Staff of Prudential and the Division will be available 
to assist providers on an on-going basis. 

e) Medicare claims submitted with CPT-4 codes will be 
accepted as of April, 1985. 

SUMMARY 

With the implementation of the HCPCS coding system, Prudential and 
the Division of Medical Assistance and Health Services, in conjunction 
with the AMA and HCFA, anticipate significant benefit to both the 
Medicare and Medicaid programs as well as to providers of service who 
participate in these programs. Through HCPCS, claims preparation and 
claims processing will be simplified and result in a unified format 
to identify services rendered to beneficiaries and eligible individuals. 

-2-



STATE OF NEW JERSEY 

Department of Human Serricea 

Division of Medical Auiltance and Health Services 

RE 

New Jersey Health Services Program NEWSLETTER 
Volume ...... E.::11~ May 6, 19 85 

TO: ALL PHYSICIANS, INDEPENDENT CLINICS AND HOSPITAL ADMINISTRATORS 

SUBJECT: REVISED FEES FOR THE LISTED I~UNIZATION SERVICES 

EFFECTIVE: FOR ALL CLAIMS PROCESSED ON OR AFTER MAY 6, 1985 

BACKGROUND: Due to the change in cost for certain vaccines, the New Jersey 
Medicaid Program has revised the fee schedule for the 

imnunizations listed in this Newsletter. 

ACTION: 

Procedure Code 

9075 

9450 

9451 

9452 

9453 

9454 

9455 

9456 

9457 

The procedure codes and corresponding fees listed below are 
effective for all claims processed on or after May 6, 1985. 

Description 

RHO(O) Immune Globulin (Human) (Microdose 
for Abortions and Miscarriages) 

ImtTUnization - Measles 

Immunization - Rubella 

Immunization - Mumps 

Immunization - Measles & Rubella 
combined vaccine (M&R) 

Immunization - Measles, Mumps & Rubella 
combined vaccine (MMR) 

Immunization - Diphtheria, Pertussis & 
Tetanus corrbined ·vaccine (DPT) 

Immunization - Diphtheria & Tetanus To>coid 
combined vaccine (DT) 

Immunization - Diphtheria Toxoid 

Medicaid . 
Dollar 
Value 

42 .40 

10.25 

10.65 

11.55 

15.35 

22.15 

5.86 

4.65 

4.90 



9459 Immunization - Tetanus Toxoid 3.90 

9460 Irrmu n i za ti on - Oral polio vaccine 7 .10 

9461 Immuni za ti on - Pneumococcal vaccine 9.25 
polyvalent 

9462 Immunization - Rubella & Mumps cont> i ned vaccine 16.50 

9445 Immunization - Influenza 4.70 

9446 Immunization - Tetanus Antitoxin 5.45 

If you have any questions regarding this Newsletter, please contact I. Fulton 
Erlichman, M.D., Acting Medical Di rector, Division of Medical Assistance and 
Health Services, at (609) 984-3341. 



STA TE OF NEW JERSEY 

Department of Human Services 

Division of Medical Alliatance and Health Services 

New J6Sey Health Services Program NEWSLETTER 

To: 

Subject: 

Effective: 

May 20, 1985 

All Providers 

Medicaid District Office Directory Update and 
Warren County MOO Jurisdiction Transfer 

June 1, 1985 

The Division of Medical Assistance and Health Services is issuing 
t his newsletter to infonn the providers of medical services of recent 
staff changes in the Medicaid District Offices. 

For your convenience, attached to this newsletter is an updated 
Medicaid District Office directory complete with staff changes, 
addresses and telephone numbers. 

Please note, effective June 1, 1985, Warren County Medicaid recipi­
ents will be under the jurisdiction of the Morris County Medicaid 
lfistri ct Office. All correspondence and questions about any medical 
servi ce rendered to a Medicaid eligible resident of Warren County is 
to be directed to: 

Morris Medicaid District Office 
10 Park Place, 4th Floor 
Morristown, New Jersey 07960 
(Telephone 201-267-1700) 

If you have any questions regarding this newsletter, contact the 
Medi caid District Office serving your area. 



-!~l\Y 2 8 198 
STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 

MEDICAID DISTRICT OFFICE ADDRESS AND TE LEPHONE NUMBER 
Atlantic William Underland, Director 1 S. New York Avenue 

Bergen Alphonse Leone, Director 

Burlington* Helen Kern, Director 
Daniel Walsky, Regional Director 

Camden 

Cumberland 
(Cape May) 

Ronald Coppola, Director 

Thomas Daning, Director 

Essex John T. Russell, Director 
A. Bialogowicz, Ass't Regional Director 

Atlantic City, NJ 08401 
Tel. 609-441-3620 
50 Main Street 
Hackensack, N.J. 07601 
Tel. 201-488-5667 
50 Rancocas Road 
Mt. Holly, N.J. 08060 
Tel. 609-261-0448 
Parkade Building, Rm. 207 
519 Federal St. 
Camden, N.J.08101 
Tel. 609-757-2870 
108 Landis Avenue 
Vineland, N.J. 08360 
Tel. 609-696-6560 
155 Washington Street 
Newark, N.J. 07102 
Tel. 201-648-2470, 648-3700 

Gloucester 
(Salem) 

Eleanor Chatzinoff, Director 251 N. Delsea Drive 
Woodbury Plaza, Suite B 
Deptford, N.J. 08096 
Tel. 609-845- 7185 

Hudson 

Hunterdon 
(Somerset) 

Mercer 

Alice Rooth, Director 

Daniel Cooperson, Director 

William Bailey, Director 

Middlesex* Thomas Rafferty, Director 
Walter Maibach, Regional Director 

Monmouth Frances Garrett, Director 

Morris* Marie Reed, Director 
(Sussex & Warren) 

John Langan, Regional Director 
Ocean Dennis Doderer, Director 

2815 Kennedy Blvd. 
2nd Floor 
Jersey City, N.J. 07306 
Tel. 201-433-8011 
84 Park Avenue, 2nd Floor 
Flemington, N.J. 08822 
Tel. 201-782-1130 
28 West State Street Rm. 1105 
Trenton, N.J. 08608 
Tel. 609-292-7315 
75 Paterson Street (basement) 
New Brunswick, N.J. 08903 
Tel. 201-246-0653 
1200 Memorial Drive 
Asbury Park, N.J. 07712 
Tel. 201-775-5700 
10 Park Place, 4th Floor 
Morristown, N.J. 07960 
Tel. 201-267-1700 
1861 Hooper Avenue 
Toms River, N.J. 08753 
Tel. 201-255-6226 

Pas saic Raphael le Andriola, Director 100 Hamilton Plaza 
(Market Street) 

Union John Baxter, Director 

9th Floor, Paterson, N.J. 07505 
Tel. 201-977-4077 
125 Broad St., 6th Floor, 
Hersh Towers 
Elizabeth, N.J. 07201 
Tel. 201-820-3135 

* Denotes office where the Regional Director can be reached. 
(rev. 4/85) 



STATE OF NEW JERSEY 

Department of Human Services 
Rl&1J 1,. 1'7i1r 

D iviaion of Medical Alliaiance and Health Services J. 9: l&t35 

N_ew Jersey Health Services Program NEWSLETTER 

TO: 

SUBJECT: 

EFFECTIVE: 

May 15, 1985 

ADMINISTRATORS OF DIAGNOSIS RELATED GROUP (DRG) HOSPITALS 

PAYMENT FOR HOSPITAL PATIENTS AWAITING PLACEMENT IN A LONG-TERM 
CARE FACILITY AT SKILLED NURSING OR INTERMEDI ATE LEVEL OF CARE 

JANUARY 1, 1985 

BACKGROUND: The New Jersey Medicaid Program is obligated to follow the 
federal law (1861(v)(l)(G)) and regulatior.s (42 CFR 447.253 (b)­

(l)(B)) which require that the hospital rate of reimbursement reflect the level of 
care actually received. This revises the information pres ented under "Background" 
in the Newsletter Volume either P-381 or BC-273, dated January 30, 1984, under sam€ 
subject, whereby the hospital was reimbursed at one rate whether the care provided 
was at the SNF or ICF level. All other information contained in the January 30th 
Newsletter remains in effect. 

PURPOSE: This newsletter is to officially inform hospitals that the New 
Jersey Medicaid Program reimburses for services provided to 

hospitalized patients, who no longer require the acute level of care, at a rate 
commensurate with the patient's level of care while awaiting placement in a 
long-term care facility. Payment is the statewide weighted average rate for SNF 
(Skilled Nursing Facility) or ICF (Intermediate Care Facility) Pased on the 
appropriate level of care as assessed by the Professional Review Organization of 
New Jersey. 

ACTION: Effective since January 1, 1985, hospitals are reimbursed on the 
basis of a statewide weighted average SNF or ICF rate for all 

patient days identified by the Professional Review Organization of New Je rsey, or 
the hospital itself, as requiring SNF or ICF level of care. The weighted average 
New Jersey Medicaid SNF and ICF per diem rates, effective January 1, 1985, are as 
foll ow: 

SNF ICF 

$ 59.03 $ 52.32 

Please refer any questions regarding this Newsletter to your Fiscal Agent: 

Blue Cross---------- (201) 456-2570 or 456-2534 

Prudential---------- (609) 293-2045 



STATE OF NEW JERSEY 

Department of Human Services 

Divi.s10n of Medical A•iaiance and Health S~rvices 

New Jersey Health Services Program NEWSLETTER 
Volume P-421 ..... May 28, 1985 

TO: DENTISTS, HOSPITALS, INDEPENDENT CLINICS 

SUBJECT: DELAY OF CONVERSION OF CURRENT DENTAL CODES TO 
HCPCS (HEALTH CARE FINANCING ADMINISTRATION'S 
fOMMON ~ROCEDURE fODING ~YSTEM) 

The New Jersey Medicaid Program wishes to inform all dentists and 
other providers of dental services that the New Jersey Medicaid 
Program's dental procedure codes currently in use will not convert to 
HCPCS on September 1, 1985. 

This is a change from the information provided on Procedure Coding 
System (HCPCS) distributed to all providers in the Medicare/Medicaid 
Bulletin dated March 29, 1985. That Bulletin announced that HCPCS 
would be implemented on September 1, 1985 for all providers who submit 
claims on a. fee-for-service basis. Dental services are now eliminated 
from that implementation schedule for HCPCS. 

Dentists and other providers of dental service will be notified in the 
future when anticipated changes to the HCPCS dental codes are finaliz­
ed and new plans for implementation are initiated. 



STATE OF NEW JERSEY 

Department of Human S.mces 

Dm.sion of Medical Aaiau.nce and Health Services RE ' JU. 1 14 1 8 

New Jersey Health Services Program NEWSLETTER 
Volume ... P-422 .. 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

June 17 , 1985 

PODIATRISTS 

REIMBURSEMENT FOR BOARD CERTIFICATION IN SURGERY AND ORTHOPEDICS 

FOR ALL CLAIMS PROCESSED ON OR AFTER JULY 1, 1985 

This Newsletter is to inform Podiatrists that the New Jersey Medicaid 
Program wil l recognize for reimbursement purposes, specialists who 
are Board Certified in Surgery and/or Orthopedics . 

The New Jersey Medicaid Program defines a Speci al ist as a Diplomate 
of the Special ty Board as recognized by the American Podiatry 
Association or one who has been notified of admi ssibility to exam­
ination by the Speci alty Board as recognized by the American Podiatry 
Association. 

A Podiatrist who desires reimbursement as a Specialist in Pediatric 
Surgery or Orthopedics must submit the following documentation to 
The Prudential Insurance Company, Provider Enrollment Unit, P.O. Box 
1900, Millville, New Jersey, 08332: 

i. A copy of the Specialty certificate/permit issued by the 
Board as recognized by the American Podiatry Association, 
or 

ii. A copy of the notification of admissibility to examination 
by the Board as recognized by the America n Pod iatry 
Associ ation. 



STATE OF NEW JERSEY 

Department of Human Services 

Dmsion of Medical Aai.tt.ance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume _P-423.... June 17, 1985 

To: 

Subject: 

A 11 Providers 

Demonstration Project Update - Medicaid Personal 
Physician Plan (MP Plan) 

Background: The New Jersey Medicaid Program began implementing a four year 
Statewide Demonstration Project called the Medicaid Personal 

Physician Plan (MP Plan} in July 1983. This voluntary program is offered in 
conjunction with the existing New Jersey Medicaid Program. In Phase I and II, 
the MP Plan was introduced in Morris, Sussex, Warren, Atlantic, Burlington, 
Camden, Mercer and Middlesex Counties. Also, in an effort to gain experience 
in the major urban areas of the State and because of the interest of community 
health centers and other providers, small "out-of-phase" projects were initiated 
in Essex, Passaic and Union Counties. 

Phase III of the Demonstration Project will begin July 1985, and will include 
the remainder of the counties in the State which are Bergen, Cape May, 
Cumberland, Gloucester, Hudson, Hunterdon, Monmouth, Ocean, Salem and Somerset. 

Purpose: This newsletter is intended to rei te rate some of the basic 
concepts of the MP Plan in an effort to avoid claim rejections 

and unnecessary delays in reimbursement. 

Medicaid Validation and MP Plan Identification Cards 

When providing services and requesting payment for services rendered MP Plan 
members, always check the Medicaid eligibility validatior. card. A message 
"Valid Only With MP Plan Card" will be printed on the Medicaid Eligibility 
Identification Card (FD73/178) issued to SSI and DYFS Medicaid eligibles 
enrolled as MP Plan members. This message will also appear on the Department 
of Human Services Medicaid ID Card issued to AFDC and "Medicaid Only" eligibles 
enroll ed as MP Plan members. ff the eligibility card carries this message, 
"Vali d Only With MP Plan Card", you must ask to see the t"P Plan Identification 
Card. The member's name, physician'slcase manager) name and telephone number 
are listed on the card. 

Referral Forms 

In addition, as providers must have approval from the Physician Case Manager 
(PCM) before providing services covered under.the MP Plan and included in the 
cap itation rates, this newsletter will serve as a reminder to all providers that 
the MP Plan Referral Forms must be used when ordering and/or providing services. 
A copy of each form is attached to the newsletter. 



The MP-6 Form, Ancillary/Treatment Services Referral, must be used for all 
ancillary services referred, and the MP-7, Referral Services Form, must be used 
for all serv ices referred, except dental services. The MP-7 form is~parti cu­
lar importance should a question arise as to whether or not the referral was 
ever author ized. The MP-7 wi 11 serve as a 11 proof document". Without it, the 
referral provi der may not be reimbursed for services rendered or the PCM may 
have it deducted from his "re+-erral services account". The f irst copy of the 
MP -7 is re tained by the PCM; the second and third copies are sent to the refer­
ral provi der, who ther will complete the form with his consulta tion. The 
referral provider retains one copy and returns one copy to the PCM. 

Authorization for Services 

All claims su bmitted for services rendered MP Plan members must verify au­
thorizati on from t he Physician Case Manager by entering the PCM's name and 
Individua l Medi ca id Pract itioner's number (IMP) on the claim form even 
if there is Medicare or ot her insurance involvement. 

Do not enter the IMP number on the claim form without the PCM's authorization 
for each service, each encoun~er. The practice of entering the IMP number 
without proper authoriza ti on vtill be investigated and appropriate action taken. 

Irrespect ive of the mo de of c laim submission (hard copy or electronic medium), 
all claims mu st i nclude the PCM's name and IMP number. A claim submitted for a 
service wh i ch re uires r ior authorization (from the Divi sion of Medical Assis­
tance and Heath Services wi be rejected or payment, un ess a~prove 
by the PCM, and the PCM ' s name and IMP number ·is included in thees i gna ted 
space on the app ropri ate claim form. 

If you have any quest i ons regarding this n~wsletter, contact S. Eugene Yuliano, 
M.D., Med ical Director, Div is ion of Medical Assistance and Health Services, 
CN-712, Trenton, New Je rsey 08625. 



The Prudential ~ 
~ 

REC'D JUN 18 1985 
MEDICARE / MEDICAID BULLETIN 

85-2 May 28, 1985 
Volume P-424 

TO: ALL Providers ( except Dentists) 

SUBJECT: HCPCS - Medicare/Medicaid Workshops 

The Prudential Insurance Canpany in cooperation with the New Jersey Deparbnent of 
Human Services, Division of Medical Assistance and Health Services will conduct a 
series of Medicare/Medicaid workshops at various locations throughout the State 
during July ar.i August, 1985. All office staff members responsible for billing 
under these programs are invited to attend. 

The purpose of these workshops is to introduce and explain the HCFA Cannon Pro­
cedure Cooing System (HCPCS) , which will be implemented by ooth Programs in New 
Jersey on September 1, 1985. Dnphasis will be placed on the application of 
HCPCS in the provider billing process for ooth Medicare and Medicaid claims 
sul::mission. 

Refreshments will be served at 8: 30 a.m., with the program beginning promptly at 
9:00 a.m. , and concluding between 11:15 a.m. and 12:30 p.m., depending on the 
location. A formal Medicare and Medicaid panel presentation will be given, 
follaved by a question and answer session. We urge you to attend the site most 
convenient for you. 

Please canplete the attached registration fonn and return it as soon as possible 
to assist us in making the necessary arrangements for each workshop. The Work­
shop Schedule with dates, tim=s and locations is also atta9hed. If you have any 
questions concerning registration, contact Joan Wynn - Telephone Number: (609) 
653-2710. 

Attention MediCAID Providers 

1. Medicaid Provider Manual supplements f or use with HC1?CS codes will be sent 
to you in late June. Please review this manual material in advance of the 
selected workshop meeting. 

2. PLEASE NOTE: Physicians, Podiatrists, . Optanetrists, Certified Nurse Midwives, 
Independent laboratories, and Independent Clinics 

To determine the narratives for .Level .1 ccxles used in your .specialty, it is 
necessary to refer to CPT-4 (Physiciants Current Procedural Tenninolpgy Fourth 
Edition). Copyri ght rest rictions make it impossible to print excerpts fran it. 
A copy of the 1985 edit ion of CPT-4 may be ordered from: 

Attachments 

Order Department OP-341-5 
American Medi cal Associati on 
P. O. Box 10946 
Chi cago, I llinois 60610 

The Prudential Insurance Company of America, Governmental Health Programs Office, P. 0. Box 471, Millville, New Jersey 08332 

MEDICAID 7614-M Ed. 3-8 5 



DATE 

July 9 

July 10 

July 11 

July 16 

July 17 

July 25 

July 30 

August 6 

August 8 

WORKSHOP SCHEDULE 

TIME CITY 

8:30 a.m.- Saddle Brook 
12:30 p.m. 

8:30 a.m.- Roseland 
11:15 a.m. 

8:30 a.m.- North 
12:30 p.m. Brunswick 

8:30 a.m.- Blackwood 
12:30 p.m. 

8:30 a.m.- Vineland 
12: 30 p.m. 

8:30 a.m.- Princeton 
12:30 p.m. 

8:30 a.m.- Linwood 
11: 15 a.m. 

8:30 a.m.- Roseland 
11:15 a.m. 

8:30 a.m.- Toms River 
12:30 p.m. 

LOCATION 

Treadway Inn - 50 Kenney 
Place (Interchange Rt. 80 
and Garden State Parkway, 
Exit 159) 

Prudential Insurance Company 
55 N. Livingston Avenue 
(Exit SB off Rt. 280 North) 
Use parking lots J, K, & L 
at rear of building. 

BaCar's Quality Inn - U.S. 
Hwy No. 1 (½ mile south of 
Rt. 130) 

Camden Community College 
Lincoln Hall Auditorium 
College Drive (Little 
Gloucester Road) 

Presidential Motor Lodge 
Washington Room-D~l~ea Drive 
(Rt. 47 & Landis Avenue) 

Center for Health Affairs 
Auditorium-760 Alexander Rd. 
( 0 ff U . S . Hwy 1 ) 

Prudential Insurance Company 
Route 9, New Road 

Prudential Insurance Company 
55 N. Liv~ngston Avenue 
(Exit SB off Rt. 280 . North) 
Use parking lots J, K, & L 
at rear of building. 

Holiday Inn - 290 State Hwy. 
37 East (Exit 82 from Garden 
State Parkway) 



PRE-REGISTRATION FOR MEDICARE/MEDICAID WORKSHOP 

I (we) wish to attend the workshop which will be held in: 

NAME(S) 

REPRESENTING 

OFFICE ADDRESS 

OFFICE TELEPHONE 
NUMBER 

MD 

(CITY) 

DO DC DPM 

(DATE) 

OTHER 

Please complete this form if you plan to attend and mail it without 
delay to: 

Joan Wynn 
Medicare Claim Division II 
Prudential Insurance Company 
P.O. Box 2222 
Linwood, NJ 08221 



STATE OF NEW JERSEY 

Department of Human ~rvices 

Division of Medical AMatance and Health Services 
REC'D '-· U I 1 

1985 

New Jersey Health Services Program NEWSLETTER 
Volume ... .:?.::-.4X~ .. 

TO: 

SUBJECT: 

EFFECTIVE: 

June 24, 1985 

Providers of Invalid Coach and Ambulance Services 

LICENSURE of Invalid Coach and Ambulance Services 
by the New Jersey State Department of Health 

October 1, 1985 

PURPOSE: This letter informs providers of Invalid Coach and Ambulance 
services that effective October l, 1985, they must be licensed in 

order to be eligible for participation as providers under the New Jersey Medicaid 
Program. 

BACKGROUND: The New Jersey Administrative Code stipulates that providers of 
Invalid Coach and Ambulance services must meet the requirements of 

the New Jersey State Department of Health when standards and a licensing program are 
developed and adopted. 

The New Jersey State Department of Health proposed a new rule (N.J.A.C. 8:40), 
Manual of Standards for Licensure of Invalid Coach and Ambulance Services in the 
New Jersey Register on November 19, 1984, which was adopted on April 15, 1985. 

ACTION: EFFECTIVE ON OCTOBER 1, 1985, THE NEW JERSEY MEDICAID 
PROGRAM WILL PROCESS AND REIMBURSE CLAIMS ONLY FOR 
PROVIDERS WHO ARE DULY LICENSED. 

The New Jersey State Department of Health has advised the New Jersey Medicaid 
Program that for the period April 15, 1985 to September 30, 1985, providers may 
cont inue to render transportation services while the Department of Health proceeds 
to implement the licensing regulations and procedures. 

The New Jersey Medicaid Program will not pay for services rendered by an unlicensed 
provider of Invalid Coach or Ambulance services after September 30, 1985. 

Providers who have not already applied for licensure to the New Jersey State 
Department of Health are advised to do so immediately. Wher license certificati on 
is received, the provider must submit a copy of the certification to: 

Prudent i a 1 Insurance Company 
Provider Enrollment 
P. 0. Box 471 
Millville, New Jersey 08332 



A provider will con,tinue to receive reimbursement for claims submitted only if the 
lic~nsure process is completed by October 1, 1985. · 

If JiOU have any questions about this Newsletter, please contact Peter K. Rosswaag 
at 909-984-7868. . 

I 

I 
• I 



STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Asai.stance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume ... P-426 .... June 28, 1985 

To: PHYSICIANS 

SUBJECI': HCFA CCM-ON PROCEDURE CODING SYSTEM (HCPCS) 

EFFB:TIVE: September, 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CI.AIMS SUBMITI'ED 
CN OR AFrER SEPI'EMBER 1, 1985 MUsr INCLUDE APPLICABLE HCPCS CDDES. 

Attached is a new Subchapter 4, Ed. 4-85, New Jersey Medicaid's Physician Services 
Manual , which provides HCPCS information. It includes the following : 

1 • HCPCS Code Numbers (activated by New Jersey Medicaid) and Maximum Fee 
Schedule. 

2. Codes and narratives not fourrl in CPT-4 (Level II arrl Level I II Ccxles). 
(Please note: To determine narratives for Level I Codes, it is necessary 

to refer to CPT-4 (Physicia,ns' .current Procedural Tenninology Fourth 
Edition). A 1985 edition may be ordered fran: Order Department 
OP-341-5, American Medical Association, P.O. Box 10946, Chicago, 
Illinois, 60610.) 

There is no change in the New Jersey Medicaid Program's reimburserent schedule for 
physician services. HCMever, since code numbers, narratives, qualificati ons to 
codes and reimbursement are presented in a different format, all the material 
should be read carefully. 

'Any questions you have relevant to the implerentation of HCPCS should be addressed 
at the Medicare/Medicaid workshops scheduled throughout the State during July and 
August (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985). 

Manual Maintenance: The enclosed material, Subchapter 4, ED. 4-85, of the Physicians 
Sel'.Vices Manual r eplaces PRCCEDURE CODE MANUAL , E:d. 12/82. All rn.urerical 
designations in SUl:x:hapter 4 confo:rm with sub:nission requirements of the New Jersey 
Administrative Cede (N.J.A.C.) to facilitate legal reference and cross reference. 
Chapter II and III of the Physicians Services Manual will be similarly renumbered 
when they are revised and distributed at a later time. 

The follav-ing is an addendum to the enclosed material (Laboratory Section): 
If any h-Jo of the follc:Ming HCPCS procedure ccxies are perfomed on the same day by 
autanated equiµnent and the total reimbursement of the two chemistry t ests would 
haye exceeded $7 . 50 , the IMXimum re.imburserrent will not be more than $7.50: 82251, 
82374, 82801, 83540 , 83545, 83610, 83615, 83620, 83629, 83631, 84075, 840 78, 84080, 
84132, 84133, 84295, 84300, 84478, 82977, W8215. 



5TATE OF NEW JERSEY 
Depanment of Human Senicea 

Division of Medical Asaittance and He.Ith S~ 

New Jersey Health Services Program NEWS LET l 
June 28, 1985 

To: PROVIDE.RS OF VISION CARE SERVICES 

Subject: HCFA C~lON PRCXEDURE CODING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/?-Bilcaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will inplement HCPCS on September 1, 1985. ALL CI.AIMS SUBMITrED 
ON OR AFTER SEPrEMBER 1, 1985 MUST INCLUDE THE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 4, Ed. 4-85 , New Jersey Medicaid's Vision Care 
Services Manual, which provides HCPCS information. It includes the following: 

1. HCPCS Code Numbers (activated by New Jersey Medicaid) and Maximum Fee 
Schedule (excluding optical appliances). 

2. Codes and narratives not found in CPT-4 (Level II and Level III Code). 
(Please note: To detennine narratives for Level I Codes, it is necessary 

to refer to CPT.,..4 (Physicians' Current Procedural Tenninology Fourth 
Edition) . A 1985 edition may be ordered frcm: Order Department 
OP-341-5, American Medical Association, P.O. Box 10946, Chicago, 
Illinois, 60610.) 

There is no change in the New Jersey Medicaid Program's reimbursement schedule 
for vision care services. Havever, since code numbers, narratives, qualifications 
to codes, and reimbursement (excluding optical appliances) are presented in a 
different fonnat, all the material should be read carefully. 

Any questions you have relevant to the .implementation of HCPCS should be 
addressed at the Medicare/.M3dicaid ~rkshops scheduled throughout the State 
during July and August (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated 
May 28, 1985). 

Manual Maintenance: The enclosed material, Subchapter 4, Ed. 4-85, replaces the 
PROCEDURE CODE MANUAL, Ed. 12/82, and Chapter V - Optical Appliance Codes, Rev. 
8/74. All numerical designations in Suochapter 4 confonn with the subnission 
requirercents for the New Jersey Administrative Code (N.J.A.C.) to facilitate 
legal reference and cross reference. Chapter II, III and IV of the Vision Care 
Services Manual will be similarly renumbered when they are revised and distributed 
at a later time. 



VISION CARE MANUAL 

SUBCHAPTER 4. HCFA COMMON PROCEDURE CODING SYSTB1 (HCPCS) 

10:62-4.1 

4.2 

4.3 

4.4 

INDEX 

INTRO DUCT ION 

ELB1ENTS OF HCPCS CODING SYSTB1 WHICH REQUIRE 
ATTENTION OF PROVIDER 

PROFESSIONAL VISION CARE SERVICES - HCPCS CODE NUMBERS 
AND MAXIMUM FEE SCHEDULE 

APPENDIX A - PROFESSIONAL VISION CARE SERVICE CODES AND 
NARRATIVES NaT FOUND IN CPT-4 (LEVEL II 
AND LEVEL III CODES) 

APPENDIX B - QUALIFIERS FOR PROFESSIONAL VISION CARE 
SERVICES . 

HCPCS CODES FOR OPTICAL APPLIANCES 

(a) Lens Dispensing Fees 

(b) Frames 

(c) Single Vision Lenses, Glass or Plastic 

(d) Bifocal Lenses, Glass or Plastic 

(e) Trifocal Lenses, Glass or Plastic 

(f) Variable Sphericity Lenses 

(g) Contact Lenses 
I 

(h) Low Vision Aids 

(i) . Prosthetic Eyes 

(j) Intraocular Lenses 

(k) Miscellaneous 

Ed. 4-85 



SUBCHAPTER 4. HCFA CO~ON PROCEDURE CODING SYSTB1 (HCPCS) 

10:62-4.1 INTRODUCTION 

(a) The New Jersey Medicaid Program utilizes the Health Care Financing 
Admini stration's (HCFA) ~ommon frocedure ~oding _furstem (HCPCS). HCPCS follows 
the American Medical Association's Physicians' Current Procedural Terminology -
4th Edition (CPT-4) architecture, employing a five-position code and as many as 
two 2-posit ion modifiers. Unlike the CPT-4 numeric design, the HCFA assigned 
codes and modif iers contain alphabeti.c characters. HCPCS was developed as a 
three-level coding system. 

1. LEVEL I CODES (Narratives found in CPT-4) 

These codes are adapted from CPT-4 for utilization primarily by 
Physicians, Podiatrists, Optometrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Laboratories. CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
modifiers for reporting medical services and procedures performed 
by physicians. 

Copyright restrictions make it impossible to print excerpts from 
CPT-4 procedure narratives for Level I codes. Thus, in order to 
determine those narratives it is necessary to refer to CPT-4. 

2. LEVEL II CODES (Narratives found in Appendix A) 

These codes are assigned by HCFA for physicians and non-physician 
services which are not in CPT-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CODES (Narratives found in APPENDIX A) 

These codes are assigned by the Division and the Prudential 
Insurance Company to be used for those services not identified by 
CPT-4 codes or HCFA-assigned codes. Level III codes identify ser­
vices unique to New Jersey. These codes are listed in Appendix A 
of each section. 

(b) The HCPCS codes listed in this Subchapter 4. are divided into two sec­
t ions: HCPCS Codes for professional services are in section 4.3; for optical 
appliances, in section 4.4. 

(c) GENERAL POLICIES REGARDING USE OF HCPCS FOR SERVICES AND PROCEDURES 

Li sted below are some of the general policies of the New Jersey Medicaid Program 
regarding HCPCS. Specific information concerning the responsibility of the 
vision care provider when rendering professional services and requesting reim­
bursement is listed in Subchapter 1. (Basis of Payment); for optical appliances, 
Subchapter 2. (Basis of Payment). Billing procedures are found in Subchapter 3. 

-1- Ed. 4-85 



1. When filing a claim, the HCPCS codes, including the referenced 
qual ifiers and modifiers, must be used in conjunction with the narratives in 
CPT-4 or Appendix A, whichever is applicable. 

2. The use of a procedure code will be interpreted by the New Jer sey 
Medicaid Program as evidence that the practitioner personally f urnished, as a 
minimwn , the service for which it stands . 

3. For purposes of reimbursement, an optometrist and/or physician; 
optometrists' and/or physicians' group; shared health care facility; or provi­
ders sharing a common record are consider ed a single provider. 

4. ¼ben billing, the provider must enter into the procedure code column 
of space 24-D of claim form 1500-N.J . a CPT/HCPCS code as listed in CPT-4 or 
thi s Subchapter 4. If an appropriate code is not listed, place an "N/A" (not 
appl icable) in the procedure code column and submit a narrative description of 
the service. If possible, insert into space 24-D a CPT code closest to the 
narrative description you have written. 

S. For reimbursement purposes, when reference is made t o any of the 
f ol l owing services it is understood that they were performed by t he optometrist 
or physician submitting the claim: 

i. Office, Hospital, Nursing Home, or Sheltered Board i ng Horne 
Visits. 

ii. Any and all parts of a his t ory or eye examination. 

6. To qualify as documentation that the service was rendered by the 
physi ci an or optometrist during an inpatient stay, the medical record must con­
tain t he optometrist's or physician's notes indicating that he/she personally: 

i. Reviewed the patient's medical history with t he patient and/or 
his family, depending upon the medical situat i on. 

ii. Performed an eye examination. 

iii. Confirmed or revised the diagnosis. 

iv. Visited and examined the patient on the days f or which a claim 
for reimbursement is made. 

7. The billing physician's or optometrist's involvement must be clearly 
demonstrated in notes reflecting his/her personal involvement with the service 
rendered . This refers to those occasions when these notes are written into the 
medical record by int erns, residents, other house staff members, or nurses. A 
countersignature al one is not sufficient. 

-2- Ed. 4-85 



8. Date(s) of service(s) must be indicated on the claim form and in the 
practitioner's own record for each service billed. 

9. When submitting a claim, the pract1t1oner must always use his/her 
usual and customary fee. The Medicaid dollar value designated for the HCPCS 
codes represents the New Jersey Medicaid Program's maximum payment for the given 
procedure. 

i. All references to time parameters shall mean the physician's or 
optometrist's time in reference to the service rendered unless it is otherwise 
indicated. 

-3- Ed. 4-85 



10:62-4.2 ELEMENTS OF HCPCS CODING SYSTEM WHICH REQUIRE ATTENTION OF PROVIDER 

(a) The lists of HCPCS codes for vision care services are arranged in 
tabular form with specific information for a code given under columns with 
titles such as: "IND", "HCPCS CODE", "MOD", "DESCRIPTION", and ":MEDICAID DOLLAR 
VALUE" . The information given under each column is summarized below: 

COLUMN 
TITLE 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer provider 
to information concerning the New Jersey Medicaid Program's qualifi­
cations and requirements when a procedure or services HCPCS code is 
used. 

HCPCS 
CODE 

MOD 

Explanation of indicators and qualifiers used in this column are 
given below: 

"L" indicates that the complete narrative for the code is located in 
Appendix A at the end of Section 4.3. 

"N" indicates that the narrative of the code is limited or qualified 
in some manner. These qualifications are listed by procedure code in 
Appendix Bat the end of Section 4.3. 

"P" indicates that prior authorization is required. 
(See Subchapter 1. and 2.) 

"R" indicates a factor necessary in a Jens prescription. For proper 
reimbursement, the code must be listed on the claim forrr, (MC-9) in 
addition to the basic lens code. 

Lists the HCPCS code numbers for professional services and vision 
care appliances. 

Lists alphabetic and numeric symbols. Services and procedures may be 
modified tmder certain circumstances. When applicable, the modifying 
circumstance should be identified by the addition of alphabetic 
and/or numeric characters at the end of the code. The New Jersey 
Medicaid Program's recognized modifier codes for vision care are as 
follows: 

MODIFIER 
CODE 

AP 

YF 

DESCRIPTION 

Determination of "Refractive State" was not performed 
in the course of diagnostic ophthalmological examina­
tion. 

Optical Frame Service Fee: To be used when patient 
supplies his/her own Medicaid plastic frame 
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DESCRIP­
TION 

MEDICAID 
DOLLAR 
VALUE 

Lists the code narrative. (Narratives for Level I codes are found in 
CPT-4. Narratives for Level II and Level III codes are found in 
Appendix A at the end of Section 4.3.) 

Lists New Jersey Medicaid Program's reimbursement schedule for 
specialists and non-specialist. If the symbols "B.R." (By Report) are 
listed instead of a dollar amount, it means that additional informa- .r, 
tion will be required in order to properly evaluate the service. 
Attach a copy of the report to the 1500-N.J. claim form. For informa- . 
tion concerning reimbursement of optical appliances, refer to 
Subchapter 2. 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER '-'IND" & "MOD" 

These symbols when listed under the "IND" and "MOD" columns are elements of the 
HCPCS coding system used as qualifiers or indicators (as in the "IND" column) 
and as modifiers (as in the "MOD" column). They assist the provider in deter­
mining the appropriate procedure codes to be used, the area to be covered, the 
minimum requirements needed, and any additional parameters required for reimbur­
sement purposes. 

i. These symbols and/or letters must not be ignored because in 
certain instances requirements are created in addition to 
the narrative which accompanies the CPT/HCPCS code. The pro­
vider will then be liable for the additional requirements, 
and not just the code narrative. These requirements must be 
fulfil led in order to receive reimbursement. 

ii. If there is no identifying symbol listed, the CPT/HCPCS code 
narrative prevails. 

(b) For surgical codes relevant to Ophthalmologists see Physicians Manual, 
Subchapter 4. 

-5- Ed. 4-85 
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10:62-4.3 PROFESSIONAL VISION CARE SERVICES - HCPCS CODE NUMBERS AND 
MAXIMUM FEE SCHEDULE 

*IND. 

N 
N 
N 
N 

N 
N 
N 

N 
N 
N 
N 
N 
N 

N 

N 

L 
L 
L 
L 
L N 
L 
L N 

HCPCS 
CODE 

92002 
92004 
92012 
92014 

90050 
90060 
90070 

92020 
92065 
92081 
92082 
92083 
92100 
92120 
92130 
92225 
92226 
92235 
92250 
92260 

92280 
92286 
92541 
92542 
92544 
92545 

W9200 
W9205 
W9210 
W9215 
W9220 
W922S 
W9230 

*Refer to Section 4.2 

MEDI CAID 
DOLLAR VALUE 

~OD s NS 

22.00 
26.00 
22.00 
26.00 

9.00 
9.00 
9.00 

15.00 
10.00 

8.00 
8.00 
8.00 
8.00 

15.00 
15.00 
25.00 
21.00 
53.00 
10.00 
15.00 

45.00 
12.00 

5.00 
8.00 
5.00 
5.00 

10.00 
60.00 
25.00 
9.00 
8.00 

25.00 
8.00 
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APPENDIX A 

PROFESS IONAL VISION CARE SERVICE CODES AND NARRATIVES NOT FOUND IN CPT-4 
(LEVEL II AND LEVEL III CODES) 

HCPCS 
*IND . CODE K>D 

W9200 

W920S 

W9210 

W921 S 

Appendix A/1 

DESCRIPTION 

Subnormal Vision Exam, a continuation 
after a compr ehensive eye exam, with 
l imited additi onal tests to determine 
if subnormal vision devices would 
benefit vision problems that cannot 
be normalized by conventional 
spectacles . 

NOTE: This subnormal vision exam­
ination is used as an 
additional procedure at 
the time of the original 
examination. 

Subnormal Vision Work-up with writ ten 
report. Prior Authorization required. 
This is a battery of extensive tes ts 
and independent procedures to deter­
mine a device or a combination of 
devices that would permit an indivi ­
dual to enhance visual functions. 

Vision training workup and written 
report (prior authorization required) 

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: It is the intent of the 
Program to reimburse the 
Ophthalmologist or the 
Optometrist for either a 
screening examination or 
a comprehensive eye exam-

' MEDICAID 
DOLLAR VALUE 

S NS 

10.00 

60.00 

25. 00 

9 . 00 

*Refer to Section 4.2 
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HCPCS MEDICAID 
*INp_. CODE MOD DESCRIPTION DOLLAR VALUE s --NS 

ination rendered a patient, 
not both. If, as a result 
of the screening examination, 
it is felt that a compre-
hensive 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 in-
stance, becomes an integral 
part of the comprehensive 
examination and the claim 
submitted to the program 
should be for a compre-
hensive eye examination. 
If however, the screening 
examination reveals that 
no further examination is 
necessary, a claim should 
be submitted for a visual 
screening examination. 

N W9220 Slit lamp examination 8.00 

W922S Laser Interferometry , unilateral 25.00 

N W9230 Ophthalmoscopy (Fundoscopy) with 8.00 
Mydriasis, direct and/or indirect 
method (independent procedure) 

*Refer to Section 4.2 
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CODES 

92002 
92012 

92004 
92014 

APPENDIX~ (Vision Care) 

QUALIFIERS 

PROCEDURE 

1. COMPREHENSIVE EYE EXAMINATION 

Comprehensive Eye Examinat ion - Codes 92002 or 92012 are comparable 
to discontinued code 5400 , Comprehensive Eye Examination, and refer 
to a new or es tablished patient respectfully. For reimbursement pur­
poses, the use of these codes requires as a minimum a comprehensive 
eye examination whi ch shall include, with or without cycloplegics and 
with or without a post cycl opl egic visit, the following: 

i. Detailed case history; 

ii. External and internal (ophthalmoscopic) examination; 

iii. Refraction (objective and subjective); 

iv. Gross visual fields (central and peripheral); 

v. Tonometry (when indicated for patients under 35; man­
datory for all patients over 35). The specific method 
used should be identified (that is, the finger palpation 
test is not acceptable); 

vi. Binocular coordination testing (distance and near); 

vii. The diagnosis (Ocular deficiency or deformity, visual or 
muscular anomaly, and so forth); 

viii . Recommendations. 

2. COMPREHENSIVE EYE EXAMINATION WITI-i DIAGNOSTIC FIELDS 

Comprehens ive Eye Examination with Diagnostic Fields - Codes 92004 or 
92014 are comparable to discontinued code 5401, Comprehensive Eye 
Examination with Diagnostic Fields and refer to a new or established 
patient respectfully. For reimbursement purposes, it shall include 
all the criteria of procedure codes 92002 or 92012, including 
complete Diagnostic Visual Fields. 

i. NOTE: These codes are not routinely reimbursable for a 
complete comprehensive eye examination. Patients should 
be selected for this additional service based upon history 
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92020 
92065 
92081 
92082 
92083 
92100 
92260 
W9220 
W9230 

90050 
90060 
90070 

and ophthalmologic findings during the examination, if 
the physical examination suggests the presence of optic 
or motor nerve abnormalities, or if other s i gni ficant 
physical findings are present and document ed , diagnostic 
visual fields studies may be select ively employed to 
establish or confirm the diagnos is and/or the degree of 
impairment. 

ii. NOTE: A comprehensive eye examination wi th or without 
diagnostic fields is limited to once a year. Additional 
such visits will be downgraded t o office visi ts if the 
criteria are met. Codes 90050, 90060, and 90070, 
Established Patient, are then applicable. 

3. INDEPENDENT OFFICE PROCEDURES 

Independent Office Procedures - Codes 92020, 92065, 92081 , 92082, 
92083, 92100, 92260, W9220, and W9230 are not reimbursable when per­
formed on the same day as Codes 90050, 90060, 90070, 92002, 92004, 
92012 , 92014 or W9215. The use of these codes precludes bill ing for 
any type of office visit on the same day. 

4. ROUTINE OFFICE VISIT 

Codes 90050, 90060 and 90070 - Routine Office Vi s it or Follow-Up 
Visit is defined as the care and treatment by a physician, which 
includes those procedures ordin~·· ily performed during a health care 
visit, which is dependent upon the setting and the phys ician's 
discipline. In order to document the record for re imbursement pur­
poses, a progress note for the office visit should include the 
fol lowing: 

i. Purpose of visit; 

i i. Pertinent history obtained; 

iii. Pertinent physical findings including pertinent negative 
findings based on the above; 

i v. Procedures, if any, with results ; 

v. Lab. , x-ray, EKG, etc. , ordered with resul ts; 

vi. Diagnosis; 

vii . Recommendations. 
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92280 

5. BRAIN-STEM-EVOKED RESPONSE TESTING 

Not responsible for initial testing, genera1 screening, research 
studies or any situation where usefulness has not been clearly 
established, and therefore, is without controversy. 

CPT 92280 - discontinued code 9339 - for reimbursement purposes 
refers to a visual brain-stem-evoked response (VBR) with interpreta­
ti on. Reimbursable to hospital outpatient department as a hospital 
charge or to a qualified provider (office setting). The study must 
be personally performed by any of the following disciplines trained 
and experienced with VBR testing, namely Ophthalmologists, 
Optometr ists, Neurologists, Neurosurgeons, and Psychiatrists. 

Criteria for testing: 

1. Inconclusive test results by standard vision testing for: 

a) neonates and infants at risk for vision loss. 
b) children and adults who cannot perform behavorial testing. 

2. Suspected organic neurologic lesion within or proximal to the 
visual pathway. 
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10:62-4 .4 HCPCS CODES FOR VISION CARE APPLIANCES 

HCPCS 
CODE MOD DESCRIPTION 

(a) LENS DISPENSING FEES 

YSllO Lens Service (Single vision lens) 

Y5112 Lens Service (Bifocal lens) 

Y5114 Lens Service (Trifocal lens) 

YSlOS Lens Service (Cataract Single Vision over + or - 10 D) 

YSlOO Lens Service (Cataract Bifocal over+ or - 10 D) 

(b) FRAMES 

V2020 Frames, purchases 

YSlSO Frames, purchase, replacement (due to unrepairable damage) 

YSlSS Frames, repair or part replacement 

V2035 

V203SYF 

Note: Frame repairs exceeding $5.00 require prior authori­
zation 

Frames, (dispensing fee) 

Frames,(dispensing fee) 

Note: (YF- Patient supplied his/her own Medicaid Plastic 
Frame) 

(c) SINGLE VISION LENSES, GLASS OR PLASTIC 

V2100 

V2101 

V2102 

V2103 

Sphere, single vision, plane to plus or minus 4.00, per lens 

Sphere, single vision, plus or minus 4.12 to plus or minus 
7.00D, per lens 

Sphere, single vision, plus or minus 7.12 to plus or minus 
20.00D, per lens 

Spherocylinder, single v1s1on, plane to plus or minus 4.00D 
sphere, .12 to 2.00D cylinder, per lens 

*Refer to Section 4.2 
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p 

p 

R 

R 

R 

p 

p 

HCPCS 
CODE MOD DESCRIPTION 

V2104 

V2105 

V2106 

V21 07 

V2108 

V2109 

V2110 

V211 1 

V211 2 

vi113 

V2114 

V21 15 

V2116 

V2117 

V2118 

V2199 

Spherocylinder, single v1s1on, plano to plus or minus 4.00D 
sphere, 2.12 to 4.00D cylinder, per lens 

Spherocylinder, single vision, plano to plus or minus 4.00D 
sphere, 4.25 to 6.00D cylinder, per lens 

Spherocylinder, single vision, plano to plus or minus 4.00D 
sphere, over 6.00D cylinder, per lens 

Spherocylinder, single vision, plus or minus 4.25 to plus or 
minus 7.00 sphere, .12 to 2. 00D cylinder, per lens 

Spherocylinder, single vision, plus or minus 4.25D to plus or 
minus 7.00D sphere 

Spherocylinder, single v1s1on, plus or minus 4.25 to plus or 
minus 7.00D sphere, 4.25 to 6.00D cyl inder 

Spherocylinder, single vision, plus or minus 4.25 to 7.00D 
sphere, over 6.00D cylinder, per lens 

Spherocylinder, single vision, plus or minus 7.25 to plus or 
minus 12.00D sphere, .25 to 2.25D cylinder 

Spherocylinder, single vision, plus or minus 7.25 to plus or 
minus 12.00D sphere, 2.25D to 4.00D cylinder 

Spherocylinder, single vision, plus or minus 7.2) to plus or 
minus 12.00D sphere, 4.25 to 6.00D cyl inder, per lens 

Spherocylinder, single vision, sphere over plus or minus 
12.00D, per lens 

Lenticular, (myodisc), per lens, s i ngle vision 

Lenticular lens, nonaspheric, per l ens, single vision 

Lenticular, aspheric, per lens, singl e vision 

Aniseikonic lens, single vision 

Not otherwise classified, single vision lens 

*Refer to Section 4. 2 
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HCPCS 
CODE MOD DESCRIPTION 

(d) BIFOCAL LENSES, GLASS OR PLASTIC 

(up to and including 28mm seg width, add power up to and including 
3.25D) 

V2200 

V2201 

V2202 

V2203 

V2204 

V2205 

V2206 

V2207 

V2208 

V2209 

V2210 

V221 1 

V2212 

V2213 

Sphere, bifocal, plano to plus or minus 4.00D, per lens 

Sphere, bifocal, plus or minus 4.12 to plus or minus 7.00D 
per lens 

Sphere, bifocal, plus or minus 7.12 to plus or minus 20.00D, 
per lens 

Spherocylinder , bifocal, plano to plus or minus 4.00D sphere, 
.12 to 2.00D cylinder, per lens 

Spherocylinder, bifocal, plano to plus or minus 4.00D sphere, 
2.12 to 4.00D cylinder, per lens 

Spherocylinder, bifocal, plano to plus or minus 4.00D sphere, 
4.25 to 6.00D cylinder, per lens 

Spherocylinder, bifocal, plano to plus or minus 4.00D sphere, 
over 6.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, .12 to 2.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, 2.1? to 4.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, 4.25 to 6.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, over 6.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, .25 to 2.25D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, 2.25 to 4.00D cylinder, per lens 

Spherocylinder, bifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, 4.25 to 6.00D cylinder, per lens 

*Refer to Section 4.2 
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p 

p 

HCPCS 
CODE_ MOD 

V2214 

V2215 

V2216 

V2217 

V2218 

V2219 

V2220 

V2299 

DESCRIPTION 

Spherocylinder, bifocal, sphere over plus o:r minus 12 .. QOD, 
per lens 

Lenticular (myodisc) , per lens, bifocal 

Lenticular, nonaspheric, per lens, bifocal 

Lenticular, aspheric lens, bifocal 

Aniseikonic, per lens, bifocal 

Bifocal seg width over 28mm 

Bifocal add over 3.25D 

Specialty bifocal (by report) 

(e) TRIFOCAL LENSES, GLASS OR PLASTIC 

(up to and including 28mm seg width, add power up to amd including 
3.25D) 

V2300 

V2301 

V2302 

V2303 

V2304 

V2305 

V2306 

V2307 

Sphere, trifocal, plano to plus or minus 4.00D, per lens 

Sphere, trifocal, plus or minus 4.12 to plus or minus 7.00D 
per lens 

Sphere, trifocal, plus or minus 7.12 t a plus or minus 20.00 
per lens 

Spherocylinder, trifocal, plano to plus or minus 4.00D 
sphere, .12 - 2.00D cylinder, per lens 

Spherocylinder, trifocal, plano to plus or minus 4.00D 
sphere, 2.25 to 4.00D cylinder, per lens 

Spherocylinder, trifocal, plano to plus or minus 4.00D 
sphere, 4.25 to 6.00 cylinder, per lens 

Spherocylinder, trifocal, plano to plus or minus 4.00D 
sphere, 4.25 to 6.00 cylinder, per l ens 

Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, .12 to 2.00D cylinder, per lens 

*Refel to Section 4.2 
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p 

p 
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P-R 

P-R 

P-R 

p 

p 

p 

p 

p 

p 

p 

HCPCS 
CODE MOD DESCRIPTION 

V2308 

V2309 

V2310 

V2311 

V2312 

V2313 

V2314 

V231 5 

V2316 

V231 7 

V2318 

V2319 

V2320 

V2399 

Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, 2.12 to 4.00D cylinder, per lens 

Spherocylinder, trifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, 4.25 to 6.00D cylinder, per lens 

Spherocylinder, r ifocal, plus or minus 4.25 to plus or minus 
7.00D sphere, over 6.00D cylinder, per lens 

Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, .25 to 2.25D cylinder, per lens 

Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, 2.25 to 4.00D cylinder, per lens 

Spherocylinder, trifocal, plus or minus 7.25 to plus or minus 
12.00D sphere, 4.25 to 6.00D cylinder, per lens 

Spherocylinder, trifocal, sphere over plus or minus 12.00D, 
per lens 

Lenticular, (myodisc), per lens, trifocal 

Lenticular nonaspheric, per lens, trifocal 

Lenticular, aspheric lens, trifocal 

Aniseikonic lens, trifocal 

Trifocal seg width over 28mm 

Trifocal add over 3.25D 

Specialty trifocal (by report) 

(f) VARIABLE SPHERICITY LENSES 

(Welsh 4 drop, hyperaspheric, double drop, etc.) 

V2410 Variable spherici ty lens, single vision, full field, glass or 
plastic, per lens 

V2430 Variable spherici ty lens, bifocal, full field, glass or 
plastic, per lens 

V2499 Not otherwise classified, variable sphericity lens 

*Refer to Section 4.2 
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p 
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p 

p 

HCPCS 
CODE MOD DESCRIPTION 

(g) CONTACT LENSES 

V2500 

V2501 

V2502 

V2503 

V2510 

V251 1 

V2512 

V2513 

V2520 

V2521 

V2522 

V2523 

V2530 

V2599 

Contact lens, pmma, spherical, per lens 

Contact lens, pmma, toric or prism ballast, per lens 

Contact lens pmma, bifocal, per lens 

Contact lens pmma, color vision deficiency , per lens 

Contact lens, gas permeable, spherical, per lens 

Contact lens, gas permeable, toric, prism ballast, per lens 

Contact lens, gas permeable, bifocal, per lens 

Contact lens, gas permeable, extended wear, per lens 

Contact lens hydrophilic, spherical, per lens 

Contact lens hydrophilic, toric, or prism ballast, per lens 

Contact lens hydrophilic, bifocal, per lens 

Contact lens hydrophilic, extended wear, per lens 

Contact lens, scleral, ~ ·. r lens (for contact lens modifica­
tion, see 92325) 

Not otherwise classified, contact lens 

(h) LOW VISION AIDS 

V2600 

V2610 

V2615 

Hand held low vision aids and other nonspectacle mounted aids 

Single lens spectacle motmted low vision aids 

Telescopic and other compound lens system including distance 
vision telescopic, near vision telescopes and compound 
mircroscopic lens system 

*Refer to Section 4.2 
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HCPCS 
CODE MOD DESCRIPTION 

(i) PROSTI-IETIC EYES 

V262O 

V2621 

V2622 

V2623 

V2629 

Prosthetic, eye, glass, stock 

Prosthetic, eye plastic, stock 

Prosthetic, eye . glass, custom 

Prosthetic, eye, plastic, custom 

Not otherwise classified, prosthetic eye 

( j ) INTRAOCULAR LENSES 

V263O 

V2631 

V2632 

Anterior chamber intraocular lens 

Iris supported intraocular lens 

Posterior chamber intraocular lens 

(k) MISCELLANEOUS 

V27OO 

V271O 

V271S 

V2718 

V273O 

V274O 

V2741 

V2742 

V2743 

V277O 

V2799 

Y52OO 

Balance lens, per lens 

Slab off prism, glass or plastic, per lens 

Prism, per lens 

Press-on lens, Fresnell prism, per lens 

Special base curve, glass or plastic, per lens 

Tint, plastic, rose 1 or 2 per lens 

Tint, plastic, other rose 1-2, per lens 

Tint, glass rose 1 or 2, per lens 

Tint, glass other than rose 1 or 2 per lens 

Occluder lens, per lens 

Not otherwise classified 

Vision training devices 

*Refer to Section 4.2 
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ST ATE OF NEW JERSEY 

Depa..""tment of Human Serricea 

Dinsion of Mediotl Aaaiatance and He&lth S~ 

New Jersey Health Services Program NEWSLETTER 
I r ·• Pd 

r • •• • ••• p ,, ••• , 

June 28, 1985 

To: PROVIDERS OF MEDICAL SUPPLIER SERVICES 

Subject: HCFA C(1!M()N PROCEDURE CODING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the .Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. Attached is a new 
Subchapter 3, &:1. 4-85, New Jersey Medicaid's Medical Supplier Services Manual 
which provides HCPCS infonnation. It includes the HCPCS code numbers and 
narratives. The policy regarding the New Jersey Medciaid Programts reimbursement 
schedule for rredical supplier services remains the same. 

AIL CLAIMS SUBMI'ITED ON OR AFrER SEPTEMBER 1, 1985 MUST INCLUDE THE APPLICABLE 
HCPCS CODES. The ccxie number must be inserted on the M:::-11 claim fonn in section 
14 B. "Item No.". 

All the enclosed material should be read carefully. Any questions you have relevant 
to the implementation of HCPCS should be addressed at the Medicare/Medicaid 
Workshops scheduled throughout the State during July and August. (See Medicare/ 
Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985~) 

Manual Maintenance: The enclosed material, Subchapter 3, Ed. 4-85, replaces 
Subchapter 3, dated 11/79, of the Medical Supplier Services Manual. 



et.ATE OF NEW JERSEY 

Department of Human Senicea 

Oimion of Medical Aaaittance and Health S~ 

New Jersey Health Services Program NEWSLETTER 
• • , •• p , ••• J •••• 

P-429 
Volume ·····-··--·-·-·· ... June 28, 1985 

To: INDEPENDENT LABORATORIES 

Subject: HCFA COMMJN PRCCEDQRE CDDING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implerrent HCPCS on September 1, 1985. ALL CIAIMS SUBMITrED 
ON OR AFTER SEPTEMBER 1, 1985 MUST lliCLUDE THE APPLICABLE HCPCS CODES • 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid's Independent Labor­
atory Services Manual, which provides HCPCS infonnation. It includes the fol1CM1.ng: 

1. HCPCS Code Numbers (activated by New Jersey Medicaid) and Maxi.mum Fee 
Schedule. 

2. Cc:.x:1es and narratives not found in CPI'-4 (Level II and Level III Ccrles). 
(Please note: To determine narratives for Level I Codes, it is necessary 

to refer to CPI'-4 (Physicians' Current Procedural Terminology Fourth 
Edition) . A 1985 edi:tion may be ordered from: Order Department 
OP-341-5, Arrerican Medical ]\ssociation, P.O. Box 10946, Chicago, 
Illinois, 60610.) 

There_is no change in the New Jersey Medicaid Program's reimbursanent schedule for 
IndE.pendent Laboratory services. HCMever, since code numbers, narratives, qualifi­
cations to codes, and reimbursement schedule are presented in a different fonnat, 
all the material should be read carefully. 

Any questions you have relevant to the .implementation of HCPCS should be addressed 
at the Medicare/Medicaid v.10rkshops scheduled throughout the State during July and 
August. (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985 .. ) 

Manual Maintenance: The enclosed material, Subchapter 3, Ed. 4-85, Independent 
Laborato:ry Services Manual replaces Chapter IV, Ed. 12/82. All mm~rical designa­
tions in Sulxhapter 3 conform with sul::mission requirements of the New Jersey Admin­
istrative Cc:.x:1e (N.J.A.C.) to facilitate legal reference and cross reference. 
Chapters II and III of the Independent Laboratory Services Manual will be similarly 
renumbered. when they are revised and distributed at a later time. 

The follcwing is an addendum to the enclosed material: 
If any two of the follCMing HCPCS procedure codes are perfonned on the same day by 
auta:nated equipment and the total re.imbursenent of the two chemistry tests would 
have exceeded $7 .50, the max.iroumreimburserrent will not be more than $7.50: 82251, 
82374, 82801, 83540, 83545, 83610, 83615, 83620, 83629, 83631, 84075, 84078, 84080, 
84132, 84133, 84295, 84300, 84478, 82977, W8215. 



STATE OF NEW JERSEY 

Department of Human Servicea 

Division of Medical Aai.atance &ad Health Services 

New Jersey Health Services Program NEWSLETTER 

June 28, 1985 
To: Certified Nurse Midwives 

Subject : ~CFA fOMMON fROCEDURE fODING ~YSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the New· Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CLAIMS SUBMITTED 
ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE THE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid's Certified Nurse 
Midwifery Services Manual which provides HCPCS information. It includes t~ 
following: 

1. HCPCS Code Numbers (activated by New Jersey Medicaid) and Maximum Fee 
Schedule. 

2. Codes and narratives not found in CPT-4 (Level II and Level III Codes). 
(Please note: To determine narratives for Level I Codes, it is neces­

sary,to refer to CPT-4. (Physicians' Current Procedural Terminology 
Fourth Edition). A 1985 edition may be ordered from: Order Depart­
ment OP-341-5, American Medical Association, P. 0. Box, 10946, 
Chicago, Illinois, 60610.' 

There is no change in the New Jersey Medicaid Program's reimbursement schedule 
for certified nurse-midwifery services. However, since code numbers, narra­
tives, qualifications to codes, and reimbursement are presented in a different 
format, all the attached material should be read carefully. 

Any questions you have relevant to the implementation of HCPCS should be 
a~ r ~essnrl at the Medicare/Medicaid workshops scheduled throughout the State 
during July and August. (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, 
dated May 28, 1985). 

Manual Maintenance: The enclosed material, Subchapter 3, Ed.' 4-85, Certified 
Nurse Midwifery Services Manual, replaces Subchapter 3, PROCEDURE CODES, dated 
1/83. 
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NURSE-MIDWIFERY SERVICES MANUAL 

SUBCHAPTER 3. HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS ) 

INDEX 

10:58-3 .1 INTRODUCTION 

3.2 ELEMENrs OF HCPCS CODES SYSTEM WHICH REQUIRE 
ATTENTION OF CERTIFIED NURSE-MIDWIFE 

3.3 HCPCS CODES FOR NURSE-MIDWIFERY SERVICES AND 
MAXIMUM FEE SOIEDULE 

(a) Obstetrical Services 

(b) Office Medical Services 

(c) Home Medical Services 

APPENDIX A - NURSE MIDWIFERY SERVICE CODES AND NARRATIVES 
NOf FOUND IN CPT-4 (LEVEL II AND LEVEL III CODES) 

APPENDIX B - QUALIFIERS FOR NURSE-MIDWIFERY SERVICES 
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SUBOIAPTER 3. HCFA CCM,fON PROCEDURE CODING SYSTEM (HCPCS) 

10:58-3.1 INTRODUCTION 

(a) The New Jersey Medicaid Program utilizes the Health Care Financing 
Administration's (HCFA) Common frocedure ~oding .§ystem (HCPCS). HCPCS follows 
the Amer ican Medical Association's Physicians' Current Procedural Terminology -
4th Edition (CPT-4) architecture, employing a five-position code and as many as 
two 2-posi tion modifiers. Unlike the CPT-4 numeric design, the HCFA assigned 
codes and modifiers contain alphabetic characters. HCPCS was developed as a. 
three-level coding system. 

1. LEVEL I CODES (Narratives found in CPT-4) 

These codes are adapted from CPT-4 for utilization primarily by 
Physicians, Podiatrists, Optometrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Laboratories. CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
modifiers for reporting medical services and procedures performed 
by physicians. 

Copyright restrictions make it impossible to print excerpts from 
CPT-4 procedure narratives for Level I codes. Thus, in order to 
detennine those narratives it is necessary to refer to CPT-4. 

2. LEVEL II CODF.S (Narratives found in Appendix A) 

These codes are assigned by HCFA for physicians and non-physician 
services which are not in CPI'-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CODES (Narratives fotmd in APPENDIX A) 

These codes are assigned by the Division and the Prudential 
Insurance Company to be used for those services not identified by 
CPT-4 codes or HCFA-assigned codeso Level III codes identify ser­
vices unique to New Jersey. These codes are listed in Appendix A 
of each section. 

(b) GENERAL POLICIES REGARDING USE OF HCPCS FOR PROCEDURES AND SERVICES 

Listed below are some of the general policies of the New Jersey Medicaid Program 
relevant to HCPCS . (The responsibility of the nurse-midwife when rendering spe­
cific services and requesting reimbursement is listed in Subchapter 1. Billing 
procedures are provided in Subchapter 2. 

-1- Ed. 4-85 



1. When filing a claim, the HCPCS Codes, including the referenced 
qualifiers and modifiers, must be used in conjunction with the narratives in the 
CPT-4 or Appendix A, whichever is applicable. 

2. The use of a procedure code will be interpreted by the New Jersey 
Medicaid Program as evidence that the certified nurse-midwife (C.NoM.) per­
sonally furnished, as a minimum, the stated service¥ 

3. For services rendered by more than one practitioner (e.g. physician 
or a CoN.M. in the employ of a physician or physiciaQ group), separate claim 
forms must be submitted by the physician or C.N.M. for the specific service 
rendered. 

4. When billing, the provider must enter into the procedure code 
column of space 24-D of claim form 1500-N.J. a CPT/HCPCS code as listed in CPT-4 
or Subchapter 3. If an appropriate code is not listed, place an "N/A" {not 
applicable) in the procedure code column and submit a narrative description of 
the service. If possible, insert into space 24-D a CPT code closest to the 
narrative description you have written. 

i. For reimbursement purposes, when reference is made to any of 
the following services it is understood that they were performed by the C.N.M. 
submitting the claim: 

(1) Office, Hospital, or Sheltered Boarding Home Visits. 

(2) Any part of a history or physical examination. 

11. To qualify as doctunentation that the service was rendered by 
the C.N.M. during an inpatient stay, the medical record must contain the 
C.N.M. 's notes indicating that he/she personally: 

(1) Reviewed the patient's medical history with the patient 
and/or his family, depending upon the medical situation. 

(2) Performed a physical examination. 

(3) Confirmed or revised the diagnosis. 

(4) Visited and examined the patient on the days for 
which a claim for reimbursement is made. 

(S) Was personally responsible for discharge of the 
patient. 
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111. The billing C.N.M.'s involvement must be clearly demonstrated 
in notes reflecting his/her personal involvement with the service rendered. 
This refers to those occasions when these notes are written into the medical 
record by interns, residents, other house staff members, or nurses. A counter­
signature alone is not sufficient. 

5. Date(s) of service(s) must be indicated on the claim form and in 
the C.N.M. 's own record for each service billed. 

6. When submitting a claim, the C.N.M. must always use his/her usual 
and customary fee. The "Medicaid Dollar Value" designated for the HCPCS codes 
represents the New Jersey Medicaid Program's maximum payment for the given pro­
cedure or service. 

i. All references to time parameters shall mean the C.N.M. 's per­
sonal time in reference to the service rendered unless it is otherwise indi­
cated. 
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10:58-3 . 2 ELEMENTS OF HCPCS CODES WHICH REQUIRES ATTENTION OF CERTIFIED 
NURSE-MIDWIFE 

(a ) The lists of HCPCS code numbers for nurse-midwifery services are 
arranged in tabular form with specific information for a code given under 
columns with titles such as: "IND", "HCPCS CODE", "MOD", "DESCRIPTION", 
"FOLLOW-UP DAYS", ''MEDICAID OOLLAR VALUE" and "ANES BASIC UNITS" . The infor­
mation given under each column is stmUnarized below: 

COLUMN 
TITLE 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer provider 
to information concerning the New Jersey Medicaid Program's qualifi­
cations and requirements when a procedure or services HCPCS code is 
used. 

HCPC.S 
CODE 

M)D 

DESCRIP­
TION 

FOLLOW­
UP DAYS 

Explanation of indicators and qualifiers used in this column are 
given below: 

"L" preceding any procedure code indicates that the complete narrative 
for the code is located in Appendix A of this Subchapter 3. 

"N" preceding any procedure code means that qualifiers are applicable 
to that code. These qualifiers are listed by procedure code number in 
Appendix B of this Subchapter 3 •• 

Lists the HCPCS procedure code numbers. 

Lists alphabetic and numeric symbols. Services and procedures may be 
modified under certain circumstances. When applicable, the modifying 
circumstance is identified by the addition of alphabetic and/or 
numeric characters affixed to the code. The modifiers for C.N.M. pro­
cedures are already affixed to the codes in the HCPCS code listing. 
The modifiers are as follow: 

WM - Midwifery: Used to identify procedures performed by C.N.M. by 
adding the modifier "'Wlt'I" to the code. 

22 - Unusual Services: When the service(s) provided is greater than 
that usually required for the listed procedure, it may be iden­
tified by affixing "22" to the usual procedure number . 

Lists the code narrative. (Narratives for Level I Codes are found i n 
CPT-4. Narratives for Levels II and III Codes are found in Appendix 
A of this Subchapter 3). 

Lists the ntxnber of days for follow-up care. 
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:MEDICAID 
DOLLAR 
VALUE 

ANES 
BASIC 
UNITS 

Lists New Jersey Medicaid Program's reimbursement schedule for the 
C.N.M •. If the symbols "B.R." (By Report) are listed instead of a 
dollar amollllt, it means that additional information will be required 
in order to properly evaluate the service. Attach a copy of the 
report to the 1500-N.J. claim form. 

B.U.V. (Basic Unit Value)+ A.T. (Anesthesia Time) (llllits) x $6.30 
(specialist) or $5.50 (non-specialist) equals reimbursement. 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & ''IDD" 

These symbols when listed under the "IND" and ''IDD" colunms are 
elements of the HCPCS coding system used as qualifiers or indica­
tors (as in the "IND" collUJlll) and as modifiers (as in the ''K>D'' 
column). They assist the C.N.M. in determining the appropriate 
procedure codes to be used, the area to be covered, the minimum 
requirements needed, and any additional parameters required for 
reimbursement purposes. 

i. These symbols and/or letters must not be ignored because in 
certain instances requirements are created in addition to the 
narrative which accompanies the CPT/HCPCS code as written in the 
CPT- 4. THE C.N.M. WILL TI-IEN BE LIABLE FOR THE ADDITIONAL 
REQUIREMENTS AND NOT JUST 1HE CODE NARRATIVE. These requirements 
must be fulfilled in order to receive reimbursement. 

ii. If there is no identifying symbol listed, the CPT/HCPCS code 
narrative prevails. 
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10: 58-3. 3 HCPCS CODES FOR NURSE-MIDWIFERY SERVICES AND MAXIMUM FEE SCHEDULt 

MEDICAID MEDICAin 
FOLLOW DOLLAR ANES FOLLOW DOLLAR ANES 

HCPCS UP VALUE BASIC HCPCS UP VALUE BASIC 
IND CODE mD DAYS s $ NS UNITS IND CODE MOD DAYS s $ NS UNITS 

(a) OBSTETRICAL SERVICES 

N 58300 WM 0 39.00 o. N 59420 WM 0 5.60 0. 

N 58301 WM 0 11. 50 0. N 59420 WM22 0 15.40 o. 
N 59400 WM 60 165.20 4. N 59430 WM 0 9.10 o. 
N 59410 WM 60 112. 00 4. L 20250 WM 0 40.00 0. 

(b) OFFICE MEDICAL SERVICES 

N 90050 WM 0 6.30 o. N 90060 WM 0 6.30 0. 

(c) HOME MEDICAL SERVICES 

N 90150 WM 0 6.30 o. N 90160 WM 0 6.30 0. 
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HCPCS 
CODE MOD 

Z02SO WM 

Appendix A/1 

APPENDIX A 

NURSE MIDWIFERY SERVICE 
CODES AND NARRATIVES NOT FOUND IN CPT-4 

(Level II and Level III Codes) 

DESCRIPTION 

Home Delivery Pack 
All drugs and supplies , 
etc., necessary f or 
delivery in this 
setting. 

FOLLOW 
UP 
DAYS 

0 

MEDICAID 
DOLLAR 
VALUE 

40.00 

ANES 
BASIC 
UNITS 

o. 
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HCPCS 
C01&_ 

58300WM 

58301WM 

591100WM 

59410WM 

59420WM 

59Ll 20WM22 

59430WM 

90050WM 
90060l\'M 
90150WM 
90160WM 

Apr endi x B/1 

APPENDIX B 

(Nurse-Midwifery Services) 

QUALIFIERS 

PROCEDURE 

Includes cost of device and post insertion visit and limited to 
within 6 week postpartwn period. 

Limited to within 6 week postpartum period. 

Ante partum care consisting ci initial ante partum visit and seven 
subsequent ante partum visits. Specific dates of all visits are to 
be listed on the HCFA-1500/NJ claim fonn. 

Reimbursement will be decreased by the fee for the initial ante par­
tum visit (594 20WM22) if patient not seen for this visit. The total 
fee will also be decreased by the reimbursement sum for each sub­
sequent ante partum visit (59420WM) which is les s than seven. 

Obstetrical delivery per vagina when performed by a certified nurse 
midwife with inhospital, home, or birthing center postpartum care, 
whichever applies. This applies to a vaginal delivery at full term 
or premature following completion of at least 28 weeks of gestation 
or if baby lives over 24 hour~. This shall also include one visit 
between the 15th and 42nd postpartum day following delivery and out 
of the hospital . Include deljvery date on the HCFA-1500/NJ claim 
form. 

This applies to a vaginal delivery at full term or premature 
following completion of at least 28 weeks of gestation or if baby 
lives over 24 hour·.,. This shall also include one visit between the 
15th and 42nd postpartum day following delivery and out of the 
hospital. Include delivery d2te on the HCFA-1500/NJ claim form. 

Indicate specific dates of services on HCFA-1500/NJ claim fo rm. 

Initial ante partum care by a certified nurse midwife (separate 
procedure) . 

By other than the delivering rhysician or certif ied nurse midwift; . 
One visit between the 15th anc 42nd postpartum day followjng del i. ­
very, out of hospital. 

If medical necessity dictates, corroborated by the record, then 
additional visits (home or office) above seven ante partum visit 5 
may be reimbursed. The claim form should clearly indicate the 
reason for the medical necessity and the date for each office or 
home visit listed. 

Ed. 4-85 



STATE OF NEW JERSEY 

Department of Human &!rvicea 

Division oi Medical Asaistance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .. P-_431 ... June 28, 1985 

To: PODIATRISTS 

Subject: HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 

Effective:~ September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CLAIMS SUBMITTED 
ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE THE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey ~edicaid's Podiatry Services 
Manual, which provides HCPCS information. It includes the following: 

1. HCPCS Code Numbers (activated by New Jersey Medicaid) and Maximum Fee 
Schedule . 

2. Codes and narratives not found in CPT-4 (Level II and Level III Codes). 
(Please note: To determine narratives for Level I Codes, it is neces­

sary to refer to CPT-4. (Physicians' Current Procedural Terminology 
Fourth Edition). A 1985 edition may be ordered from: Order Department 
OP-341-5, American Medical Association, P. 0. Box, 10946, Chicago, 
I 11 i no is , 60610. 

There is no change in the New Jersey Medicaid Program's reimbursement schedule 
for podiatric services. However, since code numbers, narratives, qualifications 
to codes, and reimbursement are presented in a different format, all the material 
should be read carefully. 

Any questions you have relevant to the implementation of HCPCS should be addressed 
at the Medicare/Medicaid workshops scheduled throughout the State during July and 
August. (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985). 

Man ual Maintenance: The enclosed material, Subchapter 3, Ed. 4-85, Podiatry 
S~rvi ces Manual replaces PROCEDURE CODE MANUAL, Ed. 12/82. All numerical 
designations in Subchapter 3 conform with submission requirements of the New 
Jers ey Administrative Code (N.J.A.C.) to facilitate legal reference and cross 
reference. Chapters II and III of the Podiatry Services Manual will be similarly 
renumbered when revised and distributed at a later time. 



STATE OF NEW JERSEY 

Department of Human Service, 

Division of Medical Aai.atance and Health Services 

New Jersey Health Services Program NEWSLETTER 

June 28, 1985 

To: Prosthetic and Orthotic Providers of Services 

Subject: ~CFA fOMMON fROCEDURE fODING ~YSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CLAIMS SUBMITTED 
ON OR AFTER SEPTEMBER 1, 1985, MUST INCLUDE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid 's Prosthetic and 
Orthotic Services Manual, which provides HCPCS information. It includes the 
HCPCS code numbers, narratives, and Medicaid reimbursement schedule. There is 
no change in the New Jersey Medicaid Program's reimbursement schedule for 
prosthetic and tirthotic services. All the attached material should be read 
carefully . 

Any questions you have relevant to the implementation of HCPCS should be ad­
dressed at the Medicare/Medicaid workshops scheduled throughout the State during 
July and August. (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated 
May 28, 1985). 

~~_ny a 1 M.:ti ntena nee: The enclosed ma teri a 1 , Subchapter 3, Ed. 4-85, rep 1 aces 
Ch~o ter IV, Procedure Codes and Descriptions, of the Prosthetic and Orthotic 
Serv ices Manual. All numerical designations in Subchapter 3 conform with 
s bmi ssion requirements of the New Jersey Administrative Code (N.J.A.C.) to 
fac i~ itate legal reference and cross reference. When Chapters II and III of 
this manual are revised, they will be similarly renumbered. 



STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Asaiuance and Health Services 

New Jersey Health Services Program NEWSLETTER 
June 28, 1985 

To: Providers of Ambulance and Invalid Coach Services 

Subject: HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CLAIMS SUBMITTED 
ON OR AFTER SEPTEMBER l, 1985 MUST INCLUDE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid's Transtortation 
Services Manual, which provides HCPCS information. It includes the A PCS code 
numbers , narratives, and Medicaid reimbursement schedule. The reimbursement 
schedule remains the same, but certain codes for dialysis and multi-load trans­
portation services are not included in the HCPCS listing. It is anticipated 
th~t these codes will be eliminated and the change is reflected in the attached 
material . Further details will be forthcoming in a subsequent newsletter. 

All the enclosed material should be read carefully. Any questions you have 
relevant to the implementation of HCPCS should be addressed at the Medicare/ 
Medicaid workshops scheduled throughout the State during July and August (See 
Medicare/Med icaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985). 

M3nu ~l Maintenance: The enclosed material, Subchapter 3, Ed. 4-85, replaces 
page 21, Rev. 11/77, of Chapter II of your Transportation Services Manual. 
p·1 ease mark that page as 11 obsolete 11

• All numerical designations in Subchapter 3 
conform with the submission requirements of the New Jersey Administrative Code 
(N.J.A.C.) to facilitate legal reference and cross reference. Chapter II of 
the Transportation Services Manual will be similarly renumbered when it is 
rev ised and distributed at a later time. 



STATE OF NEW JERSEY 
Department of Human Sen-ices 

Ohision of Medical Asaiatance and Health Serrices 

New Jersey Health Services Program NEWSLETT 
,.. • , , p . . ... , ......... . 6 I 

Vo I ume ..... -1?.::.1~.i_ ..... June 28 , 1985 

To: PROVIDERS OF PSYCHOLOGICAL SERVICES 

Subject: HCFA C~N PROCEDURE CODING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. AIL CLAIMS SUPMITI'ED 
ON OR AFrER SEPrEMBER 1, 1985 MUST INCLUDE THE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid's Psychological 
Services Manual, which provides HCPCS info:rma.tion. It includes the ICPCS code 
numbers, narratives and ~dicaid reimbursement schedule. The New Jersey 
Medicaid's reimbursement schedule for psychological services rEroclins the same • 

.Please read the attached material carefully. Any questions you have relevant 
to the implercentation of HCPCS should be addressed at the M=dicare/Medicaid 
Workshops scheduled throughout the State during July and August. (See Medicare/ 
Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985.) 

Manual Maintenance: The enclosed naterial, Subchapter 3, Ed. 4-85, replaces 
Chapter N, dated 9/81, of the Psychological Services Manual. All m.nrerical 
designations in Subchapter 3 confonn with subnission requirements for the NeW 
Jersey Administrative Code (N.J.A.C.) to facilitate legal reference and cross 
reference. Chapters II and III of the Psychological Services Manual will be 
similarly renumbered when revised and distributed at a later ti.Ire. 



STATE OF NEW JERSEY 
Department of Human Senices 

Dilision of Medical Asaiatance and Health Senic:ea 

New Jersey Health Services Program NEWSLET'T" -i 

,,,, .. , r I I I 

Volume.~.:.!~.~---···· June 28, 1985 

To: PROVIDERS OF HEARING AID SERVICES MANUAL 

Subject: HCFA COMM)N PRCX:EDURE CDDING SYSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. Attached is a new 
Subchapter 4, New Jersey Medicaidts Hearing Aid Services Manual which provides 
HCPCS info:rmation. It includes the HCPCS code numbers and narratives. The 
policy regarding the New Jersey Medicaid Program's reimburserrent schedule for 
hearing aid services remains the sarre. 

ALL CLAJMS. Su.aMITI'ED ON OR AFrER SE?rEMBER 1, 1985 MUsr INCLUDE THE APPLICABLE 
HCPCS CODES. The code number must be inserted on the M:-11 claim fonn (Medical 
Supplies and F.quiµnent Claim) in section 14 B .. "Item No.". 

Any questions you have relevant to the inplementation of lCPCS should be addressed 
at the Medicare/Medicaid workshops scheduled throughout the State during July 
and August. (See Medicare/~caid Bulletin, 85-2, Vol. P-424, dated May 28, 1985.) 

Manual Maintenance: The enclosed material should be included in Subchapter 4 of 
the Hearing Aid Services Manual. 



8E'ARill; AID SERVICES MANUAL 

SUBCHAPl'ER 4. HCFA a:M-m PRCXE:XJRE COOIOO SYSTEM (HCPCS) 

INDEX 

10:64-4.1 

4.2 

Introduction 

HCPCS Codes For Hearing Aid Services 

I 



10:64-4.2 HCPa, CODES FOR HEARING AID SERVICES 

HCPCS 
CODE 

V5030 

V5040 

V5050 

V5060 

V5070 

V5080 

V5100 

V5120 

V5130 

V5140 

V5150 

V5170 

V5180 

V5190 

V5210 

V5220 

V5230 

Y4000 

Y4100 

Y4200 

Y4300 

Y4400 

Y4500 

Y4600 

DESCRIPTia.J 

Hearing Aid, M:>naural, Body ~rn, Air Conduction 

Hear ing Aid, M:>naural, Body vhrn, Bone Conduction 

Hearing Aid, M:>naural, In The Ear 

Hearing Aid, M:>naural, Behind The Ear 

Glasses, Air Conduction 

Glasses, Bone Conduction 

Hearing Aid, Bilateral , Bcrly ~rn 

NOI'E: "Y-cord" Arrangement 

Binaural, Body 

Binaural , In The Ear 

Binaural, Behind The Ear 

Binaural, Glasses 

Hearing Aid, Cros, In The Ear 

Hearing Aid, Cros, Behind The Ear 

Hearing Aid, Cros, Glasses 

Hearing Aid, Bicros, In The Ear 

Hearing Aid, Bicros, Behind The Ear 

Hearing Aid, Bicros, Glasses 

Reconditioned Hearing Aid 

Returned Hearing Aid 

Hearing Aid Repairs 

Earrrolds For Hearing Aids 

Batteries For Hearing Aids 

Hearing Aid Replacement Parts and Accessories 

Miscellaneous Hearing Aid Supplies and Services 

-1-



SUBCHAPl'ER 4. HCFA cx::M-m PRCX::EIXJRE CODING SYSTEM (HCPCS) 

10:64-4.1 Introduction 

(a) The New Jersey Medicaid Program adopted the Health care 
Financing .Administration's Carm::>n Procedure Coding System (HCPCS). 
The HCPCS Codes as listed in this Subchapter are relevant to 
Medicaid hearing aid services and nust be used when filing a 
claim. 

1. The responsibility of the hearing aid services 
provider when rendering services and requesting reimbursement is 
listed in Subchapter 1. and Subchapter 2. of the Hearing Aid 
Services Manual. 

II 

• 



STATE OF NEW JERSEY 

Department of Human Service5 

Division of Medical ASli&tance a.od Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .. P-436 ... 

June 28, 1985 

To: INDEPENDENT CLIN1CS 

Subject: ~CFA fOMMON fROCEDURE fODING ~YSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Vol. P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. ALL CLAIMS SUBMITTED 
ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE THE APPLICABLE HCPCS CODES. 

Attached is a new Subchapter 3, Ed. 4-85, New Jersey Medicaid's Inde~endent 
Clinics Services Manual, which provides HCPCS information. It inclu es the 
following: 

1. HCPCS Code Numbers (activated by New Jersey Medicaid) and Maximum Fee 
Schedule. 

2. Codes and narratives not found in CPT-4 (Level II and Level III Codes). 
(Please. note: To determine narratives for Leve 1 I Codes, it is necessary 

to ·refer to CPT-4. (Physicians' Current Procedural Terminology Fourth 
Edition). A 1985 edition may be ordered from: Order Department 
OP-341-5, American Medical Association, P. 0. Box, 10946, Chicago, 
Illinois, 60610. 

There is no change in the New Jersey Medicaid Program's reimbursement schedule for 
Independent Clinics services. However, since code numbers, narratives, qualifi­
cations to codes, and reimbursement are presented in a different format, all the 
material should be read carefully. 

Any qu es t ions you have relevant to the implementation of HCPCS should be addressed 
at the Medicare/Medicaid workshops scheduled throughout the State during July and 
August . (See Medicare/Medicaid Bulletin, 85-2, Vol. P-424, dated May 28, 1985). 

Manua1 Main t enance: The enclosed material, Subchapter 3, Ed. ~-85, Independent 
!lini c ~ervices Manual replaces Subchapter 3, Rev. 10/83. 



C 

INDEPENDENT CLINIC SERVICES MANUAL 

SUBOfAPTER 3. HEALTII CARE FINANCING ADMINISTRATION 
CCJ.M)N fROCEDURE ~OD ING SYSTEM (HCPCS) 

INDEX 

10:66-3.1 INTRODUCTION 

(a) Basis for HCPCS 

(b) Specific Elements of HCPCS Codes Which Require Attention 
of Provider 

(c) Policies and Procedures Regarding Use of HCPCS 

3.2 INDEPENDENT CLINIC SERVICES - HCPCS CODE NUMBERS AND MAXIMUM 
FEE SCHEDULE 

(a) Examination and Treatment 

(b) Dental Services 

(c) Family Planning Services 

(d) Laboratory Services 

(e) Medical Day Care 

(f) Surgery 

(g) Mental Health Services 

(h) Obstetrical Services (Maternity) 

(i) Podiatry Services 

(j) Radiology Services 

(k) Rehabilitation Services 

(1) Vision Care Services 

(m) Other Services 

APPENDIX A INDEPENDENT CLINIC SERVICES - CODES AND NARRATIVES Nar FOUND IN 
CPT-4 (LEVEL II AND LEVEL III CODES) 

APPENDIX B QUALIFIERS FOR INDEPENDENT CLINIC SERVICES 

APPENDIX C MEDICAL NECESSITY PROGRAM 

Ed. 4-85 



SUBCHAPTER 3. HCFA CCM10N PROCEDURE CODING SYSTB1 (HCPCS) 

10:66-3.1 IN1RODUCTION 

(a) The New Jersey Medicaid Program utilizes the Health Care Financing 
Administration's (HCFA) £ommon f_rocedure £oding .§ystem (HCPCS). HCPCS follows 
the Ameri can Medical Association's Physicians' Current Procedural Terminology -
4th F.dition (CPT-4) architecture, employing a five-position code and as many as 
two 2-posit ion modifiers. Unlike the CPT-4 numeri c design, the HCFA assigned 
codes and modifiers contain alphabet ic characters. HCPCS was developed as a 
three-level coding system. 

1. LEVEL I CODES (Narratives found in CPT-4) 

These codes are adapted from CPT-4 for utilization primarily by 
Physicians, Podiatrists, Optometrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Laboratories. CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
modifiers for reporting medical services and procedures performed 
by physicians . 

Copyright restrictions make it impossible to print excerpts from 
CPT-4 procedure narratives for Level I codes. Thus, in order to 
determine those narratives it is necessary to refer to CPT-4. 

2. LEVEL II CODES (Narratives found in APPENDIX A) 

These codes are assigned by HCFA for physicians and non-physician 
services which are not in CPT-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CODES (Narratives found in APPENDIX A) 

These codes are assigned by the Division and the Prudential 
Insurance Company to be used for those services not identified by 
CPT-4 codes or HCFA-assigned codes. Level III codes identify ser­
vices unique to New Jersey. These codes are listed in Appendix A 
of each section. 

(b) SPECIFIC ELF.MENTS OF HCPCS CODING SYSTIM WHICH REQUIRE AITENTION OF 
PROVIDER 

The lists of HCPCS code numbers for independent clinic services are 
arranged in tabular form with specific information for a code given under 
columns with titles such as: "IND", "HCPCS CODE", ''MOD", ''DESCRIPTION", "FOLLOW­
UP DAYS" and ''MEDICAID DOLLAR VALUE". The information given under these columns 
is stmnnarized below: 

-1- F.d. 4-85 



COUJMN 
TITLE 

. I 

1! 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer proviQer 
to information concerning the New Jersey Medicaid Program's qualifi­
cations and requirements when a procedure or services HCPCS code i$ 
used. 

Explanation of indicators and qualifiers used in this column are 
given below and in paragraph 1. (Alphabetic and Ntnneris Symbols) 
which follows: 

"L" preceding any procedure code indicates that the complete narrative 
for the code is located in the Appendix A at the end of the Section 
3.2 (HCPCS Codes for Independent Clinic Services) . 

''M'' preceding any procedure code means that this service is a medical 
necessity procedure. (Refer to Appendix Cat the end of the Sectiqn 
3.2 (HCPCS Codes for Independent Clinic Services). 

"N'' preceding any procedure code means that qualifiers are applica.b.le 
to that code. These qualifiers are listed by procedure code number in 
Appendix Bat the end of the Section 3.2 (HCPCS Codes for Independent 
Clinic Services). 

An asteri sk preceding any procedure code also can be done by the 
podiatri st. 

HCPCS Lists the HCPCS procedure code numbers. 
CODE 

MOD Lists alphabetic and numeric symbols. Services and procedures may be 
modified under certain circumstances. When applicable, the modifying 
circumstance should be identified by the addition of alphabetic and/or 
numeric characters at the end of the code. The New Jersey Medicaid 
Program's recognized modifier code for independent clinic services are 
as follows: 

MODIFIER 
CODE DESCRIPTION 

22 Unusual Services: When the service(s) provided is greater than that 
usually required for the listed procedure, it may be identified by 
adding modifier '22' to the usual procedure number. 

50 Bilateral Procedures: Unless otherwise identified in the listings, 
bilateral procedures requiring a separate incision that are performed 
at the same operative session, should be identified by the appropriate 
five digit code describing the first procedure. The second 
(bilateral) procedure is identified by adding modifier '50' to the 
procedure number. 
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WF 

WM 

WY 

wz 

YR 

ZI 

DESCRIP­
TION 

FOLLOW­
UP DAYS 

MEDICAID 
DOLLAR 
VALUE 

Family Planning: Use to identify procedures performed for the sole 
purpose of family planning by adding the modifier 'WF' to the proce­
dure code(s). 

Midwifery: Use to identify procedures performed by a certified nurse 
midwife by adding the modifier 'WM' to the procedure code(s). 

1st Trimester: Use to identify trimester when rendering a legal abor­
tion procedure by adding the modifier 'WY' to the procedure code. 

2nd Trimester: Use to id nt ify trimester when rendering a legal abor­
tion by adding the modifier 'WZ' to the procedure code. 

Routine Foot Care Podiatry: Use to identify routine foot care pro­
vided by a podiatrist by adding the modifier 'YR' to the procedure 
code(s). 

Independent Clinic: Use to identify services provided by Independent 
Clinic providers. 

Lists the code narrative. (Narratives for Level I codes are fotmd in 
CPT-4. Narratives for Levels II and III codes are found in Appendix A 
at the end of Section 3.2). 

Lists the number of days for follow-up care. 

Lists New Jersey Medicaid Program's maximum reimbursement schedule for 
specialist and non-specialist. If the symbols "B.R." (By Report) are 
listed instead of a dollar amount, it means that additional informa­
tion will be required in order to properly evaluate the service. 
Attach a copy of the report to the MC-14 claim form. 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & ''MOD" 

These symbols when listed under the "IND" and ''MOD" columns are 
elements of the HCPCS coding system used as qualifiers or indicators (as in the 
"IND" column) and as modifiers (as in the ''MOD" column). They assist the physi ­
cian in determining the appropriate procedure codes to be used, the area to be 
covered, the minimtnn requirements needed, and any additional parameters required 
for reimbursement purposes. 

i. These symbols and/or letters must not be ignored because in 
certain instances requirements are created in addition to the narrative which 
accompanies the CPT/HCPCS code as written in the CPT-4. TI-IE PROVIDER WILL TI-IEN 
BE LIABLE FOR TI-IE ADDITIONAL REQUIRFMENTS AND NOT JUST TI-IE CPT/HCPCS CODE NARRA­
TIVE. These requirements must be fulfilled in order to receive reimbursement. 
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ii. 
narrative prevails. 

If there is no identifying symbol listed, the CPT/HCPCS code 
I ' 

(c) POLICIF.S AND PROCEDURES REGARDING USE OF HCPCS 

Listed below are both some general and specific policies of the 
New Jersey Medicaid Program relevant to HCPCS. Specific information concerning 
the responsibility of the Independent Clinic provider when rendering pro­
fessional services and requesting reimbursement is listed in Subchapter 1. and 
Subchapter 2. of the Independent Clinic Services Manual. 

1. GENERAL RB)UIRFMENTS 

i. When filing a claim, the HCPCS Codes, including the 
referenced qualifiers and modifiers, must be used in conjunction with the narra-
tives in the CPT-4 or Appendix A, whichever is applicable. 

11. The use of a procedure code will be interpreted by the 
New Jersey Medicaid Program as evidence that the provider personally furnished, 
as a minimtnn, the services for which it stands. 

111. When billing, the provider must enter into the procedure 
code column in item 13B of the ,Independent Outpatient Health Facility Claim Form 
(MC-14) a CPT/HCPCS code as listed in CPT-4 or this Subchapter 3.2. If an 
appropriate code is not listed, place a "N/A" (not applicable) in the procedure 
code column and submit a narrative description of the service. If possible, 
insert into space 13B a CPT code closest to the narrative description you have 
written. 

iv. Date(s) of service(s) must be indicated on the claim form 
and in the provider's own record for each service billed. 

v. The ''Medicaid Dollar Value" as noted with these procedure 
codes, "S" for Specialist and "NS" for Non-Specialist, represents the maximum 
payment for the given procedure. When submitting a claim, the clinic must 
always use its usual and customary fee. 

(1) Listed values for all surgical procedures include the 
surgery and the follow-up care for the period indicated in days in the column 
titled "Follow-Up Days". · 

(2) All references to time parameters shall mean the prac­
titioner's personal time in reference to the service rendered unless it is 
otherwise indicated. 

-4- :Ed. 4-85 



vi. Written records in substantiation of the use of a given pro­
cedure code must be available for review and/or inspection if requested by the 
New Jersey Medicaid Program. 

vii. All references to performance of any or all parts of a 
history or physical examination shall mean that for reimbursement purposes these 
services were personally performed by a physician; dentist; podiatrist; opto­
metrist; certified midwife; psychologist; and other program recognized mental 
health professionals in a mental health clinic, whichever is applicable. 
(Exception: Procedure Code W9820, EPSDT, permits the services of a pediatric 
nurse practitioner tmder the direct supervision of a physician.) 

2. MEDICINE (SPECIFIC REQUIRBIBNTS) 

i. For reimbursement purposes, when reference is made to hospi­
tal services it is understood that they were performed by the physician, den­
tist, podiatrist, optometrist, etc ., whichever is applicable. 

ii. To qualify as doct.nnentation that the service was rendered by 
the practitioner during an inpatient stay, the medical record must contain the 
practitioner 's notes indicating that he/she personally: 

(1) Reviewed the patient's medical history with the patient 
and/or his family, depending upon the medical situation. 

(2) Performed an examination as appropriate. 

(3) Confirmed or revised the diagnosis. 

(4) Visited and examined the patient on the days for which 
a claim for reimbursement is made. 

111. The practitioner's involvement must be clearly demonstrated 
in notes reflecting his/her personal involvement with the service rendered. 
This refers to those occasions when these notes are written into the medical 
record by interns, residents , other house staff members, or nurses. A counter­
signature alone is not sufficient. 
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3. SURGERY (SPECIFIC REQUIREMENTS) 

i. SEPARATE PROCEDURE: Certain of the listed procedures are 
commonly carried out as an integral part of a total service and, as such ~ do not 
warrant a separate charge. When such a procedure is carried out as a separate 
entity not immediately related to other services, the indicated value for 
"Separate Procedure" is applicable. 

4. RADIOLOGY (SPECIFIC REQUIREMENTS) 

i. Values include usual contrast media, equipment and 
materials. 

ii. Values include consultation and written report to the 
referring physician. 

111. S & I - Supervision and Interpretation only for t he proce­
dure given. This code is used only when a procedure is performed by more than 
one physician. Values include consultation and written report. 

iv. Complete Procedure - Includes the Supervision and 
Interpretation (S & I) plus the injection services when performed by the same 
physician (e.g., necessary local anesthesia, placement of needle or catheter, 
injection of contrast media, supervision of the study and interpretation of the 
results). Values include usual contrast media, equipment and materials . 

v. All films taken of an area which is to be subject to a 
contrast study will, for reimbursement purposes, be considered part of the 
contrast study unless stated otherwise. 

vi. The fee listed represents the combined technical and pro­
fessional component of the reimbursement for the procedure code not withstanding 
any statement to the contrary in the narrative. It will be paid only t o one 
provider and will not be broken down into its component parts. 
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10:66-3. 2 HCPCS CODES FOR INDEPENDENT CLINIC SERVICES 

MEDICAID MEDICAID 
HCPCS DOLLAR VAIJJE HCPCS DOLLAR VALUE 

IND Code K>D s ~ NS IND CODE K>D s i NS 

(a) Examination and Treatment 

N 36415 1.80 1. 80 N 90719 4.90 4.90 

86490 4.00 4.00 N 90724 4.70 4.70 

86510 4.00 4.00 N 90732 9.25 9.25 

86540 4.00 4. 00 N 90751 22.00 17.00 

86585 4.00 4.00 N 90752 22.00 17.00 

N 90015 22.00 17.00 N 90753 22.00 17.00 

N 90017 22.00 17.00 N 90754 22.00 17.00 

N 90020 22.00 17.00 N 90760 22.00 17.00 

N 90050 9.00 7.00 N 90761 22.00 17.00 

N 90060 9.00 7.00 N 90762 22.00 17.00 

N 90070 9.00 7.00 N 90763 22.00 17.00 

N 90285 22.00 17.00 N 90764 9.00 7.00 

N 90701 5.86 5.86 N 90799 2.50 2.50 

N 90702 4.65 4.65 93000 16.00 16.00 

N 90703 3.90 3.90 N 99150 37.00 32.00 
Per Hour 

N 90704 11. 55 11. 55 
N 99151 37.00 32.00 

N 90705 10.25 10. 25 Per Hour 

N 90706 10.65 10.65 N 99160 37.00 32.00 
Per Hour 

N 90707 22.15 22.15 
LN J2790 42.40 42.40 

N 90708 15.35 15.35 
LN W9090 9.90 9.90 

N 90709 16.50 16.50 
LN W9095 5.45 5.45 

N 90712 7.10 7 .10 
LN W9820 23.00 18.00 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VALUE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ .NS 

(b) Dental Services (d) Laboratory Services 

(See Dental Services Manual) N 81000 1.20 1. 20 

N 83051 1.20 1.20 
(c) Family Planning Services 

85014 1. 50 1.50 

N 55250 30 90 .00 79.00 85660 1. 80 1. 80 

N 55450 30 42.00 37.00 
(e) Medical Day Care 

N 58300 30 57.00 54.00 

N 58301 15.00 15.00 (See Medical Day Care Manual) 

N 58300 WM 23.80 
(f) Surgery 

N 58301 WM 11. 50 

82996 3.00 3.00 10000 13.00 11.00 

N 88150 3.00 3.00 10003 13.00 11.00 

N 90015 WF 25.00 25.00 10020 13.00 lL0O 

N 90040 WF 4.20 4.20 N 10040 18.00 16.00 

N 90060 WF 10.00 10.00 * 10060 13.00 11.00 

N 90060 WM WF 9.10 * 10061 30 48.00 42.00 

N 90070 WF 13. 00 13. 00 10080 30.00 26.00 

N 90760 WF 25.00 25.00 * 10100 13.00 11.00 

W5850 30 66.00 61.00 

*An asterisk preceding any procedure code also can be done by the podiatrist. 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW OOLLAR 

HCPCS UP VALUE HCPCS UP VAUJE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

* 10101 30 34.00 29. 00 * 11426 30 32. 00 27.00 

* 10120 18.00 16.00 11440 15 18.00 16.00 

* 10121 30 34.00 29.00 11441 15 22 . 00 20.00 

* 10141 30 48. 00 42.00 11442 15 27.00 24 . 00 

* 10160 13.00 11.00 11443 30 32.00 27.00 

* 11000 13.00 11. 00 11444 30 32.00 27.00 

* 11001 6.00 5.00 11446 30 32.00 27.00 

* 11040 13.00 11.00 * 11600 90 37.00 32.00 

* 11041 13. 00 11.00 * 11601 90 47.00 42.00 

* 11042 16.00 14.00 * 11602 90 61.00 53.00 

* 11043 16. 00 14.00 * 11620 90 61.00 53.00 

* 11100 13. 00 11.00 * 11621 90 90.00 79.00 

* 11400 15 18. 00 16.00 * 11622 90 121.00 105.00 

* 11401 15 22 .00 20.00 11640 90 90.00 79.00 

* 11402 15 27.00 24.00 11641 90 121. 00 105.00 

* 11403 30 32.00 27.00 11642 90 150.00 131. 00 

* 11404 30 32.00 27 . 00 * 11700 13.00 11.00 

* 11406 30 32.00 27.00 * 11701 19.00 16.00 

* 11420 15 18.00 16.00 * 11710 13.00 11.00 

* 11421 15 22.00 20.00 * 11730 10.00 10.00 

* 11422 15 27.00 24.00 * 11750 30 42.00 37.pO 

* 11423 30 32.00 27.00 * 12001 18.00 16.00 

* 11424 30 32.00 27.00 * 12002 24.00 21.00 

*An asterisk preceding any procedure code also can be done by the podiatrist. 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLCM DOLLAR 

HCPCS UP VAUJE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE K)D DAYS s $ NS 

* 12004 30.00 26.00 * 17110 8.00 6.00 

12011 18.00 16.00 * 17200 8 .. 00 6.00 

12013 24 .. 00 21.00 * 17304 30 25.00 21.00 

12014 30.00 26.00 L* W1250 18 .. 00 16,. 00 

12031 30 30.00 26.00 L* W1650 24.00 2LOO 

12032 30 48.00 42.00 L* W16S0 22 37,.00 32,.00 

* 12041 30 30.00 26.00 
(g) Mental Health Services 

fc 12042 30 67.00 59.00 

12051 30 38.00 33.00 N 90801 ZI .Z2. so 22 .. so 

12052 30 67.00 59.00 N 90843 ZI 8.00 , 1 R.00 
·" 

13100 30 34.00 29.00 N 90844 21 16 .• 00 ,· 16.00 

13101 30 68.00 63.00 N 90847 21 15 .. 00 15.00 

13120 30 48.00 42.00 N 90847 22 ZI .22.50 22.50 

13121 30 106.00 92.00 90862 2I 4.50 4.50 

·fc 13131 30 67.00 59.00 N 90887 ZI 8.00 8.00 

fc 13132 30 145.00 126.00 LN H5025 'ZI 8.00 8.0 

13150 30 38.00 33.00 L 20100 22. so 22.S 

13151 30 82.00 71. 00 L 20130 75.00 75.0 

13152 30 193.00 168.00 L 20150 8.00 8.0 

fc 17000 8.00 6.00 L 20160 15.50 15.5 

fc 17010 11. 00 8.00 L 20170 15.00 15.0 

fc 17100 18.00 15.00 L 20180 30.00 30.0 

fc 17105 27.00 24.00 

*An asterisk preceding any procedure code also can be done by the podiatrist. 

-10- F.d. 4-85 



MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VALUE HCPCS UP VAUJE 
IND CODE MOD DAYS s $ NS IND CODE K)D DAYS s $ NS 

(h) Obstetrical Services (Maternity) L W2650 21.00 21.00 

L W2655 5.00 5.00 
N 59400 60 236.00 210.00 

N 59400 WM 42 165.20 For additional procedures see 
Section 3.3 (f) (Surgery) 

N 59410 60 160.00 144.00 

N 59410 WM 42 112. 00 
j) Radiology Services 

N 59420 8.00 7.00 

N 59420 22 22.00 17.00 70030 15.00 

N 59420 WM 5.60 70040 30.00 

N 59420 22 WM 15.40 70050 40.00 

N 59430 13.00 11.00 70100 15.00 

N 59430 WM 9.10 70110 20.00 

59520 45 290.00 257.00 70120 15.00 

59521 45 369.00 326.00 70130 20.00 

59801 45 79.00 68.00 70140 15.00 

N 90050 WM 6.30 70150 20.00 

N 90060 WM 6.30 70160 15.00 

N 90150 WM 6.30 70170 20.00 

N 90160 WM 6.30 70171 25.00 

L 20250 WM 40.00 70190 15.00 

70200 25.00 
(i) Podiatry Services 

29580 18.00 16.00 

N 90050 YR 9.00 7.00 
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MEDICAID MEDtCAID 
FOLL™ DOLLAR FOLLOW DOLLAR 

HCPCS UP VAI1JE HCPCS UP VAllJE 
IND CODE M'.>D DAYS s $ NS IND CODE MOD DAYS s $ NS 

70210 20.00 72010 40.00 

70220 25.00 72040 15,. 00 

70240 15.00 72050 20.00 

70250 15.00 72052 25.00 

70260 25.00 72070 15.00 

70300 5.00 72080 15.00 

70310 10. 00 72100 20.00 

70320 15.00 72110 25.00 

70328 13.00 72114 20.00 

70330 20.00 N 72170 1~~00 

70350 8.00 72180 15~00 

70360 10.00 72190 20.00 

70370 20.00 72200 20.00 

70380 15.00 72220 15.00 

70390 15.00 73000 10.00 

70391 30.00 73010 15.00 

MN 71010 10.00 73020 15.00 

MN 71020 15.00 73030 15.00 

MN 71030 20.00 73040 15.00 

MN 71034 20.00 73041 45.00 

71100 15.00 73050 18.00 

71110 20.00 73060 15.00 

71120 15.00 73070 15.00 

71130 20.00 73080 15.00 
,ji' 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VAUJE HCPCS UP VAilJE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s . $ NS 

73085 15.00 73592 20.00 

73086 45.00 73600 10.00 

73090 10.00 73610 13.00 

73092 20.00 73615 15.00 

73100 10.00 73616 45.00 

73110 15.00 73620 10.00 

73115 15.00 73630 13.00 

73116 45.00 73650 10.00 

73120 10.00 73660 5.00 

73130 15.00 74000 10.00 

73140 5.00 74010 15.00 

N 73500 18.00 74020 15.00 

N 73510 20.00 N 74220 20.00 

73520 25.00 N 74240 40.00 

73525 15.00 N 74241 45.00 

73526 45.00 N 74245 50.00 

73530 30.00 N 74250 30.00 

73540 15.00 74270 30.00 

73550 15.00 74280 40.00 

73560 15.00 74290 35.00 

73562 15.00 74305 25.00 

73580 15.00 74310 40.00 

73581 45.00 74400 35.00 

73590 - 15. 00 74405 50.00 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VALUE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

74420 35.00 76081 20.00 

74430 15.00 76090 26.00 

74431 25.00 76091 36.00 

74450 20.00 76100 35 .00 

74451 40.00 76100 so 50.00 

74455 20.00 76150 4.00 

74456 35.00 L W7200 20.00 

74470 20.00 L W7250 30.00 

74471 40.00 
(k) Rehabilitat i on Services 

MN 74710 25.00 

74720 20.00 N 92507 7. 00 7. 00 

74740 20.00 92552 11. 00 11.00 

74741 40.00 92553 14 . 00 14.00 

74760 25.00 92572 20 . 00 

74761 40.00 92576 30.00 

76000 10.00 92589 10.00 10.00 

76020 15.00 N 97799 7.00 7.00 

76040 20.00 L H5300 7.00 7.00 

76061 35.00 L 20270 7. 00 7.00 

76062 90.00 L 20280 7.00 7.00 

76080 15.00 L 20300 7.00 7.00 
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MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VAUJE HCPCS UP VAUJE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

(1) Vision Care Services 

(See Vision Care Manual) 

(m) Other Services 

N 55250 30 90.00 79.00 

N 55450 30 42.00 37.00 

N 57451 45 182.00 158.00 

58120 15 72. 00 63.00 

N 58600 45 211. 00 184. 00 

N 58605 45 151. 00 131. 00 

N 58982 45 182.00 158.00 

N 58983 45 182.00 158.00 

N 59840 45 79.00 68.00 

N 59841 45 79.00 68.00 

N 90250 9.00 7.00 

N 90260 9.00 7.00 

N 90270 9.00 7.00 

L 20330 3.75 3.75 

L 20335 7.25 7.25 
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APPENDIX A 

INDEPENDENT CLINIC SERVICE 

CODES AND NARRATIVES NOT FOUND IN CPT-4 (Level II & Level III Codes) 

HCPCS 
IND CODE KlD DESCRIPTION 

(a) Examination and Treatment 

J2790 

N W9090 

W9095 

N W9820 

Appendix A/1 

RHO(D) Immune Globulin (HllDan) 
(Microdase for abortions and 
miscarriages) 

Ioununization-Haemophilus-b 
polysaccharide vaccine 

Innnunization - Tetanus Antitoxin 

Early Periodic Screening Diagnosis 
and Treatment (EPSDT) Through Age 
20 

1. Complete initial or interval 
history 

2. Developmental assessment 

3. Complete unclothed physical 
examination by a physician, or 
a nurse practitioner tmder the 
direct personal supervision of 
a physician, to include: 

(a) Measurements: Head cir­
Clllllference to 25 months , 
blood pressure from age 
3 and older, height and 
weight 

(b) Vision and hearing screening 
(c) Nutritional assessment 

4. Assessment of immunizations 
and administration of immtmi­
zations. (See appropriate 
procedure code(s) 90705 through 
90709 for immunization reim­
bursement.) 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S $ NS 

42.50 42.50 

9.90 9.90 

5.45 5.45 

23.00 18.00 

Ed. 4-85 



HCPCS 
IND CODE K)D 

Appendix A/2 

DESCRIPTION 

5. Referral for further diagnosis 
and treatment or follow-up of 
all correctable abnormalities 
uncovered or suspected 

6. Referral to a dentist for 
children age 3 and older 

7. Appropriate laboratory proce­
dures performed or referred 
if medically necessary 

(a) HGB. Three times: 6-8 
months, 2-3 or 4-6 years 
and 10-12 years. 

(b) Urinalysis a minimum of 
twice: 18-24 months and 
13-15 years. 

(c) Tuberculin three times : 
6-8 or 9-12 months, 4-6 
years and 10-12 or 13-15 
years. 

Medical records should substan­
tiate the above services and 
should document significant 
positive and negat : ve findings. 
It is recommended that consul­
tation and discussion with 
the patient or family regarding 
findings be an integral part 
of every examination. 

NCYI'E: Laboratory procedures per­
formed by a physician for his 
patients in his office are reimbur­
sable to the physician; if performed 
by outside independent laboratories, 
the laboratory must submit the 
claim. Lead screening test should 
be sent to the State Department of 
Health. 

N<JfE : Procedure code W9820 can be 
used only once for the same patient 
during any 12 month period by the 
same physician , group, shared health 

MEDICAID 
FOLLOW OOLLAR 
UP VALUE 
DAYS S $ NS 
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HCPCS 
IND CODE IDD DESCRIPTION 

care facility, or practitioner s 
sharing a conunon record. If used 
following an annual health main­
tenance examination (90751, 90752, 
90753, 90754, 90761 , 90762 and 
90763) within the preceding 12 
months by the same physician, 
group, shared health care facility 
or practitioner sharing a conunon 
record, this code will automatical l y 
be downgraded in payment to a 
follow-up preventative health care 
visit. Reimbursement for code 
W9820 is contingent upon the 
following conditions: 

Unless a completed MC-19 form 
accompanies the MC-14 Claim 
Form within 30 days of the date 
of service, reimbursement will 
be reduced to the level of an 
annual health maintenance 
examination. i.e., $22.00-$17 .00. 

(c) Family Planning Services 

W5850 

(£) Surgery 

W1250 

W1650 

Appendix A/3 

Removal of I.U.D. followed at the 
same time by the insertion of a 
new intracervical of interuterine 
device for contraception. (Includes 
cost of device and post-insertion 
visit.) 

Excision of nail, partial or com­
plete, including nail bed or nail 
fold, with or without excision of 
subtmgual exostosis, (e.g., for 
ftmgus infection or chronic 
paronychia)o 

Excision of plantar verruca, 
single site tmilateral 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S $ NS 

30 66.00 61. 00 

18.00 16.00 

24.00 21. 00 
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HCPCS 
IND CODE K>D 

W1650 22 

DESCRIPTION 

Excision of plantar verruca 
multiple sites, unilateral 

(g) Mental Health Services 

H5025 ZI 

20100 

20130 

Appendix A/4 

Group therapy: Verbal or other 
therapy methods provided by one 
or more psychiatrists, or pro­
fessional counsellors tmder the 
direction of a psychiatrist, in 
a personal involvement with two 
or more patients, with a maximtun 
of 8 patients. A minimtnn session 
of 1½ hours is required. This 
includes preparation time in 
addition to the I½ hours session 
time. 

Off-Site Crisis Intervention - An 
emergency procedure provided by 
personnel of a mental health center 
to a known client at a location 
other than the grotmds or buildings 
of the mental health center. Re­
quest for this service shall be 
initiated by the clier or other 
interested person to meet the 
immediate needs of the client 
who is unable to present himself 
at the center. The procedure 
includes rapid intervention, 
written evaluation and recommen­
dation of a treatment plan. Use 
of procedure is limited to twice 
in six months. 

Complete psychological testing: 
five hours of psychometric and/or 
projective tests with a written 
report. 

Partial Hospitalization: A 
psychiatric service whose primary 
purpose is to provide a planned 
program of milieu therapy and 
other treatment modalities for 

MEDICAID 
FOLLOW OOLLAR , ; 1' 

UP VALUE 
DAYS . S . $ NS 

32' . 00 32.00 

8.00 8.00 

22.50 22.SO 

75.00 75.00 
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HCPC5 
IND CODE MOD 

20150 

20160 

Appendix A/5 

DESCRIPTION 

non-residential patients. This 
includes a prescription visit 
when necessary. A progress note 
shall be entered in the record 
no less frequently than once 
per calendar week . The record 
shall also contain a roster or 
other fonnal instrtunent to 
indicate the attendance of 
a recipient at a partial 
hospitalization session. 

Half Day (3 hours minimum) 

Full Day (5 hours minimtm1) 

NarE: Except for transportation 
these rates reflect full payments 
with a prohibition against 
multiple billing for more than 
one service to a Medicaid pat ient 
in a given day. 

Partial Care: A mental health 
service whose primary purpose is 
to maximize the client's inde­
pendence and cormmmity living 
skills in order to reduce tm­
necessary hospitalization. It 
is directed toward the acute 
and chronically disabled indi­
vidual . PC programs shall 
provide, as listed below, a 
full system of services necessary 
to meet the comprehensive needs 
of the individual clienL 
Services shall be provided or 
arranged for, to meet the 
individual needs of partici­
pating clients. These services 
shall include: 

Assessment and evaluation; 
Service procurement; 
Therapy1; 
Information and referral; 
Cotmseling; 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S . $ NS 

8.00 8.00 

15.50 15.50 
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HCPCS 
IND CODE IDD 

Appendix A/6 

DESCRIPTION 

Daily living educat ion; 
Conmnmity organization; 
Employment/emploYl_!lent readinessl ; 
Housing/placementl; 
Legall; 
Recreationl; 
Education (for children' s 

Partial Care)l; 
Transportationl; 
Health-relatedl. 

Partial Care programs shall be 
available daily for five days a 
week, with additional planned 
activities each week, during 
evening and/or weekend hours as 
needed. Individual clients need 
not attend every day but as 
needed. Partial Care programs 
specifically developed for 
children may be available four 
days a week, with one evening 
and/or weekend activity( i es). 

The staff of the Partial Care 
Program should include a Director 
who shall be a qualif: d pro­
fessional from the specialties 
of psychiatry, psychology, social 
work, psychiatric nurs ing, voca­
tional rehabilitation, or a 
related field with training 
and/or experience in direct 
service provision and adminis­
tration. A qualified psychiatrist 
shall be available to the PC 
program on a regularly scheduled 
basis, for consultation . Other 
staff deemed necessary to implement 
a Partial Care Program which meets 
the requirement of this sect ion 
shoul~ include qualified mental 
health professionals, para­
professionals and volunteers. 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S $ NS 
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HCPCS 
IND CODE MOD 

20170 

20180 

DESCRIPTION 

In order to qualify as an approved 
Partial Care Program the program 
must be certified by the Depart­
ment. 

Half Day (3 hours minimum) 

Full Day (5 hours minimum) 

1Toese services may be provided 
directly or arranged by PC staff, 
through other Program Elements 
or agencies, to avoid duplication . 

NOTE: Except for transportation 
these rates reflect full payments 
with a prohibition against 
multiple billing for more than 
one service to a Medicaid patient 
in a given day. 

(h) Obstetrical Services (Maternity) 

20250 WM 

(i) Podiatry 

W2650 

W2655 

Home Delivery Pack. All drugs 
and supplies, etc., necessary for 
delivery in this setting. 

Casting for molded shoes 
Prior authorization is required. 
Attach to your MC-14 claim form. 

Casting for arch support 
Prior authorization is required. 
Attach to your MC-14 claim form. 

(j) Radiology Services 

W7200 

W7250 

Appendix A/7 

Foot, complete (incl. special 
os calcis views) 

Colon, baritun enema, with or without 
K.U.B. air contrast only (with 
fluoroscopy by the radiologist). 

MEDICAID 
FOLLOW DOLLAR 
UP VALUE 
DAYS S $ NS 

15.00 15.00 

30.00 30.00 

40.00 

21. 00 21. 00 

5.00 5.00 

20.00 20.00 

30.00 30.00 
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MEDICAID 
FOLLOW 1DOLLAR 

HCPCS UP VAUJE 
IND CODE K>D DESCRIPTION DAYS IS i NS 

(k) Rehabilitation Services 

H5300 Occupational therapy i.oo 7.00 

20270 Physical-therapy-ini tial visit, 7i.oo 7.00 
per individual, per provider 

20280 Occupational therapy-initial 7.00 7.00 
visit, per individual, per provider 

20300 Speech-Language-Therapy-initial 7.00 7.00 
visit, per individual, per 
provider 

(m) Other Services 

20330 Transportation, one way (one way 3.75 3.75 
applicable when clinic transports 
the recipient either to or from 
the clinic in any one day) . 

20335 Transportation, rotmd trip 7.25 7.25 
(Reimbursement is limited to one 
round trip per day for the same 
recipient by the same provider.) 

Appendix A/8 F.d. 4-85 



APPENDIX~ 

(Independent Clinic Services) 

QUALIFIERS 

(a) EXAMINATION AND TREATMENT 

DRAWING OF BLOOD 

36415 Once per visit per patient (not applicable if lab study, in any 
part, is to be performed by the clinic). 

CLINIC VISIT - INITIAL 

90015 
90017 
90020 

Limited for reimbursement purposes to one such examination of the 
same recipient by the same Independent Clinic. 

Includes as a minimlDil on the record: 

i. Chief complaint(s) 

ii. Complete history of the present illness and related systemic 
review including recording of pertinent negative findings 

iii. Complete pertinent past medical history 

iv. Pertinent family history 

v. A full physical examination pertaining to but not limited to 
the history of the present illness and includes recording of 
pertinent negative findings 

vi. Working diagnosis and treatment plan including ancillary 
services and drugs ordered. 

NarE: Reimbursement for Codes 90015-90020 will be disallowed and the 
fee will be downgraded to Codes 90050-90070, provided its cri­
teria are met, if Procedure Code 90760, 90~01SWF, W9820 or 
90761 has been ~rformed within .a 12 month period. 

NarE: This code will be declined if claimed for a Preventive Health 
Care Visit for patients age 20 or less. If visit is of a pre­
ventive care nature, uses Codes 90761 or 90050-90070. For 
patients age 20 or less, Item 13C of the MC-14 (Independent 
Outpatient Health Facility) must carry a diagnosis compatible 
with at least a presumptive illness and not that of preventive 
health care. 
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CLINIC VISIT I, 

90050 
90060 
90070 

For reimbursement purpose a clinic visit will consist of care and 
treatment by the physician and include those procedures ordinarily 
performed during a clinic visit dependent upon physician's disci­
pline. The following will be included as a minimum in the progress 
notes: 

i. Purpose of visit 

ii. Pertinent history obtained 

iii. Pertinent physical findings including pertinent negative phy­
sical findings based on 1) and 2) 

iv. Procedures - if any performed-with results 

v. Lab, x-ray, and ECG, etc., ordered-with results 

vi. Diagnosis(s) plus treatment plan status, including drugs 
ordered, relative to present and pre-existing illness plus 
pertinent recommendations and actions 

NOfE: This code will be declined if claimed for a Preventive Health 
Care Visit for patients age 20 or less. If visit is of a 
preventive health care nature, use Code 90764. For patients 
age 20 or less, Item 13C of the MC-14 (Independent Outpatient 
Health Facility) claim form must carry a diagnosis compatible 
with at least a presumptive illness and not that of preventive 
health care. 

NITTE: It is recommended that for patients age 20 and under, a state­
ment as to the status of immunizations, nutrition, and deve­
lopment be included at appropriate intervals . 

ANNUAL HEALTH MAINTENANCE EXAMINATION - AGE 21 AND OVER 

90760 For reimbursement purposes, the annual health maintenance examina­
tion limited to patients age 21 and over must contain as a minimum 
the following information on the record. It also will be limited to 
a maximum of one such examination a year and also is limited to an 
office type setting. It must be justified by Medical Necessity. 
The record should show: 

1. Interval history. 

2. Completing or updating the pertinent past medical history, 
family history and social/personal history. 

3. Complete systemic review including all systems and pertinent 
negative findings. Complete total systems physical examination 
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permitting the deferment of a system for medically acceptable 
reason, e.g., deferment of pelvic examination in an individual 
under the care of a gynecologist. Pertinent negative findings 
of the physical examination are to be recorded. 

4. Working diagnosis and treatment plan, including ancillary ser-
vices and drugs ordered, if applicable. 

An Annual Examination wi l l be disallowed if an Initial Clinic Visit 
or an Annual Examination has been perfonned during the prior twelve 
months by the same clinic, group, shared health care facility or 
practitioners sharing common records . Routine office visit could 
then be applicable i f cri t eria are met . 

ROOfINE NEWBORN CARE - WELL BABY 

90285 CPT Code 90285 - Rout ine Hospital Newborn Care. For reimbursement 
purposes, code 90285 requi r es a minimtun routine newborn care by a 
physician other than the physician(s) rendering maternity service, 
complete initial and complete discharge physical examination, 
conference(s) with the parent(s), all doctunented in the records. 

NEWBORN CARE - "SICK" BABY 

90250 
90260 
90270 

99150 
99151 
99160 

For sick babies use appropriate subsequent hospital care code: 

1. Routine Visit Care - 90250, 90260 and 90270 

2. If Prolonged Detention Codes are applicable - 99150, 99151 or 
99160 

INFANT, CHILD AND ADOLESCENI' CARE 

90701 
90702 
90703 
90704 
90705 
90706 
90707 
90708 
90709 
90712 
90719 
9072 4 
90732 
J2790 
W9090 
W9095 
W9820 

Appendix B/3 

Immunization Procedures - The reimbursement for an immunization 
procedure includes the service and the materials. If the criteria 
for an office visit can also be met, then the immunization and the 
office visit may be claimed utilizing the appropriate procedure 
codes. 

In the event there is the need for a specific immunization not 
listed as a covered ser vice, the provider should obtain prior 
authorization from the Medicaid District Office prior to the admi­
nistration of the vaccine. 

Early Periodic Screening Diagnosis And Treatment (EPSIJf) is found 
under code W9820 in Appendix A. 
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ANNUAL HEALIB MAINTENANCE EXAMINATION lliROUGH 20 YEARS 

90751 
90752 
90753 
90754 
90761 
90762 
90763 

Appendix B/4 

For reimbursement purposes, these codes appropriately reflect the 
age groups listed in the CPT narrative. They will reflect old as 
well as new patients and must include the following information on 
the chart. 

1. History (complete initial for new patient, interval for 
established patient) including past medical history, fami ly 
history, social history, and systemic review. 

2. Develoµnental and nutritional assessment. 

3. Complete, unclothed, physical examination to include also the 
following: 

(a) measurements : height and weight, blood pressure for 
children age 3 or older; 

(b) vision and hearing screening. 

4. Assessment of and administrat ion of immunizations appropriate 
for age and need. 

5. Further diagnosis, treatment and follow-up, by referral if 
necessary, of all correctable abnormalities uncovered or 
suspected. 

6. Referral to a dentist for children age 3 or older. 

7. Laboratory procedures perf ormed or referred if medically 
necessary. Recommendations are: 

(a) Hgb. twice: 3-6 years; and 10-12 years. 

(b) Urinalysis at least once between 13-15 years. 

(c) Tuberculin twice: 4-6 years; and 10-12 or 13-15 years. 

8. Anticipatory guidance. 

9. Offer of social service assistance; if requested, direct patient 
to county social service worker. 

Note: Medical records should substantiate the above services and 
should document significant positive and negative findings. 
Discussion and consultation with the patient or family regarding 
findings should be an integral part of every examination. 

Note: Annual health maintenance codes 90751, 90752, 90753, 90754, 
90761, 90762, and 90763, apply from age O through 20 and may be used 
only once in a 12-month period. If used following an EPSDT examina­
tion performed within the preceding 12 months or more frequently 
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than once in 12 months, these codes will automatically be downgraded 
in payment to a follow-up office Preventive Health Care Visit if the 
medical need is justified. 

CLINIC VISIT - PEDIA'IRIC PREVENTIVE HEALIB CARE 

90764 For reimbursement purposes, this code extends through age 20. This 
code reflects follow-up office preventive health care for 
established patients. Reimbursement for this code requires as a 
minimum the performance of the procedures listed in the following 
chart as they pertain t o the appropriate age group. 

1 2 4 6 9 13 18 25 5 7 10 12 
- - - - - - - - - - -
3 s 8 12 17 24 48 6 9 11 15 

AGE1 me mo~ mos mo~ mo~ mo~ mo~ mo~ vn vrs vrs vrs 

HISTORY 
INITIAL AT FIRt ,TV] SIT 
INTERVAL X X X X X X X X X X X X 

MEASI TR.fMENTS 
HEIGIIT & WEIGf-IT X X X X X X X X X X X X 
HEAD CIRCUMFERENCE X X X X X X X 
BLOOD PRESSURE X X X X X 

SENSORY SCREENING 
SIGIIT X X X X orX X X X 
HEARING X orX 

SYSTFMIC REVIEW X X X X X X X X X X X X 
DEVELOPMENTAL APPRAISAL X X X X X X X X X X X X 
NUTRITIONAL ASSESSMENT X X X X X X X X X X X X 
PHYSICAL EXAM~(UNCLOTHED) X X X X X X X X X X X X 
IMMUNIZATIONS'" l\. l\. l\. X X X X 

PROCEDURES 
*1UBERCULIN TEST-' X or X X X or X 
*HGB OR HrMATOCRIT X X orX X 
*URINALYSIS X X 
URINE CUL1URE (OPTIONAL X X X 
OTHERS AS INDICATED 

DISCUSSION AND COUNSELING X X X X X X X X X X X X 
DENTAL SCREENING X X X X X X X X X X X X 
REFER FOR INITIAL DENTAL EXAM X 

16 
-

20 
vn 

X 

X 

X 

X 

X 
X 
X 
X 

X 
X 

The above is endorsed by the Maternal and Child Health Program of the New Jersey State 
Department of Health. Service rendered must be documented in record. 

1If child comes under care for first time at any point on the schedule or if 
any items are not accomplished at the suggested age the schedule should be brought 
up-to-date. 
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2Review of immunizations at each visit and administration of immunizations 
appropriate for age and need. (See appropriate procedure code(s) for immunization 
reimbu:rs-ement. ) 

¾y be indi cated more frequently in certain areas. Should be administered prior 
to or simultaneously with measles immunization. 

4furt her diagnosis, treatment and follow-up by referral to self or other appro­
priate professional , of all correctibl e abnormalities suspected or uncovered. 

Soffer of social service assistance; if requested , direct patient to county 
social servi ce worker. 

*These items are recommended. 

INJECTION ( Intradermal, Subcutaneous, Intravenous, or Intraarterial ) 

90799 Reimbursement for the above injections are a flat fee basis and are 
all inclusive for the cost of the service and the drug or vacci ne. 
Be advi sed of the following. 

i. A visit for the sole purpose of an injection is reimbursable 
as an injection and not as a visit plus an injection. 

However, if the criteria of a clinic visit is met, an injec­
tion may, if medically indicated, be considered as an add-on 
to the visit. The drug administered must be consistent with 
the diagnosis and conform to accepted medi cal and phar­
macological principles in respect to dosage, frequency and 
route of administratimi 

ii. Intravenous and intraarterial injections are reimbursed only 
when performed by the physician. 

iii . No reimbursement will be made for vitamins, liver or i ron 
injections or combinations thereof except in laboratory 
proven deficiency states requiring parenteral therapy . 

iv. No reimbursement will be made for placebos or any inject ions 
containing amphetamines or derivatives thereof. 

v. No reimbursement will be made for injections given for the 
treatment of obesity. 

vi. No reimbursement will be made for estrogen injections gi ven 
for the treatment of Menopausal Syndrome. 

vi i . No reimbursement will be made for an injection given as a 
pre-operative medication or as a pre-operative local anesthe­
tic which is part of an operative or surgical procedure since 
this injection would normally be included in the prescribed 
fee for such a procedure. 
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viii. Insert procedure code number 90799 as a separate item on the 
MC-14 form under Item 13B. This is to be followed by the 
name, dose of drug and route of administration. The complete 
diagnosis, for which the injection was given, must be 

I 

inserted on the same line in Item 13C. · 

ix. Injectable prescription drugs are not a reimbursable item to 
provider or recipient. 

Exception: (obtained by prescription from a pharmacy provider) 

(1) Parenteral anti -neoplastic drugs F.D.A. approved. 

(2) Gammaglobulin when not available from the Department of 
Health or other agency and when used for medically 
acceptable purposes. Prior authorization required for 
obtaining the drug. 

(3) Drugs to be administered to a patient by other than the 
clinic or the employee. Physician's prescription must 
carry the legend "MEDICAID AlITHORIZED". Prior authori­
zation is required. 

(4) Insulin 

(5) Hymenoptera Venom for Immuno-therapy - Prior authoriza­
tion required from medical/consultant Local Medicaid 
Office. 

PROLONGED DETENTION 

99150 
99151 
99160 

Prolonged Detention with or without Critical Care will be covered 
under CPT 99150, 99151, and 99160 but the service must be consistent 
with the following narrative in order to be reimbursed. 

The patient's situation requires constant physician attendance which 
is given by the physician to the exclusion of his other patients and 
duties and, therefore, for him, represents what is beyond the usual 
service. This must be verified by the applicable records as defined 
by the setting and which records must show in the physician's 
handwriting the time of onset and time of completion of the service. 
All settings are applicable such as office, hospital, home, 
sheltered boarding home and nursing home. 

NOTE: This code may not be used simultaneously with procedure codes 
that pay a reimbursement for the same time or type of ser­
vice. 

NOTE: The basis for this type of claim should be apparent on the 
MC-14 claim form. The listed fee of $37 for specialist, $32 
for non-specialist is per hour. 
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(b) DENTAL SERVICES 

(See Dental Services Manual.) 

(c) FAMILY PLANNING SERVICES 

INITIAL MEDICAL VISIT 

90015WF Family Planning to include each of the following: 

i. Medical, social, obstetrical history 

ii. Compelte pelvic examination - including visual inspection 
of the cervix 

iii. Breast examination 

iv. Papanicolaou smear (excludes cytology study) 

v. Contraceptive counseling with referral as indicated 

This code includes cost of birth control drugs dispensed. A 
prescription cannot be substituted. 

Procedure code 90015WF will be disallowed if procedure codes 
90015-90020, 90760 or 90015WF has been performed dur ing the 
prior 12 months by the same provider. 

ROUTINE OR FOLLOW-UP VISIT - BRIEF 

90040WF May include pelvic examination, changes in method or physician's 
instructions. Minimum average time is five (5) minutes. 

MEDICAL REVISIT - FAMILY PLANNING 

90060WF May include pelvic examination, changes in method or physicians' 
instructions. This code includes cost of birth control drugs 
dispensed. A prescription cannot be substituted. 

ROUTINE OR FOLLOW-UP VISIT - PROLONGED 

90070WF May include pelvic examination, changes in method or physicians' 
instructions. Involves 20 or more minutes of personal time in 
patient contact, including documentation of time as well as adeqijate 
significant progress notes on the clinic record. This code includes 
costs of birth control drugs dispensed. A prescription cannot be 
substituted. 
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ANNUAL MEDICAL REVISIT 

90760WF Family Planning to include each of the following: 

i. Updating medical, social, obstetrical history 

ii. Complete pelvic examination including visual inspection of 
cervix 

iii. Breast examination 

iv. Papanicolaou smear (excludes cytology study) with referral 
when indicated 

This code includes costs of birth control drugs dispensed. A 
prescription cannot be substituted. 

Procedure code 90760WF will be disallowed if procedure codes 
90015-90020, 90760 or 90015WF has been performed during the prior 12 
months by the same provider. 

INSERTION OF IUD 

58300 Insertion of intra-cervical or intrauterine device for contraception 
(Includes costs of device and post insertion visit) 

PRIMARY STERILIZATION (FAMILY PLANNING) PROCEDURE 

55250 
55450 

Note: Completed consent form must be attached to 1500-N.J. claim 
form. See Subchapter 1 (1.8 (a) thru (c) Sterilization). Policy 
originally published as New Jersey Health Services Program 
Newsletter P-334, dated 5/17/82, with subsequent revisions. 

CYTOLOGY SMEAR 

88150 Cytology smear (e.g. Papanicolaou), (PAP) cervical and/or vaginal 
(obtaining specimen not an eligible service with or without 
diagnosis) 

FAMILY PLANNING SERVICES BY CERTIFIED NURSE-MIDWIFE 

INSERTION/REMOVAL OF IUD 

58300WM 

Appendix B/9 

Insertion of intracervical or intrauterine device for contraception 
by the certified nurse-midwife (includes cost of device and post 
insertion visit). Include delivery date on the Independent 
Outpatient Health Facility Claim Form (MC-14). 
Note: Limited to within the six-week post-parttBD period. 
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58301WM Removal of an IUD by a certified nurse-midwife. Include delivery 
date on the Independent Outpatient Health Facility Claim Form 
(MC-14). 

Note: Limited to within the six-week post-partum period. 

ROUTINE OR FOLLOW-UP VISIT BY A NURSE-MIDWIFE 

90060WMWF Routine or follow-up visit, prolonged - provided by a certified 
nurse-midwife and limited to within the six week post-parttml petiod: 
may involve pelvic examination, changes in method or instructions. 
Involves 20 or more minutes of personal time in patient contact, 
including documentation of time as well as adequate significant 
progress notes on the clinic record. This code includes cost of 
birth control drugs dispensed. A prescription cannot be substi-
tuted. Include delivery date on the Independent Outpatient Health 
Facility Claim form (MC-14). 

(d) LABORATORY SERVICES 

URINALYSIS (Chemical and Microscopic) 

81000 Note: St i ck, Dip or Tablet Test done on urine are considered part of 
the urinalysis, and, therefore are not eligible for reimbursement. 

HIMOGLOBLIN (Photoelectric method only) 

83051 Note: Reimbursement not eligible for other method. 

(e) MEDICAL DAY CARE (See Medical Day Care Manual) 

(f) SURGERY 

An asterisk preceding any procedure code also can be done by the podiatrist. 

10040 Limited to severe acne. For less than severe acne, utilize a proce­
dure code for an office visit. 

(g) MENTAL HEALTI-I SERVICES 

INITIAL C(l.fl>R.EHENSIVE PSYCHIATRIC EVALUATION 

90801ZI This code requires for reimbursement purposes a minimum of 90 minu~ 
tes of direct personal clinical involvement with the patient or 
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family member. The CPT narrative otherwise remains applicable. No 
more than one claim for the code 90801 is reimbursable per the same 
recipient, per the same physician, per year. 

INDIVIDUAL PSYCH01HERAPY - 25 Minute Session 

90843ZI This code requires for reimbursement purposes a m1n1mum of 25 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. 

INDIVIDUAL PSYCH01HERAPY - 50 Minute Session 

90844ZI This code requires for reimbursement purposes a minimum of SO minu­
tes of direct personal clinical involvement with the patient and/or 
family member. 

FAMILY 1HERAPY 

90847ZI This code requires for reimbursement purposes a minimum of 50 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. The CPT narrative otherwise remains applicable. 

FAMILY 1HERAPY 

9084722ZI This code requires for reimbursement purposes a m1n1mum of 80 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. The CPT narrative otherwise remains applicable. 

FAMILY CONFERENCE 

90887ZI This code requires for reimbursement purposes a minimum of 25 minu­
tes of direct personal clinical involvement with the patient, family 
member or caretaker. The CPT narrative otherwise remains applicable. 

GROUP PSYCH01HERAPY 

H5025ZI This code requires for reimbursement purposes a minimtnn of 90 minu­
tes of direct clinical involvement with the patient as a member of a 
group of which 10 minutes can be used for doctnnentation. The maxi­
mum number of the group is 8 and the reimbursement is per person 
per group session. 
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(h) OBSTETRICAL SERVICES (MATERNI1Y) 

TOTAL OBSTETRICAL CARE 

59400 i. Ante partum care consisting of initial ante partum visits and 
seven subsequent ante partum visits. Specific dates of all 
visits are to be listed on the Independent Outpatient Health 
Facility Claim form (MC-14). 

NOTE: Reimbursement will be decreased by the fee for the initial 
ante partum visit (5942022) if patient not seen for this 
visit. The total fee will also be decreased by t he reimburse­
ment sum for each subsequent ante partum visit (59420) which 
is less than seven. · 

If medical necessity dictates corroborated by the record, addi­
tional visits above seven ante partum may be reimbursed under 
procedure code 90040-90070 (routine or follow-up clinic visit). 
The claim form shall clearly indicate the reason for the medical 
necessity and date for each 90040-90070 listed. 

ii. Obstetrical delivery with in-hospital post-partum care (with or 
without low forceps and/or episiotomy or a vaginal delivery full 
term or premature following completion of at least 28 weeks of 
gestation or if baby lives over 24 hours). This shall al so 
include one visit between the 15th and 60th post-partum day 
following delivery and out of hospital. Include name of hospi­
tal and delivery date on the MC-14. 

VAGINAL DELIVERY 

59410 Vaginal delivery full term or premature following completion of at 
least 28 weeks of gestation or if baby lives over 24 hours) . This 
shall also include one visit between the 15th and 60th post-partum 
day following delivery and out of hospital. Include name of hospi­
tal and delivery date on the MC-14. 

SUBSEQUENT ANTE PAR1UM VISIT 

59420 Subsequent ante partum visit (separate procedure). Indicate speci­
fic dates of service. 

INITIAL ANTE PAR1UM VISIT 

5942022 Initial ~te partum visit (separate procedure) 
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POST-PARTIJM CARE 

59430 Post-partum care (other than delivering physician) one visit between 
15th and 60th post-partum day following delivery, out of hospital 
(separate procedure) 

OBSTETRICAL SERVICES (MATERNITY) BY A NURSE-MIDWIFE 

TOTAL OBSTETRICAL CARE 

59400WM Total obstetrical care when given by a certified nurse-midwife and 
includes: 

i. Ante partum care consisting of initial ante parttun visit and 
seven subsequent ante parttun visits. Specific dates of all 
visits are to be listed on the Independent Outpatient Health 
Facility claim form K:-14). 

NOTE : Reimbursement will be decreased by the fee for the initial 
ante partum visit (code 5942022WM) if patient not seen for 
this visit. The total fee will also be decreased by the 
reimbursement sum for each subsequent ante parttun visit (code 
59420WM) which is less than seven. 

NOTE: If medical necessity dictates, corroborated by the record, 
additional visits above seven ante partum may be reimbursed 
under procedure code 900S0WM (routine or follow-up visit). 
The claim form should clearly indicate the reason for the 
medical necessity and date for each code 900S0WM listed. 

ii. Obstetrical delivery per vagina with or without episiotomy 
including post-partum care when provided by the certified nurse­
midwife in the home, birthing center or in the hospital 
(inpatient setting). This applies to a vaginal delivery at full 
term or premature following completion of at least 28 weeks of 
gestation or if baby lives over 24 hours. This shall also 
include one visit between the 15th and 42nd post-partum day 
following delivery and out of the hospital. Include delivery 
date on the Independent Outpatient Health Facility claim form 
(MC-14). 

VAGINAL DELIVERY 

59410WM Obstetrical delivery per vagina with or without episiotomy including 
post-partum care when provided by the certified nurse-midwife in the 
home, birthing center or in the hospital (inpatient setting). This 
applies to a vaginal delivery at full term or premature following 
completion of at least 28 weeks of gestation or if baby lives over 
24 hours. This shall also include one visit between the 15th and 
42nd post-parttnn day following delivery and out of hospital. 

Appendix B/13 F.cl. 4-85 



I; 

I 

Include delivery date on the Independent Outpatient Health Facility 
claim form (MC-14). 

SUBSEQUENT ANTE PARTIJM VISIT 

59420WM Subsequent ante partum visits provided by a certified nurse-midwife 
(separate procedure). Indicate specific dates of service . 

INITIAL ANTE PARTIJM VISIT 

5942022WM Initial ante partum visit provided by a certified nurse-midwife 
(separate procedure). 

POST-PARTIJM CARE 

59430WM Post-partum care provided by a certified nurse-midwife who is other 
than the individual who performed the delivery and who is not 
related to this individual by any financial or contractual arrange­
ment, e.g. group, clinic, employee, etc. One visit between the 15th 
and 42nd post-partum day following delivery. Include delivery date 
on the Independent Outpatient Health Facility claim fonn (MC-14). 
(separate procedure) 

CLINIC OR 1-KME VISITS 

900SOWM 
90060WM 
901SOWM 
90160WM 

Clinic or home visit by certified nurse-midwife applicable only when 
medical necessity warrants more than seven ante partum visits and is 
corroborated on the record. 

(i} PODIA1RY SER.VICES 

For additional procedures, see Section 3.3 (f) (Surgery). 

ROUTINE OR FOLLCM-UP CLINIC VISIT 

90050YR Routine or follow-up clinic visit - Podiatry consist ing of routine 
care and treatment by the podiatrist. To include significant writ­
ten progress notes and office records which demonstrate positive 
findings and treatment changes. 
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(j) RADIOLOGY SERVICES 

CHEST 

71010 
71020 
71030 
71034 

PELVIS 

72170 

HIP 

73500 
73510 

ESOPHAGUS 

74220 

PELVIMETRY 

74710 

Routine chest x-rays without medical necessity in an office (clinic) 
or hospital setting are not reimbursable under Program Guidelines. 
See Appendix C (Medical Necessity Program) at the end of this manual. 

Pelvis x-ray is not eligible for separate payment when performed in 
conjunction with Complete Lumbosacral Spine x-rays (72110). 

Procedure 73520 should be used for Bilateral Hip x-rays when both 
hips are x-rayed instead of billing separately for each hip 
(73500, 73510). 

(With fluoroscopy by the radiologist) 

***Not eligible for separate payment when performed in con­
junction with a GI or Small Bowel Series, (74240, 74241, 
74245 74250). 

NOTE: Use of the code for pelvimetry requires written evidence of 
medical necessity to accompany the Independent Outpatient 
Health Facility claim form (MC-14). See Appendix~ at the 
end of Section 3.2. 

(k) REHABILITATION SERVICES 

SPEECH IBERAPY 

92507 Minimum time 30 minutes. Prior authorization required. Prescribed 
by a licensed physician, performed by a qualified speech-language 
pathologist. 
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PHYSICAL TI-IERAPY 

97799 Individual treatment session 

Minimtnn time 30 minutes. No more than three patients can be treated 
simultaneously. Prior authorization required. Consists of any one 
or a combination of the following modalities, prescribed by a 
licensed physician, performed by a qualified physical therapist and 
related to the patient's active treatment regimen. 

(1) Appropriate use of accepted mechanical devices (such as parallel 
bar, weights, pulley system, friction ~heels, steps, etc.) 

(2) Graduated range of motion exercises 

(3) Therapeutic ultrasound only when included as part of other forms 
of accepted therapy 

(4) Therapeutic use of physical agents (other than drugs) including 
heat, light, water, electricity and radiation 

(5) Instructions to responsible persons for foll ow-up procedures 
between therapy visits. 

(m) 01HER SERVICES 

HOSPITAL VISIT 

90250 
90260 
90270 

Hospital Day - consisting of care and treatment by the physician 
and including those procedures ordinarily performed during a 
hospital visit dependent upon tne physician's discipline. The 
following will be included as a minimtnn in the progress notes: 

(1) Update of symptoms 

(2) Update of physical findings 

(3) Resume of findings of procedures, if any done 

(4) Lab, x-ray, ECG, consultations, etc., pertinent positive and 
negative findings. 

(5) Changes or confirmations of diagnosis and progress of case 

(6) Additional planned studies, if any, and why 

(7) Treatment changes, if any 
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STERILIZATION 

55250 
55450 

FFMALE 

57451 

58600 

58605 

58982 
58983 

Primary Sterilization (Family Planning) Procedure: 

Note: Completed consent form must be attached to 1500-N.J. claim 
form. See Subchapter 1 (1.8 (a) thru (c) Sterilization). Policy 
originally published as New Jersey Health Services Program 
Newsletter P-334, dated 5/17/82, with subsequent revisions. 

Primary Sterilization (Family Planning). Procedure by laparoscopy 
or culdoscopy with or without dilation and curettage (independent 
procedure) . 

Note : Tubal Surgery for primary sterilization performed at time of 
Caesarean Section carries no additional reimbursement. 

Note: Completed consent form must be attached to 1500-N.J. claim 
form. See Subchapter 1 (1.8 (a) thru (c) Sterilization). Policy 
originally published as New Jersey Health Services Program 
Newsletter P-334, dated 5/17/82, with subsequent revisions. 

Primary Sterilization (Family Planning) Procedure 

Note : Completed consent form must be attached to 1500-N.J. claim 
form . See Subchapter 1 (1.8 (a) thru (c) Sterilization) or 
New Jersey Health Services Program Newsletter P-334, 5/17/82 and 
subsequent revisions. 

Note: Tubal sterilization procedure at the time of caesarean sec­
tion, will carry no additional allowance. 

Primary Sterilization (Family Planning) Procedure: post-parttnn 
during the same hospitalization and performed by any surgical method 
or approach by the same physician or group effecting the1 vaginal 
delivery (or abortion). 

Note: Completed consent form must be attached to 1500-N.J. claim 
form. See Subchapter 1 (1.8 (a) thru (c) Sterilization) or 
New Jersey Health Services Program Newsletter P-334, 5/17/82 and 
subsequent revisions. 

Primary Sterilization. (Family Planning Procedure. Procedure by 
Laparoscopy with or without dilation and curettage . 

Note: Completed consent form must be attached to 1500-N.J. claim 
form. See Subchapter 1 (1.8 CaTthru (c) Sterilization) or New 
Jersey Health Services Program Newsletter P-334, dated 5/17/82, and 
subsequent revisions. 
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(m) 01HER SERVICES 

ABORTION 

59840 
59841 

See Subchapter 2 (2.1-Abortions). Policy originally published as 
NJHSP Newsletter, Volume P-268, "Policy Regarding Medicaid Reim­
bursement for Abortions" FD-179 form must be attached to the 
1500-N.J. claim form. --

NOTE: Trimester of pregnancy must be identified on the 1500-N.J. 
claim form by using modifier ''WY" for 1st trimester or "WZ" for ind 
trimester. 

Appendix B/18 Ed. 4-85 



APPENDIX~ 

MEDICAL NECESSITY PROGRAM 

(This information was originally published in Newsletters: P-217, December 26, 
1977; P-298, May 15, 1981; P-354, April 11, 1983.) 

The New Jersey Medicaid Program on January 1, 1978, adopted a Medical Necessity 
Program similar to the Blue Shield Association's Medical Necessity Program and 
concurrent with its implementation by Blue Shield of New Jersey. 

This program was designed to upgrade the quality of care and is the result of a 
cooperative effort by the Blue Shield Association and the following organiza­
tions: The American College of Surgeons, the American College of Physicians, 
the American College of Radiology, the American Academy of Family Practice, the 
Cotmcil of Medical Specialties, and the American Association of Medical 
Colleges. 

The Medical Necessity Program defines certain Surgical and Diagnostic Procedures 
which are reimbursable only when · acceptable written justification by the physi­
cian accompanies the claim form. The medical necessity may be stated in 
"Remarks" box 34 of the 1500-N.J. Claim Form. If box 34 does not provide suf­
ficient space, an addendum may be attached to the claim form. 

Physicians are required to maintain written records that substantiate the use of 
a given procedure code. These records must be available for review and/or 
inspection if requested by the New Jersey Medicaid Program. 

These procedures fall into the following four categories: 

(1) New procedures of tmproven value. 

(2) Established procedures of questionable current usefulness. 

(3) Procedures which tend to be redundant when performed in combination 
with other procedures. 

(4) Diagnostic procedures which are unlikely to provide a practitioner 
with additional information when they are repeated. 

Unless supporting justification for the following Surgical and Diagnostic 
Procedures accompanies the physician's claim, reimbursement will be denied in 
the following situations: 

(1) If the only purpose for inpatient admission was to provide these pro­
cedures, both physician and hospital claims will be denied; if already 
paid, will be subject to recovery. 
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(2) If the only purpose for outpatient admission was to provide these pro­
cedures, the hospital's claim and the physician's claim (if appli­
cable) will be denied; if already paid, will be subject to recovery. 

(3) If laboratory procedures (diagnostic studies 1 through 5) are per­
formed on an ambulatory basis by an independent laboratory or a physi­
cian, such claims will be denied but may not necessarily include claims 
for office visits; if already paid, will be subject to recovery. 

SURGICAL PROCEDURES 

The following Surgical Procedures are not eligible for reimbursement unless the 
claim form is accompanied by an acceptable written justification supporting the 
medical necessity. 

NOTE: The regulations apply to procedures 14 through 20 only when they are per­
formed under the circumstances given. 

(1) Ligation of internal mammary arteries, unilateral or bilateral 

(2) Radical Hemorrhoidectomy, Whitehead type, including removal of entire 
pile bearing area 

(3) Qnentopexy for establishing collateral circulation in portal 
obstruction 

(4) Kidney decapsulation, unilateral and bilateral 

(5) Perirenal insufflation 

(6) Nephropexy: fixation or suspension of kidney (independent procedure) 

(7) Circumcision, female 

(8) Hysterotomy, non-obstetrical, vaginal 

(9) Supracervical hysterectomy: subtotal hysterectomy, with or without 
tubes and/or ovaries, one or both 

(10) Uterine suspension 

(11) Uterine suspension with presacral sympathectomy 

(12) Hypogastric or presacral neurectomy (independent procedure) 

(13) Ligat ion of thyroid arteries (independent procedure) 

(14) Fascia lata by stripper, as treatment for lower back pain 

(15) Fascia lata by incision and area exposure, with removal of sheath 
as treatment for lower back pain 
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(16 ) Ligation of f emoral vein, unilat eral or bilateral, as treatment for 
post phlebi t ic syndrome 

(17) Excision of carotid body tumor, with or without excision of carotid 
artery, as treatment for asthma 

( 18 ) Sympathectomy, thoracolumbar, unilateral or bilateral, as treatment 
for hypertension 

(19) Sympathectomy, lumbar, unilateral or bilateral, as treatment for 
hypertension 

(20) Splanchnicectomy, unilateral or bilateral, as treatment for hyper­
tension 

(21 ) Fabric wrapping of abdominal aneurysm 

(22) Extra-intracranial arterial bypass for stroke 

DIAGNOSTIC PROCEDURES 

Routine payment is not permissible for the following Diagnostic Procedures 
unless the claim is accompanied by an accept abl e written justification sup­
porting the medical necessity. 

(1) Basal metabolic rate (BMR) 

(2) Protein bound iodine (PBI) 

(3) Icterus index 

(4) Ballistocardiogram (BCG) 

(5) Phonocardiogram with interpretation and report, and with indirect 
carotid artery tracing or similar study 

( 6) Angiocardiography, using CO2 method , supervision and int erpretation 
only 

(7 ) Angiocardiography, single plane, supervis ion and interpretat i on in 
conjunction with cineradiography 

(8) Angiocardiography, multi-plane, supervi s ion and interpretation in con­
jtn1ction with cineradiography 

(9 ) Angiography-coronary, unilateral, select i ve injection, supervision and 
interpretation only, single view unless emergency 

(10) Angiography - extremity, unilateral, supervi s i on and interpret ation 
only, single view tn1less emergency 

( 11) Bronchoscopy, with injection of contrast medium for bronchography 
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(12) Bronchoscopy, with injection of radioactive substance 

(13) PRENATAL ULTRASONOGRAPHY 

Prenatal ultrasonography will be considered medically necessary when 
it is docwnented in the physician's record as being performed for one 
of the indications outlined by the Society of Obstetrical and 
Gynecological Ultrasonographers as noted below: 

a. Determination of fetal viability where abortion or 
intrauterine demise is clinically suspected. 

b. Dating a pregnancy in late registrants or where there i s a 
discrepancy between clinical and historical data in the first 
trimester. 

c. Determination of placental position in patients with vaginal 
bleeding or a fetus in an tmstable lie. 

d. Evaluation of a pregnancy when there is a discrepancy between 
uterine size and dates at any stage in pregnancy. 

e. Use prior to amniocentesis to determine the optimal si te of 
needle insertion. 

f. Monitoring fetal growth where intrauterine growth retardation 
is suspected. 

g. Evaluation when multiple gestation is suspected. 

h. Evaluation when fetal inomaly is suspected. 

i. Determination of fetal size or maturity in breech 
presentation. 

j. Evaluation of amniotic fluid quantity in cases of oligo­
hydramnios, polyhydramnios, and clinically suspected prema­
ture rupture of the membranes. 

k. Evaluation of post-term pregnancies. 

1. Evaluation of possible molar pregnancies . 

m. Use as an adjunct to special procedures such as intrauterine 
transfusion, placental aspiration, and fetoscopy. 

n. Evaluation of pelvic masses during pregnancy. 

If ultrasonography is utilized for any other indication, the physician 
is required to enter in the medical records sufficient docwnentation 
of medical necessity. 
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(14) PRENATAL LABORATORY TESTS 

The following procedures are the only laboratory tests routinely con­
sidered medically necessary during pregnancy: 

a. CBC 

b. Urinalysis-including microscopic 

c. Blood type and RH factors 

d. Serology 

e. Antibody screening 

f. Rubella Titer 

A physician must substantiate in his records the medical need for uti­
lizing any other prenatal laboratory test. 

(15) PELVIMETRY, WITH OR WITHOUT PLACENTAL LOCALIZATION 

The "Statement on Use of Pelvimetry X-ray Examination" outlined in the FDA 
Drug Bulletin, Vol. 11, Number 3 dated November, 1981, stated that 
"Pelvimetry, used to evaluate the relative sizes of the fetal head and 
maternal pelvis and thus to help decide on the necessity for Cesarean 
section, can expose the fetus to a significant amount of x-radiation. 
Pelvimetry should be performed only when the physician caring for the 
patient feels that pelvimetry will contribute to the decisions con­
cerning diagnosis or treatment. The reason for requesting pelvimetry 
should be written on the patient's chart." 

In accordance with the FDA's recommendations, the New Jersey Medicaid 
Program has added this procedure to the group of procedure codes 
requiring evidence of Medical Necessity. 

(16) OBSOLETE OR UNRELIABLE DIAGNOSTIC TESTS 

The New Jersey Medicaid Program is requiring documentation of medical 
necessity for those lab and skin tests that Medicare has declared 
obsolete or unreliable (refer to Medicare Bulletin 80-10, July 1980). 

The specific tests listed below will be reimbursed only when written 
medical justification accompanies the claim form. 

Starch, feces, screening 

Gastric Analysis, Tubeless 

When used to cover the following skin tests: 

a. Skin Test - cat scratch fever 
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b. Skin Test lymphopathia veneretnn 

c. Skin Test - actinomycosis 

d. Skin Test - brucellosis 

e. Skin Test - leptospirosis 

f. Skin Test - psittacosis 

g. Skin Test - trichinosis 

Circulation time, one test 

(17) ROUfINE CHEST X-RAYS 

The President's Committee on Radiation Exposure has recommended the 
elimination of all routine x-rays and the utilization of only those 
radiologic procedures deemed medically indicated. The New J-ersey 
Medicaid Program, in accordance with this recommendation, no longer 
reimburses physicians for chest x-rays routinely performed in the phy­
sician's office as part of an initial evaluation or annual physical 
examination .. 

Physicians will continue to be reimbursed for chest x-r.ays performed 
in their ,office for diagnostic purposes. The physician must docLDJlent 
the medical necessity for the procedure in the patient record. 
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STATE OF NEW JERSEY 

Department of Human Servicea 

Division of Medical Asaistance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume ....... J~.-:-J.J.7 July 29, 1985 

TO: MEDICAL SUPPLIER PROVID ERS /ff~ 
tf(J; 

SUBJECT: POLICY CLARIFICATION: CLAIMS FOR TOTAL PARENTERAL '(JO 1, 

NUTRITION (TPN) NUTRIENTS AND SUPPLIES ·l$g6 
EFFECTIVE: IMMEDIATELY 

PURPOSE: This Newsletter outlines the information required on claim forms 
in order that the claims for reimbursement for TPN solutions, 

equipment and supplies may be processed in an efficient and consistent manner. 

BACKGROUND: A review of claims submitted relative to TPN indicated the need 
to clarify the policy on reimbursement and to review the pro­

cedure on submission of claims. 

KCTION : The New Jersey Medicaid Program will pay the provider's usual and 
customary charge or the ~ediCARE prevailing allowance, whichever 

is less for TPN nutrients and supplies. Medical Supplier providers must com­
plete the claim form MC-11 (Medical Supplies and Equipment) in the usual manner. 
However, the following items must be addressed; if not, the claim will be 
returned to the provider for completion and/or correction. 

1. From/to dates should be clearly stated. (Item 14A) 

2. Dates must not overlap from claim to claim. 

3. The items being supplied should be specifically indicated on the 
claim. (Item 14C) 

4. When billing for TPN solutions and fat emulsions, the amount of 
solution in mililiters per day should be included. (Item 14C) 

5. Payments for supplies and for the rental of the pump and IV pole are 
based on daily rates. Thus, it is important that the number of days 
are included for these items. It is preferable that one month's 
supplies be billed for at one time and that the rental dates be the 
same every month. (Item 14E) 

6. All claims should include the diagnosis (Item 12) and the Individual 
~edicaid fractitioner (IMP) number of the referring doctor~ (Item 16) 



NOTE: Effe cti ve 60 days from the date of this Newslet t er, claims that do not 
conform to t he bil l ing instructions outlined above will be returned to 
the prov ider for completion and i nclus i on of missing i nformat i on. 

Attached is a filled-in sample MC-11 claim form. 

If you have any questions regarding this Newsletter, please call the New Jersey 
Medicaid Program, Chief Pharmaceutical Consultant at (609) 292-3756. 
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~i . .,.~ STATE OF NEW JERSEY 
' ~- · Department of Human Seniic•s 11 
~ { Division of Medical Anistanco and titalth S.rvlcts 

n-~t~~M~E~D~•CA~L::..:::S~U~P~P~L~IE~S:...:;,;A~N~D~E~O~u~•~P~M~E~N~T:....;C~LA~•~M!'..--l!,~~~~•A~•~•~~Tftr'~N~T)~-------------------------.J-. . -
1. atient's Last Name First Name 2. Patient's Street Addre11 I Telephone Number 

Doe John 1n1 rnrm,nn Pl~r~ lhOQ-~~~-1111 
City State Zip Code 

HSP ( Medicaid) Case No. 

Person No. ~ Male Tr ~fl; Uri N. J - nAh?" 
4. Patient , 5. Age I % Sex 

..,,,....n,._,.._1 _.3.,_....___.l? .... I....Jo"'--4.I_Q.L.L.I..L...JQl~..L..A,ql____.Qu..l ..... q~la......;.aU--LnL--...11_1.1-_.__i:;....:-nLL...--'-o_F_e_m_a.....Jle 8. Was Patient's Illness or Injury connected with employment? 
7. Other Health Insurance or Liability Coverage? O Yes CX No c If Yes, give Name and Address of Employer here. D VM 

If Yes, attach a copy of Decline Notice or Explanation of Payment 
from Carrier. 

~ No 

No Fault Auto coverage? 0 Yes [j No 
(If MEDICAR E - See Section 304 of Manual) 10. Did injury result from automobile accident? t--------------------------------.J 0 Yes X]. No 

9 . PROVIDER OF SERVICE INFORMATION 

Telephone Number 

60Q - 111-5555 
Name and Address 

Medicaid Provider Number 
(Enter only when not printed below) 

123456789 012 
Medical Supplier Provider 
1 Trenton Rd. 
Trenton, N.J. 08625 

14. REPORT OF SERVICES 

A. B. C. 

11. Prescription Attached 0 Yes 

12. Primary Diagnosis 
Chronn's Disease 
Malnutrition 

0 No 

Secondary Diagnosis 

13. Was this service performed as a result df 
an EPSOT Program Referral 7 0 Yes KJNo 

TOTAL 
AMOUNT 

A 

FOR FISCAL AGENT'S USE 

TOTAL 
AMOUNT 

B 

C 
0 
0 
E 

PRESCAl81NG 
PRACTITIONER 

A 3rd 
u J p 
T A L 
H M C 

4748@ 10 &1 52 63 M 55 56 ts7 58 ee &o a, &2 63 M ea ff uea ea ·10 n 

0 . E. F. 

Date of 
Service 

Description of Item Provided 

u 
N S 
E E 
W D 

Rental 
per 

Month 
Sele 

Amount Item No. Manufacturer's Name Model Number Charges 

1/1-1/31/85 PRxxxx I. V. Po 1 e 

r "'Y YYY 

I 11- 1 / 11 / At; PRvvvv 

1/1-1/~1 /A~ PRvvvv I inin J:'m,,lcinn ~()() ml ?n<>L lrb, V YY VY 

15. AUTHORIZING SIGNATURE (Medical Consultant) 
(For Division Use Only) 

PERIOD OF RENTAL AUTHORIZATION 

Date to TOTAL CHARGES 
16. Name and Number of Prescribing Practitioner 

Or ,~f+t \1~f~~micaid Practitioner No. 1

17. h, Patient in a Long Term Care Facility? 0 Yes 
If Yes, give thtt Nome and Address of the Facility. 

CXNo 

16e. Physician c. .. Manager Individual ~icaid PractitiC11P1er NumMr 

18. PATIENT'S CERTIFICATION: Authorization to Relea10 i-;,formation. and Payment Requ .. t. I certify thet the wrvi~(s) covffad by this claim h• bNn receowd and 
I request that payment for these services be mode on by behalf. I authorize any hofder of medical or other information .ebout me to releae to~ D;vision of Medk:al 
Assistance and Heelth Services or its authorized Agents any information needed for this or • refated claim. I agree that ownership of such equipment will Yett in the 
Division of Medical Assistance and Health Services and that I wiil bt entitled to the use of the equipment until it is no longitr needed. O Auth. Asap. 

Patient Signature 

C OATES OF SERVICE A i----,----'--';;.__..;;.,;;;,..;..;...;...:..:;;.;;;;.__-4 

R FROM TO 
D YR MO DAY MO DAY 

3 

FOR . 

ITEM 
# 

... USI ONLY 

AMOUNT 
A 

0ate -Z~t .... J a.£,5 ~t 8,.,..5""----

AMOUNT 
B 

C 
0 R J 
0 I A 
E P M 

11 14 15 16 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 

4 

11 14 15 16 17 18 19 20 21 22 Z3 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 44 46 46 47 

5 

11 14 15 16 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 

6 

1 14 15 16 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 46 46 47 .,. 
7 

11 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 3:2 33 34 35 36 37 38 39 40 41 42 43 44 45 46 47 

8 

FISCAL AGENT COPY 

Raiationshi~: Chtiek O Relative 
if other than pationt D Othor 

19. PROV IDER CERTIFICATION . 
I certify that the foregoing information is true, 

accurate and complete. and I agree to keep such racords as are nacessorv 
to disclose fully the extent of services prov1dsd and to furn ish information 

~~~e~\:'~ii~~la~:,, t~~l:~!•a~~~{ c~~~~;~fg;:.d e::T~ ::o~;~ 

~t~~e o~"i1t;i~•~~~~smoc!u~ei!'.;:i~•~~~:~11t~1!~~~ ~:?:i. :~ :::! 
pa1•ment ot such amount will be accepted as payment in full without 
additional cho~ to the pationt or to othon on hit behalf. I al,o certify 
that the services hBVe been furnished in full compli.anc:.J with the non-

i~:i~15~0~f •~~~iA~:gf1~t~i!~t~i•oif1tN'~~~~~~:i~~,t~m~~~ 
and satisfaction of this claim will be from Federal and State funds and that 

::.11t. f~~ c~:i~~~~e~~d: ::li~r:'F;'de~:~~J:~:t1~ ~ :;;a:;;~~ 

Provider Signature 

FOR PAYMENT MAIL TO: 

3/1/85 
Billing Data 
Mo./Oay/Y r. 

The Prudential Insurance Co. of America 
P.O. Box 1900 
Millville. N.J. 08332 

MEDICAID 32916 PART I ED 2•85 



Patient's Name 

Physician or Supplier 

Referred to : 

PLEASE VERIFY : 

0 Oiagncxis 

0 PRV-Anesthesia­

Asst. Surgeon 

0 Referring 

Physician 

0 Need Prior Auth . 

D 65 or Over 

D Date(s) of Service 

0 Breakdown 

FOR CONTRACTOR'S USE ONLY 

HSP No. PP 

I I I I I I I I I I I I 
□ Non-Spec. 
D Spec ___ area 

D Service Rendered D Other D Approve Jam 

0 Charge(s) D See memo Code 

0 Breakdown of D Need Signature 0 Time 

D If Doctor did 0 Provider D Anes. 

Laboratory work D Patient D Psych. 

D HSP N D Provider# 

0 P.P. N D Over 90 Days 

D Place of Service □ Prescription 

charge for : -------------------------------------
D Eligible? 0 Reasonable? 

Referring Individual's Identification __________________________ _ 

Claim Examiner __________________ Date _____________ _ 



STATE OF NEW JERS EY 

Department of Human Servicea 

Division of Medical Asaiatance and Health Servic 

New Jersey Health Services Program 

To: 

Subject : 

August 1, 1985 

Home Health Agenci e- (Certified, Licensed) 
(Excluding Hosp ital-Based Home Health Agencies) 

Homemaker Agencies (Voluntary Non-Profit) 

Effective: 

Additional Procedure Codes - Personal Care Assistant Services 

Immediately 

Background: A review of the claims processed for Personal Care Assistant 
Services has indicated the need to establish new procedure codes 

for one-ha lf (1/2) hour of service in addition to the existing one-hour codes. 
(See New Jersey Health Services Program Newsletter No. P-386, dated 
March 19, 1984.) The purpose of this newsletter is to introduce the new 
procedure codes to the providers of Personal Care Assistant services. 

Action: The followi ng new procedure codes are to be used as appropriate 
when submitting claims for the Personal Care Assistant Program. 

Procedure Code 

Personal Care Assistant Services 
(Individual) 

Personal Care Assistant Services 
(Group) - Care invclves 
two or more patients, with 
a maximum of eight patients 
in the same residental 

9428 

setting at the same time 9429 

Medicaid Dollar 
Value 

Up to $4.00 per half-hour 

Up to $3.00 per half-hour, 
per patient 

Th e existing procedure codes, 0056 and 0057, which allow for the billing of an 
ho ur of service are to be used as appropriate. The reimbursement methodology 
remains unchanged. 

The FD-139, Request of Home Care Authorization or Reauthorization, remains the 
authorization document and the MC-14, Independent Outpatient Health Facilty, 
continues to be used for billing. 

Any questions regarding this newsletter should be directed to Carol Kurland, 
Office of Home Care Programs, Division of Medical Assistance and Health Services 
at (609) 292-1940. 



STATE OF NEW JERSEY 

Department of Human Service.t 

Division of Medical Asaiatance and Health Services 

New Jersey Health Services Program NEWSLETTER 

August 5, 1985 

To: PROVIDERS OF MEDICAL DAY CARE SERVICES 

Subject: ~CFA fOMMON fROCEDURE fODING ~YSTEM (HCPCS) 

Effective: September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, 
the New Jersey Medicaid Program will implement HCPCS on September 1, 
1985. 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE 
APPLICABLE HCPCS CODES. The HCPCS code numbers for Medical Day Care 
services ar~follows: 

HCPCS 
CODE 

Z0300 

Z0270 

92507 

97799 

90050 

DESCRIPTION 

Initial visit, speech-language therapy 

Initial visit, physical therapy 

Speech-language therapy 

Physical therapy 

Medical day care vis i t 

Code numbers 0032, 0030, 0001 which are printed on the FD-140 form (Request for 
Medical Day Care Authorization or Reauthorization) will be de l eted when the form 
is reprinted. 

Manual Maintenance: The enclosed page 14 (Rev. 9/85), replaces page 14 
(Rev. 5/84) of the Medical Day Care Services Manual. 

Questions concerning this Newsletter should be addressed to the New Jersey 
Medicaid Fiscal Agent. (Prudential - Telephone: 609-293-2254.) 
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(Rev. 9/85) 

MEDICAL DAY CARE SERVICES MANUAL 

2. Items 5-6 

3. Items 7-8 

4. I tern 9 

5. I tern 10 

6. Item 11 

7. I tern 12 

8. Item 13 

Self-expla nato ry; 

Self-explana tory; 

Name, address, and telephone number of provider: 
This information may be preprinted; 

Not applicable; 

Authorization: Insert in this space 
"authorization (or reauthorizat ion ) form FD-140 is 
attached"; 

Not to be compl eted; 

Report of serv ices: 

i. Item A Enter each date on which servi ce has 
been provided. Use a separate li ne 
for medical day care visit, for 
physical therapy treatment, for 
speech-language therapy treatment; 

NOTE: A visit means attendance at the 
medical day care center by the 
participant which consists of seven 
hours porta l to portal. 

ii. I tern B 

iii . I tern C 

i V. Item D 

v. I tern E 

14 

Enter separately the HCPCS code 
for medical day care visit (90050) 
or for physical therapy treatment 
(97799) or for speech-language 
therapy treatment (92507); 
for an initi al evaluation visit for 
rehabilitative therapy only, enter 
separately the HCPCS code for 
physical therapy (Z0270) or fo r 
speech-language therapy (Z0300); 

Specify primary diagnosis; 

Corresponding with the procedure 
code as outlined above enter the 
following wording: Medical day care 
visits or physical therapy 
treatment(s ) or speech-language 
therapy treatment(s) includ ing. only 
the number of visits (or treatments) 
and the appropriate rate for each 
visit or treatment(s); 

Not applicable; 
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STATE OF NEW JERSEY 

Deparanent of Human Servicea 

Dimion of Medical Asaistan.ce and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume. P-4 41 __ _ 

To: 

Subject: 

Effective: 

Purpose: 

Background: 

Action: 

Home Health Agencies 
Homemaker Agencies (Voluntary, Non-Profit) 

HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 
Personal Care Assistant Service and 
Commun ity Care Program for the Elderly and Disabled 

September 1, 1985 

August 5, 1985 

This Newsletter lists the new HCPCS codes for Personal Care 
Assistant service and the Community Care Program for the Elderly 
and Disabled. It is for the information of all agencies, but 
requires close attention by those agencies approved by the New 
Jersey Medicaid Program for participation in these programs. 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, 
the New Jersey Medicaid Program will implement HCPCS on September 1, 
1985. HCPCS codes are applicable to both the Personal Care Assis­
tant Program and the Community Care Program for the Elderly and 
Disabled. Home Health Agencies and Homemaker Agencies were 
introduced to these two Programs as outlined below: 

Personal Care Assistant Program: 
Home Health Agencies--- P-386, 3/19/84 and P-403, 8/27/84 
Homemaker Agencies----- P-386, 3/19/84 

Community Care Program for the Elderly and Disabled: 
Home Health Agencies------------------P-374, 1/9/84 
Hospital-Based Home Health Agency-----P-400, 9/1/84 
Homemaker Agencies--------------------P-375, 1/9/84 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE 
APPLICABLE HCPCS CODES for Personal Care Assistant Service or 
services covered under the Community Care Program for the Elderly 
and Disabled. 

HCPCS code number listings are attached. One list is designated for 
Home Health Agencies and the other, for Homemaker Agencies. 

Questions concerning this Newsletter should be addressed to the New Jersey Medicaid 
Fiscal Agent. (Prudential - Telephone: 609-293-2175.) 
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HCPCS CODES FOR HOME HEALTH AGENCIES 

PERSONAL CARE ASSISTANT SERVICE 

HCPCS CODE Discontinued Code DESCRIPTION 

Zl610 
21600 
21605 
21611 
21612 

(0055) 
(0056) 
(0057) 
(9428) 
(9429) 

Initial Nursing Assessment Visit 
Personal Care Assistant Service (Individual/hourly) 
Personal Care Assistant Service (Group/hourly) 
Personal Care Assistant Service (Individual/½ hour) 
Persona l Care Assistant Service (Group/½ hour) 

COMMUNITY CARE PROGRAM FOR THE ELD ERLY AND DISABLED 

HCPCS CODE Discontinued Code DESCRIPTION 

21245 
21250 
Ll255 
21260 
21265 
21270 
21275 
21L80 
21200 
21210 
21215 
21220 
Z1225 
21230 

21300 
21305 
21310 
Zl315 
21320 
21325 
21330 
21335 
21255 
21260 
21265 
21270 
21275 
21280 
21210 
21215 
21220 
21225 
21230 

Rev. 9/85 

Home Health A encies (Excludinq Hos itasl-Based) 
OU23 Home Hea th ide Visit , up to 4 hours 

(0024) Home Heal th Aide Visi t , 5 to 8 hours 
(0025) Phys i cal Therapy, daily 
(0026) Speech-Language Therapy , daily 
(0027) Occupati onal Therapy, dail y 
(0028) Medi cal Social Services Vi sit, daily 
(0029) Ski l l ed Nursing _Care Visit , daily 
(0042) Medical Supplies 
(0077) Homema ker, hourly 
(0093) Respit~ Care, 8 hour day 
(0094) Resp i te Care, 8 hour night 
(0095) Resp i te Care, 12 hour day 
(0096) Resp ite Care , 12 hour ni ght 
(0097) Resp ite Care , 24 hours 

Hoslital-Based Home Health Agency 
9431) Hospi ta l -based (H.B.) Home Hea l th Aide (HHA) - l hour 

(9432) H.B . HHA - 2 hours 
(9433) H.B . HHA - 3 hours 
(9434 ) H.B . HHA - 4 hours 
(9435) H.B . HHA - 5 hours 
(9436) H. B. HHA - 6 hours 
(9437) H.B. HHA - 7 hours 
(9438) H.B. HHA - 8 hours 
(0025) Physical Therapy, daily 
(0026) Speech-Language Therapy, daily 
(0027) Occupational Therapy, daily 
(0028) Medical Social Services Vi sit , daily 
(0029) Ski lled Nursing Care Visit, daily 
(0042) Medical Supplies 
(0093) Respite Care, 8 hour day 
(0094) Respite Care, 8 hour night 
(0095) Respite Care, 12 hour day 
(0096) Respite Care, 12 hour night 
(0097) Respite Care, 24 hours 



HCPCS CODES FOR HOMEMAKER AGENC IES 

PERSONAL CARE ASSISTANT SERVICE 

HCPCS CODE Discontinued Code 

Zl610 
Zl600 
Z16()5 
Zl611 
Zl612 

(0055) 
(0056) 
( 0057) 
{,9428) 
(9429) 

DESCRIPTI ON 

Initial Nursing Assessment Visit 
Personal Care Assistant Service (Individual/hourly) 
Personal Care Assistant Service (Group/hourly ) 
Personal Care Assistant Service (Individual/½ hour) 
Personal Care Assistant Service (Group/½ hour ) 

COMMUNITY CARE PROGRAM FOR THE ELDERLY AND DISABLED 

ttCPCS CODE Discontinued Code 

ll200 
Zl205 
21210 
Zl215 
21220 
21225 
Z1230 

Rev. 9/85 

( 0077) 
(0098) 
(0093) 
(0094) 
(0095) 
(0096) 
(0097) 

DESCRIPTION 

Homemaker, hourly 
Initial Evaluation, RN 
Respite Care, 8 hour day 
Respite Care, 8 hour night 
Respite Care, l2 hour day 
Respite Care, 12 hour night 
Respite Care, 24 hour 

.. 



STATE OF NEW JERSEY 

Department of Human s~rvice.s 

Diruion of Medical Asai.stance i.nd Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume P-442 ................. _ 

To: 

Subject: 

Effective: 

August 5, 1985 

SOCIAL ADULT DAY CARE CENTERS 

HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 
Community Care Program-for Elderly and Disabled 

September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the 
New Jersey Medicaid Program will implement HCPCS on September l, 1985. HCPCS 
codes are applicable to the Community Care Program for the Elderly and Disabled. 
(This Program was introduced to Social Adult Day Care Centers in Newsletter 
P-377, January 9, 1984). 

The HCPCS code for the Social Adult Day Care under the Community Care 
Program for the Elderly and Disabled is: 

HCPCS CODE 

Zl235 

Discontinued Code 

(0079) 

DESCRIPTION 

Social Adult Day Care, daily 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER l, 1985 MUST INCLUDE HCPCS 
Code Zl235 for Social Adult Day -Care service. --

Questions concerning this Newsletter should be addressed to the New 
Jersey ~edicaid Fiscal Agent. (Prudential - Telephone: 609-293-2175.) 



STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Asaistan.ce a.nd Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... P.-443 .. 

To: 

Subject: 

Effective: 

INDEPENDENT MENTAL HEALTH CLINICS UNDER CONTRACT 
TO THE DEPARTMENT OF HUMAN SERVICES, 
DIVISION OF MENTAL HEALTH AND HOSPITALS 

HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 
- Personal-Care Assistant Service 

September 1, 1985 

August 5, 1985 · 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume P-417, the New Jersey 
Medicaid Program will implement HCPCS on September 1, 1985. HCPCS codes are 
applicable to the Personal Care Assistant service. (This service was introduced 
to Mental Health Clinics in Newsletter P-385, March 19, 1984). 

The HCPCS codes for Personal Care Assistant service are: 

HCPCS CODE Discontinued 

21610 (0055) 
Zl600 (0056) 
Zl605 ( 0057) 
21611 (9428) 
21612 (9429) 

Code DESCRIPTION 

Initial Nursing Assessment Visit 
Personal Care Assistant Service (Individual/hourly) 
Personal Care Assistant Service (Group/hourly) 
Personal Care Assistant Service (Individual/½ hour) 
Personal Care Assistant Service (Group/½ hour) 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER l, 1985 MUST INCLUDE APPLICABLE HCPCS 
CODES for Personal Care Assistant Service. 

Questions concerning this Newsletter should be addressed to the New Jersey Medicaid 
Fiscal Agent. (Prudential - Telephone: 609-293-2175.) 



STATE OF NEW JERSEY 

Department of Human &rvices 

Division of Medical Aai.stance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume P-444 

TO: 

SUBJECT 

EFFECTIVE 

PURPOSE 

BACKGROUND: 

ACTION: 

At t achment : 

August 26, 1985 

NARCOTIC AND DRUG ABUSE TREATMENT CENTERS 119SS 
_!:!CFA fOMMON _!'.ROCEDURE fODING ~YSTEM ,w0s~\}G '2, 

September 1, 1985 

This Newsletter includes new codes (HCPCS) which must be used when 
submitting claims on or after September 1, 1985. 

As announced in the Medicare/Medicaid Bull eti n 85-1, Vol. P~417, 
the New Jersey Medicaid Program will impl emen t HCPCS on September 
1, 1985. 

ALL CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE 
HCPCS CODES. 

The attached listing of HCPCS code numbers includes the following 
information: HCPCS code numbers matched to t he discontinued code 
number; narrative description of the procedure code (or referral 
to CPT-4*); and the New Jersey Medica i d Program ' s reimbursement 
schecfure. 

*HCPCS follows the American Medical Associa tion ' s Phfsicians' 
Current Procedural Terminology-4th Edi t ion (CPT-4)or certain 
Level I codes, which are those used pr imari ly by physiciaris and 
Independent Clinics. Copyright restri ct ions make it impossible 
to print excerpts from CPT-4 procedure narratives. Thus, in 
order to determine those narratives it is necessary to refer t o 
CPT-4. If a CPT-4 is not available , a 1985 edition may be 
ordered from: Order Department - OP-314-5, American Medical 
Association, P.O. Box 10946, Chicago, Il linois , 60610 . 

There is no change in the New Jersey Medicai d Program's reimburse­
ment schedule . However the method of billing HCPCS code Z2005 has 
been changed to an hourly rite . When billing t his code , please 
indicate the number of hours of service on the claim form. Also, 
the procedure for completing the Independent Outpat ient Health 
claim form (MC-14) remains the same. Any qua li fication to a code 
appears directly under the narrative. 

Questions concerning the use of HCPCS codes shou ld be addressed to 
the New Jersey Medicaid Program's Fiscal Agent : Prudent ial 
Insurance Company, Medicaid Claim Division I I , at 609-293-2175 , 

The attached pages replace pages one (1) through seven (7 ) of the 
attachment to Newsletter P-416, dated April 1, 1985. 



St~te of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

Narcotic and Drug Abuse Treatment Centers 

Billing Procedures 

The following provides the basic information necessary for the proper completion 
and submission of a claim form (Independent Outpatient Health Facility - MC-14). 
Specific instructions for completing a claim form are attached. 

General Policy 

Billing should be done on a monthly basis and submitted for payment as soon as 
possible. All claims must be received by the Fiscal Agent (Prudential) no later 
than 90 days after the last date the services were rendered ard no later than 12 
months from the earliest date of service on the claim form. 

Approved Services and Procedure Codes 

A HCPCS code listing is attached. Approved Centers may only bill for those 
procedure codes which correspond to the allowable services included in their New 
Jersey Medicaid Provider approval letter. 

The Mental Health Services Codes in the attached listing shall be performed by a 
Mental Health Professional as described in the New Jersey State Department of 
Health's Standards for Licensure for Ambulatory Care Centers. These codes 
include: 

Z2000 Family Therapy Rendered in a Narcotic and Drug Abuse Treatment Center 

Z2001 Family Conference Rendered in a Narcotic and Drug Abuse Treatment Center 

Z2003 Psychotherapy Rendered in a Narcotic and Drug Abuse Treatment Center -
Fu11-Session 

Z2007 Pslchotherael Rendered 
Half Session 

in a Narcotic and Drug Abuse Treatment Center 

Z2004 Grou~ Therap~ Rendered in a Narcotic and Drug Abuse Treatment Center 

Multiple mental health services rendered in a Narcotic and Drug Abuse Treatment 
Center to one individual in the same day will not be reimbursed. Only one mental 
health service of a like-nature will be reimbursed in those instances where more 
than one is provided to an individual. Mental health services provided in a 
Narcotic and Drug Abuse Treatment Center do not require prior authorization. 

Rev. 4/85 1 



HCPCS 
CODES --
90015 
90017 
90020 

State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

HCPCS CODES FOR NARCOTIC AND DRUG ABUSE TREATMENT CENTERS 

.... ' 

Discontinued Medicaid Dollar Value 
Medicaid Code PROCEDURE Specialist 

(9000) See CPT-4 for narrative 

The initial clinic visit is limited for 
reimbursement purposes to one such examin­
ation of the same patient by the same Inde­
pendent Clinic. 

Includes as a minimum on t he record: 

1) Chief complaint(s) 
2) Complete history of the present ill­

ness and related systemic review in­
cluding recording of pertinent nega­
tive findings 

3) Complete pertinent past medical history 
4) Pertinent family history 
5) A full physical examination pertaining 

to but not limited to the history of 
the present illness and includes re­
cording of pertinent negative findings 

6) Working diagnosis and treatment plan 
including ancillary services and drugs 
ordered. 

NOTE: Reimbursement for an Initial Clinic 
Visit will be disallowed and the fee 
downgraded to a Routine Clinic Visit 
if a previous Initial Clinic Visit 

$ 

or Annual Examination was billed with­
in a twelve month period for the same 
recipient by the same provider. 

22.00 
22.00 
22.00 

NOTE: These codes will be declined if claimed 
for a Preventive Health Care Visit. 

Non-Specialist 

17.00 
17.00 
17.00 

Rev. 4/85 2 



State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

HCPCS DISCONTINUED 
CODES MEDICAID CODE PROCEDURE 

MEDICAID DOLLAR VALUE 
SPECIALIST NON-SPECIALIST 

90050 
90060 
90070 

Rev. 4/85 

(0001) See CPT-4 for narrative 

For reimbursement purposes, a clinic visit 
will consist of care and treatment by the 
physician and include those procedures 
ordinarily performed during a clinic visit 
dependent upon physician's discipline. The 
following will be included as a minimum in 
the progress notes: 

1) Purpose of visit 
2) Pertinent history obtained 

$ 9.00 
9.00 
9.00 

3) Pertinent physical findings includ­
ing pertinent negative physical find­
ings based on 1) and 2) 

4) Procedures - if any performed - with 
results 

5) Lab, x-ray, and ECG, etc., ordered - with 
results 

6) Diagnosis(s) plus treatment plan 
status, including drugs ordered, 
relative to present and pre-existing 
illness plus pertinent recommendations 
and actions 

NOTE: These codes will be declined if 
claimed for a Preventive Health 
Care Visit. 

3 

7.00 
7.00 
7.00 



HCPCS 
CODES 

90751 
90752 
90753 
90754 
90761 
90762 
90763 

State of New Jersey 
Department of Human Services 

Division of Medi cal Assistance and Health Services 

DISCONTINUED 
MEDICAID CODE PROCEOUPE 

MEDICAID DOLLAR VALUE 
SPECIALIST NON-SPECIALIST 

(9006) See CPT-4 for narrative 

For reimbursement pu r poses , these codes 
appropriately reflect the age groups listed 
in the CPT-4 narrative. They will reflect 
old as well as new patients . An annual health 
maintenance examination through age 20 years 
consists of: 
1) Compl ete initial or i nterval history 
incl uding past medical history, family 
history, social history , ad syst emic review. 
?) Developmental and nu tritional assessment. 
3) Comp lete, unclothed, physical examin-

ation to include also t he following: 
(a) measurements: heiqht and weight, 

blood pressure for children age 
3 or older 

( b) vision and hearing screening 
4) Assessment and administration of immun­

izations appropriate for aqe and need. 
5) Referral for further diagnosis and treat­

ment or follow-up of all correctable 
abnormaliti es covered or suspected. 

6) Referral to a dentist for children age 3 
and older. 

7) Labora tory procedures to be referred 
if medically necessary. RecommPnded are: 

(a) Hgb. twice: 3-6 years ; and 10-12 years 

$22.00 
22.00 
22.00 
22.00 
22.00 
22.00 
22.00 

(b) Urinalysis at least once hetween 13-15 years 
(c) Tuberculin twice: 4-6 years ; and 10-12 or 

13-15 years 
8) Anticipatory guidance. 

Medica l records should substantiate the above services 
and should document significant positive and nega­
tive findings . Discussion and consultation with the 
patient or family regarding findings should be an 
integral part of every examination. 

NOTE: If the laborato ry procedure (HCPCS Code 22010) 
is analyzed by a physician under the auspices 
of the Narcotic and Drug Abuse Treatment Center, 
it is reimbursable to the Treatment Center. If 
performed by ar outside independent laboratory, 
the laboratory must submit the charge for the 
sPrvice on their claim. 

17.00 
17.00 
17.00 
17.00 
17.00 
17.00 
17.00 

Rev. 4/85 4 



State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

HCPCS DISCONTINUED 
CODES MEDICAID CODE PROCEDURE 

MEDICAID DOLLAR VALUE 
SPECIALIST NON-SPECIALIST 

90050 
90060 
90070 

Rev. 4/85 

(0001) See CPT-4 for narrative 

For reimbursement purposes, a clinic visit 
will consist of care and trectment by the 
physician and include those procedures 
ordinarily performed during a clinic visit 
dependent upon physician's discipline. The 
following will be included as a minimum in 
the progress notes: 

1) Purpose of visit 
2) Pertinent history obtained 

$ 9.00 
9.00 
9.00 

3) Pertinent physical findings includ­
ing pertinent negative physical find­
ings based on 1) and 2) 

4) Procedures - if any performed - with 
results 

5) Lab, x-ray, and ECG, etc., ordered - with 
results 

6) Diagnosis(s) plus treatment plan 
status, including drugs ordered, 
relative to present and pre-existing 
illness plus pertinent recommendations 
and actions 

NOTE: These codes will be declined if 
claimed for a Preventive Health 
Care Visit. 

3 

7.00 
7.00 
7.00 



HCPCS 
CODES 

90751 
90752 
90753 
90754 
90761 
90762 
90763 

State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Servi ces 

DISCONTINUED 
MEDICAID CODE PROCEOUPE 

MEDICAID DOLLAR VALUE 
SPECIALIST NON-SPECIALIST 

(9006) See CPT-4 for narrative 

For re imbursement purposes, these codes 
appropriately reflect the age groups listed 
in the CPT-4 narrative. They will reflect 
old as we ll as new patients. An annual health 
maintenance examination through age 20 years 
cons i sts of: 
1) Complete initial or interval history 
inc luding past medical hi story, family 
his tory, social history, a. d systemic review . 
2) Developmental and nu tritional assessment . 
3) Complete, unclothed, physical examin­

at ion to include also the following: 
(a) measurements: hei~ht and weight, 

bl ood pressure for children age 
3 or older 

(b) vision and hearing screening 
4) As sessment and administration of immun ­

izations appropriate for a9e and need . 
5) Referral for further diagnosis and treat ­

men t or follow-up of all correctable 
ab normalities covered or suspected. 

6) Referral to a dentist for children age 3 
and older. 

7) Laboratory procedures to be referred 
if medically necessary. RecommPnded are : 

(a) Hgb. twice: 3-6 years; and 10-12 years 

$22.00 
22.00 
22 . 00 
22.00 
22.00 
22.00 
22 . 00 

(b ) Urinalysis at least once hetween 13-15 years 
(c ) Tuberculin twice: 4-6 years; and 10-12 or 

13-15 yea rs 
8) Anticipatory guidance. 

Medica l records should substantiate the above services 
and shou ld document significant positive and nega­
tive findi ngs. Discussion and consultati on wi th the 
patient or family regarding findings shou ld be an 
integral part of every examination. 

NOTE : If the la boratory procedure (HCPCS Code Z2010) 
is ana lyzed by a physician unde r t he auspices 
of the Na rcotic ard Drug Abuse Treatment Center, 
it i s reimbursable to the Treatment Center. If 
performed by ar outside independent laboratory, 
the l aboratory must submit the charge for the 
servi ce on their claim. 

17.00 
17.00 
17.00 
17.00 
17.00 
17.00 
17 .00 

Rev. 4/85 4 



.. -
State of New Jersey 

Department of Human SPrvices 
Division of Medical Assist~nce and Health Services 

NOTE: If these procedurPs arr per formf'cf with­
in a twelve month period 0f an Initial 
Clinic Visi t or an Annual Examinati on for 
the same recipient by thP. same provi der, 
it wi ll be downqraded to a Routine Clinic 
visit . 

HCPCS Discontinued 
CODES Medicaid Code Procedure 

Medicaid Dollar Value 
Specialist Non-Specialis · 

90750 
90760 

(9008) See CPT-4 for narrative 

For reimbursement purposes, the annual 
heal th maintPnance examination is limited 
to pati ents age 21 and over. Where applic­
abl e, use appropriate CPT-4 (HCPCS) codes 
for individuals up to aqe 20. 

Incl udes as a minimum on the record: 
1) In terval history 
2) Comp letinq or updating the pertinent 

past medical history, family history 
and social/personal history. 

3) Compl ete systemic review including all 
systems and pertinent negative 
find ings. 

4) Complete total systems physi cal exam­
ination permitting the deferment of 
a system for medically acceptable 
reason , e.9., deferment of pelvic Pxam­
ination in an ir.dividual under the 

$ 22.00 
22.00 

care of an gynecologist. Pertinent 
negative findin9s of the physician' s examin­
at ion are to be recorded. 

5) Working diagnosis and trPatment plan, 
including ancillary services and druq 
order , if applicable. 

NOTE: If this procedure is performed within 
a twelve month period of an Initial 
Clinic Visit or an Annual Examinati on 
for the same recipient by the same 
provider, it will be downgraded to a 
Routine Clinic Visit. 

Rev. 4/85 5 
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State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

HCPCS DISCONTINUED 
CODES MEDICAID CODE PROCEDURE" 

Z2000 (9180) 

Z2001 (9181) 

Z?O02 (918?) 

Z2003 (9183) 

Rev. 4/85 

FAMILY THERAPY RENDERED IN A NAPCOTIC AND DRUG 
ABUSE TREATMENT CENTFR 

Therapy with the patient and with one or more 
family members present. Verbal or other therapy 
methods are provicied by a physician, or a pro­
fessional counsellor under the direction of a 
physician, in personal involvement with the 
patient and the family to the exclus ion of other 
patients and/or duties. A minimum session of 
1½ hours is required with a minimum of 80 min­
utes personal involvement with the patient and 
the family and up to 10 minutes for the record­
ing of data. The clinic may bill only for the 
patient and not for other family members. 

FAMILY CONFERENCE RENDERED IN A NARCOTIC AND 
DRUG ABUSE TREATMENT CENTER 

Meeting with the family or other significant 
persons to interpret or explain medical, psych­
iatric or psychological examinations and proce­
dures, other accumulated data and/or advice to 
the family or other significant persons on how 
to assist the patient. A minimum of 50 minutes 
of personal involvement with the family is rP­
quired. The clinic may bill only for the patient 
and not for other family members. 

PRESCRIPTION VISIT RENDERED JN A NARCOTIC AND 
TIROG ABUSE TREATMENT CENTER 

A visit with a physician for reviPw and evalua­
tion of the medication history of the patient 
and the writing, or renewal of prescription, as 
necessary. 

PSYCHOTHERAPY RENDERED IN A NARCOTIC AND DRUG 
ABUSE TREATMENT CENTER-FIILL SESSION 

Verbal, drug augmented, or other therapy methods 
provided by a physician, or a professional coun­
sellor under the direction of a physician, in a 
personal involvement with one patient to the ex­
clusion of other patients and/or duties. A min­
imum of 50 minutes personal involvement with the 
patient is required. This includes a prescrip­
tion visit whAn necessary. 

6 

MEDICAID 
DOLLAR VALUE 

$?2.50 

$15.00 

$ 4.50 

$16.00 



State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services 

HCPCS DISCONTINUED 
CODES MEDICAID CODE PROCEDURE 

Z2007 (9187) 

Z2004 (9184) 

Z2005 (9185) 

Z2006 (9186) 

Z2010 (8927) 

36415 (9076) 

Rev. 4/85 

PSY CHOTHERAPY RENDERED IN A NARCOTIC AND 
DRUG ABUSE TREATMENT CENTER - HALF SESSION 

Verba l, drug augmented, or other therapy methods 
provided by a physician, or a professional coun­
sellor under the direction of a physician in a 
personal involvement with one patient to the ex­
clusion of other patients and/or duties. A min­
imum of 25 minutes personal involvement with the 
patient is required. This includes a prescrip­
tion visit when necessary 

GROUP THERAPY RENDERED IN A NARCOTIC AND DRUG 
ABUSE TREATMENT CENTER 

Verbal or other therapy methods provided by one 
or more physicians, or professiona l counsellors 
under the direction of a physician, in a personal 
involvement with two or more patients, with a 
maximum of 8 patients. A minimum session of l½ 
hours is required. This includes preparation 
time in addition to the 1½ hours session time. 

PSYCHOLOGICAL TESTING RENDERED IN A NARCOTIC 
AND DRUG ABUSE TREATMENT CENTER 

Psychometric and/or projective tests with 
a written report. 

METHADONE TREATMENT RENDERED IN A NARCOTIC AND 
DRUG ABUSE TREATMENT CENTER 

A per diem payment based on the number of days 
a recipient is supplied methadone during the 
billing period. This is an all inclusive rate 
for cost of drug, packaging, nursing time, and 
administrative costs. 

URINE ANALYSIS FOR DRUG ADDICTION 

To be used only when Narcotic and Drug Abuse 
Treatment Centers are approved for this service. 
To determine what level, if any, a drug is 
present in the urine. 

See CPT-4 for narrative 

DRAWING OF BLOOD. Once per visit per patient 
(not applicable if lab study, in any part, is 
to be performed by the clinic). 

7 

MEDICAID 
DOLLAR VALUE 

$ 8.00 

$ 8.00 per person 

$15.00 per hour 
(maximum of five 

hours) 

$ 2.50 

$ 4.50 

$ 1.80 



STATE OF NEW JERSEY 

Departr.1ent of Human Services 

Diruion of Medical Asaistan.ce and ttealth Services 

New Jersey Health Services Program NEWSLETTER 
P-445 

Volume··············--

To: 

Subject: 

Effective: 

August 5, 1985 

AGENCIES PROVIDING CASE MANAGEMENT SERVICE 

HCFA COMMON PROCEDURE CODING SYSTEM (HCPCS) 
tommunity Care Program-for the Elderly and Disabled (CCPED) and 
Medicaid Model Waiver 1 and 2 (MMW1&2) 

SEPTEMBER 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume 
P-417, the New Jersey Medicaid Program will implement HCPCS 
on September l, 1985. 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE 
HCPCS CODES. The HCPCS <!ode numbers for Case Mana~ement service 
are as follows: 

(CCPED) 

(MMW1&2) 

HCPCS 
CODE 

Z1240 

Zl700 

DISCONTINUED 
Medicaid Code 

(0078) 

(0099) 

DESCRIPTION 

Case Management, monthly 

Case Management, monthly 

Questions concerning this Newsletter should be addressed to the New Jersey 
Medicaid Progr~m•s Fiscal Agent: {The Prudential Insurance Company -
Telephone: 609-293-2175.) 



STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Asai.stance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Vohtme. P-446___ August 19, 1985 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

INDEPENDENT CLINICS 

MENTAL HEALTH SERVICES - PRIOR AUTHORIZATION 

IMMEDIATELY 

This newsletter is to inform New Jersey Medicaid Independent 
Clinic providers that the threshold limit for mental health 
services has been raised from $300 to $600 before prior 
authorization is required. 

Previously, prior authorization from the New Jersey Medicaid 
Program was required for all mental health services in ex­
cess of $300 reimbursementfor any one Medicaid eligible 
patient, in any 12-month period, commencing with the patient's 
initial visit. The Division has raised the threshold to $600 
before prior authorization is required. This new policy 
applies to mental health services provided in Independent 
Clinics. 

Prior authorization for continuing services is required when 
the Independent Clinic has been reimbursed $600 by the New 
Jersey Medicaid Program for mental health services rendered 
to a Medicaid eligible patient, in any 12-month period, 
commencing with the patient's initial visit. 

Any questions regarding this Newsletter should be directed to Raymond B. 
Reinhart, Jr., M.D., Chief Consultant, Mental Health Services, Division of 
Medical Assistance and Health Services (Telephone 609-292-8198). 



STATE OF NEW JERSEY 

Deparon-~nt of Human Services 

Divuion of Medical Asai.stance and Health Services 

New Jersey Health Services Program NEWSLETTER 

TO: 

SUBJECT: 

EFFECTIVE: 

August 5, 1985 

The Directors of all Participating Treatment Facilities (PTF) 
in the New Jersey Health Care Financing Administration (HCFA) 
Alcoholism Project (New Jersey H.A.P) 

~CFA fOMMON fROCEDURE fODING ~YSTEM (HCPCS) 

September 1, 1985 

A~ announced in the Medicare/Medicaid Bulletin 85-1, 
Volume P-417, the New Jersey Medicaid Program will 
i1:1plement HCPCS on September 1, 1985. HCPCS codes 
are applicable to the Alcoholism Treatment Service 
Project. (See Newsletter P-348, January 10, 1983). 

Al.L CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985, 
MUST INCLUDE APPLICABLE HCPCS CODES. The HCPCS code 
number listings for Alcoholism Treatment Service are 
attached. 

Maintenance: Th(~ enclosed material, pages 5, 6, and 7 dated as Rev. 
9/85, rep 1 aces p,.ges 5 and 6 of the Newsletter P-348, January 10, 
1983. 

Questions concer1ing this Newsletter should be addressed to the New 
Jersey Medicaid riscal Agent. (Prudential - telephone: 609-292-2254). 



HCPCS , 
CODE 

23111 
23112 
23113 

23121 
23122 
23123 

23131 
23132 
23133 

23141 
23142 
23143 

23151 
23152 
23153 

R.ev 9185 

~ealth Care Financing Administration 
fommon Erocedure fading ~ystem (HCPCS) 

INPATIENT ALCOHOLISM DETOXIFICATION CODES: 

DI SCONTI NUED 
CO DE DES CR I PTI ON 

(1011) 
(1012) 
(1013 ) 

(1021) 
(1022 ) 
(1023 ) 

( 1031) 
(1032) 
(1033) 

(1041) 
( 1042 ) 
(1043 ) 

(1051 ) 
(1052) 
(1053) 

ROUTINE CARE - inpatient alcoholism detoxification 
services. 

Patient discharged 
Still patient 
Benefits exhausted 

ROUTINE CARE may include: 
1) room and board; 
2) nursing services and related care; 
3) individual/group/family counseling; 
4) general non-emergency transportation; 
5) physical examinations. 

Services must be provided in a Participating 
Treatment Facility (PTF) approved for participation 
in New Jersey's Health Care Financing Administration 
Alcoholism Project (New Jersey H.A.P.). 

Services may be provided in a non-hospital setting. 
Length of stay is a maximum of five days unless 
special circumstances exist. 

Note : If an inpatient detoxification episode exceeds five 
days, the PTF must submit with the claim supporting 
documentation, including progress notes and 
Individual Treatment and Diagnostic Plan, justifying 
coverage beyond five days ~or consideration for 
reimbursement for the additional days of services. 
There is no limit on the number of episodes per 
client. 

LABORATORY TEST - inpatient alcoholism detoxification 
· ancillary service. 
Patient discharged 
Still patient 
Benefits exhausted 

PHARMACY - inpatient alcoholism detoxification 
ancillary service. · 

Patient discharged 
Still patient 
Benefits exhausted 

MEDICAL SUPPLIES - inpatient alcoholism 
detoxification ancillary service. 

Patient discharged 
Still patient 
Benefits exhausted 

PSYCHIATRIC EVALUATION - inpatient alcoholism 
detoxification ancillary service. 

Patient discharged 
Still patient 
Benefits exhausted 
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HCPCS 
CODE 

23211 
23212 
23213 

23221 
23222 
23223 

23231 
23232 
23233 

23241 
23242 
23243 

23251 
23252 
23253 

Rev. 9/85 

INPATIENT ALCOHOL ISM TREATMENT AND REHABILITATION CODES: 

DISCONTINUED 
CODE 

( 2011) 
(2012) 
(2013) 

DESCRIPTION 
ROUT INE CARE - inpatient alcoholism treatment and 

rehabilitation services. 
Pati ent discharged 
Sti ll patient 
Benefits exhausted 

ROUTINE CARE may include: 
1) room and board; 
2) nursi ng services and related care; 
3) indi vidual/group/family counseling; 
4 ) general non-emergency transportation; 
5) physical examinati ons. 

Se rvices must be provided in a Participating Treat­
men t Facility (PTF) approved for participation in 
New Jersey's Health Care Financing Administration 
Alcoholism Project (New Jersey H.A.P.). A minimum 
of 20 hours of active treatment per week in a coor­
dinated therapeutic program must be provided. 

Note: Reimbursement is limited to 30 days of treatment per 
calenda r year. 

(2021) 
(2022) 
(2023) 

(2031) 
(2032) 
(2033) 

(2041) 
(2042) 
(2043) 

(2051) 
(2052) 
(2053) 

LABORATORY TEST - inpatient alcoholism treatment and 
re ha bilitation ancillary ;service. 

. Pat ient discharged 
Sti l l patient 
Benefits exhausted 

-PHARMACY - inpatient alcoholism treatment and 
rehabilitation ancillary service. 

Patient discharged 
Stil l patient 
Benefits exhausted 

MED ICAL SUPPLIES - inpatient alcoholism treatment apd 
rehabilitation ancillary service . 

Pati ent discharged 
St i ll patient 
Benefits exhausted 

PSY CHIATRIC EVALUATION - inpatient alcoholism 
t reatment and rehabilitation ancillary service. 

Pat ient discharged 
Sti ll patient 
Benefits exhausted 

- 0 -

-~ 



HCPCS 
CODE 

23311 
23312 
23313 

23351 
23352 
23353 

23361 
23362 
23363 

23371 
23372 
23373 

Rev. 9/85 

OUTPATIENT ALCOHOLISM TREATMENT CODES: 

DISCONTINUED 
CODE 

(3011) 
(3012) 
(3013) 

(3051) 
(3052) 
(3053) 

(3061) 
(3062) 
(3063) 

(3071) 
(3072) 
(3073) 

DESCRIPTION 

ROUTINE VISITS - outpatient alcoholism treatment 
services. 

Patient discharged 
Still patient 
Benefits exhausted 

ROUTINE VISITS may include: 
1) individual/group/family counseling; 
2) after-care/follow-up. 

Services must be provided by a Participating 
Treatment Facility (PTF) approved for partic­
ipation in New Jersey's Health Care Financing 
Administration Alcoholism Project (New Jersey 
H.A.P.). The PTF must meet State and local 
licensure and certification requirements. 

Note: Reimbursement will be limited to forty-five 
outpatient visits per calendar year. An out­
patient visit is incurred when an outpatient 
service is rendered. If more than one routine 
service is rendered on the same day, only one 
visit will be counted: 

PSYCHIATRIC EVALUATION - outpatient alcoholism 
treatment ancillary service is reimbursable 
only if part of routine care or routine care 
is furnished subsequent to the psychiatric 
eva 1 uation. 

Patient discharged 
Still patient 
Benefits exhausted 

TRANSPORTATION - outpatient alcoholism treatment 
ancillary service. ' 

Patient discharged 
Still patient 
Benefits exhausted 

HOME VISIT - outpatient alcoholism treatment 
ancillary service. 

Patient discharged 
Still patient 
Benefits exhausted 
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STATE OF NEW JERSEY 

Department of Human Service.1 

Division of Medical Asai.stanc~ and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume . .. P- 449_. 

To: 

Subject: 

Effective: 

August 5, 1985 

Long Term Care Facilities approved for Respite Care under 
Community Care Program for the Elderly and Disabled (CCPED) 

_t!CFA fOMMON f.ROCEDURE fODING ~YSTEM (HCPCS) 

September 1, 1985 

As announced in the Medicare/Medicaid Bulletin 85-1, Volume 
P-417, the New Jersey Medicaid Program will implement HCPCS 
on September 1, 1985. 

All CLAIMS SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE 
HCPCS CODE Zl285 for Respite Care Service. 

HCPCS 
CODE 

Z1285 

DISCONTINUED 
Medicaid Code 

(0092) 

DES CR I PT ION 

Respite Care, Nursing Home, Daily 

Questions concerning this Newsletter should be addressed to the New Jersey 
Medicaid Program's Fiscal Agent: (The Prudential Insurance Company -
Telephone: 609-293-2175.) 



STATE OF NEW JERSEY 

Department o( Human S~rvice, 

Divuion of Medical Asai.stance and Health Services 

New t1~rsey Health Services Program NEWSLETTER 
Volume P-450 .............. .,. 

To: . 

Subject: 

Effective: 

August 5, 1985 

CHIROPRACTIC SERVICE PROVIDERS 

HCF~ COMMO~ PROCEDURE CODING SYSTEM (HCPCS) ... ... ... -- .. 

September 1, l985 

As announced in the Medic~re/Medicaid Bulletin 85-1, Volume 
P-417, the New Jerse/ Me~i~~id Program will implement HCPCS 
on September 1, 1985. 

There is no change in the New Jersey Medicaid Program's 
reimbursement schedule for chiropractic services. All CLAIMS 
SUBMITTED ON OR AFTER SEPTEMBER 1, 1985 MUST INCLUDE HCPCS CODE 
A2000 for Manipulation· of Spine Service. 

HCPCS 
CODE , 

A2000 

DISCONTINUED 
Medicaid Code 

(9080) 

DESCRIPTION 

Manipulation of Spine 

Questions concerning this Newsletter should be addressed to the New Jersey 
Medicaid Program•~ Fiscal Agent: (The Pr~dential Insurance Company~ 
Telephone; 609-293-2186.} 



STATE OF NEW JERSEY 

Deparanent of Human Suvicea 

Division of Medical Asaistance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volumt ___ P-4 51 -· August 12, 1985 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

ACTION: 

TRANSPORTATION PROVIDERS 

MEDICAID POLICY CHANGES AFFECTING INVALID COACH SERVICES 

AUGUST 19, 1985 

THIS NEWSLETTER INFORMS PROVIDERS OF INVALID COACH SERVICES 
THAT POLICY REGARDING TRANSPORTATION ALLOWANCES AND OXYGEN 
IS REVISED. 

TRANSPORTATION ALLOWANCES 

Reimbursement differentials are eliminated for the transport 
of patients in multiple load situations and the transport of 
patients receiving dialysis treatments. For invalid coach 
services rendered on or after August 19, 1985, providers 
will be reimbursed for each patient transported in accor­
dance with the following procedure codes: 

Procedure Codes Description Maximum Allowance 

6111 

6113 

OXYGEN 

Invalid Coach - one $17.00 
way,~ patient 

Invalid Coach - round $34.00 
trip,~ patient 

Current Medicaid policy no longer requires that invalid 
coach vehicles carry oxygen. However, if the provider 
of invalid coach services elects to carry oxygen, then 
the provider must comply with the regulations established 
by the New Jersey State Department of Health. (See N.J.A.C. 
8:40-4.9). 

If there are any questions regarding this Newsletter, please contact 
Peter K. Rosswaag at (609) 984-7868. 



STATE OF NEW JERSEY 

DepartmP.nt of Human Serri.cr.• 

Division of Medical Asai.stan.c¢! and Health Services 

lllC'O AUG 
20 1985 

New «Jersey Health Services Program NEWSLETTER 
Volume .. P.-45_2 - - August 19, 1985 

TO: All Providers and Those Interested 
in Provider Enrollment 

Community Care Program for the Elderly and Disabled 
(CCPED) - Phase III 

EFFECTIVE: October l , 1985 

PURPOSE: The New Jersey Medicaid Program announces Phase III of the 
Community Care Program for Elderly and Disabled with extension 

of services to the five remaining counties of Camden, Cumberland, Essex, 
Monmouth and Union as of October 1, 1985. 

BACKGROUND: With the implementation of Phase III, the Community Care 
Program for the Elderly and Disabled will be available to 

Medicaid eligible individuals throughout the state. 

General information about CCPED was issued to all providers via New Jersey 
Health Services Newsletters P-371/BC-266, dated December~, 1983. Changes 
to the Program wer~ noted in Newsletters P-392/BC-281, dated June 11, 1984, 
and P-405, dated October 1, 1984, to all providers. Providers of pharmaceutical 
services were advised of Program changes via Newsletter BC-292, dated September 
24, 1984. 

The Community Care Program for Elderly and Disabled offers seven home care 
services: (1) Case Management; (2) Home Health services; (3) Homemaker serv­
i ces; (4) Medical Day Care; (5) Social Day Care; (6) Respite services; and 
(7) Transportation (medical non-emergency). All services require prior author­
ization except Case Management. 

The eligibility criteria remain the same. Recipients eligible for this Program 
must: 

1. Be 65 or over, or determined disabled under the Social Security Act 
and receiving Social Secu r ity disability payments, and eligible for 
Medicare. 

2. Be assessed in need of Skilled Nursing Facility/Intermediate Care 
Facility (SNF/ICF) Care; and 

3. Ha.ve an income which exceeds the appropriate SSI community standard 
up to the standard for institutional care (currently $975 per month). 



Home Health Agencies, Homemaker Agencies, and providers of Medi[al Day Care 
and Social Adult Day Care services are again referre·d for spetHi'c i rifor-ma.ti0n 
about provider enrollment, prior authorization, billing_ pro:ce.dure·g arrd proce­
dure codes to Newsletters applicable to their services as listed below: 

Home Health Agency Providers to P-374 , d.ated Jamu.ary . 9·, 19J!A-·. 

Hospital-Based Home Health Agencies, to P-400 or B€-291 dated 
September 17, 1984. 

Homemaker Agencies, to P-375, dated January 9, 1984. 

Medi cal Day Care Providers, to P-376, dated JaAuary 9, 1984. 

Social Adult Day Care Centers, to P-377, dated January 9, 19-84 . 

ACTION: Homemaker Agencies9 Horne Health Agencies , Social Adult Day Care 
Centers, and Medical Day Care Centers wishing to serve clients 

residing in the Phase III counties and who are not alre~dy· enrolled as CCPED 
providers should contact at this time: 

Gregory Danese, Esq., Chief 
Provider Enrollment Unit 
Division of Medical Assistance 

and Health Services 
CN- 712 
Trenton, New Jersey 08625 

(609) 292-1921 

The Case Management Sites for Phase III counties are as follows: 

County 

Camden 

Cumberland 

Essex 

Case Management Site 

Camden County Board of Social Services 
600 Market Street 
Camden, NJ 08101 
(601) 757-8800 

Cumberland County Board of Social Services 
13 North East Boulevard 
Vineland, NJ 08360 
(609) 691-4600 

Community Heal th Care of North Jersey . 
451 Lincoln Avenue 
Orange, NJ 07050 
(201) 673-0158 

- 2 -



Monmouth 

Union 

MCOSS Nursing Services, Inc. 
141 Bodman Place 
Red Bank, NJ 07701 
(201) 747-1204 

*Union County Division on Aging 
Union County Administration Bldg. 
Elizabeth, NJ 07207 
(201) 527-4200 

*Case Management Services will be provided through: 

Visiting Nurse and Health Services 
354 Union Avenue 
Elizabeth, NJ 07208 
(201) 352-5694 

and 

Visiting Nurse Association of Plainfield & North Plainfield 
427 W. 7th Street 
Plainfield, NJ 07060 
(201) 756-2436 

Any questions regarding this Newsletter should be directed to Carol H. Kurland, 
Administrator , Office of Home Care Programs, Division of Medical Assistance and 
Health Services at (609) 292-1940. 

- 3 -



STATE OF NEW JERSEY 

Department oi Human &ervicea REC'D SEP , es 
Divwon of Medical Aswtance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... P-454 .. • 

August 26, 1985 

TO: Providers of Prosthetic and Orthotic Services 

SUBJECT: Increase in Reimbursement for Orthopedic Shoe Appliances 

EFFECTIVE: September 1, 1985 

The New Jersey Medicaid Program is pleased to announce an increase in 
reimbursement for orthopedic shoe appliances. 

The attached pages list the new "Medicaid Dollar Value" as well as the 
HCPCS code numbers and descriptions. 

Manual Maintenance: The enclosed pages 15, 16, 18, and 19, dated as Rev. 
9/85, replace the same page numbers, dated as Ed. 4/85, in Subchapter 3, 
HCFA Common ·Procedure Coding System (HCPCS). 

If there are any questions concerning this Newsletter, please contact 
Frederick Greenfield, D.P.M., Chief Consultant, Podiatry Services, 
Division of Medical Assistance and Health Services (Telephone 609 - 292-8157). 



HCPCS 
CODE 

L2770 

X3680 

DESCRIPTION 

Additions to Lower Extremity 
Orthoses, Stainless Steel­
Per Bar or Joint 

Travel Time per Hour (Specify 
Time Involved) 

(e) ORTHOPEDIC SHOES, SHOE MODIFICATIONS AND TRANSFERS 

FOOT 

MEDICAID 
DOLLAR VALUE 

30.00 

30.00 

(INSERT, REMOVABLE, MOLDED TO PATIENT MODEL) 

L3000 Foot, Insert, Removable, Molded 30.00 
to Patient Model, "UCB" Type, 
Berkeley Shell, Each 

L3010 Foot, Insert, Removable, Molded 30.00 
to Patient Model, longitudinal 
Arch Support, Each 

L3020 Foot, Insert, Removable, Molded 30.00 
to Patient Model, Longitudinal/ 
Metatarsal Supports, Each 

X4290 Filler for Amputee Toes 16.00 

L3030 Foot, Insert, Removable, Formed 30.00 
to Patient Foot, Each-Arch 
Supports, Removable, Premolded, 
Each 

X4800 Arch Support, Foot Plates: (Plaster 50.00 
cast taken by Vendor) Leather -
Whitman Ordinary 

X4801 Arch Support, Foot Plates: (Pl aster 
cast taken by Vendor) Leather -

45.00 

Mayer 

X4802 Arch Support, Foot Plates: (Plaster 45.00 
cast taken by Vendor) Leather -
Schaffer 

-15- Rev. 9-85 



HCPCS 
CODE 

X4803 

X4804 

X4805 

X4810 

L3100 

L3140 

L3150 

L3160 

X4850 

X4851 

X4852 

X4853 

X4854 

X4890 

DESCRIPTION 

Arch Support, Foot Plates: (Plaster 
cast taken by Vendor) Leather -
Schaffer with metatarsal pad 

Arch Support, Foot Plates: (Plaster 
cast taken by Vendor) Leather -
Whitman Combination 

Arch Support, Foot Plates: (Plaster 
cast taken by Vendor) Leather -
Rohadur Plastic 

Velcro Straps, Attached to a pair of 
Shoes 

Hallus~Valgus Night Dynamic Splint 

(ABDUCTION AND ROTATION BARS) 

Foot, Abduction Rotation Bars 
(Dennis Browne Type), attached 
to Shoe 

Foot, Abduction Rotation Bars 
(Dennis Browne Type), clamped 
to Shoe 

Foot-Torque Heels 

(SPACE SHOES) 

Space Shoe Rubber Raise for Shoe: 
1/4 11 Raise 

Space Shoe Rubber Raise for Shoe: 
1/2 11 Raise 

Space Shoe Rubber Raise for Shoe: 
3/4 11 Raise 

Space Shoe Rubber Raise for Shoe: 
111 Raise 

Space Shoe Rubber Raise for Shoe: 
Each additional 1/2 11 Raise 

(CASTINGS) 

Foot 

-16-

MEDICAID 
DOLLAR VALUE 

40.00 

57.00 

47.00 

14.00 

15.00 

15.00 

15.00 

10.00 

8.00 

9.00 

13.00 

20.00 

8.00 

50.00 

Rev. 9-85 



HCPCS 
CODE 

L3230 

L3250 

L3310 

L3320 

L3340 

L3350 

L3360 

L3370 

L3390 

L3400 

L3410 

L3420 

L3460 

L3470 

L3480 

L3485 

DESCRIPTION 

Orthopedic Footwear, Custom 
Shoes Depth Inlay 

Orthopedic Footwear, Custom Molded 
Shoe, Removable Inner Mold, 
Prosthetic Shoe, Each 

SHOE MODIFICATION 

{LIFTS) 

Lifts -Elevation, Heel and Sole, 
Neoprene, per Inch 

Lifts-Elevation, Heel and Sol e, 
Cork, per Inch 

(WEDGES) 

Heel Wedge, Sach 

Heel Wedge 

Sole Wedge-Outside Sole 

Sole Wedge-Between Sole 

Out fl a re Wedge 

Metata rsal Bar Wedge-Rocker 

Metatarsal Bar Wedge-Between Sole 

Full Sole and Heel Wedge 
*Between Sole* 

(HEELS) 

Heel-New Rubberj Standard 

Heel-Thomas Extended to Ball 

Heel-Pad and Depression for Spur 

Heel-Pad, Removable for Spur 

*B.I. - By Invoice Plus 50% 

-18-

MEDICAID 
DOLLAR VALUE 

*B.I. 

100.00 

17.50 

42.00 

6.00 

6.00 

8.00 

8.00 

24.00 

16.00 

8.00 

16.00 

6.00 

12.00 

12.00 

6.00 

Rev. 9-85 
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HCPCS 
CODE DESCRIPTION 

MEDICAID 
DOLLAR VALUE 

(MISCELLANEOUS SHOE ADDITIONS) 

L3510 Miscellaneous Shoe Additions, 
Insole Rubber 

L3530 Miscellaneous Shoe Additions, 
Sole-Half 

L3540 Miscellaneous Shoe Additions, 
Sole-Full 

(TRANSFERS OR REPLACEMENT) 

L3600 Transfers of an Orthosis From 
One Shoe to Another, Caliper 
Plate Existing 

L3610 Transfers of an Orthosis From 
One Shoe to Another, Caliper 
Plate New 

L3620 Transfers of an Orthosis From 
One Shoe to Another, Solid 
Stirrup Existing 

L3630 Transfers of an Orthosis From 
One Shoe to Another, Solid 
Stirrup New 

L3640 Transfers of an Orthosis From 
One Shoe To Another, Dennis 
Browne Splint (Riveton), 
Both Shoes 

X4280 Velcro Straps used with Orthoses 

(f) Upper Limb 

NOTE: The procedures in this section are considered as 
'Base' or 'Basic Procedures' and may be modified 
by listing procedures from the 'Additions Section' 
and adding them to the base procedure. 

-19-

4.00 

8.00 

16.00 

16.00 

35.00 

16.00 

35.00 

10.00 

18.00 

Rev. 9-85 



STATE OF NEW JERSEY 
EC'0 AUG 30 1985 

Department of Human S.rvice& 

Drriaion of Medical Alliatance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume ... P-455 ... August 26, 1985 

TO: DRG Hospitals - Chief Executive Officers 

SUBJECT: Reimbursement For Mobile Intensive Care Unit 
(MICU) Services 

EFFECTIVE: Retroactive To January l, 1984 

PURPOSE: This Newsletter is to advise hospitals that reimbursement by 
the New Jersey Medicaid Program for inpatient and outpatient 

related MICU services provided to Medicaid-eligible patients is allowable. 

BACKGROUND: The New Jersey State Department of Health has received federal 
approval of a grant under section 2320 of the "Medicare and 

Medicaid Reconciliation Amendments of 1984", which waives Medicare and 
Medicaid reimbursement principles. This approval enables hospitals which are 
participants in the three year demonstration project, "New Jersey Mobile 
Intensive Care System", to receive reimbursement for Mobile Intensive Care 
Unit (MICU) services on both an inpatient and outpatient basis. 

ACTION: · ·. only those MICU services which were provided on or after 
January 1, 1984, are eligible for ·reimbursement by Medicaid. 

Hospitals must not submit claims for MICU services which have been written off 
as bad debt or uncompensated care. 

Hospitals are advised to submit claims for inpatient and outpatient-related 
MICU services as follows: 

INPATIENT CLAIMS 

1) Inpatient claims submitted with 1984 discharge dates which included 
charges for eligible MICU services and were paid exclusive of the 
MICU charges, may be resubmitted in one batch on the UB-PS form. 
Multiple MICU adjustment re1uests submitted at differenttimes will 
not be considered. These c aims must be received by the Medicaid 
Fiscal Agent by October 31, 1985. 

2) Inpatient claims submitted with 1985 discharge dates which included 
charges for eligible MICU services and were paid exclusive of the 
MICU charges, may be resubmitted to the Medicaid Fiscal Agent in 
accord with regular adjustment procedures. 



3) Inpatient claims with charges for eligible MICU services which were 
not previously submitted may now be submitted. Claims reflecting 
patient discharge dates prior to September 1, 1984, must be 
submitted hard copy on the UB-82 claim form and received by the 
Medicaid Fiscal Agent no laterthan October 31, 1985. Claims with 
discharge dates on and after September 1, 1984, may be submitted 
either by teleprocessing or tape provided the date of submission is 
within twelve (12) months of the discharge date. Hard copy c 1 a,i ms 
are to be submitted on the UB-82 claim form. 

4) Copies of al 1 original claims must reflect the MIC·U charge (Reve·nue 
Code 543). 

OUTPATIENT CLAIMS 

1) 

2) 

3) 

Outpatient claims for MICU services must on·ly be submitte.d -hard copy 
on the Outeatient Hos,italClaim Fmrm (MC-4). L,st ea~ MlCU 
service on form ·(MC-4 under Item 30, Service tine 27~ ·marked 
"Other"; the description "MICU" must also be entered in the 
11 Remarks 11 section. 

Outpatient claims for eligible MICU services provided during 1984 
must be received by the Medicaid Fiscal Agent by October 31, 1985. 

Outpatient claims for eligible M1CU services provided after -Oeoem-ber 
31, 1984, must be submitted to the Medicaid Fiscal Agent within 
twelve months of the date of service. 

ADJUSTMENT REQUESTS 

1) 

2) 

All adjustment requests for MICU payments must be submitted in one 
package to the Medicaid Institutional Claims Man-ager at the Medica·id 
Fiscal Agent's office. Submission of multiple MICU adjustment 
requests by any provider will not be considered. 

The payment for these adjustments will be made off-system in a 
single payment and will not appear on your Medicaid payment voucher. 
In order to be considered for payment, the adjustment request must 
be received by the Medicaid Fiscal Agent no later than Oct◊ber 31, 
1985. 

NOTE: ANY ADJUSTMENT REQUEST RECEIVED IN A MANNER OTHER THAN 
DESCRIBED IN THIS NEWSLETTER WILL NOT BE CONSIDERED. 

Prospective claims will be subject to utilization review 'by the Peer 
Review Organization of New Jersey. MICU claims will be evaluated 
for the proper documentation of care, medical necessity, and 
appropriateness of service. 

Please refer any questions regarding this newsletter to your Medicaid Fiscal 
Agent: 

Blue Cross - 201-456-2534 

Prudential - 609-293-2045 



STATE OF NEW JERSEY 

Department of Human Serricea 

Divwon of Mt'dical Aaistance &Dd Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .. P-4.56 ... 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

ACTION: 

AMBULANCE 

INVALID COACH 

MI LEAGE 

September 9, 1985 

Transportation Providers 

Reimbursement Increase for Invalid Coach 
and Ambulance Services 

September 16, 1985 

This Newsletter informs providers of invalid coach and 
ambulance services of increases in reimbursement for 
transportation services by the New Jersey Medicaid Program. 

All claims submitted on and after September 16, 1985 for 
invalid coach and ambulance services will be reimbursed as 
follows: 

HCPCS Code 

AOOlO 

A0222 

A0130 

Y0060 

A0020 

Description 

Ambulance Service, 
Basic Life Support 
(BLS) Base Rate, 
Emergency Transport, 
One Way 

Medicaid Dollar Value 

Ambulance Service, 
Return Trip, Trans port 

NOTE: For Medica id reimburse­
ment purposes A0222 is applicable 
to round trips~-

Non-Emergency Transportation: 
Wheelchair Van 

NOTE: Invalid Coac h, One Way, 
PerPatient 

Invalid Coach-Round Trip, 
Per Patient 

Mileage - Ambulance Service, 
(BLS) Per Mile, Transport, 
One Way 

$30.00 

$60.00 

$20.00 

$40.00 

$ 1.00 per 
loaded mile 



NOTE: For Medicaid reimbursement 
purposes, mileage both one way and 
round trip is payable at $1.00 per 
loaded mile in both the ambulance 
and invalid coach. A0020 is to be 
used to identify all mileage charges. 

NOTE: Maximum of three patients for 
Invalid Coach at one time - except for 
patients transported to receive dialysis 
treatments where a maximum of four pa­
tients is allowed. Medicaid will pay 
mileage for only one patient in a multi­
ple load from the farthest location to 
the destination (and back if a round trip). 
Provider must submit all claims for multi­
ple load pa t ients together and certify on 
the claim fo rms that they are charging 
mileage .Q.!!.J.l for the one patient who is 
being transported the farthest distance. 

If there are any questions regarding this Newsletter, please contact Peter K. 
Rosswaag at (609) 984-7868. 



STATE OF NEW JERSEY 

Department of Human Servicu REC'D 1985 
D iruion of Medical Asai.stance and Health Services 

New Jersey Health"Services Program NEWSLETTER 
Volume ....... ~::~?.Z. October 1, 1985 

To: 

Subject: 

Effective: 

All Providers 

Medicaid Eligible Residents in the Counties of Gloucester and 
Burlington Participating as Health Care Plan of New Jersey 
Subscribers 

October 1, 1985 

Background: Health Care Plan of New Jersey (HCP/NJ), a Health Maintenance 
Organization (HMO) located in Medford, New Jersey, provides 

services for a specific group of Medicaid eligible individuals. The Medicaid 
eligible group consists of families who receive financial assistance under the 
program of Aid to Families with Dependent Children (AFDC), who are residents of 
the counties of Gloucester and Burlington, and who choose to be subscribers to 
Health Care Plan of New Jersey. 

The services provided by Health Care Plan of New Jersey are: 

1. General and Special hospital services, 
Inpatient and Outpatient; 

2. Laboratory and X-Ray services; 
3. Early Periodic Screening, Diagnosis and Treatment 

approved equivalent services for enrollees under twenty-one 
years of age; 

4. Physician services; 
5. Home Care services (60 visits per year)*; 
6. Physical therapy, occupational therapy, audiology and 

speech-language therapy services; 
7. Independent clinic services (for Mental Health services, see 

Item 13); 
8. Ambulance service required for emergency medical care; 
9. Family Planning services and supplies; 

10. Skilled Nursing Care (up to 30 days per year, per 
enrollee)*; 

11. Pediatric services; 
12. Optometric services; 
13. Mental Health services (20 out-patient and 30 in~patient 

days/year/enrollee)*; 
14. Diagnosis and required medical treatment, and referral 

services for the abuse or addiction to alcohol or drugs, 
including detoxification; and 

15. Routine Medical Supplies. 

* When during a calendar year sixty (60) visits for home health 
care or thirty (30) days of skilled nursing facility care or 
twenty (20) outpatient visits or th i rty (30) inpatient days 



for mental health services, per year/enrollee have been 
utilized, a Medicaid eligible Plan subscriber may continue 
to receive these services and providers wil l be reimbursed 
under the existing rules and regulations of the New Jersey 
Medicaid Program during the remainder of the calendar year. 
Providers will receive from the Health Care Plan of New Jersey 
an authorized EXHAUSTION OF BENEFITS form, a copy of which 
must be submitted with all claims. 

The following services or items are not provided by the Health Care Plan of New 
Jersey and Medicaid eligible subscribers of the Plan may secure these services 
from Medicaid providers who will be reimbursed under the existing rules and 
regulations of the New Jersey ~edicaid Program: 

1. Dental services; 
2. Prosthetic and Orthotic appliance~; 
3. Medical Day Care; 
4. Invalid Coach; 
5. Hearing Aids; 
6. Pharmaceutical services; 
7. Optical appliances. 
8. Chiropractic services; and 
9. Durable Medical equipment. 

Subscribers of Health Care Plan of New Jersey are entitled to receive emergency 
care services from any provider. Except in a life-threatening situation, 
emergency room services will be covered 2.!!!_y if authorized by a physician from 
Health Care Plan of New Jersey, provided-----rfie patient is within a twenty-five (25) 
mile radius of a Health Care Plan of New Jersey facility. Outside a twenty-five 
(25) mile radius, emergency care will be covered without prior authorization 
provided the patient notifies Health Care Plan of New Jersey within forty-eight 
(48) hours of receiving medical services. Hospital and physician claims should 
be submitted to: · 

Health Care Plan of New Jersey, Inc. 
165 Old Marlton Pike, Rt. 70, 
Medford, New Jersey 08055. 

An example of the Health Care Plan of New Jersey Subscriber Identification Card 
is shown below: 

HEALTH CARE PLAN 
OF NEW JERSEY, INC. 

FOR APPOINTMENT OR EMERGENCY CALL 
(809) 221-2414 

FOR ADMINISTRATIVE OFFICE CALL: 
(609) 154-8800 

All services must IN provided by •r arranged through HCP 
Medical Staff physicians or other designated health personnel. 
except in an emergency when an enrollee's life or health is 
jeopardized or when a medically necessary emergency occurs 
outside service area. 

Benefits outside service area are provided through HEAL TH 
CARE PLAN of New Jersey, Inc. To verify coverage call 
the Administrative Office number. 

THIS CARD MUST ae PRESENTED FOR ALL SERVICES 



. , 

The County Welfare Agencies will be issuing altered check stubs to Medicaid 
eligible individuals who choose to become subscribers. Following is an example 
of the altered check stub which states on top of the card: 

"RESTRICTED USE-HMO, CALL (609) 654-6600" 

RESTRICTED USE HMO CALL 609-654-6600 STUB NO. 02201528 
DEPARTMENT OF HUMAN SERVICES 

MEDICAID-ID 

VALID ONLY FOR THE MONTH OF 
MEDICAID HSP # 013456789() 

JANUARY 1985 NOTICE TO PROVIDER 

t--__ E_l_lG_IB_LE_PE_R_S_ON_S __ --+_;;.p:-+R ____ E_L_IG_IB_LE_PE_A_SO_N_S ___ +-p~:R REQUEST PERSONAL IOEN-

l 11 TIFICATION IF YOU DO NOT 1 

2 12 KNOW THE PATIENT. 

3 13 

4 * L A S T P E R S O i·J P R I N T E i) * 14 PLEASE REPORT THE CASE 

5 

e 
7 

I II 

15 NAME, CASE NUMBER, 
1e AND PERSON NUMBER 
11 ACCURATELY ON All 
111 CLAIM FORMS ANO OTHER 

19 COMMUNICATIONS RELAT-
..__10 __________ -'---....c.::20 __________ ....1-.......J ING TO THE CLAIM.F0-

152 

Any questions regarding this Newsletter should be directed to S. Eugene 
Yuliano, M.D., Director, Office of Prepaid Health Care, Division of Medical 
Assistance and Health Services, CN-712, Trenton, New Jersey 08625. 



, BETTER HEAL TH THROUGH BETTER HEAL TH MAINTENANCE 
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EXHAUSTION OF BENEFITS FORM 

HEAL TH CARE PLAN OF NEW JERSEY, INC . 
I A FEO ERA LL Y QUALIFIED HEAL TH MAINTENAN C E O RC; ANl l A TI O N ) 

Dear Provider: 

Thi s i s to i n form you that .,,,.._ _ ___,,........,._-~--------,---,-------, a 
member of the Health Care Plan of New Jersey has exhausted the 
days of coverage for your services. · A Plan subscriber may continue to receive 
these services, however, and you will be reimbursed under the existing rules and 
regulations of the New Jersey Medicaid Program during the remainder of the 
calendar year. 

A copy of this form must be submitted with all claims. Should you have any 
questions, please contact Claims Department, 609-654-6600. 

Sincerely, 

The Health Care Plan of New Jersey 

Reply Corresponde nce to: 

D ADMINISTRATION OFFICE • 165 O LD MARL TO N PI KE. MEDFOR D. NEW JERSEY 0805 5 • (60 9 1 654 -6 600 
D MEDFORD HEAL TH CENTER • 165 OL D MARL TO N PIKE , M ED FO RD. NEW JERSE Y 08055 • 1609) 6 54-9400 • (60 9) 235- 1400 

D CHE~RY HILL HEALTH CENTER • 7 12 HADDONFIELD ROA D. C HER RY HILL , NEW JERSEY 0 800 2 • (60 9 ) 488-0300 
Cl GLOUCESTER HEALTH CENTER• 500 COUNTY HOUSE RO AD. SEWELL. NEW JERSEY 08080 • (60 9) 2 28-241 4 



State of New Jersey 
Department of Human Services REC'D OCT 4 -,~85 

Division of Medical Assistance and Health Services 

~e,v Jersey Health SerYices Progran1 NEWSLETTER 
P-458 

Volume .... ... ................. . 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

September 30, 1985 

All Dentists and Independent Dental Clinics 

Renewal of General Anesthesia Permits 

November 1, 1985 

All dental general anesthesia permits issued by the New 
Jersey State Board of Dentistry will expire on Oc tober 31, 
1985. In order for the New Jersey Medicaid Program to 
reimburse a dentist for administering general anesthesia 
after that date, a valid copy of the permit must be on file 
at the Prudential Insurance Company. 

Please forward a copy of your renewed permit by CERTIFIED 
MAIL-RETURN RECEIPT REQUESTED to the following address 
before October 15, 1985. 

Prudential Insurance Company of America 
Medicaid Claims Division II 
P. 0. Box 1900 
Millville, New Jersey 08332 
Attention: Linda Crowell, Associate Manager 

On or after November 1, 1985, reimbursement for claims submitted for 
general anesthesia will be limited to those dental providers having a 
currently valid general anesthesia permit on file with the Prudential 
Insurance Company. If you are unable to submit your permit by November 1, 
1985, please hold any claims with dates of service on or after that date 
until your permit has been received at the Prudential Insurance Company. 
The date of receipt will appear on the green, Certified Mail - Return 
Receipt Card (PS Form 3811 - July 1983), which will be returned to you by 
the United States Postal Service. Then you may submit your claims for 
payment. 

Any questions regarding this .Newsletter should be directed to Archie H. 
Bell, D.D.S., Chief, Bureau of Dental Services, Division of Medical 
Assistance and Health Services, Telephone (609) 984-7863. 



State of New Jersey 
Department of I luman Services 

Division of Medical Assistan(c and licalth Sl:rvicl'S 
'DOCT 141985 

~e\-v Jersey Health SPrYiC<.'s Progra rn NEWSLETTER 

TO: 

SUBJECT: 

PURPOSE: 

BACKGROUND: 

ACTION: 

Physicians, Dentists, Podiatrists, and 
Providers of Pharmaceutical Services 

Pharmacy Audits - Addition to Procedures 

September 3U, 1985 

This Newsletter requests the cooperation of providers when 
pharmacies are audited and confirmation of prescriptions, 
especially telephoned prescription orders, are needed. 

The New Jersey Medicaid Program 1 s Fiscal Agent, Blue Cross of 
New Jersey, routinely audits pharmacy providers to review ad­
herence to Medicaid/PAAD prescription rules and regulations. 
It is noted that many prescriptions are filled from telephone 
requests as well as from original written prescriptions. There 
is frequently a need to confirm the authenticity of telephoned 
prescriptions. 

This Newsletter is for informational purposes only, to advise 
physicians, dentists, and podiatris ts that New Jersey Medicaid 
(Blue Cross) will be visiting or cal l ing in the future to confirm 
the findings of a pharmacy audit . 

Any questions concerning this Newslette r should be addressed to Sanford Luger, 
Chief Pharmaceutical Consultant, Division of Medical Assistance and Health Ser­
vices, at (609) 292-3756. 



State of New Jersey 
Departm~nt of Human Scrvk~-s 

C'D OCT 17 1985 

Division of Medical Assistancr and lk..ilth Services 

V11lun1e .... .P.-:-:-.46.1. .. ... . 

TO: 

SUBJECT: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

All Non-Institutional Providers 

Amending Requirement for 
Narrative Description on Claim Form 

October 21, 1985 

The New Jersey Medicaid Program always required the use of a 
narrative description as well as a procedure code when a claim form 
was submitted for a service rendered. That requirement was changed 
in conjunction with implementation of the Health Care Financing 
Administration's Common Procedure Coding System (HCPCS). 

Providers no longer need to include a narrative description of the 
procedure code. However, if a service requires prior authorization 
and the claim form is used both as an authorization and billing fo rm, 
a narrative description as well as procedure code must still be 
included. A narrative description of the procedure code need not be 
included on the claim form for a service which requires a special 
authorization form. 

Providers may also elect to include the narrative description as well 
as the code under the following circumstances: 

1. The service is more clearly defined by the inclusion of 
both code and narrative; 

2. The provider is unable to locate a code relevant to the 
service rendered. 

Any questions concerning this Newsletter may be referred to the New Jersey Medicaid 
Program's fiscal agent, the Prudential Insurance Company (Telephone l-800-582-7052). 



State of New Jersey 
Department of Human ServicL'S 

Division of Medical Assistance and He.11th ScrvicL'S lC · 2 ., 198 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

NEWSLETTER 

October 28, 1985 

DRG Hospitals - Chief Executive Officers 

Reimbursement Policy for Non-Physician Services, Equipment/ 
Supplies Provided To Hospital Inpatients (Rebundling) 

Retroactive to January 24, 1984 

This Newsletter is to officially inform DRG hospitals of the New 
Jersey Medicaid Program's policy and procedures for reimbursement 
of the non-physician services, equipment/supplies provided by outside 
vendors to Medicaid-eligible patients. 

Pursuant to Section 1862 (a) (14) of the Social Security Act 
(42 U.S.C. 1395y), and N.J.S.A. 26: 2H-l et. seq., the New Jersey 
Medicaid Program reimburses hospitals on the basis of an all payer 
system. In accord with this policy, the New Jersey Medicaid Program 
will allow the hospital to bill for non-physician services, 
equipment/ supllies prov·ided to a Medicaid inpatient when the 
hospital is bi led by an outside vendor. This rebundled process is 
referred to as 11 rebundled services". 

REBUNDLED SERVICES - POLICY AND PROCEDURES 

1. THE HOSPITAL IS RESPONSIBLE FOR REIMBURSING THE VENDOR OF THE 
REBUNDLED SERVICES. Vendors may no longer bil l the New Jersey 
Medicaid Program directly for services rendered to hospital 
inpatients. The vendor must submit a bill to the hospital. 

2. Only those rebundled services which were provided on or after 
January 24, 1984 are eligible for reimbursement by Medicaid. 

3. Hospitals must not submit claims for rebundled services which 
have been written off as bad debt or uncompensated care. 

4. Neither the mark-up factor nor the payer factor is to be applied 
by the hospital to charges for services, equipment/supplies 
identified as 11 rebundled 11

• 

5. Private duty nurse service must not be billed as a rebundled 
service. 

6. The hospital is expected to act as a prudent purchas er of 
rebundled services. 



ACTION: 

Hospitals must maintain a copy of the vendor invoice for post 
payment audit purposes. 

8. The appropriate revenue code as indicated in this Newsletter 
must be assigned by the hospital to the rebundled services. 

9. Evaluation of the hospital's adherence to these procedures will 
be accomplished through the Peer Review Organization (PRO) of 
New Jersey and the Medicaid Fiscal Agent. 

SUBMISS ION OF CLAIMS FOR ADJUSTMENTS 

The hospital may submit claims to t h~: New Jersey Medicaid Program for 
specific non-physician services, equipment/s upplies provided to 
Me dicaid-eligible hospital inpatients as follows: 

1. Reimbursement is applicable retroactively to January 24, 1984. 
Identify those rebundled services provided to Medicaid in--­
patients on or after January 24, 1984 which were billed by an 
outside vendor. 

2. Claims submitted with 1984 discharge dates which included 
charges for eligible rebundled services and were paid exclusive 
of the rebundled service charge must be resubmitted in one batch 
on the UB-PS form. Multiple rebundled service adjustment 
requests submitted at different times will not be considered. 
These claims must be received by the Medicaid Fiscal Agent by 
December 31, 1985. 

3. Claims with charges for eligible rebundled services which were 
not previously submitted may now be submitted. Claims reflect­
ing patient discharge dates prior to January 1, 1985, must be 
submitted hard copy on the UB-82 claim form and received by the 
Medicaid Fiscal Agent no later than December 31, 1985. Claims 
with discharge dates on and after January 1, 1985, may be 
submitted either by teleprocessing or tape provided that the 
date of submission is within twelve (12) months of the discharge 
date. Hard copy claims are to be submitted on the UB-82 claim 
form. 

4. Claims submitted with 1985 discharge dates which included 
charges for eligible rebundled services and were paid 
exclusive of the rebundled service charges may be resubmitted to 
the Medicaid Fiscal Agent in accord with regular adjustment 
procedures. 

2 



SUBMISSION OF REQUESTS FOR ADJUSTMENTS 

1. All adjustme nt requests for payments of rebundled services must 
be submitted in one package to the Medicaid Insitutional Claims 
Manager at the Medicaid Fiscal Agent's office. Submiss ion of 
multiple rebundled service adjustment requests by any provider 
will not be considered. 

2. The payment for the adjustments to 1984 discharge claims will be 
made off-system in a single payment and will not appear on your 
Medicaid payment voucher. In order to be considered for 
payment, the adjustment requests must be received by the 
Medicaid Fiscal Agent no later than December 31, 1985. 

NOTE: ANY ADJUSTMENT REQUEST RECEIVED IN A MANNER OTHE R T~AN 
DESCRIBED IN THIS NEWSLETTER WILL NOT BE CONSIDE REC . 

Inquiries regarding this Newsletter may be directed to your Medicaid Fi scal A9ent: 

Blue Cross - 201-456-2534 · 

Prudential - 609-293-2045 

3 



ELIGIBLE REBUND LED SERVIC~S ARE NON-PHYSICIAN SERVICES, EQUIPMENT/SUPPLI ES FURNISHED 
TO HOSPITAL INPAT IENTS BY AN OUTSIDE VENDOR AND ARE COMPONENTS OF THE FOLLOWING: 

DESCRIPTION 

Pharmacy (may only be used when 
billing for items furnished after 
February 1, 1985) 

Physical therapy a~d speech language 
pathology furnished by an outpati ent 
t herapy provider 

Pacemaker (Cardiac) 

Artificial Limb (Prosthesis) 

Imp lant Lens (Intraocular Lens) 

Orthotics or Durable 
Medical Equipment 

Medi cal/Surgical Supplies 
used for reduction of fractures 
and dislocations 

Cl inical Lab Tests (Independent 
Labo ratory or Hospital Laboratory ) 

CAT Scans 

El ectromyogram (EMG) 

Digital Angiogram 

Other Radiology 

Ho lter Monitor 

Ec hocardiogram 

Other Cardiology 

Audiology (Independent Audiologist) 

Ca rdiac Catheterization 

Dialysis 

AmbulaMce and Invalid Coach 
(Patient remains an inpatient of 
t he hospital. Round trip service 
only). 

Psychological Testing 
(Independent Psychologist) 
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CODE 

070 

071 

072 

073 

074 

075 

076 

077 

078 

079 

080 

081 

082 

083 

084 

085 

086 

087 

088 

089 



State of New Jersey 
Department of Human ScrviCL'S 

Division of Medical AssistallL' L' JIHI lk.ilth SL·n·icL'~ 

'ID: 

SUBJECI': 

EFFF.CrIVE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

November 11, 1985 

Independent Lal:>oratory Providers 

Regulation on Laboratory Reimburserrent 

Imrediately 

There have been inquiries about the rreaning of a section of the 
New Jersey Administrative Ccxie 10:61-1.5 (Independent Lal:>oratory 
Services) which reads as follavvs: 

"Reimburserrent shall be on the basis of the lo.vest professional 
charge, not to exceed an al.lo.vance determined reasonable by the 
Carrnissioner (Hunan Services), and further limited by Federal 
policy relative to payment of practitioners and other individual 
providers. In no event shall the charge to Medicaid from a 
laboratory exceed the lawest charge to other providers for the 
specific service." 

An independent laboratory must give the New Jersey Medicaid 
Prograrn the benefit of the lawest charge or discounted prices 
that it lists or offers to any individual, agency, third party 
payor or any other provider. 

If there are any questions concerning this Newsletter please contact Phyllis Ann 
Valeri, Laboratory Consultant, Division of Medical Assistance and Health 
Services at 609-292-7673. 



TO: 

SUBJECT: 

EFFECTIVE: 

REC'D ftJ 
. V 6 1985 

NEWSLETTER 
October 28, 1985 

Homemaker and Home Health Agencies Participating in the 
Personal Care Assistant Program and the Community Care 

Program for the Elderly and Disabled 

1. Accreditation Requirements for Program Participation 
2. Inclusion of Proprietary Homemaker Agencies as Providers of 

Personal Care Assistant Service Prov·iders 

November 1, 1985 

BACKGROUND: Policy changes were recently proposed and adopted in the 
New Jersey Administrative Code (N.J.A.C.10:60- 1.2) allowing for 

the inclusion of proprietary homemaker agencies in addition to the voluntary 
non-profit homemaker agencies already participating in the Personal Care Assis­
tant Program. Accreditation for all homemaker agencies is also a condition for 
program participation. Home HealthAgencies (certified licensed) are not subject 
to this accreditation requirement. 

ACTION: The Division of Medical Assistance and Health Services now 
requires that homemaker agencies be accredited by either the 

National Home Caring Council or the Commission on Accreditation established by 
the Home Care Council of New Jersey as a condition for participation in the New 
Jersey Medicaid Program. 

PERSONAL CARE ASSISTANT PROGRAM: 

The accreditation requirement must be met by all proprietary homemaker agencies 
wishing to participate in the Personal Care Assistant Program. The Division will 
recognize .the current accreditation status of all voluntary non-profit homemaker 
agencies participating as Medicaid providers in the Personal Care Assistant 
Program until the completion of their accreditation cycle, after which time the 
new accreditation process must be initiated in order to continue as a Medicaid 
provider. 

COMMUNITY CARE PROGRAM FOR THE ELDERLY AND DISABLED: 

No new applications under the Division's current standards review system will be 
accepted after May 1, 1986. Those homemaker agencies now providing services 
under the Community Care Program for the Elderly and Disabled (CCPED), as well as 
new agencies wishing to participate in the CCPED must be accredited by November 
1, 1986. --
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For further information and application for accreditation, please contact one or 
both of the following agencies : 

Ms. Nancy Robinson 
Accreditation Program 
National Home Caring Council 
235 Park Avenue South 
New York, N.Y. 10003 
Telephone: 1-212-674-4990 

Mr. Kenneth Dolan 
Commission on Accreditation 
for Home Care 
Home Care Council of New Jersey 
60 S. Fullerton Avenue 
Montclair, New Jersey 07042 
Telephone: 1-201-744-5524 

Any questions regarding this news l etter or program participation should be 
directed to Carol Kurland, Administrator, Office of Home Care Programs, (609) 
292-1940 



TO: 

State of New Jersey 
Department of Human Scrvitl'S 

Division of Medical Assistan..:e and Health Scrvitl'S 

REC'D Nov 6 
1985 

NEWSLETTER 

November 11, 1985 

Hospital Chief Executive Of ficers 

SUBJECT: Colllllunity Care Program For The El de r ly And Disabled 
(CCPED) - Phase II I 

PURPOSE : This Newsletter is intended to alert hos pital discharge planners 
to the services of the Commu nity Care Program for the Elderly and 

Disabled offered by the New Jersey Medicaid Program. The CCPED Program offers home 
care services to eligible indivi duals as an al ternat i ve to nursing home placement. 

BACKGROUND: With the extension of the Community Care Program for the Elderly and 
Disabled to the remaining five counties of Camden, Cumberland, Essex, 

Monmouth and Union, (Phase III), CCPED is available throughout the State as of 
October 1, 1985. 

The Commun ity Care Program for the Elderly and Disabled offers seven home care 
services: (1) Case Management; (2) Home Health serv ices; (3) Homemaker services; 
(4) Medica l Day Care; (5) Social Day Care; (6) Res pite services; and (7) Transporta­
tion (medica l non-emergency). All services require prior authorization except Case 
Management . 

The elig ibility criteria remain the same. Recipi ents eligible for this Program 
must: 

1. Be 65 or over, or determined disabled under the Social Security Act and 
receiving Social Security disability payments, and eligible for Medicare. 

2. Be assessed in need of Skilled Nursing Facil i ty/Intermediate Care Facility 
(SNF/ICF) Care; and 

3. Have an income which exceeds the appropriate SSI community standard up to 
the standard for instituti onal care (currently $975 per month). 

For more background information concerning the CCPED Program, hospital di scharge 
planners are referred to the previously issued Newsletters as listed below : 

P-371/BC-266, dated December 5, 1983; 
P-392/BC-281, dated June 11, 1984; 
P-405/BC-293, dated October 1, 1984; 
P-452/BC-315, dated August 19, 1985. 

ACTION: Hospital discharge planners who are interested i n referring cli ents for 
the CCPED Program should first consult with t he i r local county welfare 

agency for determination of financial eligibility for CCPE D. 

Any questi ons regarding the CCPED Program can also be directed to the Medicaid 
District Office serving your county. A current list of Medicaid District Offices 
is attached. 



STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

D1v1s10N OF MEDICAL Ass1sTANCE AND HEAL TH SERVICES 

MEDICAID DISTRICT OFFI CE ADDRESS AND TELEPHONE NUMBER 
Atlant ic William Underland, Director 1 S. New York Avenue 

Atlantic City, NJ 08401 

Bergen Alphonse Leone, Director 
Tel. 609-441-3620 (SCAN) 541-3620) 

Burlington* Helen Kern, Director 
Daniel Walsky, Regional Director 

50 Main Street 
Hackensack, N.J. 07601 
Tel. 201-488-5667 
50 Rancocas Road 

Camden 

Cumberland 
(Cape May) 

Ronald Coppola, Director 

Daniel Cooperson, Director 

Mt. Holly, N.J. 08060 
Telo 609-261-0448 
Parkade Building, Rm. 207 
519 Federal St. 
Camden, N.J.08101 
Tel. 609-757-2870 (SCAN) 543-2870) 
108 Landis Avenue 
Vineland, N.J. 08360 

Essex John Tn Russe , irector 15 Was ington Street 
A. Bialogowicz, Ass't. to Regi onal Director Newark, N.J. 07102 

Tel. 609-696-6560 (SCAN 521-6560 

Gloucester 
(Salem) 

Hudson 

Hunterdon 
(Somerset ) 

Mercer 

Tel. 201-648-2470, 648-3700 
(SCAN) 221-2470, 221-3700) 

Eleanor Chatzinoff, Director 251 N. Delsea Drive 
Woodbury Plaza, Suite B 
Deptford, N.J. 08096 
Tel. 609-845-7185 

Alice Rooth, Director 2815 Kennedy Blvd. 
2nd Floor 
Jersey City, N.J. 07306 
Tel. 201-433-8011 

Caroline Krajewski, Director 84 Park Avenue, 2nd Floor 
Flemington, N.J. 08822 
Tel. 201-782-1130 

William Bailey, Director 28 West State Street Rm. 1105 
Trenton, N.J. 08608 

Midd esex* Thomas Rafferty, Director 
Walter Maibach, Regional Director 

Tel. 609-292-7315 (SCAN 322-7315) 
75 Paterson Street basement 
New Brunswick, N.J. 08903 
Tel. 201-246-0653 

Monmouth 

orris* 
(Sussex & Warren) 

John Lan an, 
cean 

Frances Garrett, Director 

i rector 

1rector 

1200 Memorial Drive 
Asbury Park, N.J. 07712 
Tel. 201-775-5700 (SCAN 321-0155) 
1 ark ace, 4t Foor 
Morristown, N.J. 07960 
Tel. 201-267-1700 
8 ooper venue 

Toms River, N.J. 08753 
Tel. 201-255-6226 

Passaic Raphaelle Andriola, Director 100 Hamilton Plaza 
(Market Street) 

Union John Baxter, Director 

* Denotes office were t e Reg1ona 
(Rev. 8/85) 

9th Floor, Paterson, N.J. 07505 
Tel. 201-977-4077 (SCAN) 226-4069) 
125 Broad St., 6th Floor, 
Hersh Towers 
Elizabeth, N.J. 07201 
Tel. 201-820-3135 (SCAN 446-3135 



State of New Jersey 
Department of Human Scrvil:t'S 

Division of Medical Assistan~e and lfralth St·rviccs 

tt'I\ ot.C 2 1985 

NEWSLETTER 
V11l1111ll' .... . ... . ?.. :-:-.4.~-~- -. 

TO: 

November 25, 1985 

Chief Executive Officers - All Hospitals 

SUBJECT: New Legislation Regarding Long-Term ·care Private Pay Contracts and 
Discrim~nation Against Medicaid Eligible Patients 

PURPOSE: This is an informational newsletter alerting hospital discharge 
planners that effective August 23, 1985 Section 6 of L. 1985, 

c.303, prohibits long-term care facilities (LTCFs) from requiring private pay 
contracts or donations on behalf of Medicaid eligible patients. This newsletter 
also provides information relevant to other sections of L. 1985, c.303. 

BACKGROUND: Governor Thomas H. Kean signed L. 1985, c.303, on August 23, 1985. 
It is an Act concerning patients in certain health care 

facilities, amending and supplementing L. 1945, c. 169 (Civil Rights Act), 
amending and supplementing L. 1968, c.413 {C.30:40-1 et seq. - New Jersey 
Medicaid Act). 

A bulletin was issued to all New Jersey long-term care facilities on August 30, 
1985, notifying them of this recent legislation. 

The following is a brief analysis of Section 6 {Private Pay Contracts) of the New 
Jersey Medicaid law which took effect August 23, 1985. An explanatory paragraph 
is given for each subsection of Section 6 which, in certain instances, is 
followed by the actual wording of the Law. 

In general, Section 6 prohibits LTCFs from requiring private pay contracts or , 
donations under certain conditions on behalf of Medicaid eligible patients. To 
enforce this prohibition the law establishes both criminal and civil penalties. 

Subsection (a) of Section 6 prohibits LTCFs from soliciting gifts, money or dona­
tions from the families of Medicaid patients as a precondition for admission or 
as a condition for the patient's continued stay in the facility. It does not 
prohibit a patient's family from making a purely voluntary contribution or 
restrict voluntary donations by charitable, religious or philanthropic sources. 

Section 6.a. "No person shall at any time knowingly charge, solicit, accept or receive, in 
addition to any amount otherwise required to be paid under P.L.1968,c.413 (C.30:40-1 et seq.) 
any gift, money, donation or other consideration other than a charitable, religious, or 
philanthropic contribution from an organization or from a person unrelated to the patient as 
a precondition of admitting a patient to a skilled nursing facility or intermediate care 
facility or as a requirement for a patient's continued stay in the facility when the cost of 
the services provided therein to the patient is paid for in whole or in part under 
P.L.1968,c.413 (C.30:40-1 et seq.). A person who violates this subsection is guilty of a 
crime of the third degree." 



Subsection (b) of Section 6 prohibits LTCFs from requ1r1ng a Medicaid eligible 
patient or his family to enter into a private pay contract for a period of time 
before Medicaid payments are accepted. 

Section 6.b. "No person shall knowingly require as a condition of accepting payment under 
P.L.1968,c.413 (C.30:40-1 et seq.) that a person financially eligible for benefits or his 
family member pay or enter into an agreement to pay as a private patient at a skilled nursing 
or intermediate care facility for any period. A person who violates this subsection is 
guilty of a crime of the third degree." 

Subsection (c) of Section 6 prohibits LTCFs from requiring a Medicaid eligible 
patient or his family to enter into a private pay contract for the continued stay 
of the patient in the facility before Medicaid payments are accepted. 

Section 6.c. "No person shall knowingly require as a condition of continued stay at a 
skilled nursing facility or intermediate care facility that a person financially eligible for 
benefits under P.L.1968,c.413 (C.30:4D-1 et seq.) or his family member pay any sum of money, 
or other consideration, including the furnishing of an agreement by a family member which 
obligates that party to pay for care rendered a financially eligible person. A person who 
violates this subsection is guilty of a crime of the third degree." 

Any violation of subsections (a), (b) or (c) constitutes a crime of the third 
degree which is punishable by a fine of up to $7,500 and/or imprisonment for a 
period of between 3 and 5 years. 

Subsection {d) of Section 6 exempts life care corrmunities from the prohibitions 
in subsections (a), (b), and (c). 

Section 6.d. "The provision of subsections a.,b.and c. of th i ~ection shall not apply to 
agreements to provide continuing care between a life care comml•ri··~.y, as defined by regulation, 
and a person financially eligible for benefits under P.L.1968,c.413 (C.30:4D-1 et seq.)". 

In addition to the criminal penalties mentioned above, this law also provides for 
the imposition of civil penalties for violations of subsections (a), (b) and (c). 

Specifica lly, subsection (e) provides that any person who violates subsection (a) 
by soliciting a donation as a precondition for admission or for the continued 
stay of the patient will be liable for: 

1. Repaying the amount of the donation to the person plus interest; 
2. Payment to the State of 3 times the amount of the donation; and 
3. Payment to the State of $5,000 for each claim submitted for reimburse-

ment for a period in which a donation was solicited. 

Subsection (f) provides that any person who violates subsections (b} or (c) by 
requiring a Medicaid patient or his family to enter into a private pay contract 
will be liable for: 

1. Repaying the patient or family the amount of the payments made on the 
private pay contract plus interest and attorney's fees; and 

2. Payment to the State of a penalty in the amount of $5,000. 
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Furthermore, the Law amends the Civil Rights Act, effective November 21, 1985, 
to provide that: 

"It shall be an unlawful discrimination for any skilled nursing or intermediate care facility 
which is a Medicaid provider pursuant to P.L.1968,c.413 (C.30:4D-1 et seq.) and whose Medicaid 
occupancy level is less than the Statewide occupancy level to deny admission to a qualified 
Medicaid applicant when a nursing home bed becomes available; except that this requirement shall 
not be construed to apply to the transfer of a resident from a residential unit to a nursing care 
unit within a facility , as defined by regulation, or prohibit a life care community, as defined by 
regulation, from contracting with its own residents for prior rights to beds in the nursing care 
unit of the community." 

"The Commissioner of Human Services shall modify this requirement based on the licensed bed 
capacity and the financial condition of a facility but in no case shall the Medicaid occupancy 
level of that facility be less than 35%. The commissioner shall by September 1 of each year 
provide the Institutions, Health and Welfare Committee of the Senate, the Corrections, Health and 
Human Services Committee of the General Assembly, and the Governor with a report stating in 
specific detail the adverse financial condition of each facility exempted from this requirement. 
The criteria used by the commissioner to modify this requirement shall be contained in regulations 
which he shall adopt pursuant to the 'Administrative Procedure Act,' P.L.1968,c.410 (C.52-148-1 et 
seq.), and a list of all skilled nursing or intermediate care facilities granted a modification by 
the commissioner shall be published in the New Jersey Register within one month of the commis­
sioner's granting of the modification. Nothing in this section shall be construed to prohibit a 
religiously affiliated skilled nursing or intermediate care facility from utilizing religious 
affiliation as a uniform qualifica tion for admission." 

••••• "'Medicaid Occupancy level' means the average number of Medicaid recipients residing in 
a skilled nursing or intermediate care facility divided by the total number of licensed beds 
in the facility during that month. The Department of Human Services shall compile this 
information on a monthly basis and it shall be made availab li: ~o the public upon request. 
This information shall be provided to the Division on Civil h,ghts on a monthly basis.'' 

••••• '"Statewide occupancy level' means 45% of the total number of licensed beds in a skilled 
nursing or intermediate care facility for the first year following the effective date of this 
amendato ry and supplementary act. For each year thereafter, the Commissioner of Human 
Services shall annually determine the Statewide occupancy level based on the commissioner's 
projection of the need for nursing facility bed space for qualified Medicaid applicants for 
that year, but the level shall not be less than 45%" •••••• 

"'Qualified Medicaid Applicant' means an individual who is qualified or eligible to receive 
skilled nursing or intermediate care facility services which are reimbursable by the Medicaid 
program pursuant to P.L.1968,c.413 (C.30:4D-1 et seq.}." 

"A person or agency having knowledge that a skilled nursing or intermediate care facility whose 
Medicaid occupancy level is less than the Statewide occupancy level has denied admission to a 
qualified Medicaid applicant, shall promptly report this information to the Division on Civil 
Rights of the Department of Law and Public Safety." 

Any questions concerning the new legislation and this newsletter should be 
submitted, in writing, to Thomas M. Russo, Director, Division of Medical 
Assistance and Health Services, CN-712, Trenton, New Jersey 08625. 
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Subsection (g) provides that the Attorney General may bring an action to recover 
the civi l penalties on behalf of both the Department of Human Services and the 
person who made the payments. In addition, the person who made the payments may 
inst itute his own action to recover the payments. 

The following additional sections of the Medicaid law shall be effective 
November 21, 1985. 

Secti on 7. "If an applicant is determined to be eligible under P.L.1968,c.413 (C.30:40-1 et 
seq. ) retroactively and the provider bills the applicant directly for the services and benefits 
rendered during the retroactive period, the pro~ider shall, upon notification of the applicant's 
retroactive eligibility, submit claims for reimbursement for covered services or benefits rendered 
during the retroactive period. Upon certification that the applicant is so eligible, the provider 
shall reimburse the applicant or other person who has made prior payment to the provider." 

Section 8. "The commissioner may establish adjusted reimbursement rates for skilled nursing 
and intermediate care facilities which experience financial hardship due to an average monthly 
Medicaid recipient census in excess of a percentage of licensed bed capacity as determined by the 
convnissioner. The adjusted rates shall be adopted pursuant to the 'Administrative Procedure Act,' 
P.L.1968,c.410 (C.52:14B-1 et seq.)." 

Section 9.a. "If a skilled nursing or intermediate care facility notifies the convnissioner 
within 180 days following the date of enactment of this amendatory and supplementary act that the 
facil ity shall no longer be a Medicaid provider and that the facility has one or more Medicaid 
eligible patients residing therein, the commissioner may, at the request of the facility, permit 
the facility to continue to provide skilled nursing or intermediate care services to those 
Medicaid eligible patients residing therein without being required to admit any new Medicaid 
eligible patients. 

The convnissioner may grant a facility's request to do so if the request is in the best interests 
of the Medicaid eligible patients residing therein. For the period of time that the Medicaid 
eligible patients continue to reside in the facility, that facility shall comply with all applica­
ble provi sions of P.L.1968,c.413 (C.30: 40-1 et seq.). 

Section 9.b. "If a skilled nursing or intermediate care facility which withdraws as a Medicaid 
provider pursuant to this section subsequently reapplies to the department to become a Medicaid 
provi der, the commissi oner may require as a condition of becoming a Medicaid provider that the 
faci lity enter i nto a three year Medicaid provider contract with the department." 

Section 12. "Each skilled nursing facility and intermediate care facility shall post a 
statement of the provisions of this amendatory and supplementary act that apply to that facility 
in a prominent place in the facility, and a copy of the statement shall be given to each person 
who applies for admission at the time of application." 

Section 13. "The Convnissioner of Human Services shall report annually to the Governor and the 
Legislature on the effect of the provisions of this amendatory ~nd supplementary act on reducing 
the shortage of skilled nursing and intermediate care facility bed space for Medicaid recipients, 
the status of the availability of bed space throughout the State and whether any additional admis­
sions requirements are necessary to ensure an adequate number of skilled nursing and intermediate 
care facility beds for Medicaid eligible persons." 
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State of New Jersey 
Department of Human Services 

Division of Medical Assistance and Health Services lllC'O OE C 1 ~· 1985 

Nc\.v Jersey Health Services Progrnn1 NEWSLETTER 
Volume ... P..-A~l. ..... .. ... . 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

December 9, 1985 

All Practitioners Using the 1500 NJ Claim Form 

New Jersey Edition (HCFA) 1500 Claim Form 

Immediately 

We have been advised that effective October 30, 1985, the Federal Health Care 
Financing Administration (HCFA) disallows any costs associated with the pro­
duction or distribution of the HCFA 1500 Claim Form for Medicare providers. 
Therefore, the HCFA 1500 Claim Form will no longer be provided free of charge 
to Medicare providers. 

The New Jersey Medicaid Program is pleased to announce that the New Jersey 
Edition of the 1500 Claim Form will continue to be provided free of charge to 
Medicaid providers. Forms may be ordered from the Prudential Insurance 
Company in the usual manner. 



Statl' of New frrsey 
Department of Human ServiCL'S 

Division of Medical AssistanL'L' and HeJlth Services 

V1,l111llL' . . ?:-'.'".~.?.? .. ... .. . . 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 
December 16, 1985 

CHIEF EXECUTIVE OFFICERS - HOSPITALS 

Laboratory Services (OUTPATIENT) 
HCPCS (Health Care Financing Administration Common 

frocedure fading ~ystem) -

FOR ALL OUTPATIENT HOSPITAL CLAIMS SUBMITTED ON OR AFTER 
FEBRUARY 1, 1986 

This Newsletter is to inform hospital providers that they must 
include HCPCS codes when submitting claims for pathology/laboratory 
procedures performed on Medicaid outpatients. It is anticipated that 
UB-82 HCFA-1450 will be in effect for Medicaid outpatient claims as 
of February 1, 1986. 

The Deficit Reduction Act of 1984 (DEFRA) requires that hospital 
laboratory services be reimbursed on a fee-for-service basis. 
This reimbursement policy is waived for all hospitals in New 
Jersey as a result of the New Jersey DRG system. All hospitals 
in New Jersey will continue to be reimbursed on the basis of 
reasonable charges. However, all hospitals must use HCPCS codes 
for data collection purposes. 

For appropriate lead time for claims processing purposes, all hard 
copy outpatient claims submitted on or after January 27, 1986, for 
outpatient pathology/laboratory procedures must include HCPCS codes 
on the UB-82 HCFA-1450 in conjunction with the appropriate uniform 
billing revenue codes. Teleprocessing and/or remote screens will 
require HCPCS coding with all outpatient claims entered on/or after 
February 1, 1986. 

HCPCS fo l lows the American Medical Association's Physicians' Current 
Procedural Terminology-4th Edition (CPT-4). Pathology/Laboratory 
procedure codes are described in the CPT-4 under code numbers 
80002-89399. In addition, a list of pathology/laboratory procedures 
not listed in the CPT-4 is attached to this newsletter. 

As indicated in the MEDICARE/MEDICAID BULLETIN, Procedure Coding 
System, dated March 29, 1985, a CPT-4 is available from: 

Order Department - OP-341-5 
American Medical Association 
P.O. Box 10946 
Chicago, Illinois 60610 



Hospitals must utilize the National Uniform Bill, UB-82 HCFA-1450 
by February 1, 1986. Further instructions about the submission of 
UB-82 claims both hard-copy and teleprocessed will be forwarded under 
separate cover. 

NOTE- Any hard copy outpatient claim received by the fiscal agent 
which is not in compliance with this newsletter will be returned to 
the hospital for correction/completion. 

Please refer any questions regarding this Newsletter to your Fiscal Agent: 

Blue Cross ..........•....... (201) 456-2534 

Prudential .................. (609) 293-2254 
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HCPCS 
CODE 

P2O32 

P2O33 

P7OO1 

W82OO 

W82O5 

W8210 

W8215 

W8225 

W8615 

W862O 

W8621 

W8622 

W87OO 

W871O 

Rev. 12/85 

New Jersey Medicaid Program 
HCFA Common Procedure Coding System (HCPCS) 

PATHOLOGY/LABORATORY 

(CODES AND NARRATIVES NOT FOUND IN C PT -4) 

PROCEDURES DESCRIPTION 

Icterus Index, Blood 

Thymol Turbidity, Blood 

Culture, Bacterial, Urine; Quantitative, Sensitivity Study 

Glucose, Serum (Separate Tube, Grey Top) 

NOTE: Submitted on same claim, and performed on same date as 
chemistry profiles 

3 Hr. Glucose Tolerance test, per 4 specimens. 

5 Hr. Glucose Tolerance test, per 6 specimens. 

T-4 (Thyroxine) by Immunoassay (Enzyme Immunoassay) (EMIT) 

Thyroxine - Binding Globulin with T4 (Thyrobinding-Globulin 
with T4) (RIA) (TBG and T4) 

Anti-DNA, Anti - Deoxyribonucleic Acid, (Chemical Method, Non­
RIA) 

Herpes Simplex Antibodies: (Herpes Simplex Virus, I or II) 

Herpes Simplex Virus, I and II 

Herpes Simplex Virus, Isolation and Identification, Total 
Study 

Yeast Screen (Not definitive) from Urine, Vaginal or Throat 
Cultures only eg., Germ Tube) 

Trichomonas Preparation - Smear or Hanging Drop 

(Smear not eligible for separate reimbursement if Pap smear 
done on the same day). 



State of New Jersey 
Department of Human ServicL'S REC'D DEC 2 6 1985 

Division of Medical Assista111:e a11e.i HeJlth s~rviCL'S 

\ '1 ,ltl lll L' . . . ?. -~4.?.~---·· ... 

TO: 

SUBJECT : 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

December 16, 1985 

Chief Executive Offi cer s - Hos pital s 

National Uniform Bill - UB-82 HCFA-1450 - Outpatient Clai ms 

February 1, 1986 

This Newsletter provides hospital billing office personnel 
with revised instructions for billing the New Jersey 
Medicaid Program for outpatient claims. 

Hospitals must utilize the National Uniform Bill , UB-82 
HCFA-1450, when billing hard copy for outpati ent serv ices . 
In conjunction with the change to the UB-82 claim form, 
the New Jersey Medicaid Program will require tha t hosp i tals 
use HCPCS codes for outpatient diagnostic laboratory 
services to identify the specific laboratory tests performed 
for Medicaid outpatients. There will be no change i n reim­
bursement methodology for these services. 

Hospitals must utilize the UB-82 claim form when bil l ing 
hard copy for outpatient services. While the effective date 
of UB-82 for outpatient claims is Februa ry 1, 1986, 
hospitals are instructed to submit all outpatien t claims on 
and after January 27, 1986, using UB-82 in order t o allow 
for appropriate lead time for claims processi ng pu rposes. 
The guidelines issued by the New Jersey State Department of 
Health are to be used for completing the UB-82 fo rm. Most 
of the Medicaid required items and the corresponding instruc­
tions i n the guidelines are self-explanatory; However, to 
avoi d confusion, those items that need further clarification 
i n order to meet New Jersey Medicaid Program billi ng require­
ments are noted with attached instructions. Billi ng examples 
are also attached to the instructions. All other New Je rsey 
Medicaid Program policies and procedures with regard t o 
outpatient claims remain unchanged. 

Inquiries regarding this newsletter may be directed to your Medicaid Fi scal Agent: 

Blue Cross - 201-456-2534 
Prudential - 609-293- 2254 



State of New Jersey 
Department of Human ServiCL'S 

Division of Medical AssistanL'l' :rnd He.11th SL·rvices 
REC'D JAN 14 

1986 

\/1 >llllllL' ..... P.~471. .. ..... . 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

December 30, 1985 

All Physicians, Pharmacies, Independent Laboratories, Medical 
Suppliers, Psychologists, Prosthetic and Orthotic Providers, 
Transportation Providers, and Chief Executive Officers of DRG 
Hospitals 

Reimbursement Policy for Non-Ph sician Services and E 
Supplies Provided to Hospital Inpatients Rebundling 

Retroactive to January 24, 1984 

This Newsletter is to officially inform providers of the New 
Jersey Medicaid Program's change in reimbursement policy for 
non-physician services and equipment/supplies furnished by 
outside providers to Medicaid-eligible inpatients in DRG 
Hospita 1 s. 

All DRG hospitals were officially informed that certain non­
physician services and equipment/supplies received by Medicaid 
inpatients must be furnished by the hospital either directly or 
under arrangement. In accord with this policy, the hospital will 
bill the New Jersey Medicaid Program for non-physician services, 
equipment/supplies provided to a Medicaid inpatient when it is 
billed by an outside vendor. This is referred to as 11 Rebundling 11

• 

1. Outside Medicaid providers of rebundled services may no 
longer bill the New Jersey Medicaid Program directly for 
services rendered to hospital inpatients. 

2. The provider must submit a bill/invoice to the hospital at 
the time the rebundled service is provided. 

3. The hospital is responsible for reimbursing the provider of 
the rebundled service. 

4. Outside Medicaid providers who have already received payment 
for these rebundled services on a fee-for-service basis may 
not now submit claims. 



5. Outside providers who have not yet submitted a bill/invoice 
for reimbursement for a rebundled service, or who have 
submitted a claim which was returned as not payable, must 
submit or resubmit a bill/invoice to the hospital by 
January 31, 1986, in accord with the directives of this 
Newsletter. 

6. Attached is a list of applicable rebundled services. 

Inquiries regarding this Newsletter may be directed to your Medicaid Fiscal 
Agent: 

Blue Cross - 201-456-2534 
Prudential - 609-292-2254 
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REBUN D SE RVICES ARE NON-PHYSICIAN SERVICES AND E TO 
DRG H ITAL INPATIENTS BY AN VIDER AND WING: 

DESCRIPTION 

Pharmacy (Exceptional Items-which may only be used when 
billing for items furnished after February 1,1985) 

Physical therapy and speech language pa thol ogy 
furnished by an outpatient therapy prov ider 

Pacemaker (Cardiac) 

Artificial Limb (Prosthesis) 

Implant Lens (Intraocular Lens) 

Orthotics or Durable Medical Equipment 

Medical/Surgical Supplies 
used for reduction of fractures and di sl ocations 

Clinical Lab Tests (Independent 
Laboratory or Hospital Laboratory) 

CAT Scans 

Electromyogram (EMG) 

Digital Angiogram 

Other Radiology 

Holter Monitor 

Echocardiogram 

Other Cardiology 

Audiology (Independent Audiologist) 

Cardiac Catheterization 

Dialysis 

Ambulance and Invalid Coach (Pati en t remains an 
inpatient of the hospital.Round trip service only) 

Psychological Testing 
(Independent Psychologist) 

3 



State of New Jersey 
Department of Human Si:rviCl'S 

Division of Medi(al Assistance and HeJlth Services 

V,>111111 ... · .P-:-: .4.72 .. .. .... . 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

ACTION: 

NEWSLETTER 

December 30, 1985 

Medical Supplier Providers 

B. 'D 1-\ f ~ 4 
Increase In Reimbursement For Labor Charges 

January 6, 1986 

The New Jersey Medi~aid Program is pleased to announce an 
increase in reimbursement for labor charges relevant to 
repair of durable medical equipment. 

Labor charges for repair of durable medical equipment will 
be paid at $20.00 per hour, divided into quarter hour 
increments, on all claims submitted after January 5,1986. 

If there are any questions concerning this Newsletter, please call the 
New Jersey Medicaid Program, Chief Pharmaceutical Consultant at (609) 
588-2724. 



State of New Jersey 
Department of Human ServiCL'S 
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NEWSLETTER 
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January 27, 1986 

TO: Independent Mental Health Clinics Under Contract to t he 
Department of Human Services, Division of Mental Health 
and Hospitals 

SUBJECT: Revisions to the Personal Care Assistant Program 

EFFECTIVE: January 6, 1986 

PURPOSE : This Newsletter will inform providers of the Personal Care Assistant 
program that personal care assistant services may now be provided for 

a maximum of 25 hours per week, an increase of 5 hours. It will also inform the 
providers that the Individual and Group service reimbursement rate for the hour and 
half-hour periods of service have been increased as follows: 

1. Personal Care Assistant service - Individual 
reimbursement rate - $7.70 per hour - Code Zl600; 

2. Personal Care Assistant service - Individual 
reimbursement rate - 3.85 per half-hour - Code Zl611; 

3. Personal Care Assistant Service - Group 
reimbursement rate - $6.24 per hour - Code Zl605; and 

4. Personal Care Assistant Service - Group 
reimbursement rate - $3.12 per half-hour - Code Zl612. 

A nursing reassessment visit has been established. This visit, which requires prior 
authorization by the Division of Mental Health and Hospitals, will be reimbursed at 
a rate of $20.00 per visit utilizing Code Z1613. This reassessmen t visit to re­
evaluate the need for continued care may be provided once every six months, or more 
frequently if the condition warrants. 

In addition , the Personal Care Assistant program and the Home Health program may now 
be provided simultaneously, as long as the services of the home health aide and t~ 
personal care assistant worker are not provided at the same time to the same pa­
tient. The main purpose of this change is to allow for the provision of skilled 
nursing services from the Home Health program at the same time the personal care 
assistant worker is being utilized. It is not the Division's intent for the home 
health aide to supplement the service of thef)ersonal care assistant worker. 

Any quest ions regarding this Newsletter should be directed to Carol Kurland, Admin­
istrator, Office of Home Care Programs, Division of Medical Assistance and Health 
Services at (609) 588-2620. 



StatL' of NL'w frrsl'y 
Department of Human ServicL'S REC'D FEB O 3 1986 

Division of Medical Assistance and llt'alth SL·rvicl's 

NEWSLETTER 
P-474 V (, I 11111 L' .... ·- .. .. - . •. - . .. .. . 

TO: 

SUBJECT: 

EFFECTIVE: 

January 27, 1986 

Home Health and Homemaker Agencies Participating in the 
Personal Care Assistant Program and the Community Care 
Program for the Elderly and Disabled 

Revisions to the Personal Care Assistant Program and 
the Community Care Program for the Elderly and Disabled 

January 6, 1986 

PURPOSE: This Newsletter will inform providers of the Personal Care Assistant 
program that personal care assistant services may now be provided for 

a maximum of 25 hours per week, an increase of 5 hours. It will also inform pro­
viders of the Personal Care Assistant program and the Community Care Program for the 
Elderly and Disabled that the service rates have been increased and that a nursing 
reassessment visit has been established. 

Personal Care Assistant Program 

The Individual and Group reimbursement rate for the hour and half-hour periods of 
service have been increased as follows: 

1. Personal Care Assistant service - Individual 
reimbursement rate - $8.30 per hour - Code 21600; 

2. Personal Care Assistant service - Individual 
reimbursement rate - $4.15 per half-hour - Code Z1611; 

3. Personal Care Assistant service - Group 
reimbursement rate - $6.24 per hour - Code 21605; 

4. Personal Care Assistant service - Group 
reimbursement rate - $3.12 per half-hour - Code Z1612. 

A nursing reassessment visit has been established. This visit, which requires prior 
authorization from the Medicaid District Office serving your area, will be reimburs­
ed at a rate of $20.00 per visit utilizing Code 21613. This reassessment visit to 
reevaluate the need for continued care may be provided once every six months, or 
more frequently if the condition warrants. 

In addition, the Personal Care Assistant program and the Home Health program may now 
be provided simultaneously, as long as the services of the home health aide and the 
personal care assistant worker are not provided at the same time to the same 
patient. The main purpose of this change is to allow for the provision of skilled 
nursing services from the Home Health program at the same time the personal care 
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assistant worker is being utilized. It is not the Division's intent for the home 
health aide to supplement the service of the personal care assistant worker. 

The Division of Developmental Disabilities' (formerly the Division of Mental Retard­
ation) adult foster care homes have been removed from the exclusionary list of 
residences where personal care assistant services may be provided. Th i s means that 
patients who live in adult foster care homes sponsored by the Division of Develop­
mental Disabilities may now be served by the Personal Care Assistant program if they 
are found to be medically in need of these services. Prior authorization of person­
al care assistant service for these patients is required from the Medicaid District 
Office. 

Community Care Program for the Elderly and Disabled 

1. Homemaker service - Individual 
reimbursement rate - $8.30 per hour - Code Z1200; 

A nursing reassessment visit provided under the auspices of the Community Care 
Program for the Elderly and Disabled will be reimbursed at a rate of $20.00 per 
visit utilizing Code Z1290. The reassessment visit to reevaluate the need for 
continued care may be provided once every six months, or more frequently if the 
condition warrants. 

Any questions regarding this Newsletter should be directed to Carol Kurland, A~min­
istrator, Office of Home Care Programs, Division of Medical Assistance and Health 
Services at (609) 588-2620. 



I • 
I i 
\ · 

~ - .. ~ !:.~ 
~ ;,,.._-

State of NL'W Jcrsl'Y 
Department of Human SaviL'L'S 

Division of Ml·dical Assistat1l'L' ~111d lk.tlth Sn,iL·l·s 

NEWSLETTEI{ 
Vt ,lt111l\: . . ... .. . . ?.. :-:-.~ .! 5- .. 

TO: 

SUBJECT: 

February 10, 1986 

Independent Clinics 

Replacement Pages for Independerit Clinic Services Manual 
Ambulatory Surgical Centers (ASC) 

1. This Newsletter encloses revised pages for the 
Independent Clinic Services Manual relevant to 
New Jersey Medica id Program regulations recently 
adopted in the New Jersey Administrative Code 
(N.J.A.C. 10:66-1.6 and 1.7) for Ambulatory 
Surgical Centers. 

2. The vertical lines indicated on the left side in 
the attached replacement pa ges are reflective of 
current revisions to Subchapter 1, sections 1.6 
and 1.7 of the Independent Clinic Services Manual. 

Manual Maintenance: Replace page numbered 10 & 11, Revised 5/80, 
Subchapter 1, with the attached page numbered 
lC & 10.1, Revised 1/86, and add the subse­
quent pages, numbered 10.2 & 10.3 and 11. 

Replace page numbered 15 & 16, Revised 5/80, 
Subchapter 1, wi th the attached page numbered 
15 & 15.1, Revised 1/86, and add t he subse­
quent page, numbered 15.2 & 16. 

Any questions regarding this Newsletter may be directed to Jacqueline 
Lawrence (Provider Enrollment Unit) at 609-588-2905. 
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TO: 

SUBJECT: 

EFFECT! VE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

February 10, 1986 

Homemaker and Home Health Agencies Participating in the Personal 
Care Assistant Program (PCA) and the Community Care Program for 
the Elderly and Disabled (CCPED) 

1. Clarification of Billing Instructio ns for PCA/CCPED 
2. Expansion of Narrative Description for Respite Care Procedure 

Codes 

Immediately 

A review of processed claims has indicated a need for clarificat i on 
of billing procedures relating to the Independent Outpatient Hea l th 
Facility Claim Form (MC-14), the Request for Home Care Authoriza t ion 
or Reauthorization (FD-139 ) , and a need to expand the narrative 
description of the respite care rrocedure codes. 

Billing instructions for completion of the MC-14 claim for~ and 
FD-139 form are as follows: 

1. On (MC-14) Claim Form - Section 13. Report of Services, under 
Item 13A. - "Dates of Service" -

(a) All dates must inclu de the year. 

(b) Only one calend ar yea r may be entered or a single claim 
form. 

(c) Only two dates may be entered on each line, unless they 
include consecutive dates, such as: listing 11/1, 11/2, 
11/3 and 11/4 . 

EXCEPTION: If consecutive dates fall on two different 
months, each monthly date must be entered on separate 
lines . 

(d) When billins for half-h ours of personal care assi stant 
service, indicat e all half-hour charges on separate lines. 
The hourly persc~al care assi stant service, regardless of 
whethe r or not services were rendered or. the same day(s), 
should be entered separatel y. 

Example: 9/5/85- 3½ hours of personal care assistant 
service (individual) should be billed as: 9/5/85- Z1600 
personal care assistant service (individual/ 3 hours) on 
one line, and 9/5/85 - Z1611 personal care assistant 



2. 

3. 

4. 

·5. 

6. 

7. 

~ 

... 
' -I ' 

servi~e (individual/½ hour), should be entered on a ~- ~ 
l,;Pa,:~te .line. " : 

1 
_ _. -~ ·'l ;, 

Note: Half-hour bi/ling rnqy _,not be u.~~.d iJJ the CCPED Program . .... ., . 

(e) Only six lines may be used in Section 13. Do not go beyond 
lines allowed on the form. 

Under Item 138. - 11 Procedure Code 11 
- The relevant HCPCS pro­

cedure code entered should match the service authorized on 
the; FD-139 form. 

Under Item 130. - In addition to describing the procedure or 
service in this section, indicate the total number of hou~s for 

~' e~ch line of claims. )he number of hours indicated in item 130. 
should be identical to or less than the hours listed on the 
FD-139 form. 

·.r . . . 
Under Item 13E. - The pl~ce bf service must be entered in this 
block by an identifying number as indicated below: 

2 Patient 1 s home 

~ 1 ~ , / • <· l 

- ·g -~ Othe~- . ~edicaid Diitrict Office/County Welfare Board 
·· · ·: (O.nly tG b~:~u-sed for Case Management Service). 

;. ~~ . . . 2 
Case Management ~Services should be ~t1led ~n a separate MC-14 
Claim Form, not on the same claim form with ~other services. 

A uniform billing week consisting of Monday to Sunday is 
pre.fera.b 1 e for ·bi 111 ng ~ pa.rposes ·., ,. · 

,. ;l , ..:, .,. : ... ,~ .. 

FD-139 form . -'--:.::.I.tern 22. must 'be ,clearly ·stated. 
Avoid use of medical symbols. Label all numbers. 

, -- • ' 'EXAMPt'E: .. "4 hours; ~5x week/ ·not 4 x · 5. 

- J , . 

The revised descriptions for respite care procedure codes are indicated by 
under l i n·est:as ,foll ow·s ·:' :•· v. - , · ·· _: ~ 1· · · • i • ~ 

HCPCS CODE Discontinued Code 

Zl220 
Z1225 
Z1230 

(0095.) 
( 00'96 )' ' 
( 0097) 

, DESCR'I PTION 

~~spite Care Day- pver 8 hours, up to 12 hours . , 
·.Respite Care Nigh(- over 8 hours _, up to 12 . hour$ 
~·Respite Care 6vef' 12 · hours- up to 24' hours · 
'r .... • 

Any quest i qps r:~ga(q-i ng this Newsletter sho{:JJ d, ~e~ d),:r.ected to Prud_ent i a lJ at 
609-293-2175.- . --

2 



State of New Jersey 
Department of Human Servicl's 

Division of Medical Assistance and Health SL'rvict:s 

V1,l tII11c ... ~.".".~?.?. ... ....... . 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

April 1, 1986 

Chief Executive Officers - Special Hospitals and 
Private Psychiatric Hospitals 

Submission of Inpatient Claims on UB-82 HCFA-1450 

February 1, 1986 

This Newsletter is to officially inform Special and Private 
Psychiatric Hospitals to use the UB-82 HCFA-1450 form when 
billing the New Jersey Medicaid Program for inpatient 
hospital services provided on or after February 1, 1986. 
In addition, this Newsletter provides instructions for those 
items that require further clarification for completion on 
the form. 

The Health Care Financing Administration has instructed 
State Medicaid Agencies to use exclusively a common hospita l 
billing form, the UB -82 HCFA-1450. 

All claims for Medicaid patients must be submitted on the 
UB-82 HCFA-1450. Instructions for completion of a few 
specific items on the form are attached to this Newsletter. 

Any inpatient claim not in compliance with this Newsletter 
when submitted to the fiscal agent will be returned to the 
hospital for correction. 

Any questions you may have regarding the use of the UB-82 HCFA-1450 should 
be referred to the appropriate Medicaid Fiscal Agent. 

Blue Cross and Blue Shield of New Jersey, Inc.---- 201-456-2534 

The Prudential Insurance Company------------------ 609-293-2254 



MEDICAID BILLING INSTRUCTIONS 
UB-82 HCFA - 1450 
INPATIENT CLAIMS 

Locator Number 77: Principal Diagnosis Code 
Enter the ICD-9-CM code which describes the principal diagnosis 
that exists at time of admission or develops subsequently that 
has an affect on the length of stay. 
When entering ICD-9-CM diagnosis codes, be sure to add trailing 
zeroes, if necessary, to make the entry 5 digits. 

Locator Number 78, 79, 80, 81: Other Diagnosis Codes 
Enter the ICD-9-CM codes which describe additional conditions 
that co~exist at the· time of admission, or develop subsequently, 
and which have an effect on the treatment received or the length 
of stay. There is no need to repeat the same ICD-9-CM codes. 
When entering ICD-9-CM diagnosis codes, be sure to add trailing 
zeroes, if necessary, to make the entry 5 digits. 

Locator Number 84: Principal Procedure Code and Date 
Enter the ICD-9-CM procedure code which describes the principal 
surgical procedure performed, if any. Be sure to add a trailing 
zero, if necessary, to make the entry 4 digits. 
The date the principal surgical procedure was performed is to 
be entered in MMDDYY format. 

Locator Number 92: Attending Physician ID 
Medicaid is requiring only the Individual Medicaid Practitioner 
(IMP) Number. 
Since residents, interns, and other house staff members have 
not been assigned IMP numbers, it will be necessary to enter 
the IMP number of the licensed physician who provides the direct 
personal supervision of the resident, intern, or house staff 
member. If the physician is not a participating Medicaid 
Practitioner, enter nine 11 8s 11

• 

Locator Number 93: Other Physician ID 
If a surgical procedure is entered in Locator Number 84, enter 
the operating surgeon's nine digit Individual Medicaid 
Practitioner (IMP) Number. 
If the operating surgeon is not a Medicaid participating 
physician, enter nine 11 8s 11

• 

If the operating practitioner is a resident, intern, or house 
staff member, enter the IMP number of the supervising physician. 

3 



State of New Jt'rSL'Y 
Department of Human Servil:L'S 

Division of Medkal Assistance and lft'alth Services 

NEWSLETTER 
V1 ,I tllllt' .. . ?.-:-:47.? .. 

TO: 

March 31, 1986 

Independent Mental Health Clinics Under Contract to 
The Department of Human Services, Division of Mental 
Health and Hospitals 

SUBJECT: Clarification of Billing Instructions on MC-14 Claim Form 
and FD-139 Form 

EFFECTIVE: Immediately 

BACKGROUND: A review of claims processed for personal care assistant 
services has indicated a need for clarification of billing 

procedures relating to the Independent Outpatient Health Facility Claim Form 
(MC-14), and the Request for Home Care Authorization or Reauthorization 
(FD-139). 

ACTION: Billing instructions for completion of the MC-14 claim 
form and FD-139 form are as follows: 

I. On (MC-14) Cla im Form - Section 13. Report of Services 

Only six lines may be used in this section. Do not go beyond 
lines allowed on the form. 

A uniform billing week consisting of Monday to Sunday is preferable for 
billing purposes. 

1. Under Item 13A. - Dates of Service 

(a) All dates must include the year. 

(b) Only one calendar year may be entered on 
a single claim form. 

(c) Only two dates may be entered on each line, 
unless they include consecutive dates, such 
as: listing 11/1, 11/2, 11/3, and 11/4. 

EXCEPTION: If consecutive dates fall on two 
different months, each monthly date must be 
entered on separate lines. 



(d) When billing for half-hours of personal care 
assistant service and a line entry includes a 
half-hour in its total charge, that half-hour 
must be entered on a separate line. 

EXAMPLE: Personal care assistant service 
(individual) provided on 9/5/86 - 3½ hours, 
9/6/86 - 3½ hours, and 9/7/86 - 2½ hours, 
should be billed as: 9/5, 9/6, 9/7/86 -
Z1600 personal care assistant service 
(individual/hour) - 9 hours, on one line, 
and 9/5 thru 9/7/86 - Z1611 personal care 
assistant service (individual/½ hour) -
½ hour, should be entered on a separate line. 

2. Under Item 138. - Procedure Code - The relevant HCPCS 
procedure code entered should match the service 
authorized on the FD-139 form. 

3. Under Item 13D. - In addition to describing the procedure 
or service in this section, indicate the total nu~ber of 
hours for each line of claims. The number of hours indicated 
in item 13D. should be identical to or less than the hours 
listed on the FD-139 form. 

4. Under Item 13E. - The place of service must be entered in 
this block by an identifying number as indicated below: 

2 - Patient's home 

4 - Boarding house 

9 - Rooming house 

II. FD-139 form - Item 22. must be clearly stated. Avoid use of medical symbols. 
Label all numbers. 

EXAMPLE; 4 hours_, 5x week; not 4 x 5. 

Any questtons regarding this Newsletter should be directed to the Prudential 
Insurance Company at 609-293-2175. 



St:.ite of New Jersey 
Department of Human ServiCL'S 

Division of Medical Assist:.ince and Health SL'rYiCL'S 

NEWSLETTER 
V1 >I ltllll' ... . .. P..:-:-.4 . .7. ~-.... . 

.!Q: 

SUBJECT: 

PURPOSE: 

HCPCS 
CODE 

ZOlOO 

March 10, 1986 

Independent Clinics 

Mental Health Services (New Clinic Procedures) 

The New Jersey Medicaid Program is pleased to bring to your attention 
the adoption of the following two mental health procedure codes. 

MEDICAID 
DESCRIPTION DOLLAR VALUE 

Off-Site Crisis Intervention - An emergency procedure $22.50 
by personnel of a mental health clinic to an outpatient 
individual at locations other than the grounds or buildings 
of the clinic. Request for this service shall be ini-
tiated by the patient or other interested individual to 
meet the immediate needs of the patient, who is unable to 
present himself at the clinic. The procedure includes 
rapid intervention, written evaluation and a treatment plan. 
Use of procedure is limited to twice i n six months for any 
one patient. This procedure is not applicable to institu­
tionalized patients. 

90801ZI Comprehensive Intake Evaluation - An initial procedure per- $22.50 
formed at a mental health clinic to assess a new patient and 
recommend an appropriate treatment plan or additional diag-
nostic studies. The procedure includes initial interviews 
with the patient and other involved individuals, conferences 
with referral sources, examination of written material provided 
by the patient or others, staff conferences and written evalua-
tion and treatment plan including recommendations for further 
consultations, studies or additional information. Although 
this procedure may be performed by a single individual, it is 
expected that it should be a team approach and of one and one-
half hours duration. Use of procedure is limited to once per 
year for any one patient. 

Please note that the descriptions for the two codes above replace those which appear 
in Subchapter 3 (HCPCS CODES FOR INDEPENDENT CLINIC SERVICES) in Appendix A/4 for 
ZOlOO and Appendix 8/10 for 9080121. 

If you have any questions regarding this Newsletter, please contact 
··· ··Raymond Reinhart, Jr., M.D., Chief Consultant, Mental Health Services, 

Division of Medical Assistance and Health Services, at 609-588-2719. 




