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(j) Regardless of the status of a provider's claim with 
other third parties, all claims for Medicaid or NJ KidCare 
reimbursement must be received by the Fiscal Agent within 
the time frames specified in N.J.A.C. 10:49-7.2, Timeliness 
of claim submission. 

(k) Any individual who undertakes to legally represent 
any Medicaid or NJ KidCare beneficiary in an action for 
damages against any third party when medical expenses 
have been paid by the Division shall be required to give 
written notice to the Division within 20 days of filing or 
commencing the action. 

1. The term "legal representative" shall include, but 
not be limited to, an attorney, administrator/administra-
trix, executor/executrix, conservator, guardian or guardian 
ad litem. 

Petition for Rulemaking. 
See: 27 N.J.R. 770(b), 27 N.J.R. 1320(a). 
Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

Substituted "beneficiary" and "beneficiaries" for "recipient" and 
"recipients" throughout; in (a), substituted "by the Medicaid program" 
for "under this act"; in (b ), inserted "the exceptions listed in"; in ( e )1, 
substituted "Medicaid Eligibility Identification Number" for "HSP 
(Medicaid) Case Number"; deleted (e)li and (e)li(l); added (h)5; 
and in (i), substituted "a health insurance payment is received" for "an 
insurance payment is received from another payer" and "MMIS Claim 
Adjustment Request Form" for "AdjustmentNoid Request Form". 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

Inserted references to NJ KidCare throughout; in (d)l, inserted ", as 
amended and supplemented," following "et seq.)" and added 3; and in 
(e), inserted a reference to NJ KidCare-Plan A beneficiaries in the first 
sentence. 
Amended by R.1998 d.382, effective July 20, 1998. 
See: 30 N.J.R. 1255(b), 30 N.J.R. 2646(b). 

In (c), inserted a reference to the NJ KidCare Program in the 
introductory paragraph and rewrote 1; and in ( e ), added a new li, and 
inserted references to NJ KidCare, Medicare and Medicaid throughout. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 with changes, effective 
September 21, 1998. 
Amended by R.1999 d.211, effective July 6, 1999 (operative August 1, 

1999). 
See: 31 N.J.R. 998(a), 31 N.J.R. 1806(a), 31 N.J.R. 2879(b). 

10:49-7.4 Prohibition of payment to factors 
(a) A "factor" means an individual or an organization, 

such as a collection agency or service bureau, that advances 
money to a provider for accounts receivable that the provid-
er has assigned, sold or transferred to the individual organi-
zation for an added fee or deduction of a portion of the 
accounts receivable. 

(b) Payment for any covered services furnished to any 
Medicaid or NJ KidCare beneficiary by an approved provid-
er may not be made to or through a factor, either directly or 
by power-of-attorney. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (b), substituted "beneficiary" for "recipient". 

10:49-7.5 

Amended by R.1998 d.154, effective February 27, 1998 (operative 
March 1, 1998; to expire August 31, 1998). 

See: 30 N.J.R. 1060(a). 
In (b), inserted a reference to NJ KidCare beneficiaries. 

Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 

10:49-7.5 Use of service bureau and/or management 
agency 

(a) Payment may be made to a business agent, such as a 
billing service or an accounting firm, that furnishes state-
ments and receives payment in the name of the provider if 
the agent's compensation for this service is: 

1. Related to the cost of processing the billing; 

2. Not related on a percentage or other basis to the 
amount that is billed or collected; and 

3. Not dependent upon the collection of the payment. 

(b) If a participating provider wishes to designate a busi-
ness agent to perform management, clerical and/or other 
services related to the claims payment process, approval is 
required from the New Jersey Medicaid or NJ KidCare 
program. 

(c) In order to obtain approval the provider/agent shall 
submit a copy of the signed agreement and power-of-
attorney, if any, between the provider and the agent which 
shall contain a detailed statement of the powers and duties 
of the agent (including the power to sign Medicaid or NJ 
KidCare claims on behalf of the provider and the compensa-
tion arrangement) to Provider Enrollment, New Jersey 
Medicaid or NJ KidCare program. 

( d) Approval shall be obtained for each provider/agent 
agreement. Approval of an agent agreement with one 
provider does not confer an automatic approval of any 
additional provider/agent agreement. 

( e) Standard Medicaid or NJ Kid Care hard-copy claim 
forms shall be used unless the provider has been authorized 
for electronic media claims submission; however, in some 
instances hard-copy claims are required. These instances 
are detailed, as applicable, in the appropriate Provider 
Services Manual. 

1. If standard Medicaid or NJ KidCare claim forms are 
not utilized, the provider/agent shall obtain approval from 
the New Jersey Medicaid or NJ KidCare program. 

2. In order to obtain approval, the provider/agent shall 
submit a printer's prototype of an exact replica of the 
Medicaid or NJ KidCare claim form and the program-
ming instructions for completion of the form to the Fiscal 
Agent. 

3. The provider/agent shall assume the entire cost of 
printing duplicate forms at all times. 
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10:49-7.5 

(f) The New Jersey Medicaid or NJ KidCare program in 
approving any provider/agent agreement, assumes no re-
sponsibility for the performance of the provider or agent. 
In the event that any error of the provider/agent requires 
special programming to be made by the Fiscal Agent in 
order to have claims paid correctly, the provider/agent shall 
assume the entire cost of the special program. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 
Amended by R.1998 d.154, effective February 27, 1998 (operative 

March 1, 1998; to expire August 31, 1998). 
See: 30 N.J.R. 1060(a). 

Inserted references to NJ KidCare throughout. 
Adopted concurrent proposal, R.1998 d.487, effective August 28, 1998. 
See: 30 N.J.R. 1060(a), 30 N.J.R. 3519(a). 

Readopted the provisions of R.1998 d.154 without change. 

Case Notes 

Delay between claim receipt and claim processing was that of agency, 
not that of provider and did not warrant denial of Medicaid reimburse-
ment for untimeliness. Bergen Pines County v. Division of Medical 
Assistance, 95 N.J.A.R.2d (DMA) 30. 

SUBCHAPTER 8. PAYMENT FOR SERVICES 
PROVIDED 

10:49-8.1 Fiscal Agent 

The State of New Jersey uses a fiscal agent for the 
processing of Medicaid claims, the pricing of charity care 
claims, and payment to providers. 

Amended by R.1997 d.520, effective January 5, 1998. 
See: 29 N.J.R. 1006(a), 30 N.J.R. 232(a). 

Inserted language referencing Medicaid claims, charity care claims, 
and provider payments. 

10:49-8.2 Claims payment and pricing 

(a) The Fiscal Agent will process claims daily and pro-
duce provider payments and associated Remittance Advice 
(RA) statements once each week. The RA is the provider's 
account statement and reflects the status of all claims 
currently entered into the Medicaid Management Informa-
tion System. Provider payments in the form of checks and 
electronic funds transfers will be released following approval 
by the New Jersey Medicaid program. For charity care 
claims pricing information, see N.J.A.C. 10:52-10 and lOA. 

1. The Remittance Advice (RA) is the major vehicle 
for communicating to the provider the status of all Medic-
aid claims received by the fiscal agent. All of the provid-
er's claims are processed and supporting records are 
updated during each payment cycle. RA statements are 
generated as a result of a payment cycle. All claims 
processed ( entered into the Medicaid Management Infor-
mation System) fall into one of three classifications: paid; 
in process; or denied. 

DEPT. OF HUMAN SERVICES 

i. A claim that is correctly completed for a covered 
service provided to a Medicaid beneficiary by an ap-
proved provider will be paid. The claim will appear on 
the RA Claims Status page, or pages, along with all 
other claims for which a provider is being paid in that 
payment cycle. If the amount differs from the billed 
charges, an explanation will appear on the RA. 

ii. In process claims are those claims held for review 
by the Fiscal Agent. The review will result in a claim 
being paid, denied, or additional information being 
requested. If additional information is required, a 
Claim Correction Form (CCF) will be forwarded to the 
provider. (Additional billing information is provided in 
the Fiscal Agent Billing Supplement following the sec-
ond chapter of each Provider Services Manual). 

111. Reasons for denial of a claim will be provided 
on the RA in the form of an error/edit code. 

(1) Messages explaining all codes reflected on the 
Remittance Advice will be printed on a separate 
page. 

(b) A unique 13 digit Internal Control Number (ICN) is 
assigned to each Medicaid claim received by the Fiscal 
Agent. The ICN is reflected on the RA and can be used to 
track the status of a claim. For more information about the 
ICN, see Fiscal Agent Billing Supplement following the 
second chapter of each Provider Services Manual. 

(c) For each claim processed in a payment cycle, the 
ICN, beneficiary name, dates of service and other claim 
information is printed on the RA. On the line immediately 
below this information, a code is printed representing a 
denial reason, and other information that might be useful to 
the provider and payment reduction reasons, if any. Mes-
sages explaining all codes found on the RA will be found on 
a separate page following the status listing of all claims. 
For more information about Remittance Advice see the 
Fiscal Agent Billing Supplement following the second chap-
ter of each Provider Services Manual. 

( d) Claims may be paid beyond 12 months of the date of 
receipt with Federal financial participation (FFP) in the 
following situations: 

1. When the claim invoice or retroactive adjustment is 
paid to a provider reimbursed under a retrospective pay-
ment system; 

2. For a Medicare/Medicaid claim or Medicare/NJ 
KidCare claim, timely filed, payment may be made for 
services within six months after the program or provider 
receives notice of the Medicare claim disposition for a 
timely filed Medicare/Medicaid or Medicare/NJ KidCare 
claim; 

3. For claims from providers under investigation for 
fraud or abuse; or 
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4. For claims associated with administrative or legal 
actions pursuant to a hearing action or agency corrective 
action mandate, whether for an eligible individual or for 
all those eligibles affected in a similar manner. 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a)l and (a)lii, substituted "in process" for "suspended"; in (a)li 
and (c), substituted "beneficiary" for "recipient"; in (a)liii, substituted 
"an error/edit code" for "a code"; and in (c), deleted "suspense 
reasons," following "a denial reason,", inserted "other information that 
might be useful to the provider and", and deleted reference that only a 
claim status paid as a bill will not have a code. 
Amended by R.1997 d.520, effective January 5, 1998. 
See: 29 N.J.R. 1006(a), 30 N.J.R. 232(a). 

In (a), inserted reference to charity care claims pricing. 
Amended by R.2001 d.329, effective September 17, 2001. 
See: 33 N.J.R. 1889(a), 33 N.J.R. 3334(a). 

Added (d). 

Case Notes 

Delay between claim receipt and claim processing was that of agency, 
not that of provider and did not warrant denial of Medicaid reimburse-
ment for untimeliness. Bergen Pines County v. Division of Medical 
Assistance, 95 N.J.A.R.2d (DMA) 30. 

Resubmission of an incorrectly filed Medicare claim is permissible. 
Leader Nursing and Rehabilitation Center v. DMAHS, 94 N.J.A.R.2d 
(DMA) 4. 

10:49-8.3 Adjustments following payment of claims 

(a) If a claim is incorrectly paid and the provider receives 
an overpayment or underpayment, the provider shall notify 
the Fiscal Agent in writing. (For the procedure to follow, 
see Fiscal Agent Billing Supplement, MMIS Claim Adjust-
ment Request Form, (FD-999(9/91) following the second 
chapter of each Provider Services Manual). 

(b) On occasion, a claim will be paid that should not have 
been paid. If a claim is paid in error, the provider shall 
notify the Fiscal Agent by requesting that the claim be 
voided. (For the procedure to follow, see the Fiscal Agent 
Billing Supplement following the second chapter of each 
Provider Services Manual.) 

(c) Any adjustment made by Medicare will not cross over 
to Medicaid. If Medicare makes an adjustment that results 
in an overpayment or underpayment by Medicaid, the pro-
vider shall notify the Fiscal Agent. (For the procedure to 

10:49-8.5 

follow, see the Fiscal Agent Billing Supplement following 
the second chapter of each Provider Services Manual). 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

In (a), substituted "MMIS Claim Adjustment Request Form" for 
"AdjustmentNoid Request Form" and inserted "(FD-999(9/91)". 

Case Notes 
Nursing home's controller personally liable for Medicare overpay-

ments. Division of Medical Assistance and Health Services v. Klein, 92 
N.J.A.R.2d (DMA) 16. 

10:49-8.4 Claims payment by direct deposit (electronic 
funds transfer or EFT) 

(a) Through electronic funds transfer, a provider has the 
option of receiving claims payment automatically as a direct 
deposit to his or her checking account. 

1. To enroll in the EFT payment program, the provider 
must complete an EFT Enrollment Request/Authoriza-
tion form. A voided check displaying the provider's 
account number must accompany the complete authoriza-
tion form. The enrollment form must be signed by the 
provider or an authorized official such as the business 
manager, owner, or facility administrator. Any change to 
the EFT information (for example, a change of account 
number, ownership, or authorized official) requires the 
completion of a new EFT Enrollment Request/Authoriza-
tion form. (For detailed instructions about enrollment in 
the EFT payment program, see the Fiscal Agent Billing 
Supplement following the second chapter of each Provid-
er Services Manual.) 

Amended by R.1997 d.354, effective September 2, 1997. 
See: 29 N.J.R. 2512(a), 29 N.J.R. 3856(a). 

10:49-8.5 Outstanding checks 
(a) After Medicaid checks are outstanding for a period of 

six months, a follow-up letter shall be sent to the payee. 
This procedure shall only apply to checks of $5.00 or more. 

(b) All Medicaid checks remaining outstanding after 12 
months shall be cancelled in monthly lots rather than check 
by check. Listings of cancelled checks shall be in sufficient 
detail to identify providers and amounts of payment. These 
records shall be retained for audit. 
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