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August 30, 1974 · 

TO: Hospital Administrators (General) 

SUBJECT : Revision to General Hospit-3.l Manual 

Please replace pages 14 2 15 2 15.118 2 21, 21. 1 2 23.L 24, 24·.L 41 .apd L~S with 
the attached new page revisions. · Ail new pages effect Chapter II wi tri the 
exception of page 41, which effects Chapt er III. I n addition, Exhibit VII 
For.J,m FD-07, Request for Authori~ation of Psych_~atric Services is necessary to 
th.e General Hospital Manual and. has been included·. 

We strongly urge you to read the attac.hed rrat erial s ince there have been 
i.Jrrportant changes and additions in policy especially· as a result of the recent 
inclusion of Private Psychiatric Hospitals in the New Jersey Medicaid PrDgraTI1 
and the new procedures relative to Partial Hospitalization Services. 

All changes are bracketed on the new page r evisions . 
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CHAPIER II 

COVERAGE OF HOSPITAL SERVICES 

200. DEFINITIONS 

200.1 Approved Hospitals 

An approved hospital is one which meets all of the following conditions: 

a. Licensed as a general hospital by the New Jersey Depart:rrent 
of Institutions and Agencies. (When only a specific identifiable 
part of a multi-service institution is licensed, only the section 
licensed is considered a qualified provider); and is 

b. Qualified to participate under Title XVIII of the Social Security 
Act, or is determined currently to meet the requirements for such 
participation and has in effect a hospital utilization review plan 
applicable to all patients who receive medical assistance under 
Title XIX; and is 

c. Accredited by the Joint Corrnnission on Accreditation of Hospitals 
(JCAH) or by the Corrnnittee on Hospitals of the American 
Osteopathic Association; and has · 

d. Signed an agreement to participate and abide by the rules and 
regulations of the Health Services Program. 

Hospitals outside the State of New Jersey must meet conditions band c 
cited above and be licensed by the appropriate agency under the laws 
of the respective State. 

This section applies to institutions licensed as a general hospital. 
For policies on institutions licensed as special hospitals see manual 
on Special Hospitals. 

200.2 Inpatient Hospital Services 

The tenn "Inpatient hospital services" means those items and services 
ordinarily furnished by an approved hospital for the care and treaurent 
of inpatients , which are provided under the direction of a physician or 
dentist in an institution rraintained primarily for trea°bn=nt and care 
of patients with disorders other than tuberculosis or mental diseases . 

EXCEPTION: · For inpatient psychiatric services provided in an approved 
rivate psychiatric hospital see Section 203.8. . 

. . 
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COVERAGE OF HOSPITAL SERVICES 

200.3 Inpatient 

"Inpatient" means a person registered as such for hospital bed occupancy 
in an Approved Hospital. 

200.4 Semi-Private Accornrrodations 

"Semi-Private Room" means a hospital room containing two, three or 
four beds and classified as semi-private by the hospital. 

200.5 Approved Private Psychiatric Hospitals 

An approved private psychiatric hospital is one which meets all of the 
· following conditions: 

a. Licensed by the State of New Jersey as a Psychiatric Hospital 
and is 

b. qualified to participate as a psychiatric hospital under the 
Title XVIII (Medicare) Program; and/or is 

c. Accredited by the Joint Corrnnission on Accreditation of Hospitals 
(JCAH) or by the Corrnnittee on Hospitals of the American 
Osteopathic Association; and has 

d. Signed an agreement to participate and abide by the rules and 
regulations of the New Jersey Health Services Program. 

EXCEPTION: For inpatient psychiatric services provided in an approved 
private psychiatric hospital see Section 203.8. 

200.6 Partial Hospitalization 

Partial Hospitalization means a psychiatric service whose prinary purpose 
is to provide a planned program of milieu therapy and other treatment 
modalities. The service is designed for non-residential patients who 
spend only a part of a twenty-four hour (three or more hours) period in 
the hospital. Examples of partial hospitalization facilities are day 
hospitals and night hospitals. (See Section 205, "Covered Outpatient 
Hospital Services") 

INPATIENT HOSPITAL SERVICES 

201. COVERED INPATIENT HOSPITAL SERVICES 

Subject to the General limitations and ·exclusions and -those hereinafter 
specified, hospital care and services shall include: 

201.1 Bed and Board in Semi-Private AccoJTD'IlC>dations 

Including special medical dietary services. 

Accorrroodations other than semi-private require certification of medical 
necessity or lack of availability of semi-private accorrmodations 
(See Chapter III, "Explanation of Accorrnrodations"). 

Rev. 8/74 15 



COVERAGE OF HOSPITAL SERVICES 

201.2 General Nursing Services 

201.3 Other Medical Services 

Services by voluntary or paid hospital employees , by an intern or other 
physician in training in the hospital, or by a practitioner or other 
pe:rson(s) with whom the hospital contracts to provide eligible services. 

201.4 Facilities and EquipIIEnt 

Use of operating :room, :recovery :room, delivery :room, eIIE:rgency :room, 
intensive care unit, or other special :room, including their :respective 
facilities and equipment. 

Rev. 8/74 15.1 
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COVERAGE OF HOSPITAL SERVICES 

202. NON-COVERED INPATIENT HOSPITAL SERVICES 

Benefits are not payable for any services rendered or items dispensed or 
furnished in connection with: 

202.1 Elective Cosmetic Surgery 

202.2 Mental Disorders 

Any illnesses which according to generally accepted professional standards 
are not arrenable to favorable modification, except that benefits for 
mental health services shall be available to determine that such disorders 
or illness are not arrenable to favorable modification (e.g. , sehili ty) • 

EXCEPI'ION: For inpatient psychiatric services provided in an approved 
private psychiatric hospital see Section 203.8. 

202.3 Private Duty Nursing Services 

202.4 Items Not Related to Patient Care 

Services and supplies not directly related to the care of the patient, 
such as guest meals and accomnodations, television, telephone, and 
similar items and services. Personal items may be billed to the patient 
directly, provided the patient is info:nred and agrees to accept 
responsibility for personal items. 

202.5 Patient Transportation 

(Except as stated under Covered Services Section 201.14). 

202.6 Research or Teaching Studies 

Admission or extension of hospital stay solely for research or teaching 
studies. 

202.7 Services Rendered Prior to and After Period of Eligibility 

a. Inpatient hospital services rendered prior to date of application. 

b. Where a Health Services Program recipient in a general hospital 
loses his eligibility during his hospital stay, the Program will 
cove~ the costs of the entire stay. Eligibility on the date of 
admission or from the date of application (whichever is applicable) 
carries for the entire length of that hospital stay_. 

Rev. 8/74 18 
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of hospital discharge and must be signed by the attending physician. 
The Patient Information Transfer Form, Hospital and Nursing Home, 
adopted by the New Jersey Hospital Association and the New Jersey 
Nursing Ho:rre Association (Form No. 767), or equivalent transfer 
form, may be used. 

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

c. 'When the inpatient is 65 years of age or older, transfer must be 
to an Extended Care Facility if Medicare (Title XVIII) benefits 
are available. 

203.7 Hospital Benefits in a Non-Approved Hospital 

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

Claims filed by anon-approved hospital must be accompanied by a statement 
made by the attending physician, including a description of the nature 
of the emergency, pertinent clinical information concerning the condition 
of the patient, and a certification that the services rendered were 
necessary to prevent the death of the individual or the serious impair­
ment of his health. 

203.8 Hospital Benefits in an Approved Private Psychiatric Hospital 

The New Jersey Health Services Program recognizes as a covered service 
medically necessary inpatient services which are provided in an approved 
private psychiatric hospital to eligible individuals over age 65 and 
to other eligi~le individuals prior to: 

- the date such eligible individual attains age 21, or 

in the case of an eligible individual who was receiving such services 
in the period i.rrm:Ediately preceding the date on which he attained age 
21 (1) the date such individual no longer requires such services or 
(2) if earlier· the date such individual attains age 22. 

a. Length of Stay 

Reimbursement for inpatient care is based upon the medical 
necessity of the admission and may not exceed 20 days unless 
supported by a medical recertification. (Form MC-2) 

Rev. 8/74 21 
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b. Medical Recertification 

Whenever the span of inpatient days exceeds 20, the attending 
physician is required to certify the necessity of continued 
hospitalization on or before the expiration of the 20th day. 
The maximum number of days allowed on the recertification is 
20 days . ONLY ONE RECERTIFICATION IS ALLOWABLE FOR EACH ADMISSION 
(See Sections 307, 308 and 309 of this Jllcu1ual for instructions). 

NOTE: In extremely unusual situations where more than 40 days inpatient 
care is deemed necessary by the attending physician, a special request 
for continued stay may be submitted no later than the 30th hospital day. 
The request must specify, in detail why continued hospitalization is 
necessary for the patient and is to be submitted to: 

Chief, Mental Heal th Services 
Division of Medical Assistance 
and Health Services 
P.O. Box 2486 
Trenton, New Jersey 08625 

The request must specify the actual number of days for which authorization 
is requested. 

Failure to obtain prior authorization will result in non-payrrent of the 
hospital's claim for all days beyond the 40th day and all physicians' 
claims for the corresponding period will also be denied for payment. 

OUTPATIENT HOSPITAL SERVICES 

204. OUTPATIENT HOSPITAL SERVICES 

Outpatient hospital services are those preventive, diagnostic, therapeutic, 
rehabilitative, or palliative items or services furnished to an outpatient 
by or under the direction of a physician or dentist in an approved hospital 
Outpatient Deparbnent. 

204.1 Outpatient 

"Outpatient" ireans a person registered in the outpatient deparbnent in an 
approved hospital in order to obtain services other than those requiring 
bed occupancy as an Inpatient-. 

21.1 
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205.14 Partial Hospitalization 

Partial Hospitalization as defined in Section 200.6 of this manual is 
covered as an outpatient service. Day, evening, or night care (night 
care must include overnight stay) does not require prior authorization 
from the New Jersey Division of Medical Assistance and Health Services 
for the first 30 calendar days. Prior authorization is required for 
partial hospitalization for each subsequent 30 day period after the 
first 30 days. (For procedures to obtain prior authorization see 
Section 207.lC) 

206. NON-COVERED OUTPATIENT HOSPITAL SERVICES 

Benefit$ are not payable for any service rendered or items dispensed 
or furnished in connection with: 

206.1 

206.2 

206.3 

206.4 

206.5 

Elective Cosmetic Surgery 

Private Duty Nursing Services 

Services and Supplies Not Related ~o Patient Care 

Research or Teaching Studies 

Prior Authorization Not Requested Or Denied 

Outpatient hospital services rendered prior to the date of application for 
medical assistance. 

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

206.6 

206.7 

Any Service, Admission or Item Which is not Medically Required 
for the Diagnosis or TreaiJnent of a Disease, Injury or Condition. 

Transportation 

Transportation including non-emergency ambulance (see Section 205.2 on 
transportation) . 
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207. SPECIAL PROVISIONS RELATED TO PAYMENT 

There is no limitation on the duration or number of visits available 
to an eligible patient in the outpatient deparbrent. However, for the 
following rehabilitation services , physical therapy, speech therapy 
occupational therapy, and psychotherapy, a plan of trea~nt is to be 
kept on file and sho~d be completed during the patient's initial 
evaluation visit. Those services which involve an extended course of 
treatJ'IEnt require that certification for continued need be submitted 
to the Contractor every 30 days. The certification and/or recertification 
shall consist of a typewritten statement signed by the prescribing physician 
which should indicate the type and scope of the procedures to be rendered. 
The prescription must relate the type, amount, frequency and duration of 
the therapy services that are to be furnished and must include the diagnosis 
and anticipated goa.ls. It should be noted that an order for "therapy as 
needed" will not be accepted. The certification must be completed on a 
timely basis and the dates on the report must be applicable to the billing 
dates on the claim submitted. 

207.1 Prior Authorization 

a. Special items and services which are not usually part of the outpatient 
service (e.g., surgical supplies, glasses, custom made limbs and 
braces, etc.) will require prior authorization. See Section 204, Medical 
Supplies Manual and Section 203, Vision Care Manual, Section 204, 
Prosthetics and Orthotics Manual, and Section 204, Hearing Aid Manual. 

b. Procedure for Obtaining Prior Authorization When Dental Services 
are Other Than Routine 

If in the course of the initial examination and development of a 
treatment plan, services requiring prior authorization are 
included, then all subsequent services including those defined as 
routine dentistry, require prior approval. The hospital will 
submit the treatment plan on the Dental Form (MC-10) with X-rays 
to the appropriate Dental Field Office for review. 

If a trea~nt plan is developed which requires only routine 
dentistry, but a treaunent change becones necessary and services 
requiring prior authorization are indicated, then the routine 
services to that date may be submitted for payment and the request 
for additional services must be submitted for approval to the 
Dental Fie~d Office. A record of care already completed with 
appropriate X"."'rays must be included . 

..-----..-
c. Pn:>cedure for Obtaining Prior Authorization for Partial Hospitalization 

Rev. 8/74 

If it is medically determined that the patient will require further 
partial . hospitalization beyond that first 30 calendar days , prior. 
authorization must be obtained from the Chief, Mental Heal th Services , 
Division of Medical Assistance and Health Services, P.O. Box 2486, 
Trenton, New Jersey 08~25. It is recamnended that the hospital 
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request this authorization on about the 20th day to allON 10 days 
for processing the authorization by the State and return of same 
to the hospital. 

To request prior authorization, the physician must submit FD-07 
(Request For Authorization of Psychiatric Services) in quadruplicate 
to Chief, Mental Health Services at the above address. All 
questions must be answered. If authorized, the hospital will receive 
two copies of the FD-07 from the State with the terms of the 
authorization. The original FD-0 7 must be attached to the Contractor 
copy of the Outpatient Hospital Claim (MC .... 4) when billing. 
Authorization will be granted for a maximum of 30 days, therefore, 
the process must be completed again if further treatment is 
planned beyond the 60th calendar day. 

207.2 Concurrent Care 

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

207.3 Free Choice of Transfer 

Transfer from one outpatient facility to another or a change from outpatient 
facility to private practitioner care is allONable, hONever, every effort 
should be made t o avoid duplication of diagnostic tests and services. 

208. SPECIAL PROVISIONS RElATED TO BLOOD--INPATIENT AND OUI'PATIENT 

Blood nay be provided to an inpatient of an approved hospital, an outpatient 
of an approved hospital, or any approved medical facility when prescribed 
and supervised by a licensed physician. 

Rev. 8/74 24.1 
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ADMISSION AND BILLING PROCEDURES 

309. DISPOSITION OF COPIES OF COMPLETED FORMS MC-2 

A. The original (MC-2-A Contractor's Copy) must be forwarded to the 
hospital's contractor with Form MC-1 for processing. 

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

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

D. The fourth copy (MC-2-D Utilization Comni ttee Copy) will be forwarded 
to the provider's Utilization Review Comnittee for review. 

310. BILLING PROCEDURES FOR OUTPATIENT SERVICES--GENERAL 

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

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

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

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

When billing for partial hospitalization beyond the first 30 calendar. 
days, prior authorization form FD-07 (Exhibit VII) must be attached to the 
ou tient claim form. 

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

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

Item 1: .Patient's Naire--Enter the Patient's last naire, and first name, 
as sham on the validation form. 

Rev. 8/74 41 
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HOSPITAL ADMISSION AND BILLING PROCEDURES 

Strength - Enter strength of drug. 

Rx Nl.Uil.ber - Enter Rx number. 

Original Rx or Refill - Check one 

Date Dispensed - Enter Current date. 

314. DISPOSITION OF COMPLETED FORM MC-7 

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

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

315. PROCEDURES FOR SUBMITTING CORRECTED INPATIENT AND OUTPATIENT BILLS 

The hospital nay find that a bill already submitted is incorrect. It is 
not necessary to submit a corrected Form MC-1 or Form MC-4 unless total 
charges change by more than $10.00. 

To correct a previously submitted bill, the hospital should reproduce 
a legible copy of the submitted bill. The necessary corrections should 
be made in red in the appropriate item. The corrected bill should be 
marked "Debit--Adjust" in the upper right hand corner, and mailed to the 
Contractor. 

To cancel all the charges on a previously submitted bill, reproduce a 
legible copy and nark it "Cancel Only" in the upper right margin. An 
explanation for the correction should be given on the reverse side of 
the bill, and mailed to the Contractor. 

316 • EXHIBITS 

I. 
II. 

III. 
IV . 
v.· 
~ LYll· . 

MC-1-A 
MC-5 
MC-2-A 
MC-4-A 
MC-1-C 
MC-7 
FD-07 _ 

Inpatient Hospital Claim Form 
Explanation of Accommodation Furnished Form 
Inpatient Recertification Form 
Outpatient Hospital Claim Form 
Hospital Admission· - Notif ication Form 
Hospital Pharmacy Rx Report 
Request for. Authorization of Psychiatric Services 
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STATE Of NEW JERSEY EXHIBIT VII 
Department of Institutions and Agencies 

Division of Medical Assistance and Health Services 

Request for Authorization 
of Psychiatric Services 

... / _·_P_a_t_ie_n_t_•s_l_a-st_n_a_m_e _________ ... l_F_,_·r-st_n_a_m_e________ 2. Patient's street ad<lress I Telephone number 

3. Patient's services program case no. 4. Patient , 5. Age 6 . Sex City, I State I ZIP code 
Person # 0 Female 

~--=□::..;.M:.:ca::;;l~e __ ,..__ _____________ ,___ __________ _ 

7. Patient's present address if different from above. Telephone number 

18. Past poychiatric history 

9. History of Present Psychiatric Illness or Interim Progress Report (Include the date patient first consulted you. If additional space is needed, please use 
reverse side). 

10. Diagnosis (Must conform with Diagnostic and Statistical Manual 11) 

11. Treatm~nt Plan 

a. Chemotherapy Yes.......... No.......... If yes, specify medication (include dosage, route and frequency of administration, length of time on RX) 

b. Psychotherapy Yes.......... No...... .... If yes, complete applicable information below. 

Group ............ (Maximum of 8 patients, minimum session 1 ½ hours) Frequency of sessions ................................................. .................................. ............. . 

Individual... ......... Frequency of sessions ............ Length of sessions: Full (60· min .) ............ Half (30 min.) .......... .. 

Describe type of psychotherapy used: .......................................................... .. ........................................................................................................................... . 

Other types of therapy : (Specify) ................................................................................................................. ..... .... ............................................ ..... .................... . 

Effective beginning date of requested services ......................... Anticipated duration of treatment ......................... months. Prognosis ..................................... : 

·················································-·· ........ _____ ..................................................................................................................................................................................... . 

Reimbursement is to be within the limits of the Pmgram and will not be made for broken appointments or for periods when eligibility is not current. 

12. From: Name and.address of provider 

For Office u.-Only 
Authoriution 

Social Security or Employer 1.0. number Telephone number 

Provider signature 

TO····················································-············· .............................. · Yqu are authorized to submit a request for payment fo.r ................................................. ... .. . 

•..••.•....•...••••.......•.•.•...•.•.. ; ................................ which shall commence ·························-·-··················· and t-erminate .................................................................. . 

Date .. . ••·····························-···············-··························-·-·······-···· 

FD-07 
Prl~tN In U.S.A. 
U■-■-~d 341157 Ed 2•72 

...................................................... ._ .................................................................................... . 
Chief, Bureau of Mental Heelth Services 
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ST A TE OF NEW JER SEY 
I >.-partmt•nt of In st itutions and Agencies 

I >!vision o f Mt>dl<'al Assistanctc~ anti H ealth Hervlcei:; 

New Jersey Health Services Program NEWSLETTER 
Volume .. ... ... ?..?. ..... ........... . 

TO: HOSPITAL ADMINISTRATORS 

February 9 , 1976 

SUBJECT: EARLY AND PERIODIC SCREENING , DIAGNOSIS 
& TREATMENT (EPSUI' ) - CI.ARIFICATION AND 
UPDATE OF NEWSL£"n'ER VOL. so 

The Division of Medical Assistance and Health Services , in efforts to improve the federally 
mandated EPSDI' Program has modified the EPSDr Referral Report form (MC-19) from a two-pa.rt 
(Social Services and Provider Copies) to a three-part form , which includes one Social 
Services copy and two Contractor's copies . 

For those providers who have a supply on hand of the two-part form, continue using the form 
until your supply is depleted . In using the two-part form, you must attach both copies to 
your Outpatient Clairn form (MC-4) when billing . 

GENERAL INSTRUCTIONS 

1 . The MC-19 must accompany the MC-4 Outpatient Claim form when the hospital is billing for 
an EPSUI' Exam. It is not required for follow-lAL visits, nor is the MC-19 to be submitted 
more than once per year per patient, as the EPSDI' package will not be reimbursable more 
than one time each year. 

2 . When billing for EPSDT visits, Clinic Code 27 must be shown in Item 18 of the MC- 4. The 
letters EPSDT are to be inserted in Item 22 of the claim form. 

3. If more than one clinic visit during the month is necessary to complete the EPSDT 
package, only one MC-4 should accompany the MC-19 to cover the monthly period for which 
you are billing. 

4. When the results of the screening indicate a condition other than visual, hearing, 
dental or lead poisoning, list the body system in section 4 on the MC-19 under other 
problems (5) and include the diagnosis in Item 22 on the MC-4. 

5. All subsequent or follow-up treatITEnt rendered to the EPSDI' patient once the EPSDI' 
service has been billed, should be billed in the usual manner with use of regular 
clinic codes. As noted above, once an MC-19 has been submitted , there is no need to 
use this form again for follow-up services. However, you should indicate "EPSDI' 
Follow-up," and the appropriate diagnosis in Item 22 of the MC-4 . 

6 . The MC-19 may be generated ei tiler by t-Jle hospital or by a County Welfare Board or DYFS 
caseworker. 

- If the MC-19 is hospital-generated and screening is initiated by the hospital , only 
Sections 1 and 4 have to be completed. 

(continued) 
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6. continued, 

- If the MC-19 i s brought to the hospital by t he EPSDT patient on referral 
by a County Welfare Board or DYFS aseworker, Sections 1 and 3 will have 
been completed; therefore , the hospital provider completes only Section 4. 

7. When the EPSDT service is hospital-generated, the two Contractor's copies of 
the completed MC-19 must be attached to the MC-4 when billing. The Social 
Service copy may be retained or destrDyed at the option of the hospital. 

NOTE: Hospitals may initiate screening examinations without formal 
requirements involving verification tha a child has not been 
pr eviously screened, although this does not preclude inquiry of 
the County Welfare Board or the family regarding previous rredical 
examinations. 

For further information, please call (201) 456-2570. 



ST A TE OF NEW JERSEY 
Department of Im,tltutlons and Agencies 

Division of Medical Assistance and H ealth Services 
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New Jersey Health Services Program NEWSLETTER 
77 Volume .......................... ... . February 10, 1976 

TO: HOSPITAL & SPECIAL HOSPITAL ADMINISTRATORS 

SUBJECT: CLARIFICATION OF NEWSLETTER 73 

Nurerous inquiries have been received regarding the matter of Medicaid reimbursement 
for medical supplies and equipment provided in hospital and special hospital out­
patient departments subsequent to the January 16, 1976 cut-off for certain services. 

The purpose of this Newsletter is to clarify the policy regarding such supplies 
and equipment. 

The Medicaid Program wi11 ·continue to recognize as allowable outpatient charges 
those medical supply items necessary to treat the injury or illness that brought 
the patient to the emergency room or outpatient departrrent. (For example, a patient 
is admitted to the emergency room with -a laceration, the sutures and bandages 
necessary to treat the wound ·are ·allowable ·charges.) 

The Medicaid Program will not recognize as ·allc:wable charges any of the following: 

1. Take Home Supplies 
2. Durable Medical Equipment 

(For example a patient is treated in the OPD for a broken leg. The casting materials 
are an allowable charge, but a air of crutches rovided to that atient would not 
be an allowable charge under the Medicaid rogram. 

EXCEPTIONS: 

1. Renal Dialysis 

Supplies and equipment incident to the provision of Renal Dialysis are an 
exception to the curtailment of Medicaid reimburserrent for medical supplies 
and equipment. 

Reimbursement for such items and supplies remains the same as it was irmnediately 
prior to January 16, 1976. 

2. The following LIFE SUSTAINING medical supply and equipment items will continue 
to be reimbursable in the emergency room, outpatient deparbnent and from medical 
supply and equipment dealers: 

Oxygen and other Compressed Gases 
Oxygen Masks 
Oxygen Regulators 
Oxygen Cannulas 

IPPB Machines 
Respirators 
Suction Machines 
Cathet ers for Suction Machines 
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,hh't SPECIAL NOTE REGARDING HYPODERMIC NEEDLES AND SYRINGES 

Since January 1, 1976 hypodermic needles and syringes have been considered to 
be reimbursable drug items, not Medical Su~plies under the New Jersey Medicaid 
Program. Therefore, these items will continue to be reimbursable as take 
home drugs· in the outpatient setting in accordance with Section 210 of the 
Hospital and Special Hospital Manual. 

Should you or your staff have any questions please contact us at (201) 456-2570. 



STATE OF NEW JERSEY 
Department of Institutions and Agencies 

,Division of M ed ical Assistance nnd H ealth Services 

nqrn ~ '"'rn RY BLU~ CROSS 

New Jersey Health Services Program NEWSLETTER 
Volume ... 7.8 ..................... . 

TO: HOSPITAL AND SPECIAL HOSPITAL ADMINISTRATORS 

SUBJECT: RESTORATION OF OPTIONAL . SERVICES, 
PAYMENT FOR NON-LEGEND DRUGS AND 
ELIM NATION OF $.25 CO-PAYMENT 
PROVISIONS 

The New Jersey Legislature enacted, and Governor Byrne signed on March B, 1976, 
an emergency supplemental appropr iation enabling the program to restore through 
June 30, 1976 (the end of thi s fi scal year), certain reductions Medicaid had 
been forced to make. 1 

Therefore, please be advised tha the outpatient de artment program reductions 
described in Newsletters 73 and 77 are restored effective March 8, 1976 . 
Services provided to Medicaid eligib es i n the outpatient departments on and 
after March 8, 1976, will be reimbursabl e t o e same extent and in the same 
manner as they were prior to January 16, 1976. 

This restoration is not retroactive, therefore, the Medicaid Program cannot 
reimburse providers for the referenced services if they were rendered on and 
after January 16, 1976, but before March 8, 1976 . 

Additionally, effective March 8, 19 76, the Medicaid Program will resume 
reimburs ement for necessary Non- Legend Drugs provided to Medicaid outpatients 
through the hospital's pharmacy in the same manner and to the same extent as 
prior to August 1, 1975. The r equi r ement for th e patient's $.25 per prescription 
co-payment is eliminated for prescri ptions provided on and after March 8, 1976. 
These phar maceutical restorations rescind Items 1 and 2 of Newsletters 58 and 
65. 

( :.: 

,. , ; 

f. . 



ST A TE OF NEW JERSEY 
Department of lnHtitut!ons and Agencies 

Division of Medi cal Asshitance and Health Services 

New Jersey Health Services Program NEWSLETTER 
Volume .... ...... ?.} ............ . . January 9, 1976 

TO: HOSPITAL AND S:f'ECIAL HOSPITAL ADMINISTRATORS 

SUBJECT: ELIMINATION OF CERTAIN MEDICAID 
SERVICES IN OUTPATIENT DEPARTMENT 

Due to the severe shortage of State funds for operation of the New Jersey Medicaid 
Program, the Division of Medical Assistance and Health Services has found it 
recessary to discontinue direct reimbursement to providers of certain services. 

Accordingly, Medicaid reirriburserrent to the Hospital and Special Hospital Outpatient 
Depa.rtrrents rendered on and after January 16, 1976, for the following services 
wi11· cease unless prior authorized on or before January 15, 1976. All such prior 
authorized services must be completed by March 15, 1976 , and cl aims for them must 
be submitted in accordance with standard billing procedures. If any prior auth­
orization services extend beyond March 15, 1976, the Medicaid Program will not 
reimburse for any service rendered on and after March 16, 1976. 

All requests for Prior Authorization received after January 15, 1976, will be 
declined by the Program. 

-Podiatrist, Chiropractor, Psychologist and therapy (e.g. physical, speech 
and occupational) Services perfonned in the Hospital Outpatient Department 
(OPD). 

-Orthotic Devices supplied by the Hospital Outpatient Department. 

-Medical Supplies and Equiprrent supplied by the Hospital Outpatient Department. 

-Hearing Aids for all eligibles 21 and over supplied by the Hospital Outpatient 
Department. 

-Vision Services perfonned by Ophthalmologists, Optometrists and Opticians 
if perfomrmed in the Hospital Outpatient Depa.rtrrent for eligibles 21 and over. 
This means that payrrent will not be made f or eye examinations, glasses, 
contact lenses, vision training, sub normal vision devices for eligibles 
21 years and over. Exception: Medical treatment provided by a physician 
for eye injuries and pathological conditions i s reimbursable. 

continued 
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PREPARED BY BLUE CROSS 

New Jersey Health Services Program NEWSLETTER 
Volume .. ....... .?.~ ............ .. . February 1, 1976 

TO: HOSPITAL AND SPECIAL HOSPITAL ADMINISTRATORS AND SOCIAL SERVICES DIRECTORS 

SUBJECT: A REMINDER: MEDICAID AND THE NEW 
JERSEY "NO FAULT" I..AW - UNSATISFIED 
CIAIM Af ID JUIX.;MENr FUND 

It has come to our attention through hospital submittal of claims to Medicaid 
that a reminder is needed regarding services rendered to victims of auto accidents 
involving uninsured or hit-run drivers. Please advise your Business Office personnel 
that a Medicaid recipient who is: 

1) THE VICTIM OF A HIT-RUN ACCIDENT 
or 

2) A PASSENGER IN AN UNINSURED VEHICLE 
and 

3) DOES NOT OWN OR BELONG TO A FAMILY 
UNIT THAT OWNS A MITTOR VEHICLE 

may be entitled to have payment made on his/her behalf from the Unsatisfied Claim 
and Judgrrent Fund (UCJF). The UCJF makes payment based on reasonable charges and 
within the same tine frame as insurance companies making Personal Injury Protection 
(PIP) Payments. The injured party or his representative must file a "Notice of 
Intention to Make Claim" within ninety (90) days from the date of the accident . The 
appropriate forms as well as pamphlets explaining the "Fund" may be obtained by 
writing to: · 

Unsatisfied Claim & Judgment Fund 
137 East State Street 
Trenton, New Jersey 08666 

Of course, the New Jersey Medicaid Program will consider payment of claims for 
injuries received from hit-run accidents or an accident with an uninsured motorist 
when documentation regarding the denial of benefits from the Unsatisfied Claim and 
Judgment Fund is attached to either the MC-1 (Inpatient) or MC-4 (Outpatient) Claim 
Form. This procedure is identified under the General Hospital Manual, Sections 108, 
i tern 6 and 110 , wherein, New Jersey Medicaid recipients are not entitled to have 
payment for health services made on their behalf unless all other sources of payment 
have been exhausted. 

Should you or your staff have any questions regarding the above, please telephone your 
contractor at (201) 456-2570. 
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To: Hospital Administrator 

Re: Medicaid Decline Codes 

For the convenience of your Business Office Person.riel, we~ -re-issuing a 
list of all decline codes utilized by the Medicaid Program. 

Please note that the present voucher incorrectly indicates that d~cline code 
74 represents a parti al decline due to special circumstances (social necessity) . 
Revised vouchers reflecting code 7L~ as a partial decJine duP t:o mPdi 0r1l nP0P~Q; +~,. 

• T. fl are DeJJ1g prcpa._~d <3J1d WlJ.l. be F T ] l ~_:;:.-:''~ _, rn7.1 lo :_~ __ ~- •'-'•• ;__: ~ ..,_-: .:~~u.u-.. ~J.1 U.u~ t~Oi ! 
decline code 6 7 has been expanded to include a decline for outpatient claws 

. \ whose date(s) of service falls within t he period of services reported on an 
'inpatient bill. 

Please review the follav-ring v..-d_ th all apprDpriate Business Office person.nc1: 

All decline codes will cons iat of two digits: The first will indicate whether 
the entire stay or only a portion of the stay is decline d; the second digi t will 
designate the. speci fic reason for the decl·ne . 

First Digit - Type of Declj.ne 

Cod.e 

6 
7 

Expl2..nation 

Entire stay declined 
Portion ( s ) of stay decl.inecl. 

Second Digit Reason £or Decline 

Code 

0 
1 

EAylana.t i on 

Workmen's Compensation & other i nsurance 
Ineligible at time services rendered 

BH-15 
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I 

\ 

Code 

2 
3 

4 

5 
6 

7 

8 
9 

Examples : 

Decline Code 

63 
69 
75 

-2 

Explanation 

Duplicate claim 
Non-covered inpatient services, including : 

Elective cosmetic surgery; 
Mental disorder; 
Dental Service; 
Obesity 

Services rendered prior to/ after day medically 
necessar-; including : 

Cus-codial care; 
Diagnostic Admissions 

Special ci~cumstances (3ocial necessity) 
Outpatient services rendered after period of 
eligibility 
Non- covered outpa-'.::ient hospit al services 
including : 

All transportation except ambulance 
services w~ich a...~ medically necessary: 

El7ctive cosmetic .surgery? 
Pr , tf= .. d ty :1"L'Y';;1 ...:- ~--::y,, :i r,r-~: 
Services and supplies ;10 :rlf::lciLeu 1..d 

patient care; 
Research or teaching s tudies; 
Prior authorization not n:.quested or 
denied ; and 
Ar.y 2ervice, admission or i teJn which is 
not medically required for diagnosi s of 
tl"Saunent of a disease, injury or condition. 
Outpati ent claim submitted whose date(s) of 
service fall within the period of services 
reported on an inpatient claim 

AID Decline 
Clai.Jn over 24 months old 

Entire decline for a non-covered inpatient service 
Entire stay decline, over 24 months 
Portion of claim declined due to special circumstances 
(social necessity ). 

Shoul.d you have ariy questions concermng the above , please contact us 
at ( 201) 1+56-2570. 

I 
I 

t 
I· 
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NEW JERSEY 

HOSPITAL SERVICE PLAN OF NEW JERSEY 

NEW JERSEY HEALTH SERVICES PROGRAM 
P . 0 . BOX 700 . NEWARK . NEW JERSEY 07101 

January 22, 1973 

To: Special Hospital Administrators 

Re: Medicaid Manual Revisions 

Please review the enclosed revisions to the New Jersey Health Services 
PrDgram Special Hospital Manual. 

Your attention is directed to the changes in Prior Authorization 
procedures for both Class Band Class C facilities. These revisions 
become effective February 1, 1973. 

Please instruct your personnel to destroy the old pages and insert 
the revisions in the appropriate place. 

Should you have any questions regarding the enclosed revisions, please 
contact us at (201) 456-2570. 

!5394 (2- 72 ) ~14 



HOS ITAL SERVICE PLAN OF r JE'vV JERSEY 
NEW JE l-1SEY BLUE CROSS PLAN 

3 Washington Street Newark • New Jersey 07102 

December 1, 1973 

To: Hosptial Administrators (Special) 

Re: Manual Revisions 

Enclosed are two sets of Manual Revisions which are effective December 1, 1973. 
Replace the following pages with those indicated: 

Replace With Replace With Replace With Replace 
Page Page Page Page Page Page Page 

12 12 24 24' 38 38 44 
13 13 24.1 24.1 40 40 Exh. I 
19 19 fi19. 1 25 25,25.1,25.2 41 41 Exh. IV 
21 21 31 31 42 4.2 
..., '? ")") -i.., ..,.., 'f ~ ..JI .., 

Please review these revis ions paying particular attention to~ 

'- 1.· Outpatient extended course of treatment certificati ons . 
2. The Motor Vehi~le accident question on each r::laim- form . 
3. The r equest for the "Plan of Tr8atmen t established date" 

now included on the MC -4. 

With 
Page 

44 
Exh.I 
Exh. IV 

., ..,;; 

~rr~. 

Continue to use your current supp ly of in and outpatient fo r ms but include t he 
. new ir1f orma ti on required in i terns 25 and 26 of the MC-1 and i terns 18, 24, and 
25 of the MC- 4. With your next regular order you · wi 11 receive th e new form (s ) 

If the re are any questions concerning these revisions or i f you require additional 
s e ts please contact us at (201) 456-2570. 

MANUAL REVISI ONS 
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.,~.~ 
To: Hospital Administrators 

November 9, 1972 

Re: New Jersey Heal th Services 
MaJ1ual Revision 

Three copies of revised pages for the New Jersey Health Services 
Program (Medicaid) Hospital Manual have been e..riclosed. The old ~ 

- pages should be removed and the revisions inserted in their place'.' ( 
Section 206. 7 Transportation, should also be deleted from page 23.1. (', ~ 5 
The revision contained in Section 205 .2 Emergency Room Services, 
Including Ambulance becomes effective November 1, 1972. Please 
review the revision re.garding emergency and non-emergency ambulance 
services with the appropriate pers(?nne1. 

If there are any questions concerning the revised pages, please 
contact us at (201) 456-2~70. 

. uEkl•' * /0. /2 r~ ;;, :L 
p. 2,J. ! 

N nv 1 ,.~., 1972 
. t cta'te UbrarY 

1.1 ivL·1on o .;;) · . 
~rchives and History 

Trenton, N. J. 
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THE PRUDENTIAL INSURANCE COMPANY OF AMERICA 

NEW JERSEY HEALTH SERVICES PROGRAM 
Governmental Health Programs Department, P.O. Box 1900, Millville, N. J. 08332 

February 14, 1972 

ATTENTION: HOSPITAL ADMINISTRATORS AND PRACTITIONERS 

THIS NEWSLETTER SUPERSEDES NEWSLETTER NO. 24 FOR HOSPITALS ~DIS NEW INFORMATION 
FOR PRACTITIONERS. Underlines indicate revised material. 

HOSPITAL CLAIMS REVIEW 

The Hospital Service Plan of New Jersey and the Prudential Insurance Company, 
Contractors for the New Jersey Health Services Program, are required to perform a 
detailed medical review of inpatient and outpatient hospital claims to assure reim­
bursement only for services and/or hospital stays judged to fall within the para­
meters of Sections 202 and 206 of the Hospital Manual. All hospitals should review 
both of these sections carefully. 

Please take notice of the change to Section 202.9, per the attached revised manual 
pages, which deletes reference to the hospital obtaining prior authorization from 
the Local Medical Assistance Unit for services rendered after day medically necessary. 
This policy no longer applies. 

If following an initial "medical review" of the Inpatient or Outpatient Claim, all 
or any portion of the services rendered appear to be non-covered as defined in Sec­
tion 202 and/or 206 of the Hospitat Nevue] .the Contractor will notify the hospital 
in writing of this fact and reques that specific information to fully evaluate the 
claim be forwarded within 21 days frointhe date of written notification. If the 
information is not received by the Contractor within the specified time, the case 
will be declined. 

At this time, the hospital must provide all documentation necessary to support their 
claim. If after review of this additional information, the Contractor, with appro­
priate medical counsel, determines that all or any portion of the claim is not for 
covered services, payment will be reduced or denied. 

Whenever all or any portion of the hospital claim is denied for payment, the attend­
ing physician's claim for services rendered during the corresponding period will 
also be reviewed for payment. 

There will be no acditional o for the hos ital to re uest a re-review 
after claim denial. See Fair 

Program regulations prohibit the provider from billing the patient for any portion 
of the claim that has been denied. 

FAIR HEARING 

If a hospital or practitioner disagrees with the Contractor's determination to deny 
all or any portion of a claim a Fair Hearing may be requested as outlined in Chapter 
I, Section 112. 

NEWSLETTER 40 ,t p/1--4",,Fo I f-1-If I ( () 
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THE PRUDENTIAL INSURANCE COMPANY OF AMERICA 

NE JER EY l H s 
Governmental Heaith Programs Depart ment, P.O. Box 1900, Millvi l le, N. J. 08332 

August 4, 1971 

ATTENTION: HOSPITAL ADMINISTRATORS 

HOSPITAL CLAIMS REVIEW 

G 

The Hospital Service Plan of New Jersey and the Prudential Insurance _Company, 
Contractors f~r t.he New ·Jersey Health Services .Program, are required to perform a 
detailed medical review of inpatient and outpatient ·hospital claims to assure 
reimbursement only for services and/or hospital stays judged to fall within the 
parallleters of Sectious 202 and 206 of the Hospital Manual. All hospitals should 
review both of these sections carefully. 

M 

. . . f-
Please take notice of the change to Section 202.9, per the attached revised manual 
pages, which delett::ies reference· to · the hospital obtaining prior authorization from 
the Loe-al Medical Ass·istance Unit for services rendered after day medically . necessary e 

This policy no longer applieso 

. If following an i'nitial '0medical review'' of the Inpatient of Outpatient Claim, all 
or any portion of the services rendered appear to be non-covered as defined in 
Section 202 and/or 206 of the Hospital Manual. thtl Contractor will notify the hospit4.l 
in writingt> of this fa.ct and request spec1fic information to fully evaluate the clai'1• 

·At this time, the hospital .must provide all documentation necessary ·to .. support their _ 
claimo If afte1.~ review of th;s additional ,i~formation, the C~ntractor, with · appro-
2.riate medica!_~~~e"'l , determines that all or any portion of the claim is not for 
cove·red services ?> · payment will be reduced or denied. 

Whenever all or any portion of the hospital claim is denied for payment, .. the a~tend­
. ing physician° s claim for services rendered during the corresponding· period wiil 

aiso be reviewed for payment. · 

·There will be no additional opportunity fo~ · the hospital to reguest ·· a-·--r~review 
· · after ·claim · denial. · · (see ·Fair · Hearing) 

· Program regulations prohibit the provider from billing the patient for any portion 
of the claim that has been denied. 

FAIR HEARING 

. If a hospital disag1·ees with the Contr•ctor's determination to deny all or any 
portion of a claim it may request a Fair Hearing as outlined in Chapter I, Section 112. 

In order to request a Fair Hearing the hospital must indicate the reason for request­
ing the hearing in writing to: 

Director 
Division of Medical Assistance and Health Services 
:Po o. Box 2486 

/~to.5",,,t k T7£/f 'f·rentont New Jer sey 08625 

24 
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THE PRUDENTIAL INSURANCE COMPANY OF AMERICA 

NEW JERSEY HEALTH SERVICES PROGRAM 
Governmental Health Programs Department, P.O. Box 1900, Millville, N. J. 08332 

December 28, 1971 

ATTENTION: Hospitals 

Please replace pages 24 and 25 of your hospital Manual with the 
attached. This revision pertains to authorization and certification 
requirements for rehabilitation services rend~red in the outpatient 
department. 

tY oF 
0 pE.R v:::: 
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/\PR \ \ \972 
state u urar;{ 
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STATE OF N ~W Jr~HSE Y 
· Department of Tn!-ititufions r,_.d Agen~les 

Divis ion of Medical Ass istance ~~1u · Health Services 

~ew Jerc.ey Health Services· Program 

3 
Volume ................. ............ . ~t1t$//Sr ~ lf?Z> 

HEW J'ERSEY HEALTH S 'RVICES PROGRAM 
BULLETI N NO . 3 

Re: Provider Manual Revisions - Hospital 

substitute the followi 9 revised sections for the same numbered sectioffs 
/ 

that now appear in the appropriat e manual : 

Hospital, Section 200.1 
\ 
I 
\ 

\ 

An 

[a. 

b. 

c. 

d. 

\ 

is one which eets all oft~ following 

/ 
/ 

general hospital by the/ New Jersey Department of 
Institutions a Agencies. (When only a specific identifiable 
part of a multi- .. vice institution is licensed, only the 
sect · on licensed is onsidered a qualifi ed provider.); and is 

Qualified to participate Title XVIII of the Social 
Security Act, or is dete_min currently to meet the require­
ments for such partic;i ation a has in effect a hospital 
u tilization revie~pian applicabl to all patients who 
receive medical ssistance under Tit~ XIX; and is 

Accredited y the Joint Conuniss ion on Ace ditation of 
Hospital (JCAH) or by the Committee on Hosp 
Americ Osteopathic Association; and has 

an agreement to part icipat~ and abide by the rules 
nd regulations of the Health Services Program. 

flllttr.s ro 8 
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Ilrns:-u ran c e C om pan y ·of America 

ffi.tl.Ietin. l 0 August 17, 1970 

A.TT:ENTION HOSPITAL PROVIDERS: 

, 

P.O. Box 1900 
MII.L\'tLLE, N. J. 08332 
TEt.ErHo;s;-E: (201) 621-6960 

· ( 609) 825-8700 

'llhra P.=Ublication is intended to provide additional clarification of 
. ~, 

~rating_ instructions. 

If, new. s:ection has been added on Hospital Pharmacy Reports, · MC-7. 
\ 

Pie-ase:: remove and destroy pages 11-27, 29, 36-39, and 44. Change 
numfie7r- on pages 45 to 46., 46 to 47, 47 to 48, 48 to 49, and 49 to 50. 

Ril'e: attached pages ll ~27, 29, 36-39, 44, 45, and s 11 !l/fV:11 ~?CJ 
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FOREWORD 

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

This manual is designed for use by providers billing for services 
furnished tmder the Program. It contains informational and 
procedural material needed to assist the provider in prompt 
and efficient payment of claims and to answer questions which 
patients may ask about the program. The procedures described in 
this manual have been deviseq to achieve the goals of the Program 
with due consideration to the needs of the covered persons and 
effective relationships with providers. 

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

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

GENERAL INFOR¥.i.A.TION ABOUT THE PROGRAM 

100. WHO IS ELIGIBLE 

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

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

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

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

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

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

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

2 



GENERAL INFORMATION 

101. HOW TO IDENTIFY A COVERED PERSON 

101.1 Plastic Identification Card (Exhibit I) 

This card identifies an individual or head of a family group found 
eligible for payment for authorized ·health services under the 
New Jersey Health Services Program admi nistered by the Division of 
Medical Assistance and Health Services, Department of Institutions 
and Agencies. It will contain the name of the individual or head 
of the household and the Health Services Program Case Number. 
This card is issued by the Division of Medical Assistance and 
Health Services. It will serve as an identification card only. 

NOTE: THIS CARD IS NOT A GUARANTEE OF ELIGIBILITY, BUT MUST BE 
ACCOMPANIED BY A CURRENT MONTH VALIDATION FORM ISSUED BY A COUNTY 
WELFARE BOARD OR THE STATE OF NEW JERSEY (SEE SECTION 101.2). 

Exhibit I 

,~-------- ··-----· 

NEW JERSEY 
HEALTKtSERVlCES PROGRAM 

-- · CS~ Nl.!:,l3 ER 

' 
• · j' 11-30 ,051234 

., 

: • • , _. : -- ► 

. • •~ :;,... , I •, • • • , •.: . ,' 

· .. <··-:' ' ·:.. . ' -~ ; · f ~ .. • •• , 

AUT l-io :-:11::0 . ~r J t ;~_:i •%~j)t~ 
7

,£4,;~ -, 
•10,muss '7/ · .. :~- ·· ' · - .J 

~ .· 

101.2 Validation Form (Exhibit II) 

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

NOTE: This form is the sole indicator of eligibility. The plastic 
identification card alone is not sufficient. 

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

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

3 



GENERAL INFORMATION 

---- COUNTY WELFARE BOARD 

VALIDATION FOR HEALTH SERVICES PROGRAM 

Valid Only for Month of Jan. 1970 

Exhibit II 
BUCKINGHAM 

01 John 
02 Mary 
20 F.mma Jones 
21 Lila 
22 James 
23 Belinda Smith 

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

In certain circumstances, a temporary identification and validation 
form will be issued. This form will identify the case a1 eligible 
for health oervices for 30 days from the date of issue. 

STATE OF NEW JERSEY 
DEPARTMENT OF INSTITUTI~S AND AGENCIES 

DIVISirn OF MEBICAL ASSISTANCE AND 1-EALTH SERVICES 

TEMPORARY IDENTIFICATION AND VALIDATION OF ELIGIBILITY 

CURRENT CASE NO. 

CTY PROG NUMBER 

I I I I I I I 

LAST NAME FIRST NAME. M.I. BIRTH DATE 

~o DAY YR 

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

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

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

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

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

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

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

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

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

I ' I I I I I I I I I I I I I I I I I I I 

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

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

Exhibit III 

MAP-16(11/69) 'ffl.1P. FDRM 
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EFFECTIVE DATE 

MO 

I 

DAY YR 

I 

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

This fonn, when si~d by or Cll behalf of the persCll 
whose nane is first listed, identifies the persCll(s) 
listed as eligible for papnent for authorized health 
services under the New Jersey Health Serivces Program. 

This fonn also servts as a tenporary validation of 
eligibility for a period not exceeding 30 d,;ys t'ran 
the effective date entered above. 

'lhe infonnation appearing on this f'm,n should be used 
1n ccrrplet~ the claim fonn to be subhltted to the 
appropriate Contractor for the State of New Jersey. 

NCYI'ICE 'ID CLID1!': 

This form must be si@Tled a, the line bela,r marked 
11SiP1)ature" by or en behalf of the persa, whOBe nane 
is first listed. '!his form mu.st be presented to the 
provider of health services to prove el1g1.b111ty ror 
payirent. 00 NO!' USE this fonn after rece1 v1ng your 
plastic identfficatfa, card and your lllCl'lthly 
"Validation for Health Services". 

S181}ature ______________ _ 

Prapar~d By 

Ajlprg\NDy 



GENERAL INFOHMATION 

102. AUTHORIZED SERVICES FOR COVERED PERSONS 

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

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

(b) Inpatient hospital services for persons ·65 and older in a 
public ins ti t ·ution for tuberculosis or mental diseases; 

(c) Outpatient hospital services; 

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

(e) Laboratory and x-ray services; 

(f) Skilled nursing home services; 

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

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

(i) Dental services, including dentures; 

(j) Home health care services; 

(k) Pharmaceutical services prescribed drups (legend an<l non-lerend) 

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

(m) Rehabilitation services; 

(n) Transportation, i.e., ambulance service to and from a medical 
facility ~1en the patient's condition precludes the use of 
other means of transportation. 
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GENERAL INFORMATION 

103. ELIGIBLE PROVIDERS 

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

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid Dealers; 

Home Health Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians; 

Optometrists; 

Approved Clinics (Independent Outpatient Health Facilities); 

Certified Orthotists; 

Pharmacies; 

Physicians; 

Podiatrists; 

Certified Prosthetists; 

Providers of Medical Transportation. 

104. FREE CHOICE BY COVERED PERSONS 

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

6 



GENERAL INFORMATION 

105. CONTRACTORS 

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

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

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

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

106. PRIOR AUTHORIZATION 

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

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

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

1. Where necessary medical care is provided to a patient who is 
temporarily absent from the state. 

7 



GENERAL INFORMATION 

2. When it is customary for the inhabitants of the district 
generally to use medical care resources and facilities outside 
the State of New Jersey. 

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

108. GENERAL EXCLUSIONS 

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

Payment is not made for: 

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

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

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

3. Private duty nursing service; 

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

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

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

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

8 



GENERAL INFORMATION 

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

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

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

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

109. CONFIDENTIALITY OF RECORDS 

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

110. UTILIZATION OF INSURANCE BENEFITS 

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

1. Title XVIII 

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

2. Workmen's Compensation 

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

3. Other Health Insurance 

When a covered person has other health insurance, the Program 
requires that such benefits be used. Supplementati~n shall be 
made by the Program when necessary, but the combined total shall 
not -e~9~ed the amount payable under the Program in the absence 
of other coverage. 

9 



GENERAL INFORMATION 

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

Under the provisions of Federal and State Law, the Division of 
Medical Assistance and Health Services must provide for continuing 
review and evaluation of the care and services provided in the 
Program. This will include review of utilization of services of 
practitioners and other providers. 

112. PROVISION FOR APPEALS - FAIR HEARING 

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

113. FRAUD 

The State Agency will establish and maintain methods for identifying 
situations in which a question of fraud in the program may exist, 
and referring to law enforcement officials situations in which there 
is valid reason to suspect that fraud has been practiced. 

114. CIVIL RIGHTS 

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

115. OBSERVANCE OF RELIGIOUS BELIEF 

Nothing in the Program shall be construed to require any person to 
undergo any medical screening, examination, diagnosis, or treatment 
or to accept any other health care or services provided under the 
Program for any purpose (other than for the purpose of discovering 
and preventing the spread of infection or contagious disease or for 
the purpose of protecting environmental health) if such person or 
his parent or guardian objects thereto on religious grounds. 
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200.1 

CHAPTER II 

COVERAGE OF SPECIAL HOSPITAL SERVICES 

DEFINITIONS 

Approved Special Hospital 

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

All special hospitals would be divided into the following three. classifications 
based on standards for participation and reimbursement: 

Classification A. 

Classification B. 

(Acute or Short Term): May be reimbursed on the basis 
of reasonable costs if all following criteria are met: 

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

2. Accredited by the Joint Commission on Accreditation 
of Hospitals as a hospital. 

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

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

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

(Rehabilitation): May be reimbursed on the basis of 
reasonable costs if all following criteria are met: 

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

2. Accredited by the Joint Commission on Accreditation 
of Hospitals as a hospital or Rehabilitation facility. 

3. Adoption of Ut~lization Review as follows: 
21 day recertification by attending physician 
Active Utilization Review Committee, Prior 
authorization through Local Medical Assistance 
Unit or Medicaid's Bureau of Child Health 
Services* for each additional 30 day period 
after the first 21 days, with authorizations 
to list expiration dates. Treatment plan 
required to support authorization request. 

NOTE: See Section 203.4 for procedure on obtaining 
prior authorization. 

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

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

*Special Hospitals for children are to submit prior authorization requests to: Chief, 
Bureau of Child Health Services, Division of Medical Assistance & Health Services, 

P.O. Box 2486, Trenton, New Jersey 08625. 
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• 
Classification c. (Special Hospital not qualifying to meet the standards 

of Classification A or B. 

Special Hospital$ in this classification approved for 
participation in the Health Services Program must adhere 
to the skilled nursing home policies and procedures or 
the classification B Special Hospital regulations e.g. 
prior authorization for each additional 30 day period 
after the first 21 days. Reimbursement is based upon 
a negotiated rate as determined by certified cost informa­
tion furnished by the special hospital and is limited by 
the ceiling established for skilled nursing homes under 
the New Jersey Health Services Program. The following 
criteria must be met for all Class C Special Hospitals: 

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

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

3. Prior authorization as follows: 

a. For those participating under skilled nursing 
home procedures: 
Prior authorization through the Local Medical 
Assistance Un~t for admission and continued care. 
Exception: Eligible Medicaid recipients admitted 
from Acute Care General Hospital or Class A 
Special Hospital do not require prior authorization 
for the first 30 days, provided the eligible 
recipient ha,d been duly admitted as a bed-patient 
in the hospital for three days immediately preceeding 
the admission to the Class C Special Hospital. 
Prior authorization is required for payment beyond 
the 30th day. 

These facilities will receive the Skilled Nursing 
Home Services Manual and m~st adhere to all rules, 
regulations and procedures stated therein. 

b. For those participating under Class B Special 
Hospital procedures: 
Prior authorization through Local Medical Assistance 
Unit or Medicaid's Bureau of Child Health Services* 
for each additional 30 day period after the first 
21 days, with authorizations to list expiration 
dates. Hospital must submit treatment plan to 
support authorization request. (See Section 203.4 
for procedure on obtaining prior authorizations. 

These facilitie$ will receive the Special Hospital 
Manual and must adhere to all rules, regulations 
and procedures stated therein. 

Special Hospitals for children are to submit prior authorization requests to: Chief, 
Bureau of Child Health Services, Division of Medical Assistance and Health Services, 
P.O. Box 2486, Trenton, New Jers.ey 08625. 
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200.2 

200.3 

Special Hospitals Outside the State 

Special Hospitals outside the State of New Jersey must be licensed by the 
appropriate agency under the laws of t:Ji_e respective state @d m'l.,l.St 100et the 
requirements of Number 2 and 3 under Classification A or B or Number 3 
under Classification C, whichever is applioable. 

Inpatient Hospital Services 

The term "Inpatient Hospital Services" means those items and services ordinarily 
furni$hed by an approved special hospital for th~ care and t:reaunent of inpatients 
which are provided under the direction of a phyqicia.n or dentist· in an institution 
maintained primarily for treatment and· care of patients with disorders other than 
tuberculosis or mental diseases. · 
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200. DEFINITIONS 

200.1 

CHAPTER II 

COVERAGE OF HOSPITAL 

An approved hospital 11 of the following conditions: 

a. Licensed as a general the New Jersey Department 
of Institutio~s and Ag ncies. When only a specific identifiable 
part of a multi-service insti ution is license~ only the section 
licensed is considered a qua lfied provider.); and is 

b. Qualified to participate u . er Title XVIII of the Social 
Security Act, or is deter ed currently to meet the require­
ments for such participat o and has in effect a hospital 
utilization review plan ppl cable to all patients who 
receive medical assista e un er Title XIX; and is 

c. Accredited by the Join on Accreditation of 
Hospitals (JCAH) orb the Commi tee on Hospitals of the 
American Osteopathic ~ssociation; and has 

d. Signed an agreemen 
and regulations of 

participate 
Health Servic 

the rules 

Hospitals outside the 
cited above and be li 
of the respective St 

of New Jersey must 
by the appropriate 

et conditions band c 

T~is section applie 
For policies on in 
on Special Hospit 

200.2 

to institutions licensed as 
licensed as special 

The term "Inp ient hospital services 11 means those item 
ordinarily fu ished by an approved hospital for the car 
of inpatient , which are provided under the direction of 
dentist in institution maintained primarily for treatme 
of patients with disorders other than tuberculosis or ment 

hospital. 
see manual 

and treatment 
physician or 
t and care 

diseases. 
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200.3 Inpatient 

"Inpatient" means a person registered as such for hospital bed 
occupancy in an Approved Hospital. 

200.4 Semi-Private Acconunodations 

"Semi-Private Room" means a hospital room containing two, three or 
four beds and classified as semi-private by the hospital. 

INPATIENT HOSPITAL SERVICES 

201. COVERED INPATIENT HOSPITAL SERVICES 

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

201.1 Bed and Board in Semi-Private Accommodations 

Including special medical dietary services. 

Accommodations other than semi-private require certification of medical 
necessity or lack of availability of semi-private accommodations 
(See Chapter III, "Explanation of Accommodations 11

). 

201.2 General Nursing Services 

201.3 Other Medical Services 

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

201.4 Facilities and Equipment 

Use of operating room, recovery room, delivery room, emergency room, 
intensive care unit, or other special room, including their respective 
facilities and equipment. 

Rev. 7/16/70 15 
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201.5 Supplies 

Therapeutic solutions, all types of anesthetic agents, oxygen, serums, 
dressings, surgical supplies, bandages, plaster casts and splints. 

201.6 Drugs and Biologicals 

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

201. 7 ~lood 

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

201.8 Rehabilitation Services 

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

201.9 Diagnostic X-ray 

Diagnostic use of X-ray or radioactive isotopes. 

201.10 Radiation Therapy 

Including teleradiotherapy, radioactive isotope therapy (non-sealed 
sources) administered internally, radium and radioisotopes (sealed 
sources). 

201.11 Laboratory Examinations and Diagnostic Studies 

Shall include diagnostic laboratory examinations and clinical tests, 
such as electrocardiograms, electroencephalograms, echoencephalograms, 
and other similar clinical tests. 

201.12 Prosthetic Devices 

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

Rev. 7/16/70 16 
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201.13 Maternity 

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

201.14 Ambulance 

Hospital based emergency ambulance service which results in inpatient 
admission. 

201.15 Services in .Connection with Dental Conditions 

Inpatient hospital services for dental conditions provided that: 

a. The services are necessary because of accidental injury, or 

b. The patient is admitted for extraction of one or more impacted 
teeth, or treatment of malignancy of the mouth, or oral surgery, 
or 

c. The patient is admitted for extraction of one or more teeth, and 
a physician certifies in writing that hospitalization is medically 
necessary for the health of the patient because of a specified 
organic complication, or 

d. The patient is admitted for an eligible non-dental condition and 
dental services are rendered (a) as part of ,the prescribed treatment 
for such condition, or (b) to alleviate the patient's discomfort 
during the period of hospitalization for such condition. 

201.16 Renal Dialysis and Renal Transplant 

a. Reimbursement for renal dialysis and renal transplant shall be made 
only to Centers approved by the New Jersey Department of Health. 
(See Health Services Program Bulletin No. 3, Policy on Renal Dialysis 
dated May 18, 1970). 

b. In renal transplant, reimbursement for services rendered to or items 
dispensed or furnished a donor will be considered a charge on behalf 
of the eligible recipient. 

201.17 Other Hospital Facilities 

All other hospital facilities and equipment ordinarily provided for care 
and treatment of inpatients and not specifically excluded. 
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202. NON-COVERED INPATIENT HOSPITAL SERVICES 

Benefits are not payable for any services rendered or -items dispensed 
or furnished in connection with: 

202 .1 Elective Cosmetic Surgery_ 

202.2 Mental Disorders 

Any illnesses which according to generally accepted professional 
standards are not amenable to favorable modification, except that 
benefits for mental health services shall be available to determine 
that such disorders or illness are not amenable to favorable 
modification (e.g., senility). 

202.3 Private Duty Nursing Services 

202.4 Items Not Related to Patient Care 

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

202.5 Patient Transporta~io~ 

(Except as stated under Covered Services Section 201.14.) 

202.6 Research or Teaching Studies 

Admission or extension of hospital stay solely for research or teaching 
studies. 

202. 7 Services R·endered Prior to and After Period of __ Eligibility 

a. Inpatient hospital services rendered prior to date of application. 

b. Where a Health Services Program recipient in a general hospital 
loses his eligibility during his hospital stay, the Program will 
cover the costs of the entire stay. · Eligibility on the date of 
admission or from the date of application (whichever is · 
applicable) carries for the entire length of that hospital stay. 
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OOVEAAGE OF HOSPITAL SERVICES 

202.8 Services Rendered Prior to Day Medically Necessary 

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

202.9 Services Rendered After Day Medically Necessary 

Inpatient hospital services rendered after the day it is medically necessary, 
except when special circumstances prevent the discharge or transfer of the 
patient. 
NOTE: The Contractors may reimburse a hospital up to 12 calendar days follcwing 
the period established as being medically necessary if special circumstances 
(social necessity) prevent .the discharge or transfer of the patient to his/her 
home, sheltered boarding home or intermediate care facility, and the hospital 
has taken effective action to stimulate placement of the patient. 

Effective action is defined as telephone notification to the County Welfare 
Board, Bureau of Children Services District Office or other responsible 
officials within one working day of the time that the stay has been determined 
to be no longer medically necessary. This telephone contact must be then 
c01;f inned in writing. 

A copy of the written notification must be submitted with all claims for which 
reimbursement is claimed for special circumstances (social necessity). 

Payment for Special CirclllilStances (Social Necessity) is specifically precluded 
for: 

a. Patients awaiting placement in an Extended Care Facility. 
Exception: Payment for three calendar days of inpatient 
hospital services after the date the hospital utilization 
review corrnnittee notifies the attending physician and 
patient that further stay is not medically necessary is 
all<=Med if effective action, as defined above, .is demonstrated. 

b. Patients awaiting placement in a Skilled Nursing Home. 

c. Patients for whom a claim has been denied for lack of medical 
necessity. 

d. Patients who were not eligible recipients as of the date of 
admission. 

202.10 Admissions Primarily for Rest Cure, Custodial or Convalescent 
Care, etq. 

Rest cure, custodial, convalescent or sanatoriumcare, .diet therapy 
for exogenous obesity; 
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Diagnostic procedures which can be done on an outpatient or out-of-hospital 
basis, including but not limited to laboratory tests, electrocardiograms, 
and diagnostic X-rays; 

Any condition for which hospitalization is not medically necessary. 

202.11 Services Which Are Billed By and Payable to Another Provider 

202.12 Items Not Norma.lly Charged to Patient 

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

202.13 Prior Authorization Not Obtained or Denied 

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

202.14 Any service, item which is not medicalli required for the 
diagnosis or treatment of a disease, inJury or condition 

203. SPECIAL PROVISIONS 

Entitlement to payment for each cont1nuous period of hospitalization is 
subject to the folla-Jing: 
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COVERAGE OF HOSPITAL SERVICES 

203.1 Notification of Admission 

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

203.2 Medical Certification 

The admitting (attending) physician is required to certify concerning 
the reasons for admission. This requirement shall be considered to 
be satisfied when the admitting form, including diagnosis(es) is 
completed by the hospital and signed by the physician. 

203.3 Approval by Individual Diagnosis - AID Progr~m 

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

203.4 Medical Recertification 

Whenever the span of inpatient days allowed under AID is exceeded, the 
attending physician is required to certify the necessity of continued 
hospitalization on or before the expiration of the AID days. Use 
Inpatient Recertification Form (MC-2). (See Section 309 of this 
Manual for instructions.) 

The physician's recertification is considered approval of additional 
days, however the maximum days allowed may not exceed those initially 
allowed under AID. Subsequent recertifications are required if 
hospitalization is medically necessary beyond this additional period. 

203.5 Utilization Review 

The hospital is required to meet the requirements of Title XVIII 
concerning utilization review for all medical assistance patients. 

203.6 Discharge Planning 

a. When an inp from the hospital and continuing 
medical care in another medical facility (i.e., 
Extended Car rsing Home, Special Hospital) or by a 
conununity he e Health Agency) , the hospital is 

ility or agency with a legible abstract 
or sunnnary le hospitalized and recommendations 
for furthe al care. T tion shall be provided at the time 
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-al discharge and must be signed by e attending physician. 
Copies o the transfer form shall also be nt to the Local Medical 
Assistance Unit. (See Section 304 for i tructions.) The Patient 
Information Transfer Form, Hospital and ursing Home, adopted by 
the New Jers Hospital Association an the New Jersey Nursing Home 
Association ( ent transfer form, may be used. 

b. When an inpatie is to be dischar ed from the hospital to an 
Extended Care Fa lity or Skille Nursing Home, the Health Services 
Program will reimij rse the rec ving facility for up to 30 days 
without prior autho ization b the Program. 

c. When the inpatient is 
to an Extended Care Fae 
are available. 

i ars of age or older, transfer must be 
ty if Medicare (Title XVIII) benefits 

203.7 Hos ital Hos ital 

Hospitals which don 
not eligible for p 
reason of acciden 

of an approved hospital are 
rvices are made necessary by 

injury or sudden d serious illness requiring 
ergency basis. Reimbu sement· for emergency care 

to a maximum of 20 days. 

Claims filed a non-approved hospital mus be accompanied by a 
statement ma e by the attending physician, in uding a description 
of the natu e of the emergency, pertinent clini 1 information 
concerningf the condition of the patient, and a certification that 
the services rendered were necessary to prevent the death of the 
individual or . the serious impairment of his health. 

OUTPATIENT HOSPITAL SERVICES 

204. OUTPATIENT HOSPITAL SERVICES 

Outpatient hospital services are those preventive, diagnostic, 
therapeutic, rehabilitative, or palliative items or services furnished 
to an outpatient by or under the direction of a physician or dentist 
in an approved hospital Outpatient Department. 

204.1 Outpatient 

"Outpatient" means a person registered in the outpatient department 
in an approved hospital in order to obtain services other than those 
requiring bed occupancy as an Inpatient. 
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203.6 Discharge Planning 

A. When an inpatient is to be discharged from the special hospital and 
continuing medical care is required, either in another medical 
facility (i.e., Extended Care Facility, Skilled Nursing Horne, General 
Hospital) or by a corrmuni ty heal th agency (e.g. , Hane Heal th Agency) , 
the hospital is responsible for providing the facility or agency with 
a legible abstract or summary of the patient's care while hospitalized 
and recomnendations for . further rnedical care. This infonnation shall be 
provided at the time of hospital discharge and must be signed by the 
attending physician. The Patient Information Transfer Form, Hospital 
and Nursing Home, adopted by the New Jersey Hospital Association and 
the New Jersey Nursing Home Association (Form #766), or equivalent 
trans£ er form, may be used. 

B. When an inpatient is to be discharged from an Acute Care or Short Term 
Hospital (Class A) to a Skilled Nursing Facility, the Health Services 
Program will reimburse the receiving facility for up to 30 days without 
prior authorization by the Program. 

C. When the inpatient is 65 years of age or older, transfer must be to an 
Extended Care Facility if Medicare (Title XVIII) benefits are' available. 

203.7 Hospital Benefits in a Non-Approved Hospital 

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

Claims filed by a non-approved hospital must be accompanied by a statement 
made by the attending physician, including a description of the nature of the 
emergency, pertinent clinical information concerning the condition of the 
patient, and a certification that the services rendered were necessary to 
prevent the death of the individual or the serious impairment of his health. 
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. 20 5. COVERED OUTPATIENT HOSPITAL SERVICES 

Approved special hospital outpatient depariJnents may provide the following 
services to outpatients when medically necessary. 

205.1 Examination and Treatment 

By a physician, dentist, or other practitioner eligible to participate in the 
New Jersey Health Services Program. 

205.2 Emergency Roam Services, Including Ambulance 

Hospital based ambulance services in "emergency conditions" when the outpatient 
is not subsequently admitted. "Emergency Condition" is defined as a critical 
illness or injury status for which prompt medical care may be crucial to saving 
life and limb. 

Non-emergency ambulance service is a covered service only when it is ordered 
by a physician and is medically necessary. A physician's written order stating 
that any other method of transportation is medically contraindicted must 
accompany the claim. -

205.3 Diagnostic or Therapeutic Radiology 

205.4 laboratory Examinations and Diagnostic Studies 

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

205.5 Drugs 

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

205.6 Rehabilitation Services 

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

205.7 Psychiatric Services 

Including psychological testing. 

205.8 Supplies 

Necessary for the diagnosis and treatment of the condition for which the hospital 
outpatient services are required, and ordinarily furnished to an outpatient. 

205.9 Blood 

Whole blood and/or derivatives, and necessary processing and administration thereof, 
when not otherwise available (See Section 208). 
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205. COVERED OUTPATIENT HOSPITAL SERVICES 

Approved hospital outpatient departments may provide the following 
services to outpatients when medically necessary: 

Examination and Treatment 

a physician, dentist, or other practitioner 
the New Jersey Health Services Program. 

Room Services Includin Ambulance 

205.4 Laborator 

subsequently 

Shall incl~de diagno tic laboratory exam ations and clinical tests 
such as electrocardio ams, electroence alograms, echoencephalograms, 
and other similar clin al tests. 

205.5 Dr~_ 

Dispensed by the hospital pha 
drugs, see Special Provision. 

205.6 Rehabilitation 

Physical, occupationa 
Section 209). 

205.7 

ological testing. 

205.8 

For regulations on take home 

and hearing services (See 

Necessa y for the diagnosis and treatment of the condf ion for which 
the ho pital outpatient services are required, and ordi rily furnished 
to an outpatient. 

Blood 

blood and/or derivatives, and necessary processing and admi 
thereof, when not otherwise available (See Section 208). 
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205.10 Dental Services 

See Dental Manual (Section 234.7 ) for prior authorization , treatment 
plan requirements, and proper processing of the REQUEST FOR AUTHORIZATION 
AND PAYMENT OF DENTAL SERVICES Form (MC-10). 

205.11 Outpatient Surgical Procedures 

205.12 Other Items or Services 

That are medically indicated and provided in the medical management 
of disease or injury and are ordinarily furnished to an outpa tient. 

205.13 Family Planning Services 

206. NO -COVERED OUTPATIENT HOSPITAL SERVICES 

206.1 

not payable for any 
in connection with: 

206.4 Research or Teachin 

Outpatient hospital ser 
for medical assistance . 

Any service or 
zation has not 

206.6 An admission or item which is not 
for osis or treatment of a disease 

items dispensed 

date of application 

where such authori-

Transp rtation including non-emergency ambulance (see Section 205.2 on 
ortation). 
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206. NON-COVERED OUTPATIENT HOSPITAL SERVICES 

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

206.1: 

206.2: 

206.3: 

206.4: 

206.5: 

Elective Cosmetic Surgery 

Private Duty Nursing Services 

Services and Supplies Not Related to Patient Care 

Research or Teaching Studies 

Prior Authorization Not Requested or Denied 

Outpatient hospital services rendered prior to the date of application for 
medical assistance. 

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

20 6. 6 : An Service, Admission or i tern which is not medicall · red for · 
the · agnos1.s or ·trea:t:nertt o a · sea.se, 1.nJury or con ion 

207. SPECIAL PROVISIONS REIATED TO PAYMENT 

There is no limitation on the duration or number of visits available 
to an eligible patient in the outpatient deparbnent. Ha-Jever, for 
the following rehabilitation . services , physical therapy, speech therapy 
occupational therapy, and psychotherapy,a plan of treatJnent is to 
be kept on file and should be completed during the patient's initial 
evaluation visit. Those services which involve an extended course 
of treatmmt require that certification for continued need be subrni tted 
to the Contractor every 30 days • The certification and or recertification 
shall consist of a typewritten statement signed by the prescribing 
physician which should indicate the type and scope of the procedures · 
to be rendered. The prescription must relate the type, amm.mt, frequency 
and duration of the therapy services that are to be furnished and IIIllSt 
include the diagnosis and anticipated goals. It should be noted that 
an order for "therapy as needed"will not be accepted. The certification_ 
IIIllSt be completed on a timely basis and the dates on the report must 
be applicable to the billing dates on the claim submitted. 
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207.1: Prior Authorization 

207.2 

Rev. 11/73 

a. Special items and services which are not usually part of the 
outpatient service (e.g., surgical supplies, glasses, custom 
ffi3.de limbs and braces, etc.) will require prior authorization. 
See Section 204. Medical Supplies Manual and Section 203.2, 
Vision Care Manual. 

b. Procedure for Obtaining Prior Authorization "When Dental Services 
are Other Than Routine 

If in the course of the initial examination and development of a 
treatment plan, services requiring prior authorization are included, 
then all subsequent services including those defined as routine 
dentistry require prior approval. The hospital will subrni t the 
treatment plan on the Dental Form (MC-10) with X-rays to the 
appropriate Dental Field Office for review. . 

If a treatment plan is developed which requires only routine dentistry, 
but a treai:Jrent change becomes necessary and services requiring prior 
authorization are indicated, then the routine services to that date 
may be submitted for payment and the request for additional services 
must be submitted for approval at the Dental Field Office. 
A record of care already completed with appropriate X-rays must be 
included. 

ConcurTent Care 

Services provided to a patient during the same period for the same 
condition by both private practitioner and outpatient facility, 
or by the two different outpatient facilities, are not covered. 
Payment will be rrade only for one service, except in an emergency. 
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'207. 3 Free Choice of Transfer 

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

SPECIAL PROVISIONS 

208. SPECIAL PROVISIONS RELATED TO BLOOD--INPATIENr AND OUTPATIENT 

Blood may be provided to an inpatient of an approved hospital, an outpatient 
of an approved hospital, or any approved medical facility when prescribed and 
supervised by a licensed physician. 

208.1 Scope of Service 

Whole bJ.ood, and/or derivatives, and necessary proQessing and administration 
thereof, is allowed with the following limitations. 

(a) Efforts should be made to arrange for the replacement of blood. 
This can be done by contribution of a blood donor, or by using a 
blood replacement plan that includes the eligible person as a 
beneficiary (if available). 

(b) The cost of donated blocx:l or blood received through a replacerrent 
plan is not reimbursable. Havever, the charge for cross-matching, 
indexing, storage and transfusing is reimbursable. 

Cc) Certification by the supplier or the facility where the transfusion 
is given, that voluntary blood donations cannot be obtained is required. 

209. REHABILITATION SERVICES - SPECIAL HOSPITAL OUTPATIENT ONLY 

209.1 Definitions 

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

(b) "A qualified physical therapist is one who: 

1. Has graduated from a physical therapy curriQullDil 
approved by -

a. The Almrican Physical Therapy Association; or -

b. The Council on Medical Education and Hospitals 
of the American Medical Association; ' or 
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c. The Council on Medical Education of the .American Association in 
collaboration with the .American Physical Therapy Association; or 

2. Prior to January 1, 1966 --

a. Has been admitted to membership by the American Physical Therapy 
Association; or v 

b. Has been admitt~d to registration by the American Registry of 
Physical Therapists; or 

c. Has graduated from a physical therapy curriculum in a 4-year 
college or university approved by a State departJrent of education, 
is licensed or registered as a physical therapist, and where 
appropriate, has passed a State examination for licensure as a 
physical therapist; or 

3. If he is ctrrTently licensed or registered to practice physical therapy 
pursuant to State law, he: 

a. Was licensed or registered prior to January 1, 1970, and has achieved 
a satisfactory grade through the examination conducted by or under the 
sponsorship of the Public Health Service; or 

b. Was licensed or registered prior to January 1, 1966., and .,prior to 
January 1, 1970, had 15 years of full-time experience in the treaurent 
of illness or injury through the practice of physical therapy in which 
he rendered services upon the order of and 'under the direction of attending 
and referring physicians; or 

4. If trained outside the United States--

I . 

a. Has graduated since 1928 from a physical therapy curriculurn approved 
in the country in which the curriculum was-:l..ocated and in which there is 
a member organization of the World Confederation for Physical Therapy; and 

b. Is a member of a member organization of the Wqrld Confederation for Physical 
Therapy; and 

c. Has completed 1 year's experience under the supervision of an active member 
of the .American Physical Therapy Association; and 

d. Has successfully completed a qualifying examiration as prescribed by the 
.American Physical Therapy Association. 
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A "speech therapist" is certified by the American Speech and 
Hearing Association, or has completed the academic require.Jrents 
and is in the process of acclUilulating the necessary supervised 
work experience required for certification. 

A "qualified occupational therapist" is registered by the American 
Occupational Therapy Association or is a graduate of a program in 
occupation therapy approved by the Council on Medical Education 
of the American Medical Association and is engaged in obtaining 
the required supplemental clinical experience prerequisite to 
registration by the American Occupational Therapy Association. 
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209.2 Scope of Services 

This section is concerned with rehabilitation service which includes 
physical therapy, occupational therapy, speech therapy, and other 
restorative services provided for the purpose of attaining maximum 
reduction of physical or mental disability and restoration of the 
patient to his best functional level. It does not include physical 
medicine procedures administered directly by a physician, or physical 
therapy which is purely palliative, such as the application of heat 
per se, in any form; massage; routine calisthenics or group exercises; 
assistance in any activity; use of a simple mechanical device; or other 
services not requiring the special skill or a qualified physical 
therapist. 

Rehabilitation services shall be made available to covered persons 
as an integral part of a comprehensive medical care pr9gram. Such 
services include not only intermittent or part-time service to the 
patient, but also instructions to responsible members of the family 
in follow-up procedures necessary for the care of the patient. 

209.3 General Policies 

a. Providers of Services 

Rehabilitation services shall be provided by qualified 
therapists employed by or under contract to the Hospital. 

EXCLUSION: Rehabilitation services provided by a physical 
therapist on a private basis are not reimbursable. 

b. Where Care May Be Provided 

Rehabilitation services may be provided in the patient's home 
or other place of residence, in a hospital outpatient department, 
in an approved clinic (independent outpatient health facility 
not part of a hospital). 

C c. Prior Authorization (See Section 207.1) 

[ 
d. 

210. 

Supervision of Therapy 

All therapy must be provided under direct personal supervision 
and in the presence of a qualified therapist or fully licensed 
physician. 

TAKE HOME DRUGS--OUTPATIENT ONLY 

210.1 Prescription Policies 

The program provides payment for take home drugs dispensed by the 
hospital pharmacy. 
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The choice of prescription drugs remains at the discretion of the 
prescribing physician. However, preference should be given to: 

1. Drugs listed in the latest edition of the U.S. Pharmacopoeia 
(U.S.P.), National Formulary (N.F.), New Drugs, and Accepted 
Dental Therapeutic Remedies. 

2. Oral medication when as effective as injectable preparations. 

3. Non-proprietary or generic named drugs of equal therapeutic 
effectiveness if available at a lower cost than proprietary or 
brand-named drugs. 

Rev. 7/16/70 27 



COVERAGE OF HOSPITAL SERVICES 

210.2 Non-Reimbursable Prescriptions 

Prescriptions will not be eligible for payment under the program in 
the following instances: 

1. Drugs for which adequate literature, i.e. package inserts, etc., 
and price catalogues are not readily available. 

2. Experimental drugs. 

3. Drugs and biologicals provided without charge through programs 
of other public or voluntary agencies (i.e., New Jersey State 
Department of Health, New Jersey Heart Association, etc., Drug 
and Biological Listing available from pharmacies). 

210.3 Quantity Limitations 

The Quantity of Medication prescribed should provide a sufficient 
amount of medication necessary for the duration of the illness or an 
amount sufficient to cover the interval !between visits, but may not 
exceed a 60-day supply. 

EXCEPT: 1. Oral antibiotics or anti-infective agents may not be 
prescribed for more than a ten (10) day supply. 

2. Oral contraceptives may be prescribed for up to a 
three-month supply. 

At the decision of the prescribing physician, connnonly used sustaining 
drugs should be prescribed in sufficient quantity to treat the patient 
for up to sixty (60) days. 

210.4 Prescription Requirements 

1. All prescriptions should signify in writing the prescribing 
physician's intentions for refills up to two times. 
Two refills within a six-month period are eligible for payment 
(see Exceptions 1 and 2, Section 210.3). 

Payment will not be made under the program unless the prescribing 
physician includes specific directions on all prescriptions 

· ("prn", "as directed", and "ad lib" are examples of non-acceptable 
directions). This ruling does not apply for prescriptions such 
as topical preparations, aercsol inhalers or Nitroglycerin tablets 
since specific directions are seldom possible in these instances. 

2. Two refills within a six-month period are eligible for payment. 
Oral contraceptives for which the prescriber may indicate a three­
month supply may be refilled twice within a nine-month period. 
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CHAPTER III 

ADMISSION AND BILLING PROCEDURES 

300. SUMMARY OF ADMISSION PROCEDURES FOR INPATIENTS 

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

300.1 Identification Card and Validation Form 

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

It is very important that the case number and person number be 
accurately recorded on the claim form. The case cannot be processed 
if either of the numbers is missing or incorrect. 

(For more detailed information, see Section 101.) 

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

This 3-part form serves two purposes: (1) To report to the Local 
Medical Assistance Unit the admission of a covered person who is 
eligible for medical assistance; (2) To bill the program for the 
inpatient services rendered. 

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

Provider Copy (MC-1-B) 

County Copy (MC-1-C) 

- To be retained by the Provider. 

- This copy must be submitted to the 
Local Medical Assistance Unit within 
48 hours of admission. It is not to 
be sent to the Contractor. 
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Hos ital 

Use a legible printing 

The fallowing 

Item 1: Patient's ame--Enter the patient's 
name, as shown on th validation form. 

Item 2: Sex--Enter" the 

/ 

the form. 

of admission: 

by month, day Item 3: Birth Date--Ent r the patient's 
and year. If the date of birth is unkn 
without the date of birth. If only th 
the year. While the date o birth is 

, transmit the claim form 
year of birth is known, show 

seful as identification and 
should be shown when availab m will be processed without it. 

Item 4: Leave blank. 

Item 5: Enter Admission Date. 

Item 6-9: Leave blank. 

Item 10: Enter 

Item 11: Enter 

Item 12: Health 
person's program case n 
validation form. (See on 101.) 

Item 13: _P_a_t_i_e_n_t _ _;;~r.;__N_u_m_b_e~r--Enter the p tient person number shown 
on the validation (See Section 101.) 

NOTE: In maternity ases, when the child remai sin the hospital 
after the mo er is discharged, the hospi al must contact 

Item 14: 
This 

Item 15: 

elfare Board in order to obtai the child's 

rovider Name and Address-Abbrevia ons may be used. 
may be preprinted. 

Provider Number-This information may e preprinted. 
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301.1 Completing Inpatient Hospital Claim (Form MC-1) 

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

The foll<:Ming items are to be completed at the time of admission: 

Item 1: Patient's Name-- Enter the patient's last name, and first 
name, as sh<:Mn on the validation form. 

Item 2: 

Item 3: 

Case Name--Enter the name as it appears on the validation form. 

Sex--"X" in the appropriate block. 

Item 4: Birth Date--Enter the patient's birth date by month, day and year. 
If the date of birth is unknown, transmit the claim form without the date 
of birth. If only the year of birth is known, show the year. While the 
date of birth is useful as identification and should be sh<:Mn when available, 
a claim will be processed without it. 

Item 5: Enter Admission Date. 

Item 6-9: Leave blank. 

Item 10: Enter Attending Physician's Name. 

I tern 11: Enter Medical Record Number. 

Item 12: Health Services Program Case Number--Enter the covered person's 
program case number as shown on the identification card or validation form 
(See Section 101.) · 

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

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

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

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

fr-tern 16: Patient's Address and Phone Number --Complete with all available 
~tient information. 
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Item 17: · Patient's Certification, Authorization to Release Information 
and Payment Request-Have the patient or his authorized representative 
read and sign the statement on the form. If the hospital obtains 
the signature on its own admission record form, check the block 
marked "Contained in Provider's Record." The signature on form MC-1 
need be legible only on the original. If the patient cannot sign his 
name because of his physical or mental condition, another person may 
sign on his behalf. The statement should be read to a patient who 
signs by mark, and witnessed by a person who knows the patient. 
Enter the name and address of the witness. In certain situations, 
a hospital representative may sign on behalf of the patient. If the 
patient is a minor, a parent or guardian should sign and indicate 
relationship. 

Items 18-21: Leave blank. 

Item 22: Admitting Diagnosis--Enter the admitting diagnoses as 
furnished by the physician. List the primary condition first. 

NOTE: This Item must be completed in all instances. 

301.2 Disposition of Form MC-1-C 

The bottom copy of the Claim Form, County Copy 0-IC-l-C) must he 
submitted to the Local Medical Assistance Unit within 48 hours 
after admission. It is not to be sent to the contractor. 
The two top copies are retained by the hospital for bill_ing 
purposes. (See Exhibits.) 

302. BILLING PROCEDURES FOR INPATIENT SERVICES-GENERAL 

Form HC-1 (1-70)--Inpatient Hospital Claim is used to bill for inpatient 
services in a participating hospital and for emergency inpatient services 
in a nonparticipating hospital. 
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302.1 Inpatient Admission After Outpatient Services 

Sometimes a patient is admitted to the hospital as an inpatient 
after receiving outpatient services. If the patient is admitted as 
an inpatient before midnight of the day outpatient services were 
rendered, all services are considered inpatient services for billing 
purposes. The day of formal admission as an inpatient will be 
considered as the first day on inpatient hospital services. 

302.2 Leave of Absence 

It is not necessary to submit a new admission and billing each time 
the patient has a leave of absence. Instead, the hospital may bill 
for days, excluding leave of absence. (See Section 303.) 

302.3 Medicare/Medicaid Coverage 

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

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

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

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

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

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

NOTE: Days should not include 

a. Day of discharge or death. 
b. Days for which no payment can be made 

because patient was on a leave of absence. 

If interim bil l situation, include last day being billed. If final 
bill, do not include day of discharge or death. 
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Example: 

Period Billed 

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

No. of Days 

15 
4 
2 

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

Item 18: Statement of Charges 

Show all charges for the period covered by the current billing for 
each ·of the departments. l~1ere your hospital has more departments 
than shown on the form, utilize Items 26, 27 and 28. 

Acconnnodations--See Section 201.1 for an explanation of the rules on 
other than semiprivate accommo4ations. 

Acconnnodation days should not include the day of discharge, even 
where the discharge was late. However, where the hospital normally 
makes an extra charge for a late discharge, it should enter the extra 
charge under "Covered Charges." Where this charge was made because 
the patient remained in the hospital after checkout time for his own 
convenience, the charge should be entered under ''Noncovered Charges." 
However, where the patient's stay beyond the checkout hour is occasioned 
by his medical condition, e.g., a bedridden patient awaiting transfer 
to his home or to an extended care facility, the services furnished 
by the hospital are entered under "Covered Charges." 

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

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

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

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

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

room and enter the total charge in 
There i s t o be no entry in the "Non-

If the patient was in a one-bed accommodation for other than medical 
reasons, payment cannot be made f or more than the cost of semiprivate 
accommodations. (The completion of Form MC-5, Explanation of 
Accommodation Furnishe~, is not necessary in this case.) In the 
Noncovered Charges column, show the difference between the private 
room charges and the most prevalent semiprivate room charges at the 
time of admission. 

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

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

Coronary/Intensive Care and Self Care 

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

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

Lines 06-28: General 

Show all charges for the period cover ed by the current billing for 
each of the departments. NOTE: Line 07 includes recovery room and 
Line 22 includes intravenous solution. 
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Line 98; Enter total of covered and noncovered charges. 

Item 19: Other Coverage--Remaining Charges 

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

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

Item 20: Patient Status--Check Appropriate Block. 

If discharged also enter date in Item 21. 

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

If deceased enter date of death in Item 21. 

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

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

Item 22 : Admit_t:ing Diagnosis--(See Section 301. 2) 

Item 23: Discharge or Current Diagnoses--Enter all the .diagnoses 
shown on the face sheet or discharge sheet of the patient's hospital 
record which relate to the condition requiring the current hospital­
ization. The primary diagnosis shown is the illness or condition 
which was the primary reason for the patient's hospitalization. 
Other diagnoses should be shown under secondary. The diagnoses 
should be shown in accordance with recognized nomenclature, e.g., 
" International Classification of Diseases Adapted, ' · "Current Medical 
Terminology, 11 or "Standard Nomenelature of Diseases and Operations. 11 

Item 24: Surgical Procedure--Surgical procedure should be specified 
in detail using recognized nomenclature such as that in "Current 
Medical Terminology, 11 

; Current Procedural Terminology, I! "Standard 
Nomenclature of Diseases and Operations, ' etc. For the purpose of 
this form, surgery includes incision, excision, amputation, intro­
duction, endoscopy, repair, destruction, suture, and manipulations. 
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the name of the procedures, if any, shown on the sheet or 
disco rge sheet of the patient's hospital record which performed 
during the period covered by the bill. Show the dates o. each operation 
or endo opic procedure listed. List first those proc ures related 
to the pr·mary diagnosis. List all other operation nd endoscopic 
procedures n the same order as is shown on the fac sheet or 
discharges 

Item 25: ent Related--If the conditio is considered to be 
employment relate , the admitting diagnosis hould always be shown 
along with the nam and address of the emP. eyer. No program payments 
shall be made for a atient covered by W kmen's Compensation. (Any 
amounts not covered b Workmen's Campen ation should be entered in 
Item 19, line 32 with appropriate e lanation in the Remarks 
section.) 

Item 26: Other Insurance 
other than Medicare or Wo 

Item 27: Provider Certific 

--Applies to coverage 
(See Section 110.) 

or recertification is re 1 representative should make 
sure that the physician's 
the hospital records. I 
before it is submitted o the contract 
be the date the bill· actually mailed 
not be before 
acceptable. 

date in Item 7. 

and recertifications are in 
claim form should be dated 

The date forwarded should 
the contractor and should 
stamped signature is 

REMARKS--This bl ck will be used by the hospit 

Item 28-37; or Contractor's use only. 

304. sition of Forms 

a. 

Units --+-----

original copy (MC-1-A, Contractor's copy) must be fo 
hospital's contractor for processing. 

second copy (MC-1-B, Provider's copy) is 
hospital. 

The third copy (MC-1-C, Notice of Admission) must be 
Local Medical Assistance Unit within two (2) working days after 
admission. 
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Enter the name of the procedures, if any, sh<:M1 on the face sheet or 
discharge sheet of the patient's hospital record which were performed 
during the period covered by the bill. Sh<»J the dates of each operation 
or endoscopic procedure listed. List first those procedures related to 
the primary diagnosis. List all other operation and endoscopic procedures 
in the same order as is shCM1 on the face sheet or discharge sheet. 

Item 25: Employment Related--If the condition is considered to be 
employrrent related, the admitting diagnosis should always be sh<:M1 along 
with the narre and address of the employer. No program payments shall be 
made for a patient covered by Workmen's Compensation. (Any amounts not 
covered by Workmen's Compensation should be entered in Item 19, line 32 
with an appropriate explanation in the Remarks section.) Also check 
the appropriate box to indicate whether or not the services rendered 
were as a result of a Motor Vehicle accident. 

I tern 26 : Other Insurance or liability Coverage--Check type of other 
insurance coverage, other than Medicare or Workmen's Compensation, 
(See Section 110) and insert the other carrier's name and policy number. 

Item 27: Provider Certification and Signature--When a certification or 
recertification is required, a hospital representative should make sure 
that the physician's certification and recertification are in the hospital 
records. In all cas.es the claim form should be dated before it is submitted 
to the contractor. The date forwarded should be the date the bill is 
actually mailed to the contractor and should not be before the "Thru" 
date in Item 7. A stamped signature is acceptable. 

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

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

304. Dis~osition of Forms MC-1, Reports and Request to Local Medical 
Assistance Units 

304.1: Form MC-1 

a. 

b. 

c. 

The original copy (MC-1-A, Contractor's copy) ·must be forwarded 
to the hospital's contractor -for processing. 

The second copy (MC-1-B, Provider's copy) is to be retained by 
the hospital. 

The third copy (MC-1-C, Notice of Admission) must be mailed to­
the Local Medical Assistance Unit within two (2) working days 
after admission. 
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304.2 

304.3 

COUNIY 
'CODE 

01 
05 
02 
03 

04 
06 
07 
07 
08 
17 
09 
10 
18 
21 
11 
12 
13 
14 
19 
15 
16 
20 

305. 

HOSPITAL ADMISSION AND BII.J.JNG PROCEDURES 

Other Reports and Requests Required by local Medical Assistance Units. 

The following is a list of local Medical Assistance Units, their identification 
number and their addresses. It should be noted that the identification number 
comprises the first two positions of the Health Services Program Identification 
number and indicates which local Medical Assistance Unit has jurisdiction in 
submission of requests for authorization and other reports. 

N.B. Inquiries concerning eligibility and applications for eligibility are 
to be sent to the County Welfare Board of patient's residence. 

Directory of Local Medical Assistance Units. 

COUNI'Y 

Atlantic 
Cape May 
Bergen 
Burlington 

Camden 
Cumberland 
Essex #1 
Essex #2 
Gloucester 
Salem 
Hudson 
Hunterdon 
Somerset 
Warren 
Mercer 
Middlesex 
Monrrouth 
Morris 
Sussex 
Ocean 
Passaic 
Union 

STREET 
ADDRESS MUNICIPALITY 

1601 Atlantic Ave. Atlantic City 
" " " " " 

50 Main Street Hackensack 
Chesley & Alloway Bldg. 
Rt.38&Eayrestoon Rd.Mt. Holly 
530 Cooper St Ccunden 
7 E. Broad St Bridgeton 
79 6 Broad St Newark 
505 South 15th St Newark 
42 Delaware Ave. Woodbury 
" " " " 

100 Newkirk Street Jersey City 
6 Court Street Flemington 
II ti ti ti 

" " II II 

324 E.State Street Trenton 
75 Paterson Street New Brunswick 
320 Broad Street Red Bank 
4 Court Street 
II II II 

Morristown 
II 

1851 Hooper Avenue Toms River 
152 Market Street Paterson 
7 Bridge Street Elizabeth 

EXPLANATION OF ACCOMODATION FURNISHED (Form MC-5) 

ZIP 
CODE 

08404 
II 

07601 

08060 
08101 
08302 
07101 
07101 
08096 

" 
07306 
08822 

II 

II 

08625 
08903 
07701 
07960 

II 

08753' 
07509 
07201 

(EXHIBIT II) 

P.O. 
BOX 

1970 
II 

19 
440 
1576 

1900 
II 

2465 
1274 

2863 

TELEPHONE 

609-344-2861 
II II II 

201-488-566 7 

609-261-0448 
609-365-3926 
609-451-6550 
201-648-2470 
201-648-3700 
609-845-7185 

II II II 

201-792-6390 
201-782-1130 

11 11 II 

11 II II 

609-292-7315 
201-246-0653 
201-842-6440 
201-267-1700 

11 II II 

201-255-6226 
201-523-2800 
201-355-8860 

Form MC-5, Explanation of AccoJIDTIOdation Furnished is used by the hospital to 
explain an accorrunodation other than a two-,three-, or four bed room 
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The cost of a one-bed accommodation is covered by the Health Services 
Program if it is medically necessary. The medical necessity for a 
private accommodation should be described on the MC-5 from the 
physician's order and the reason as given by him in the hospital's 
medical record. It is not necessary to attach a special statement 
from the doctor for this purpose. 

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

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

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

306. COMPLETING ITEMS ON THE FORM MC-5 

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

Item 17: Type of Accommodation Furnished 

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

To determine the most prevalent charge for semiprivate accommodations, 
consider the following features: 

1. Type of Accommodation. 

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

3. Total beds found in each type for each room rate. 

4. Rate you charge daily for the type of room. 

Your most prevalent charge for semiprivate accommodations is that 
single rate you charge for the largest entry appearing under your 
"Total Beds" colunm. 
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Example: 

(1) (2) (3) (4) 
Type of Total rooms Total beds Rate per 

accommodation of this type col. (1) X day 
col. (2) 

2 beds 10 20 $30 
2 beds 8 16 35 
3 beds 2 6 20 
4 beds 1 4 15 

NOTE: $30 . is the most prevalent semiprivate charge. 

Item 18: Reason for Assignment to Accommodation Mentioned 

A. Patient's Request--Where a five or more bed accommodation was 
furnished at a patient's request, the patient should sign the 
MC-5 in Item 19. Enter the date of signing in Item 20. 

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

Item 20: Date of Signature. 

Item 21: Medical Necessity--Describe the reason for assignment to a 
one-bed room from the physician's order shown in the hospital records. 

Item 22: Other Reasons--Where the hospital believes that an assignment 
to a five or more bed accommodation is justifiable for some other 
reason, it should describe the reason in this block. 

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

Item 24: Date of Signature. 

Item 25-28: For Contractor's use only. 
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307. INPATIENT RECERTIFICATION 

307.1 Recertification 

Whenever the span of inpatient days allowed under AID (Approval by Individual 
Diagnosis--See Section 203.3) will be exceeded, the attending physician is 
required to certify concerning the necessity of continued hospitalization 
beyond the AID days. 
307.2 Promptness of Recertification 

The regulations of . the New Jersey Health Services Program require the recertification 
of the need for continued hospital stay of the patient. The attending physician 
is required to complete the recertification on or before the expiration of the 
AID days. Program payment will not be made unless this requirement is met. 
307. 3 Inpatient Recertification (Fom MC-2) (Exhibit III) 

Form MC-2 Inpatient Recertification is to be used by the attending physician 
whenever AID days are exceeded as noted above. The form is to be completed in 
quadruplicate, and signed by the attending physician (See Section 309.). 
308. COMPLETING ITEMS ON FORM MC-2 

Inpatient Recertification--Iterns 1-16--Information can be obtained from the claim 
Form MC-1 and listed exactly as it appears on that form. 
Item 17: AID - Complete with the number of days allowed for the previous 
diagnosis according to the AID Manual, Second Revision, and enter the 
calendar date on which this AID allowance ends. 

Attending physician is required to answer the Items listed below: 

Item 1: Cu.rrent Diagnosis--The Current Diagnosis must be specified in 
all instances. 

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

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

Item 4: Post-Hospital Care--Check the applicable box. 

Date: The month, da¥ and year on which the recertification was completed and 
signed should be indicated. (This date should be no later that the date shown 
in Item 17 above). 

The attending physician's signature Irn1St appear on all copies of the form. 
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309. DISPOSITION OF COPIES OF COMPLETED MC-2 (A.I.D. Hospital) 
A. The original (MC-2-A Contractor's Copy) must be forwarded to the 

hospital's contractor with Form MC-1 for processing. 
B. The second copy (MC-2-B County Copy) must be mailed to the weal 

County Medical Assistance Unit. 
C. The third copy (MC-2-C Provider Copy) will be retained by the hospital. 
D. The fourth copy (MC-2-D Utilization Corrmittee Copy) will be forwarded 

to the provider's Utilization Review Corrmittee for review. 

309.1 Disposition of Copies of Completed Forms MC-2 When Used for Prior Authorization 
Request 

Hospitals which do not have the AID Program must utilize the MC-2 (1-70) as a request 
for Prior Authorization for inpatient services beyond the 21st day. 
The completed original, second, and third copies are forwarded to the weal Medical 
Assistance Unit. for review. The fourth copy will be forwarded to the provider's 
Utilization Review Corrmittee. If the weal Medical Assistance Unit has authorized the 
additional days, it will be indicated by signature on the original and third copy, 
specifying the additional days allaved and the expiration date. The hospital will 
forward the original copy (MC-2A) to the appropriate Contractor together with the claim 
for payment. 

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

Form MC-4 Outpatient Hospital Billing--will be used by a hospital to report outpatient 
services. 
Under the New Jersey Health Services Program, the Hospital must submit this form on a 
rronthly billing cycle. HCMever, separate claim forms will be required for services 
rendered in different calendar quarters. 

A. PROCEDUR..E FOR BILLING FOR DENTAL SERVICES 
After completion of treatment, either authorized or routine, the Dental 
Form (MC-10), with descriptions and dates of services rendered, utilizing 
proper procedure code m.unbers, is attached to the Hospital Outpatient Form 
(MC-4) which is used to make the charge for the dental clinic visit. These 
forms are then. submitted to the appropriate fiscal agent for the hospital. 

B. PROCEDURE FOR BILLING FOR MEDICARE/MEDICAID PATIENT 
When the patient is covered under both programs only a Medicare Form (SSA-1483) 
should be completed, with Item 11 shewing the Health Services Program Case 
ans Person Number on that Medicare fonn. 

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

311. COMPLETION OF I'IEMS FORM MC-4 (Exhibit IV) 

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

Item 1: Patient's Name--Enter the patient's last name, and first name, as shewn 
on the validation form. 
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Item 2: Case Name--Enter the name as it appears on the validation form. 

Item 3: Sex--Enter "X" in the appropriate block. 

Item 4: Birth Date--Enter the patient's birth date by month, day and 
year. If the date of birth is unknown, transmit the claim form 
without the date of birth. If only the year of birth is known, 
show the year. While the date of birth is useful as identification 
and should be shown when available, a claim will be processed without 
it. 

I tern 5 : Leave blank. 

Item 6-7: Claim From and Thru Dates--Enter the dates of the first and last 
service for period covered by the claim form. 

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

Item 9 : Leave blank. 

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

Item ·11: Enter Medical Record Number. 

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

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

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

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

Gtem 16 : Enter the patient's Address and Telerhone Number when available. 

Item 17 : Patient's Certification, Authorization to Release Information 

Rev. 11/73 

and Payment Request--Have the patient or his authorized representative 
read and sign the statement on the form. If the hospital obtains the 
signature on its own admission record form, check the block marked 
"Contained in Provider's Record . " The signature on form MC-4 need be 
legible only on the original. 

If the patient cannot sign his name because of his physical or mental 
condition, another person may sign on his behalf. 
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The statement should be read to a patient who signs by mark, and witnessed by a 
person who knows the patient. Enter the name and address of the witness. In 
certain situations, a hospital representative may sign on behalf of the patient. 
If the patient is a minor, a parent or guardian should sign and indicate relationship. 

Item 18: Type of Clinic/Dates Visited--Check the appropriate box concerning whether 
a Plan of Trcaunent, established by the physician, is being retained in your hospital 
records. Further indicate the date established if applicable. Complete the remaining 
portion by entering the type of clinic and the date of each visit. 

Item 19: Statement of Charges--Enter the charges for the period coverd by the claim. 
Lines 26,27 and 28 should be used to list additional services. Shew total charges 
on Line 98. 

Item 20: Other Coverage--Remaining Charges 

If patient is also covered under Medicare, see Section 310. If patient does not 
have Medicare coverage, enter charges not covered by other insurance ll1 Item 20, 
Line 32. Appropriate information should be entered in Item 25. 

NOTE: Item 20 is reserved solely for other insurance coverage 
Item 19 and 20 cannot be completed on the same claim form. 

Item 21: Patient Status--Check Appropriate Block. 

Item 22: Nature of Service Rendered--List here, from the patient's hospital record, 
the nature of the illness or inJury for which services were given. Acceptable 
medical terminology should be used, such as International Classification of Diseases 
Adapted, Current Medical Terminology, etc. If the nature of the illness or injury 
is not known, enter "not known". 

Item 23: Surgical Procedures--Surgical procedures should be specified in detail using 
recognized nomenclature such as that used in "Current Medical Terminology," "Current 
Procedural Tenninology", "Standard Nomenclature of Disease and Operations," etc. For 
the purpose of this form, surgery includes incision, excision, amputation, introduction, 
endoscopy, repair, destruction, suture, and manipulations. 

Enter the name of the procedure, if any, which were performed during the period 
covered by the bill. Shew the dates of each operation or endoscopic procedure listed. 
List first those procedures related to the primary diagnosis. List all other 
operation and endoscopic procedures in the same order. 

Item 24: Employment Related--If the condition is considered to be employment related, 
the diagnosis should always be shown along with the name and address of the employer. 
No program payments shall be made for a patient covered by Workmen's Compensation. 
(Any amounts not covered by Workmen's Compensation should be entered in Item 20 

[ 

Line 32 with an appropriate explanation in the Remarks section.) Also indicate 
whether the services were rendered as the result of a Motor Vehicle accident by 
checking the appropriate box. 
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tern 25: Other Insurance or Liabili Covera e--Check the type of other 
nsurance coverage other than Medicare or Workmen's Compensation - See 
ection 110.) and insert the other carrier's name and policy number. 

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

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

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

312. DISPOSITION OF COPIES OF COMPLETED FORM MC-4 

A. The original copy (MC-4-A Contractor's Copy) will be forwarded to 
the hospital's contractor for processing. 

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

313. COMPLETING ITEMS ON FORM MC-7 

Form MC-7 Hospital Pharmacy Repo:rt must be completed when take home ~ugs are 
dispensed by Outpatient Hospital facilities. 

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

Health Services ProHam Case Number--Enter the patient's program case number as 
shown on the identi1cation card or validation form. (See Section 101.) 

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

Drug Supplied--Enter generic name of drug. 

Provider Number--Enter the provider nl.llilber. 

Manufacturer--Enter name of drug manufacturer. 

Cost--Enter actual invoice cost. 

Quantity Dispensed--Enter quantity dispensed in metric system only. 

Day's Supply--Enter m.unber of days. 

Dosage Form--Enter drug directions. 
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HOSPITAL ADMISSION AND BILLING PROCEDURES 

Item 25: Other In.surance or Liability Coverage--Applies to 
other than Medicare or Workmen's Compensation. (See Sectio 

Item 26: Prov der Certification and Si nature--The date orwarded 
should be the d te the bill is actually mailed to the c ntractor. 
The date used s ould not be before the "Thru 11 date in · he 11 Statement 
Covers Period" I em 7. A stamped signature is accep _able. 

Remarks--This bloc will be used by the hospital 

Items 28-37: 

312. 

A. The original copy 
to the hospital's 

B. The second 
hospital. 

313. COMPLETING ITEMS ON F 

Form MC-7 
drugs are 

Patient's Name - Ente 
shown on the valida 

Health Services P 
case number ass 
(See Section 10 .) 

will be forwarded 

r Copy) will be retained by the 

completed when take-home 
facilities. 

t's last name and first name, as 

- Enter the patient's program 
or validation form. 

________ N_u_mb_e_r - Enter the patent person number shown on the 
validation (See Section 101.) 

Enter generic name of 

actual invoice cost. 

Enter quantity dispensed n metric system only. 

Dosage Form - Enter drug dire·etions. 
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HOSPITAL ADMISSION Af-.TD BILLING PROCEDURES 

§trength - Enter strength of drug. 

Rx Number - Enter Rx number. 

Original Rx or Refill -- Check one. 

Date Dispensed - Enter current date. 

314. DISPOSITION OF COMPLETED FORM MC-7 

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

b. Forward with MC-4A to the hospital's contractor for proce sing. 

315. PROCEDURES FOR. SUBMITTING CORRECTED INPATIENT AND IENT BILLS 

The hospital may find that a bill already submitted is incorr ct. It is 
not necessary to submit a corrected Form MC-1 or Form MC-4 un ess total 
charges change by more than $10. 00 • . 

To correct a previously submitted bill, the hospital should r produce 
a legible copy of the submitted bill. The necessary correct! ns should 
be made in red in the appropriate item. The corrected bills ould be 
marked 111Jebit--Adjust i1 in the upper right hand corner, and ma led to the 
Contractor. 

To cancel all the charges on a previously submitted bill, rep oduce a 
legible copy and mark it ''Cancel Only'· in the upper right margin. An 
explanation for the correction should be given on the reverse side of 
the bill, and mailed to the Contractor. 

316. EXHIBITS 

I. 
II. 

III. 
IV. 
v. 

VI. 

Rev. 7/16/70 

MC-1-A 
MC-5 
MC-2-A 
MC-4-A 
MC-1-C 
MC-7 

Inpatient Hospital Claim Form 
Explanation of Accommodation Furnished Form 
Inpatient Recertification Form 
Outpatient Hospital Claim Form 
Hospital Admission - notification Form 
Hospital Pharmacy Rx Report 
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STATE OF NEW JERSEY 
Department of Institutions and Agencies. 

Division of Medical Assistance and Health Services 

EXHIBIT I 

,_____... INPATIENT HOSPITAL CLAIM 
l. Patient's Last Name First Name 2. Case Last Name First Name 13.Sex□ rBirthdate 

Male /, / 
OFemale Mo. Day Yr. 

5. Ad7,;•;Dotel6. Clo1F•7Dote 7. Cl7 Th,u;••• 8. Days 9. Leave 10. Attending Physician's Name (Please Print) 11. Medical Record No. 
Days Last First M.I. 

Mo. Day Yr. Mo. Day Yr. Mo. Day Yr. 
l 2. Hea I th Services Program Case No. 13. 14. Provider Name and Address 15. Provider Number 

I I I I I I I I I Patient Person No. 

I I I I I I I I I 

16. Patient's Address Telephone Number 

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

I S; gn otu,e ( Pat ;,nt a, autha6 zed rep.-esentot; ve) Dote 

□ 
Contained in 
prov ider's record 

18. STATEMENT OF CHARGES 20. Patient Status 21. Di schorge Dote 

ACCOMMODATION DAYS RATE COVERED NON-COVERED 0 Still Patient □ Deceased I I CHARGES CHARGES 0 Di schorged □ 
TRANSF"ER TO OTHER Mo. Day Year INPATIENT f'AC I LIT Y 

l Bed 
22. Admitt ing Diagnosis 

2, 3, 4 Bed 

Word 

Coronary/ I nten si ve Core 

Self Core 
23. Discharge or current diagnoses 

SUBTOTAL ACCOM. CHARGES 05 Primary 

NURSERY !DAYS 06 
OPERA TING ROOM 07 Secondary 

DELIVERY ROOM 08 24 . Surgical Procedures (Show date of each) 
PHYSICAL THERAPY 10 
SPEECH THERAPY 11 Primary 

OCCUPATIONAL THERAPY 12 
' ADIATION THERAPY 13 

Secondary 

(NHALATION/ OXYGEN THERAPY 14 25. Claim related to employment? If yes , give name of employer. 
LABORATORY 15 
X-RAYS 16 

□ EKG ' S 17 
Auto occident Yes No □ 

EEG ' S 18 26 . Other Insurance or Liability Coverage 0 {Check appropriate 

ADMIN. OF ANESTHESIA 19 
No Fault Auto Coverage 0 Box) 

Policy Number 

ADMIN. OF BLOOD 20 Name of Carrier 

BLOOD 21 27. PROVIDER CERTIFICATION : "I certify that the foregoing information 

PHARMACY 22 
is true, accurate and complete; and I agree to keep such records as are 
necessary to disclose fully the extent of services provided, and to furnish 

SUPP LI ES-Medi ca I/ Surg i ca I 23 information for such services as the State agency may request; and that the 
services covered by this claim and the amount charged therefore are in 

AMBULANCE (Hospital Owned) 24 accordance with the regulations of the New Jersey Health Services Program ; 

OTHER (Describe) 26 
and that no part of the net amount payable under this claim has been paid ; 
and that payment of such amount will be accepted as payment in full 

27 
without additional charge to the patient or to others on his behalf . I also 
certify that the services have been furnished in full compliance with the 

28 non-discrimination requirements of Title V I of the Federal Civil Rights 
Act. I understand that fraud or concealment will be punishable under 

TOTAL 98 applicable Federal or State law, or both." 

19. OTHER COVERAGE - REMAINING CHARGES 

MEDICARE - DEDUCTIBLE 29 Provider Representative Signature Date Sent 

MEDICARE - Co-Insurance 30 REMARKS: 

MEDICARE - OTHER 31 
OTHER (Describe) 32 
TOTAL 99 

DO NOT USE AREA BELOW 

128 29. 
PRIMARY SECONDARY PRIMARY SURG. SECONDARY SURG . 

3o. ADJUD ICAT OR 31. 
~C~~~~OD5A_~~~~ ' ;R~o: DECLINE CODE 

DIAGNOSIS DIAGNOSIS PROCEDURE PROCEDURE CODE 

4~ R H AR O 
7 - N U R S [litY 

I 
I I I 

11 

I I I 
11 

I I I I 
11 

I I I I 
I 

I 
I I 

I R • S[ l. F° C ARE 

, 9 • tNTE N . C A.R E I I I I I I I I I I I I I I I I 
32. ELAPSED DAYS 33. 34. 35 . 36. 37. 

TO SURGERY 
OTHER COVERAGE CODE PATIENT STATUS PAYMENT PROCESS CODE TRAN . CODE 

CD □ 
0- NONE 

□ 
1-STILL PATIENT 

CD I I 1 - MEDI CARE A 2 - DISCHARGED 
2- MEDICARE B 3- DECEASED I I 
3- OTHER INSURANCE 4- TRANSFER TO OTHER 
4- LIABILITY INPATIENT FACILITY I I 
5-0THER I I 

MC· l Ac2 {l 0•72) CONTRACTOR'S COPY 



EXHIBIT I 

/'/,DIS/:" FYPI:· OR PRINT ..._ 

(ij ST E OF NEW JERSEY 
Department of Insti tut ions and Agenc1e5 

/ Division af Medico\. Auist~n~ ;~H~a~t~S~vts H 
9 

Sp IT AL 
CLAIM I 

f.•tlen1• ■ La■t Name Flnt N■me SC"a 
1Ulr11~ 

~ -l l . I MHI~ Cl Female ,I, ; / 
o. Day Yr. 

1Aomh ■ lon 0■te !Claim From•DMI• lCl11lm Thru-Dute Deya Le-ave- Allendlns Phy■ lclen•• Nam" (Pl 11•• Print) Medical Record No. 
s. 6. 1. 8 , 0■)' ■ L■■t /rlr11 /ti.I. 11. 

I I · . I 1 
o. JO . 

Mo. Dav Yr. Mo. Day Yr. Mo. Day Yr, 
- ·-

IRe ■ llh Service ■ Pru1r11m C••e No. 

\ 
IPallent per■on No. Provider Nam• and Actdre Provider Number 

12. 
I 

I.I . 14. 15 . 
: I I 

Caae La ■t Name \ 
Flrat Name 

lb, 

---
17. PATIENT'S CERTIFICATION, Authorizati~o Release Information, and Payment R

1

~-- I certify that the service(s) covered by this claim has been 
rece ived, and I request that payment for th e services be made on my behalf. I author· e any holder or medical or other information about me to release 
10 lht' Division or Medical Assistance and Hea h Services or its authorized A11enta any i ormation needed for thia or a related claim. · 

[ ] ~r:~.ti~ti;,~: !:cord 
I Slanature (P■lienl or auth, ed representative) I Date 

18, ST A. TEMENT OF CHARGE\ 7 ...... 8 '"" ....... B ""° .. "' ,r::·•-· .... ACCOMMODATION ~i~i\i~ Nl)N·COVKRED DAYS RATE 
r"U.A.'br!!WPCJ Dl■ch■eaed Tran■fer to / I 

'\ 
~~!r.fnpatlen Mo. Dey Ye■r 

1 Bed 

\ 
~.dmlttlzas Dl■anoeie 

2, 3, 4 Bed 2. 

Ward " ' Coronarv /Inten■ i veC:- ~ I Dlechara• or currant dlapoee• 
Self Care \ I l3, 

SUBTOTAL .,..,..,,. .. f"'UAD,....,.., OS ' I PTlmary 

NURSERY 06 ~ ✓ 
OPERATING ROOM 07 V Secondary 

DELIVF.RV RQQM__ OR A Suralc■l ProcedurH (Show dale ol ••oh) 
PHYSICAL THERAPY 10 I ' :,4. 

SPEECH THERAPY 11 
, 

' 
Primary 

..Q££~~TIO~.RAP.i_ I? JI ' RADIATION -·--. -·· l'l. 
, 

' 
Secondary 

INHALATION/OXYGEN ni.ERAPY 14 ✓ \ , Claim related to ■ 111plo)'fflent1 • If Y••• jive n■m■ ol employer. 
r, ~ 35. ---

LABORATORY 15 

X·RAYS 16 ' \ EKG'S 17 I -18 I ~\••~• ~ u.,uu, oon,o•• EEG'S l6 

ADMIN . OF ANEST'I-IESTA 1Q ✓ N• Policy Nwnber 

ADMIN. OF BLOOD 20 / 
BLOOD 21 

'I' 
l7. PR :vIDER CERTIFICATION: I certify that the aervicea cov-. 

PHARMACY 22 / ered y thi ■ claim and the amount charged therefore are in 

SUPPLffiS•Medical/Surizical 2:>/ accor nee with the regulation■ of the New Jersey Health 

AMBULANCE (Ho•plt•l 0MtecO ~ 
Servic Program; that no part of the net amount payable under 

11.6 
thia cla haa been paid; and that payment of ■uch amowtt will 

OnlER (DHcrlb•) be acce d a■ payment in full without additional charge to the 
r 27 patient or o others on hi■ behalf. I alao certify that the ■erv • 

J 28 ice■ have en furnlllhed In full compllance with the provl.aion ■ 

TOTAL I 98 of Title VI o the Federal CivU Right ■ Act. 

19 . OTHER COVERAIE - REMAINING CHARGES -----·--
MEDICARE - DEDUCTIBLJ 29 P,ovJde, Repr••~~dve Slfnatur• l>ate Sent 

MEDICARE • Co-InaurancJ 30 REMARKS: 

\ MEDICARE • OTHER ·/ 31 -
OTHER (Duer/be) 32 

TOTAL 
I -- · 99 

I DO NOT USE A.REA BELOW ' ~i'.'~""'" i If SECONDARY PRIMARY SURG, SECONDA~~RG. ADJUDICATOR DECt. lNE CODE 
20. PRIMARY 

.10. CODE 31 , DIAGNOSIS DIAGNOSIS PROCEDURE PROCED 
~ • PAO,AH 1 • ~Otl18'HAT .. sU..Cl•PJI . • A 

I I I 11 r-:7 1:7 f--n :1~iJ1c"l I I I I I I I I I I · \ ; • INT H. & I I I I I I I I I I I I I \9 OTHER COVERAGE CODE PAT I ENT STATUS PAYMENT 

~ 
PROCESS CODE TRAN. COOE 

32. TO SURtERY JJ . 0 -NON( 34• I.STILL PATIENT 35, 36. 37 . 

□ I.MEDICARE A □ 2. DISCHARGED OJ I I I I 2 •. M£D I CARE B 3. Dt.CEASEO I I 
3. OTHER INSURANCE ••TRANSFER TO O™fft 
4. LIABILITY INPATIENT fACILITV [\ I I I I &. OTHER I I 

MC-IA y,01 \ COMB 32889A ED 1-70 
CONTRACTOR'S COPY Prlnt•d In U,5,A , 

COMB 3Z889B ED 1-70 
MC-1B (1.70) PROVIDER COPY Printed In U.S.A. 

I COUNTY COPY 
COMB 32889C ED 1-70 

MC- IC (1.70) Printed in U.S.A. 
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STATE OF NEW JERSEY 
Deportment of Institutions und Agencios 

Division oi Medicol Assistance end H<.>olth Services 

EXPL.ANATION OF ACCOMMODATIOt\ 
~-1, ■ t N ■ m• 

!I , Adm! ■■ lon D ■t ■ 6 . Cl■ lm Prom-D■t• 7. Claim ThN•D■t• A. 

I I I I I 
M9._ _ _!)...1!J'. Mo. Da Yr. Mo, Da Y,. 

IJ . ""•Ith R•r•lc•• Pm1r■m Ca■• No. 
I t I 

I 

HI . ~••• L■■I N■M■ Plr■ t N ■-

EXHIBIT II 

FURNISHED 

17. TYPE OF ACCOMMODATION FURNISHED 

17A. MOST PREVALENT SEMI-PRIVATE RATE $ 

17R. 1-BED 17C. S-OR-MORE-BED 

FROM (Daiei) TO (D■t(I) RATE FROM (Date) 

11. REASON FOR ASSIGNMENT TO ACCOMMODATION MENTIONED 

ltA. PATIENT'S REQUEST - The 5-or-more-bed accommodation ahown above wa■ fumiahed because I requeated lt. 

11>. PATl&NT•I SIGNATURE 20. DATB 

21. MEDICAL NBCBSSJTY (Deecrlb.> 

22. OnUtR RBAION (Specify) 

U. SIONATURB OP' HOSPITAL REPRBSENTATIV& 24. DATB 

2s. FOR CONTRACTOR'S USE 

26. Where Contractor determines that assignment to 5-or-more-bed room was not at patient's request, or was 
not consistent with the purposes of the Act, give difference between total of charges for accommodation at 
the most prevalent 2-3-4 bed room rate and charges for a 5-or-more-bed room for all covered days included 
on bill for services attached. 

27. CONTRACTOR'S APPROVAL 21, DATB 

MC•5 (l 0 70) 
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STATE OF NEW JERSEY 
Department of In s titutions and Agen c ies 

Divisi o n of Medical Assistance and Health Services 

INPATIENT CERTIFICATION 

EXHIBIT III 

l. Pati'!nt' s Last Name First Name 2. Sex 

0Ma le D Female 

Si Admission Date 

I I I I I I 
Mo. Day Y,. Mo. Day Yr. Mo. Day Y,. 

12. Health Services Program Case No. 13. Patient Person 14. Pro vider Name and Address 
No. 

15. P rovider Number 

I 
16. Cose Last Name First Name 

17. For the previous diagnosis AID allows _______ days. The expiration date is 
Mo. Day Yr. 

ATTENDING PHYSICIAN'S STATEMENT REGARDING CONTINUED HOSPITALIZAT ION 

NOTE TO DOCTOR: Please answer items listed below for the above named patient if (s)he will be hospitalized in 
excess of the number of days allowed accordini:, to the Approval by Individual Diagnosis (AID) Program. Before 
payment consideration can be made by the New Jersey Health Servi~es Program, the regulation requ ires certifica­
tion of patient's need for continued hospitalization prior to the expiration date shown in Item # 17. The P rogram 
will consider subsequent approvals exceeding the initial AID days allowed in cases where long-term hos pitaliza­
tion is anticipated, if such approval is requested and an explanation (attached) at the time the certificat ion is 
submitted. 

1. Current Diagnosis (Please use accepted medical terminology). 

2. My reason for continued hospitalization of this patient is: 

3. I estimate the approximate inpatient hospitalization necessary, extending beyond the expiration date indicated 
in Item # 17, is ______ days. A separate certification form (MC-2) should be completed each time the 
AID days allowed are expiring. 

4. My plans for Post-Hospital Care for this patient are: 

0 Home 0 Home Health Agency 

0 Other (Specify) 

MC-2AC1 

0 Office 

0 Extended Care Facility 

Attending Physician's Signature 

CONTRACTOR'S COPY 
48 

Date Signed 

Mo. Day Y,. 

Medicaid 32890A ED l • 70 
P rinted in U.S.A. 



I EXHIBIT IV 

) 

Plt'AS/:' TYPJ:..' 0 PRIN'J' 

'

~ STATE OF NEW JERSEY 
Deportment of lnatitution1 and Agenciea 

Oivia n of Med ical A11i~o~et; ~e~t~ ~,~~• 
SPIT AL CLAIM 

f.•t1en1•1 Lall N•m• \ Finl Name l Blrthdala 

0 M•I• 0 P'•m•I• J, Illa. I Day I Yr. 

A1tendln1 Phyalclan•• Name (Pleaee Print) L••• Firer 111,I. 
10. 

H••llh Service, Pro1ram C• • • NI\ p .. uen, .- non no, provider Name and Addr••• 
12 , 13 , } 14, 

t t I I t I I I 
f I f I I t t 

C••• L•at N• m• 
16, \ Flr11 Name / 

I 
Medlca Record No, 
II, 

Provide N\amber 
IS. 

17. PATIENT'S CERTIFICATION, Aulho:ltion to Relea:~e~ nformation, and Payment Request. I certify that the aervice(s) covered by this claim h111 been 
received, and I reque1t that payment r these service e made on my behalf. I authorize any holder of medical or other information al but me to releaae 
to the Diviaion of Medi cal Assistance an Health Servic or its authorized Agents any information needed for this or a related claim. 

Patient'• Sl1nalure (Aulhorl,:ed Repreeenlallvl)\ 

18. TYPE OF CLINIC (Indicale Daloa Vlelle<t) 

\.. I 

1-19_. _______ .;..ST.;...;..A;..;T..;;E;;.a,M.;..E_N_T_O_F ____ C_H_A_,....,,.d_E,s __ ,\,.. ____ ,..,... ~r~1•n1 Statu, 

Ji 01 'Iii O Still Patient CLINIC VISIT 0 Dlachu1ed 0 IDeceaHd 

i-,;;:E.;.;.M;.;;E;.;;R.;.G;;;,;E;;.N:..;.;.;:.C..;;Y.;./..cO..;.P_E_R.;.A_TI~N_G_R_O_O_M ___ ..,,_f _+-_0_9_+r,~----+---tl ~l.ture of Service• Rendered 

I 10 \ PHYSICAL THERAPY 

SPEECH ntERAPY II 11 "\ 

OCCUPATIONAL THERAPY 

RADIATION THERAPY 8 . 13 '\. 
._I_N_H_A_L_A_T_IO_N_/o_x_Y_G_E_N_nt_E_R_AP_Y_-,jl!l _____ 1_4 ____ '-___ ~lcal Procedur•• c.snow dale ot ••oh) 
1-L_A...;BO_R_A_TO_...;R_Y ________ -Jflf,-___ +-_l_S_+-----ff!!t"..--. Prima,y 

F 16 , X-RAYS 

ADMIN. OF ANESntESIA N 19 1 Secondary 

1,.,A;.;;D;;.;.;;MI;;;;N;.;;.;...O.;;.;.F_B=LOO~..;;D _______ , ______ 2_0_+--____ ,___!r.\'lft~la, relatad to a111ployn1<1nt? ___ • II yea, 11ve n..,• ct ..,ployar • 
... a_LOO __ D _________ l ____ ...... _2_1 ______ , 

PHARMACY f 22 ' 

i.;O::.:::T::..H.:.E.::R::=(D.::_ea_c.;;r:.:ib;;.:e;;,;)~=~:;.:.:.:::;.;l/;;•,.;=. ____ _._2_6_-1----'---.1 ;~. 
SUPPLIES - MEDICAL/SURGicl'.L 23 Othe~ urance or Llablllly Cov•ra1• 

--------------,---------2-7 _____ _ Policy Number 

..._ __________ --Jl _______ ,__2_8_.._ _____ 26. PROVI R CERTIFICATION: I certify that the 1ervices cov-

8 ered by • claim and the amount charged the efore are in 
JI accordanc ith the regulations of the New J r aey Health 
I Services Pro am; that no part of the net amount I ayable under 

JI thia claim haa een paid; and that payment of 11uc amount will 
be accepted as yment in full without additional lc:harge to the 

I 98 patient or to oth on his behalf. I also certify hat the aerv-
OTHER COVE fl.GE - REMAINING CHARGES icea have been fu hed in full compliance with t~e proviaiona 

TOTAL 
20. 

MEDICARE - DEDUCTIB E 29 of Title VI of the Fe al Civil Riibta Act. 

MEDICARE - CO-INSURA kE 30 

MEDICARE - OTHER 31 Provider Reprea-,lallve Sllil!iP.lure Dale Bani 

_o_T_HER ____ (D_e_ac_r_i_be __ ) ___________ ....,_32_-+------ REMARKS: 

TOTAL 99 \ 
DO NOT USE AREA. BELOW '\\ 

29 CLINIC CLINIC CLINIC CLINIC PRIMAIIY SURG. SECONDARY SUIIG. 'i\1 AOJUOICATOI DECLI NE CODE 

n 
32. 

MC.,A (1.70) 

TYPE TYPE TYPE 

I I I I I I 

OTHER COVEIIAQ£ COD£ 
3 • 0,NON£ 
□ 1,Mc:OICARE A 

2.MED ICARE 8 
3, OTHER INSURANCE 
4,LIABILITY 
5, OTHER 

I 
I 

TYPE PROC£0UIIE 

I ' I I 

PAT I ENT STATUS 
34 •□ 1,STILL PATIENT 

2, DI SCHAIIQID 
3.0EClAHO 

35, 

CONTRACTOR'S COPY 

PROCEDUIIE 

11 '·:, F- u. 

i:l 
l'AYMENT 'ffi' TIIAH . COOi 

H. ,. 
I I I I I I I I 

I I I I I I 

COi 18 32891.A ED 1-70 
rlnt•tl In U.$.A • 

~ 
~ 

.... 

... 
... 

... 

... ... 
.... 
.... 
.... 
... 
.... 

-

.... 

... 

Mc-,a ,1.10> PROVIDER COPY 
COMB 328988 ED 1-70 

Prlnt.d I" U.S.A. 

I 

! 

! 

i 

. , 
-1.-----------------------------------------------4--------- --t 
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STATE OF NEW JERSEY 

Department of Institutions and Agencies 
Division of Medical Assistance and Health Services 

EXHIBIT IV 

OUTPATIENT HOSPITAL CLAIM 
ll. Patient's Last Name First Name 2. Case Lost Name First Name· 13.Sex□ rBirthdate 

Male /, / 
OFema le Mo. Day Yr. 

6. Cla/, F,7D••r c17 Th,u;••• 8.Visits 10. Attending Physician's Name (Please Print) 11. Medical Record No . 
Last . First M.I. 

Mo. Day Yr. Mo. Day Yr. 
12. Healt Services Program Case No. 13. 14. Provider Name and Address 15. Provider Number 

I I I I I I I I I Patient Person No. 

I I I I I I I I I 

16. Patient's Address Tel14phone Number 

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

Contained in 

I 
Signature (Patient or authorized representative) Date 

□ provider's record 

18. TYPE OF CLINIC (Indicate Dotes Visited) Plan of treatment on file lJYes lJNo. If yes, date established 

Mo. Day Yr. 

19. STATEMENT OF CHARGES 21. Patient Status 

CLINIC VISIT 01 □ Still Patient D Discharged D Deceased 

EMERGENCY / OP ERA TING ROOM 09 22. Nature of Services Rendered 

PHYSICAL THERAPY 10 
SPEECH THERAPY 11 
OCCUPATIONAL THERAPY 12 
RADIATION THERAPY 13 
INHALATION/ OXYGEN THERAPY 14 23. Surgical Procedures (Show dote of each) 

ABORATORY 15 Primary 

.<-RAYS 16 
ADMIN. OF ANESTHESIA 19 Secondary 

ADMIN. OF BLOOD 20 24. Claim related to employment? • If yes, give name of employer. 

BLOOD 21 
PHARMACY 22 Auto accident 0Yes ONo. 

SUPPLIES - MEDICAL/SURGICAL 23 25. Other Insurance or Liability Coverage 0 (Check appropriate 

0TH ER (Describe) 26 No Fault Auto Coverage 0 Box) Policy Number 

27 Name of Carrier 

28 26. PROVIDER CERTIFICATION : "I certify that the foregoing information 
is true, accurate and complete; and I agree to keep such records as are 
necessary to disclose fully the extent of services provided , and to furnish 
information for such services as the State agency may request; and that the 
services covered by this claim and the amount charged therefore are in 
accordance with the regulations of the New Jersey Health Services Program; 
and that no part of the net amount payable under this claim has been paid ; 
and that payment of such amount will be accepted as payment in full 

TOTAL 98 without additional charge to the patient or to others on his behalf. I also 
certify that the services have been furnished in full compliance with the 

20. OTHER COVERAGE - REMAINING CHARGES non-discrimination requirements of Title VI of the Federal Civil Rights 
Act . I understand that fraud or concealment will be punishable under 

MEDICARE - DEDUCTIBLE 29 applicable Federal or State law , or both ." 

MEDICARE - CO-INSURANCE 30 
MEDICARE - OTHER 31 Provider Representative Signature Dote Sent 

OTHER (Describe) 32 REMARKS: 

TOTAL 99 

DO NOT USE AREA BELOW 
28. 29. 30. 31 

1 - EMERGENCY CLINIC CLINIC CLINIC CLINIC PRIMARY SURG. SECONDARY SURG. ADJUDICATOR DECLINE CODE 
2- PRIOR AUTH. TYPE TYPE TYPE TYPE PROCEDURE PROCEDURE CODE 

17 I 
I 

I 
I 

I 
I 

I 
I 

11 

I I I I 

11 

I I I I 

I 
I 

I I 
I 

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

32. 33. 34. 35. 
,ROCESS CODE 

37. 
OTHER COVERAGE CODE PATIENT STATUS PAYMENT TRAN. CODE 

O-NONE 1 - STILL PATIENT 

~ □ 
1 - MEDICARE A 

□ 
2- DISCHARGED 

I 
I 

I 
I I 

2- MEDICARE B I I I 
3-DECEASED 

3- OTHER INSURANCE 
I I 

4- LIABILITY I I 
5-OTHER 

MC-4C·3 (7-73) CONTRACTOR'S COPY 



I? 

EXHIBIT V 

PLEASE TYPE OR PRINT 

STATE OF NEW JERSEY 
Department of Institutions and Agencies 

Oiviaion of Medical Auistonce c.nd Health Services 

HOSPITAL ADMISSION NOTIFICATION FORM 

Mo, Da Yr, /lfo. D11 Yr, 
He• I erv c•-• Prosram C••• No. 
12. 

CH•• l.••t Name 
16-

l'lut Nam• 

Flrat N•""' 

S•• 2. 

Provider Name and Addr••• 
14, 

NOTE: First two digits of Health Services Program Case Number indicate county designation. 

01 - Atlantic 
02 - Bergen 

04 - Camden 07 - Essex 10 - Hunterdon 
11 - Mercer 

13 - Monmouth 
14 - Morris 

16 - Passaic 
17 - Salem 

Provider Number 
15, 

03 - Burlington 
05 - Cape May 
06 - Cumherlond 

08 - Gloucester 
09 - Hudson 12 - Middlesex 15 - Ocean 18 - Somerset 

19 - Sussex 
20 - Union 
21 - Warren 

MC- IC (1-70) 

v. 

Adanlltln1 Dlapoala u. 

This form should be mailed within 48 hours to the 
local County Medical Assistance Unit. 

COUNTY COPY 

50 

COMB 32889C ED 1-70 
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STATE OF NEW JERSEY 
Department of Institutions and Agencies 

Division of Medical Assistance and Health Services 

EXHIBIT Jill"'~ 

HOSPITAL PHARMACY RX REPORT 

PATIENTS NAME HEALTH SERVICES PROGRAM NO. 

DRUG SUPPLIED 

,_. ANUF ACTURER COST 

QUANTITY 
DISPENSED 

DAYS 
SUPPLY 

DOSAGE 
FORM 

CHECK ONE 
STRENGTH RX NUMBER 

ORIG RX REFILL 

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

PERSON NO. 

PROVIDER NO. 

DATE 
DISPENSED 

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

Rev . 7 / 16/70 51 




