
State of New Jersey 
Department of Human Services 

Division of Mcdi1.:al Assistan~c :.m<l Health Scrvi1.:cs 

V11lu111c .... .... ~.: .. ~.?.9 ... . 

TO: 

SUBJECT: 

EFFECTIVE: 

NEWSLETTER 

Apri 1 7, 1986 

Physicians, Hospitals and Independent Clinics 

MAGNETIC RESONANCE IMAGING (MRI) 

Immediately 

PURPOSE: The New Jersey Medicaid Program is pleased to announce that 
j Magnetic Resonance Imaging (MRI) is a covered service when used 
for the diagnosis of abnormalities in certain areas of the body. 

BACKGROUND: The Medicaid Program considers MRI as a covered service 
concurrent with MRI acceptance by the Medicare Program as of 

November 22, 1985. At present, as with Medicare coverage, MRI is limited to 
examination of the brain, brain stem and spinal cord. As Medicare approves its 
use for other body sites, this Program will follow suit, accepting the same 
criteria. 

ACTION: The HCFA Common Procedure Coding System codes (CPT-4) and ·maximum 
fee schedule for presently covered MRI procedures are as follow: 

HCPCS 

CODE 

70551 

72140 

Medicaid Dollar Value 

Office Hosp. Based 

$300.00 $84.00 

$300.00 $84.00 

As always, particularly with the significant cost attached to "high tech" 
procedures, the physician before ordering should assure himself that the desired 
information cannot be obtained through other less expensive procedures. 

Any questions about this Newsletter should be referred to the Prudential 
Insurance Company at (800) 582-7052. 



State of ·New Jersey 
Department of Human Servicl'S 

REC'D APR 21'1986 
Division of Medical Assistance and Health s~rvices 

TO: 

SUBJECT: 

NEWSLETTER 

April 21, 1986 

Pharmaceutical Services Providers, Physicians, 
Podiatrists, and Dentists 

Suspension of Maximum Allowable Cost (MAC) for 
Certain Drug Entities 

The Pharmaceutical Reimbursement Board of the 
Department of Health and Human Services has 
suspended the Maximum Allowable Cost (MAC) 
limit for the following drug entities: 

Doxepin HCL, 10 mg. Capsules 
Doxepin HCL, 25 mg. Capsules 
Doxepin HCL, 50 mg. Capsules 
Doxepin HCL, 100 mg. Capsules 
Penicillin G Potassium, 800 mu. Tablets 
Propantheline Br, 15 mg. Tablets 

Attached is an updated MAC list (Rev. 3/86) which replaces the 
list dated January 1, 1983. 

If there are any questions concerning this Newsletter please call 
the New Jersey Medicaid Program, Chief Pharmaceutical Consultant, 
at (609) 588-2724. 



STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

D1v1s10N OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 

LISTING OF MAC DRUGS 

DRUG ENTITY 

Acetaminophen W/Codeine, 300mg/30mg Tablets 
Acetaminophen W/Codeine, 300mg/60mg Tablets 
Amoxicillin, 250mg Capsules 
Amoxicillin, 500mg Capsules 
Ampicillin, 250mg Capsules 
Ampicillin, 500mg Capsules 
Ampicillin, Oral Suspension, 125mg/5ml 
Ampicillin, Oral Suspension, 250mg/5ml 

Chlordiazepoxide HCL, 5mg Capsules 
Chlordiazepoxide HCL, 10mg Capsules 
Chlordiazepoxide HCL, 25mg Capsules 

Diphenoxylate HCL with Atropine Sulfate, 
2.5mg/0.025mg Tablets 

Erythromycin Stearate, 250mg Tablets 

Glutethimide, 500mg Tablets 

Hydralazine HCL, 25mg Tablets 
Hydralazine HCL, 50mg Tablets 
Hydrochlorothiazide, 25mg Tablets 
Hydrochlorothiazide, 50mg Tablets 

Meprobamate, 200mg Tablets 
Meprobamate, 400mg Tablets 
Methocarbamol, 500mg Tablets 
Methocarbamol, 750mg Tablets 

Penicillin G Potassium, 400mu Tablets 
Penicillin VK Oral Susp., 125mg/5ml 
Penicillin VK Oral Susp., 250mg/5ml 
Penicillin VK, 250mg Tablets 
Penicillin VK, 500mg Tablets 
Potassium Chloride, Oral Liquid 10% 
Probenecid, 0.5gm Tablets 
Procainamide HCL, 250mg Capsules 
Procainamide HCL, 375mg Capsules 
Procainamide HCL, 500mg Capsules 
Propoxyphene HCL, 65mg Capsules 
Propoxyphene HCL with Aspirin & Caffeine, 

65mg Capsules 

Quinidine Sulfate, 200mg Tablets 

Sulfisoxazole, 500mg Tablets 

Tetracycline HCL, 250mg Capsules 
Tetracycline HCL, 500mg Capsules 
Tetracycline HCL, 125mg/5ml Syrup 

Please note: 
These MAC Limits do not apply to unit dose 

MAC 

$0.0780 per Tablet 
$0. ~458 per Tablet 
$0. 2108 per Capsule 
$0.3942 per Capsule 
$0.0422 per Capsule 
$0 .1103 per Capsule 
$0.0114 per ml 
$0.0205 per ml 

$0.0140 per Capsule 
$0.0211 per Capsule 
$0.0438 per Capsule 

$0.0491 per Tablet 

$0.0697 per Tablet 

$0.0432 per Tablet 

$0.0279 per Tablet 
$0.0384 per Tablet 
$0.0152 per Tablet 
$0.0194 per Tablet 

$0.0108 per Tablet 
$0.0117 per Tablet 
$0.0496 per Tablet 
$0.0640 per Tablet 

$0.0237 per Tablet 
$0.0109 per ml 
$0.0160 per ml 
$0.0417 per Tablet 
$0.0649 per Tablet 
$0.0030 per ml 
$0.0644 per Tablet 
$0.0383 per Capsule 
$0.0505 per Capsule 
$0.0585 per Capsule 
$0.0317 per Capsule 

$0.0330 per Capsule 

$0.0688 per Tablet 

$0.0273 per Tablet 

$0.0250 per Capsule 
$0.0394 per Capsule 
$0. 0104 per ml 

packaging. 

EFFECTIVE DATE 

01/25/79 
08/12/82 
06/28/79 
06/28/79 
08/12/82 
01/25/79 
08/12/82 
11/07 /77 

10/15/79 
10/15/79 
10/15/79 

10/15/79 

01/25/79 

08/28/81 

-03/31/80 
03/31/80 
06/28/79 
06/28/79 

01/25/79 
01/25/79 
10/15/79 
10/15/79 

10/15/79 
08/12/82 
11/07 /77 
08/12/82 
08/12/82 
12/15/80 
01/25/79 
08/28/81 
08/28/81 
08/28/81 
04/10/78 

04/10/78 

12/15/80 

10/15/79 

04/10/78 
08/12/82 
10/15/79 

Rev. 3/86 



Stall' of New Jersey 
Department of Human Srrvil=l'S 

Division of Medical Assistancr and Ht>alth S1.:rvil'l'S 

Volume: P-482 

NEWSLETTER 

April 14, 1986 

TO: Hospital Chief Executive Officers and Financial Directors 

SUBJECT: RECOUPMENT OF CLAIMS PAID BY THE NEW JERSEY MEDICAID PROGRAM FOR · 
RECIPIENTS WITH MEDICARE COVERAGE I I 

Our records now indicate that Medicare coverage existed for a number of Medicaid recipients for 
whom your facility received reimbursement from the New Jersey Medicaid Program for services 
provided for the period between October 1, 1983 and September 30, 1984. The names and 
Medicare/Medicaid numbers of those Medicaid recipients, together with the details of the claims in 
question, appear on the attached list. 

The Medicare time limit for submission of only those claims listed has been extended by Medicare to 
June 30, 1986. MEDICARE WILL NOT CONSIDER PAYMENT FOR THESE CLAIMS IF SUBMITTED 
AFTER THIS DATE. 

In approximately 45 days from the date of this Ne\\ , ter, the New Jersey Medicaid Program will 
recoup its payments made for the claims on the attached list unless it is substantiated that the 
claims were previously denied by Medicare or were for services not covered by Medicare. Sub­
stantiating doct·mentation should be sent to: 

THIRD PARTY RECOVERY UNIT, DIVISION OF MEDICAL ASSISTANCE AND 
HEALTH SERVICES, P.O. BOX 343, MAIN POST OFFICE, NEWARK, N.J. 07101-0343. 
Telephone Number: (~01) 642-0003. 

To offset the negative impact on cash flow causeJ by the recoupment, use the attached list as a 
resource to immediately prepare and submit the Medicare claims for the services in question. 
Magnetic tape and Blue Cross teleprocessing billers must bill these cases hard copy. All claims 
should be complete with an "H" in the Remark field (locator #94 on the UB-82 claim form). Billers 
using the Medicare Part A Remote On-Line Entry system should key an "H" in the fourth position of 
the Remark field (field immediately following the number of acute days). 

The effort to identify Medicare and other third party coverage for claims paid by the New Jersey 
Medicaid program is an ongoing one and -you will periodically receive listings similar to the one 
attached. 

Any questions regarding this Newsletter or this recoupment in general should be addressed only to 
the THIRD PARTY RECOVERY UNIT, Division of Medical Assistance and Health Services, P.O. Box 
343, Main Post Office, Newark, New Jersey 07101-0343. Telephone Number: (201) 642-0003. 



State of New Jer~ey 
Department of Human Servkl'S 

Division of Medical Assistanre and HeJlth S..:rvkes 

NEWSLETTER 
V, illlllll' ... .. .P:-:-.483 ...... . . 

April 28, 1986 

TO: Independent Clinics 

SUBJECT: Replacement Pages for Subchapter 3 -
HCFA Common Procedure Coding System (HCPCS) 

Replacement pages are enclosed for Subchapter 3, HCFA Common Procedure Coding System 
of the Independent Clinic Services Manual. Incorporated into the replacement pages 
are a11 the additions and revisions made since HCPCS Codes were first transmi t ted in 
Newsletter P-436, dated June 28, 1985. The sign">" preceding any HCPCS code 
indicates an addition or a revision. The additions and revisions are listed belov,: 

1. ADDITIONS 

Examination and Treatment Codes= 

Immunology - 86580 (Page 7) 
New Patient, etc. - 90750 (Page 7 and Appendix B/2) 

Surgery Code= 

Integumentary System (Nails) - 11711 (Page 9) 

Radiology Services Code= 

Radiologic Examination - 71035 (Page 12) 

Rehabilitation Services Codes -

Audiologic Function Tests - 92557, 92566 & 92582 (Page 14 and Appendix 8/15) , 
92562, 92563, 92564, 92590 & 92591 (Page 14) 

Ambulatory Surgical Center Codes = 

M0050, M0051, M0052, M0053, Zl005, Z1010, Zl015, Zl020, Z1025, Z1030, 21035, 
Z1040, Z1045, Z1050 & Z1055 (Page 15 and Appendix A/8, A/9) 

Personal Care Assistant Services Codes= 

Z1600, Z1605, Z1611 & Z1612 (Pa9e 15, Appendix A/9 and Appendix B/18) Z1610 & 
Z1613 (Page 15 and Appendix A/9) 



2. REVISIONS 

Mental Health Services Code= 

Psychological testing: Maximum five (5) hours of psychometric and/or 
projective tests with a written report. $15.00 per hour - Z0130 (Page 10 and 
Appendix A/4). 

Rehabilitation Services Codes= 

Audiometric Tests - 92552, 92553, 92572, 92576 & 92589 (Page 14 and Appendix 
B/15) 

Surgery Code= 

Excision of plantar verruca multiple sites, unilateral. Specialist $37.00 and 
Non-Specialist $32.00 - Wl650 22 (Page Appendix A/4) 

Family Planning Services Codes= 

May include pelvic examination, changes in method or physician's instructions 
at a minimum average time of five (5) minutes or represent a visit solely for a 
refill su 1 of birth control dru s for which a rescri tion cannot be 
substitute an professiona contact is not necessary. - 90040 WF age 
Appendix 8/8) 

Manual Maintenance: Please substitute each replacement page for the same numbered 
page in Subchapter 3 of the Independent Clinic Manual. Because of the additions, 
it was necessary to add 2 pages numbered Appendix A/9 and Appendix 8/19. 

If you have any questions regarding this Newsletter, please contact Prudential at 
(800) 582-7052. 

- 2 -



10:66-3.2 HCPCS CODES FOR INDEPENDENT CLINIC SERVICES AND MAXIMUM FEE SCHEJlJLE 

MEDICAID MEDICAID 
HCPCS OOLLAR VALUE HCPCS OOLLAR VALUE 

IND Code M)D s $ NS IND CODE MJD s $ NS 

(a) Examination and Treatment 

N 36415 1.80 1.80 N 90719 4.90 4.90 

86490 4.00 4 . 00 N 90724 4.70 4.70 

86510 4.00 4.00 N 90732 9.25 9.25 

86540 4.00 4.00 >N 90750 22.00 17.00 

> 86580 4.00 4.00 N 90751 22.00 17.00 

865,85 4.00 4.00 N 90752 22.00 17.00 

N 90015 22.00 17.00 N 90753 22.00 17.00 

N 90017 22.00 17.00 N 90754 22.00 17.00 

N 90020 22.00 17.00 N 90760 22.00 17.00 

N 90050 9.00 ·1.00 N 90761 22.00 17.00 

N 90060 9.00 7 .00 N 90762 22.00 17.00 

N 90070 9.00 7.00 N 90763 22.00 17.00 

N 90285 22.00 17.00 N 90764 9.00 7.00 

N 90701 5.86 5.86 N 90799 2.50 2.50 

N 90702 4.65 4.65 93000 16.00 16.00 

N 90703 3.90 3.90 N 99150 37.00 32.00 
Per Hour 

N 90704 11.55 11.55 
N 99151 37.00 32.00 

N 90705 10.25 10.25 Per Hour 

N 90706 10.65 10.65 N 99160 37.00 32.00 
Per Hour 

N 90707 22 .15 22.15 
LN J2790 42.40 42.40 

N 90708 15.35 15.35 
LN W9090 9.90 9.90 

N 90709 16.50 16.50 
LN W9095 5.45 5.45 

N 90712 7.10 7.10 
LN W9820 23.00 18.00 

-7- Ed. 2-86 



' > 

MEDICAID MEDICAID 
FOLLOW DOLLAR FOU.OW OOLLAR 

HCPCS UP VAliJE HCPCS UP VAWE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

*' 10101 30 34.00 29.00 * 11426 30 32.00 27.00 

* 10120 18.00 16.00 11440 15 18.00 16.00 

* 10121 30 34.00 29.00 11441 15 22.00 20.00 

* 10141 30 48.00 42.00 11442 15 27.00 24.00 

* 10160 13.00 11.00 11443 30 32.00 27.00 

* 11000 13.00 11.00 11444 30 32.00 27.00 

* 11001 6.00 5.00 11446 30 32.00 27.00 

* 11040 13.00 11.00 * 11600 90 37.00 32.00 

* 11041 13 . 00 11.00 * 11601 90 47.00 42.00 

* 11042 16.00 14.00 * 11602 90 61.00 53.00 

* 11043 16.00 14.00 * 11620 90 61.00 53.00 

* 11100 13.00 11.00 * 11621 90 90.00 79.00 

* 11400 15 18.00 16.00 * 11622 90 121.00 105.00 

* 11401 15 22.00 20 . 00 11640 90 90.00 79.00 

* 11402 15 27 . 00 24.00 11641 90 121.00 105.00 

* 11403 30 32.00 27.00 11642 90 150.00 131.00 

* 11404 30 32 . 00 27.00 * 11700 13.00 11.00 

* 11406 30 32 . 00 27.00 * 11701 19.00 16.00 

* 11420 15 18.00 16.00 * 11710 13.00 11.00 

* 11421 15 22.00 20.00 >* 11711 19.00 16.00 

* 11422 15 27.00 24.00 * 11730 10.00 10.00 

* 11423 30 32.00 27.00 * 11750 30 42.00 37.00 

* 11424 30 32.00 27.00 * 12001 18.00 16.00 

* 12002 24.00 21.00 

*An asterisk preceding any procedure code also can be done by the pcx:liatrist. 

-9- Ed. 2-86 



C. 

MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW DOLLAR 

HCPCS UP VAWE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE mo DAYS s $ NS 

* 12004 30.00 26.00 * 17110 8.00 6.00 

12011 18.00 16.00 * 17200 8.00 6,00 

12013 24.00 21.00 * 17304 30 25.00 21.00 

12014 30.00 26.00 L* Wl250 18.00 16.00 . 
12031 30 30.00 26.00 L* Wl650 24.00 21.00 

12032 30 48.00 42.00 L* Wl650 22 37.00 32.00 

* 12041 30 30.00 26.00 
(g) Mental Health Services 

* 12042 30 67.00 59.00 

12051 30 38.00 33.00 N 90801 ZI 22.50 22.50 

12052 30 67.00 59.00 N 90843 ZI 8.00 8.00 

13100 30 34.00 29.00 N 90844 ZI 16.00 16.00 

13101 30 68.00 63.00 N 90847 ZI 15.00 15 

13120 30 48.00 42.00 N 90847 22 ZI 22.50 22.50 

13121 30 106.00 92.00 90862 ZI 4.50 4.50 

* 13131 30 67.00 59.00 N 90887 ZI 8.00 8.00 

* 13132 30 145.00 126.00 LN H5025 ZI 8.00 8.00 

13150 30 38.00 33.00 L Z0100 22.50 22.50 

13151 30 82.00 71.00 >L Z0130 15.00 15 .00 
Per Hour 

13152 30 193 . 00 168.00 
L Z0150 8.00 8.00 

* 17000 8.00 6.00 
L Z0160 15.50 15.50 

* 17010 11 . 00 8.00 
L Z0170 15.00 15.00 

* 17100 18.00 15.00 
L Z0180 30.00 30.00 

* 17105 27.00 24.00 

*An asterisk preceding any procedure code also can be done by the podiatrist. 

-10- Ed. 2-86 



MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW OOLIAF 

HCPCS UP VALUE HCPCS UP VAWE 
IND CODE M)D DAYS s $ NS IND CODE IDD DAYS s $ NS 

70210 20.00 72010 40.00 

70220 25.00 72040 15.00 

70240 15.00 72050 20.00 

70250 15.00 72052 25.00 

70260 25.00 72070 15.00 

70300 5.00 72080 15.00 

70310 10.00 72100 20.00 

70320 15.00 72110 25.00 

70328 13 .00 72114 20.00 

70330 20.00 72140 300.00 

70350 8.00 N 72170 15.00 

70360 10.00 72180 15.00 

70370 20.00 . 72190 20.00 

70380 15.00 72200 20.00 

70390 15.00 72220 15.00 

70391 30.00 73000 10.00 

70551 300.00 73010 15.00 

MN 71010 10 . 00 73020 15.00 

MN 71020 15.00 73030 15.00 

MN 71030 20.00 73040 15.00 

MN 71034 20 . 00 73041 45.00 

> 71035 5. 00 73050 18.00 

71100 15.00 73060 15.00 

71110 20.00 73070 15.00 

71120 15.00 73080 15.00 

71130 20.00 

-12- Ed. 3/86 



.MEDICAID MIDICAID 
FOI..LOO OOLLAR FOI.LOO 00.LLAR 

HCOCS UP VALUE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE M)I) DAYS s $ NS 

74420 35.00 76100 50 50.00 

74430 15.00 76150 4.00 

74431 25.00 L W7200 20.00 

74450 20.00 L W7250 30.00 

74451 40.00 
Ck) Rehabilitation Services 

74455 20.00 

74456 35.00 N 92507 7.00 7.00 

74470 20.00 >N 92552 11.00 11.00 

74471 40.00 >N 92553 14.00 14.00 

MN 74710 25.00 >N 92557 19.00 19.00 

74720 20.00 > 92562 3.00 

74740 20.00 > 92563 3.00 

74741 40.00 > 92564 4.00 

74760 25.00 >N 92566 10.00 

74761 40.00 >N 92572 20.00 

76000 10.00 >N 92576 30.00 

76020 15.00 >N 92582 14.00 14.00 

76040 20.00 >N 92589 10.00 10.00 

76061 35.00 > 92590 40.00 

76062 90.00 > 92591 40.00 

76080 15.00 N 97799 7.00 7.00 

76081 20.00 L H5300 7.00 7.00 

76090 26.00 L Z0270 7.00 7.00 

76091 36.00 L Z0280 7.00 7.00 

76100 35.00 L Z0300 7.00 7.00 

-14- &1. 2-86 



MEDICAID MEDICAID 
FOLLOW DOLLAR FOLLOW OOLLAR 

HCR:::S UP VALUE HCPCS UP VALUE 
IND CODE MOD DAYS s $ NS IND CODE IDD DAYS s $ NS 

(1) Vision Care Services >L Zl020 

(See Vision Care .Manual) >L Zl025 

Cm) Other Services >L Zl030 

N 55250 30 90.00 79.00 >L Zl035 80% of a 
base rate 

N 55450 30 42.00 37.00 >L Zl040 adjusted 
for a 

N 57451 45 182.00 158.00 >L Zl045 georgraphic 
variation 

58120 15 72.00 63.00 >L Zl050 

N 58600 45 211.00 184.00 >L Zl055 

N 58605 45 151.00 131.00 >LN Zl600 7.70 7.70 

N 58982 45 182.00 158.00 >LN Zl605 6.24 6.24 

N 58983 45 182.00 158.00 >L Zl610 25 .Q(J 25.00 

N 59840 45 79.00 68.00 >LN Zl611 3.85 3.85 

N 59841 45 79.00 68.00 >LN Zl612 3.12 3.12 

N 90250 9.00 7.00 >L Zl613 20.00 20.00 

N 90260 9.00 7.00 

N 90270 9.00 7.00 

> M0050 80% of a 
base rate 

> M0051 adjusted by 
geographic 

> M0052 variation 

> M0053 

L Z0330 3.75 3.75 

t Z0335 7.25 7.25 

>L Zl005 80% of a 
base rate 

>L ZlOl0 adjusted 
for a geo-

>L Zl015 graphic 
variation 

-15- F,d. 2-86 



H~S 
IND CODE mo 

> Wl.650 22 

DESCRIPrION 

Excision of plantar verruca 
multiple sites, unilateral 

Cg) Mental Health Services 

H5025 ZI 

Z0100 

> Z0130 

AJ;:pendix A/4 

Group therapy: Verbal or other 
therapy rrethods provided by one 
or rrore psychiatrists, or pro­
fessional counsellors under the 
direction of a psychiatrist, in 
a personal involvanent with two 
or rrore patients, with a maximum 
of 8 patients. A minimum session 
of l½ hours is required. This 
includes preparation time in 
addition to the 11/2 hours session 
time. 

Off-Site Crisis Intervention - An 
anergency procedure by personnel 
of a 11Ental health clinic to an 
outpatient individual at locations 
other than the grounds or buildings 
of the clinic. Request for this 
service shall be initiated by the 
patient or other interested 
individual to ~t the inmediate 
needs of the patient, who is 
unable to present himself at the 
clinic. The procedure includes 
rapid intervention, written 
evaluation and a treatment plan. 
Use of procedure is limited to 
twice in six rronths for any one 
patient. This procedure is not 
applicable to institutionali zed 
patients. 

Psychological testing: Maximum of 
five hours of psychometric and/or 
projective tests with a written 
r e,tX>rt. 

Partial Hospitalization: A 
psychiatric service whose primary 
p.irpose is to provide a planned 
program of milieu therapy and 
other treatment m:>dalities for 

MEDICAID 
FOLLCM OOLIAR 
UP VAWE 
DAYS S $ NS 

37.00 32.00 

8.00 8.00 

22.50 22.50 

15.00 15.00 
Per Hour 

Ed. 2-86 



MEDICAID 
FOLLOW OOLLAR 

HCPCS UP VAUJE 
IND CODE ~ DESCRIPI'ION DAYS s $ NS 

(k) Rehabilitation Services 

H5300 Occupational therapy 7.00 7.00 

Z0270 Physical-therapy-initial visit, 7.00 7.00 
per individual, per provider 

Z0280 Occupational therapy-initial 7.00 7.00 
visit, per individual, per provider 

Z0300 Speech-Language-Therapy-initial 7.00 7.00 
visit, per individual, per 
provider 

(m) Other Services 

Z0330 Transportation, one way (one way 3.75 3.75 
applicable when clinic transports 
the recipient either to or fran 
the clinic in any one day). 

Z0335 Transportation, round trip 7.25 7.25 
(Reimbursement is limited to one 
round trip per day for the same 
recipient by the same provider.) 

> M00S0 Ambulatory SUrgical Center - 80% of a base 
Group 1 rate adjusted 

for a geo-
> M0051 Ambulatory Surgical Center - graphic 

Group 2 variation 

> M0052 Arrt>ulatory Surgical Center -
Group 3 

> M0053 Ambulatory Surgical Center -
Group 4 

> ZlOOS Ambulatory Surgical Center -
for abortion only 

> Zl010 Ambulatory Surgical Center -
100% of Grp 1 plus 50% of Grp 1 

> Zl015 Ambulatory Surgical Center -
100% of Grp 2 plus 50% of Grp 1 

Appendix A/8 Ed. 2-86 



MEDICAID 
FOLLOW DOLLAR 

HCPCS UP VALUE 
IND CODE MJD DE.5CRIPI'ION DAYS s $ NS 

> Zl020 Ambulatory Surgical Center - 80% of a base 100% of Grp 2 plus 50% of Grp 2 
rate adjusted 

> Zl025 Arrbulatory Surgical Center - for a geographic 

100% of Grp 3 plus 50% of Grp 1 variation 

> Zl030 Ambulatory Surgical Center -
100% of Grp 3 plus 50% of Grp 2 

> Zl035 Arrbulatory Surgical Center -
100% of Grp 3 plus 50% of Grp 3 

> Zl040 Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 1 

> Zl045 Arrbulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 2 

> Zl050 Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 3 

> i10ss Arrbulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 4 

>N Zl600 Personal Care Assi stant Service - 7.70 7.70 
Individual Per Hour 

>N Zl605 Personal Care Assistant Service - 6.24 6.24 
Group - Care provided involves t'w'O Per Hour 
or rrore patients, with a maximum of 
eight patients in the same residential 
setting at the same time. 

> Zl610 Personal Care Assistant Service - 25.00 25.00 
Initial Nursing Assessment Visit 

>N Zl611 Personal Care Assistant Service - 3.85 3.85 
Individual Per Half-Hour 

>N Zl612 Personal Care Assistant Service - 3.12 3.12 
Group - Care provided involves t'w'O or Per Half-Hour 
more patients, with a maxirrrum of 
eight patients in the same residential 
setting at the same time. 

> Zl613 Personal Care Assistant Service - 20.00 20.00 
Re-assessment Visit 

Awendix A/9 &i. 2-86 



CLINIC VISIT 

90050 
90060 
90070 

For reimbursement purpose a clinic visit will consist of care and 
treatment by the physician and include those procedures ordinarily 
performed during a clinic visit dependent upon physician's disci­
pline. The following will be included as a minimum in the progress 
notes: 

i. Purpose of visit 

ii. Pertinent history obtained 

iii. Pertinent physical findings including pertinent negative phy­
sical findings based on 1) and 2) 

iv. Procedures - if any performed-with results 

v. Lab, x-ray, and ECG, etc., ordered-with results 

vi. Diagnosis(s) plus treatment plan status, including drugs 
ordered, relative to present and pre-existing illness plus 
pertinent reccmnendations and actions 

OOI'E: This code will be declined if claimed for a Preventive Health 
Care Visit for patients age 20 or less. If visit is of a 
preventive health care nature, use Code 90764. For patients 
age 20 or less, Itan 13C of the M:-14 (Independent outpatient 
Health Facility) claim form must carry a diagnosis canpatible 
with at least a preswnptive illness and not that of preventive 
health care. 

NOrE: It is reccmnended that for patients age 20 and under, a state­
ment as to the status of irrmunizations, nutrition, and deve­
lopnent be included at appropriate intervals. 

ANNUAL HEALTH W\!NrENANCE EXAMINATION - AGE 21 AND OVER 

>90750 
90760 

For reimbursement purposes, the annual health maintenance examina­
tion limited to patients age 21 and over nust contain as a minimum 
the following information on the record. It also will be limited to 
a maximum of one such examination a year and also is limited to an 
office type setting. It nust be justified by .Medical Necessity. 
The record should show: 

1. Interval history. 

2. Ccmpleting or updating the pertinent past medical history, 
family history and social/personal history. 

3. Ccmplete systemic review including all systems and pertinent 
negative findings. Canplete total systems physical examination 
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(b) DENrAL SERVICES 

(See Dental Services Manual.) 

(c) FAMILY PLANNIN3 SERVICES 

INITIAL MEDICAL VISIT 

90015WF Family Planning to include each of the following: 

i. ~ical, social, obstetrical history 

ii. Canpelte pelvic examination - including visual inspection 
of the cervix 

iii. Breast examination 

iv. Papanicolaou smear (excludes cytology study) 

v. Contraceptive counseling with referral as indicated 

This ccxle includes cost of birth control drugs dispensed. A 
prescription cannot be substituted. 

Procedure ccrle 90015WF will be disallowed if procedure ccxles 
90015-90020, 90760 or 90015WF has been performed during the 
prior 12 nonths by the sane provider. 

RQJTINE OR FOLLCM-UP VISIT - BRIEF 

>90040WF May include pelvic examination, changes in method or physician's 
instructions at a minimum average time of 5 minutes or represent a 
visit solely for a refill supply of birth control <lrl:19S for which a 
prescription cannot be substituted and professional contact is not 
necessary . 

MEDICAL REVISIT - FAMILY PLANNIN3 

90060WF May include pelvic examination, changes in ~thod or physicians' 
instructions . This cooe includes cost of birth control drugs 
dispensed . A prescription cannot be substituted. 

ROJTINE OR FOLLOO-UP VISIT - PROLON3ED 

90070WF May include pelvic examination, changes in method or physicians' 
instructions. Involves 20 or nore minutes of personal time in 
patient contact, including documentation of time as well as adequate 
significant progress notes on the clinic record. This ccxle includes 
costs of birth control drugs dispensed. A prescription cannot be 
substituted. 
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58301~ Rem:>val of an IUD by a certified nurse-midwife. _Include delivery 
date on the Independent Outpatient Health Facility Claim Form 
(t-C-14). 

Note: Limited to within the six-week post-partum period. 

Ra.JTINE OR FOLLOW-UP VISIT BY A NURSE-MIDWIFE 

90060~ Routine or follow-up visit, prolonged - provided by a certified 
nurse-midwife and limited to within the six week post-partum period: 
may involve pelvic examination, changes in method or instructions. 
Involves 20 or rrore minutes of personal time in patient contact, 
including documentation of time as well as adequate significant 
progress notes on the clinic record. This code includes cost of 
birth control drugs dispensed. A prescription cannot be substi­
tuted. Include delivery date on the Independent Outpatient Health 
Facility Claim form (~-14). 

(d) I.ABORATCRY SERVICES 

URINALYSIS (Chemical and Microscopic) 

81000 Note: Stick, Dip or Tablet Test done on urine are considered part of 
the urinalysis , and, therefore are not eligible for reimburs~nt. 

HEMCGLOBLIN (Photoelectric rrethod only) 

83051 Note: Reimbursement not eligible for other rrethod. 

(e) MEDICAL DAY CARE (See Medical Day Care Manual) 

( f ) SURGERY' 

An asterisk preceding any procedure code also can be done by the podiatrist. 

10040 Limited to severe acne. For less than severe acne, utilize a proce­
dure code for an office visit. 

( g) MENI'AL HEALTH SERVICES 

CCMPREHENSIVE INrAKE E.VAWATION 

90801ZI An initial procedure performed at a mental health clinic to assess a 
new patient and recanmend an appropriate treatment plan or addi­
tional diagnostic studies. The procedure includes initial inter­
views with the patient and other involved individuals, conferences 
with referral sources, examination of written material provided by 
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the patient or others, staff conferences and written evaluation and 
treatment plan including recarmendations for further consultations, 
studies or additional information. Although this procedure may be 
perform€9 by a single individual, it is expected that it shoqld be a 
team approach and <Df one and one-half hours duration.. Use' of proce­
dun~ is limitE;rl t,o once per year for any one patient . 

INDIVIDUAL PSYCHOI'HERAPY - 25 Minute Session 

90843ZI This code :r;equires for reimburse,nent purposes a minimum of 25 minu­
tes of direct personal clinical involvement with the patient and/or 
family member • 

INDIVIDUAL PSYCHOI'HERAPY - 50 Mim,1t~ Session 

90844ZI This code requires for reimbursement purJ?Oses a minimum of 50 mi nu­
tes of direct persqnal clinical inyolvement with the patient anct/or 
f ami, ly member • 

FAMILY THERAPY 

90847ZI This cooe reql.lires for reirqbursement purposes a minimum of 50 minu­
tes of qirect personal clinical involvement with the patient and/or 
family member . The CPT narrative otherwise remains applicable. 

FAMILY THERAPY 

9084722ZI This code requires for reimbursement purposes a minimum of 80 minu­
tes of direct personal clinical involv~ent with the patient and/or 
family member. The CPT narrative otherwise remains a~plicable. 

FAMILY (X)NFERENCE 

90~87ZI This code requi res for reimbur$ement purposes a miniIJlUill of 25 minu­
tes of direct personal clinical involvement with the patient, family 
manber or caretaker. The CPT narrative othe:rwise remains applicable. 

GRClJP FSYCHOI'HERAPY 

H5025ZI This code requires for reimb~rsement purposes a minimum of 90 minu­
tes of direct clinical involvanent wi~h the patient as a member of a 
group of which 10 minutes can be used for documentation. The naxi­
mum number of tne group is 8 anq. the reimbursement is per person 
per group sessiom. 
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( j ) RADIOiffiY SERVICES 

CHFST 

71010 
71020 
71030 
71034 

PELVIS 

72170 

HIP 

73500 
73510 

ESOPHAGUS 

74220 

PELVIMETRY 

74710 

Routine chest x-rays without medical necessity in an office (clinic) 
or hospital setting are not reimbursable under Program Guidelines. 
See Awendix C (~ical Necessity Program) at the end of this manual. 

Pelvis x-ray is not eligible for separate payment when performed in 
conjunction with Canplete Lumbosacral Spine x-rays (72110). 

Procedure 73520 should be used for Bilateral Hip x-rays when both 
hips are x-rayed instead of billing separately for each hip 
(73500, 73510). 

(With fluoroscopy by the radiologist) 

***Not eligible for separate payment when performed in con­
junction with a GI or Snall Bowel Series, (74240, 74241, 
74245 74250). 

NorE: Use of the code for pelvimetry requires written evidence of 
medical necessity to accanpany the Independent Outpatient 
Health Facility claim form (M;-14). See Appendix C at the 
end of Section 3 • 2. -

(k) REHABILITATION SERVICES 

SPEECH THERAPY 

92507 Minimum time 30 minutes. Prior authorization required. Prescribed 
by a licensed physician, performed by a qualified speech-language 
pathologist. 

>AUDICMETRIC TESTS 

92552 
92553 
92557 
92566 
92572 
92576 
92582 
92589 

Appendix B/15 

May be reimbursed when prescribed by a physician and performed by an 
audiologist. When billing a canplete audiogram, Air-Bone-Speech­
Discrimination Impedance Audiometry use codes 92557 and 92566. 
Irrpedance Audiometry (92566) is not reimbursable as an indePErndent 
procedure. 
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(m) OI'HER S~VICES 

ABORTION 

59840 
~9841 

See Subchapter 2 (2.1-Abortions). Policy originally published as 
NJHSP Newsletter, Volurre P-268, "Policy Regarding Medicaid Reim­
bursement for Abortions" FD-179 form rrust be attached to the 
1500-N .J. claim form. · 

OOI'E: Trimester of pregnancy must be identified on the 1500-N.J. 
claim form by using rrodifier "WY" for 1st trimester or "WZ" for 2nd 
trimester. 

>PERSONAL CARE ASSISTANT SERVICE 

Zl600 
Zl605 
Zl611 
Zl612 

The Personal Care Assistant performs duties as listed in the ser­
vice definition that follows: 

Household duties that are essential to the patient's health and 
canfort - Group A - Performed by a personal care assistant include 
but are not limited to: 

1. Care of the patient's roan and areas used by the patient; 
sweeping, vacuuming, dusting; 

2. Care of kitchen ; maintaining general cleanliness of refrigE·rator, 
stove, sink and floor, dishwashing; 

3. Care of bathrcxxn; maintaining cleanliness of toilet, tub, 
shower and floor; 

4. Care of patient's personal laundry and bed linen (this may 
include necessary ironing and mending); 

5. Necessary bed-rmking and changing of bed linens; 
6. Re-arranging of furniture to enable the patient to rrove about 

nore easily in his/her hane; 
7. Listing food and household supplies needed for the hea]..th and 

maintenance of the patient; 
8. Shopping for above supplies, conveniently storing and arranging 

supplies, and doing other essential errands; 
9. Planning, preparing and serving ireals; 

Activities of Daily Living - Group B - Performed by a personal care 
assistant include but are not limited to: 

1. Care of the teeth and rrouth; 
2. Groaning-care of hair, including shampooing, shaving, and the 

ordinary care of nails; 
3. Bathing in bed, in the tub or shower; 
4. Using the toilet or bed p:3.n; 
5. Changing bed linens with patient in bed; 
6. Arrbulation indoors and outdoors, when appropriate; 
7. Helping patients in rroving - from bed to chair or wneelchair, 

in and out of tub and shower; 
8. Fating-preparing meals, including special therapeutic di~ts 

for the patient; 
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9. Dressing; 
10. Relearning household skills; 
11. Accanpanfing the patient to clinics, physician office visits, 

or other trips which are made for the purpose of obtaining 
medical diagnosis, treatment or otherwise serve a therapeutic 
prrpose. 

At;pendix B/19 

fUrE: Personal Care Assistant hourly service is limited to a maxi­
num of 25 hours per -week per client. 

F.cl. 2-86 



St:.ik of New Jersey 
Department of Human ServiCl'S 

Division of Medical Assistance and Health Sl·rviL'l'S 

\'1 ti llllll' , , .. . .. P-:-: 4.84 ... 

TO: 

SUBJECT: 

NEWSLETTER 
Aori l 28, 1986 

Chief Executive Officer - Hospitals and Special Hospitals 

Request for a Hospital St~tement, Completion of a Health 
Insurance Claim Form and/or Medical Records for Medicaid 
Patients (This Newsletter replaces New Jersey Health Service 
Program Newsletters P-289 and BC-190, dated 1-19-81.) 

BACKGROUND: The Bureau of Administrative Control (Recovery Unit), Division 
of Medical Assistance and Health Services, is charged with the 

recoupment of Medicaid funds expended on behalf of recipients when a third party 
is or may be liable for making payments. 

In a continuing effort to safeguard the expenditure of taxpayer dollars and 
to uphold public confidence in the New Jersey Medicaid Program, your 
cooperation is requested in notifying the Bureau of Administrative Control 
of any and all requests from attorneys, insurance companies, investigators, 
and/or recipients to either furnish copies of medical records or medical 
bills, or to complete insurance forms for services rendered to Medicaid 
patients. All personnel who handle such requests should become familiar 
with the following procedures. 

ACTION: Whenever a request is made on behalf of a Medicaid patient 
for a duplicate hospital statement, a copy of his/her medical 

record and/or completion of an insurance form, it would be appreciated if the 
procedures listed below were followed. 

1. 

2. 

Request For a Medical Record: Complete the LD-13 form and/or submit 
a photocopy of the request. 

Request For a Hospital Statement and/or 
Request For Completion of a Health Insurance rorm: 
Complete the LD-13 form. Release the request, stamped with the 
following notation: 

Paid by N.J. Medicaid Program 
Reimbursement Required Under the Provisions of 

N.J.S.A. 30:40-1 et.~-

Please contact: 
Division of Medical Assistance and Health Services 

Bureau of Administrative Control 
CN-712 

Trenton, New Jersey 08625 
(609) 588-2900 

Also, due to an address change, it is necessary to issue a new 
stamp. This stamp will be provided under separate cover. 



-2-

The LD-13 form letter has been revised to provide a separate area for indicating 
that a request fo~ t~e completion of a health insurance claim form has been 
received. A copy of the revised form is attached and additional forms may be 
obtained by writing to your Fiscal Agent, The Prudential Insurance Company of 
America, P.O. Box 1900, Millville, New Jersey 08332 or Blue Cross and Blue 
Shield of New Jersey, Inc., 33 Washington Street, Newark, New Jersey 07102. 

Any questions regarding this Newsletter should be directed to Leon Bartol, 
Chief, Bureau of Administrative Control at 609-588-2900. 



STATE OF NEW JERSEY 
DEP~~TMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 
(609) 588-2900 

Division of Medical Assistance and Health Services 
Bureau of Administrative Control 
CN-7 12 
Trenton . New Jersey 08625 

Date : 

RE : Requests for a hospital statement. the completion of a health insuran ce claim form and/or medical record of a Medicaid 
patient. 

Gentlemen : 

We have issued: (check appropriate box) 

D a hospital statement stamped in accordance with established Medicaid procedures 

D a completed health insurance claim form 

D a medical record 

on behalf of the following Medicaid patient : 

Patient's Name HSP (Medicaid) CaBe Number 

Patient's Addrea, Telephone Number 

hospitalized at 
Name of Ho,pital 

from ________ _ to __________ . This information was requested on 
Date 

by 
Name Address 

Telephone Number Company or Finn Requesting Information 

Very truly yours, 

Title 

LD-13 (rev. 3/86) 



State of New Jersey 
Department of Human Servin·s 

Division of Medical Assistance and HeJlth Servil.'es 

Vt 11 tlllll' . . .. . P..-:-:~.?? .... ... . 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

May 12, 1986 

ALL PHYSICI ANS, INDEPENDENT CLINICS AND HOSPITAL ADMINISTRATORS 

REVISED FEES FOR THE LISTED IMMUNIZATION SERVICES 

FOR ALL NON-INSTITUTIONAL CLAIMS PROCESSED 
ON OR AFTER APRIL 22, 1986 

Due to the change in cost for certain vaccines, the New Jersey 
Medicaid Program has revised the fee schedule for the 
immunizations listed in this Newsletter. 

Please Note: Copyright restrictions make it impossible to print 
excerpts from the CPT-4 (Physician's Current Procedural 
Terminology Fourth Edition). To determine narratives for Level I 
codes (5 digits), it is necessary to refer to the CPT-4 book. 
For level II and Level III codes (letter and 4 digits), the 
complete narrative is located in the Subchapte r 4 (HCPCS) of the 
Physician Services Manual (10:54-4.2 Appendix A) or in the 
Subchapter 3 (HCPCS) of the Independent Clinic Services Manual 
(10:66-3.2 Appendix A). 

The HCFA Common Procedure Coding System codes (CPT-4) and maximum 
fee schedul e are as follows: 

Medicaid 
Dollar 

HCPCS Code Value 

90701 10. 79 

90702 3.98 

90703 3.85 

90704 13.99 

90705 12.35 

90706 12.86 



Medicaid 
Dollar 

HCPCS Code Value --

90707 27.24 

90708 18.73 

90709 20.23 

90712 13.85 

90719 4.88 

90724 5.32 

90732 11. 32 

J2790 42.37 

W9090 11.45 

W9095 5.97 

If you have any questions regarding this Newsletter, please contact I. Fulton 
Erlichman, M.D., Acting Medical Director, Division of Medi'cal Assistance and 
Health Services, at (609) 588-2749. 



St J k o f N t.' w Jc: rst: y 
D1.:part 1rn:nt of Human St:rv ic,:s 

Divi sio n of i\kd ic :.i.l Assis tani.:e Jlld Hc:Jlth St:rv ices 

Volume: P-486 

TO: Hospital Chief Executive Officers and Fir:iancial Directors 

May 23, 1986 

SUBJECT: SECOND RECOUPMENT OF CLAIMS PAID BY THE NEW JERSEY MEDICAID 
PROGRAM FOR RECIPIENTS WITH MEDICARE COVERAGE 

Our records further indicate that Medicare coverage existed for a number of Medicaid 
recipients for whom your facility received reimbur~:ement from the New Jersey Medicaid 
Program for services provided for the period between October 1, 1983 and September 30, 
1984. The names and Medicare/Medicaid numbers of those Medicaid recipients, together 
with the details of the claims in question, appear on the attached list. -

The Medicare time limit for submission of only those claims listed has been extended by 
Medicare to June 30, 1986. MEDICARE WILL NOT CONSIDER PAYMENT FOR THESE 
CLAIMS IF SUBMITTED AFTER THIS DATE. 

In approximately 45 days from the date of this Newsletter, the New Jersey Medicaid 
Program will recoup its payments made for the claims on the attached list unless it is 

- substantiated that the claims were previously denied by Medicare or were for services not 
covered by Medicare. Substantiating documentation should be sent to: 

THIRD PARTY RECOVERY UNIT, DIVISION OF MEDICAL ASSISTANCE AND 
HEALTH SERVICES, P.O. BOX 343, MAIN POST OFFICE, NEWARK, N.J. 
07101-0343 
Telephone Number: (201) 642-0003. 

To offset the negative impact on cash flow caused by the recoupment, use the attached 
list as a resource to immediately prepare and submit the Medicare claims for the services 
in question. Magnetic tape and Blue Cross teleprocessing billers must bill these cases hard 
copy, using the UB-82 Medicare claim form. All claims should be complete with an "H" in 
the Remark field (locator #"'94on the . UB-82 claim form). Billers using the Medicare Part 
A Remote On-Line Entry system· should key an "H" in the fourth position of the Remark 
field (field immediately following the number of acute days). 

The effort to identify Medicare and other third party coverage for claims paid by the New 
Jersey Medicaid Program is an ongoing one and you will periodically receive listings 
similar to the one attached. 

Any questions regarding this Newsletter or this recoupment in general should be addressed 
only to the THIRD PARTY RECOVERY UNIT, Division of Medical Assistance and Health 
Services, P.O. Box 343, Main Post Office, Newark, New Jersey 07101-0343. Telephone 

.-number: (201) 642-0003. 



StJk of New Jem.·y 
Department of Human Servkl's 

Division of Medil'al Assistatll'l' and lft>Jlth Sl·rvil'l'S 

NEWSLETTER 
v( ,11,111L' . .. .. P:-:-.48.7. ...... . 

TO: 

May 26, 1986 

Homemaker Agencies Participating in the Community Care Program 
for the Elderly and Disabled (CCPED) 

SUBJECT: Change in Accreditation Time Schedule - February 1, 1987 

BACKGROUND: A prior Newsletter, dated October 28, 1985, informed you that 
homemaker agencies participating in the Community care Program for 

the Elderly and Disabled must be accredited by November 1, 1986 as a condition for 
continued participation in the New Jersey Medicaid Program. Jt stated that this 
accreditation must be carried on by the National Homecari~g Counci1 or the Commis­
sion on Accreditation for Home Care (established by th~ Home Care Council of New 
Jersey). 

The National Homecaring Council is prepared to ac ce pt and process accreditation 
applications. However, because the Commission on Accreditation for Home Care was 
newly established in New Jersey to carry out this requirement, full implementation 
of its accreditation program has not as yet been achieved. 

ACTION The Division of Medical Assistance and Health Services, in recogni-
tion of this delay in the establishment of tile dccreditation process, 

is extending the deadline for accreditation tor those agencies now providing 
services under the Community Care Program for the Elderly and Disabled. The new 
date will be FEBRUARY 1, 1987. We have been assured by the Commission on Accredita­
tion for Home Care that this will provide sufficient time for all interes ted 
agencies to apply and be accredited. Since accreditation is also a requirement for 
the Division's Personal Care Assistant Service Program, agencies accredited for the 
Cqmmuni ty Care Program for the Elderly and Disabled will be able to participate as 
the result of this accreditation as providers of personal care assistant services. 

For further information and application for accreditation, plea se contact one or 
both of the following agencies: 

Dr. Nancy Robin~on 
Accreditation Program 
National Homecaring Council 
235 Park Avenue South 
New York, New York 10003 
Telephone: 1-212-674-4900 

Mr. Kenneth Dolan 
Commission on Accreditation for Home Care 
Home Care Council of New Jersey 
60 S Fullerton Avenue 
Montclair, New Jersey C7042 
Telephone: 1-201-744-5524 

Any questions regarding this newsletter or program participation should be directed 
to Carol H. Kurland, Administrator, Office of Honie Care Programs. 
Telephone: 1-609-588-2620. 



Stall' of Nt'v. Jt'rst'Y 
Dl'partment of Human St'r\'i1..'l'' 

Di\.ision of Mt'tfo:-al Assistan1.'l' and lh-Jlth Sa\'i1.·cs 

- . P-488 \ 11/ llll11. ...•. . ............. .. 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

ACTION: 

A 11 Providers 

Medically Needy Program 

July 1, 1986 

l\E\VSLETTER 

June 16, 1986 

The Division of Medical Assistance and Health Services is pleased t o 
announce the expansion of the New Jersey Medicaid Program to include 
provisi on for reimbursement for services rendered to Medically Need} 
individ uals. 

The Med ically Needy program (P.L. 1985, Chapter 371) prcvides 
Medicaid coverage for certain services to New Jersey residents who 
meet income and asset standards and who are: 

- Pregnant women, or 
- Needy children under the ase of 21*, or 
- Aged (65 years or older), or blind or disabled 

*Caution : Under the New Jersey law, the parents of these 
children also known as Caretaker Relati ves are not covered 
for Medically Needy benefits. -

This newsletter describes the unique characteristics of the Medically Needy program. 
It will help you identify Medically Needy individuals, the service limitations, and 
claims which may be reimbursed through the program. 

1. Identifying a Medically Needy Individual: Persons eligible for the Me~i~all~ 
Needy program are identified by means of d "Medicaid Eligibility Ident1f1 cat 1on 
Card", known as the MEI or FD-73/178 (Refer to enclosed Provider Desk Gui de). 
This card contains the same basic information that appears on the existing MEI 
card and is used in the same manner. Listed below are the unique Medical ly 
Needy characteris tics of the MEI Card to help you identify a Medically Needy 
individua l. 

{a) The following is printed at the top of the card: 

MEDICALLY NEEDY ELIGIBLE 
CHECK PROVIDER MANUAL FOR AUTHORIZED SERVICES 

(b) Valid From xxxxx to xxxxx identifies eligibility dates. The card is 
issued monthly; however, always review the eligibility dates because 
coverage may begin on any day during the month. 



(c) The date of birt h and Social Security Account Number are Offiitted and 
"Medically Needy 11 is printed above this space. 

(d) The card lists all tligible persons in a family and the "Service Codt "* 
which applies to each eligible person. A service code is the key to 
identifying the Medical ly ~eedy group into which an i ndividual falls cr.G 
the corresponding services available to that Medica ll y Needy individua;. 
(See '' Identifyins ~edicaid Services Available Under t he Medical ly ~eedy 
Program" below. ) 

The serv i ce codes for the three groups under the Medically Needy progra~ 
are: 

Service Grou p A - Pregnan t women 
Service Group B - Needy childre~ under the age of 21 
Service Group C - Aged (65 years or older ) , blind or disabled 

*Caution: Service liffiitations are defined by ser 1 i ce category. 
It i s important to check the service code for each individuel 
listed on the card. 

2. l.Q_entifyins ~1edicaid Services Available Under the MediCa il y t-.eedy Proqrar: 
The Medically Needy progra~ is a~ expansio~ of the Medicaid program; 
therefore, Medically Needy services s~all be provided in accordance wi t~ 
the established ~edicaic ru1es and rtg~lations. The following service: 
are available to al l Medically ~etdy groups: 

LISTING OF NE~ JERSEY MECICAID PROGRA~ SERVICES AVAILABLE 
FOR ALL MEDICALLY NEEDY GROUPS - A, B, and C 

Physician 
Dentist 

- Psychologist 
- Optometrist 

Hearing aids 
- Independent clinics 
- Medical supplies and equipment 

- 2 -

Home health services 
Laboratory and X-ray services 

- Optical appliances 
- Medical trar.sportation 

Personal care assistant services 
- Prosthetics and orthotics 



LISTING OF SPECIFIC SERVICES UNDER NEW JERSEY MEDICAID PROGRAM 
AVAILABLE ONLY TO THE MEDICALLY NEEDY GROUP(S) INDICATED BELO~: 

SERV ICE 
GROU P A 

SERVICE 
GROUP B 

SERVICE 
GROUP C 

Pregnant Women Needy Children 
Aged, Blind 
or Disabled 

- Inpa tient hospital - Prescribed drugs - Med 'i Ca , day 
care - Pod i atry 

- Med ical day care - Podiatry 
- Pres cribed drugs 

Chiropractic services 

NEW JERSEY MEDICAID PROGRAM SERVICES NOT AVAILABLE TO THE MEDICALLY NEELY 
POPULATION: 

c Early Periodic Screening, Diagnosis, and Trtatment (EPSDT); 
0 Long tenn care services (SNF, ICF, ICF/MR); 
0 Outpatient hospital services (including "Same Day Surgery" 

services or any services provided by a satellite outpatient 
facility whic h is reimbursed according to a hospital methodology); 

0 Rehabilitation services are not available for reimbursement 
when provided through a hospital or long-term care facility, 
except to pregnant women as part of their inpatient hospital 
services. 

3. Submission of Medically Needy Claims: 

A cl aim for service provi ded to a Medically Needy individual during a period 
of eligibility must be submitted to the appropriate New Jersey Medicaid Progra~ 
Fiscal Agent, The Prudenti al Insurance Company of America or Blue Cross and 
Blue Shield of New Jersey, Inc., in the same manner as the provider submits 
any other claim for rei mbursement for services covered under the New Jersey 
Medi caid Program. Clai ms are reimbursable at the established Medicaid rat~. 
ALL EXISTING MEDICAID POLICIES FOR EACH PROVIDER GROUP APPLY TO MEDICALLY 
NEEDY , i.e.: PRIOR AUTHORI ZATION, UTILIZATION REVIEW, ETC. 

4. Non-Rei mbursable Services: Non-covered services or services provided outside 
an eligibility period are not reimbursable and remain the patient's liability. 
However , a patient may be able to use these medical expenses to establish 
future Medically Needy eligibil ity. Your cooperation in responding to requests 
for proof that the patient owes you payments for these bills will assist him/ 
her in establishi ng Med ically Needy eligibility . 

- 3 -



Exce~tion: Eligibility for some individuals may not begin on the first of th~ 
mont . Unpaid claims for co.vered· services received prior to the individual's 
date of eligibility may qualify for reimbursement. These types of services 
fall into the category of "special" claims. "Special" claims are claims for 
covered Medically Needy serviGes renderecl to the eligible individual between 
the first day of the month in which eligibility. is establis,hed through the 
actual day eligibility is established. In s~ch cases, providers will receive 
a Medically Needy Claim Transmittal (FD-311 F9rm - Refer to Attachment) which 
will be developed through the eligibility determination process at the County 
Welfare Agency/Board of Social Seivices. This form will be ~rovidfd on a 
case-by-case basis with inform~tion already comijleted concerning recipient 
identification and service-s potentially rtimb4rsable. Providers will be 
required to enter their i~entification infQrmatiQn in the upper right hard 
corner of the form. The FD-311 must be attached to the hard copy claim whe n 
submitting 11 special 11 claims to the Fiscal Agel'ilt for p~yment. 

Attached you will find a Provid~r O~sk Guide wbich highlights pertinent facts about 
the Medically Needy program. Use this as a quick reference on covered groups, 
covered services and billing information. 

Chapter I (Administration - N.J.A.C. 10:49) of your provider services manual has 
been updated and will be forwarded to you in a few weeks. The information contained 
in this Newsletter is incorporated into t~at chapter under secti0ns entitle~: ''Who 
is eligible for Medicaid 11

; "How. to id..entifiy a cov.ered· person"; and "Services coverec 
by the New Jersey Medicaid Prog rQ.rr,. 11 

If you have any questions regarding this newsletter, please contact the ~edical l) 
Needy Project Office at 1-800-624-468~. 

Attachment - Medically Needy Claim Transmittal (FD-311 Form) 
Enclosure - Provider Desk Guide 

- 4 .. 



RECIPIENT INFORMATION 

HSP (Meoic:110) CASE NO . 

NAME 

ADDRESS 

TYPE OF SERVICE 

, . 
2. 

3. 

4. 

5. 

6. 

7. 

a. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

State of New JerMy 

Department of Human Services 
Div1s1on of Medical Ass1rt1nu and Heatth S.rvicH 

MEDICALLY NEEDY CLAI~t TRANSMITTAL 

PROVIOE R INFORMATION 

PROV I DE A NO . 

PAOVIDEA NAME 

PROVIDER ADDRESS 

DATE OF PAYMENT FROM t';LIENT 
SERVICE CHARGE OTHER SOURCE O81...ICATION 

Provider Instructions and Information: 

• The services listed above were provided to the identified individual during a covered retroactive period. 

TOTAL FROM 
OTHER SOURCES 

• This transmittal does not guarantee payment. Your claim will be processed in accordance with current Medicaic and 
Medically Needy regulations. 

• Each claim form submitted for payment for services listed above must be attached to this c;focument. 

• Plea~e enter yowr provider number in the appropriate sµace in the upper right corner. 

• Any amount listed in the column entitled "Client Obligation" is the responsibility of the client and should be paid by the 
client directly to you. 

NUMSER OF ITEMS ___ _ 
SIGNATURE 
Autnorlzeo Aepr_es_e_n_t_•~t,-v,--------------



State of New Jersey 
Department of Human Servkl.'S 

REC'D JUL 281986 
Division of Medil'al Assistanl'e and HeJlth s~rvicl.'S 

, P-489 
V11lllllll ... ..... ......... . . .... .. 

TO: 

SUBJECT: 

EFFECTIVE: 

PURPOSE: 

NEWSLETTER 

July 14, 1986 

Special and Private Psychiatric Hospitals 

Reimbursement for Level of Care Provided 

February 1, 1986 for Retrospective Utilization Review of Inpatient 
Services by The Peer Review Organization of New Jersey, Inc., (PRO). 

This letter notifies Special and Private Psychiatric Hospitals of 
reimbursement policy according to level of care. 

BACKGROUND: The New Jersey Medicaid Program is obligated to follow the Federal 
law (186l(v)(l)(G)) and regulations (42 CFR 447.253(b)-(l)(B) which 

require that the hospital rate of reimbursement reflect the level of care actually 
received. 

The Program reimburses for services provided to hospitalized patients, who no longer 
require the acute level of care, at a rate commensurate with the patient's level of 
care. Criteria/guidelines for covered levels of care were distributed to Special 
and Private Psychiatric Hospitals by The Peer Review Organization of New Jersey, 
Inc., (PRO). 

Action: Effective for admissions on or after February 1, 1986, Special and 
Private Psychiatric Hospitals are reimbursed according to the 

appropriate level of care provided. Payment is based on the statewide weighted 
average rate for all patient days identified as requiring SNF (Skilled Nursing 
Facility) or ICF (Intermediate Care Facility) level of care. 

The weighted average New Jersey Medicaid SNF and ICF per diem rates are as follow: 

SNF 

$62.17 

ICF 

$54.98 

Hospitals must indicate the level of care in Locator No. 2 on the UB-82 HCFA-1450 
fonn when billing for inpatient services. (Specific instructions for completion of 
UB-82 HCFA-1450 were previously issued to Special and Private Psychiatric Hospitals 
in Newsletters BC-330 and P-477, dated April I, 1986.) 

Questions relating to Level of Care reimbursement should be directed to the 
appropriate Fiscal Agent: 

Blue Cross and Blue Shield of New Jersey, Inc. - 201-456-2570 or 456-2534 
The Prudential Insurance Company of America - 609-293-2254 



State of New Jersey 
Dt:partmcnt of Human Savi~L'S 

REC'D JUL 28 1986 
Division of Medi~al Assistan~r and HeJlth Savkt:s 

TO: 

SUBJECT: 

EFFECTIVE: 

NEWSLETTER 

July 28, 1986 

Home Health and Homemaker Agencies 

Revisions to the Personal Care Assistant Program and the 
Community Care Program for the Elderly and Disabled 

August 1, 1986 

PURPOSE: This Newsletter informs providers of Personal Care Assistant 
services and of homemaker services under the Community Care Program 

for the Elderly and Disabled (CCPED) that new procedure codes and reimbursement 
rates have been established for services provided on weekends and holidays. 

Personal Care Assistant Program 

The Individual and Group reimbursement rates for the hour and half-hour periods 
of service are as follows: 

1. Personal Care Assistant service - Individual 
reimbursement rate - Up to $9.30 per hour -
Weekend, Holiday - Code Zl614; 

2. Personal Care Assistant service - Individual 
reimbursement rate - Up to $4.65 per half-hour -
Weekend, Holiday - Code Zl615; 

3. Personal Care Assistant service - Group 
reimbursement rate - Up to $7.24 per hour -
Weekend, Holiday - Code Zl616; 

4. Personal Care Assistant service - Group 
reimbursement rate - Up to $3.62 per half-hour 
Weekend, Holiday - Code Zl617. 

Additionally, the Division of Youth and Family Services foster care homes have 
been removed from the exclusionary list of residences where personal care 
assistant services may be provided. This means that children living in foster 
care homes under the auspices of the Division of Youth and Family Services may 
now be served by the Personal Care Assistant program if they are found to be 
medically in need of these services. Prior authorization of personal care 
0ssistant services fot· these children is required from the Medicaid District 
Offic~ in the county in which the child resides. 



't 
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Community Care Program for the Elderly and Oisdb'led lCCPtO) 

1. Homemaker service - Individual reimbursement 
rate - $9.30 per hour - Weekend, Holiday -
Code Z1295. (There is no half-hour code in 
the CCPED Program.) 

Any questions regarding this Newsletter should be directed to Carol Kurland, 
Administrator, Office of Home Care Programs, Division of Medical Assistance and 
Health Services at (609) 588-2620. 



State of Nt'w Jerst.•y 
Dl'partmcnt of Human St.•rvkt.·s 

Division of Mt>dical Assist.met.· and Jh.•Jlth SL'rvit.'t.'S REC'D JUL 28 1986 

NEWSLETTER 
V, ,l11111c .. . . f>~-~~-1 .. .. .. .. . 

July 21, 1986 

TO: All Hospitals In New Jersey 

SUBJECT: Utiiization Review - Inpatient and Outpatient Hospital Services 

PURPOSE: This Newsletter is to formally advise hospitals that the New 
Jersey Medicaid Program has contracted with the Peer Review 

Organizati on of New Jersey, Inc., (PRO) to perform Utilization Review (UR) 
in hospitals. 

BACKGROUND: The New Jersey Medicaid Program has initiated rev1s1ons to its 
Utilization Review program. Reviews by the PRO are now being 

conducted retrospectively rather than concurrently. 

The PRO, acting as an agent for the New Jersey Medicaid Program, has full authority 
to review paid hospital claims for inpatient and outpatient services. Based upon a 
sample selection of claims, the PRO will review corresponding patient records for 
medical necessity, level of care, and quality of care. The Utilization Revi ew 
process and screening criteria were distributed to all hospitals by the PRO. 

All hospitals are non-delegated and subject to PRO review. 

When the PRO decision about the utilization of hospital services differs from the 
information submitted on the claim form, the PRO decision is binding. The amount 
previously reimbursed to the hospital for services is subject to adjustment if the 
PRO decision denies necessity of admission, appropriateness of services, or reduces 
length of stay, or level of care. Hospitals, however, may request reconsideration 
of the PRO decision and file an appeal. · 

ACTION: 

(A) Utilization Review of Inpatient Services 

Effective February 1, 1986, the PRO initiated the following review process 
for inpatient claims: 

1. Acute Care (DRG) Hospitals 

a. For admissions on or after February 1, 1986, the inpati ent 
review is retrospective. 

(1) For admiss i ons prior to February 1, 1986, and continuing 
not later than February 28, 1986, the review was 
concurrent. 



2. 

(2) If the hospitalization extended beyond February 28, 1986, 
the services are subject to retrospective review for the 
period March 1, 1986, and thereafter. 

b. Inpat i en t reviews include but are not limited to a sample of 
paid claims involving: 

(1) Outliers; 

(2) Outpatient/Same Day Surgery ; 

(3) Transfers to other acute care facilities; 

(4 ) Readm i ssions; 

(5) Obstetrical and newborn cases; 

(6) MICU and Rebundled Services. 

Special and Pr i vate Psychiatric Hospitals 

Utilization Review for hospital stays with dates of service on or 
after February 1, 1986, is retrospective. 

(B) Utilization Review of Outpatient Services - Acute Care (DRG) Hospitals 

The PRO will review a sample of paid claims for services rendered on or 
after March 1, 1986. Hospitals included in this review were previously 
notified by the PRO. Outpatient reviews include but are not limited to 
the following: 

1. Emergency Room services; 

2. Dental services performed in the Emergency Room; 

3. Same Day Surgery services; 

4. MIC U services. 

(C) Billing Instructions - Acute Care (DRG) Hospitals 

1. The PRO certification stamp on hard copy claims is discontinued 
for hospitalizations subject to retrospective review by the PRO. 

2. In the event that the PRO decision differs from data which the 
hospital has submitted to the Department of Health, the hospital 
is responsible for resubmitting corrected data to the Department 
of Health . 
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REC'D JUL 2 8 1986 

(D) Authorization Changes 

The New Jersey Medicaid Program has eliminated the following authorization 
procedures because the PRO Utilization Review determines whether the 
admission and continued stay at a hospital were appropriate and medically 
necessary: 

1. Authorization is no longer required from the Medicaid District 
Office for hospitalizations extending beyond the twenty-first 
day in special hospitals. 

2. Authorization is no longer required from the Chief Consultant, 
Mental Health Services, for hospitalizations extending beyond 
the fortieth day in psychiatric units of acute care (DRG) 
hospitals or private psychiatric hospitals. 

(E) Appeal Process 

Hospitals may appeal the PRO decision by submitting a request for 
reconsideration to: 

The Peer Review Organization of New Jersey, Inc. 
Central Division 
Brier Hill Court 
Building J 
East Brunswick, New Jersey 08816 

or 

The Peer Review Organization of New Jersey, Inc. 
Southern Division 
1940 Route 70 
Cherry Hill, New Jersey 08003 

Should you have any questions, contact the PRO of New Jersey or the subcontractor 
designated by the PRO to perform your Utilization Review at the following telephone 
numbers: 

PRO of New Jersey (Central Division) 201-238-5570 

PRO of New Jersey (Southern Division) - 609-424-7433 

Metropolitan Peer Review Organization - 201-379-6300 

Passaic Valley Professional Standards - 201-696-3731 
Review Organization 

- 3 -



State of New Jersey 
Department of Human St.'rvicl'S 

Division of Medical Assistan~l' and HeJlth Si:rvi~l'S 

NEWSLETTER 
P-492 

V11lt1tllL' ....................... .. 

TO: 

SUBJECT: 

All Providers 

Revision to Provider Services Manual 
CHAPTER 49 - ADMINISTRATION (10:49) 

August 25, 1986 

Enclosed is a revised copy of Chapter I of your New Jersey Medicaid Program 
Provider Services Manual. To facilitate legal reference and cross reference, 
and to observe submission requirements of the New Jersey Administration Code 
(N.J.A.C.), the codification (numerical designations) in the revised chapter 
conforms with that of the N.J.A.C. 

Chapter I is now entitled "Chapter 49 - Administration" (10:49). The numerical 
designation 10:49-lo of the N.JoA.C. indicates Subchapter 1. of Chapter 49 -
Administration, Division of Medical Assistance and Health Services, under 
Title 10 - Department of Human Services. The second chapter of your New 
Jersey Medicaid Provider Services Manual, which is always specific to the type 
of service provided, is similarly coded or will be when that chapter is 
reviewed for reissue. 

Accord ing to the service provided, the second chapter of a New Jersey Medicaid 
Provider Services Manual will be one of the following: 

10: 50 Transportation 10:60 Home Health Care 
10: 51 Pharmaceutical 10: 61 Independent Laboratory 
10:52 Hospital 10:62 Vision Care 
10: 53 Special Hospital 10:63 Long-Term Care 
10:54 Physician 10:64 Hearing Aid 
10:55 Prosthetic and Orthotic 10:65 Medical Day Care 
10:56 Denta 1 10:66 Independent Clinic 
10:57 Podiatry 10:67 Psychological 
10:58 Nurse-Midwifery 10:68 Chiropractic 
10: 59 Medical Supplier 



It is recommended that you carefully review this Chapter 49 - Administration. 
Information found in NEWSLETTERS addressed to "All Providers 11 and dated before 
August 1, 1986, was incorporated directly into the text, except for information 
about Specia1 Programs which is found at the end of Chapter 49. 

Information about the Medically Needy Program, which is the only major addition 
to Chapter 49, is marked with a vertical line in the left-hand margin of the 
pages containing Section Ll (aL (c), (e), and (g); Section 1.2 (b); and 
Section L4 (b). 

As administrative changes occur, the New Jersey Medicaid Program will issue 
replacement pages to assist the provider in mait1taining a manual which is 
current and easily read. 

Manual Maintenance: Discard Chapter I (Rev.12/77) and replace with Chapter 49 
- Administration (Rev.8/86). 

D"l sea rd a ·1 l Newsletters addressed to "A 11 Providers" and 
dated before August 1, 1986. 

If you have any questions about the revised Chapter 49 - Administration, please 
contact the Director of the Medicaid District Office in your area. 



FOREWORD 

The New Jersey Medical Assistance and Hea1th Services Act (P.L. 1968, c. 413, 
which is codifie'Ci as N.J.S.A. 30:40-1 et seq.) established · 'a program of 
assistance and services for defined groups of persons to enable them to secure 
quality medical care. The Act was recently amended to extend coverage to 
i ndi vi dua 1 s who qualify under the · Medically Needy · provisions ( P. L. 1985, c. 
371, approved November 25, 1985 and amended by P. L. 1985, c. 510, approved 
January 21, 1986). Th1s Act, commonly known as "Medicaid" or "Title XIX", will 
be referred to as the New Jersey Medicaid Program or the Program. 

The New Jersey Medicaid Program is administered by the Department of Human 
Services, Division of Medical Assistance and · Health Services, through the 
Division's Central Office and through Medicaid District Offices located 
throughout the State of New Jersey. 

Reimbursement for services provided under the Program is accomplished in 
conformity with Federa 1 Tit 1 e XIX regulations and State 1 aw. Payments a re 
obtained through the Divis;.on's Bureau of Claims and Accounts or through 
either of its two Fiscal Agents, Blue Cross and Blue Shield of New Jersey, 
Inc. or The Prudential Insurance Company of America, depend.ing upon the type 
of service being reimbursed. 

Each New Jersey Medicaid manual is designed for use by providers who are 
providing services to Medicaid eligible individuals. It contains 
informational and procedural material needed to assist the providers to 
understand the rules and regulations of participation in the Program, to 
identify eligible individuals, and to insure ~rompt and efficient payment of 
claims. Each manua 1 consists of two chapters. The first chapter concerns 
general administrative policies of the New Jersey Medicaid Program and a 
section describing Special Programs. The second chapter is spetific to the 
type of service provided; for example, physician services. hospital services, 
etc. 

This manual was written in accordance with Federal and State laws, rules and 
regulations and with the intent to ensure that such laws, rules and 
regulations are uniformly applied. The codification generally follows the New 
Jersey Administrative Code (N.J.A.C.). The policies and procedures described 
were developed to achieve the goals of the Program with due consideration to 
the needs of Medicaid eligible individuals and to promote effective 
relationships with providers. 

As a supplement to this manual, a newsletter system is utilized for the prompt 
dissemination of information concerning new policy and/or changes to the New 
Jersey Medicaid Program. Additionally, manual page revisions are updated as 
admi ni strati ve changes occur. Period i ca 11 y, therefore, revised. sect i ens, 
entire pages and entire chapters will be issued. It is recommended that these 
newsletters and manual page revisions be filed in your manual at the time of 
receipt of such documents in accordance with the instructions. 

Rev. 8/86 
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, ADM IN !STRATI ON 10: 49-1.1 

SUBCHAPTER I. GENERAL PROVISIONS 

10:49-1.1 WHO IS ELIGIBLE FOR MEDICAID? 

(a) Individuals eligible for Medicaid are divided into those eligible 
for a 11 services under the New Jersey Medicaid Program ( see ( b) 
below) and those individuals (Medically Needy) eligible for only 
certain services (see (g) below). 

(b) The following groups are eligible for medical and health services 
covered under the New Jersey Medicaid Program when provided in 
conjunction with Program requirements specifically outlined in the 
second chapter of each service manual. The groups are not a 11 
inclusive: 

1. Persons who are eligible to receive Supplemental Security 
Income (SSI) payments as determined by the Social Security 
Administration. Such persons are the aged (65 and over), the 
blind, and the disabled; 

2. A person who qua 1 ifi es under the Supp 1 ementa 1 Security Income 
(SSI) Program as an "ineligible spouse" of an SSI recipient as 
determined by the Social Security Administration; 

3. Persons who are eligible to receive financial assistance as 
determined by the County Welfare Agency/Board of Social 
Services. Such persons are: 

i. Families with dependent children including children 18 to 
21 years of age; 

ii. Refugee Resettlement Program refugees. 

4. Persons who meet the income standards of need app 1 i cab 1 e to 
their circumstances under one of the financial assistance 
programs referred to above, but who are not receiving or do not 
apply for such cash assistance. Such persons are eligible for 
11 Medicaid Only" under the New Jersey Medicaid Program; 

5. Individuals in Medicaid approved institutions who are eligible 
under a special income level. 

6. Persons 65 years of age and above who do not meet eligibility 
standards of the categorically-related assistance programs, but 
whose medi ca 1 needs qua 1 i fy them under the New Jersey State 
Medical Assistance to the Aged Continuance Program (MAA) (new 
recipients are no longer accepted in this program); 

7. Children in foster care and under supervision of the Division 
of Youth and Family Services (DYFS); 

8. Certain persons in State and County Governmental Psychiatric 
Hospitals and/or State schools for the developmentally disabled 
as determined eligible by the Department of Human Services; 

1 Rev. 8/86 
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(c) 

(d) 

ADMINISTRATION 

9. 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 regulations, such as 
execution of a reimbursement agreement. 

Newborn : Although both the mother and newborn infant may be 
eligible recipients on the date of delivery, the newborn infant is 
not immediately assigned a Person Number . In order to expedite 
payment to the practitioner and the hospital for inpatient hospital 
services rendered to a newborn during the mother's confinement, 
a 11 owance has been made to reimburse providers using the mother's 
Hea 1th Services Program (Medicaid) Case Number and Person Number. 
When the mother is discharged from the hospital, services to the 
newborn may no longer be claimed by the practitioner and/or hospital 
under the mother's Person Number. The mother must contact the 
County Welfare Agency/Board of Social Services to obtain a Person 
Number for the newborn. It is the duty of the practitioner or the 
hospital to contact the County Welfare Agency/Board of Social 
Services to obtain the newborn's Person Number for billing purposes. 

Note: Inpatient hospital services for the newborn a re not covered 
under the Medically Needy Program. 

If a patient has not applied for benefits, is unable to pay for 
services rendered and appears to meet the requirements for 
eligibil ity for the New Jersey Medicaid Program, the provider should 
encourage the patient or his/her representative to apply for 
benefi ts through the County Welfare Agency/Board of Social Services 
for either the Aid to Families with Dependent Children program or 
for the Medically Needy program; to the Social Security 
Admin istration for Supplemental Security Income benefits; or in 
certain cases, to the New Jersey Division of Youth and Family 
Services. The agency wil 1 process the app 1 i cation and notify the 
patient of the resulting determination. 

l. A patient receiving services prior to the notification of 
. eligibility should be informed that he/she is considered 

responsible for all charges incurred until proof of eligibility 
is verified. Once eligibility is verified, the provider may 
not bill the patient for any portion of the costs of allowable 
services rendered on or after the effective date of 
eligibility. 

(e) Medicai d Retroactive Eligibility: Persons applying for Medicaid 
benefits will be asked if they have unpaid medical bills incurred 
within the three month period immediate 1 y prior to the month of 
application for Medicaid. Except for Medically Needy applicants, 
persons indicating that they do have such bills may complete an 
Ahplicat ion for Retroactive Medicaid Eligibility (FD-74) and forward 
t e application with all outstanding unpaid bills to the Medi caid 
Retroactive Eligibility Unit. An application for retroactive 
eligib ility may be obtained by the applicant or his/her authorized 
agent from the County Welfare Agency/Board of Social Services, the 
Medica id District Office, the Social Security Administration 
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District Office or the Retroactive Eligibility Unit, (Division of 
Medical Assistance and Health Services, CN 712-10, Trenton, New 
Jersey 08625). The application must be submitted within six months 
from the date of application for public assistance. 

1. If the New Jersey Medicaid Program determines that the person 
was eligible for Medicaid at the time the service was rendered 
or item supplied, providers will be notified directly that the 
unpaid bills for any service/ item covered by the New Jersey 
Medicaid Program may be reimbursable in accordance with 
standard Medicaid reimbursement procedures. The provider will 
then complete the appropriate Medicaid.claim form and submit it 
to the Retroactive Eligibility Unit for consideration and 
authorization of payment. 

2. For Medically Needy persons, retroactive eligibility 
determinations will be completed by the County Welfare Agency/ 
Board of Social Services (see (g) below). 

(f) It is in the best interest of the provider to review on each visit 
the eligibility of patients receiving continuing services. It is 
especially important to review the validation of eligibility form on 
each visit when an extended plan of treatment has been authorized. 
There is no reimbursement for services performed after terminati on 
of eligibility other than by exceptional circumstances. 

(g) Medically Needy individuals are eligible for medical and health 
services covered under the New Jersey Medicaid Program with 
limitations as listed in Section 1.4. The services must be provi ded 
in conjunction with Program requirements specifically outlined in 
the second chapter of each service manual. 

1. Individuals are determined Medically Needy eligible by the 
County Welfare Agency/Board of Social Services. They must meet 
the categorical eligibility requirements, have income and/or 
resources in excess of the categorical standards, and may have 
insufficient funds to meet their medical expenses. Medically 
Needy individuals must be in one of the following groups: 

i. Pregnant women, 

ii. Needy children (under 21 years of age), 

iii. The aged ( 65 yea rs of age or older) , the b 1 ind or the 
disabled. 

2. There are special income and resource levels established for 
the Medically Needy. If an individual meets one of the above 
categories and has income and/or resources above categorical 
program 1 eve 1 s but 1 ess than or equa 1 to the Medically Needy 
income and resource levels, he/she is eligible as Medicall y 
Needy. However, if an individual meets one of the above 
categories and meets the Medically Needy resource level, 
eligibility may be established through the "spend-down" 
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process. "Spend-down" is the process whereby an .individual may 
apply incurred medi ca 1 expenses to offset income above the 
Medically Needy income level, and thereby adjust their income 
to meet the Medically Needy income limit. Medically Needy 
eligibility for all groups including the aged, blind and 
disabled will be determined by the County Welfare Agency/Board 
of Social Services for both the retroactive and prospective 
period. 

3. Medically Needy applicants/recipients must reapply for benefits 
every six months. Eligibility may be established the first day 
of that six-month period or on any date during the six-month 
period that spend-down is met. 

i. Eligibility should be verified by providers on each visit 
by reviewing the Medicaid Eli ibilit Identification Card 
(MEI) (FD-73/178) see • . or t ose cars issue or 
the month within the six month period in which the 
spend-down is met, the ca rd wi 11 reflect the date that 
eligibility begins after the spend-down is met. 

4. Claims for Medically Needy covered services provided during an 
eligible period may be submitted to the program for 
reimbursement using standard Medicaid procedures. Services 
provided prior to the effective date of eligibility are the 
client's liabi1ity, except for certain "special" claims. 

i. "Special" claims are claims for Medically Needy covered 
services that were not used to meet the spend-down and 
were rendered between the first of the month in which 
eligibility is established and the date of eligibility 
that appears on the Medicaid Eligibility Identification 
Card. 

ii. The County Welfare Agency /Board of Socia 1 Services wi 11 
identify "special" claims which may be reimbursed under 
the program and will provide a Medically Needy Claim 
Trans mi t ta 1 ( F 0-311 Form ) ( see Ex h i bit 8 at the end of 
this chapter). Such claims must be submitted hard copy 
with the FD-311 attached. 

10:49-1.2 HOW TO IDENTIFY AN ELIGIBLE PERSON 

All eligible persons as described below have an HSP (Medicaid) Case Number 
which includes a two-digit individual Person Number. This identification 
number appea rs on the validation of eligibility form which must be presented 
to providers of services as proof of eligibility. 

(a) An HSP (Medicaid) Case Number, as currently assigned, consists of 
twelve digits. 

1. The fir s t two digits designate the County of residence of the 
individual at the time of eligibility. 

Rev. 8/86 4 



10:49-1.2 

i. For an individual in a long-term care facility, the first 
two digits of the HSP (Medicaid) Case Number reflect t he 
County of residence when the application was made but not 
necessarily the location where the patient is 
institutionalized nor the agency/county responsible fo r 
supervision of services. The Medicaid District Offic e 
serving the County designated by the first two digits may 
supply more information in these instances. 

ii. County Welfare Agencies/Boards of Social Services: 

01 - Atlantic 08 - Gloucester 15 - Ocean 

02 - Bergen 09 - Hudson 16 - Passaic 

03 - Burlington 10 - Hunterdon 17 - Salem 

04 - Camden 11 - Mercer 18 - Somerset 

05 - Cape May 12 - Middlesex 19 - Sussex 

06 - Cumberland 13 - Monmouth 20 - Union 

07 - Essex 14 - Morris 21 - Warren 

2. For an individual in a State or County institution, the first 
two digits of the HSP (Medicaid) Case Number reflect the 
institution where the indi vidual resides. 

i. State and County institutions: 

09 - Meadowview Hospital 

31 - Greystone Park Psychiatric Hospital 

32 - Trenton Psychiatric Hospital 

32 - Senator Garrett W. Hagedorn Center for Geriatrics 
(in this instance the use of a 600,000 series number 
for digits 5 through 10 must also be used to identify 
the institution) 

33 - Marlboro Psychiatric Hospital 

34 - Ancora Psychiatric Hospital/Ancora 
Developmental Center 

35 - North Princeton Developmental Center 

36 - Arthur Brisbane Child Development Center 

37 - Bergen Pines County Hospital 

38 - Essex County Psychiatric Geriatric Center 
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39 - Camden County Psychiatric Hospital 

41 Vineland Developmental Center 

42 - North Jersey Developmental Center 

43 - Greenbrook Regional Center 

44 - Woodbine Developmental Center 

45 - New Lisbon Developmental Center 

46 - E. R. Johnstone Developmental Center 

47 - Woodbridge Developmental Center 

48 - H~nterdon Developmental Center 

90 - Community/Special Residential Services 
(Family Care) 

ADMINISTRATION 

3. The third and fourth digits of the 12-digit HSP (Medicaid) Case 
Number designate the category under which a person is determined 
eligible for the New Jersey Medicaid Program. 

10 - Aged-SSI related (65 years of age or older) 

15 - Aged-Medically Needy related 

20 - Disabled-SSI related (under 65 years of age) 

25 - Disabled-Medically Needy related 

30 - Aid to Families with Dependent Children (AFDC) 

35 - AFDC-Medically Needy related 

50 - Blind-SSI related 

55 - Blind-Medically Needy related 

60 - Children in Foster Care 

70 - Medical Assistance for Aged - A New Jersey State 
Program 

80 - Refugee Program 

4. The next six digits (5 through 10 of the 12-digit HSP 
(Medicaid) Case Number) designate the sequential identification 
number of the recipient(s). 

5. The last two digits designate the specific Person Number 
assigned to each individual. 
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(b) 

01 - 09 Adult (any age) 

10 - 19 Essential Person (any age) 

20 - 49 Children under 21 

10:49-1.2 

6. Example of an HSP (Medicaid) Case Number: A recipient from 
Bergen County receiving assistance under Aid to Families with 
Dependent Children (AFDC) Program could have the following HSP 
{Medicaid) Case No.: 

02 30 000000-01 

/T~-----_ 
Bergen AFDC Sequential Person 
County Program ID No. No. 

Four forms are used for validation of eligibility: A New Jersey 
Medicaid provider may verify the client's Medicaid eligibility by 
means of the Department of Human Services Medicaid- ID ( FD-152); 
Medicaid Eli ibilit Identification Card (FD-73/178); Validation for 

S 1 -3 ; or a, ation o ig1bility (FD-34). 

1. Department of Human Services Medicaid-ID (FD-152) (see Exhibit 
1 at the end of this chapter): This validation form is issued 
by the appropriate County Welfare Agency/Board of Social 
Services to recipients of Aid to Families with Dependent 
Children (AFDC) and to eligible persons under the Refugee and 
Medicaid Only programs. The form indicates that the 
individual(s) is/are currently eligible for coverage for the 
month shown on the form. The validation form must be retained 
by the eligible person to whom it is issued. 

i. Th is form is the sole indicator of Medicaid eli gibility 
for person(s) listed on the form. 

ii. Be sure to enter the name, HSP (Medicaid) Case Number, 
including the Person Number, exactly as it appears on the 
FD-152 form when requesting authorization for services or 
submitting a claim form. 

iii. One of the following four messages may be printed on the 
top line of the FD-152 form issued by the County Welfare 
Agencies /Boards of Social Services. Only one message will 
appear on the form. If more than one applies, the message 
printed is chosen in the order of priority listed below. 
Providers are requested to take the specific action 
listed, as given below, for whichever one of the four 
messages appears : 

(A) Message One: "NOT VALID FOR MEDICAID" - Do not honor 
invalidated Medicaid ID stubs. This recipien t is 
enrolled in the Medicaid Special Status Program. The 
recipient and others on his/her grant must produce a 
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( B) 

ADMINISTRATION 

val id FD 73/ 178, Medicaid Eligibility Identification 
Card (see 2.v. bel ow). 

Messaae Two : 
Appen ix B). 

"VALI D ONLY WITH MP PLAN CARD" (see 

(C) Message Three: "RESTRICTED USE HMO-CALL" (NUMBER 
LISTED) or 11 HMO COVERAGE - CHECK HMO ID CARD - This 
recipient ( and any member of his/her family on the 
AFDC grant) is enrolled in a Health Maintenance 
Organization (HMO). Call the telephone number, which 
will be listed on either the FD-152 validation card 
or on the HMO ID Card, to determine whether the 
service or the item you are being asked to provide is 
provided by the HMO . If you provide a service 
ava i lab l e through t he HMO, you risk being denied 
reimbursement by the New Jersey Medicaid Program 
except in medical emergencies. (See Appendices for 
informati on about specific HMOs.) 

( D) Message Four : "OTH ER COVERAGE" - There wi 11 be an 
asterisk (*) be fore the name of the recipient(s) 
covered by another health insurer. Determine the 
insurer and the po licy number (see Section 10:49-1.7, 
Utilization of Insurance Benefits). 

2. Medicaid Eli ibilit Identif ication Card (MEI Card) (FD-73/178) 
see x, ,t or t e regu ar e 1ca1d Program MEI Card and 

Exhibit 3 for the Medically Needy Program MEI Card at the end 
0.f · this chapter): This card is issued monthly or quarterly 
depending on the basis of the recipient's eligibility. The MEI 
Card is issued monthly to individuals (aged, blind and 
disabled) determined by the Social Security Administration to 
be eligible for Supplemental Security Income (SSI), monthly to 
individuals in the Special Sta t us Program (see v. below) and 
monthly to individuals determined by the County Welfare Agency/ 
Board of Social Services to be eligible in the Medically Needy 
Program (see vi. below) . It is issued quarterly for 
Medicaid-eligible children under the supervision of the 
Division of Youth and Family Services (DYFS). 

i. The MEI Card usually identifies eligibility for only one 
person; however, the Spec ial Status Program identifies all 
eligible persons in the family and restrictions apply to 
all eligible persons listed on the MEI Card when issued as 
a Medicaid Special Status Ca rd. Also, when the MEI Card 
is issued to the Medica lly Needy, more than one eligible 
person may be listed and a service code is indicated next 
to each name (see vi. below) . 

ii. The MEI Card is valid only when signed by the eligible 
person or his/her representat i ve payee/legal guardian. 
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iii . 

i V. 

v. 

vi. 

10:49-1.2 

The MEI Card includes an address, date of birth , Social 
Security Accoun t Number and the availability of any 
third-party health insurance; however, for the Medically 
Needy Program, the date of birth and Socia l Security 
Account Number are omitted and "Medically Needy" is 
printed in this space. If the Medicaid client has health 
insurance, the name of the other insurer wi 11 be printed 
together with a corresponding policy number. 
Additionally, the type of Medicare covera~e (Part A, Part 
B or Parts A and B) and the HIC (Medicare) Number will be 
included for all Medicare/Medicaid eligibles. 

The MEI Card will also indicate the cardholder's 
enrollment in any speci al programs (Community Ca re Program 
for the Elderly and Disabled, see Appendix A; Medicaid 
Personal Physician Plan, see Appendix B; Omnicare/ the hmo, 
see Appendix C; HCP-Health Care Plan of New Jersey, 
Inc., see Appendix D). 

The "Special Status Program" restricts the Medicaid cli en t 
to a s i n g l e p r o v i de r o f p ha rm ace u t i ca l s e r v i c es . I t i s 
issued to clients de t ermined by New Jersey Medicai d to 
have misused, abus ed or overused their Medicaid benef its. 
The name and addre ss of the pharmacy to which the client 
is restricted wi l l be printed on the top of the MEI Card . 
A recipient is permitted to change the designated provi der 
every three month s or sooner upon demonstration of good 
cause and may req uest a hearing if such a change is denied 
or unduly delayed or if the recipient otherwise objects t o 
being included in the "Special Status Program". In an 
effort to discoura ge misuse or card lending in certain 
instances, a message will be printed on the card alerti ng 
the provider t o ask the Medicaid client for additional 
identification. 

When the MEI Card is issued to recipients in the Medica lly 
Needy Program, the fo 11 owing mes sage wi 11 be printed on 
the top of the ca rd: "Medically Needy Eligible, Check 
Provider Manual for Authorized Services". It is important 
for the provider to always review the eligibility dates 
and to be aware tha t eligibility is not always established 
for an entire month. Coverage may begin on any day du ring 
the month. Also, a provider should always re view the 
"service code" for each Medically Needy recipi ent. The 
service code wi 11 enab 1 e the provider to determine which 
service~ are ava i l able to each Medically Needy indi vidual 
( see · 1. 4 for service exceptions). The service codes for 
the three grou ps under Medically Needy are: 

(A) Group A - Pregnant women, 

(B) Group B - Needy children, 

( C) Group C - Aged, blind and disabled. 
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3. Validation for HSP (DYFS 16-36) (see Exhibit 4 at the end of 
this chapter): This validation form is issued by the Division 
of Youth and Family Services (DYFS) to certain eligible 
children. This form indicates eligibility for covered health 
services during the month shown on the form itself. 

4. 

i. The validation form must be retained by the person to whom 
it is issued. 

ii. The form is the sole indicator of eligibility for certain 
groups of children. 

iii . The HSP (Medicaid) Case Number must be entered exactly as 
it appears on the va 1 i da ti on form on a 11 requests for 
authorization of services and when submitting claim forms. 

Validation of Eli~ibility (FD-34) (see Exhibit 5 at the end of 
th i s ch a p t er ) : T i s v a 1 i d a t i on fo rm i de n t if i es a n i n d i v i du a 1 
who resides in a State or County institution. 

i. The validation form is prepared and completed by the 
authorized Medicaid representative at the State/County 
institution. It is valid for a period of up to 31 days 
from the date of issue to a Medicaid eligible 
patient/resident in a State/County Governmental 
Psychiatric Hospital or an institution for the 
developmentally disabled, and is used to obtain Medicaid 
covered services outside of the institutional setting. 
The form must be returned with the patient. 

ii . Form FD-34 requires the signature, tit 1 e and te 1 ephone 
number of the authorized representative at the 
institution. 

iii. The resident or patient of a State/County institution 
receiving covered health services in the community is 
identified by the 12-digit HSP (Medicaid) Case Number in 
which the first two digits identify the institution. 

iv. The New Jersey Medicaid Program has designated specific 
Medicaid District Offices (see Directory of Medicaid 
District Offices at the end of this chapter) to handle the 
prior authorization requests for services for 
patients/residents from each institution and the family 
care residents who are under the jurisdiction of the 
Division of Developmental Disabilities. If the patient/ 
resident's HSP (Medicaid) Case Number begins with any of 
the following numbers, contact the Medicaid District 
Office (MOO) indicated. 

31 - Morris MOO 

32 - Mercer MOO 
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33 - Monmouth MOO 

34 - Camden MOO 

36 - Monmouth MOO 

41 - Cumberland MOO 

42 - Passaic MOO 

44 - Atlantic MOO 

45 - Burlington MOO 

47 - Middlesex MOO 

48 - Hunterdon MOO 

90 - Ocean MOO 

10:49-1.3 ELIGIBLE PROVIDERS 

10:49-1.3 

(a) An eligible provider of services is any individual, partnership, 
association, corporation, institution or any other public or private 
entity designated below, meeting applicable requirements and 
standards for participation in the New Jersey Medicaid Program; and, 
where applicable, holding a current valid license. Providers are 
required to complete a Medicaid Provider Alplication (Fann F0-20) 
and to sign a Provider A reement (Form FD-62 (see Exhibits 6 and 7 
at the end of this chapter or a specialized agreement, depending on 
the nature of the provider. All provider applicants and 
reapplicants defined as disclosing entities (all Medicaid providers 
other than an individual practitioner and/or a group of 
practitioners) are required to complete a HCFA form 1513, Ownershi~ 
and Control Interest Disclosure Statement. Providers prior to 197 
were not required to utilize provider agreement forms; however, they 
must comply with all applicable State and Federal Medicaid laws, 
policies, rules and regulations. 

1. As a condition of continued pa rt i c i pat ion in the New Jersey 
Medicaid Program, a provider may, from time to time, be 
required to: 

i. Complete a provider application form and sign a provider 
participation agreement. 

ii. Complete a disclosure of ownership and control interest 
information statement on forms prescribed by the New 
Jersey Medicaid Program. This requirement is applicable 
only to providers who are disclosing entities. 

2. A provider who is surveyed annually, by the State survey agency 
( New Jersey State Department of Hea 1th) , is required, upon 
request, to furnish ownership and control interest information. 
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The New Jersey Medicaid Program will not approve any provider 
agreement and will terminate any existing agreement or contract 
if the provider fails to disclose information required by this 
Section 1.3(a). 

3. Enrollment documentation requested by the New Jersey Medicaid 
Program must be furnished within 35 days of the date of the 
written request. 

(b) Providers eligible to participate in the New Jersey Medicaid Program 
are: 

1. Chiropractors and/or chiropractor groups; 

2. Clinics (independent outpatient health care facilities); 

3. Clinical Laboratories (independent, certified); 

4. Dentists and/or dentist groups; 

5. Hearing aid dealers; 

6. Health Maintenance Organizations (HMOs); 

7. Home Health Agencies (certified licensed); 

8. Homemaker Agencies (proprietary and voluntary non-profit); 

9. Hospitals (general); 

10. Hospitals (special); 

11. Long-term care facilities (limited to Skilled Nursing 
Facilities, Intermediate Care Facilities, Intermediate 
Care Facilities for the Mentally Retarded, and 
Residential Treatment Facilities); 

12. Medical and surgical supply dealers; 

13. Medical Day Care Centers; 

14. Nurse-midwives (certified); 

15. Opticians; 

16. Optometrists; 

17. Orthotists (certified); 

18. Pharmacies; 

19. Physicians and/or physician groups; 

20. Podiatrists and/or podiatrist groups; 

Rev. 8/86 12 



► 10:49-1.4 

21. Prosthetists (certified); 

22. Psychologists and/or psychologist groups; 

23. Transportation; 

24. State and County agencies which have agreed to provide personal 
~are assistant services. 

(c) The Division may refuse to enter into a provider participation 
agreement with any applicant who has been suspended, debarred, 
disqualifi~d or excluded by the Medicaid Program of another state. 

(d) The Division will not enter into a provider participation agreement 
with an applicant who has been suspended or excluded from 
participation in the delivery of medical care or services under 
Title XVIII, XIX, or XX of the Federal Social Security Act by the 
Secretary of the United States Department of Health and Human 
Services. 

10:49-1.4 SERVICES COVERED BY THE NEW JERSEY MEDICAID PROGRAM 

(a) New Jersey Medicaid individuals are eligible for covered services 
when the services are provided in conjunction with Program 
requirements specifically outlined in the second chapter of each 
service manual; however, for Medically Needy individuals some 
Medicaid services are not available or are only available to certain 
eligible Medically Needy groups (see (b) below). Any limitations 
imposed will be consistent with the medica l necessity of the 
patient I s condition as determined by the attending physician or 
other practitioner and in accordance with standards generally 
recognized by hea 1th profess i ona 1 s and promulgated through the New 
Jersey Medicaid Program. 

The covered services listed below, in alphabetical order, are 
available to the regular Medicaid population: 

1. Chiropractic services; 

2. Christian Science Sanatori a care and services 
(See Hospital Services Manual); 

3. Clinic services (independent outpatient health care facility, 
other than hospital which provides services such as Mental 
Health, Family Planning, Dental, Optometric, Ambulatory 
Surgery, etc. ) ; 

4. Dental services; 

5. Early and Periodic Screening, Diagnosis and Treatment for 
individuals under age 21 (EPSDT): A periodic preventative 
health care program for persons under age 21 designed for early 
detection, diagnosis and treatment of correctable 
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abnormalities. This Program supplements the general medical 
services otherwise available; 

6. Family Planning services; 

7. Hearing Aid services; 

8. Home Care services (Home Health Care and Personal Care 
Assistant services); 

9. Hospital services - Inpatient 

i. Acute Care Hospitals 

ii. Institutions for mental diseases: Limited to persons age 
65 or older and children 21 years of age and under; 

10. Hospital services - Outpatient; 

11. Laboratory (clinical) and Radfological services; 

12. Long-Term Care services (Skilled Nursing Facilities, 
Intermediate Care Facilities, Intermediate Care Facilities for 
the Mentally Retarded and Residential Treatment Facilities); 

13. Medical Day Care services; 

14. Medical Supplies and Equipment; 

15. Mental Health services; 

16. Nurse-midwifery services; 

17. Optometric services; 

18. Pharmaceutical services; 

19. Physician's services (M.D. and D.O.); 

20. Podiatric services; 

21. Prosthetic and Orthotic Devices; 

22. Rehabilitative services (Payments are made to eligible Medicaid 
providers only. No payment is made to privately practicing 
therapists.); 

i. Phys i ca 1 therapy, as provided by a home hea 1th agency, 
independent clinic, long term care facility, or hospital 
outpatient department or in a physicians office. 

ii. Occupational therapy, as provided by a home health agency, 
independent clinic, long term care facility, or hospital 
outpatient department. 
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iii. Speech-Language Pathol ogy services, as provided by a home 
heal th agency, i ndependent clinic, l 0119 t erm ca re 
facility, or hospital out pat i ent department. 

iv. Audiology services provided in the office of a licensed 
specialist in oto l ogy or otolaryngology, or as part of 
independent clinic or ho spital outpatient se rvices. 

23. Transportation services whi ch include ambulance and invalid 
coach service, or other t r ansportation t hrough the County 
Welfare Agency/Board of Soci al Services, when such service is 
not free and available in the community, and wh en use of any 
other method of transportati on is medically contraindicated. 

(b) Regular Medicaid services are available to Medical ly Needy 
individua ls except for the following services which are not 
available or are onl avail abl e to certain eli ible Medical l Need 
groups: See the service code next to the individua 's name on the 
Medicaid Eligibility Identifi cation Card to ascertain the Medically 
Needy group under which the individual's eligibi lity was 
established; i.e. Group A - pregnant women, Group B - needy 
children, and Group C - aged, blind and disabled.) 

1. Chiropractic services are available only to pregnan t women 
(Group A). 

2. EPSDT services are not available to any Medically Needy grou p. 

3. Hospital services (inpatient) are available only to pregnant 
women (Group A). 

4. Hospital services (ou tpatient) are not availabl e t o any 
Medica lly Needy group , including same day surgery. This 
exclu sion also applies to a satellite outpatient facility which 
is reimbursed according to a hospital outpatient reimbursement 
methodology. 

5. Long-term care servi ces are not available to any Medi cally 
Needy group. 

6. Medical day care servi ces are available only to pregnant women, 
the aged, the blind and the disabled (Groups A and C). Medical 

·.:day care services provi ded in a hospital-based facility are not 
available to any Medica lly Needy group. 

7. Pharmaceutical serv ices are available only to pregnant women 
and needy ch i ldren (Groups A and B). 

8. Pediatric serv ices are available only to pregnant women, the 
aged, the blind and the disabled (Groups A and C). 

9. Rehabilitati ve se r vices are not available for reimbu rsement 
when provided th roug h a hospital or long-term care fac ility, 
except to pregna nt women as part of their inpatient hos pital 
services. 
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10:49-1. 5 GENERAL EXCLUSIONS 

(a) The items listed here are general exclusions from New Jersey 
Med icaid Program coverage. There are certain additional specific 
exclusions and limitations which are detailed in the second chapter 
of each service manual. Payment is not made for: 

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

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

NOTE: There are certain exceptions to this rule. A written 
certification of medical necessity and a treatment plan must be 
submitted by the physician to the Medicaid District Office for 
consideration, as prior authorization is required. 

3. Private duty nursing services; 

4. Services rendered by chiropractors and psychologists not 
licensed by the State of New Jersey; 

5. Services or items furnished for any sickness or injury 
occurring wh i 1 e the covered person is on active duty in the 
military; 

6. 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 worker'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 
whethe r or not any recovery is obtained from a third-party for 
resulting damages; 

7. That pa rt of any benefits which a re covered or pay ab 1 e under 
any health, accident or other insurance policy (including any 
benefits payable under the New Jersey Automobile Reparation 
Act, P.L. 1972 c.70), any other private or governmental health 
benefit system, or through any similar third-party liability, 
which also includes the provision of the Unsatisfied Claim and 
Judgment Fund; 

8 . Services or items furnished prior to or after the period for 
which the patient presents evidence of eligibility for 
coverage; Exception: Retroactive eligibility, see Section 
l.l(e) of this chapter. 

9. Any services or items furnished for which the provider does not 
normally charge; 
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10. Any admi ssion, se r vice or item requiring prior authorizat ion, 
where authorization ha s not been obtained or has been denied; 

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

12. Services billed for which the corresponding health care records 
do not adequately and leg ibly document all required elements of 
the procedure des cribed or procedure code utilized by the 
billing provider, as spec ified in the provider man ual . Fi nal 
payment will be made for the procedure which most closely 
corresponds to the procedure code which is actua lly documented 
in the provider's hea lth care reco rd. There fo re , any 
difference between the amount paid to the provider based on 
claim submitted and the procedure documented in the provider 's 
record may be recouped by the Division of Medical Assistance 
and Health Services; 

13. Any claim submitted by a provider for service(s) re ndered to a 
recipient whose Med icai d Eligibility Identification Card 
(FD-73/178) has a prin ted message restricting the reci pient to 
another provider of the same service(s). (See Section 1.2 (b) 
of this chapter.) 

10:49-1.6 FREE SERVICES 

Services provided to all persons without charge may not be billed to the New 
Jersey Medicaid Program. Services and items provided without charge throu gh 
programs of other public or volunta ry agencies (for example, New Jersey State 
Department of Health, New Jersey Heart Association, first aid or res cue 
squads, and so forth) shall be util ized to the fullest extent possible. 

10:49-1.7 UTILIZATION OF INSURANCE BENEFITS 

(a) Medica i d benefits are l ast-payment benefits. All health and 
accident insurance benefits, including Medicare, Wo r ker's 
Compensation and No-Fault Auto Insurance shall be used first and to 
the fu 11 est extent in meeting the med i ca 1 needs of the covered 
person. Since Med ica re covers aged and certain disabled persons, 
providers should inquire about Medicare eligibility when re nder i ng 
Medi ca re covered services to a person in category 10, 15, 20 , 25, 
50, or 55. Su ppl eme nt ation of available benefits shall be as 
fo 11 ows: 

1. Title XVII I (Medicare): For those individuals who are covered 
under Medicare, responsibility for payment by the New Jersey 
Medica i d Program will be limited to the unsatisfied deductibl e 
to the extent that the combined total of payments do not exceed 
the maximum allowable under the Program in the absence of other 
coverage. (Exception: Co-insurance is reimbursable for 
hos p i t a l b i l l i n g s , l o n g - t e rm ca re fa c il i t y b i 11 i n g s , du r a b l e 
med ical equipment and supplies, and prosthetic and or thot i c 
dev ices to the extent that the combined total of payments do 
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not exceed the maximum allowable under the Program in the 
absence of other coverage.) _ 

2. Worker's Compensation: No program payments shall be made for a 
patient covered by Worker's Compensation. 

3. Other health insurance: When a covered person has other health 
insurance, the Program requires that such benefits be used 
first and to the fullest extent. Supplementation may be made 
by the Program, but the combined total paid sha 11 not exceed 
the amount payable under the Program in the absence of other 
coverage. The Program wi 11 not suppl ement covered services 
rendered by a participating or contract ing practitioner with 
any private heal th coverage program where the private pl an 
calls for the practitioner to accept said plan's payment as 
payment in fu 11 . When other hea 1th insurance is involved, 
supplementation claims shall not be filed with the Program 
unless accompanied by a statement of payment or denial from the 
other carrier. Attachment of such information wi 11 expedite 
Medicaid claim processing. For exceptions, see (a) 1. of this 
section. 

4. Claims collectible under New Jersey No-Fault Law: No Program 
payments will be made fo r services that are payable under the 
New Jersey Automobile Reparation Reform Act., P.L. 1972, c.70 
or the New Jersey Automobile Insurance Freedom of Choice and 
Cost Containment Act of 1984, P. L. 1983 c. 362. This includes 
claims payable under the Unsatisfied Claim and Judgment Fund 
where no private automobile insurance policy exists . 

5. When a covered person has benefits available to him/her, such 
as those described in paragraph 1. through 3., or from any 
other liable third-party, an approved Medicaid provider is 
authorized to sign an insurance claim form for the 
Commissioner, based on the third-party assignment of rights, in 
order to receive direct payment from the insurer. This is done 
pursuant to N.J.S.A. 30:40-7. l (c). The following language is 
to be used by the provider when completing insurance claim 
forms: 11 

( s i gna tu re of authorized provider) , Assignee for the 
Commissioner, New Jersey Department of Human Services". 

6. When recovery of benefits is sought by the New Jersey Medicaid 
Program from a liable third-party, the Commissioner authorizes 
the Director or his designee(s) to sign the recovery demand. 

10:49- 1. 8 PR IOR AND RETROACTIVE AUTHORIZATION (GENERAL) 

(a) Under the Program, payment for certain services wi 11 require prior 
au t ho rization except in an emergency. It is the responsibility of 
the provider to obtain prior authorization before furnishing or 
rendering service. Specific instructions are detailed in the 
appropriate provider manual sections. 
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1. "Medical emergency" means a critical illness or injury status 
for which prompt medical care may be crucial to saving life and 
limb or sparing the patient significant or intractable pain. 
Services provided for a medical emergency are exempt from prior 
authorization. Any servi ce classified as a medical emergency, 
which would have been subject to prior authorization had it not 
been so classified, must be supported by a practitioner's 
statement which describe s the nature of the emergency, 
includ ing relevant clinical information, and must state why the 
emergency services rendered were considered to be immediately 
necessary . Simply stating an emergency existed is not 
sufficient. 

(b) Retroactive author ization may be granted under certain circumstances 
provided that the service is a part of continuing patient care and, 
on the basis of medical judgment, would have been authorized at the 
time the service was rendered . Each case is considered on its own 
merits. Retroactive authorization is to be an exceptional measu re 
granted only under the follow ing unusual circumstances: 

1. "Other coverage 11 (Med icare, Third-Party liability, other 
insurance, etc.) has denied or made only partial payment of a 
claim for services or items requiring prior authorization and 
it would have been unreasonable to expect the provider to have 
requested authorization prior to rendering the service. 

2. An "administrat ive emergency" existed because communication 
between the provider and New Jersey Medicaid Program staff 
could not be establi shed (for example, during a weekend , 
holiday or evening) and provision of the service should not 
have been de 1 ayed. This differs from a medical emergency in 
that the recipient's condition would not be impaired if the 
service was not provided (see example). In such instances, the 
request for retroact ive authorization including an explanation 
of the circumstances as well as the medical docume ntation 
supporting the services must be submitted to the Medicai d 
District Office or Central Office, as appropriate, withi n five 
calendar days after the service was provided or initia ted. If 
verbal authorization was obtained, confirming written 
documentation must follow. 

Example: A patient is to be transferred from a hospita l to a 
skilled nursing facility on a weekend but an invalid 
coach is required to move the patient. The i nva 1 id 
coach provider is unable to contact the Medicai d 
District Office to obtain prior authorization. It is 
advantageous to the Medicaid Program, the hos pi ta 1 
and the patient to transfer on Saturday and not wait 
until authorization can be obtained on Monday. 

3. In situations not covered by (b) 1 and 2 (above), the New 
Jersey Medicaid Program follows the doctrine of reasonab leness 
which asks, "Is it reasonable to conclude that the situation 
presented warrants waiver of procedural rules?" 
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(c) Retroactive authorization will not be granted under the following 
circumstances: 

1. Services the provider identified as medically emergent are 
determined, following the medical review by the Fiscal Agent, 
to be non-emergent. 

2. Services rendered were found to be medically unnecessary. 

3. The request is for appliances, such as eyeglasses, hearing 
aids, or other kinds of non-emergency services, when the 
provider fails to comply with established procedures an-0 later 
seeks payment through retroactive approval. 

10:49-1.9 POLICY ON OUT-OF-STATE MEDICAL CARE AND SERVICES 

(a) Prior authorization is required for all inpatient and outpatient 
hospital services provided outside the State of New Jersey except in 
the following situations: 

1. Care provided in an emergency. 

2. Transfer from In-State to Out-of-State hospital if the delay 
results in a significant risk to life or health or unduly 
prolongs a hospitalization of the recipient. 

3. Care provided to Medicaid recipients residing Out-of-State at 
the discretion of the New Jersey Department of Human Services. 

(b) Any covered service that requires prior authorization as a 
prerequisite for reimbursement to N~w Jersey Medicaid providers also 
requires prior authorization if it is to be provided in any other 
state. 

1. Services which require prior authorization are described in the 
specific Medicaid Provider Manual. 

10:49-1.10 FISCAL AGENTS AND BUREAU OF CLAIMS AND ACCOUNTS 

a) The Division of Medical Assistance and Health Services, Bureau of 
Claims and Accounts directly processes and makes payment of claims 
for services by Long-Term Care Facilities (Skilled Nursing 
Facilities, Intermediate Care Facilities, Intermediate Care 
Facilities for the Mentally Retarded and Residential Treatment 
Facilities) and eligible State and County Governmental Psychiatric 
Hospitals. 

(b) Contracts have ~een negotiated on ~ehalf of the State of New Jersey 
with Blue Cross and Blue Shield of New Jersey, Inc. and The 
Prudential Insurance Company of America to function as its Fiscal 
Agents. 

(c) Blue Cross and Blue Shield of New Jersey, Inc. is responsible for 
the processing and payment of hospital inpatient, hospital 
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outpatient and hos pi ta 1-based home hea 1th agency c 1 aims for those 
providers who have selected Blue Cross and Blue Shield of New 
Jersey, Inc. as their Intermediary under Title XVIII (Medicare). In 
addition, Blue Cross and Blue Shield of New Jersey , Inc. processes 
pharmaceutical services claims, claims for Out-of-State hospitals 
and Out-of-State hospital-based home health agencies. Hospitals who 
have not participated in Title XVIII are assigned to Blue Cross and 
Blue Shield of New Jersey, Inc. 

Telephone Numbers 

Hospital Providers Services - 1-201-456-2534 

Recipient Eligibility 

Pharmacy Inquiry 

- 1-800-242-0861 

- 1-800-242-0809 

(d) The Prudential Insurance Company of America handles the processing 
and payment of hospital inpatient, outpatient and hospital-based 
home hea 1th agency c 1 aims for those providers who have selected 
Prudential as their Intermediary under Title XVIII (Medicare), and 
all freestanding home health agency claims (In-State and Out-of­
State). In addition, The Prudential Insurance Company of America 
processes claims for all other health services covered by the 
Program, with the exception of pharmaceutical services, SNFs, ICFs, 
ICFs/MR, State and some County Governmental Psychiatric Hospitals. 

General Inquiry 

Out-of-State Providers 

10:49-1.11 MEDICAL REVIEW AND EVALUATION 

Telephone Numbers 

- 1-800-582-7052 

- 1-609-293-2000 

Under the provisions of Federal and State law, the Division of Medical 
Assistance and Health Services provides for continuing review and evaluation 
of the care and services provided under the Program. This includes review of 
utilization of services of practitioners and other providers. 

10:49-1.12 TIMELY SUBMISSION OF CLAIMS AND CLAIM INQUIRIES 

(a) Rules concerning non-institutional provider claims (90-day time 
limitation) are as follows. 

1. This policy applies to all providers except hospitals, special 
hospitals, home health agencies and long-term care facilities. 

2. All claims for payment of non-institutional goods and services 
must be received by the Fi sea 1 Agent no later than 90 days 
after the last date the goods or services were rendered and no 
later than 12 months from the earliest date of service 
indicated on the claim form. 

21 Rev. 8/86 



10: 49-1.14 ADMINISTRATION 

(b) Rules cover ing the New Jersey Medicaid Program certified 
institutional provider claims are as follows. 

1. All claims for services rendered to eligible Medicaid 
recipients must be received by the Fiscal Agent no later than: 

i. Twelve months from the day of discharge for inpatient 
hospital claims; or 

ii • Twe 1 ve months from the earliest date of service on the 
claim forms for outpatient hospital or home health claims. 

2. All claims for services performed in skilled nursing 
facilities; intermediate care facilities; ICFs/MR; residential 
treatment fac i1 it i es, and State and County Governmenta 1 
Psychiatric Hospitals must be received by the Division of 
Medical Assistance and Health Services no later than: 

i. Five months from the 1 as t day of the billing month in 
which services were initially provided; or 

ii. Six months from the last day of the billing month in which 
an improperly submitted claim was rejected; but 

iii. Never later than 11 months from the last day of the 
billing month in which services were initially provided. 

(c) Rules concerning inquiries to the Fiscal Agent are as follows. 

1. Submitted claims-no response: Inquiries must be made no later 
than 180 days after the 1 as t date of service entered on the 
queried claim. 

2. Processed claims: Inquiries must be made no later than 180 
days after the adjudication date on the Statement of Claims 
Payment or Denial Letter. 

10:49-1.13 PROHIBITION OF PAYMENT TO FACTORS 

(a) Payment for any covered services furnished to a Medicaid eligible 
recipient by an approved provider may not be made to or through a 
factor, either directly or by power-of-attorney. 

(b) A "factor" means an individual or an organization, such as a 
collection agency or service bureau, that advances money to a 
provider for accounts receivable that the provider has assigned, 
sold or transferred to the individual organization for an added fee 
or deduction of a portion of the accounts receivable. 

10:49-1.14 USE OF SERVICE BUREAU AND/OR MANAGEMENT AGENCY 

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

1. Related to the cost of processing the billing; 

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

3. Not dependent upon the collection of the payment. 

(b) If a participating provider wishes to designate a business agent to 
perform management, clerical and/or other services related to the 
claims payment process, prior authorization is required from the New 
Jersey Medicaid Program. 

(c) In order to obtain prior authorization the provider/agent must 
submit a copy of the signed agreement and power-of-attorney, if any, 
between the provider and the agent which contains a detailed 
statement of the powers and duties of the agent (including the power 
to sign Medicaid c 1 aim forms on behalf of the provider and the 
compensation arrangement) to: 

Chief, Provider Enrollment 
Division of Medical Assistance and Health Services 

CN- 712 
Trenton, New Jersey 08625 

(d) Prior authorization must be obtained for each provider/agent 
agreement. Authorization/approval of an agent agreement with one 
provider does not confer an automatic approval of any additional 
provider/agent agreement. 

(e) Standard Medicaid hard-copy claim forms must be used unless the 
provider has been authorized to submit claims via an automated data 
exchange b il 1 i ng sys tern for a 11 instances except where ha rd-copy 
claims are required as detailed in the appropriate provider manual. 

1. If standard Medicaid claim forms are not utilized, the 
provider/agent must obtain prior authorization from the New 
Jersey Medicaid Program. 

2. In order to obtain prior authorization, the provider/agent must 
submit a printer's prototype of an exact replica of the 
Medicaid claim form and the programming instructions for 
completion of the form to the appropriate Fiscal Agent, The 
Prudential Insurance Company (P.O. Box 1900, Millville, New 
Jersey 08332) or Blue Cross and Blue Shield of New Jersey, Inc. 
(33 Washington St., Newark, New Jersey 07102). 

3. The provider/ag~nt must assume the entire cost of printing 
duplicate forms at all times. 
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(f) The New Jersey Medicaid Program, in authorizing/approving any 
provider/agent agreement, assumes no responsibility for the 
performance of the provider or agent. In the event that any error 
of the provider/agent requires special programming to be made by the 
Medica id Fiscal Agent in order to have claims paid correctly, the 
prov ider/ agent must assume the entire cost of the special 
programming. 

10:49-1.15 FRAUD AND ABUSE 

The New Jersey Medicaid Program employs methods to identify situations in 
which a question of fraud and/or abuse in the Program may exist. The Division 
refers to law enforcement officials situations in which there is valid reason 
to suspect that fraud has been practiced. 

10:49-1.16 PROVISIONS FOR APPEALS; FAIR HEARINGS 

(a) Pursuant to N.J.A.C. 10:49-5 (Fair Hearings), both providers and 
Medicaid-eligible persons with the New Jersey Medicaid Program have 
the right to file for fair hearings. 

(b) A provider may be granted a hearing because of the denial of a prior 
authorization request or issues involving the provider's status; for 
example, termination, debarment, suspension, and so forth, as 
described in Section 1.17, or issues arising out of the claims 
payment process. 

(c) A Medicaid-eligible person may be granted a hearing because his 
claim for medical assistance is denied or is not acted upon with 
reasonable promptness, or because he is agrieved by any other agency 
action effecting receipt, termination, reduction or suspension of 
such assistance. 

(d) In order to obtain a fair hearing, the provider or the eligible 
person should submit a request in writing to the Director, Division 
of Medical Assistance and Health Services, CN 712, Trenton, New 
Jersey 08625, outlining the reason for the request. 

(e) Any long-term care facility whose certification or Medicaid Provider 
Agreement is denied, terminated or not renewed may request a hearing 
in accordance with the appeals procedure described in N.J.A.C. 
10:63-1.15 

10:49-1.17 PROGRAM PARTICIPATION 

(a) These regulations are adopted and issued pursuant to Executive Order 
No. 34 dated March 29, 1976, and the authority vested in the 
Division of Medical Assistance and Health Services to implement the 
Medical Assistance Program by rules and regulations set forth in 
N.J.S.A. 30:4D-5. 

(b) Suspension, debarment, and disqualification are measures which shall 
be invoked by the Div ision of Medical Assistance and Health Services 
to exclude or render ineligible certain persons from participation 
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in contracts and subcontracts with the Division, or in projects 
or contracts performed with the assistance of and subject to 
the approval of the Division, on the basis of a lack of 
res pons i bi l i ty. These measures sha 11 be used for the purpose 
of protecting the interests of the Division and not for 
punishment. To assure the Division the benefits to be derived 
from the full and free competition between and among such 
persons and to maximize the opportunity for honest competition 
and performance, these measures shall not be invoked for any 
time longer than deemed necessary to protect the interests of 
the Division. 

1. Any individuals, including but not limited to owners, officers, 
administrators, assistant administrators, employees, 
accountants, attorneys, and management services who have been 
suspended, debarred or disqualified from the New Jersey 
Medicaid Program participation for any reason shal 1 not be 
involved in any activity relating to the New Jersey Medicaid 
Program. 

2. Providers reimbursed on a cost-related basis may not claim as 
allowable costs any amounts paid or credited to such 
individuals, and such amounts shall not be reimbursed by the 
Medicaid Program. 

3. Providers reimbursed on a fee-for-service basis may not submit 
claims and shall not be reimbursed for any goods supplied or 
services rendered by such individuals. 

4. The above policy will apply only for the period during which 
such individuals are suspended, debarred or disqualified from 
Medicaid participation. 

(c) Definitions, as used in these regulations, include the following: 

1. 11 Suspension 11 means an exclusion from State contracting for a 
temporary period of time, pending the completion of an 
investigation or legal proceedings. 

2. 11 Debarment 11 means an exclusion from State contracting, on the 
basis of a lack of responsibility evidenced by an offense, 
failure or inadequacy of performance, for a reasonable period 
of time commensurate with the seriousness of the offense, 
failure or inadequacy of performance. 

3. "Disqualification" means a debarment or a suspension which 
denies or revokes a qualification to bid or otherwise engage in 
State contracting which has been granted or applied for 
pursuant to statute, or rules and regulations. 

4. 11 State 11 means the State of New Jersey or any of the departments 
or agencies in the executive branch of government with the 
lawful authority to engage in contracting. 
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5. 11 Person 11 means any natural person, company, f irm, association, 
corporation or other entity. 

6. "State contracting" means any arrangement gi ving rise to an 
obligation to supply anything to or perform any service for the 
State, other than by virtue of State employment, or to supply 
anything to or perform any service for a private person where 
the State provides substantial financial assistance and retains 
the right to approve or disapprove the nature or quality of the 
goods or service or the persons who may supply or perform the 
same. 

7. "Provider" means any person, public or private institution, 
agency or business concern lawfully providing medical care, 
services, goods and supplies authorized under the New Jersey 
Medical Assistance and Health Services Act (P.L. 1968, c.413) 
as amended, holding, where applicable, a current valid license 
to provide such services or to dispense such goods or supplies. 

8. "Affiliates" means persons having an overt or covert 
relationship such that anyone of them directly or i ndirectly 
controls or has the power to control another. 

9. "Fiscal Agents" means the Blue Cross and Blue Shield of New 
Jersey, Inc. and The Prudent i a 1 Insurance Company of America, 
or the i r successors. 

10. "Division" means the Division of Medical Assistance and Health 
Services. 

(d) Any of the following, among other things, shall constitute a good 
cause for suspension, debarment, or disqualification of a person 
engaged in State contracting, as defined herein, by the Division of 
Medical Assistance and Health Services: 

1. Commission of a criminal offense as an incident to obtaining or 
attempting to obtain a public or private contract, or 
subcontract thereunder, or in the performance of such contract 
or subcontract; 

2. Violation of the Federal Organized Crime Control Act of 1970, 
or commission of embezzlement, theft, forgery, bribery, 
falsification or destruction of records, perjury, false 
swearing, receiving stolen property, obstruction of justic~ or 
any other offense indicating a lack of business integrit,Yi or 
honesty; 

3. Violation of the Federal or State antitrust statutes, or of the 
Federal Anti-Kickback Act (18 U.S.C. 874, 40 U.S.C. 276b, c); 

4. Violations of any of the laws governing the conduct of 
elections of the State of New Jersey or of its political 
subdivisions; 
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5. Violation of the "Law Against Discrimination" (P.L. 1945, 
c.169, C.10:5-1 et seq., as supplemented by P.L 1975, c.127), 
or of the act banning discrimination in public works employment 
(C.10:2-1 et seq.) or of the "Act prohibiting discrimination by 
industries engaged in defense work in the employment of persons 
therein 11 (C.114, P.L.1942, C.10:1-10 et seq.); 

6. Violations of any laws governing hours of labor, minimum wage 
standards, prevailing wage standards, discrimination in wages, 
or child labor; 

7. Violations of any laws, regulations or code of ethics governing 
the conduct of occupations or professions or regulated 
industries; 

8. Wil lfu 1 failure to perform in accordance with contract 
specifications or within contractual time limits; 

9. A record of failure to perform or of unsatisfactory performance 
in accordance with the terms of one or more contracts, provided 
that such failure or unsatisfactory performance has occurred 
within a reason ab 1 e ti me preceding the determination to debar 
and was caused by acts within the control of the person 
debarred; 

10. Violation of contractual or statutory provisions regulating 
contingent fees; 

11. Presentment for allowance or payment of iny false or fraudule nt 
claim for services or merchandise; 

12. Submitting false information for the purpose of obtaining 
greate r compensation than to which the person is legally 
entitled; 

13. Submitting false information for the purpose of obtaining 
authorization requirements; 

14. Failure to disclose or make available to the Division of 
Medical Assistance and Health Services or its authorized agent, 
records of services provided to Medicaid recipients and records 
of payments made therefore; 

15. Failure to provide and maintain quality services to Medicaid 
recipients within accepted medical community standards as 
adjudged by a body of peers. 

16. Engaging in a course of conduct or performing an act deemed 
improper or abusive of the New Jersey Medicaid Program 
following notification that said conduct should cease; 

17. Breach of the terms of the Medicaid provider agreement entered 
into with the Division or failure to comply with the terms of 
the provider certification on the Medicaid claim form ; 
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18. Overutilizing the New Jersey Medicaid Program by inducing, 
furnishin~ or otherwise causing an individual to receive 
se rvice(s) or merchandise not otherwise required or requested 
by the recipient; 

19. Rebating or accepting a fee or portion of a fee or charge for a 
Medicaid patient referral; 

20. Violating any provision of P.L. 1968, c.413 (New Jersey Medical 
Assistance and Health Services Act) as amended, or any rule or 
regulation promulgated by the Conmissioner of Human Services 
agencies pursuant thereto; 

21. Conviction of any crime involving moral turpitude; 

22. Submission of a false or fraudulent application for provider 
status to the Division or to its Fiscal Agents; 

23 . Any other cause affecting responsibility as a State contractor 
of such serious and compelling nature as may be determined by 
the Division to warrant debarment, including such conduct as 
may be proscribed by the laws or contracts enumerated in this 
subsection, even if such conduct has not been or may not be 
prosecuted as violations of such laws or contracts; 

24. Debarment by some other department or agency in the executive 
branch; 

25. Suspension, debarment, disqualification or exclusion from 
participation in the Medicaid Program of another state; 

26. Suspension or exclusion from participation in the delivery of 
medical care or services under Title XVIII, XIX or XX of the 
Federal Social Security Act by the Secretary of the United 
States Department of Health and Human Services. 

(e) Conditi ons for debarment are: 

1. Debarment shall be made only upon approval of the director of 
the Division, except as otherwise provided by law. 

2. The existence of any of the causes set forth in Subsection (d) 
of this section shall not necessarily require that a person be 
debarred. In each instance, the decision to debar shall be 
made within the discretion of the director of the Division 
unless otherwise required by law, and shall be rendered in the 
best interests of the Division. 

3. All mitigating factors shall be considered in determining the 
seriousness of the offense, failure or inadequacy of 
performance and in deciding whether debarment is warranted. 

4. The existence of a cause set forth in paragraphs 1 through 7 of 
Subsection (d) of this section shall be established upon the 
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rendering of a fi na 1 judgment or conviction by a court of 
competent jurisdiction or by an administrative agency empowered 
to render such judgment. In the event an appea 1 taken from 
such judgment or con vi ct ion results in revers a 1 thereof, the 
debarment shall be removed upon the request of the debarred 
person unless other cause for debarment exists. 

5. The existence of a cause set forth in paragraphs 8, 9, 10 and 
23 of Subsection (d) of this section shall be established by 
evidence which the Division or agency determines to be clear 
and convincing in nature. 

6. The existence of a cause set forth in paragraphs 1 through 7, 
11 through 22, and 24 of Subsection (d) of this section shall 
be established by a preponderance of the believable evidence. 

7. Debarment for the cause set forth in paragraph 24 of Subsection 
(d) of this section shall be proper, provided that one of the 
causes set forth in paragraphs 1 through 23 of Subsection (d) 
was the basis for debarment by the original debarring agency. 
Such debarment may be based entirely on the record of facts 
obtained by the original debarring agency, or upon a 
combination of such facts and additional facts. 

(f) If the Division seeks to debar a person or his affiliates, the 
Division shall furnish such party with a written notice stating that 
debarment is being considered, setting forth the reasons for the 
proposed debarment and indicating that such party will be accorded 
an opportunity for a hearing if he/she so requests within a stated 
period of time. All such hearings shall be conducted in accordance 
with the provisions of the Admi n is t rat i ve Procedure Act. However, 
where one department or agency has imposed debarment upon a party, a 
second department or agency may also impose a similar debarment 
without according an opportunity for a hearing, provided that the 
second agency furnishes notice of the proposed similar debarment to 
that party and accords that party an opportunity to present 
information in his behalf to explain why the proposed similar 
debarment should not be imposed in whole or in part. 

(g) Debarment shall be for a reasonable, definitely stated period of 
time which as a general rule shall not exceed five years. Debarment 
for an additional period shall be permitted provided that notice 
thereof is furnished and the party is accorded an opportunity to 
present information in his behalf to explain why the additional 
period of debarment should not be imposed. 

(h) Scope of debarment rules are: 

1. Except as otherwise provided by law, a debarment may be removed 
or the period thereof may be reduced in the discretion of the 
debarring agency upon the submission of a good faith 
application under oath, supported by documentary evidence, 
setting forth substantial and appropriate grounds for the 
granting of relief, such as newly discovered material evidence, 
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reversal of a conviction or judgment, actual change of 
ownership, management or control, or the elimination of the 
causes for which the debarment was imposed. 

2. A debarment may inc 1 ude a 11 known a ffi 1 i ates of a person, 
provided that each decision to include an affiliate is made on 
a case-by-case basis after giving due regard to all relevant 
facts and circumstances. The offense, failure or inadequacy of 
performance of an individual may be imputed to a person with 
whom he is affiliated, where such conduct was accomp 1 i shed 
within the course of his official duty or was effected by him 
with the knowledge or approval of such person. 

3. Debarment, by the director, of any provider of service shall 
preclude such provider from submitting claims for payment, 
either personally or through claims submitted by any clinic, 
group , corporation or other associat ion to the Division of 
Med ical Assistance and Health Services or its Fiscal Agents for 
any services or supp 1 i es he/she has provided under the New 
Jersey Medicaid Program, except for services or supplies 
provided prior to the debarment. No clinic, group, corpora tion 
or other association which is a provider of services shall 
submit claims for payment to the Division or its Fiscal Agents 
for any services or supplies provided by a person within such 
organization who has been debarred by the director, except fo r 
services or supplies provided prior to the debarment. 

4. When the provisions of this section are violated by a provider 
of service which is a clinic, group, corporation or other 
association, the director may debar such organization and/or 
any individual person within said organization who is 
responsible for such violation. 

(i) The Division may suspend a person in the public interest for any 
cause specified in Subsection (d) of this section, or upon a 
reasonb le suspicion that such cause exists, or when, in the opinion 
of the director, such action is necessary to protect the public 
welfare and the interests of the medical assistance program. 

(j) Condi tions for suspension are: 

1. Suspension shall be imposed only upon approval of the director 
of the Division and upon approval of the Attorney General, 
except as otherwise provided by law. 

2. The existence of any cause for suspension shall not require 
that a suspension be imposed, and a decision to suspend shall 
be made at the discretion of the director of the Division and 
of the Attorney General, and shall be rendered in the best 
interests of the Division. 

3. Suspension shall not be based upon unsupported accusation, but 
upon adequate evidence that cause exists or upon evidence 
adequate to create a reasonable suspicion that cause exists. 
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4. In assessing whether adequate evidence exists, consideration 
sha 11 be given to the amount of credi b 1 e evidence which is 
available, to the existence or absence of corroboration as to 
important allegations, and to inferences which may properly be 
drawn from the existence of absence of affirmative facts. 

5. Reasonable suspicion of the existence of a cause described in 
Subsection (d) of this section may be established by the 
rendering of a final judgment or conviction by a court or 
administrative agency of competent jurisdiction, by grand jury 
indictment, by arrest, or by evidence that such violations of 
civil or criminal law did in fact occur. 

6. A suspension invoked by the Division for any of the causes 
described in Subsection (d) of this section may be the basis 
for the imposition of a concurrent suspension by another 
agency, which may impose such suspension without the approval 
of the Attorney General. 

(k) The Division may suspend a person or his affiliates provided that 
within ten days after the effective date of the suspension, the 
Division provides such party with a written notice stating that a 
suspension has been imposed and its effective date, setting forth 
the reasons for the suspension to the extent that the Attorney 
Genera 1 determines that such reasons may be proper 1 y disc 1 osed, 
stating that the suspension is for a temporary period pending the 
completion of an investigation and such legal proceedings as may 
ensue, and indicating that, if such legal proceedings are not 
commenced or the suspension removed within 60 days of the date of 
such notice, the party wil 1 be given either a statement of the 
reasons for the suspension and an opportunity for a hearing, if he 
so requests, or a statement declining to give such reasons and 
setting forth the agency's position reg a rd i ng the con t inuation of 
the suspension. Where a suspension by the Division has been the 
basis for suspension by another agency, the latter shall note that 
fact as a reason for its suspension. 

(l) A suspension shall not continue beyond 18 months from its effective 
date unless civil or criminal action regarding the alleged violation 
sh a 11 have been i n it i ate d with i n that per i o d , or u n 1 es s debarment 
action has been commenced. Whenever prosecution or debarment action 
has been i n it i ate d , the s u s pens i on may cont i nu e u n ti l the 1 e g a 1 
proceedings are completed. 

(m) Scope of suspension rules are: 

1. A suspension may include all known affiliates of a person, 
provided that each decision to include an affiliate is made on 
a case-by-case basis after giving due regard to all relevant 
facts and circumstances. The offense, failure or inadequacy of 
performance of an ind iv i dua 1 may be imputed to a person with 
whom he is affiliated, where such conduct was accomplished 
within the course of his official duty or was effectuated by 
him with the knowledge or approval of such person. 
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2. Suspension, by the director, of any provider of service shall 
preclude such provider from submitting claims for payment, 
either personally or through claims submitted by any clinic, 
group, corporation or other association to the Division of 
Medical Assistance and Health Services or its Fiscal Agents for 
any services or supplies he/she has provided under the New 
Jersey Medicaid Program, except for services or supplies 
provided prior to the suspension. No clinic, group, 
corporation or other association which is a provider of 
services shall submit claims for payment to the Division or its 
Fiscal Agents for any services or supplies provided by a person 
within such organization who has been suspended by the 
director, except for services or supplies provided prior to the 
suspension. 

3. When the provisions of this section are violated by a provider 
of service which is a clinic, group, corporation or other 
association, the director may suspend such organization and/or 
any individual person within said organization who is 
responsible for such violation. 

(n) Exclusion from State contracting by virtue of suspension, debarment 
or disqualification shall extend to all State contracting and 
subcontracting within the control or jurisdiction of the Division. 
However, when it is determined essential to the public interest by 
the director of the Division, and upon filing of a finding thereof 
with the Attorney General, an exception from total exclusion may be 
made with respect to a particular State contract. 

(o) Insofar as practicable, prior notice shall be given to the Attorney 
General and the Treasurer of any proposed suspension or debarment. 

(p) The Division shall provide the State Treasurer with the names of all 
persons suspended or debarred and the effective date and term 
thereof, if any. 

(q) The rules herein shal 1 be applicable to al 1 persons, providers, 
contractors, Fiscal Agents, and their affiliates who engage in State 
contracting with the Division as defined herein. 

10:49-1.18 CIVIL RIGHTS 

Federa 1 regu 1 at ions require that services provided to covered persons a re 
given without discrimination on the basis of race, color, national origin or 
handicap. Therefore, payments are limited to providers of service who are in 
compliance with the nondiscrimination requirements of Title VI of the Civil 
Rights Act and Section 504 of the Rehabilitation Act of 1973. 

10:49-1.19 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 
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contagious disease or for t~e purpose of protecting environmental hea 1th) if 
such person or his parent or guardian objects thereto on religious grounds. 

10:49-1.20 FREE CHOICE BY COVERED PERSON AND BY PROVIDER 

The concept of freedom of choice applies to both provider and recipient. An 
eligible person is free to choose providers of service who meet Program 
standards and who elect to participate. It is understood that when a provider 
has accepted an individual for care he/she wil l accept the program's policies 
and reimbursement for all covered services and/or items which he/she provides 
or delivers during that period when, by mutual agreement, the recipient is 
under the provider's care. In the provision of professional services, it is 
considered automatic that the provider wil 1 be bound by the code of ethics 
governing his profession. The Medicaid District Office will assist covered 
persons in obtaining services if the eligible person cannot locate a provider. 

10:49-1.21 INTEGRITY OF THE MEDICAID PROGRAM 

The New Jersey Medicaid Program, in order to continue to maintain the 
integrity of the Program, strictly prohibits its employees from accepting 
gifts or gratuities of any kind and of any value from individuals, 
representative provider organizations or institutions who provide services and 
are reimbursed through the Program. This includes the prohibition of offers 
of special employment, consultation fees and all other gratuities by a 
provider, individual or facility. 

10:49-1.22 CONFIDENTIALITY OF RECORDS 

(a) All information concerning applicants and recipients acquired under 
this Program shall be confidential and shall not be released without 
the written consent of the individual or his authorized 
representative. If, because of an emergency situation, time does 
not permit obtaining consent before release, the Program shall 
notify the individual, his family or authorized representative 
immediately after releasing the information. The restriction on the 
disclosure of information shall not preclude the release of 
statistical or summary data or information in which applicants or 
recipients are not, and cannot, be identified; nor shall it preclude 
the exchange of information between providers furnishing services, 
Fiscal Agents of the Program and State or local government agencies 
for purposes directly connected with administration of the Program. 
Disclosure without the consent of the applicant or recipient shall 
be limited to purposes directly connected with the administration of 
the Program in accordance with Federal and State law and 
regulations. 

(b) The type of information about applicant s and recipients that will be 
safeguarded by the Program include s but is not limited to: 

1. Name and address; 

2. Medical services provided; 

3. Social and economic cond itions or circumsta nce s ; 
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4. 

5. 

ADMINISTRATION 

Program evaluations of personal information; and 

Medical data, including diagnosis and past history of disease 
or di s ab i 1 ity. 

(c) Purposes directly connected with the administration of the Program 
include bu t are not limited to: 

1. Establishing eligibility; 

2. Determining the amount of medical assistance; 

3. Providing services for recipients; and 

4. Conducting or assisting an investigation, prosecution , or civil 
or criminal proceeding related to the administration of the 
Prog ram. 

10:49-1.23 RECORDKEEP ING AND PROVIDER CERTIFICATION REQUIREMENT 

All Program providers are required to certify that the services bill ed on any 
claim were personally rendered by or under their direct personal supervision 
(as defined by Program regulations); that the furnished information is true, 
accurate and comp 1 ete; and the provider agrees to keep such records as are 
necessary to disclose fully the extent of services provided, and to furnish 
information for such services as the Program may request, and agrees that 
where such records do not document the extent of services bi 11 ed, payment 
adjustments wi 11 be necessary and that the services billed on any claim and 
the amount charged therefore are in accordance with the regulations of the New 
Jersey Medicaid Program; and that no part of the net amount payable under any 
claim has been paid; and that payment of such amount will be accepted as 
payment in full without additional charge to the patient or to others on his 
behalf. The provider also certifies that the services have been furnished in 
full compliance with the nondiscrimination requirements of Title VI of the 
Federal Civil Rights Act and Section 504 of the Rehabilitation Act of 1973, 
and it is understood that fraud, nondisclosure or concealment of records will 
be punishabl e under applicable Federal or State law, or both. 

10:49-1.24 INDIVIDUAL MEDICAID PRACTITIONER NUMBER (IMP) 

Each Medicaid participating practitioner (i.e. physician, dentist, podiatrist, 
optometrist, psychologist, or chiropractor is assigned an IMP Number. The IMP 
Number is a unique nine (9) position practitioner identifier which is required 
on all Medicai d claim forms as a condition of payment. 

Each practitioner should routinely supply his/her IMP Number to other 
providers when referring a Medicaid patient for services. 

Providers who need an IMP Number for billing purposes should contact the 
practitioner to determine if an IMP Number has been assigned to the 
practitioner . (Note that a practitioner who does not participate in the 
Medicaid Program will not have an IMP Number). If after contacting the 
practitioner there is still uncertainty about the IMP Number, providers 
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calling from New Jersey may call 1-800-582-7052 toll free for assistance. If 
calling from outside New Jersey call 1-609-293-2000. 

10:49-1.25 RESERVED 

10:49-1.26 PATIENT CERTIFICATION 

(a) A patient certification, authorization to release information and 
payment request, must, under ordinary circumstances, be signed 
before a claim for payment from a provider is processed for payment. 
The patient is certifying that: 

1. The service(s) covered by a claim has been received; 

2. Requesting payment for those services made on his/her behalf; 
and 

3. Authorizing any holder of medical or other information to 
release to the Division of Medical Assistance and Health 
Services or its authorized agents any information needed for 
this or a related claim. 

(b) A provider who is submitting a hard-copy Medicaid claim form must, 
under ordinary circumstances, obtain the patient certification on 
the Medicaid hard-copy claim form {appropriate to the provider) 
unless given prior authorization by the Division of Medical 
Assistance and Health Services to use a standard Medicaid Patient 
Certification Form. 

(c) A provider who is submitting claims via an approved automated data 
exchange system may obtain the patient certificat i on on a standard 
Medicaid Patient Certification Form which is kept on file for each 
service rendered and available upon request to representatives of 
the New Jersey Medicaid Program. 

1. If a signed Medicaid Patient Certification Form is not on file 
for each service, Medicaid reimbursement for the service is 
subject to recoupment. 

(d) A Medicaid hard-copy claim form or a Medicaid Patient Certification 
Form must be fully completed by a provider before it is presented to 
the patient for signature. A Medicaid patient may not sign a blank 
Medicaid hard-copy claim form or a Medicaid Patient Certification 
Form prior to receiving services or as a condition for receiving 
services. 

(e) When the patient's signature is unobtainable, the following 
procedures may be used: 

1. An illiterate patient may sign mark (x), and the signature must 
be witnessed by another person who signs his/her name and 
add res s on the Med i ca i d Pat i en t Cert if i cat i on Form or on the 
Medicaid hard-copy claim form . 
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If a patient is physically or mentally incapable of signing, or 
is now deceased, the forms may be signed on his behalf by: 

i. A parent, or 

ii. A legal guardian, or 

iii. A relation, or 

iv. A friend, or 

v. An individual provider, or 

vi. A . representative of an institution providing care or 
support, or 

vii. A representative of a governmental agency prov id i ng 
assistance. 

3. A brief . explanation of the reason the patient was no t 
personally able to sign and the relationship of the s ignee to 
the patient must be noted directly on the Medicaid ha rd-copy 
claim form or the Medicaid Patient Certification Form. 

10:49•1.27 AUDI TS 

(a) Field Audits shall be subject to the followi ng: 

1. "Completion of the field audit 11 for long-term ca re facility 
prov iders for purposes of N.J.S.A. 30:4D-17(f) shall be defined 
in the following manner: 

i. For a 11 such audits and audit recovery cases pending on 
the effective date of this subsection it shall mean the 
date that field work is completed, or the date i nformation 
requested from the provider during the course of t hat 
field work is received, whicheve r is later; 

ii. For a 11 such audits and audit recovery cases pending on 
March 1, 1983, which are , have been or wi 11 be refe r red 
either to the Legal Action Committee, or to Di vision of 
Criminal Justice or other agency for criminal 
investigation, it shall mean the date the Offi ce of 
Program Integrity Administration (OPIA) receives 
authorization to take administrative action. 

i ii . For all such audits initiated on or after the ef fective 
da t e of this subsection it shall mean the date the exit 
conference is completed or the date informati on requested 
from the provider during the course of the exit conference 
is received, whichever is later. 
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2. "Completion of the field audit" for all other providers for 
purposes of N.J.S.A. 30:4D-17(f) shall be defined in the 
following manner: 

i. For al 1 such audits and audit recovery cases pending on 
the effective date of this subsection, it shall mean the 
date of final screening of the case file by the Assistant 
Director, Office of Program Integrity Administration 
(OPIA) or, if the case is referred to the Legal Action 
Committee or the Division of Criminal Justice, the date 
OPIA receives authori zation to take administrative action; 

ii. For all such audits initiated on or after the effective 
date of this subsection it shall mean the date of final 
screening of the case file by the Assistant Director, 
OPIA. 

3. Notwithstanding any of the previous subsections, if after the 
screening of any provider audit initiated on or after the 
effective date of this regulation the Assistant Director, OPIA, 
determines with reasonable justification that an act or 
omission on the part of the provider requires additional field 
work, the field audit shall be considered completed when the 
additional field work is completed. 

4. Notwithstanding any of the previous subsections, if after the 
screening of any provider audit initiated on or after the 
effective date of this subsection the Assistant Director, OPIA, 
determines with reasonab le justification that an act or 
omission on the part of the provider requires that additional 
information or documentation be obtained from the provider, 
then a comp 1 eted fie 1 d audit s ha 11 be considered reopened and 
interest shall again accrue for the period beginning 20 days 
from the date the request for such information or documentation 
is received by the provider and ending on the date that all of 
the requested information or documentation is received by the 
agency making the request. 

5. Notwithstanding any of the previous subsections, if all or part 
of any provider audit initiated on or after the effective date 
of this subsection is referred to the Division of Criminal 
Justice or other agency for criminal investigation: 

i. In the event no criminal action results from the referral 
the field audit shall be considered completed one year 
from the date the dee is ion was made to ref er the matter 
for criminal investigation; 

ii. In the event criminal action does result from the 
referral, the field audit shall be considered compl eted on 
the date OPIA receives authorization to take 
administrative action. 
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(b) 11 Final audit 11 for purposes of N.J.S.A. 30:4D-7(m) only, means that 
point in the audit process when the Division issues to the provider 
an audit report specifically designated as the 11 fina1 audit 11 for a 
specified period audited. 
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2 

3 

4 

5 

6 

8 

9 

10 

STUB No020 3020 7 
DEPARTMENT OF HUMAN SERVICES 

MEDICAID-ID 

VALID ONLY FOR THE MONTH OF NQTICE TQ PRQVIDER 

ELIGIBLE PERSONS ELIGIBLE PERSONS PER 
REQUEST PERSONAL IDEN-

STATE OF NEW JEt.SEY 
DEPARTMENT OF HUMAN SERVICES 
DIVIS ION OF MEDICAL ASSI STA NCE & HEAL TH SERVICES 

MEDICAID ELIGIBILITY IDENTIFICATION 

CARRY THIS CARO AT ALL TIMES 

Present it to the pharmacy, hospital. physician or 
other providers for medical services rendered in 
behalf of eligi . · p . 

~"' ... 

No es valida si no esta firmada. Entreguela a la 
farmac ia, hospital, medico u otros proveedores 
de servicios medicos prestados a personas que 
reunen las condiciones necesarias para poder 
usar Medicaid. 

TIFICATION IF YOU DO NOT 
KNOW THE PATIENT. 

PLEASE REPORT THE CASE 
., 
;; 

NAME, CASE NUMBER, ~ 
ANO PERSON NUMBER :ii: 

ACCURATELY ON All 
CLAIM FORMS AND OTHER 
COMMUNICATIONS RELAT-
ING TO THE CLAIM. 

F0-152 

NOTICE 
Federal law makes it a crime and sets punishment for 
persons who have been found guilty of making any 
false statement or representation of a material fac t to 
receive any benefit or payment under the medical 
assistance program. This Department is required to 
make you aware of this law and to warn you against 
making any false statement in an application or in a 
fact used in determining the right to a benef it, or 
converting a benefit to the use of any person other 
than one for whom it was intended. 

NON-TRANSFERABLE UNDER PENALTY OF 1.,AW 
AVISO 

De acuerdo con la ley federal es un delito hacer una 
declaracion falsa a fin de recibir un beneficio o pago 
bajo el programa de asistencia medica, y dicha ley f ija 
pena a las personas que la infrinjan. Este 
Oepartamento le tiene que informar de dicha ley y le 
tiene Que advertir Que no haga ninguna falsa 
declaracion en una solicitud para determinar su 
derecho a un beneficio, o para convertir el beneficio al 
uso de otra persona que no sea la destinada a recibir el 
mismo. 

INTRANSFERIBLE BAJO PENA DE LA LEY 

39 Rev . 8/86 



..,, 
0 

0 
ciS 
!::: 

ADMINISTRATION 10:49-EXHIBIT 2 

STATE OF NEW JERSEY 
DEPARTMENT OF 

HUMAN SERVICES 
DIVISION OF 

MEDICAL ASSISTANCE 
AND 

MEDICAID ELIGIBILITY IDENTIFICATION CAR.D 0955408 

HEALTH SERVICES 

'-
ADDITIONAL HEAL TH INSURANCE 

New Jersey Blue Cross 
Polity No 0513011002 
Medicare Part A & B 
HIC No 144126300A 

VO i JO ......__ ________________________ ...., 

-t 

t'iSP (MEDICAID\ CASE NO. PERSOt✓ ,~c:, 

0310011937 01 
VALID FROM 03-01-86 TO 03-31-86 

144-12-6300 
SOC SEC ACCT NO DATE ClF 81P,~ 

Mary Smith 
123 Wood Lane 
Someplace, New Jersey 08060 

USE THIS CARD WHEN YOU NEED MEDICAL SERVICES 

Mary Smith 

RECIPIENT'S SIGt~ATURE 

-:=1 
------------- -- -- ·-- - · --------------------------

I
', IMPORT ANT NOTICE : 

40 

You mus: ~,c;,., the front ot ,.,,~ card on !he .. r,e abc-•e lht- l 
Rt" r ,pi1:>n: ~ s,~natu~e 11 ye>u ore unable ll, s,1,., the care: \ 
!h~ ,,.,o,.,nu;, : represen1ing vo1,; mus1 s1gr, your ~, ame . ,n. 
,1,a1 :r,~ ~i)•:! il"Cl e(pla,,. h1S'he• •e1a11Cl'S,.,,r, IC• y-:,:., , \ 

1; 
1,-, ,me::,,a1,1v nottly th~ Mt"d•ca,o o,s111ct 0 1hc~ " ' ,.,e D•vi • 
S•<' " ~,• '!'Oulh ano Fam,,,. Ser-,::es cast- mana;:e· Cl ' tht 
Coun•, We1!are Ai;enc,· (as ac,o,opriate, 

1 it ,·,.1u have Meo,ca•e co,erage ,:,r othe, hea11r. ,n su• · 
ance not listed 01 1ncorrec111 hsrec: . or 

2 ,f an) changes a•e nece ssa• )· 10 the front 01 1h1f 
ca•(l . o• , 

J ,! vou have an) Queslions regaro,ng the use of 1h15 
ca,c: t.1• 

4 ii tn,s ::ard IS IOSI 0' SI Olen tU:,leSS lhe •eC)Ort O! lhe 
10s~ or 1het1 can !>f: oocumen1eo a: 1r-,e ai.,p•o:,,,a1e 
agt"nq you ma\ be 1,abre 1,. •cpar Medicaid for any 
benef,1 ~ ot>ta,n~o throu~n ,1s unaulhorized use.I 

FEDEAA :.. anc STA'T: :..A\', mai..e 11 a c:,me and set the 
pun•!-""•! n1 t:,r pe•~('n~ wnc, ~ave been found gu, tt) o t 
ma~,·,:; any fa!se s1a1emen1 or representa1, on c l a 
mat~1131 tact 10 •ec,ei,e an)· benefit or paymer,1 under t"e 
Mec:J,ca•C: Prc,g,am The Deoa11ment o! Human Service~ ,s 
•eauir~(l 10 make you aware of this law and to warn you 
a~a,ns! mai.,nc; any false statement ,n ar, ap;:,1,ca1,on or in 
2 lac! us~ , •. oe1erm1n1nw tne r,ght 1c a oene!r1. or .::on,en• 
an~ a t>1:r,et,: :c 1r,~ usE- o' any pe•sc,n other 1nan c,:,e fo • 
whom 1: "as ,n1!!nOeC 

THIS CARO IS NON-TRANSFERABLE UNDER PENAL TY OF LAW. 
NOTICE TO PROVIOERS 

T"e p,,r,:eo narn~ wh,ch a;:>pears directly above tr,e iine tor 
Rec,p1_en• ·~ S1g0_~1ur~ on 1h,s care: ,s the MEDICAlD etrgi­
t-1e person Thas name 10cn1d,es ,,.,a, c:>e•se>n ONLY 1exC!!Ol 
AFDC can 1nc1uoe spouse ·chile1arrni 1is:eri w 1tr1 PERSON 
NUM8ERS1 u berng eligible for MEDICAID benefits within 
lhe till"!• pe,,od shown II ,,.,e name c,t a " REPR:SEN 
TATIVE PAYEE" appea•s on this ca ro . lhal in(l1v1clua l is 
no, e1i9,01e to• Meo1ca1CI t>ene 1,1s . 1, 

• As ► the cordnold~: it there 1s Medicare coverage or o ther 
hea!th insurance no: 1is1eo Please 1nC11cate th,s ,n for ma -
t,011 ,n the app,c,priate area on the claim forrr,. You are 10 
bill MEDICAID onl) AFTER recei.ing denial or part ial pay ­
ment fror:-: the other insurance company 

Rev. 8/86. 



"Tl 
0 

-..J 

~ 
-..J 
CD 

~ 
m 
< 

0 
0) 
~ 

ADMINISTRATION 10: 49-EXHIB IT 3 

;)·; ,:. TE OF NEW JERSEY 
DEPARTMENT OF 
HUMAN SERVICES 

DIVISION OF 
MEDICAL ASSISTANCE 

AND 

MEDICAID ELIGIBILITY IDENTIFICATION CARD 0955408 
/ 

HEALTH SERVICES VOID 
\.. 

ADDITIONAL HEAL TH INSURANCE • 

Blue Cross/Blue Shield 
1912072146 
No Medicare Coverage 
ELIGIBLE PERSONS 
SMITH MARY 
SMITH JOE 
SMITH SUE 
SMITH JOHN 

PN Service Code 
01 A 
20 B 
21 B 
22 B 

-t 

/----------------- ...... 

MEDICALLY NEEDY ELIGIBLE 
CHECK PROVIDER MANUAL 
FOR AUTHORIZED SERVICES 

- - · 

\. _____________________ , . --· 

t'ISP (MEDICAID \ CASE NO PERSOt-, 1~0 

0735001234 

VALID FROM 03-01-86 TO 03-31-86 

MEDICALLY NEEDY 
SOC SEC ACCT . NO. 

MARY SMITH 
7 MAIN STREET 
ANYWHERE, NEW JERSEY 07124 

USE THIS CARD WHEN YOU NEED MEDICti.L SER'.'1':.£ ~ 

MARY SMITH 

------------------·----
RECIPIENT'S SIGNATURE 

I 

I 
I 
I 

! 

i 
) 

~----------.. --·--- ----·----------------------~ 

VOID 

41 

IMPORTANT NOTICE i 

You 'TIUS1 s,gn !he frc,n, of th•~ card on the 1,ne above 1!'1t- I 
Rec :p,ent's s,g,.,a1ure 11 you are unat-le tc , s,g,., the caro l 
,r,e ,n,L ,·, :1uii ! represenling you mus! s1gr. yv v' narne ,r, ~ 

,:,,:; . tne c,i: ~ a,.,c e• o•a,,., r-.. 5, ,r,e• •e lat,onsh ,r 1,. yc.1,; 
I 

!, :,; ~•et~' ~;,~,; "~~~ 't:n~,~(1i:::. r.~t~•~~eO~•i:a~t~.°i'~~ 
CPu•11, v~•e 1f a,p Age ,..~\ 1as a:, ~.: .:·. r· :a ;e: 1 • 

1 •' you nave Meo ,: a•e c0veraqe :::> • ot her heal:r-. 1nsu• · 
ance no1 11 s1!.'C o, incorre , •,-, 1,s1ed. o· 

2 ,i any chan9e5 are ne:es~ct') to the frorit o! th1~ 
,:a1Q (JI 

3 it yo\; havE' an, 1ues1 ,ons re9aro1nQ l"ie use 01 th•~ 
c ar e ~" 

< ii 1t>,s caro ,s 10s: o• st01en /Unress the, •epor1 ol the 
loss or lhel1 can be docu,,,enled al 1ne approproale 
agen c1 you r-ia\' t>e liable 1c, repay MerJ, ~a,:i lo• any 
benefit ~ oora,neo 1hrou9t> 11s unavthor,zeO use .) 

FEDERA:. an c ~; ATE LA'S make ,: a crime ano se1 !ht 
pun,sh,,,e,,• •c,· oers o .,s wno ~ave bee'l found cui111 of 
ma ► •'l~ an y fa• se s1a1emen1 or representa,,or. of a 
'!':a1e• ,a l tac: 10 •ece,ve a., y benet,1 or oaymer.T under the 
Meo ,ca,c Prograrr, Tne Department o! Human Serv,c!.'S ,s 
reauire~ 1c make yo t. aware of this law anc to wa·- you 
aga,n~ • ,,,a,,,.,g an y false s:a1emen1 in an ac,:::,l!ca1,or, or " ' 
a lac! use,,: ,., oe1erm1n1ng the roght 10 a oene! ,;. or convert ­
ing a tier,e' ,; to lhe use of any person other lhan onE' for 
whom ,. 111,a s ,n1enoeo 

THIS CARO IS NON-TRANSFERABLE UNDER PENAL TY OF LAW 
NOTICE TO PROVIDERS 

ThE prin!eO name wh ,ch appears directly above rne l,ne for 
Re,: ,p,en! ·s S_,~nature or this card ,s the- MEDICAID e119, . 
ble person Th,s name •dent,fies tha1 person ONL v 1eicep1 
AFDC : an ,nc1ude spouse1chlldirer,1 1,s1ea wilt' PERSON 
NUMBERS! as being er,g,ble tor MEDICAID t,enel,1~ w.rn,n 
the 1,me period s"iowr 1: ,ne name, ol a · AEPAESE,-. 
TATIVE PAYEE . appea •s on this card that ind•v•dval 1s 
nol er,g,b1e lo, Mecllca•d bE'nelils 

· Ask the cardholoer if there ,s Medicare co,erace or other 
health ,nsurance not listed Please ind1ca1£: th ;!> ,nforma• 
t,on ,n the appropria,e area on lhe claim forn- You are 10 
bill MEDICAID only AFTER rece,v,ng denial or partial pay• 
men1 from the othe• insurance company 
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ADM INISTRATI ON 

Child's No. Name Case No 

VALID ONLY FOR JlF O I IDJ 
PLACEMENT REFE RENC E 

STATE OF NEW JERSEY 

DIVISION OF YOUTH AND FAM ILY SERVICES 

VAL IDATION 
FOR HEA L TH SERVICES PROGRAM 

·OVFS 16-36 
(rtv. 3ll3) 

10: 49-EXH IB IT 4 

NOTICE TO CLIENT 

THIS VALIOATfON FORM INDICATES ELI GI­
BILITY FOR AUTHORIZED HEALTH SE RVICES 
PROVIDED UNDER THE NEW JERSEY HEAL TH 
S; RV ICES PROGRAM. 

THIS VALIDATION MUST BE PRESENTED TO 
THE PROVIDER OF MF.OICAL SERVICES 
ALONG WITLt THE PLASTIC IDENTIFICATION 
CARO. 

NOTICE TO PROVIDER OF MEDICAL SER VICES 

THE CASE NUMBER ANO NAME ON THIS 
FORM MUST BE COMPARED TO THAT SHOWN 
ON THE PLASTIC IDENTIFICATION CARD 
ISSUED TO THE BEARER. 

THE CLAIM FOR PAYM:NT OF HEALTH SERV­
ICES IS TO BE SUBMITTED TO THE APPRO- · 
PRIATE CONTRACTOR FOR THE STATE OF 
NEW JERSEY ON THE REQUIRED VENDOR 
CLAIM FORM. 

PLEASE_ REPORT THE CASE NAME, CASE 
NUMBER ANO PERSON NUMBER ACCURATE• 
LY ON ALL CLAIM FORMS ANO OTHER COM­
MUNICATIONS RELATING TO THE CLA IM. 
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ADMINISTRATION 

STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

Last Name 

VALIDATION OF ELIGIBILITY 

First Name Mi Health Services 
Program Case No . 

NOTICE TO PROVIDERS 

10:49-EXHIBIT 5 

Person Number 

This form i<le11tifies the person lisfed abo,t-'. as eligible for a11thorizcd sen1ces under the Nt'w 
Jersey Hcal..h Services Program ('ledicaid ). 

This form also sem:s as a validation of cligibilit) for up to 31 days from date of issue. All 
policies a11d procedures specified i11 the appropriate New Jersey HP-alth Servic<·s Program Pro,idn 
l\la11t1al are to be follow ed by pro,iders when ren<leri11g services to this pn.'-on. 

The signature , titl e and telephone number of a11 authorized represe11tativc of the State Institution 
listed below must be iucludeJ tu 'wali<late this furm. 

THIS FORM IS THE PROPERTY OF THE STATE OF NEW JERSEY AND MUST BE RETURNED WITH THE 
PATIENT. 

FD-34 (rev. 5/83) 

Signature and Title of State 
Institution Representative 

Name of State Institution 

43 

Date of 
Issue 

Telephone No. 
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I. 

3. 

4. 

I. 

~TATE.OF NEW JLH~I·.) 10:49-EXHIBIT 6 
DEPART,tE.NT OF HU\tA~ SEH\'ICES 

DIVISIOl\ OF '.\1EDICAL ASSISTANCE AND HEALTH ~EH\'ICES 
C;\ -712 

TRE;\ TOJ\ , NEW JERSEY 08625 

MEl)ICAID PROVlDER APPLICI\TJO\ 

2. -------------------------
Legal and/or Trade Name of Oq::anization T~ P" of Business or FaC"ilit~ 

Address 

SSA and/or Emplo~·er ID ~ umhN 

l3ilJing Addre~s. If Diffne11l 

Cit, Zip Code 

5. ------------- () . -------------------

H. 

L.-nph of. Tirn~ at Abm·f' Address 

\a11w ol \d111i n i.;tra tor . Chid Fx"cutiH· Oft'ic('r, 
l)in·1·tor'or Otlt1·r Olfil' ial 

9. List the specific servict'(s) for which you are reqtwsti11~ apprm al lor r, ~i111h11 n, ('mf•nt under the '\1f'dir.ud Prug:ram 

10. Do ~·ou opnat" from n1ori• than orw lo('alion't 
organi1.ation lwlow: ('\ a1111· a11d addn·~~) 
I. 
2. 
J. 

Plt•a.se attach additio11a.l sh<"('t if 11<·<·('~~;1r~. 

) \o 

11. Please indicate ~-our preferpnce to re('ein- ('t'ntral or local rt•i111htHSt'r11,·n I: 
·[ ] Reimbursement to each SatPllitr Lo(alion 
[ ] Rt'imbursernrnt to Central Locatio11 

If ~ t· ~. li~t aJI othPr rnbi-idian or affiliated 

f1illing thro11~h a <'~II I ral lol'al ion i~ ·.1ll0" ahl1· and It- 11 Io 1111 · prm idn'-. d i-.nl'I ior1 . llo" 1·\ 1·r . if tlw provid<·r ('hoof.<'!- to 
l>ill ('<'rtlraJI~. pn· -.1cldn·~~1·d dai111~ \ll ST I)(' 11tili11·d !'i11n 1111·~ n·ll,·1'1 1li1• prn 1wr acld rc-~i- a11d pro\idn 1111111ht·r for that 
location. 

12. Do ~-ou require a Certificate of \rf'd under the llf'aJtli Faciliti• ·!- Planni11~ -\ d fro m th" \e" Jersey Department of 
Health? [ ] YE's [ I '.\o If ye~. ha\t' ~011 appli<·d lor the Ct·rtifirat e 't .\ t tach cop~ of Certification of ~eed. 
If no. explain why ~ou don't rt'quin· a Certifi('alt'. 

13. If your business or facilit~ rt>quir" s a liu.•nse(!-). li!'t I~ 1:w ot' li('<'ll ~f'(~ ). li"<'nr-,· nurnlwr( ~). effrrti\e dat<- of license(s), and 
attach a non-retumabl" ('op~. 

1-l. CERTIFICATIO\ . .. \CCHEIJITATIO\ OH -\PPHO\ \I. - · S1wcil~ t~I"' and atl.u·h mp~. For Examplt· JCAII 
(Hospitals); Nt'w J"rst•~ Dq,artment o f llf'aJth (Ui11il'F-) : Ot Ii('(· ol C:0111111,mit~ Sn·vicei- (M<'nlal flf'aJth Clinics): Stat<' 
Board of Dt>nfo,try (D"nlal (iinics): St alt· Board ol Pl1an11;1c~ (Prm idrr~ oH<·rin~ Pharmaceuti('a) Sen·ic-es); American 
Board for Certification in Orthotirs and Pro~thetin, (l'ro!-lltf'li, I a11cl / or Orthoti~t) S"" aim .question J 5. 

15. Approvt'd by :\le~icart:> ·t [ J Yes I ] \ o 
applied for Medican· apprcn·aJ'! I Yes I 

FD -20 C2 (Rn. 3-77) 

H ~ r~. at L1d1 mp~ of ~-our apprm al , if applicable. If no. have you 
\11 atta('I, doc·u111,·ntation. 

l\1edic.ud 3026-:\1 Ed. 8-8 l 
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ADMINISTRATION 10: 49-EXHIBIT 6 

.6. Ar<' you currently or ha\'e you t>\rr bc·Pn an appm,c-d pro\idn oi H'f"\i('C''- u11rl1·r the \n., Jc-rS<') \ledicaid (Titlr XI\) 
Program'! If y<'s, list ty ~ of sen·ire('i.) pro\id t-d a 11d rurrrn t stat 11:-. If ~ 011 wert· apprm ~<l at one time and no lon~n 
participate, explain the rrac.on(~). 

17. Indicate legal status of ~our oq~anization: Pro Iii ( :orporalion ( I, ~on-Profit Corporation 
Sole Proprietor [ ] , Govemm<'nl I j. Othc-r I 1- If otlirr plra.c.c- ~prc·if~: 

) , Partnership I ] . 

18. 

19. 

Do you or does ~-our or~;u1rLalion liaH a11~ lt>~al m prof,.~:-:ional rf'latio11sliip~ witli an)· othc.>r hcatJli care- organization(~) 
or facilit)·fie~)'! ( ] Yt>s I ) \o If ~t•:-, li:-1 all ~tH·lt r<'lalionsliip~ l><'lo~: 

Doe~ run mc>mlH·r of \Ol!r 111,..:;•11izalion l1;n1• a 11•11 JH'r<'t'III 11r i~r1•;1kr fi11a11l'ial inlt•n•sl i11 ;111~ otlt.-r or~ani1ati1111 or 
practict' · of an iudi,·iJ ,;al 1,.iro, id 111 :,! ~·r. in·• 1111d n I 111· \ n .. J n,,·~ \lt·d it aid l'ro)!ra111 -~ If ~ 1·~. Iii-I uamP of indi, id 11J! 

. and/or organization . 

20. Do you char~c for ~ood~ and/or !-e nin•:-·t TO \LI . I J. TO \O\E I ). TO CERTAI'.\ GROlPS O\U I ). h 
you chargl' to all or on!~ <'erl~i11 !!rllllf'"· plt·a ... ,. "'PL.1i1I ~ our ..1rran!_!1'rn<'nl~ anrl attach copy of ~·our fef' sc·h,..fiulr. 

21. List da~ .· ~ntl hours of ope;aration. 

2" List the 1'a111P~. SSA \umbc-r. Linn.~· \umhn and Degreds-) for all ProfrssionaJ Staff in thr Oq~ariization. lncludP 
Physic·ianc, Dentists. Ps)·cl1olo~i~t.::. H,·:,:i!-l<'rt'U Pl1~ ,il'al Thnapi~ls. Optometri~t.s. ek. If mor<' spac:e is needed attach 
additional sherts. 

l\ame ~:,; .. \ \0. Lie-rm,<· '.\o. De~m.· . e.g., ,10, DO, l)l)~ . 

RPT. Phil. CPO. OU. et<-. 

23. FOR THE PCRPO~E OF ESTABLISlll:\C ELIGIBILITY TO RECEIVE DIRECT PAYME!'T FOR SERVICES TO 
RECIPIENTS UNDER THE l\EW JERSEY ,tEDlf..\11) (TITLE XI\) PROGRA:\1: I CERTIFY THAT THE 11\FOR,1..\ 
TIO;\ FuRNISHEU O~ THIS APPLICATIO\ IS TRLE, ACC:l .RATE, A~D cmtPLETE. 

24. 

) APPtO\t' I Oisa1,.1pro,·f' 

Approve Owpprove 

t-·on O1\'JSIO!II USt-: ONLY 

I Othu 

J OLher 

Jnitial 

lniua.J 

Date 

Oatf' 



ADMINISTRATION 

STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

10: 49-EXHIBIT 7 

DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 

NEW JERSEY HEALTH SERVICES PROGRAM 
. TITLE XIX (MEDICAID) 

PJlOVIDER AGREEMENT 
BETWEEN 

NEW JERSEY DIVISION OF MEDICAL ASSISTANCE AND HEALTH SERVICES 
AND 

PROVIDER 

PROVIDER AGREES: 

I. To comply with all applicable State and Federal Meilicaid laws and policy, and rules and regulations 
promulgated pursuant thereto; · 

2. To keep such records as are necessary to fully disclose the extent of the services provided to incli­
viduals receiving assistance under the Me<licaicl Progr::m; 

3. To furnish the Division of i\lc<lical Assistance :!.nd llealth Sc r.; ces, the Secretary of Heal th and Human 
Services and the State J\ledicaid Investigatirm Unit \\-; th such information as may be requested from · 
time to time,. regarding .w1y paymonu_ claimed for providing services under the Medicaid Program; 

4. To comply with the requirem ents of Title VI of the Civil Righti.i Act of 1964 and Section 504 of the 
Rehabilitation Act of 1973 and any amenr.lments thereto; and Section 1909 of P.L. 92-603, Section 
242 (c) which makes it a crime and sets the punishment for persons who have been fo und guilty o f 
making any false statement or representation of a material fact in order to receive any benefit o r pay­
ment under the Medical Assistance Program. (The Department of Human Services is required by 
Federal regulation to make this law known and to warn agains t false statement.a in an application/ 
.i.greement or in a fact used in determining the right to a benefit, o r converting a benefit to the use of 
any p erson other than one for whom it was intended.) 

The provider may, on thirty days written notice to the Division, terminate this ~<rre em ent. 

Date 

FD-62 Rev. 5-S I 
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Signature orProvidcr 

Title 

Medicaid 3031-M Ed. 7..81 
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0 

State of New Je,-y 
Cepartment of Human S•rvic• 

Civiaion of Medical A.ssinanca and Health S.rvic" 

MEDICALLY NEEDY CLAIM TRANSMITTAL 

10:49-EXHIBIT 8 

RECIPIENT INFORMATION .. ROVIOEA ll'IFORMAT ION 

NAME 

ADDRESS PROVIDER AOORESS 

DATE Off ,AYMENT FROM CLIENT TOTAL FROM 
TVPE Off SERVICE SERVICE CHARCE OTHER SOURCE OBLICATION OTHER SOURCES 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

Provider Instructions and Information: 

• The services listed above were provided to the identified individual during a covered retroactive period. 

• This transmittal does not guarantee payment. Your claim will be processed in accordance with current Medicaid and 
Medically Needy.regulations. 

• Each claim form submitted for payment for services listed above must be attached to this document. 

• Plea~e enter yo .. r provider number in the appropriate space in the upper right corner. 

• Any amoupt listed in the column entitled "Client Obligation" is the responsibility of the client and should be paid by the 
client directly to you. 

NUMBER OF ITEMS ___ _ SIGNATURE ____________ _ 
Authorized Rei:>resentAtlve 

F0-311 (5/86) 47 Rev. 8/86 



ADM! NI STRATI ON 10:49-APPENDIX A 
STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 

APPENDIX A 

COMMUNITY CARE PROGRAM FOR THE ELDERLY AND DISABLED (CCPED) (This information 
was originally published in the Newsletters P-371, December 5, 1983 or BC-266, 
November 28, 1983; P-392 or BC-281, June 11, 1984; P-405 or BC-293, October 1, 
1984; P-452 or BC-315, August 19, 1985). 

Effective November 1983, the New Jersey Medicaid Program announced the 
beginning of a new program, the Community Care Program for the Elderly and 
Disabled (CCPED). The purpose of this program is to help eligible individuals 
to remain living in the community rather than in an institutionalized setting. 

The CCPED serves a 11 twenty-one counties and offers services to a 1 imi ted 
enrollment of eligibl e persons. The program offers seven Medicaid services: 
Home Health Services , Medical Day Care, Medical Transportation (non­
emergency), Homemaker Services, Respite Care, Social Adult Day Care and Case 
Management. Prior authori zation from the Medicaid District Office is required 
of all Community Care Services except Case Management. 

The Division of Medical Assistance and Hea lth Services administers the overall 
program. It has the responsibility for the assessment of the Need for Skilled 
Nursing Facility (SNF) and Intermediate Care Facility (ICF) care and for 
determining which ind ividual will be served by the program. 

Recipients eligible for the Community Care Program must be: 

(1) Age 65 or over or determined disabled under the Social 
Security Act and receiving Social Security disability 
payments and eligible for Medicare benefits; 

(2) Assessed as in need of SNF/ICF care; 
(3) Receiving an income which exceeds the current SSI 

community standard up to the institutional cap and 
with assets within the institutional eligibility 
standard. 

All recipients are required to share in the cost of the service package when 
the recipient's income exceeds maintenance needs as defined by program 
regulation, including costs of medical and remedial expenses not subject to 
payment by a third pa rty. Cost sharing monies are centrally collected by the 
Division of Medical Assistance and Health Services. 

Any questions regarding this appendix should be directed to the Office of Home 
Care Programs, Division of Medical Assistance and Health Services. 

An Exhibit of the Medicaid Elifibility Identification Card (FD-73/178) of an 
enrolled CCPED recipient is re lected on the reverse side. Providers are to 
ask to see the card before providing services under the CCPED. 

48 Rev. 8/86 
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10:49-APPENDIX A ADMI NISTRATION 

STATE OF NEW JERSEY 
DEPARTMENT OF 
HUMAN SERVICES 

DIVISION OF 
MEDICAL ASS ISTANCE 

AND 

MEDICA10 ELIGISILiTY IDENTIFICATION CARD Q 9 5 5 4 Q 8 

HEALTH SERVICES VOID 
ADDITIONA L HEAL TH INSU RANCE 

NEW JERSEY BL UE CRO SS 
POLICY NO 05130 11220 
MEDICARE PART A & B 
HIC NO 155125300A 

VOID 

Rev. 8/86 

VALID ONL Y FOR THESE PRIOR 
AUTHORIZ ED COMM. CARE WAIVER 
SERVICES: HOME HEALTH, CASE MGT, 
HOM EMAK ER, RE SPITE, NO N-EMERG. MED. 

, TRANS. AN D MED/SOCIAL DAY CAR_E __ 
HSP (MED ICAID l CASE NO PERSm, NO 

0310022937 01 

VALID FROM 03-Q 1- 86 TO 03-31-86 

155-12-5300 01/02 
SOC . SEC ACCT NO DATE OF BIRTH 

Mary Jones 
234 Bonnie Lane 
Mt . Blue, New Jersey 01234 

US E TH IS CARO WHEN YOU NEED MEDICAL SERVICES 

Mary Jones 

49 

RECIPIENTS SIG NATURE 

IMPORTANT NOTICE 

~ ou must s,qn the front r f : 'l,s caro on the l1n~ • bove the 
~ec•o:e':'_I_ ~,gn~tu~! II :O·: are unatile to sign the c aro . 
tne ,na,v,oual rep resent,nq you must sign your name. ,n. 
,1,a1 trie caro ano e1p1a,n h,slher re1a1,onsn1p to you . 

1mm 1eo ,a1e 1y notdv Jhe M~d•ca,d D,strict 011,ce or the O,vi , 
:;,on 01 Yout n ilnO Famo1y Serv,ces case manager or the 
County ~·,e1tare A,;;ency tu appropriarer 

1 ,r you have l,Aed,care coverage or other health insur, 
ance not 1,steO or incorreclll 1,sted: or 

2 1f any changes are necessary to the front of this 
caro . or 

3. If you have any Questions regarding the use ol thi s 
card, or 

• · ,f th,s card ,s lost or stolen (Unless the re oor1 of the 
loss or thelt can be oocumen1eo.,;a.1 1ne appropriate 
agency . you may be ha tile 10 repay .~eo1c a1d for any 
bene fits obta,ne-d through ,ts unauthorized use.I 

FEDERAL and STATE LAW make ,1 a crime and set the 
pun,srir,,enl tor persons who have tleen found guilty of 
rr.a•,n<; a"v 'a1se statem~n, or represen1a1,on o f a 
mater,at ract lo rece,ve any Denet,, or payment unoer the 
'·''!".l•ca,o Pr0riram Tr-e Dl!oartment of Human Serv,ces ,s 
recu11e: l'.l m.J•e vou aware or tn,s Jaw and 10 war n you 
aQa,ns1 ma• onq any raise slatement 1n an app1,cat1on or 1n 
a fact useo ,n oe1erm,n,nq tne r•qht 10 a t>enet,t. or conve1'1• 
,ng a nen,-1,1 10 the use 01 any P'!rson other than o ne for 
wnom ,t .. ~s ,ntenoeo 

THIS CARD IS NON -TRANSFERABLE UN OER P£NAL TY OF LAW. 
NOTICE TO PROVIDERS 

Th~ p,,rr'!O nam,. ..,n ,c ri app'!ars directly atiove Jhe 1, ne for 
P~c ,o•~nt, S,17naru•e on tn ,s card ,s the MEDICAID ei,g, . 
t>IP. oe•\c,n f'lo\ name ,oen1, h e\ tnat per son ONLY ,erceo t 
AFDC can ,nc1ude soouse•Choldfrent 1,sreo w,th PE RSON 
riuMBERS1 ilS tie,ng e1,0,01e lor MEDIC AID tiene 1,1s w itn,n 
1he t ,m e P'! r,n<l snown 11 the name o l a ·· REPRESE N 
TA Tl 1/ E PAY EE .. appeu\ on this card, lhal 1nd1 v1dua l 1s 
no1 e1,9, ti1e lor M eo,ca,o t>ener,,s 

• Ask the c aroholder ,I 1here ,s Medicare coverage or other 
he a,1n ,nsur.ince not 1,sted P1e.i,e ,no,ca te rn,s 1nlorma-
1,on ,n the ilOorop11a1e area on the cla,m lorm. You are to 
!) di MEDIC AID only AFTER rece,vinq Oen1al or pa rti a l pay · 
men1 lrom 1ne other insurance company . 

l 
I 



STATE OF N!iw JERSEY 

0EPARfMENT OF HUMAN SERVICES 

D1v,s10N oF ME01t:AL Ass•s'!"ANCE AN~ HEAt. TH SERVICES 

APPENDIX B 

10:49 ... APPENDIX B 

MEDICAID 
1
PERSONAL PHYSICIAN PLAN (MP PLAN) (This information was originally 

published in the Newsietters P-362 or BC-260, July 15, 1983; P-395 or BC-285, 
July 16, 1984; P-401 or BC-286, August 1, 1984; P-423 or BC-312, June 17, 
1985.) 

INTRODUCTION 

The New Jersey Medicaid Program has implemented a four-year Statewide 
Competition Demonstration Project, called the Medicaid Personal Physician Plan 
(MP Plan), which provides medical care in a manner different from the present 
Medicaid system. The Plan is classified as a Primary Care Network or a health 
care delivery system whereby all of the Medicaid eligible's health care is 
obtained through, but no t necessarily from, a single primary care provider. 
It was developed under guidelines established by the Health Care Financing 
Administration for funding which led to the inclusion of the following key 
elements: 

1. a primary care physician who would be responsible for the provision 
of all primary care delivery, referral, and ancillary services for 
non-institutional Medicaid eligibles; 

2. a capitation system of reimbursement, instead of fee-for-service, 
for a physician participating in the Plan as a Physician Case 
Manager (PCM); 

3. a broker concept for marketing, enrollment, grievance system and 
quality assurance monitoring and Plan reporting functions; 

4. the stimulation of competition among certain types of Medicaid 
providers by providing strengthened alternatives to primary care in 
the hospital Emergency Room (ER) and Outpatient Department setting 
(OPD). 

The role of Physici an Case Manager has potential to (1) discourage doctor 
shopping, self-referral , and inappropriate and excessive utilization of 
Medicaid eligible services and (2) to effect better control over almost 500 
million dollars of New Jersey Medicaid's total expenditures annually without 
reducing quality or scope of care provided. This concept of the Physician 
Case Manager controlling costs has received wide support throughout the 
country since this role negates the need for increased government regulation 
and harsh budget caps. 

The MP Plan will be phased in throughout the State by June 30, 1988. 
Participating providers are in solo practice; group practice; professional 
corporation or association; health maintenance organization (HMO); 

· independent, free-standing clinic; or in a hospital affiliated entity which 
allows for primary care services and is not subject to DRG reimbursement 
principles . 
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10:49-APPENDIX B ADMINISTRATION 

I • 

PURPOSE 

This report informs Medicaid providers (1) about · the MP Pl an, ( 2) about the 
provider's role when a Physician Case Manager refers his/her patients for 
services or when a MP Plan member requests a service independently, and (3) to 
inform providers about the procedure which must be fol lowed when submitting 
claims. 

The role of Medicaid eligibles as MP Plan me·mbers ,- of physicians . as. -Case 
Managers, and of the Fiscal Agents (Blue Cross and Prudential) as clai~~ payer 
is outlined in this report under the section "Background". The procedures all 
providers must follow when submitting claims for services rendered MP Plan 
members are outlined under the section "Action". 

BACKGROUND 

The participation of physicians and Medicaid eligibles in the Demonstration 
Project is voluntary . A physician may participate in the MP Plan and continue 
to participate in the current Medicaid Program under the usual conditions. 

1. Role of Medicaid Eligible: 

A Medicaid eligible who enrolls in the Plan selects a Physici~n lase 
Manager, for a minimum of six months, from a list provided by the 
representative. Each Medicaid eligible will have his/her own PCM, 
including those instances where the case manager is a member of a 
group practice, a Health Maintenance Organization, or similar type 
organizat ion. A fviedicaid eligible family may enroll in the MP Plan 
only i ,f all the Medicaid eligible family members join. It is not 
necessary, however, for each family member to choose the same PCM. 

The Plan member allows his/her PCM to coordfoate a11 · medical care 
and agrees to seek care only from that chosen PCM except for 

·specifically excluded services (such as · dental ) or in situations 
where a delay would cause lasting damage to the patient's health or 
loss of life. 

2 •. Role of Physician Case Manager: 

Rev. 8/86 

The PCM is responsible for the provision of all primary care to Plan 
members and for management of a 11 referral services. The PCM must 
review and a rove all medical services and ex enditures on behalf 
of the patient inc uding referra s . or an~i ·ary services, 
specialty care, and hospjtalization) and provide ·or arrange for the 
provi s i On of twenty-four hours, 7 qays a week medic~ 1 co~er~ge. A 
PCM is reimbursed on a capitation ba~is for · his/her services ~~d for 
managing the care provided to his/her patients. When the PCM refers 
a patient to a specialist, or writes a prescription to be filled at 
a pharmacy, or refers the patient to an independent laboratory, the 
cos ts of these referra 1 services wi 11 be deducted from the PCM' s 
Capitation Accounting Fund at the existing fee-for-service schedule. 
Thus, the PCM must be ab 1 e to exercise judgment and control over 
services rendered to his/her patients. This is accomplished by· the 
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10:49-APPENDIX B 

requirement that services must be authorized by the PCM before they 
are provided • . 

3. Role of Fiscal Agents: 

The State will continue to pay all Medicaid providers directly 
through its existing claims processing system for authorized 
services rendered MP Plan members. The Fiscal Agents have a system 
for tracking claims submitted for these services. Providers will 
tontinue to submit claims for payment ·to the appropriate Fiscal 
Agent. Each claim is matched against the Medicaid eligibility MP 
Pl an file to determine ( 1) whether the Medicaid recipient is a 'MP 
Plan member, (2) whether the recipient was enrolled as such when 
the service was provided, and (3) whether the service was authorized 
by the PCM. If these conditions are met, the claim will be 
processed. 

ACTION REQUIRED 

All Medicaid providers are directly affected by the MP Plan if they provide 
services to MP Plan members. Specific procedures must be followed in order to 
receive reimbursement for these services. 

PLEASE NOTt: WITH EXCEPTION OF SECOND OPINION, EXISTING NEW JERSEY 
MEDICAID PROGRAM REGULATIONS REMAIN IN EFFECT; FOR 
EXAMPLE, IF A SERVICE REQUIRES AUTHORIZATION FROM THE 
f.1EDICAID DISTRICT OFFICE (MOO) OR THE DIVISION'S CENTRAL 
OFFICE, THIS REQUIREMENT STILL APPLIES AS WELL AS THE 
REQUIREMENT THAT ALL SERVICES FOR MP PLAN MEMBERS BE 
APPROVED BY THE PCM BEFOREHAND. 

1. ACTION REQUIRED BY PHYSICIAN CASE MANAGER: 

a. SUBMIT 1500 N.J. FORM 

The Physician Case Manager must submit a Health Insurance Claim 
Form (15 0 0 N . J . ) for each enc o u n t er w i th a pa t i en t who i s 
included in his/her panel of MP Plan members. The form is 
required for encounter data, not for billing purposes. 
Information on the claim must include: 

( 1) The same information which is 
fee-for-service process, i.e., 
procedure, HCPCS code, etc.; 

required for 
description 

the 
of 

(2) HCPCS Code Z4000 for office dispensed drugs; include 
name of drug in Item No.240. 

When a PCM participates in the MP Plan as a member of a group, the 
PCM I s name and IMP number must be included in I tern #30 (Provider 
Socia 1 Security, I. D. No.) on the 1500 N. J. form for services 
rendered the MP Pl an member by the PCM, as we 11 as the group's 
provider number in Item #31. In situations where an MP Plan patient 
is referred to other members of the group, the New Jersey Medicaid 
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Program wi 11 not reimburse on a fee-for-service basis for these 
services. 

A Physician Case Manager receives detailed in?truction from his/her 
MP Plan representative about all aspect~ 1 of ~he MP Plan and 
responsibilities as a PCM. · 

2. ACTION REQUIRED BY ALL PROVIDERS EX CEPT PCM's: 

This section details the following four procedures which rriusf b.e followed 
when providing. services and requesting payment fo,r servh;es rendered MP 
Plan members: 

a. Check eligibility validation card for MP Plan message;· 

b. Ask to :see MP Plan Card (contains name of PCM); 

c. Receive . authorization to provide service from PCM; 

d. Include PCM's name and IMP number on claim form even if there is 
Medicare or other insurance involvement. 

3. CHECK ELIGIBILITY VALIDATION CARD FOR MP PLAN MESSAGE 
. I . 
, •· t 

When providing services and requesting p~yment for servtc~s rendet~d 
MP Plan members, always check the Medicaid eligibility- validation 
card. A message 11 Valid Only With MP Plan -Card" will be printed on 
the Medicaid Eligibility Identification Card (FD73/178) issued to SSI 
and DYFS Medicaid eligibles enrolled as MP · Plan members. This 
message wil 1 also appear on the Depa-rtment of Human Services Medicaid 
ID Card issued to AFDC and "Medicaid Only" _ e.li.gibles enrolled as MP 
Plan members. If the eligibility card carries this message, 11 Valid 
Only With MP Plan Card", you must ask to see the MP Plan 
Identification Card. The member's name, physician's (case manager) 
name and telephone number are listed on the card. 

4. ASK TO SEE MP PLAN CARD 

Rev. 8/86 

If the Eligibility Card carries the message "Valid Only With MP Plan 
Card 11

, you must ask to see the MP Plan Card. Both cards are 
illustrated on the next page. You will note that the member's name, 
physician's (case manager) name and telephone . number, and MP Plan's 
telephone number are listed. 
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04189251 

NOTICE TO PROVIDER 

n[OUrST PERSOtU\L 1orn­

TlriCA TION IF YOU DO NOT 

KNOW THE PATIENT. 

PLEASE REPORT THE Ci\SE 

5 * L A S T P E o S O ~J PRI ~~ TE ,011- :1~ 

l \ ,e 

NMI.E, CASE NUMOER, 

....::::..1 AND PERSON NUMOER 

I \
1

ACCURi\TELY ON All 

i 1:: 
~ ---------------__..I ___ L.e2..:..o _______ _ -- --------J

, CLAIM FORMS ANO OTHER 

COMrWNICATIONS RELAT­

ING TO THE CLAIM. 

ATTENTION PRCVIOERS 

TM, c.1ro ,s non ,tr~nsterJble Jnd i\ r-01 pr:;of o{ et lq1b1llty . 
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CARD 
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PHYSICIAN'S NAME 

New Jersey Medicaid 
Personal Physician ·Plan 

n n ~ , - ~ -~\ J-L---L..J;. ,~ :--+-+---~-
MP Plan 
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1-800-792-9745 
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5. RECEIVE AUTHORIZATION TO PROVIDE SERVICE FROM PHYSICIAN CASE MANAGER 

Prov iders , with the exception of dentists, must have approva 1 from 
the Physician Case Manager before provi ding any of the following 
se rvices: 

a . 

b. 

C . 

The following services requi re authorization . from the 
Physician Case Manager: 

(1) physician services, including 
physician services; 

(2) 
( 3) 
( 4) 
( 5) 
( 6) 
(7) 

certified nurse midwi fe services; 
chiropractor services; 
optometrist services ; 
podiatrist services ; 
psychologist services ; 
hospital services, i nc l uding: 

inpatient 

i. emergency room service (Note: true 
life or organ threatening conditions 
may be t reated, with notification to 
the PCM as soon as possible); 

ii. inpatient hospitalization; and 
111. outpati ent clinic. 

(8) clinic services at free-standing clinics; 
(9) drugs (prescription); 
(10) home health services; 
(11) laboratory and radiol ogy services; 
(12) long-term-care services; 
(13) medical day care; 
(14) medical equipment (durable); 
(15) hearing aids; 
(16) medical supplies; 
(17) optical appliances ; and 
(18) prosthetics and orthotic s. 

The following service does not requ ire authorization from 
the PCM: 
dental services; 
DENTIST PLEASE NOTE: A dentist who prescribes a drug for a 
MP Plan member must communicate this information to the 
PCM. The dentist must also wr i t e the PCM's name and IMP 
number on the pres c r i pt i on form as the p ha rma c i s t w i ll 
need this information in order fo submit a claim for 
payment. 

Two referra 1 forms have been prepare·d for the PCM to 
when requesting services. One referral form is 
services and treatment and the second is 
consultations. These two forms are listed below and a 
of each is attached to this re por t : 

use 
for 
for 

copy 

(1) Form MP-6, 4/83, - MEDI CAID PERSONAL PHYSICIAN PLAN 
(MP PLAN) ANCILLARY/TREATMENT SERVICES REFERRAL; and 
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(2) Form MP-7, 9/83, - MEDICAID PERSONAL PHYSICIAN PLAN 
(MP PLAN) - REFERRAL SERVICES FORM. 

The PCM . w i 11 use these forms to i n di cat e the 
service(s) requested. The PCM 1 s IMP numbe r i s 
indicated for the provider 1 s convenience. If a MP 
Plan member requests a service and does not have a 
signed refe rral form, the provider must contac t the 
PCM for authorization before rendering the service. 

6. INCL UDE PCM'S NAME AND IMP NUMBER ON CLAIM FORM 

All c1a ims submitted for servjces rendered a MP Plan member must 
verify authorization fr om the Physician Case Manager by entering the 
the PCM's name and IMP number on the claim form even if there is 
Medicare or other insu rance involvement. 

Irrespective of the .mode of claim submission (hard copy or 
electronic medium) all claims must include the PCM's name and IMP 
number. A cla im submitted for a service which required authorization 
from the PCM wjll be rejected for payment if it does not include the 
PCM's name and IMP number. 

You must enter the PCM's name and IMP number in the designated space 
on the appropriate claim •fo rm as follows: 

a. 

b. 

C. 

HEALTH INSURANCE CLAIM FORM (1500 N.J.): 
Item 19. (Name of referring physician ... ): 

En ter .P.CM' s Na me 
Item ·19a. (I .D. Number): Enter PCM ' s IMP number 

HOME HEALTH CLAIM (Mc-3): 
Item 20A . (Physician Case Manager Name): Enter 

PCM's name (Individual Medicaid 
Practitioner Number) : Enter PCM's IMP 
number 

HOSP ITAL 
' ( 1) 

CLAIM FO RMS (UB-82 HCFA-1450) 
Inpat ie nt Hospital Claim (UB-82 HCFA-1450) 
Locator Number 92: Attendin, Physician ID 
Med icaid is requiring on y . the Indi vidual 
Med icaid Practitioner (IMP) number. 
Since residents, i nter ns, and other house staff 
members ha v.e not been assigned IMP numbers , it 
wi ll be necessary to enter the IMP number of the 
li censed physician who provides the direct 
per sonal supervision of the resident, intern, or 
hou se staff member. If the physician is not a 
partic ipating Medicaid Practitioner, enter nine 
"Bs". 
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ADMINISTRATION 

Locator Number 93: Other Physician ID 
If a surgica l procedure is entered in 
Locator Number 84, enter the operating 
su rgeon's nine digit Individua l Medicaid 
Practitioner (IMP) number. 
l f the operating surgeon is not a Medicaid 
participating physician, enter nine 11 8s". 
If the operating practitioner is a 
reside nt, intern, or house staff member, 
enter the IMP number of the supervising 
physician. 

PL EASE NOTE: For inpatient hospital 
pilling, the Phys icia n Case Manager will 
al ways be en tered as the Attending 
Physician. If the Attending Physician's 
name is different from the Physician Case 
Ma nager's name, enter that information in 
)he "Remarks" section of form as follows: 

Attending Physic ian: Name ---- IMP 

(2) Outpat ient Hosp ital Claim (UB-82 HCFA-1450) 
locator Number 92: Attending Physician ID 

Medicaid is requiring only the Individual 
Me dicaid Practitioner (IMP) number. 
Si n c e res i d.e n ts , i n terns , and other ho u s e 
$taff members have not been assigned IMP 
nu mbers, it wi 11 be necessary to enter the 
IM P numbe r of the l icensed physician who 
provides the direct personal supervision of 
t he resident , in tern, or house staff 
member. If the physician is not a 
participating Medi caid Practitioner , enter 
ni ne 11 8s 11

• 

Locato r Number 93 : Other Physician ID 
If a surgical procedure ,s entered in 
~ocator Number 84, enter the operating 
su rgeon's nine di git Individual Medicaid 
Practi tioner (IMP) number. 
If the operating surgeon is not a Medicaid 
participating physician , enter nine 11 8s". 
If the ·operating practitioner is a 
resident, intern, or house staff member, 
enter the IMP number of the supervising 
physician. 

PL EASE NOTE : If the re ferri ng phys ician's 
name is differen t from the Physicia n Case 
Manager's name , enter that information in 
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the "Remarks" section of the form as 
fo 11 ows: 

Referring Physician: (Name) IMP Number 

(3) EXCEPTION PAYMENT REQUEST FORM (MP-16) 
These are instances in which a hospital provides 
services to a member of the MP Pl an without 
hav i ng received a Referra 1 Form from the 
pa tient's Physician Case Manager before services 
are rendered. 

The hospital will then submit the claim, which 
will be rejected for payment. At this point, 
the facility will ca 11 the MP Pl an Office and 
ask for the name of the PCM. After contacting 
the PCM, the hos pi ta 1 wi 11 either be sent the 
referra 1 by the PCM, or they wi 11 be refused. 
The PCM does have the right to refuse a request 
for a retroactive referral. 

When a referral is refused by the PCM, the 
hospital does have one more way to try to 
collect payment for services rendered. If they 
feel the care was appropriately rendered, they 
may submit an Exception Payment Request Form 
(MP-16) for each case to the MP Plan Office, 
D.M.A.H.S., 7 Quakerbridge Plaza, CN-712, 
Trenton, N.J. 08625. For more information, 
hospitals may contact the MP Plan Office at 
1-(800) 792-9745. 

INDEPE NDENT OUTPATIENT HEALTH FACILITY (MC-14): 
Item 16a. (Physician Case Manager): Enter PCM's name 

(Individual Medicaid Practitioner Number): 
Enter PCM's IMP number 

IND EPENDENT LABORATORY CLAIM (MC-13): 
Item 12. (Physician Case Manager): Enter PCM's name 

(Individual Medicaid Practitioner Number): 
Enter PCM's IMP number 

MED ICAL SUPPLIES AND EQUIPMENT CLAIM (MC-11): 
Item 16a. (Name anq number of Prescribing 

Practitioner): Enter PCM I s name and IMP 
number 

OPTICAL APPLIANCES (Request for Authorization and 
Paymen t(MC-9): 

Item 18a. (Physician Case Manager): Enter PCM's name 
(Individual Medicaid Practitioner Number) : 
Enter PCM's IMP number 
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h. PRESCRIPTION CLAIM FORM (MC-6 
tern 1 . er s 

Practitioner's 
IMP number 

ADMINISTRATION 

Individual Medicaid 
Number): Enter PCM's 

i. PROSTHETIC AND ORTHOTIC APPLIANCE CLAIM (MC-15): 
Item 15. (Name and Number of Prescribing 

Practitioner): Enter PCM's name and IMP 
number 

If you have any questions concerning this program, please inquire as follows: 

l. Physician Case Managers serving recipients in all counties involved 
with the plan should contact the MP Plan Office, Quakerbridge Plaza, 
Bldg. 7, CN-712, Trenton, N.J. 09625 - telep hone 1 (800) 792-9745. 

2. A 11 other providers should contact the appropriate Fi seal Agent, 
Blue Cross and Blue Shield of New Jersey, Inc. at 201-456-2534 or 
The Prudential Insurance Company of America at (Toll Free Number) 
800-582-7052. 

Attachments: Copy of Form MP-6, 4/83 
Copy of Form MP-7, 9/83 
Copy of From MP-16, 9/83 
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State of New Jersey 
Oepartmeht of Human Services 

Division of Medical Assistance and Health Services 

10:49-APPf:NDIX B 

MEDICAID PERSONAL PHYSICIAN PLAN (MP PLAN) 

ANCILLARY/TREATMENT SERVICES REFERRAL FORM 

MP Plan Member's Name : _____________ ~ Referred To: _____ ...,__ ____ _,.___..__ __ __.~--
(Name of Service) 

Date: _____ ~_ 

Member's HSP (Medicaid) Case No.: ,__ ________ ~ ________________ Person No. _...._ __ 

Physician Case Manager's Name : 

Physician Case Manager's IMP No. : 

Check appropriate box and spec1fr/explai11 below: 

CAPITATEO SERVICES REO_UIRING AUTHORIZATION 

( ) Laboratory services ( ) Optical Appliances 

( ) Radiological services ( ) Home Heal th Care 

( ) Rehabilitation services ( ) Medical Supplies 

( ) Dur.tble Medical Equipment ( ) Hearing Aid 

NON-CAPITATED SERVICES REQUIRING AUTHORIZATIO"I 

( ) Transportation 

( ) Long-Term Care 

( ) Medical Day Care 

( ) Prosthetics and Orthotics 

SIGN A TUkE : Phy,ician Case Manager 

Specify ancillary services requested. Exolain and certify medical necessity for medical equipment. 

WHITE - Referral Provider 
CANARY - Phys,ban Case Manager 

MP-6 (4/83) 
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Division of Medical Assittahce and Health Services 

MEDICAID PERSONAL PHYSICIAN PLAN (MP PLAN) 

REFERRAL SERVICES FORM 

MP Plan Member Name : 

Member HSP (Medica id) Case No. : 

Name of Consultant : 

) Consultation only ) Consultat ion wi th tests as needed 
) Number of Authori zed V isits 

Statement of the Problem : 

Physician Case Manager IMP No. 

WHITE/CANARY - Physician Case Manager 
PINK - Referral Provider 

MP-7 (rev . 9/83) 

SIGNATURE: 

SIGNATURE: 

61 

Date: 

Person No.: 

Consultation, assume 
management 

Physician Case Manager 

Date 

Consultating Physician/Provider 
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Department of Hun,an Services 
Division of Medical Assistance and Health Services 

-=I' MEDICAID PERSONAL PHYSICIAN PLAN (MP PLAN) 

EXCEPTION PAYMENT REQUEST (EPR) 

Hospital Name: ----------------=--------­

Address: 

Provider No. ________ _ 

Patient's Name: __________________ HSP (Medicaid) No. __________ _ 

Address: 

Physician Case Manager's Name: -------------------------------­

Emergency Room Physician's Name : -------------------------------­

Date and time recipient requested emergency room services : 

SMTWTFS 
(mo day yr. ) (tirr.e) 

Level of Care Rendered: 0 Emergency D Urgent 

Exception Situation: 

· D Unable to reach physician case manager 
D · Emergency Room physician disagrees with physician case manager 
D Patient uncontrollable 
0 Other 

Please explain, in detail: 

What was the outcome? 

(clrcl• one) 

D Routine 

This Exception Payment Request (EPR) must be completed in foll with specific responses or the claim will not be con­
sidered for payment. The foregoing information is true, ac;curate, and complete and is in keeping with the Provider 
Certification on the attached claim form. 

Sl1natuNI! of Emergency Room Repre,entatlve Dat• 

MP Plan Olflc• Date 

MP-16 (9/83) 
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OMNICARE/the Health Maintenance Or anization (HMO (This information was 
origina y pub is e in the Newsletter P-39 or BC-279, June 1, 1984.) 

BACKGROUND 

Omnicare/the hmo (formerly the Cumberland Regional Health Plan), a Health 
Maintenance Organization (HMO) located in Vineland, Mays Landing and Marmara 
provides services for a specific group of Medicaid eligible individuals. The 
Medicaid eligible group consists of families who receive financial assistance 
under the program of Aid to Families with Dependent Children (AFDC), who are 
residents of the counties of Cape May, Cumberland or Atlantic, and who choose 
to be subscribers to Omnicare/the hmo. 

The services provided by Omnicare/the hmo are: 

1. General and Special hospital services, inpatient and outpatient; 
2. Laboratory and X-ray services; 
3. Early Periodic Screening, Diagnosis and Treatment approved 

equivalent services for enrollees under twenty-one years of age; 
4. Physician services; 
5. Home Care services (60 visits per year)*; 
6. Physical therapy, occupational therapy, audiology and 

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

#14); 
8. Ambulance service required for emergency medical care; 
9. Family planning services and supplies; 
10. Nursing Home Care, skilled nursing and intermediate care (up to 30 

days per year, per enrollee)*; 
11. Pediatric services; 
12. Optometric services; 
13. Chiropractic services; 
14. Mental health services (twenty (20) outpatient and thirty (30) 

inpatient days/year/enrollee)*; 
15. Diagnosis and required medical treatment, and referral services for 

the abuse or addiction to alcohol or drugs, including 
detoxification; 

16. Pharmaceutical services; and 
17. Optical appliances. 

*When during a calendar year sixty (60) visits for home care or thirty 
(30) days of skilled nursing facility care or twenty (20) outpatient 
visits and thirty (30) inpatient days/year/enrollee have been utilized, a 
Medicaid eligible Plan subscriber may continue to receive these services 
and providers will be reimbursed under the existing rules and regulations 
of the New Jersey Medicaid Program during the remainder of the calendar 
year. Providers will receive from the Omnicare/the hmo an authorized 
EXHAUSTION OF BENE F ITS fo rm ( s e e page 6 6 ) , a copy of w h i c h mus t be 
submitted with all claims. 
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The following services or items are NOT provided by Omnicare/the hmo and 
Medicai d eligible subscribers of the PTan may secure these services from 
Medica id providers who will be reimbursed under the existing rules and 
regula tions of the New Jersey Medicaid Program: 

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

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

Omnicare/the hmo 
1138 E. Chestnut Avenue 
Building 3 
Vineland, New Jersey 08360 
( 609) 696-8001 

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

Please note: If a recipient presents an ID card other than the one shown 
above, please refer him/her to Omnicare Member Services or call (609) 696-8004 
for a replacement. 
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The County Welfare Agencies will be issuing altered check stubs to Medicaid 
eligible individuals who choose to become subscribers. Following is an 
example of the altered check stub which states on top ~f the ·card: 

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

RESTRICTED USE HMO CALL 609-696-8004 STUB NO. 

DEPARTMENT OF HUMAN SERVICES 
MEOICAI0.10 

VALID ONLY FOR THE MONTH OF JANUARY 1983 
MEDICAID HSP I O 13456 7R~H) 

ELIGIBLE PERSONS 
~1111 

ELIQIBLE PERSONS "" ' • , I,, 
z u 

V 0 
J 13 

I 
u 

••LAST PERSON ?RINTE O• ,. 
I 15 

• II 

1 17 I 

• , . 
• ,, 

,o 20 

02201528 

NOTICE TO PROVIDER 

REQUEST PERSONAL IDEN-
TIFICA TION IF YOU DO NOT 
KNOW THE PATIENT. 

PLEASE REPORT THE CASE 
NAME, CASE NUMBER, 
AND PERSON NUMBER 
ACCURATHY ON ALL 
Cl.AIM FORMS ANO OTHER 
COMMUNICATIONS REL.AT• 
..G TO THE Cl.AIM. 

~,u 

Any questions regarding Omnicare should be directed to Office of Prepaid 
Health Care, Division of Medical Assistance and Health Services, telephone 
(609) 588-2721. 
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(t)MNICARE 
the hmo 

EXHAUSTION OF BENEFITS FORM 

Dear Provider: 

This is to inform you that ________________ , a member of 
OMNICARE/the hmo has exhausted the ____________ days of 
coverage for your services. A Plan subscriber may continue to receive these 
services, however, and you will be reimbursed during the remainder of the 
ca 1 end a r year by the New Jersey Medicaid Program according to the existing 
rules and regulations. 

A copy of this form must be submitted with all claims made to the New Jersey 
Medicaid Program. For more information, please contact the OMNICARE Claims 
Department at 696-8001. 

Sincerely, 

The OMNICARE Claims Department 

0 CUMBERLAND MEDICAL CENTER 
27 S.E. BOULEVARD 
VINELAND, N .J. 083&0 
609-696-2232 
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D 
ADMINISTRATIVE OFFIC ES 

1138 E CHESTNUT AVE. BLOC . 3·8 
VINELAND. NEW JERSEY 08360 

609·6%-8009 

0 MAYS LANDING CENTER 
ROUTE SO SOUTH 
MAYS LANDING. N .) 08330 
609-625-9146 
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0 MARMORA MEDICAL CENTER 
PLAZA 9, S. SHORE ROAD 
MARMOltA, N.J . 08223 
609-390-3340 

An Affiliate of CompAAS Health Systems, Inc. 
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STATE OF NEW JERSEY 

DEPAR a'MENT OF HUMAN SERVICES 

D1v1s10N oF MEDICAL Ass1sTANCE AND HEAL TH SERVICES 

APPENDIX D 

10:49-APPENDIX D 

HEAL TH CARE PLAN OF NEW JERSEY HEALTH MAINTENANCE ORGANIZATION 
ormation was 

, 1, 1985.) 

BACKGROUND 

Health Care Plan of New Jersey (HCP/NJ), a Health Maintenance Organization 
(HMO) located in Medford, New Jersey, provides services for a specific group 
of Medicaid eligible individuals. The Medicaid eligible group consists of 
families who receive financial assistance under the program of Aid to Families 
with Dependent Children (AFDC), who are residents of the counties of 
Gloucester and Burlington, and who choose to be subscribers to Hea 1th Ca re 
Plan of New Jersey. 

The services provided by Health Care Plan of New Jersey are: 

1. General and Special hospital services, Inpatient and Outpatient; 
2. Laboratory and X-ray services; 
3. Early Periodic Screening, Diagnosis and Treatment approved 

equivalent services for enrollees under twenty-one years of age; 
4. Physician services; 
5. Home Care services (60 visits per year)*; 
6. Physical therapy, occupational therapy, audiology and 

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

13); 
8. Ambulance service required for emergency medical care; 
9. Family planning services and supplies; 
10. Skilled Nursing Care (up to 30 days per year, per enrollee)*; 
11. Pediatric services; 
12. Optometric services; 
13. Mental Health Services (20 outpatient and 30 inpatient 

days/year/enrollee)*; 
14. Diagnosis and required medical treatment, and referral services for 

the abuse or addiction to alcohol or drugs, including 
detoxification; and 

15. Routine Medical Supplies. 

*When during a calendar year sixty (60) visits for home care or thirty 
(30) days of skilled nursing facility care or twenty (20) outpatient 
visits or thirty (30) inpatient days for mental health services, per 
year/enrollee have been utilized, a Medicaid eligible Plan subscriber may 
continue to receive these services and providers will be reimbursed under 
the existing rules and regulations of the New Jersey Medicaid Program 
during the remainder of the calendar year. Providers will receive from 
the Health Care Plan of New Jersey an authorized EXHAUSTION OF BENEFITS 
form, a copy of which must be submitted with all claims. 
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1O:49-APPENDIX U ADMINISTRATI ON 

The following services or items are NOT provided by Health Care Plan of New 
Jersey and Medicaid eligible subscribers of the Plan may secure these services 
from Medicaid providers who will be reimbursed under the existing rules and 
regula tions of the New Jersey Medicaid Program: 

1. Dental Services; 
2. Prosthetic and Orthotic appliances; 
3. Medical Day Care; 
4. Invalid Coach, 
5. Hearing Aids; 
6. Pharmaceutical services; 
7. Optical appliances ; 
8. Chiropractic services; and 
9. Durable Medical equipment. 

Subscribers of Health Care Plan of New Jersey are entitled to receive 
emergency care services from any provider. Except in a life-threatening 
situation, emergency room services will be covered _Q.!i!1_ if authorized by a 
physi cian from Health Care Plan of New Jersey, provided the patient is within 
a twenty-five (25) mile radius of a Health Care Plan of New Jersey facility. 
Outsi de a twenty-five (25) mile radius, emergency care will be covered without 
prior authorization provided the patient notifies Hea 1th Ca re Pl an of New 
Jersey with in forty-eight (48) hours of receiving medical services . Hospital 
and physic ian claims should be submitted to: · 

Health Care Plan of New Jersey, Inc. 
165 Old Marlton Pike, Rt. 70 
Medford, New Jersey 08055. 

An example of the Health Care Plan of New Jersey Subscriber Identification 
Card is shown below: 

Rev. 8/86 

HEALTH CARE'' 
OF NEW JERSEY V 
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Beneflu outside Mf'Vic:e .,. .. .,. proykled through HEAL TH 
CARE PLAN of New Jeney, Inc. To verify c:owrage call 
the Administrative Offial number. 

THIS CARD MUST IE '"ESENTEO fO" ALL IUIVICES 



10:49-APPENDIX D 

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

"RESTRICTED USE HMO, CALL (609) 654-6600 11 

RESTRICTED USE HMO CALL 609-654-6600 STUB NO. 

DEPARTMENT OF HUMAN SERVICES 
MEDICAID-ID 

02201528 

VALID ONLY FOR THE MONTH OF 
MEDICAID HS? • 013as67RQ() 

JANUARY 1985 NOTICE TO PROVIDER 

"" .... t-__ E_L_,c_,a_LE_,....,;.E_As,;.....;.o_N.;:;..S ---+--='--+-----=E=-=-L:.::•a.:.=.,a.=.:L E:..:P....::E~AS::.::O:.:.:N.=..S __ ,.......1...1• REQUEST PERSONAL 1DEN-
l11 TIFICATION IF YOU 00 NOT 

KNOW THE PATIENT. 

PE Fl~ 0 i·J ? RI rn E fl.EASE REPORT TH£ CASE 
1 NAME, CASE NUMBER. ~-~v 0 I 1 ANO PERSON NUtlBH 
1 • ACCURATELY ON ALL " 1 CLAIM FORMS AND OTHE F ,. 
1 COMMUNICATIONS I\ELAT ,, 

t-=o'------------'___,1..:..:_ _________ ~..J .. G TO THE Cl.AlM. ,o-,u_ 10 

Any questions regarding HCP/NJ should be directed to Office of Prepaid Health 
Care, Division of Medical Assistance and Health Services, telephone (609) 
588-2721. 
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10:49-APPENDIX D ADMINISTRATION 
BETTER HEAL TH THROUGH BETTER HEAL TH MAINTENAN CE 

H HEAL TH CARE PLAN OF NEW JERSEY, INC. 
(A FEDERALLY QUALIFIED HEAL TH MAINTENANCE ORGANIZATION) 

EXHAUSTION OF BENEFITS FORM 

Dear Provider: 

This is to inform you that----,----,-----,,---,-----' a member of 
the Heal th Care Pl an of New Jersey has exhausted the 
days of coverage fo~ your services. A Plan subscriber may continue to receive 
these services, however, and you will be reimbursed under the existing rules 
and regulations of the New Jersey Medicaid Program during the remainder of the 
calendar year. 

A copy of this form must be submitted with a 11 claims. Shaul d you have any 
questions, please contact Claims Department (609) 654-6600. 

Sincerely, 

The Health Care Plan of New Jersey 

Reply Correspondence to: 

0 A0MIN1$TRATION OFFICE • 165 OLD MARL TON PIKE. MEDFORD, NEW JERSEY 08055 • (609) 654-6600 
0 MEDFORD HEALTH CENTER • 165 OLD MARL TON PIKE. MEDFORD, NEW JERSEY 08055 • (609) 654-9400 • (609) 235-1400 

0 CHERRY HILL HEALTH CENTER • 712 HADDONFIELD ROAD, CHERRY HILL, NEW JERSEY 08002 • (609) 488·0300 
0 GLOUCESTER HEALTH CENTER• 500 COUNTY HOUSE ROAD, SEWELL, NEW JERSEY 08080 • (609) 228-2414 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

10:49-1 

DIVISION OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 

MEDICAID DISTRICT OFFICE ADDRESS AND TELEPHONE NUMBER 

Atlantic 

Bergen 

William Underland, Director 1 S. New York Avenue 
Atlantic City, N.J. 08401 
Tel. 609-441-3620 

Alphonse Leone, Director 50 Main Street 
Hackensack, N.J. 07601 
Tel. 201-488-5667 

Burlington* Helen Kern, Director 50 Rancocas Road 
Dan iel Walsky, Regional Director Mt. Holly, N.J. 08060 

Tel. 609-261-0448 
1800 East Building Camden 

Cumberland 
(Cape May) 

Ronald Coppola, Director 

Daniel Cooperson , Director 

1800 Davis Street - Sui te 301 
Camden, N.J. 08104 
Tel. 609-757-2870 
108 Landis Avenue 
Vineland, N.J. 08360 
Tel. 609-696-6560 

Essex John T. Russell, Director 155 Washington Street 
A. Bialogowicz, Ass't . to Regional Director Newark, N.J. 07102 

Glouces ter 
(Salem) 

Hudson 

Hunterdon 
(Somerset) 

Mercer 

Tel. 201-648-2470, 648-3700 
Eleanor Chatzinoff, Director 251 N. Delsea Drive 

Woodbury Plaza , Suite B 
Deptford, N.J. 08096 
Tel. 609-845-7185 

Alice Rooth, Director 2815 Kennedy Blvd. 
2nd Floor 
Jersey City, N.J. 07306 
Tel. 201-433-8011 

Caroline Krajewski, Director 84 Park Avenue, 2nd Floor 
Flemington, N.J. 08822 
Tel. 201-782-1130 

William Bailey, Director 28 West State Street Rm. 1105 
Trenton, N.J. 08608 
Tel. 609-292-7315 

Middlesex* Thomas Rafferty, Director 75 Paterson Street (basement) 
New Brunswick, N.J. 08903 
Tel. 201-246-0653 

Walter Maibach, Regional Director 

Monmouth Frances Garrett, Director 

Morris* Mari e Reed~ Director 
(Sussex & Warren) 

John Langan, Regional Director 
Ocean Dennis Doderer, Director 

1200 Memorial Drive 
Asbury Park, N.J. 07712 
Tel. 201-775-5700 
10 Park Place, 4th Floor 
Morristown, N.J. 07960 
Tel. 201-267-1700 
1861 Hooper Avenue 
Toms River, N.J. 08753 
Tel. 201-255-6226 

Passaic Raphaelle Andriula, Director Law Building 

Union John Baxter, Director 

66 Hamil ton St. 
Paterson, N.J. 07505 
Tel. 201-977-4077 
125 Broad St., 6th Floor, 
Hersh Towers 
Elizabeth, N.J. 07201 
Tel. 201-820-3135 

* Denotes office where the Regional Director can be reached. 

(Rev . 5/86) 
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P-494 
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TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

HCPCS CODE 

20330 

20335 

NEWSLETTER 

September 8, 1986 

Independent Clinic Providers of Transportation Services 

Fee Increases - Transportation Services 

September 8, 1986 

The New Jersey Medicaid Program is increasing the transporta­
tion reimbursement rate for independent clinics that provide 
transportation services, to and/or from the clinic, to Medicaid 
recipients. Reimbursement is limited to independent clinics 
that have been specifically approved by the New Jersey Medicaid 
Program to provide transportation services. 

Claims processed on and after September 8, 1986, for 
transportation services provided by independent clinics, 
will be reimbursed as follows: 

DESCRIPTION 

Transportation, one way (One 
way applicable when clinic 
transports the recipient either 
to or from the clinic in any 
one day.) 

Transportation, round trip 
(Reimbursement is limited 
to one round trip per day 
for the same recipient by the 
same provider.) 

FEE ALLOWANCE 

$4.50 

$9.00 

Any questions regarding this Newsletter should be directed to Peter K. Rosswaag 
at 609-588-2736. 



State of New Jersey 
Department of Human Servicl'S 

Division of Medical Assistance and HeJlth Servii..'es 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

NEWSLETTER 

October 6, 1986 

Providers of Pharmaceutical Services, 
Hospital Chief Executive Officers, 
Physicians, Dentists, Podiatrists and 
Independent Clinics 

DRUG EFFICACY STUDY IMPLEMENTATION (DESI): · 
Update of Drug Products and Known Related 
Drug Products That Lack Substantial Evidence 
of Effectiveness 

October 13, 1986 

The Division of Medical Assistance and Health Services does not 
reimburse for drugs that the Federal Food and Drug Administra­
tion (FDA) has proposed to withdraw from the market. In 
addition, Section 2103 of the Omnibus Budget Reconciliation Act 
(Codified as 1903(i)(5) of the Social Security Act) requires 
this action for all identical, related or similar drugs. 

As of October 13, 1986, the Division of Medical Assistance 
and Health Services will not reimburse for the additional drugs 
added to the Drug Efficacy Study Implementati on (DESI) list. 

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

Attached for your convenience is an updated brand named 
alphabetical listing of drug products that are considered 
less than effective under the DESI Program. The drugs newly 
added to this updated list are underlined. The DESI list 
distributed to you on November 26, 1984 (BC-297 or P-409) may 
be discarded. 

If you have any questions regarding this Newsletter, please contact Sanford 
Luger, Chief Consultant, Pharmaceutical Services, Division of Medical 
Assistance and Health Services, at 609-588-2724. 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE ANO HEAL TH SERVICES 

DRUG EFFICACY STUDY 
IMPLEMENTAT ION (DESI) 

DESI DRUG PRODUCTS 
AND 

KNOWN RELATED DRUG PRODUCTS THAT 
LACK SUBSTANTIAL EVIDENCE OF EFFECTIVENESS 

MEDICAID/PAAD PROGRAMS 
(ADDITIONS OF OCTOBER 13, 1986 HAVE BEEN UNDERLINED) 

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

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

·kAlevaire Liq. 
Allerfrin W/Cod 
Allerphed C Expe ct 
Ambay Expect 
Ambecon 
Ambenyl Expect 
A-Nil Expect 

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

;',Amodrine Tabs 
Amophed Capsules 
Amphed Capsules 

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

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

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

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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Bentyl Syrup W/PB 
Bentyl Tabs W/PB 
Betadine Vaginal Gel 
Biobid TD Caps 
Biocort Ointment 
Bio-Gan Supp 
Biosynal-DC Caps 
Brro-Phed Tabs 
Briomalix Elixir 
Briomanate Elixir 
Bromanate Expect 
Briomanate Expect DC 
Bromanyl Expe ct 
Bromatane Expect 
Bromatane Expect DC 
Bromenate Expect 
Bromodiphen Comp Exp. W/Cod 
Bromonate Expect 
Bromonate Expect DC 
Bromophen Elixir~ TD Tabs 
Bromotuss Exp . W/Cod 
Bromphen Comp TD Tabs 
Bromphen Comp W/Cod 
Bromphen Expect 
Bromphen Expect DC 
Bromphen Expect DC W/Cod 
Bromphenate Expect 
Bromphenate Expect DC 
Brompheniramine Comp Elixir 
Brompheniramine Comp Expect 
Brompheniramine Expect 
Brompheniramine Expect DC 
Brompheniramine, Phenylephrine & 
Phenylpropanolamine 
Brompheniramine W/Cod Expect 
Bromtane Expect 
Bromtane Expect DC 
Brondecon Elixir 
Bronkolixir 
Brondelate Elixir 
Brophed Syrup 
Brophed Tablets 
Brophenyl Expe ct 
Brotane Expect 
Butabarb-Belladonna Elix, Tabs 
Butabell RMB Elix, Tabs 
Butagen Alka Caps 
Butan-K Tabs 

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

*Caldecort Ointment (Rx) 
Caramiphen Edisylate & 

Phenylpropanolamine Caps 

Cantil W/PB Tabs 
Cantri Vag Cream 
Caql,lin Cream 
Carbrital Elixir 
Carbrital Kapseals 
Cartrax Tablets 

~•,celestone W/Neomycin Cream 
Cenalene Elixir 
Cenalene Tablets S.C. 
Cerebro-Nicin Caps 
Cetacaine BT6 Spray 
Cetacaine Kit 
Cetacaine Liquid 

·kChardonna Tabs 
Chardonna-2 Tabs 
Chlordiazepoxide Plus Caps 
Chlordiazepoxide W/Clindinium Caps 
Chlordinamide Caps 
Chlordinium Capsules 
Chlordinium Sealets 
Chlordinium Tablets 
Chlorex Caps 
Chlorofon-F Tab 
Chlorzone Forte Tab 
Chlorzoxazone W/APAP Tab 
Chlorzoxazone W/Acetaminophen Tab 
Chymolase Tablets 
Chymoral Tablets 
Clindex Caps 
Clinoxide Capsules 
Clipoxide Caps 
Clistin R-A Tabs 

*Clistin Expectorant 
*Coditrate Syrup 

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

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

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

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action ~ould be taken. 
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*Cortomycin Oint 
Cycladate 
Cyclandelate Caps 
Cyclorex Caps 
Cyclospasmol Capsules 
Cyclospasmol Tablets 
Cydel Capsules 
Cyvaso Caps 
D-Vaso Capsules 
D-Vaso-S Liquid 
Dainite Table ts 
Dainite-KI Tablets 
Daricon W/PB 
Deaner Tablets 
Dek-Quin Cream 
Dek-Quin Lotion 
Deprol Tablets 

·A-Dianabol Tabs 
Dibent-PB Tablets 
Dibenzyline Capsules (Exception: 

Diagnosis of Pheochromocytoma) 
Dicyclomine HCL W/PB Caps 
Dicyclomine HCL W/PB Tabs 
Dihydro Codeine Comp Caps 
Dimalix Elixir 
Dimetane Expect 
Dimetane Expec t DC 
Dimetapp Elixi r & Extentabs 
Dipyridamole Tab (Lemmon) 
Diutensen Tablets 
Dixatal Elixir 
Dixotuss Liquid 
Domeforrn-HC Cre am 
Donabarb Tabs 
Donna-Phenal Elix 
Donnamor Elix 
Donnatal Caps, El ix, Tabs 
Donnatal 112 Tabs 
Donnatal Extentabs 
Donnatal Plus Liq , Tabs 
Donphen Tabs 
Dri-Phed W/Cod Expect 
Duotrate - 30 Caps 
Duotrate - 45 Caps 
Durel-Cort V Cream 
Durel-Cort V Oint 
E.T.H. Syrup Comp 
E.T.H. Tablets Comp 
Eldertonic 
Enarax 5 & 10 

+Equagesic Tablets 
Equanitrate 
Equazine Tabs 

*Erythrocin Top Oint 

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

*Florinef Lotion 
Forhistal Lontabs 

*Fluonid-N Cream 
Gantrisin Vaginal Cream 
Gecil Expect 
Geravite Elixir 
Geravite Inj 
Geroniazol Elixir 
Geroniazol Tablets 
Geroniazol-TT Tablets 
Gevizol Liquid 
Gevizol Tablets 
Glycopyrrolate W/PB Tabs 
Glyceryl - T Lig 
Guiaphed Elixir 
H & I Cream 
H.C.I. Cream & Oint 
HCV Cream 
H.V.B. Cream 
Haponal Tabs 
Hasp Elix, Tabs 
Hemorrhoidal-HC Supp 
Hemorrhoidal-HC Unisert 
Hemorroid-HC Supp 
Hemorroidal-HC Supp 
Hemusol-HC Supp 
Hepto Tabs 
Heptogesic Tablets 
Hexabamate Tabs 
Hista Clopane Caps 
Histatap Elixir & TD Tabs 
Homapin PB Tabs 
Hybephen Elix, Tabs 

*Hybephen LA Cap 
Hydrocortisone W/Iodochlorhydroxyquin 
Hydrocortisone W/Neomycin 
Hydromax Syrup 

;',Hydromet Lot 
Hydrophed Syrup 
Hydrophed Tabs 
Hydroxy Compound Tabs 
Hydroxy Ephed Syrup 
Hydroxyephed Tabs 
Hydroxyzine Comp Syrup 
Hydroxyzine Comp Tabs 
Hydroxyzine Plus Liquid 
Hydroxyzine Plus Tabs 
Hydroxyzine, Theoph & Ephed Tabs 
Hyonatol-B Elixir, Tabs 
Hyophen Tabs 

*Discountinued by manufacturer or proposed fo r DESI list and discontinued by 
manufacturer before act i on could be taken. 

+New Ethoheptazine free formula is exempt. 
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Hyoscyamine CP Elixir 
Hyosophen Caps, Elixir, Tabs 
Hypnaldyne Tabs 
Hysone Ointment 
ICN-Isox Tabs 
Ilotycin Ointment 
Iodo-HC Cream 
Iodo-HC Mild Cream 
Iodo-HC Ointment 
Iodochlor Cream W/HC 
Iodochlor Ointment W/HC 
Iophylline Elixir 
Iso-Perazine T.D. Caps 
Isobid Caps 
Isogen Comp El i xir 
Isolate Comp Elixir 
Isopropamide Caps 
Isopro TDC Caps 
Isopropazine Caps 

*Isordil W/Phenobarb Tablets 
Isoxsuprine HCL Tabs 

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

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

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

& Aspirin Tabs 
Meprobamate W/Tridihexethyl Tabs 
Meprogese Tabs 
Meprogesic Tabs 

Meprohex Tabs 
Meproplus MLT Tabs 
Meprotrate-20 Tabs 
Methandroid Tabs 
Methandrostenolone Tabs 
Methylandrostenediol Aq. Inj. 

*Meti-Derm W/Neomycin Aerosol & Oint. 
Metrazol Ampuls 
Metrazol Liquid 
Metrazol Tablets 
Midatap Elixir & Tabs 
Mi dr in Capsules 
Migral Tablets 
Milpath Tablets 
Miltrate Table t s 
Mi ty-Quin Cream 
Mi vert Pellsules 
Mudrane Tabs 
Mudrane GG Elixir 
Mudrane GG Tabs 
Murray-Gesic Tabs 
Mycocet Cream 
Myco-Aricin Cream & Oint 
Myco Cream & Oint 
Myco-Triacet Cream & Oint 
Myco-Trico l one Comp Cream 
Mycort Cr eam 
Mycogen Cr eam & Oint 
Mycolog Cream & Oint 

*Myconef Ointment 
Mytrex Cream & Oint 
N.N.G.T . Cream & Oint 
Naphcon-A 
Naptrate Tabs 20 mg 
Naturet i n-K Tablets 

*Neo Aristocort Cream & Oint 
*Neo Aris t ocort Opth Oint. 
*Neo Aristoderm Aerosol 

Neo Cort-Dome Cream & Lotion 
Neo Deca dron Top Cream 

i,Neo Decaspray 
Neo Hytone Cream 
Neo Nysta-Cort Ointment 1% 
Neo-Cortef Cream, Oint & Lot 
Neo -Del t a -Cortef Ointment 

*Neo-Diloderm Cream 
*Neo-Domeform HC Cream 
*Neo-Hydeltrasol Oint 
*Neo-Hydeltrasol Lot 
*Neo-Hytone Cream 
*Neo-Magnacort Oint 

Neo-Medrol Cream 
*Neo-Nysta-Cort Ointment 

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

-,',Neo-Resul in-F 

*Disconti nued by manufacturer or proposed for DESI list and di scontinued by 
manufac ture r before action could be taken. 
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-Neo-Synalar Cream 
*Neo-Tarcortin Ointment 
*Neomycin Sulf W/Hydrocortamate HCL Oint 

Neoquess Inj., Tabs 
*Neosporin Lotion 

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

·kNitrin Tabs 
Normatane Elixir 

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

·kNysta-Cort Lot 
*Nystaform-HG Lotion & Oint 
Nystatin Cream W/Neomycin & 

Triamcin 
Nystatin Oint W/Neomycin & 

Triamcin 
Omni-Tuss Susp 

*Onycho-Phytex Sol 
Opcon-A Opth Sol 
Ophthel Liquid 
Orenzyme Bitabs & Tabs 
Oxaine-M Suspension 
P.E.T.N. Caps 30 mg 
P.E.T.N. Caps 30 mg T.D. 
P.E.T.N. Caps 80 mg 
P.E.T.N. Caps 80 mg T.D. 
P.E.T.N. Caps 80 mg T.R. 
P.E.T.N. Tabs 10 mg 
P.E.T.N. Tabs 20 mg 
P.E.T.N. Tabs 40 mg 
P.E.T.N. Tabs 80 mg 
P.E.T.N. Tabs 80 mg S.A. 
P.E.T.N. Tabs 80 mg T.D. 
P.E.T.N. Tabs W/PB 
P.V. Tussin 
Palbar Elix, Tabs 
Palbar #2 Tabs 
Pamate 200 Tabs 
Pamate 400 Tabs 
Pamine W/PB Drops, Elix, Tabs 

Panzo 1 Liq 
Papase Tablets 
Parafon Forte Tabs 
Par Pent Liq & Tabs 
Par-Eth Tablets 
Par-Cream 
Par Vag Supp 
Parlib-X 
Parothyl Tablets 
Pathibamate Tablets 
Pathilon Sequels 
Pathilon Sequels W/PB 
Pathilon Tabs 25 MG (W/PB 15mg) 
Pedi-Cort-V-Cream 
Penalate Elixir 
Pentacort Cream 
Pentraspan 30 Caps 
Pentritol Tempules 30 mg 
Pentritol Tempules 60 mg 
Pentrol T.D. Caps 30 mg 
Pentryate - 80 Caps 
Pentrylan Tabs 10 mg 
Peritrate W/PB Tabs 
Peritrate -SA Tabs 80 mg 
Peritrate-SA W/PB Tabs 
Peritrate Tabs 10 mg 
Peritrate Tabs 20 mg 
Peritrate Tabs 40 mg 
Pharma-Gesic Tabs 
Pharmased Caps, Elix, Tabs 
Phedorine Tabs 
Phenergan Expect 
Phenergan Expect W/Cod 
Phenergan Pediatric Expectorant 
Phenergan VC Expect 
Phenergan VC W/Cod Expect 
Phenobarbital W/Belladonna Elix, Tabs 
Phenobella Tabs 
Phenylbutazone Alka Caps 
Phenybultazone Plus Caps 
Phenylbutone-A Caps 
Phenylzone-A Capsules 
Potaba Capsules 
Potaba Envules 
Potaba Powder 
Priscoline Injection 25mg 
Priscoline Lontabs 80mg 
Priscoline Tablets 25mg 
Probanthine W/PB Tabs 
Pro-Bid Caps 
Pro-Iso Caps 
Prochlor Iso-BID 
Prochlor-Iso T.R. Caps 
Prochlorbid Lanacaps 
Prochlorperazine W/Isopropamide 

*Discontinued by manufacturer or proposed for DESI list and discontinued by 
manufacturer before action could be taken. 
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Proclan Expect 
Proclan Expect VC 
Proclan Pediatric 
Proclan V.C. W/Cod Expect 
Proclan W/Cod Expect 
Prometh Expect 
Prometh Expect VC W/Cod 
Prometh W/Cod 
Prometh W/Dextrometh 
Prometh Pediatric 
Promethazine Comp W/Cod Expect 
Promethazine Expect 
Promethazine Expect DC 
Promethazine Expect DC W/Cod 
Promethazine Expect DM 
Promethazine Expect Pediatric 
Promethazine Expect V.C. 
Promethazine Expect VC W/Cod 
Promethazine Expect W/Cod 
Promethazine Expect W/Cod & Decong 
Promethazine Expect W/Decong 
Promethazine Expect W/Phenyleph 
Promethazine Expect W/Phenyleph 

& Cod 
Promethazine HCL VC Expect W/Cod 
Promethazine HCL W/Cod 
Promethazine W/Cod 
Promex W/Cod 
Promide W/PB Tabs 
Propantheline BR W/PB Tabs 
Propazine TD Caps 

·kPropion Gel 
Proternol SRT 
Protran Plus Tabs 
Purebrom Elixir & Comp TD Tabs 
Puretane Expect 
Puretane Expect DC 
Pylora Tabs 
Pyribenzamine W/Ephedrine Tabs 

*Pyribenzamine Expectorant 
With Ephedrine 

Quadrinal Susp. & Tabs 
Quibron-Plus Caps & Elixir 
Racet Cream 
Racet Forte Cream 
Racet LCD Cream 
Rautrax Tablets 
Rautrax-N Modified Tablets 
Rautrax-N Tablets 
Regal-Bid Caps 
Regal-DC Caps 
Regal Log Cream & Oint 
Relaxadon Tabs 
Relaxadonna Tabs 

*Robinul-PH Tabs 

Rofed C. Syrup 
Roniacol Elixir 
Roniacol Tablets 50 mg 
Roniacol Timespan 
Ronigen Timetabs 
Rotane Expect DC 
Rotapp Elixir 
Ru-Vert Liquid & Tabs 
Ruhexatel W/Reserpine Tabs 
Rycotin Time-Tabs 
S-T Decongest Liquid 
SBP Tabs 
SBP Plus 
Scodonnal Elix, Tabs 
Scotatal Caps 
Sedabel Elix, Tabs, Time Caps 
Sedacord Tabs 

,\·Sed-Tens Tymed 
Sedachol Caps 
Sedalix Elix 
Sedapar Elix, Tabs 
Senilex Tabs 
Senilezol Elixir & Caps 
Sinodeine Caps 
Sorbitrate Tablets W/PB 
Spabelin #1 and #2 Tabs 
Spalix Elix, Tabs 
Spasdel Caps, Elix 
Spasloids Tabs 
Spasmacaps Caps 
Spasmate Tabs 
Spasmatol Elixir 
Spasmolin Caps, Elixir Tabs 
Spasmophen Elixir Tabs 
Spasquid Elixir 
Spastolate Elixir, Tabs, Time Caps 
Speniacol Tabs 
Spenpath Tabs 
Spentane Expect 
Spentane Expect DC 
Stera-Form Cream 
Steraspasmol Caps 
Sterazolidin Capsules 
Steroform Cream & Oint 

*Supert ah-HC Oint 
Susano Elixir, Tabs 
Su-Ton Liquid 
Su-Zol Liquid 

+Synalgos Caps (new & old formula) 
+Synalgos-DC Caps (new and old formula) 

Synalgen-DC Caps 
T.C.M. Tabs 
T.E.H. Comp Tabs 
T.E.H. Tablets 
T.T.H. Tabs 

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

+Promethazine free formula is exempt (synalgos is an OTC). 
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T-Gen Supp 
Tagatap Elixir & Tabs 
Tamine Elixir & SR Tabs 
Tedra! SA Tabs 
Tedral Susp 
Tega-Vert Capsules & Tabs 
Tegagen Supp 
Tegamide Supp 

*Terra-Cortril Aerosol & 
Ointment 
Theda CDP Plus Caps 
Theda MEP Plus Tabs 
Theda Prochloramide 
Theodrine Pediatric Susp 
Theofed Susp 
Theolate Elixir 
Theophedrizine Tabs 
Theophozine Liquid 
Theophozine Tabs 
Theophylline Plus Elixir 
Theophylline, Ephed & 

Hydroxyzine 
Theozine Syrup & Tabs 

*Thephorin Expectorant 
Therax Tabs 
Tigan Caps 
Tigan Pediatric Supp 
Tigan Supp 
TMC-200 Tabs 
TMC-400 Tabs 
Tolazoline HCL Tabs 
Tranquigesic Tabs 
Tri-Bamate Tablets 
Tri-Statin Cream 
Tri-Statin Ointment 
Tri Phen Elixir 
Triacin C Exp 
Triacin C Syrup 
Triafed-C Syrup 
Triamcinolone Cream & Oint 

W/Nystatin Plus 
Triamcinolone NNG Cream 
Triamcinolone Plus Cream 
Tribamate Tabs 
Tridihexethyl CL W/Mepro Tabs 
Trihexamate 
Trimate 
Trimethobenzamide Supp 
Triprobamate 
Tritran-400 
Trocinate Tablets 
Tuss-Ade Caps 
Tuss -Aid Caps 
Tuss -Allernade Caps 
Tuss-Coryztime 

Tuss-Or Caps 
Tuss-Ornade Liquid & Spansules 
Tuss Allergine T.D. Caps 
Tuss Danabe Caps 
Tuss Danbade Caps 
Tuss Genade Liquid & Caps 
Tussadon Improved TD Caps 
Tussadon Liquid 
Tussanbade Caps 
Tussionex Susp, Tabs & Caps 
Tuzone Tab 
Uni-Com Cap 
Uni-Para Plus Tabs 
Uni-Prob W/PB 15mg Tabs 
Vagila Cream 
Vagila Supp 
Vagitrol Cream & Supp 
Valpin-50-PB Tablets 
Valpin W/PB Elixir & Tabs 
Vaso-80 Unicelles 
Vasocen Tabs 
Vasocon-A Drops 
Vasodigen Tabs 
Vasodilan INJ/Ampul 
Vasodilan Tablets 
Vasoprine Tablets 
Vasorex Tabs 
Vasostin Tabs 
Veltap Elixir 
Vernacel Oph Sol 
Vio-Hydrocort Cream 
Vio-Pramasone Cream & Lot . 
Viodo Cream 
Vioform-H.C. Cream 
Vioform-H.C. Cream Mild 
Vioform-H .C. Lotion & Oint 
Vioform-H.C. Oint Mild 
Viotag Cream 
Vistrax 5 & 10 
Vita-Metrazol Elixir & Tablets 
Vytone Cream 
Westapp Elixir 

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

*Ze-Tar Quin Cream 
;\-Zetone Cream 

Zoxaphen Tab 

*Discontinued by manufacturer or proposed for DESI and discontinued by 
manufacturer before action could be taken. 
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Statt' of Nt>w Jersey 
Department of Hurnan Servic1.'S 

Division of Medical Assistance and Ht>Jlth S1.'rvices 

NEWSLETTER 
v, ,1111111.• ....... P.-:-.4.9.9 .... . 

November 3, 1986 

TO: Independent Laboratories 

SUBJECT: Implementation of Health Insurance Claim Form (1500 N.J.) 

EFFECTIVE: January 1, 1987 

BACKGROUND: The Health Care Financing Administration (HCFA) of the United 
States Department of Health and Human Services has mandated 

that the Health Insurance Claim Form (HCFA 1500) be used as the common claim 
form by providers when billing the Medicare or Medicaid Programs for services 
provided. 

The New Jersey Medicaid Program, in accordance with the decision of the Health 
Care Financing Administration, has adopted a Federally approved version of the 
Health Insurance Claim Form (HCFA-1500) known as the Health Insurance Claim 
Form (1500 N.J.). This form will replace the existing Medicaid 11 lndependent 
Laboratory Claim" (Form MC-13A C2). 

ACTION: Effective January 1, 1987, the New Jersey Medicaid Program will 
require that the Health Insurance Claim Form (1500 N.J.) be 

used when billing Medicaid. The MC-13A C2 form now in use will not be 
accepted for processing after December 31, 1986. 

Please note that general Medicaid policy and the procedure for submitting 
claims remain unchanged. The information required on the 1500 N.J. for 
Medicaid purposes is basically the same as that required on the current 
MC-13A C2 form with some exceptions. 

In order to assist providers to adapt to the new billing form, instructions 
specific to the New Jersey Medicaid Program for completing the 1500 N.J. are 
attached together with a copy of the 1500 N.J., which is single-ply. A upp1y 
will be sent to you in advance of the implementation date. 

Any questions regarding the use of the 1500 N.J. should be directed to The 
Prudential Insurance Company of America at (609) 293-2109. 



ITEM 1. 

ITEM 2. 

ITEM 3. 

ITEM 4. 
ITEM 5. 

ITEM 6. 

ITEM 7. 

ITEM 8. 

ITEM 8a. 

ITEM 9. 

ITEM 10. 
ITEM 11. 

ITEM 12. 

INSTRUCTIONS FOR COMPLETION OF 

HEALTH INSURANCE CLAIM FORM (1500 N.J.) 

FOR INDEPENDENT LABORATORIES 

FOR MEDICAID BILLING 

NOTE: CHECK MEDICAID BLOCK AT TOP OF FORM 

Copy the patient's name EXACTLY as it appears on the Medicaid 

eligibility validation form. 

Indicate patient's date of birth. Use six (6) digits (e.g., 

September 10, 1980 is written 09/10/80). If only the year is 
known, enter the year. 

If birthdate is unavailable, submit claims without birthdate. 

Not applicable. 

Indicate patient's address and telephone number. 

Check appropriate block to identify patient's sex. 

Copy the patient's Health Insurance (Medicare) Claim Number as it 

appears on the Medicare Health Insurance card when the patient is 

covered by both Medicare and Medicaid. 

Not applicable. 

Copy the pat ient's ~ealth ~ervices frogram (Medicaid) Case Number 

and Person Number EXACTLY as shown on the Medicaid eligibility 
validation form. 

Not applicable 

Check appropriate block to indicate whether the patient has other 

health insu rance coverage. If yes, you must attach a copy of the 
explanation of payment or a copy of the decline notice from the 
other insurance coverage. 

Check as appropriate. 
Not applicable. 

Under ordinary circumstances, the patient must sign the claim form 

when se r vices have been received. 

The claim form must indicate services rendered prior to presenting 

it to the patient for signature. 

Indicate in the block provided, the relationship of signer to the 

patient-recipient. 

If the patient's signature is unobtainable, refer to your Medicaid 
Provider Manual for procedures to follow. 

1 



CONT'D 

Medicaid Instructions 
for 1500 N.J. 
I.L. 

ITEM 13. 

ITEM 14. 

ITEM 15. 

ITEM 16. 

ITEM 16a. 

ITEM 17. 
ITEM 18. 

ITEM 19. 

ITEM 19a. 

ITEM 20. 

ITEM 21. 

ITEM 21a. 
ITEM 22. 

ITEM 23A. 

ITEM 23B. 

ITEM 24A. 
ITEM 24B. 

ITEM 24C. 

ITEM 240. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Indicate the name of the prescribing practitioner unless the 

patient is an MP Plan member in which case you must indicate the 

name of the MP Plctn Physician Case Manager. 
Enter the Individual Medicaid Practitioner (IMP) Number of the 
practitioner or Case Manager whose name is entered in Item 19. 

Not applicable. 

Write in the name of the facility if place of service is other than 

the patient's home or provider's place of business (office, etc.). 

To be completed in addition to Item 24B. 

Not applicable. 
Not applicable. 

Not applicable. 

EPSDT Program Referral : 

Complete this item for patients under 21 years of age. 

Ask the patient and/or referring physician or clinic if this 
service is the result of an EPSDT screening. 
Enter date(s) of each visit or service provided. 
Identify place of service by selecting appropriate alpha code as 
listed on the reverse side of the 1500 N.J. form under "Place of 

Service". 
Not applicable. 

Indicate the HCPCS code number for the service provided as listed 

in your Medicaid Provider Manual. If there is no code in the 

manual to identify the service provided, enter a narrative 

description of the service. 

2 
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CONT'D 

Medicaid Instructions 
for 1500 N.J . 
I.L. 

ITEM 24E. Not applicable. 
ITEM 24F. Enter quantities or units. 
ITEM 24G. Enter your usual and customary charge for each service. 

ITEM 24H. Check this column for each service related to "Family Planning". 
ITEM 241. Not applicable. 

ITEM 25. Read the Medicaid Provider Certification on the reverse side of the 
1500 N.J. form carefully and sign and date the claim form 
accordingly. 

ITEM 26. Not applicable. 
ITEM 27. Enter the sum total of the individual charges indicated in 24G. 

ITEM 28. Not applicable. 
ITEM 29. Not applicable. 
ITEM 30. Not applicable 
ITEM 31. If not preprinted, write provider name, address and provider 

number. 

Enter telephone number. 

ITEM 32. Not applicable. 
ITEM 33. Not applicable. 

ITEM 34. Not applicable . 

3 



" 
HEAL TH INSURANCE CLAIM FORM 

READ INSTRGCTIUNS BEFORE COMPLETING THIS FORM 

MEDICARE 17 MEDICAID D CHAMPUS D OTHER D 0MB No. 0938--0008 

P .... IENT & INSURED (Sl!IBSCRIBER) INFORMATION 
!ENT'S NAME (Fi11:1t name, middle initiul , ledt name) 

4. PATIENT'S ADDRESS (Street, city , state, ZIP code) 

Telephone No. 

9. OTHER HEALTH INSURANCE COVERAGE­

Enter Name of Policyholder and Plan Name and 
Address ar.d Policy Number 

YES □ NO □ 

:2 . PATIENT'S DATE OF BIRTH 

5. PATIENT'S SEX 

MALE [7 FEMALE 

7 PATIENTS RELATIONSHIP TO INSURED 

SEU' SPOUSr; CHILD 

10. WAS CONDITION RELATED TO: 

A. PATIENT'S EMPLOYMENT 

YES □ NO □ 
B. ACCIDENTAL INJURY 

AUTO OTHER 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE MEDICARE, CHAMPUS & MEDICAID (Read beck beforo llipinc.) 
I Authoriae tht Reltue o( any Medical Information Necenary to Proceu th11 Claim and iuquHt Paymanl o( S.nwi. i.n Accordance with Pr-otr,-am Policy. 
For Ftdtral Beatftla I l!.quNI Paym•nl Either to Myoel( or w the Poreon who A.ccepto AM111runonl S.low. Ro1auo,,.;,1p: Check It ottt.r 11\an patient 

D Author1zed Rep. 
□ Relltl-.. 
OOtner SIGNED DATE 

PHYSICIAN OR SUPPLIER INFORMATION 
14. DATE OF 

◄ 
ILLNESS (FIRST SYMPTOM) OR 115. DATE PATIENT FIRST CONSULTED YOU 

FOR THIS CONDITION INJURY tACCIDENTl OR 
PREGNANCY (LMP) 

17. DATE PATIENT ABLE TO RETURN TO WORK I l!i. DATES OF TOTAL DISABILITY 

FROM I THROUGH 

19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE ,e.g. public 19a. I.D. NUMBER 
health aitencv) 

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

23A. DIAGNOSIS OR NATURE OF ILL'JESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE 
IN COLUMN EBY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE. 

, 

-· 
4. 

24. A. DA TE OF B. •PLACE D. FULLY DESCRIBE PROCEDURESF MEDICAL SERVICES OR SUPPLIES 
SERVICE OF c .• FURNISHED OR EACH DATE GIVEN 

T.O.S. PROiY5~~f1i~poE (Ex plain Unusual Serviceij Or Circumstances) FROM TO SERVICE 

25. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPT ASSIGNMENT 

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

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

8. PATIENT'S MEDICAID I.D. NO. 

Sa. INSURED'S GROUP NO. (Or Group Name) 

11. INSURED'S ADDRESS (Street, city, 1tate, ZIP code) 

13. I Authorize Payment of Medical Benefit& to Underaianed 
Phyaician or Supplier for Service Deacribed Below. 

SIGNED (Insured or Authorized Person) 

16. HAS PATIENT EVER HAD SAME OR 116a. IF AN EMERGENCY 
SIMILAR SYMPTOMS? 

YES □ NO □ CHECK HERE n 
DATES OF PARTIAL DISABlUTY 

FROM I THROUGH 

20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATES 

ADMITTED DISCHARGED 

22. WAS LABO RA TORY WORK PERFORMED OUTSIDE 
YOUR OFFICE? 

YES n NO n CHARGES 

23B. WAS THIS SERVICE PERFORMED 

1 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES □ NOD 

PRIOR 
AUTHORIZATION NO. 

E. F. 
G. 

H. L LEA VE BLANI. 
DIAGNOSIS DAYS CHEClt IP 

OR CHARGES FAMILY 
CODE UNITS PLANNING 

' I 
I 
I 

I 
I 
I 
I 

I 
I 
I 

' 
I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

27. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE 
(I certify that the statements on the reverse apply 

YES □ NO □ (Medicare and CHAMPUS Only 
to this bill and are made a part hereof.) See Back) 

SIGNED 30. PROVIDER SOCIAL 
SECURITY/ I.D. NO. 

□ MD QD0 0DPM O0D ooc 0 PhD 

DATE 

32. PATIENT'S ACCOUNT NO. 33. EMPLOYER I.D. NO. 

~ . ftEMARKS: 

• PLACE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

1500 N.J. ED. 11-82 

31. PHYSICIAN 'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 

TELEPHONE NO. 

APPROVED BY AMA COUNCIL ON MEDICAL SERVICES 
APPROVED BY THE HEALTH CARE FINANCING ADMIN­
ISTRATION, N.J. MEDICAID, AND CHAMPUS. 
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P-501 

V,dt111h.' .. . ...... . ..... .... . . ... . 

TO: 

SUBJECT: 

EFFECTIVE: 

BACKGROUND: 

ACTION: 

November 24, 1986 

All Physicians, Independent Clinics and Hospital 
Chief Executive Officers 

Immunization Injections : 90701 - Fee Increase 
90718 - Additional Code 

For All Non-Institutional Claims Processed 
on or after June 2, 1986 

The New Jersey Medicaid Program has increased the 
fee for Diphtheria, Tetanus Toxoid and Pertussis 
(DTP) vaccine, effective with claims processed on or 
after June 2, 1986. The code for the adult-type 
vaccine for Tetanus and Diphtheria Toxoids, adsorbed 
(Td) has been added at the same fee presently paid for 
Diphtheria and Tetanus Toxoids (DT). 

The HCFA Corrmon Procedure Coding System codes and 
maximum fee allowance are as follows: 

HCPCS Code 

90701 

90718 

Maximum Fee Allowance 

15.11 

3.98 

If you have any questions regarding this Newsletter, please contact 
I. Fulton Erlichman, M.D., Acting Medical Director, Division of 
Medical Assistance and Health Services, at (609)588-2740. 



Stafl• of Nt>w Jt•rst•y 
Dt:partmcnt of Human St.·rvkt.•s 

Division of ~kdical Assista1Kt.' and lfrJlth St:l"\·i1:t.'S 

TO: Hearing Aid Providers 

NE\VSLETTER 

December 1, 1986 

SUBJECT: 

EFFECTIVE: 

Implementation of Health Insurance Claim Form (1500 N.J.) 

January 1, 1987 

BACKGROUND: The Health Care Financing Administration (HCFA) of the United 
States Department of Health and Human Services has mandated 

that the Health Insurance Claim Form (HCFA 1500) be used as the common claim 
form by providers when billing the Medicare or Medicaid Programs for services 
provided. 

The New Jersey Medicaid Program, in accordance with the decision of the Health 
Care Financing Administration, has adopted a Federally approved version of the 
Health Insurance Claim Form (HCFA-1500) known as the Health Insurance Claim 
Form (1500 N.J.). This form will replace the existing Medicaid "Medical 
Supplies and Equipment Claim" (Form MC-11-C4). 

ACTION: Effective January 1, 1987, the New Jersey Medicaid Program will 
require that the Health Insurance Claim Form (1500 N.J.) be 

used when billing Medicaid. The MC-11-C4 form now in use will not be accepted 
for processing after December 31, 1986. 

Please note that general Medicaid policy, the procedure for requesting prior 
authorization and the procedure for submitting claims remain unchanged. The 
information required on the 1500 N.J. for Medicaid purposes is basically the 
same as that required on the current MC-ll-C4 form with some exceptions. One 
such exception is the use of modifiers to indicate whether the equipment is 
new at time of purchase (NU) or used/reconditioned (UE) at time of purchase. 
A modifier MUST be used. Claims which are submitted without the appropriate 
modifier will be returned to the provider for completion. 

In order to assist providers to adapt to the new billing form, instructions 
specific to the New Jersey Medicaid Program for completing the 1500 N.J. are 
attached tog~ther with a copy of the 1500 N.J., which is single ply. A supply 
of claim forms will be sent to you in advance of the implementation date. 

Replacement pages for the Hearing Aid Provider Manual relating to these 
changes will follow at a later date. 

Any questions regarding the use of the 1500 N.J. should be directed to The 
Prudent i al Insurance Company of America at (609) 293-2114. 



ITEM 1. 

ITEM 2. 

ITEM 3. 

ITEM 4. 

ITEM 5. 

ITEM 6. 

ITEM 7. 

ITEM 8. 

INSTRUCTIONS FOR COMPLETION OF 

HEALTH INSURANCE CLAIM FORM (1500 N.J.) 

FOR HEARING AID PROVIDERS 

FOR MEDICAID BILLING 

NOTE: CHECK MEDICAID BLOCK AT TOP OF FORM 

Copy the pat ient's name EXACTLY as it appears on the Medicaid 

eligibi lity valida tion form. 

Indicate patient's date of birth. Use six (6) digits (e.g., 

September 10, 1980 i s written 09/10/80). If only the year is 

known, enter the year. 

If birthdate is unavailable, submit claims without birthdate. 

Not applicable . 

Indicate patient's address and telephone number. 

Check appropriate block to identify patient's sex. 

Copy the patient's Health Insurance (Medicare) Claim Number as it 

appea rs on the Medicare Health Insurance card when the patient is 

covered by both Medicare and Medicaid. 

Not applicable. 

Copy the patient's ~ealth ~ervices frogram (Medicaid) Case Number 
and Person Number EXACTLY as shown on the Medicaid eligibility 

validation form. 

ITEM Ba. Not applicabl e 
ITEM 9. Check appropria te block to indicate whether the patient has other 

ITEM 10. 
ITEM 11. 
ITEM 12. 

health insurance coverage. If yes, you must attach a copy of the 

explanation of payment or a copy of the decline notice from the 
other insurance coverage. 
Check as appropriate. 
Not applicable. 
Under ordinary circumstances, the patient must sign the claim form 

when services have been received. 

The claim form must indicate services rendered prior to presenting 

it to the patient for signature. 

Indicate in the blocks provided, the relationship of signer to the 

patient-recipient. 

If the patient's signature is unobtainable, refer to your Medicaid 

Provider Manual for procedures to follow. 

1 



CONT'D 

Medicaid Instructions 
fbr 1500 N.J. 
Hearing Aid Providers 

ITEM 13. 

ITEM 14. 
ITEM 15. 

ITEM 16. 
ITEM 16a. 

ITEM 17. 
ITEM 18. 
ITEM 19. 

ITEM 19a. 

ITEM 20. 
ITEM 21. 

ITEM 21a. 
ITEM 22. 
ITEM 23A. 
ITEM 23B. 

Not applicable. 

Not applicable. 
Not applicable. 

Not applicable. 
Not applicable. 
Not applicable. 
Not applicable. 
Indicate the name of the prescribing practitioner unless the 
patient is an MP Plan member in which case you MUST indicate the 
name of the MP Plan Physician Case Manager. 
Enter the Individual Medicaid Practitioner (IMP) Number of the 
practitioner or Case Manager whose name is entered in Item 19. 

Not applicable. 
Write in the name of the facility if place of service is other than 
the patient's home or provider's place of business (office, etc.). 
To be completed in addition to Item 24B. 
Not applicable. 

Not applicable. 
Enter diagnoses for all services identified in Item 24D. 
EPSDT Program Referral: 

Complete this item for patients under 21 years of age. 
Ask the patient and/or referring physician or clinic if this 
service is the result of an EPSDT screening. 

ITEM 24A. Enter date(s) of each visit or service provided. 
ITEM 248. Identify place of service by selecting appropriate alpha code as 

listed on the reverse side of the 1500 N.J. form under "Place of 
Service". 

ITEM 24C. Not applicable. 
ITEM 240. Indicate the HCPCS code number with modifier for new purchase (NU) 

or used/reconditioned purchase (UE), for the service provided as 
listed in your Medicaid Provider Manual. Indicate the item number, 

model number, manufacturer's name, and sale amount. If there is no 
code in the manual to identify the service provided, enter a 
narrative description of the service. If a replacement within 36 
months add the notation "replacement aid". If a reconditioned aid, 
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CONT'D 

Medicaid Instructions 
for 1500 N.J. 
Hearing Aid Providers 

ITEM 24E. 

ITEM 24F. 

ITEM 24G. 

ITEM 24H. 

ITEM 241. 
ITEM 25. 

ITEM 26. 

ITEM 27. 

ITEM 28. 

ITEM 29. 

ITEM 30. 

ITEM 31. 

ITEM 32. 

ITEM 33. 

ITEM 34. 

add the notation 11 Recon 11 and the notation "six months warranty" and 

attach to the claim form an invoice or sales document showing the 

acquisition cost of the aid, if any, and/or the factory or labora­

tory invoice showing the cost of reconditioning. Indicate the 

number of batteries and type of custom fitted earmold. If appli­

cable, indicate the receiver model, one cord and garment bag. For 
repairs indicate "Repair of new aid" if originally dispensed as a 

new aid. Indicate "Repai r of recon aid" for repair of a recondi­

tioned aid. For replacement earmolds, describe the earmold and 
attach a copy of the laborato ry cost list or laboratory invoice to 
the claim form. For batteries and replacement parts, describe the 

item. Indicate whether item is new or used (reconditioned). 

Enter either the reference number or the diagnosis code f rom item 

23A that is related to the service provided. 

Enter quantities or units . 

Enter your usual and customary charge for each service . 

Not applicable. 

Not applicable. 
Read the Medicaid Provider Certification on the reverse side of the 
1500 N.J. form carefu ll y and sign and date the claim form 

accordingly. 
Not applicable. 
Enter the sum total of the individual charges indicated in 24G. 

Not applicable. 
Not applicable. 

Not applicable 
If not preprinted, write provider name, address and provider 

number. 
Enter telephone number. 
Not applicab le. 

Not app licable. 

For services requiring prior authorization the MOO Medical Consult­
ant will affix his/her signature, date the authorization and cite 

the terms of authorization; that is, purchase or denial. The 

provider must assure that item 34 is complete before submitting the 

claim for payment. 
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HEALTH INSURANCE CLAIM FORM 
READ INSTRUCTIONS BEFORE COMPLETING THIS FORM 

MEDICARE D MEDICAID D CHAMPUS D OTHER D 0MB No. 0938-0008 

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

4. l j NT'S ADDRESS (Street, city, state, ZIP code) 

Telephone No. 

9. OTHER HEALTH INSURANCE COVERAGE­

Enter Name of Policyholder and Plan Name and 
Address and Policy Number 

YES □ NO □ 

2. PATIENT'S DATE OF BIRTH 

5. PATIENT'S SEX 

MALE □ FEMALE 

7. PATIENT'S RELATIONSHIP TO INSURED 

SELF SPOUSE CHIID 

10. WAS CONDITION RELATED TO: 

A. PATIENT'S EMPLOYMENT 

YES □ NOD 
B. ACCIDENTAL INJURY 

AUTO OTHER 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE MEDICARE, CHAMPUS & MEDICAID (Read back befon lliplna.) 
I Authorize the Releue of any Medical Information Nece■aary to Proce■a thi■ Claim and Requeet Payment of Benefita in Accordance with Protrram Policy. 
For Federal Benefit■ I Requ•t Payment Either to MyNlf or to the Pereon who Accept■ A■ai,anment Below. Relatlonahlp: Check If other than P■tient 

SIGNED 

PHYSICIAN OR SUPPLIER INFORMATION 
DATE 

C Authorized Rep. 
CRelatl .. 
COther 

14.DATEOF 

◄ 
ILLNESS (FIRST SYMPTOM) OR 115. DATE PATIENT FIRST CONSULTED YOU 
INJURY (ACCIDENT) OR FOR THIS CONDITION 
PREGNANCY (LMP) 

17. DATE PATIENT ABLE TO RETURN TO WORK 118. DATES OF TOTAL DISABILITY 

FROM I THROUGH 
19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g. public 19a. I.D. NUMBER 

health aitencv) 

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

23A. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE 
IN COLUMN E BY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE. 

1. 

2. 

a. 
4. 

24. A. DATE OF B. •PLACE D. FULLY DESCRIBE PROCEDURESF MEDICAL SERVICES OR SUPPLIES 
SERVICE OF C. • FURNISHED OR EACH DATE GIVEN 

T.O.S. 
FROM TO SERVICE PROcY~~:J.r1i~?DE (Explain Unusual Services Or Circumstances) 

25. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPT ASSIGNMENT 

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

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

8. PATIENT'S MEDICAID I.D. NO. 

8a. INSURED'S GROUP NO. (Or Group Name) 

11. INSURED'S ADDRESS (Street, city, atate, ZIP code) 

13. I Authorize Payment of Medical Benefits to Underqpiecl 
Phyaician or Supplier for Service Deecribed Below. 

SIGNED (Insured or Authorized Person) 

16. HAS PATIENT EVER HAD SAME OR I 16a. IF AN EMERGENCY 
SIMILAR SYMPTOMS? 

YES □ NO □ CHECK HERE n 
DATES OF PARTIAL DISABILITY 

FROM I THROUGH 
20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATBS 

ADMITTED DISCHARGED 

22. WAS LABORATORY WORK PERFORMED OUTSIDE 
YOUR OFFICE? 

YES n NO n CHARGES 

23B. WAS THIS SERVICE PERFORMED 

1 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES □ NOD 

PRIOR 
AUTHORIZATION NO. 

E. F. H. L LEA VE BLANJL 
DIAGNOSIS DAYS G. CHECK IP 

OR CHARGES FAMILY 
CODE UNITS PLANNING 

I 

I 
I 
I 

I 
I 
I . 
I 
I 
I . 
I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I . 

27. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE 
(I certify that the statements on the reverse apply 

YES □ NO □ (Medicare and CHAMPUS Only to this bill and are made a part hereof.) 
See Back) 

SIGNED 30. PROVIDER SOCIAL 
SECURITY/I.D. NO. 

□ MD 0 DO O DPM O OD O DC O PhD 

DATE 

32. PATIENT'S ACCOUNT NO. 33. EMPLOYER I.D. NO. 

34. ,.&KS: 

• PLACE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

1500 N.J. ED. 11-82 

31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 

TELEPHONE NO. 

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



HEALTH INSURANCE C~M F.ORM 

REFERS TO GOVERNMENT PROGRAMS ONLY 

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests 
that payment be made and authorizes release of medical information necessary 
to pay the claim. If item 9 is completed, the patient's signature authorizes 
releasing of the information to the insurer or agency shown. In Medicare 
assigned or CHAMPUS participation cases, the physician agrees to accept 
the charge determination of the Medicare carrier or CHAMPUS fiscal inter­
mediary as the full charge, and the patient is responsible only for the 
deductible, coinsurance, and non-covered services. Coinsurance and deductible 
are based upon the charge determination of the Medicare carrier or CHAMPUS 
fiscal intermediary if this is less than the charge submitted. CHAMPUS is 
not a health insurance program and renders payment for health benefits 

provided through membership and affiliation with the Uniformed Service11. 
Information on the patient's sponsor should be provided in items 3, 6, 7, 8, 
9, and 11. 

MEDICAID PAYMENTS: Authorization to Release Information, and Paymen 
Request. I certify that the service(s) covered by this claim has been received, 
and request that payment for these services be made on my behalf. I 
authorize any holder of medical or other information about me to release to 
the State Agency or its authorized Agents any information needed for this 
or a related claim. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE AND CHAMPUS) 

I certify that the services shown on this form were medically indicated and 
necessary for the health of the patient and were personally rendered by me 
or were rendered incident to my professional service by my employee under 
immediate personal supervision, except as otherwise expressly permitted by 
Medicare or CHAMPUS regulations. 

For services to be considered as 'incident' to a physician's professional 
service, 1) they must be rendered under the physician's immediate personal 

superv1s1on by his/her employee, 2) they must be an integral, although inci­
dental part of a covered physician's service, 3) they must be of kinds 
commonly furnished in the physician's offices, and 4) the services of non­
physicians must be included on the physician's bills. 

For CHAMPUS claims, I further certify that neither I nor any employee 
who rendered the services are employees or members of the Uniformed 
Services (refer to 5 USC 5536). 

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422 510). 

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon 

conviction be subject to fine and imprisonment under applicable Federal laws. 

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

We are authorized by HCFA and CHAMPUS to ask you for information 
needed in the administration of the Medicare and CHAMPUS programs. 
Authority to collect information is in section 205(a), 1872 and 1875 of the 
Social Security Act as amended and 44 USC 3101, 41 CFR 101 et seq and 
10 USC 1079 and 1086. 

The information we obtain to complete Medicare and CHAMPUS claims is 
used to identify you and to determine your eligibility. It is also used to 
decide if the services and supplies you received are covered by Medicare or 
CHAMPUS and to insure that proper payment is made. 

The information may also be given to other providers of services, carriers, 
intermediaries, medical review boards, and other organizations or federal 
agencies as necessary to administer the Medicare and CHAMPUS programs. 

For example, it may be necessary to disclose information about the benefits 
you have used to a hospital or doctor. 

With the one exception discussed below, there are no penalties under Social 
Security law for refusing to supply information. However, failure to furnish 
information regarding the medical services rendered or the amount charged 
would prevent payment of Medicare or CHAMPUS claims. Failure to furnish 
any other information such as name or claim number, would delay payme": 
of the claim. 

It is mandatory that you tell us if you are being treated for a work related 
injury so we can determine whether worker's compensation will pay for 
treatment. Section 1877(a) (3) of the Social Security Act provides criminal 
penalties for withholding this information. 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 

I hereby agree to keep such records as are necessary to disclose fully the 
extent of services provided to individuals under the State's Title XIX plan 
and to furnish information regarding any payments claimed for providing 
such services as the State Agency may request. 

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certify that the services 
covered by this claim were personally rendered by me or under my direct 
personal supervision (as defined by Program regulations); that the foregoing 

information is true, accurate and complete; and that the services covered 
by this claim and the amount charged therefore are in accordance with the 
regulations of the Medicaid 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 without additional charge to the patient 
or to others on his behalf, with the exception of authorized deductibles and 
coinsurance. I also certify that services have been furnished in full compliance 
with the non-discrimination requirements of Title VI of the Federal Civil 
Rights Act and Section 504 of the Rehabilitation Act of 1973. 

I understand that payment and satisfaction of this claim will be from Federal and State funds, and that any false claims, statements, or 

documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws, or both. 

PLACE OF SERVICE CODES: 

(IH) 
(OH) 
(0) 
(H) 
(DCF) 
(NCF) 
(NH) 
(SNF) 
(A) 
(OL) 
(IL) 
(OMS) 
(RTC) 
(STF) 
(KC) 

(CL) 
(ER) 
(BH) 

Inpatient Hospital 
Outpatient Hospital 
Doctor's Office 
Patient's Home 
Day Care Facility (PSY) 
Night Care Facility (PSY) 
Nursing Home 
Skilled Nursing Facility 
Ambulance 
Other Locations 
Independent Laboratory 
Other Medical/Surgical Facility 
Residential Treatment Center 
Specialized Treatment Facility 
Independent Kidney Care Treatment Center 
Clinic 
Emergency Room 
Boarding Horne 

TYPE OF SERVICE CODES: 

1 
2 
3 
4 
5 
6 
7 
8 
9 
0 
A 
M 
y 
z 

Medical Care 
Surgery 
Consultation 
Diagnostic X-Ray 
Diagnostic Laboratory 
Radiation Therapy 
Anesthesia 
Assistance at Surgery 
Other Medical Service 
Blood or Packed Red Cells 
Used DME 
Alternate Payment for Maintenance Dialysis 
Second Opinion on Elective Surgery 
Third Opinion on Elective Surgery 



State of New Jersry 
Department of Human Savkl'S 

Division of Ml'dical Assistan,:c and HcJlth Savii:l's 

TO : 

SUBJECT: 

EFFECTIVE: 

NEWSLETTER 

December 1, 1986 

Medical Suppliers (Exce pt Hearing Aid Providers) 

Implementation of Health Insurance Claim Form (1500 N.J.) 

January 1, 1987 

BACKGROUND: The Health Care Financ i ng Administration (HCFA) of the United 
States Department of Health and Human Services has mandated 

that the Health Insurance Claim Form (HCFA 1500) be used as the common claim 
form by providers when billing the Medica re or Medicaid Programs for services 
provided. 

The New Jersey Medicaid Program, in accordance with the decision of the He_alth 
Care Financing Administration, has adopted a Federally approved version of the 
Health Insurance Claim Form (HCFA-1500) kn own as the Health Insurance Claim 
Form (1500 N.J.). This form will replace the existing Medicaid "Medical 
Supp l ies and Equipment Claim" (Form MC-1 1-C4). 

ACTION: Effective January 1, 1987 , the New Jersey Medicaid Program will 
require that the Health Insurance Claim Form (1500 N.J.) be 

used when billing Medicaid. The MC-11 - C4 form now in use will not be accepted 
for processing after December 31, 1986 . 

Pl ease note that general Medicaid po l icy , the procedure for requesting prior 
authorization and the procedure for submitting c)aims ·remain unchanged. The 
information required on the 1500 N. J. for Medicaid purposes is basically the 
same as that required on the current MC- ll-C4 form with some exceptions. One 
such exception is the use of modifiers t o indicate whether the equipment is 
new (NU), used (UE) or replacement of part (s) (RP). A modifier MUST be used 
along with the word "purchased" or "rental". Provided formula (enteral 
nutrition) will be indicated by using the mod ifier DD. Claims which are 
submitted without the appropriate modifier will be returned to the provider 
for completion. 

In order to assist providers to adapt to t he new bil l ing form, instructions 
specific to the New Jersey Medicaid Program for completing the 1500 N.J. are 
attached together with a copy of the 1500 N. J. which is single ply. A supply 
of claim forms will be sent to you in advance of the implementation date. 

Any questions regarding the use of the 1500 N. J . shou l d be directed to The 
Prudential Insurance Company of America at (609) 293-2114. 



ITEM 1. 

ITEM 2. 

ITEM 3. 

ITEM 4. 

ITEM 5. 

ITEM 6. 

ITEM 7. 

ITEM 8. 

ITEM 8a. 

ITEM 9. 

ITEM 10. 
ITEM 11. 

ITEM 12. 

INSTRUCTIONS FOR COMPLETION OF 

HEAL TH INSURANCE Cl.AIM FORM ( 150() N"l. ) 

FOR MEDICAL SUPPLIERS (EXCEPT HEARING AID PROVlDERS) 

FOR MEDICAID BILLING 

NOTE: CHECK MEDICAID BLOCK AT TOP OF FORM 

Copy the patient's name EXACTLY as it appears on the Medicaid 
eligibility validation form. 
Indicate patient's date of birth. Use six (6) digits (e.g., 
September 10, 1980 is written 09/10/80). If only the year is 

known, enter the year. 

If birthdate is unavailable, submit claims without birthdate. 
Not applicable. 

Indicate patient's address and telephone number . 

Check appropriate block to identify patient's sex. 

Copy the patient's Health Insurance (Medicare) Claim Number as it 

appears on the Medicare Health Insurance card when the patient is 

covered by both Medicare and Medicaid. 

Not applicable. 

Copy the patient's ~ealth ~ervices frogram (Medicaid) Case Number 
and Person Number EXACTLY as shown on the Medicaid eligibility 

v a 1 i d at i on form . 
Not applicable 

Check appropriate block to indicate whether the patient has other 
health insurance coverage. If yes, you must attach a copy of the 
explanation of payment or a copy of the decline notice from the 
other insurance cove rage. 
Check as appropriate. 
Not applicable .. 

· Under ordinary circumstances, the patient must sign the claim form 

when services have been received. 
The claim form must ind icate services rendered prior to presenting 

it to the patient for signature. 

Indicate in the blocks provided, the relationship of signer to the 

patient-recipient. 
If the patient's signature is unobtainable, refer to your Medicaid 

Provider Manual for procedures to follow. 
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CONT'D 

Medicaid Instructions 
for 1500 N.J. 
Medical Suppl iers 
(Except Hearing Aid) 

ITEM 13. 

ITEM 14. 

ITEM 15. 
ITEM 16. 

ITEM 16a. 

ITEM 17. 

ITEM 18. 

ITEM 19. 

ITEM 19a. 

ITEM 20. 

ITEM 21. 

ITEM 21a. 

ITEM 22. 

ITEM 23A. 

ITEM 238. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Not applicable. 

Indi cate the name of the prescribing practitioner unless the 

patient is an MP Plan member in which case you MUST indicate the 

name of the MP Plan Physician Case Manager. 

Enter the Individual Medicaid Practitioner (IMP) Number of the 
practitioner or Case Manager whose name is entered in Item 19. 

Not app_l i cab 1 e. 

Write in the name of the facility if place of service is other than 

the patient's home or provider's place of business (office, etc.). 

To be completed in addition to Item 248. 

Not applicable. 

Not applicable. 

Enter diagnoses for all services identified in Item 240. 

EPSDT Program Referral: 
Complete this item for patients under 21 years of age. 
Ask the patient and/or referring physician or clinic if this 
service is the result of an EPSDT screening. 

ITEM 24A. Enter date(s) of each visit or service provided. 

ITEM 248. Identify place of service by selecting appropriate alpha code as 

listed on the reverse side of the 1500 -N.J. form under "Place of 

Service". 

ITEM 24C. Not applicable. 
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CONT'D 

Medicaid Instructions 
for 1500 N.J. 
Medical Suppliers 
(Except Hearing Aid) 

ITEM 24D. Indicate the HCPCS code number with modifier for new (NU), used 
(UE) or replacement of part(s) (RP) for the service provided as 
listed in your Medicaid Provider Manual. Indicate the item number, 
model number, manufacturer's name, rental or purchase, and sale 
amount. Provided formula (enteral nutrition) will be indicated by 
using the modifier DD. If there is no code in the ·manual to 
identify the service provided, enter a narrative description of the 
service. For services requiring prior authorization, the medical 
supplier must indicate whe~her item is to be purchased or rented 
and the period of rental. 

ITEM 24E. Enter either the reference number or the diagnosis code from item 
23A that is related to the service provided. 

ITEM 24F. 
ITEM 24G. 
ITEM 24H. 
ITEM 241. 
ITEM 25. 

ITEM 26. 

ITEM 27. 

ITEM 28. 

ITEM 29. 

ITEM 30. 

ITEM 31. 

Enter quantities or units. 
Enter your usual and customary charge for each service. 
Check this column for each service related to "Family Planning". 
Not applicable. 
Read the Medicaid Provider Certification on the reverse side of the 
1500 N.J. form carefully and sign and date the claim form 
accordingly. 
Not applicable. 
Enter the sum total of the individual charges indicated in 24G. 
Not applicable. 
Not applicable. 
Not applicable 
If not preprinted, write provider name, address and provider 
number. 
Enter telephone number. 

ITEM 32. Not applicable. 
ITEM 33. Not applicable. 
ITEM 34. For services requiring prior authorization the MOO Medical Consult­

ant will affix his/her signature, date the authorization and cite 
the terms of authorization; that is, purchase, rental, time frames 

I 

for rental, or denial. The provider must assure that item 34 is 
complete before submitting the claim for payment. 
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HEALTH INSURANCE CLAIM FORM 
READ INSTRUCTIONS BEFORE COMPLETING THIS FORM 

MEDICARE D MEDICAID D CHAMPUS D OTHER D 0MB No. 0938-0008 

PATIENT & INSURED (SUBSCRIBER) INFORMATION 
1. PATIENT'S NAME (First name, middle initial, last name) 2. PATIENT'S DATE OF BIRTH 

4. ' ,&NT'S ADDRESS (Street, city, state, ZIP code) 5. PATIENT'S SEX 

MALE □ FEMALE 

7. PATIENT'S RELATIONSHIP TO INSURED 

Telephone No. SELF SPOUSE CHILD 

9. OTHER HEALTH INSURANCE COVERAGE­

Enter Name of Policyholder and Plan Name and 
Address and Policy Number 

YES □ NO □ 10. WAS CONDITION RELATED TO: 

A. PATIENT'S EMPLOYMENT 

YES □ NOD 
B. ACCIDENTAL INJURY 

AUTO OTHER 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE MEDICARE, CHAMPUS & MEDICAID (Read back before eipina.) 
I Authorize the Releue of any Medical Information Neceoaary to Proceaa thia Claim and Requeet Payment of Benefit. in Accordance with Prowram Policy. 
For Federal Beneftta I Requeot Payment Either to Myaelf or to the Peraon who Accepla Aaaienment Below. Relatlonlllllp: Check If other than patient 

a Authorized Rep. 
a Relative 
COther SIGNED DATE 

PHYSICIAN OR SUPPLIER INFORMATION 
14.DATEOF ◄ ILLNESS (FIRST SYMPTOM) OR 116. DATE PATIENT FIRST CONSULTED YOU 

INJURY (ACCIDENT) OR FOR THIS CONDITION 
. PREGNANCY (LMP) 

17. DATE PATIENT ABLE TO RETURN TO WORK 118. DATES OF TOTAL DISABILITY 

FROM I THROUGH 
19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g. public 19a. I.D. NUMBER 

health a~ency) 

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

23A. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE 
IN COLUMN E BY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE. 

1. 

2. 

8 

4. 

24. A. DATE OF B.•PLACE D. FULLY DESCRIBE P¥3~~Psl/J~tF~lWxt/i ~1~118fJEiR SUPPLIES SERVICE OF C. • 

SERVICE T.0.S. PRO,y~g:.f,¥fi;,~~DE (Explain Unusual Services Or Circumstances) FROM TO 

25. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPT ASSIGNMENT 

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

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

8. PATIENT'S MEDICAID I.D. NO. 

8a. INSURED'S GROUP NO. (Or Group Name) 

11. INSURED'S ADDRESS (Street, city, atate, ZIP code) 

13. I Authorize Payment of Medical Benefit■ to Undenianed 
Phyaician or Supplier for Service Deecribed Below. 

SIGNED (Insured or Authorized Person) 

16. HAS PATIENT EVER HAD SAME OR 116a. IF AN EMERGENCY 
SIMILAR SYMPTOMS? 

YES □ NO □ . CHECK HERE n 
DATES OF PARTIAL DISABILITY 

FROM I THROUGH 
20. FOR SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DATEi 

ADMITI'ED DISCHARGED 

22. WAS LABORATORY WORK PERFORMED OUTSIDE 
YOUR OFFICE? 

YES [7 NO n CHARGES 

23B. WAS THIS SERVICE PERFORMED 

1 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES □ NOD 

PRIOR 
AUTHORIZATION NO. 

E. F. H. I. LEA VE BLANI 
DIAGNOSIS DAYS G. CHECK IP 

OR CHARGES FAMILY 
CODE UNITS PLANNING 

I 

I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

27. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE 
(I certify that the statements on the reverse apply 

YES □ NO □ (Medicare and CHAMPUS Only to this bill and are made a part hereof.) 
See Back) 

SIGNED 30. PROVIDER SOCIAL 
SECURITY /1.D. NO. 

□ MD □ DO 0DPM □ OD 0 DC O PhD 

DATE 

32. PATIENT'S ACCOUNT NO. 33. EMPLOYER I.D. NO. 

34.I< RKS: 

• PLACE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

1500 N.J. ED. 11-82 

31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 

TELEPHONE NO. 

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



HEALTH INSURANCE CLAIM FORM 

REFERS TO GOVERNMENT PROGRAMS ONLY 

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests 
that payment be made and authorizes release of medical information necessary 
to pay the claim. If item 9 is completed, the patient's signature authorizes 
releasing of the information to the insurer or agency shown. In Medicare 
assigned or CHAMPUS participation cases, the physician agrees to accept 
the charge determination of the Medicare carrier or CHAMPUS fiscal inter­
mediary as the full charge, and the patient is responsible only for the 
deductible, coinsurance, and non-covered services. Coinsurance and deductible 
are based upon the charge determination of the Medicare carrier or CHAMPUS 
fiscal intermediary if this is Iese than the charge submitted. CHAMPUS is 
not a health insurance program and renders payment for health benefits 

provided through membership and affiliation with the Uniformed Serv1.:e11. 
Information on the patient's sponsor should be provided in items 3, 6, 7, 8, 
9, and 11. 

MEDICAID PAYMENTS: Authorization to Release Information, and Paymenl 
Request. I certify that the eervice(s) covered by this claim has been received, 
and request that payment for these services be made on my behalf. I 
authorize any holder of medical or other information about me to release to 
the State Agency or its authorized Agents any information needed for this 
or a related claim. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE AND CHAMPUS) 

I certify that the services shown on this form were medically indicated and 
necessary for the health of the patient and were personally rendered by me 
or were rendt!red incident to my professional service by my employee under 
immediate personal supervision, except as otherwise expressly permitted by 
Medicare or CHAMPUS regulations. 

For services to be considered as 'inciden t' to a physician's professional 
service, 1) they must be rendered under the physician's immediate personal 

superv1s1on by his/her employee, 2) they must be an integral, although inci­
dental part of a covered physician's service, 3) they must be of kinds 
commonly furnished in the physician's offices, and 4) the services of non­
physicians must be included on the physician's bills. 

For CHAMPUS claims, I further certify that neither I nor any employee 
who rendered the services are employees or members of the Uniformed 
Services (refer to 5 USC 5536). 

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422 510). 

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon 

conviction be subject to fine and imprisonment under applicable Federal laws. 

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

We are authorized by HCFA and CHAMPUS to ask you for information 
needed in the administration of the Medicare and CHAMPUS programs. 
Authority to collect information is in section 205(a), 1872 and 1875 of the 
Social Security Act as amended and 44 USC 3101, 41 CFR 101 et seq and 
10 USC 1079 and 1086. 

The information we obtain to complete Medicare and CHAMPUS claims is 
used to identify you and to determine you r eligibility. It is also used to 
decide if the services and supplies you received are covered by Medicare or 
CHAMPUS and to insure that proper payment is made. 

The information may also be given to other providers of services, carriers, 
intermediaries, medical review boards, and other organizations or federal 
agencies as necessary to administer the Medicare and CHAMPUS programs. 

For example, it may be necessary to disclose information about the benefits 
you have used to a hospital or doctor. 

With the one exception discussed below, there are no penalties under Social 
Security law for refusing to supply information. However, failure to furnish 
information regarding the medical services rendered or the amount charged 
would prevent payment of Medicare or CHAMPUS claims. Failure to furnish 
any other information such as name or claim number, would delay payment 
of the claim. 

It is mandatory that you tell us if you are being treated for a work related 
injury so we can determine whether worker's compensation will pay for 
treatment. Section 1877(a) (3) of the Social Security Act provides criminal 
penalties for withholding this information. 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 

I here by agree to keep such records as are necessary to disclose fully the 
extent of services provided to individuals under the State's Title XIX plan 
and to furnish information regarding any payments claimed for providing 
such services as the State Agency may request. 

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certify that the services 
covered by this claim were personally rendered by me or under my direct 
personal supervision (as defined by. Program regulations); that the foregoing 

information is true, accurate and complete; and that the services covered 
by this claim and the amount charged therefore are in accordance with the 
regulations of the Medicaid 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 without additional charge to the patient 
or to others on his behalf, with the exception of authorized deductibles and 
coinsurance. I also certify that services have been furnished in full compliance 
with the non-discrimination requirements of Title VI of the Federal Civil 
Rights Act and Section 504 of the Rehabilitation Act of 1973. 

I understand that payment and satisfaction of this claim will be from Federal and State funds, and that any false claims, statements, or 

documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws, or both. 

PLACE OF SERVICE CODES: 

(IH) 

(OH) 
(0) 

(H) 

(DCF) 
(NCF) 
(NH) 
(SNF) 
(A) 
(OL) 
(IL) 
(OMS) 
(RTC) 
(STF) 
(KC) 

(CL) 
(ER) 
(BH) 

Inpatient Hospital 
Outpatient Hospital 
Doctor's Office 
Patient's Home 
Day Care Facility (PSY) 
Night Care Facility (PSY) 
Nursing Home 
Skilled Nursing Facility 
Ambulance 
Other Locations 
Independent Laboratory 
Other Medical/Surgical Facility 
Residential Treatment Center 
Specialized Treatment Facility 
Independent Kidney Care Treatment Center 
Clinic 
Emergency Room 
Boarding Home 

TYPE OF SERVICE CODES: 

1 
2 
3 
4 
5 
6 
7 
8 
9 
0 
A 
M 
y 
z 

Medical Care 
Surgery 
Consultation 
Diagnostic X-Ray 
Diagnostic Laboratory 
Radiation Therapy 
Anesthesia 
Assistance at Surgery 
Other Medical Service 
Blood or Packed Red Cells 
Used DME 
Alternate Payment for Maintenance Dialysis 
Second Opinion on Elective Surgery 
Third Opinion on Elective Surgery 
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NEWSLETTER 

December 1, 1986 

TO: Prosthetic and Orthotic Providers 

SUBJECT: Implementation of Heal th Insurance Claim Form (1500 N.J.) 

EFFECTIVE: January 1, 1987 

BACKGROUND: The Health Care Financ i ng Administration (HCFA) of the United 
States Department of Health and Human Services has mandated 

that . the Health Insurance Claim Form (HCFA 1500) be used as the common claim 
form by providers when billing the Medicare or Medicaid Programs for services 
provided. 

The New Jersey Medicaid Program, in accordance with the decision of the Health 
Care Financing Administration, has adopted a Federally approved version of the 
Health Insurance Claim Form (HCFA-1 500) known as the Health Insurance Claim 
Form (15 0 0 N . J . ) . Th i s form w i 11 rep 1 ace the ex i st i n g Medi ca i d " Prost he ti c 
and Orthotic Appliance Claim" (Form MC-15-Cl). 

ACTION: Effective January 1, 1987, the New Jersey Medicaid Program will 
require that the Hea l t h Insurance Claim Form (1500 N.J.) be 

used when billing Medicaid. The MC- 15- Cl form now in use will not be accepted 
for processing after December 31, 1986. 

Please note that general Medicai d policy, the procedure for requesting prior 
authorization and the procedure fo r submitting claims remain unchanged. The 
information required on t he 1500 N. J. for Medicaid purposes is basically the 
same as that required on t he cu r rent MC-15-Cl form with some exceptions. 

In order to assist provi ders to adapt to the new billing form, instructions 
specific to the New Jersey Medica id Program for completing the 1500 N.J. are 
attached together wi t h a copy of the 1500 N.J. which is single ply. A supply 
of claim forms wil l be sen t to you in advance of the implementation date. 

Any questions regarding the use of the 1500 N.J. should be directed to The 
Prudential Insurance Compa ny of America at (609) 293-2114. 



ITEM 1. 

ITEM 2. 

ITEM 3. 

ITEM 4. 

ITEM 5. 

ITEM 6. 

ITEM 7. 

ITEM 8. 

INSTRU CTIONS FOR COMPLETION OF 

HEALTH INSURANCE CLAIM FORM (1500 N.J.) 

FOR PROSTHETIC AN D ORTHOTIC PROVIDERS 

FOR MEDICAI D BILLING 

NOTE: CHECK MEDICAID BLOCK AT TOP OF FORM 

Copy the patient's name EXACTLY as it appears on the Medicaid 

eligibility validation form. 
Indicate patient's date of birth. Use six (6) digits (e.g., 
September 10, 1980 is writ ten 09/10/80). If only the year is 
known, enter the year. 
If birthdate is unavail able , submi t claims without birthdate. 
Not applicable. 
Indicate patient's address and telephone number. 
Check appropriate bloc k to identify patient's sex. 
Copy the patient·•s Health Insurance (Medicare) Claim Number as it 
appears on the Medicare Hea lth Insurance card when the patient is 

covered by both Medicare an d Medicaid. 

Not applicable. 
Copy the patient's ~ealth ~ervices frogram (Medicaid) Case Number 
and Person Number EXACTL Y as shown on the Medicaid eligibility 
val i da ti on form . 

ITEM Ba. Not applicable · 
ITEM 9. Check appropriate block to indi cate whether the patient has other 

health insurance coverage. If yes, you must attach a copy of the 
explanation of payment or a copy of the decline notice from the 

ITEM 10. 

ITEM 11. 
ITEM 12. 

other insurance coverage . 
Check as appropriate. 
Not applicable. 
Under ordinary circumsta nces, the patient must sign the claim form 
when services have been received. 
The claim form must indica te services rendered prior to presenting 

it to the patient for signature. 
Indicate in the blocks provided, the relationship of signer to the 

patient-recipient. 
If the pa t ient's si gnature is unobtainable, refer to your Medicaid 

Provider Ma nua l for procedures to follow. 
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CONT'D 

Medicaid Instructions 
for 1500 N.J. 
Prosthetic & Orthotic 

ITEM 13. 
ITEM 14. 
ITEM 15. 
ITEM 16. 
ITEM 16a ·. 

ITEM 17. 

ITEM 18. 

ITEM 19. 

ITEM 19a. 

ITEM 20. 
ITEM 21. 

ITEM 21a. 
ITEM 22. 

IlEM 23A. 

ITEM 23B. 

Not applicable. 
Not applicable. 

Not applicable . 
Not applicable. 
Check if appropri ate. 
Not applicable. 
Not applicable. 

Indicate the name of the prescribi'ng practitioner unless the 

patient is an MP Plan member in which case you MUST indicate the 
name of the MP Plan Physician Case Manager. 
Enter the Individual Medicaid Practitioner (IMP) Number of the 

practitioner or Case Manager whose name is entered in Item 19. 
Not applicable. 

Write in the name of the facility if place of service is other than 
the patient's home or provider's place of busine~s (office, etc.). 
To be completed in addition to Item 24B. 
Not applicable. 

Not applicable. 

Enter diagnoses for all services identified in Item 240. 

EPSDT Program Referral: 
Complete this item for patients under 21 years of age. 
Ask the patient and/or referring physician or clinic if this 
service is the result of an EPSDT screening. 

ITEM 24A. Enter date(s) of each visit or service provided. 
ITEM 24B. Identify place of service by selecting appropriate alpha code as 

listed on the reverse side of the 1500 N.J. form under "Place of 
Service". 

ITEM 24C. Not applicable. 
ITEM 24D. Indicate the HCPCS code number for the service provided as listed 

in your Medicaid P~ovider Manual. If there is no code in the manual 

to identify the service provided, enter a narrative description of 
the service. 

ITEM 24E. Enter either the reference number or the diagnosis code from item 

23A that is related to the service provided. 
ITEM 24F. Enter quantities or units. 
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CONT'D 

Medicaid Instructions 
for 1500 N.J. 
Prosthetic & Orthotic 

ITEM 24G. Enter your usual and customary charge for each service. 
ITEM 24H. Not applicable. 
ITEM 241. Not applicable. 

ITEM 25. Read the Medicaid Provider Certification on the reverse side of the 
1500 N.J. form carefully and sign and date the claim form 
accordingly. 

ITEM 26. Not applicable. 

ITEM 27. Enter the sum total of the individual charges indicated in 24G. 
ITEM 28. Not applicable. 
ITEM 29. Not applicable. 
ITEM 30. Not applicable 
ITEM 31. If not preprinted, write provider name, address and provider 

number. 

Enter telephone number. 
ITEM 32. Not applicable. 

ITEM 33. Not applicable. 
ITEM 34. For services requiring pri or authorization the MOO Medical Consult­

ant wi ll affix his/her signature, date the authorization and cite 
the terms of authorizati on; that is, purchase or denial. The 
provider must assure that item 34 is complete before submitting the 
claim for payment. 
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HEALTH INSURANCE CLAIM FORM 
READ INSTRUCTIONS BEFORE COMPLETING THIS FORM 

MEDICARE D MEDICAID D cHAMPusD OTHER D 0MB No. 0938-0008 

PATIENT & INSURED (SUBSCRIBER) INFORMATION 
1. PATIENT'S NAME (First name, middle initial, last name) 2. PATIENT'S DATE OF BIRTH 

4. t ,i:NT'S ADDRESS (Street, city, state, ZIP code) 6. PATIENT'S SEX 

MALE □ FEMALE 

7. PATIENT'S RELATIONSHIP TO INSURED 

Telephone No. SELF SPOUSE CHllD 

9. OTHER HEALTH INSURANCE COVERAGE­

Enter Name of Policyholder and Plan Name and 
Address and Policy Number 

YES □ NO □ 10. WASCONDITIONRELATEDTO: 

A. PATIENT'S EMPLOYMENT 

YES □ NOD 
B. ACCIDENTAL INJURY 

AUTO OTHER 

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE MEDICARE, CHAMPUS & MEDICAID (Read back before alsninlJ.) 
I A11thorize the Releue of any Medical Information NeceHary lo Proceee thie Claim and Req11eet Payment of Benefit■ in Accordance with Protrram Policy. 
For Federal Benefit■ I Req11eet Payment Either lo MyHlf or lo the Penon who Accept■ Auipment Below. Relatlonehlp: Check II other than pet1ent 

C Authorized Rep. 
c Relative 
COlher SIGNED DATE 

PHYSICIAN OR SUPPLIER INFORMATION 
14.DATEOF 

◄ 
ILLNESS (FIRST SYMPI'OM) OR 115. DATE PATIENT FIRST CONSULTED YOU 
INJURY (ACCIDENT) OR FOR THIS CONDITION 
PREGNANCY (LMP) 

17. DATE PATIENT ABLE TO RETURN TO WORK 118. DATES OF TOTAL DISABILITY 

FROM I THROUGH 
19. NAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.g. public 19a. I.D. NUMBER 

health aJ{encv) 

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

23A DIAGNOSIS OR NATURE OF ILLNESS OR INJURY, RELATE DIAGNOSIS TO PROCEDURE 
IN COLUMN E BY REFERENCE NUMBERS 1, 2, 3, ETC. OR DX CODE. 

1. 

2. 

8 

4. 

24.ADATEOF B. •PLACE D. FULLY DESCRIBE p~i~Psi\tF~i~Ifs-k i~,rsr,EiR SUPPLIES SERVICE OF C. • 
T.O.S. 

FROM TO SERVICE PRO<'f~~~lj;,!j~DE (Explain Unusual Services Or Circumstances) 

25. SIGNATURE OF PHYSICIAN OR SUPPLIER 26. ACCEPI' ASSIGNMENT 

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

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

8. PATIENT'S MEDICAID 1.D. NO. 

8a. INSURED'S GROUP NO. (Or Group Name) 

11. INSURED'S ADDRESS (Street, city, state, ZIP code) 

13. I Authorize Payment of Medical Benefits to Undenisned 
Physician or Supplier for Service Described Below. 

SIGNED (Insured or Authorized Person) 

16. HAS PATIENT EVER HAD SAME OR 116a. IF AN EMERGENCY 
SIMILAR SYMPI'OMS? 

YES □ NO □ CHECK HERE n 
DATES OF PARTIAL DISABILITY 

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

ADMITI'ED DISCHARGED 

22. WAS LABORATORY WORK PERFORMED OUTSIDE 
YOUR OFFICE? 

YES □ NO □ CHARGES 

23B. WAS THIS SERVICE PERFORMED 

1 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES □ NOD 

PRIOR 
AUTHORIZATION NO. 

E. F. H. I. LEA VE BLANJL 
DIAGNOSIS DAYS G. CHBCKJF 

OR FAMILY 
CODE UNITS 

CHARGES PLANNING 

' I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

27. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE 
(I certify that the statements on the reverse apply 

YES □ NO □ (Medicare and CHAMPUS Only to this bill and are made a part hereof.) See Back) 
SIGNED 30. PROVIDER SOCIAL 

SECURITY/1.D. NO. 

0MD D DO D DPM D OD □ DC □ PhD 

DATE 

32. PATIENT'S ACCOUNT NO. 33. EMPLOYER I.D. NO. 

34.l rRKS: 

• PLACE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

1500 N.J. ED. 11-82 

31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 

TELEPHONE NO. 

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



HEALTH INSU~CE C!.AIM FORM 

REFERS TO GOVERNMENT PROGRAMS ONLY 

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests 
that payment be made and authorizes release of medical information necessary 
to pay the claim. If item 9 is completed, the patient's signature authorizes 
releasing of the information to the insurer or agency shown. In Medicare 
assigned or CHAMPUS participation cases, the physician agrees to accept 
the charge determination of the Medicare carrier or CHAMPUS fiscal inter­
mediary as the full charge, and the patient is responsible only for the 
deductible, coinsurance, and non-covered services. Coinsurance and deductible 
are based upon the charge determination of the Medicare carrier or CHAMPUS 
fiscal intermediary if this is less than the charge submitted. CHAMPUS is 
not a health insurance program and renders payment for health benefits 

provided through membership and affiliation with the Uniformed Service11. 
Information on the patient's sponsor should be provided in items 3, 6, 7, 8, 
9, and 11. 

MEDICAID PAYMENTS: Authorization to Release Information, and Paymen 
Request. I certify that the service(s) covered by this claim has been received, -
and request that payment for these services be made on my behalf. I 
authorize any holder of medical or other information about me to release to 
the State Agency or its authorized Agents any information needed for this 
or a related claim. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE AND CHAMPUS) 

I certify that the services shown on this form were medically indicated and 
necessary for the health of the patient and were personally rendered by me 
or were rendered incident to my professional service by my employee under 
immediate personal supervision, except as otherwise expressly permitted by 
Medicare or CHAMPUS regulations. 

For services to be considered as 'incident' to a physician's professional 
service, 1) they must be rendered under the physician's immediate personal 

superv1s1on by his/her employee, 2) they must be an integral, although inci­
dental part of a covered physician's service, 3) they must be of kinds 
commonly furnished in the physician's offices, and 4) the services of non­
physicians must be included on the physician's bills. 

For CHAMPUS claims, I further certify that neither I nor any employee 
who rendered the services are employees or members of the Uniformed 
Services (refer to 5 USC 5536). 

No Part B Medicare benefits may be paid unless this form is received as required by existing law and regulations (20 CFR 422 510). 

NOTICE: Any one who misrepresents or falsifies essential information to receive payment from Federal funds requested by this form may upon 

conviction be subject to fine and imprisonment under applicable Federal laws. 

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

We are authorized by HCFA and CHAMPUS to ask you for information 
needed in the administration of the Medicare and CHAMPUS programs. 
Authority to collect information is in section 205(a), 1872 and 1875 of the 
Social Security Act as amended and 44 USC 3101, 41 CFR 101 et seq and 
10 USC 1079 and 1086. 

The information we obtain to complete Medicare and CHAMPUS claims is 
used to identify you and to determine your eligibility . It is also used to 
decide if the services and supplies you received are covered by Medicare or 
CHAMPUS and to insure that proper payment is made. 

The information may also be given to other providers of services, carriers, 
intermediaries, medical review boards, and other organizations or federal 
agencies as necessary to administer the Medicare and CHAMPUS programs. 

For example, it may be necessary to disclose information about the benefits 
you have used to a hospital or doctor. 

With the one exception discussed below, there are no penalties under Social 
Security law for refusing to supply information. However, failure to furnish 
information regarding the medical services rendered or the amount charged 
would prevent payment of Medicare or CHAMPUS claims. Failure to furnish 
any other information such as name or claim number, would delay paymen 
of the claim. 

It is mandatory that you tell us if you are being treated for a work related 
injury so we can determine whether worker's compensation will pay for 
treatment. Section 1877(a) (3) of the Social Security Act provides criminal 
penalties for withholding this information. 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 

I hereby agree to keep such records as are necessary to disclose fully the 
extent of services provided to individuals under the State's Title XIX plan 
and to furnish information regardir.g any payments claimed for providing 
such services as the State Agency may request. 

SIGNATURE OF PHYSICIAN (OR SUPPLIER): I certify that the services 
covered by this claim were personally rendered by me or under my direct 
personal supervision (as defined by Program regulations); that the foregoing 

information is true, accurate and complete; and that the services covered 
by this claim and the amount charged therefore are in accordance with the 
regulations of the Medicaid 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 without additional charge to the patient 
or to others on his behalf, with the exception of authorized deductibles and 
coinsurance. I also certify that services have been furnished in full compliance 
with the non-discrimination requirements of Title VI of the Federal Civil 
Rights Act and Section 504 of the Rehabilitation Act of 1973. 

I understand that payment and satisfaction of this claim will be from Federal and State funds, and that any false claims, statements, or 

documents, or concealment of a material fact, may be prosecuted under applicable Federal or State laws, or both. 

PLACE OF SERVICE CODES: 

(IH) 
(OH) 
(0) 

(H) 
(DCF) 
(NCF) 
(NH) 
(SNF) 
(A) 
(OL) 
(IL) 
(OMS) 
(RTC) 
(STF) 
(KC) 
(CL) 
(ER) 
(BH) 

Inpatient Hospital 
Outpatient Hospital 
Doctor's Office 
Patient's Home 
Day Care Facility (PSY) 
Night Care Facility (PSY) 
Nursing Home 
Skilled Nursing Facility 
Ambulance 
Other Locations 
Independent Laboratory 
Other Medical/Surgical Facility 
Residential Treatment Center 
Specialized Treatment Facility 
Independent Kidney Care Treatment Center 
Clinic 
Emergency Room 
Boarding Home 

TYPE OF SERVICE CODES: 

1 
2 
3 
4 
5 
6 
7 
8 
9 
0 
A 
M 
y 

z 

Medical Care 
Surgery 
Consultation 
Diagnostic X-Ray 
Diagnostic Laboratory 
Radiation Therapy 
Anesthesia 
Assistance at Surgery 
Other Medical Service 
Blood or Packed Red Cells 
Used DME 
Alternate Payment for Maintenance Dialysis 
Second Opinion on Elective Surgery 
Third Opinion on Elective Surgery 
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NEWSLETTER 

December 29, 1986 

TO: Chief Executive Officers - Hospitals 

SUBJECT: Outpatient Hospital Services for Medically Needy 
Eligible Individuals 

Effective January 1, 1987, outpatient hospital services are available 
to all Medically Needy eligible individuals. 

Claims for all Medicaid-covered services provided in an outpatient 
hospital setting, except for non-emergency services in the emergency 
room, are reimbursable. Emergency room services are reimbursable only 
if provided for the treatment of injuries and significant acute 
medical conditions. 

To allow for necessary systems development to accommodate claims 
processed, hospitals are asked not to submit claims for outpatient 
or emergency room services provided to Medically Needy eligible 
individuals until February 1, 1987. 

Any questions regarding reimbursement for outpatient hospital services 
should be directed to the Division of Medical Assistance and Health 
Services, Bureau of Planning and Management at (609) 588-2691. 
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TO: 

SUBJECT: 

EFFECTIVE: 

Home Health Agencies 
Homemaker Agencies 

NEWSLETTER 
December 8, 1986 

Home and Co11111unity-Based Services Waiver for Blind or 
Disabled Children and Adults (Medicaid's Model Waivers) 

Immediately 

BACKGROUND: The New Jersey Medicaid Program has implemented three separate 
Home and Community-Based Services Waivers for Blind or Disabled 

Children and Adults. These are known as Medicaid's Model Waivers. These 
renewable federal waivers were prepared by the Division of Medical Assistance 
and Health Services in response to the Omnibus Budget Reconciliation Act of 
1981, Section 2176, which encouraged the development of community-based ser­
vices for individuals who are in need of long-term institutional care. The 
purpose of these programs is to help eligible individuals receive appropriate 
health care and remain in the community or return to the community rather than 
be cared for in a long-term care facility or a hospital setting. 

ACTION: These Model Waiver programs serve a maximum of 50 individuals in 
each program or a total of 150 individuals statewide. There are 

no geographic limitati~ns nor limitations on the numbers of individuals who can 
be served in any one county, up to the maximum for each program. 

Model Waiver I became effective September 1, 1983 and was extended by the 
Federal Government for another year as of September 1; 1986. Model Waiver II 
became effective Apri l 1, 1985, and Model Waiver III became effective April 1, 
1986. Renewal applications will be made for all three programs when the 
approval period is exhausted. 

Because of the statewideness of the programs, the smal l number of individuals 
who can be served and the cost restrictions of the programs, inquiries should 
be directed to the Office of Home Care Program in the Division's Central Office 
as the initial step in determining an individual case as applicable for the 
Model Waivers. The telephone number is (609) 588-2620 . 

Eli gi bil ity 

To be eligible for t he Model Waivers, individuals must : 

1. Be blind or disabled children and adults. 

2. Be in need of i nstitutional care and meet, at a minimum, Medicaid's 
nursing home level of care criteria. 



3. Have total income which exceeds the SSI community standard up to the 
institutional CAP, or be ineligible in the community because of SSI 
Deeming Rules*. Model Waiver III, however, may serve individuals who 
are eligible for Medicaid in the community. 

Have resources which do not exceed the limits for Medicaid Only. 

*NOTE: In the Model Waiver programs, the income and resources of parents 
aAd/or spouse are not deemed available to the client in 
determining eligibmty. 

Cost Effectiveness/Requirements 

Each individual's service package must be no more than the cost of 
institutional care, determined at a projected weighted cost of hospital care 
or net average cost of nursing home care as determined by the Division. Each 
individual's case manager monitors the amount of Medicaid services which can 
be provided within the cost limitations of the program. 

Each individual is required to share in the cost of the service package when 
income exceeds maintenance needs, as defined by regulation, including the cost 
of medical and remedial expenses not subject to payment by a third party. 

Services 

The Model Waiver Programs offer all New Jersey Title XIX Medicaid State Plan 
services, plus a new service of case management. Case management is provided 
to adults by those sites providing case management under the Community Care 
Program for the Elderly and Disabl ed (CCPED). Children receive case management 
services from New Jersey State Department of Health Special Child Health 
Services Units. Additionally, Model Waiver III 2.!!.!l also offers private-duty 
nursing services. 

Private-duty nursing services may be provided by the following types of 
agencies: 

Home Health agencies licensed and certified by the New Jersey State 
Department of Health. · , 

Voluntary non-profit homemaker/home health aide agencies approved by 
the New Jersey Division of Medical Assistance and Health Services. 

Private employment agencies licensed by the New Jersey Department of Law 
and Public Safety. 

Temporary help service agencies registered with the New Jersey Department 
of Law and Public Safety. 

In order to assure quality care and to protect the health and welfare of our 
recipients, the DMAHS will contract with the above agencies for private-duty 
nursing. 
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Private-duty nursing may be provided by either registered professional nurses 
(RN) or by licensed practical nurses (LPN) employed by the above-mentioned 
agencies. All nurses must hold current licenses as defined in the New Jersey 
State Nursing Practice Act. Private-duty nursing services will be paid for on 
an hourly negotiated rate, not to exceed the agency's normal charges. 

Private-duty nursing will be limited to sixteen (16) hours per day except as 
follows: 

1. If indicated, for brief post-hospital periods while the caregiver(s) 
adjusts to the new responsibilities of caring for the discharged 
recipient; 

In emergency situations such as the illness of the caregiver when 
private-duty nursing is currently being provided. In these 
situations, more than sixteen hours of nursing care will be given for 
a limited period until other arrangements are made for the safety and 
care of the recipient. 

A decision to provide nursing care longer than sixteen hours will be 
made by the Medicaid District Office Medical Consultant and will be 
provided within the cost limi tations of the program. 

2. There must be a live-in primary caregiver (adult relative or 
significant other adult) who accepts 24-hour responsibility for the 
health and welfare of the recipient in order for the recipient to be 
provided private-duty nursing services under this waiver program. 

Prior Authoriza tion 

1. Under the Mo9el Waiver Programs, the service plan must be prior 
authorized by the Medical Evaluation Team in the Medicaid District 
Office located in the client's county of residence. 

2. A Home Health Agency or Homemaker Agency requesting authorization 
to provide services must use the Request for Home Care Authorization 
or Reauthorization Form (FD-139) which is currently used for both the 
regular home health and personal care assistant services and in the 
Community Care Program for Elderly and Disabled (CCPED). 

3. To request authorization for home health or personal care assistant 
services, the FD-139 is to be completed by the agency, as has been 
current practice. 

4. To request au t horization to provide private-duty nursing services, 
the FD-139 is completed by the agency as illustrated in the attached 
sample. 

Billing Procedures 

1. The Independent Outpatient Health Care Facility Claim (MC-14) form is 
utilized for claiming reimbursement for private-duty nursing services 
provided to Model Waiver clients. The FD-139, which has been 
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2. 

reviewed, completed and signed by the appropriate Medicaid District 
Office, must be attached to the MC-14 which is submitted to: 

The Prudential Insurance Company of America 
Unit X, Medicaid Claim Division II 
P.O. Box 1900 
Millville, NJ 08332 

To expedite processing the MC-14 claims for private-duty nursing 
servi ces~, submit them to the attention of the Section 
Supervisor, Medicaid Cla ims Division II. If necessary, telephone 
contact can be made to (609) 293-2175. 

The following procedure codes are to be used when submitting claims 
for private-duty nursing services: 

Procedure Code 

RN weekday (per hour) Zl710 

LPN weekday II Z1715 

RN weekend/evening/holiday II Z1720 

LPN weekend/even ing/holiday II Z1725 

RN specialty weekday II Z1730 

LPN specialty weekday II Zl735 

RN specialty weekend/evening/holiday II Z1740 

LPN specialty weekend/evening/holiday II Z1745 

Approved rates are in your provider letter; however, when billing 
Prudential for services provided, please indicate your standard 
charge on the MC-14, even though the actual payment may be different. 
You may not charge Medicaid recipients more than you would charge 
other individuals. 

3. A copy of a sample MC-14 illustrating private-duty nursing services 
is attached for your information. 

The Certified Home Health Agency Cost Report (only applicable to licensed 
certified home health agencies) 

1. All costs associated with the provision of private-duty nursing 
services are to be included in the routine Medicare/Medicaid 
cost-reporting mechanism. 

2. Costs associated with private-duty nursing services are to be 
identified as such and included on line 17 of Form HCFA-1728-86 
(6-86) Worksheet A. These costs are reflected as a non-reimbursable 
cost center and are not part of the skilled nursing category because 
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i , 

the services may not be rendered under ~edicare or Medicaid and are 
~ available ,under Model Waiver III. 

3. Because private-duty nursing services are being treated as 
non-reimbursable costs, they are not to be included in Worksheets C 
or D-4. 

This process allows the ~ome Health Agency to: 

1. be reimbursed on a fee-for-service basis for recipients of 
private-duty nursing services; 

2. maintain compliance with Medicare reimtursement principles; and 

3. have all costs associated with skilled nursing services allocated to 
respective payors. 

Any questions regarding this Newsletter should be directed to Carol H. Kurland, 
Administrator, Office of Home Care Programs, at (609) 588-2620. 

Any specific questions regarding completion of tre cost report should be 
directed to the Provider Audit Unit, The Prudential Insurance Company of 
America at (609) 293-2336. 
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PLEASE TYPE OR PRINT Department of Human Services 
Division of Medical Assistance and Health Services 

REQUEST FOR HOME CARE AUTHORIZATION OR REAUTHOR IZATION 
:; :-.,11.: ,.1 Secur1ly Accounl Numot>r z 1. Last Name Firs1Namel2 $ex 3 Age 1-l Adnrm 123 Broad Street 

O 1--_..::S:.:M:..IT.!...'.H.:_ ___ __,~J~a~ne~.-,--L....'...F_1..7~2~Dc:~-.meJ--~-lw,~21r:fe~.--fiN.e:ew~JJJe~r:ssL£e~y__JQwSti!5l!:S~4L_!Jnu.1un1:-:..Lf"l~1n1.;;-.unJ.;1nUil.n ____ ..J 
~ 6. HSP (Medicaid) Case Num oe, 7 Pers0n R TnI1•phone Numt,,, , 9 /11 1.-11(1,11,i Pt,1 ~• r,in ~ N.1nw 111 M I l .-. DO !I le1ephone Nvmber 

~ 0310011937 bfber 6091 499-1234 l.lSBrown John r .. ,,, 1A6r,,QQ0,,~ 499-4422 
OLL ~-===:::;:===========".'""'""L==:......:==..J..:A::;re~a::._:::C~o~de=----------+-~-:::---".'""'""~-".'""'""-~--:"---------t::.:;.r..:.:n~t::.::::::..·_· ".'""'""---------~ 
Z 11 . Provider Identification (Name and address) l 2 Provider l etephone Number I J Pro, ,ap, Numoer 

~ XYZ Care Agency 
14 

6~~rd~r~;r~i:a~~n22 OOQ8ii11111,,1-uN 
w 128 Wood Avenue I cerl1ly this agency h;is determined th€' services desc11bed are nol covered by the Medrcare (Title .= XVII I) Program or I have ver,foed I hat !his pat,enrs benelils tor lhese services have been exhausted. I 
«( Somewhere' New Jersey 08554 WIii not submit any add11tonal billing to M,t11care tor this patoent ... 

a.. Signature. 7i4.lt.,.,,/,J,.. ~ Al 
Designate Type of Program . ::E 15. 

C( 
a: 
C, 
0 
a: 

( ) Home Health Care Services (attach to MC 3C claim form) 

. A (/ 
1 Personal Care Assistant Serv1~s (attach 10 MC 14 claim form1 

A. 
~ ) Cornmun11y Care Services (attach to MC 1 4 claim form) Model 

16. Name ot Last Hosprtalization or Long Term Care F ac11tty 

{if known) 
17. Diagnosis (including surgery and da1e1 

Primary AMYOTROPH IC LATERAL SCLEROSIS 
Secondary __ _ 

z 18. Prognosis (check one): )Good t ) Fair ( X) Poor 

O 19. 

~ 
:E a: 
0 
LL 
z 
.J 

( 

k 

Functional Limitat1ons Continence 

) Contractures (X ) Speech (X ) Bladder incontin. 
) Paralysis ( ) Hearing (X ) Bowel incont,n 
) Amputat ion ( ) Vision ( ) Indwelling catheter 
) Wheelchair bound ( )Other ( ) Colostomy 

} Ass1stive devices 1expla1n): Qp yen ti ] at Qr 
for respiratory assistance. 

at all 

, . .,. 

) Gu a~ed 

( 1 D1so11:t~1e6 
1-2-3 Sp.heres 

( ) Contused .,.< 

I ) Underacttve/Regres 5eg · 

ti111es I Anxious 
( ) Behavior problem 

I Date Adm1t1ed 1oate Discharged 

I Diagnosis Known by 

9( I Pa11en1 t X l Family ( ) Neither 

Act1v11,es Permitted Special Problems 

(. )0.0 .8 ( I Full ( ) Decub1tus ulcer t.,;') B.R P ( ) Part 
.• ) A~buta1 ,on ( ) None 

( ~l:!-~f, 
#-~,.· i,:, 

~ . ' .. 
.-:'r jJ, Regu lar ( I Special (specify) 

( ) Skin Problem 
( ) Allergy 
( ) Other (specify) 

c..,_ __________________________________ -e!"c----------------------1 
U 20. Social Information: ~ -

~-~ 
~..;_'. / 

£ Patient seems motivated to ut1t1ze Home Health )( ) Yes 1 ) No Patient's home 1s equipped for his/her care 

0 Family or friends available. w1ll1ng and appropriate to assist X ) Yes t ) No If needed. commun11y resources are available 

) Yes f 

) Yes ( 
I No 

l No 

z 

~ 

x Explanation of above and/or addit ional informa11on· ____________________ --:: __________________________ _ 

C £~ c,...,_ _________________________________ """!!"!"----:.,.-------------------------1 
z 21 . Goals : ( ) Rehab ilitation ( X ) Maintenance ( X) Preventive f.J V 
;; :! , ! ~ ~ s .. .. ~, di 
z Time Required : OQ-gOj Qg Discharge Plan __________ -_, ___ ~..,r,_-.·_•_•. _._.•·_.: ·_--,•-:_J"'-i:_~ ___________________ _ 
;[ Plan of Treatment (Medical Orders - Drugs, Treatment Diel . etc .) _______________ .. _·_·_..,-- ~,... _ _.. .. _.◄ __ ._>.,..~-_.: __ .,._.,_, __________________ _ 
(.) ·,/ /.1' .. ,V' 

Q 
w 
:I Nursing Components : -~ <}· · __ .;;_,_ . 

( X ) Administer medications X } Instruction ( X ) AOL ( ) Fo llow-up of SP~.~ lh"'~v 

( } Treatments x( ) Personal Care ( X ) ROM ( X l B and B Retra1 nll'lg 
( X ) Observation/Supervision ) Restora11ve care ( ) Ambulation ( ) Transfer techniques 

I Other (specify). 

Special Therapies (Q.T .. P.T .. S.T.)-Atlach goals and ttme period to achieve same/progress notes as necessary --------,-.----
1
...--------------

Social Service: 

22. Request Information: Starting date: --5'"''-l-'~g~e-------------- Ending date· _..,1..,0J./.../ ... 3.,,_l..,_/..,,8.u6..._ ___ ... ______________ _ 
~ Specify services/visits required: No. Vl~ltst'No. Hours ChargH/Fee; Per Vl1lt/Per Hr. 5 Skilled Nursing Care, RN 

::E Home Heallh Aide 

a: 
0 
LI. 
z 
... 
en 
w 
:::, 
0 
w 
a: 

Homemaker 

Physical Therapy 

Speech-Language Therapy 

Occupattonat Therapy 

Respite (CCPEDl 

Medical ~c1al Serv ice 

, 
z 0 23. Authorizatton lnforma toon · 

~ 
N a: 
0 
t: 

Authorizat ion From 

Home Health Care Services 

Personal Care AssJstant Services 

Community Care Program Services 

Medical Consultant : 

FD-139 trev. 6/84) 

No. Vi1lt1/Hrs . Charge1/FH; Per Visit/Per Hr. 

Initial Evaluat ion. RN . (CC PE Dl 

Personal CarE· Asst 

Suppties-Me<11cal/Surg1cal 

Equipment 

Other {1denlit1 \ PnN- RN 7'? hr/wk C.22. 00/hr 
FOR DtVISON USE ONLY 

" SIGNATURE, AGENCY REQUESTI NG SERVICES DATE 

FOR DIVISION USE ONLY 
) Authorizatton granted ) Authoriza'.1on denied . letter att,iched l Au1hor1za11on granted as amended aoove 

l Acule ) Chronic 

jSW II 

Medicaid 81344 Ed. 6/84 

FISCAL AGENT COPY 



(_, 

STATE OF NEW JERSEY 

Department of Human Services 

Division of Medical Assistance and Health Services 
INDEPENDENT OUTPATIENT HEALTH FACILITY 

1. Patient's Last Name First Name 

SMITH 
" 3. HSP (Medicaid) Case No. 

Jane 
4. Patient 
Person No. 

5. Age 6. Sex 

q 3 I 1 I Oj O jl I l I 9 I 31 7 0 j 1 72 ~:=ale 
□ >[iJ 

7 . Ol'JehHealth lns14ronce e~lLi!ility Coverage? Yes O No O I w en aoo 1, cao e ...__--t 
I f es, attach f:dpy of Decline otice or Explanation of Pa,.tq'ent f~m Carrier 
No Fault Auto Coverage? Yes U No~ 

8. Was this service performed as a result of an EPSDT Program Referral? 

Yes O No~ 

9. PROVIDER OF SERVICE INFORMATION 

Telephone Number 

Please Print 08 
2. Patient's Street Address 

123 Broad Street 
Sta to Zip Code 

Somewhere, New Jersey 08554 
10. Was Patient's Illness or Injury connected with employment? 

If Yes. give Name and Address of Employer here 

{when applicable) 
Did ini urv result from automobile accident? 

11. Prior Authorization Number 

12. PRIOR AUTHORIZATION - FOR DIVISION USE ONLY 

(609) 499-7422 I 
Name and Address 

Medicaid Provider Number 
(enter only when not printed below) 

000800000PDN .,-~. ---------------

XYZ Care Agency 
128 Wood Avenue 
Somewhere, New Jersey 

13. REPORT OF SERVICES 

A. 
Dates of 
Service 

1986 

5/1-5/4 

5/5-5/11 

B. 
Procedure & Modifier 

Codes 

Zl710 

21710 

08554 

c. 
Nature of Illness 

or injury 
Requiring Services 

ALS 

II 

AV,THORIZING SIG~'tU~E 
1 

· .:~·~ 

Date 

6/1/86 
'(! .... ,, ~ ... *** Place service 

is provided. . , .. 
/ _;:, 

D. ,· .. , :-, :, ' {,' 
Fully de5er1be surgical or medical proced~r~ other services. 
or supplies furnished for each date listed 

Private Dutv NursinQ RN-32 hrs. 

II -72 hrs. 

E.*** 
Check 

if Family 
Planning 

2 

2 

F. 
Charge 

i 
704.00 I 

1584.00 

Note: 
i 

If cons~cutive dates fall on two separate m9nths, enter on twc, separate lines i 

14. Referring Practitioner's Name 

$2,288.00 
Leave Blank 16. Operating Practitioner's Na11'1e.~- ; 

Individual Medicaid Practitioner Number 

15. Attending Practitioner's Name 
Leave Blank 

Individual Medicaid Practitioner Number 

Leave Blank 16a. Physician Case Manager 

Leave Blank 
- ✓ 

Individual Medicaid Practitioner Number Individual Medicaid Practitioner 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 me to release to the Division of Medical Assistance 
and Health ~rvices or its authorized Agents any information needed for this or a related claim. 
Have client/family sign f i rst billing fonn with client's name or "John Smith for Jane Smith"; 
keep copy on file. For subsquent claims, write "Signature on file". 

Signature (Patient or authorized representati ve) Date Signed 

18· 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 in formation for such services as the State Agency may request, and that the NrvicN 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 ful without additional charge to the r:-tient or to others on hil behalf. I aJ10 cer1ffy that the services 
have been furnished in full compliance with the non-discrimination requirements of Title VI of the ~ederal Civil Righta Act and Section 504 of the Rehabilitation Act of 1973. 
I understand that payment and satisfaction of this claim will be from Federal and State funds and that any false claims. statementa, or documents, or concealment of a 
material fact. may be prosecuted under applicable Federal or State laws, or both . 

Attach FD-139 to each claim submitted up to ending date of authorization period. 

~1~ Provider Signature 6/1/86 6/1/86 
8il l1 ng Date Mo / Day / Yr. 

FOR PAYMENT MAIL TO : The Prudential Insurance Co. of America-P.O. Box 1900-Millville, N.J. 08332 
MC-14 C2 (9-85) 

FISCAL AGENT'S COPY - PART 1 ME 01 CAI O 32939 ED 9-85 



StJtl' of Nl'W frrscy 
Dq,artment of Human Sl·rviL'l''-

Oivision of Medical AssisL..1ncL' and Hl·Jltll SL'f\ il'l''-

NEWSLETTER 

TO: 

SUBJECT: 

Independent Clinics 

Mental Health Services 
FEE INCREASE 

December 22, 1986 

As a result of an appropriation by the New Jersey legislature (L. 1986, 
c.41), listed below are fee increases for several mental health services 
provided by Independent Clinic providers. 

The fee increases for the following HCPCS codes are effective for claims 
processed on or after November 17, 1986: 

HCPCS CODE MAXIMUM FEE ALLOWANCE 

90843 ZI $ 13.00 

90844 ZI 26.00 

90847 ZI 26.00 

90847 ZI 22* 32.00 

90801 ZI 45.00 

Z0130 25.00/hr. 

90887 ZI 13.00 

The above codes relate respectively to individual psychotherapy (25 minute 
session), individual psychotherapy (50 minute session), family therapy (50 
minutes), family therapy (80 minutes), initial comprehensive psychiatric 
evaluation, psychological testing, and family conference. 

The fee increases for the following HCPCS codes are effective for claims 
processed on or after December 1, 1986: 

HCPCS CODE 

Z0170 

Z0180 

MAXIMUM FEE ALLOWANCE 

$ 23.00 

38.50 

The above codes relate respectively to partial care (1/2 day) and partial 
care (full day). 

Any questions concerning this Newsletter should be referred to the Mental 
Health Services Unit at (609) 588-2719. 

*Previously released as 90847 22 ZI. 



Stat1.• o f Nl.'v. frr s1.·~ 
Dl'partml'nt of Human S1.·n·i,.- l' '-

Division of ~kdi l'. al Ass ista,11.:1.· and Hl• ,tlth S1.• I"\ il.'1.'s 

TO: 

SUBJECT: 

NEWSLETTER 

·January 5, 1987 

All Dentists and Independent Dental Clinics 

Relocation of Bureau of Dental Services 

On December ·18, 1986, the Bureau of Denta l Services, including the Dental 
Claims Review Unit, relocated to: 

Building #12 
Quakerbridge Plaza 
Quakerbridge Road 
Trenton, New Jersey 08619 

All claims for prior authorization, except Orthodontic Claims, should be 
addressed as follows: 

Dental Claims Review Unit 
CN-713 
Trenton, New Jersey 08625 

NEW TELEPHONE NUMBER: 609-588-7143 

Orthodontic claims requiring prior authorization and correspondence 
and/or claims for the Chief of the Bureau of Dental Services and 
immediate staff should be addressed to: 

Bureau of Dental Services 
CN-713 
Trenton, New Jersey 08625 

NEW TELEPHONE NUMBER: 609-588-7136 



Statl' of Nl.'w frrsl'y 
Dl.'partmcnt of Human Sl·rvil·l·, 

Division of Mcllil:al Assistanl'l' and lkJlth Sa\'il' l'S 

NEWSLETTER 

TO: 

SUBJECT: 

January 19, 1987 

All Physicians, Independent Clinics and 
*(Chief Executive Officers - Hospitals: For Informational 
Purposes Only) 

Revised Procedure Description of Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) Code W9820 

BACKGROUND: The New Jersey Medicaid Program revised certain statements 
presently found in the narrative of EPSDT Code W9820. The 

significant change relates to the mandating of lead screening, hemoglobin 
evaluations and urinalysis. Other appropriate screening procedures are to be 
performed if medically necessary. 

* Please note EPSDT Code W9820 is not reimbursable in a hospital setting. 
This Newsletter is sent for informational purposes only. 

HCPCS 
CODE 

W9820 

MAXIMUM FEE ALLOWANCE 
DESCRIPTION ~ $ NS 

Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) 
through age 20 

1. Complete initial or interval history 

2. Developmental Assessment 

3. Complete unclothed physical examina­
tion by a physician or a nurse 
practitioner under the personal 
supervision of a physician, to in­
clude: 

(a) measurements: head circumference 
to 25 months, blood pressure from 
age 3 and older, height and weight 

(b) vision and hearing screening 
(c) nutritional assessment 

23.00 

4. Assessment of immunizations and adminis­
tration of immunizations (See appropriate 
procedure codes for immunizations and reim­
bursement.) 

18.00 



HCPCS 
CODE 

MAXIMUM FEE ALLOWANCE 
DESCRIPTION 

5. Referral for further diagnosis and 
treatment or follow-up of all 
correctable abnormalities 
uncovered or suspected 

6. Referral to a dentist for children 
age 3 and older 

7. Appropriate laboratory procedures 
performed or referred: 

(a) Hemoglobin/hematocrit three 
times: 6-8 months, 2-3 or 4-6 
years and 10-12 years 

(b) Urinalysis a minimum of two times: 
18-24 months and 13-15 years 

(c) Tuberculin three times: 9-12 
months, 4-6 years and 10-12 or 
13-15 years 

(d) Lead screening (EP test) beginning 
between 9-12 months and then 
annually up to 6 years of age 

(e) Other appropriate screening pro-
cedures, if medically necessary 

Medical records should substantiate 

~ $ NS 

the above services and should document 
signi ficant positive and negative find­
ings. It is recommended that consultation 
and discussion with the patient or family 
regarding findings be an integral part of 
every examination. 

NOTE: Laboratory procedures performed 
by a physician for his/her patients in 
his/her office are reimbursable to the 
physician. If performed by outside 
independent laboratories, the laboratory 
must submit the claim. Blood sample for 
lead screening test should be sent to 
the State Department of Health 

NOTE: Procedure code W9820 can be used 
only once for the same patient during 
any 12 month period by the same 
physician, group, shared health care 
facility, or practitioners sharing a 
common record. This code will 
automatically be downgraded in payment 
to a follow-up preventive health care 
visit if used following an annual 
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health maintenance examination (90751, 
90752, 90753, 90754, 90761, 90762, and 
90763) within the preceding 12 months by 
the same physician, group, shared health 
care facility or practit ioners sharing a 
common record. 
Reimbursement for code W9820 is contingen t 
upon the submission of both a completed 
MC-19 form and the 1500-NJ claim form 
(Ph sician) or MC-14 cl aim form 
Inde endent C inic within 30 days of the 

date of service. 

In the absence of a completed MC-19 form, 
reimbursement wi ll be reduced to the level 
of an annual health maintenance 
examination, i.e., $22.00-$17.00 

Please note that the description for the code above replaces t he one which 
appea rs in Subchapter 4 (HCPCS CODES FOR PHYSICIAN SERVICES) in Appendi x A: 
Medici ne/? or in Subchapter 3 (HCPCS CODES FOR INDEPENDENT CL INIC SERVICES) 
in Appendix A/1. 

If you have any questions regarding this newsletter, please contact Danu t a 
Buzdygan, M.D., Pediatric Consultant, Division of Medical Assistance and 
Health Services at (609) 588-2718. 
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\ , ,l1illll' P- SU 

TO: 

S t J I l' of ]\; l' " J l.' rsc ~ 
Dl·p..irtment of Hum..111 Sl·rvil'1.', 

Di\ ision of ~kdical Assista111..·l· and lkJlth Sl'f\' il'1.'s 

NE~1SLETTER 
March 2, 1987 

Dentists, Independent Dental Clinics, 
and Chief Executive Officers - Hospitals 

SUBJECT: HCFA Common Procedure Coding System (HCPCS) - - - - -
EFFECTIVE: Apri 1 1, 1987 

Providers of dental services were notified (Medicare/Medicaid Bulletin (P-417) 
dated March 29, 1985) that the New Jersey Medicaid Program would convert to the 
Health Care Financing Administration's Common Procedure Coding System (HCPCS). 
To ensure a smooth transition period, it was necessary to delay-implementation 
until April 1, 1987. All claims submitted on or after April 1, 1987, must 
include applicable HCPCS codes. 

Attached is a new Subchapter 3., Ed. 4/87, HCFA COMMON PROCEDURE CODING SYSTEM 
(HCPCS) of the New Jersey Medicaid Dental Services Manual. The provider should 
first read the Table of Contents and Introduction to Subchapter 3. to expedite 
effective use of this subchapter. The Introduction, for example, explains that 
the procedure codes for the dental HCPCS are divided into eleven categories 
such as 11 Diagnostic 11

, "Preventive 11
, 

11 Endodontics 11
, "Oral Surgery", etc., and 

that the eleven categories are each assigned a specific series of codes. 
Another aid for the provider is an index arranged according to the dental 
procedure. 

The listing of HCPCS codes begins on page Dental/1. The listing is divided 
into columns under the headings: 11 IND 11

, 
11 HCPCS CODES 11

, 
11 MOD" , "PROCEDURE 

DESCRIPTION" and "MAXIMUM FEE ALLOWANCE": 

1. IND - (Indicator) - Lists symbols used to refer provider to 
information concerning the New Jersey Medicaid Program's 
qualifications and requirements when a procedure or service 
code is used. 

2. HCPCS CODES - Lists the HCPCS procedure code numbers . 

3. MOD - (Modifier) - Lists alphabetic or numeric cha racters. 
Services and procedures may be modified under ce rtain 
circumstances. When applicable, the modifying circumstance 
is identified by the addition of alphabetic or numefic 
characters at the end of the code. 

4. PROCEDURE DESCRIPTION - Lists the code narrative. 

5. MAXIMUM FEE ALLOWANCE - Lists the New Jersey Medicaid Program's 
maximum reimbursement schedule for ~pecialist and ~on-~pecialist. 

There is no change in the New Jersey Medicaid Program's rei mbu rsement schedule 
for dental services; however, since code numbers, narratives, qualifications 
to codes and reimbursement are presented in a different format, all the 
material should be read carefully . 



Manual Maintenance: The enclosed material, Subchapter 3., Ed. 4/87, of the 
Dental Services Manual replaces Subchapter 3. (Procedure Codes and Descrip­
tions), Rev. 6/84. All numerical designations in Subchapter 3. conform with 
submission requirements of the New Jersey Administrative Code (N.J.A.C.) to 
facilitate legal reference and cross reference. Chapter II and III of the 
Dental Services Manual will be similarly renumbered when they are revised 
and distributed at a later time. 

Delete the fonlowing Newsletters from your Manual: 

P-349/BC-245 
P-366 
P-369 
P-378/BC-270 
P-393/BC-282 
P-421/BC-311 

January 10, 1983 
October 3, 1983 
November 14, 1983 
January 16, 1984 
June 18,. 1984 
May 28, 1985 

If you have any questions, please contact Archie H. Bell, D.D.S., Chief, 
Bureau of Dental Services, Division of Medical Assistance and Health Services, 
telephone (609) 588-7136. 



HCPCS CffiES FOR DEN'mL SERVICES 10: 56-3 

SUBCHAPrER 3. Health Care Finaocing Administration 
fomnoo R_rocerlure fcrling ~stem (HCPCS) 

CCNI'ENT.3 

10:56-3.1 IN'IRODUCTION PAGE 

(a) Basis for HCPCS....................................... II 

(b) Division of a:rles into eleven services ••....••.••••••• II 

(c) Basic categories arrl assigned code series •..•••••••••• II 

(d) Specific elements of the HCPCS Ccrling System 
which require the attention of the dental provider •..• III 

(e) Alphabetic arrl numeric symbols urrler "IND" arrl 
''MOD", arrl notes uooer ''DESCRIPrION" • • . . • • • • . . • • • • . • • IV 

(f) Policies aril procerlures regarding use of HCPCS........ V 

rnDEX BY DEN'JAL PIITEilJRE •••••••••••••••••••••••••••••••••••••••• INDEX/1 

' 10: 56-3. 2 00100-00999 I. DIAGDsrrc •..•..•........•.•••..•. DEN'Il'\L/1 

10:56-3.3 01000-01999 II. PRE\ENTIW •••••••••••••••••••••••• DEN'mL/5 

10: 56-3. 4 02000-02999 III. ~SI'ORA.TI'\lE •••••••••••••••.••••••• DEN'mL/9 

10:56-3.5 03000-03999 IV. ~o~mcs •.................•... DEN'TI\L/15 

10:56-3.6 04000-04999 v. PERIOOOr-ID CS ••••••.•••••.•.•••••• DEN'IAL/1' 

10: 56-3. 7 05000-05899 VI. PIDSTHOOOr-IDCS, Rfil-UJABLE •••••••• DEN'Il\L/20 

10: 56-3. 8 05900-05999 VII. ~XILLOFACIAL PRa3THE'TICS ••••••••• DEN'Il\L/27 

10: 56-3. 9 06000-06999 VIII. PIDSTHOOONTICS, FIXED •••••••••••• IEN'lAL/27 

10:56-3.10 07000-07999 IX. ORAL SUR:;ERY ••••.••••••••.•.••••• DEN'ffiL/29 

10:56-3.11 08000-08999 X. OR'IHOOONTICS. • • • • • • • . • . • • • • • • • • • • DEN'Il\L/ 41 

10: 56-3 .12 09000-09999 XI. ADJUNCTIVE GENERAL SERVICES. • • • • • DEN'ffiL/ 43 

Ed. 4/87 I 



HCPCS CODES FOR DENTAL SERVICES 10:56-3.1 

SUOCHAPTER 3. HCFA COMMON PRCX:EDURE CODING SYSTEM (HCPCS) 

10:56-3.1 INTIDDUCTION 

(a) The New Jersey Medicaid Program has adopted the Health Care Financing 
Administration's (HCFA) f_amron R_rocedure f_oding §jstem (HCPCS). Dental 
HCPCS follows the American Dental Association's a:x3es on Dental 
Procedures and Nomenclature in order to "identify and categorize dental 
procedures oovered under all types of third party programs. It is 
intended to facilitate the filing and processing of claims, data tabu­
lation, and the oollection of statistics for third party program 
operation."1 The HCFA assigned oodes and rrodifiers may oontain both 
alphabetic and numeric characters. 

(b) The HCR:S cx:x3e listed in this Subchapter are divided into eleven 
sections. 

Section 3.2 - Diagnostic 
Section 3.3 - Preventive 
Section 3.4 - Restorative 
Section 3.5 - Endodontics 
Section 3.6 - Periooontics 
Section 3.7 - Prosthooontics, Rerrovable 
Section 3.8 - Maxillofacial Prosthetics 
Section 3.9 - Prosthodontics, Fixed 
Section 3.10 - Oral Surgery 
Section 3.11 - Orthodontics 
Section 3.12 - Adjunctive General Services 

(c) The basic categories and their assigned code series are as follows: 

Category of Service 

I. 
II. 
III. 
IV. 
v. 
VI. 
VII. 
VIII. 
IX. 
x. 
XI. 

Diagnostic 
Preventive 
Restorative 
Endodontics 
Periodontics 
Prosthodontics, Re:rrovable 
Maxillofacial Prosthetics 
Prosthodontics, Pixed 
Oral Surgery 
Orthodontics 
Adjunctive General Services 

00100-00999 
01000-01999 
02000-02999 
03000-03999 
04000-04999 
05000-05899 
05900-05999 
06000-06999 
07000-07999 
08000-08999 
09000-09999 

Y2000-Y2099 
Y2100-Y2199 
Y2200-Y2299 
Y2300-Y2399 
Y2400-Y2499 
Y2500-Y2599 
Y2600-Y2699 
Y2700-Y2799 
Y2800-Y2899 
Y2900-Y2999 
Y3000-Y3099 

1. Journal of the American Dental Association, Volume 85, October 1972 page 789. 
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{d) Specific elements of the HCK:S Coding System which require the attention 
of the dental provider. 

Ed. 4/87 

The lists of HCK:S code numbers in the eleven separate sections of this 
Subchapter 3. are arranged in tabular form with specific information for 
a code given under columns with titles such as: "IND", "HCR:S CODES", 
"M)I)", "DESCRIPTION", AND "MAXIMUM FEE ALLOWANCE". The information given 
under each column is surrmarized below: 

COLUMN TITLE 

1. IND {Indicator) Lists symbols used to refer provider to information 
concerning the New Jersey ~dicaid Program's qualifications 
and requirements when a procedure or service code is used. 
Explanation of indicators used in this column is given below: 

i. "*" An asterisk {*) denotes those procedures which normally 
require prior authorization in order to be eligible for 
reimbursement under the New Jersey r~dicaid Program. 

ii. "**" A double asterisk {**) denotes those procedures which 
may be treated in an emergency situation when prior 
authorization is not feasible. These procedures must 
receive authorization prior to payrrent. 

iii. "d" The letter (d) denotes those procedures which require 
that a diagnosis be entered in the appropriate item oo the 
Dental Services Claim form (M2-10) in order to be eligible 
for reimbursement. 

2. HCK:S 
CODES 

Lists the HCR:S procedure code numbers. 

3. Mm (~ifier) Lists alphabetic or numeric characters. Services 
and procedures may be rrodified under certain circumstances. 
When applicable, the rrcx:1ifying circumstance is identified 
by the additioo of alphabetic or numeric characters at the 
end of the code. The New Jersey ~dicaid Program's 
recognized nodifier cooes are listed with appropriate pro­
cedure codes in this Subchapter 3. The nodifiers "22" and 
"52" are the copyright 1985, American Medical Association, 
Physicians' Current Procedural Terminology, Fourth F.dition. 
The rrcx:1ifiers with definitions as designated for use in 
the New Jersey ~dicaid Dental Manual are as follows: 

i. 22 - Unusual Services: When the service(s) provided is 
greater than that usually required for the listed 
procedure, it may be identified by adding 
rrodifier "22" to the usual procedure number. A 
report may also be appropriate. 

NOTE: This rrodifier has also been applied when a 

III 
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dental laboratory procedure is used in conjunc­
tion with specified chairside procedures or where 
an adjunctive service is rendered in addition to 
the basic service. 

ii . 52 - Reduced Services: Uriler certain circumstances a 
service or procedure is partially reduced or eli­
minated at the practitioner's election. Under 
these circumstances the service provided can be 
identified by its usual procedure number and the 
addition of the m:x:Hfier "52", signifying that the 
service is reduced. 

iii. YL 

iv. YU 

4. DESCRIPrI CN 

5. MAXIMUM FEE 
ALLCMANCE 

Mandibular - Lower. 

Maxillary - :gpper. 

When it is necessary for the New Jersey Medicaid 
Program to distinguish between services rendered 
in the mandibular arch as opposed to the 
maxillary arch and .the basic codes do not make 
this differentiation, the modifiers "YL" and 
"YU" have been assigned to make this distinction. 

Lists the code narrative. 

Lists the New Jersey Medicaid Program's maximum 
reimbursement schedule for _epecialist and Non­
§_pecialist. 

i. S - Denotes §_pecialist fee. 
ii. NS - Denotes l_!on-_§pecialist fee. 

iii. BR - Denotes 1?,Y B:eport (Individual Consideration 
of Procedure and Fee) • 

This means that additional information 
will be required in order to properly 
evaluate the service and determine an 
appropriate fee. A copy of this report 
must be attached to the Dental Services 
Claim form (M:-10). 

(e) Alphabetic and numeric symbols under "IND" & "MJD" and notes under 
"DESCRIPrION" 

1. These symbols and notes when listed under the "IND", "MJD" and 
"DESCRIPTICN" columns are elements of the HCPCS coding system. They 
assist the dentist in determining the appropriate procedure codes 
to be used, the area to be aJvered, the minimum requirements needed, 
and any additional parameters required for reimbursement purposes. 
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2. These symbols and/or letters and/or notes must not be ignored 
because in certain instances requirements are created in addition 
to the narrative which accompanies the HCPCS code. 'IHE PROVIDER WILL 
THEN BE LIABLE FOR 'IHE ADDITIONAL REQUIREMENTS AND Nar JUST 'IHE 
H~S CODE NARRATIVE. These requirements must be fulfilled in order 
to receive reimbursement. 

3. If there is no identifying symbol or note listed, the HCPCS code 
narrative prevails. 

(f) Policies and procedures regarding use of HCPCS 

Listed below and throughout Subchapter 3. are both some general and 
specific policies of the New Jersey Medicaid Program relevent to HCPCS. 
These are not necessarily complete but may have been paraphrased from 
the complete policies as ootlined in Subchapter 1. (Chapter II, 3/78) 
and Subchapter 2. (Chapter III, 3/78). This has been done so that the 
provider will have ~rtinent information available in conjunction with 
the procedures to be requested and/or delivered. For canplete and spe­
cific policies in addition to those outlined herein, the practitioner 
must consult Subchapters 1. and/or 2. 

1. General Requirements 

i. When requesting authorization or f il ing a claim, the HCPCS 
cedes , including the referenced rrodifiers, must be used in 
conjunction wi t h the narratives in this Subchapter. 

ii. The use of a procedure cooe will he interpreted by the New 
Jersey Medicaid Program as evidence that the dentist 
personally furnished, as a minimum, the service for which it 
stands. 

iii. For purposes of reimbursement, a dentist, dental group, shared 
health care facility or dentists sharing a corranon record are 
considered as a single provider. 

iv. When billing, the provider must enter into the procedure code 
column (Item 15B) of the Dental Services Claim form (M:-10), a 
H~S cooe as listed in this Subchapter. If an appropriate 
cooe cannot be found, leave the procedure ccrle column blank 
and submit a narrative description of the service for authori­
zation and fee assignment. 

v. Date(s) of service(s) rrust be indicated on the Dental Services 
Claim form (M:-10), in the records of a facility when treat­
ment is rendered to one of its residents, and in the prac­
titioner's o.vn record for each service billed. 

Ed. 4/87 V 
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vi. When submitting a claim, the dentist must always use her/his 
usual and custanary fee. The fee designated for the HCPCS pro­
cedure codes represents the New Jersey Medicaid Program's 
maximum reimbursement for the given procedure. 
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INDEX BY DENTAL PRCX:EDURE 

DESCRIPTION PROCEDURE CODE NUMBER 
PAGE 

(DENTAL) 

AI.,'\TEOI.,Ol?I.AS'I'Y ••••••••• • •••••••••••••••• 07320 .. ........................... 32 

AMALGAM RE'STORATION 

Permanent Teeth •••• • •••••••••••••••• 02140 
Primary Teeth ••••••••••••••••••••••• 02110 

ANESTHESIA 

02161 ••••••••••••••••••••• 10 
02131 ..................•.. 9-10 

General . ............................ 09220 .. ........................... 43 
Intravenous Sedation •••••••••••••••• 09240 ••••••••••••••••••••••••••••• 44 
Local (not in conjunction with 

operative or surgical procedure) •• 09210 ••••••••••••••••••••••••••••• 43 
Special General ••••••••••••••••••••• 09220 22 - 09220 52 ••••••••••••••• 44 

APEXIFI<::i!\TION •••••••••••••••••••••••••• 03350 .. .......................... . 16 

APICALLY REPOSITIONING FLAP PRCX:EIX.JRE •• 04272 ••••••••••••••••••••••••••••• 20 

API~ ............................. 03 410 - 03 411 . ...............•... . 17 

With Root Canal ••••••••••••••••••••• 03410 22 - 03411 22 ••••••••••••••• 18 

APPLIANCE, ORI'HODONTIC 

Canprehensive ••••••••••••••••••••••• Y2910 
Harmful Habit ••••••••••••••••••••••• 08210 
Tooth Guidance •••••••••••••••••••••• 08110 

Y2950 ••••••••••••••••••••• 42 
08220 ••••••••••••••••••••• 41 
08120 ..................•.• 41 

AR!l-mOCEN'IES IS • • • • • • • • • • • • • • • • • • • • • • • • • 0 7 8 7 0 . . . . • • • . • . . . • . • • • • • • • • • • • • • • • 3 9 

~ ............................. 07860 ............................. 39 

BIOPSY 

Ilard Tissue ......................... 07285 ............................. 32 
Soft Tissue . ........................ 07286 . ............................ 32 

B~CiiING, DisaJ:LORED 'I'CX)'Il-I •••••••••••• 039 60 ••••••••••••••••••••••••••••• 19 

BRIDGE, FIXED 

Abutments ••••••••••••••••••••••••••• 06720 
Pontics ••••••••••••••••••••••••••••• 06210 
Post+ Core 

06792 ..................... 28-29 
06252 ••••••••••••••••••••• 28 

Cast •• ..••.•••••••.••••••••••.•..• 06970 • ...•...•..•.•••••.•.•••••••• 29 
Prefabricated ••••••••••••••••••••• 06972 ••••••••••••••••••••••••••••• 29 

Recementation ••••••••••••••••••••••• 06930 - 06930 22 •••••••••••••••••• 29 
ReI)c:lirs •• •••••••.••••••••••••••••••• 06980 • ......••.....•••.••.....•..• 29 

INDEX/1 Ed. 4/87 



INDEX BY DEN'm.L PRCCEDURE 

DFSCRIPTIOO PRCCEDURE COOE NUMBER 
PAGE 

(DENTAL) 

CANAL PREPARATICN AND FITI'ING OF 
PREFORMED POST • •••••••••••••••••••••• 03950 - 03950 22 ••••••••••••••••••• 18 

CAS'I'S, DIAGNOOTIC •••••••••••••••••••••• 00470. . . . . . . . . . . . • . • . . . . . . . . . . . . . • 5 

CEP~~C FII.M • • • •••••••••••••••••• 00340. . . . . . . . . . . • . . . . . . . . . . . . . . . . . 5 

Inc luding Trac i119 ••••••••••••••••••• 00340 22 •••••••••••••••••••••••••• . 5 

COMPLICATIOOS, POST ~!CAL ••••••••••• 09930 ••••••••••••••••••••••••••••• 48 

CCMPOSITE RESTORATIONS ••••••••••••••••• 02330 - 02335 ••••••••••••••••••••• ll 

CO°t'IDYLOC~ ••••• •• •• •••••••••••••••••• 07840 . ................ . . . .......•. 39 

COOSULTATICN, PR()FESSIOOAL ••••••••••••• 09 310 ••••••••••••••••••••••••••••• 44 

CIDWNS 

Bridge Abutments •••• •••••••.••• • •••• 06720 - 06792 ••••••••••••••••••••• 28-29 
Bridge Pontics •• ••• ••••••••••••••••• 06210 - 06252 ••••••••••••••••••••• 28 
Buildup, Including Pins ••••••••••••• 02950 ••••••••••••••••••••••••••••• 14 
Individual •••••••••••• •.• • •••••••••• 02710 - 02792, 02932 •••••••••••••• 12-14 
R.ecernent . .......•... . . .............. 029 20 . ......•...................• . 13 
Stainless Steel ••• •• • • • • •• •• • ••••••• 02930 - 02931 ••••••••••••••••••••• 13 
Temporary (fractured tooth) ••••••• • • 02970 ••••••••••••••••••••••••••••• 14 

CURETm.GE 

Apical . ............ . . ............... 03440 ... ......................... . 18 
Gingival .......... . .. . .............. 04220 ............... ............. . 19 

CYSTS, RENOJAL ••• • •• ••••• • ••••••••••••• 07430 - 07461 22 •••••••••••••••••• 33-34 

DEN'IURES 

Complete .. .. .. . . .. . ................. 05110 05120 ..................... 21 
Compl ete, Irrarediate ••••••••••••••••• 05130 05140 22 •••••••••••••••••• 22 
Parti al, Rerrovable ••••.••••••••••••• 05211 05214 ••••••••••••••••••••• 22-23 
Par t i al, Rerrovable, Immediate 

Tooth Replace~nt •••••••••••••••• Y2505 ••••••••••••••••••••••••••••• 23 

DEN'IURE AnJUS'IMENTS 

Complete Dentures ••••••••••••••••••• 05410 
Partial Dentures •••••••••••••••••••• 05421 

05411 •..••••••••..•••••••• 24 
05422 ..................... 24 

DEN'IURE IDENTIFICATICN ••••••••••••••••• Y2515 YU - Y2515 YL ••••••••••••••• 27 
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DFSCRIPrICN PROCEDURE COOE NUMBER 
PAGE 

(DENTAL) 

DEN'IURE REBASING 

Complete Dentures ••••••••••••••••••• 05710 
Partial Dentures •••••••••••••••••••• 05720 

DEN'IURE RELINING 

Complete Dentures ••••••••••••••••••• 05730 
Partial Dentures •••••••••••••••••••• 05740 

05711 •.......•..•.•.•.••.. 26 
05721 ••••••••••••••••••••• 26 

05731, 
05741, 

05750 
05760 

05751. ••••• 26 
05761 •••••• 26 

DEN'IURE REPAIRS {CCMPLETE & PARI'IAL) ••• 05510 YU - Y2510. · ••••••••••••••••• 24-25 

DFSENSITIZING MEDICAMENTS •••••••••••••• 09910 ••••••••••••••••••••••••••••• 48 

DFSTROCTIOO OF LESICNS BY 
PIIYSICAI., ~00S •••••••••••••••••••• 07 465 . ............................ 34 

DIAGNOSTIC SERVICES 

Biopsy 
Hard Tissue ••••••••••••••••••••• 07285 ••••••••••••••••••••••••••••• 32 
Soft Tissue ..................... 07286 ............................. 32 

casts, Diagnostic ••••••••••••••••••• 00470 ••••••••••••••••••••••••••••• 5 
Examination 

EI?SI:Yr • •••••••••••••••••••••••••• 00110 22.. • • • • • • • • • • • • • • • • • • • • • • • • 2 
E:rnerge11Cy oral •••••••••••••••••• 00130.. • • • • • • • • • • • • • • • • • • • • • • • • • • • 2 
Histopa'tholog ic ••••••••••••••••• 00501. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 
Initial oral •••••••••••••••••••• 00110 ••••••••••••••••••••••••••••• 1 

Orthooootic 
Assessment •••••••••••••••••••••• Y2975 ••••••••••••••••••••••••••••• 42 
Conprehensive ••••••••••••••••••• Y2965 ••••••••••••••••••••••••••••• 42 

Photographs, Diagnostic ••••••••••••• 00471 ••••••••••••••••••••••••••••• 5 
Slides, Diagnostic •••••••••••••••••• 00471 ••••••••••••••••••••••••••••• 5 
Unspecified Diagnostic Procedure •••• 00999 •••••••••••••••••••••••••••••• 5 

DISLOCATICN - REDUCTICN .......••.••..•. 07810 - 07830 ••••••••••••••••••••• 39 

Dm.JC;S OR r-EJICAMENTS • ••••.•••••••••••••• 09630 • •••••••••••••••••••••••••••• 48 

DRUG IIDOCTION, THERAPEUTIC •••••••••••• 09610 ••••••••••••••••••••••••••••• 47 

EPSD'I' ~~TIOO •••••••••••••••••••••• 00110 22.. • • • • • • • • • • • • • • • • • • • • • • • • 2 

~ PROCEDURES (PALLIATIVE) •••••• 09110 ••••••••••••••••••••••••••••• 43 

ENIXDOOTIC SERVICES 

Apexification ••••••••••••••••••••••• 03350 ••••••••••••••••••••••••••••• 16 
Apicoectomy ••••••••••••••••••••••••• 03410 - 03411 ••••••••••••••••••••• 17 

With Root canal ••••••••••••••••• 03410 22 - 03411 22 ••••••••••••••• 18 
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DF.SCRIPTION PR(XE)URE CODE NUMBER 

ENDOOONTIC SERVICES (continued) 

PAGE 
(DENTAL) 

Bleaching, Discolored Tooth ••••••••• 03960 ••••••••••••••••••••••••••••• 19 
Canal Preparation and fitting of 

preformed dowel or pcst •••••••••• 03950 - 03950 22 ••••••••••••••••• • 18 
Curettage, Apical ••••••••••••••••••• 03440 ••••••••••••••••••••••••••••• 18 
Emergency (palliative) •••••••••••••• 09110 ••••••••••••••••••••••••••••• 43 
Hernisection ••••••••• •.•••••••••••••• 03920 ••••••••••••••••••••••••••••• 18 
Pulr,ectany ••••••••••.••••••••••••••• Y2310 ••••••••••••••••••••••••••••• 15 
Pulpotomy, Therapeutic .••••••••••••• 03220 ••••••••••••••••••••••••••••• 15 
Retrograde Filling •••••••••••••••••• 03430 ••••••••••••••••••••••••••••• 18 
Root Anp..ltation ••••••••••••••••••••• 03450 •••••.•••••••••••••••••••••••• 18 
Root Canal Therapy •••••••••••••••••• 03310 - 03330 •••••••••• •• ••••••••• 16 
Unspecified Endodontic Procedure •••• 03999 ••••••••••••••••••• . ••••••••• 19 

EXAMINATION 

EPSI:YI' ••••••••••••••••••••••••••••••• 00110 22. • • • • • • • • • • • • • • • • • • • • • • • • • 2 
Errergency Oral •••••••••••••••••••••• 00130 ••••••••••••••••••••••••••••• 2 
Histopathologic ••• •••••••••••••••••• 00501 ••••••••••••••••••••••••••••• 5 
Initial Oral •••••••••••••••••••••••• 00110 ••••••••••••••••••••••••••••• 1 
Orthodontic 

Assess!l'k=nt ••••••••••••••••••••••• Y2975 ••••••••••••••••••••••• •••••• 42 
Comprehensive •••••••••••••••••••• Y2965 ••••••••••••••••••••••••••••• 42 

EXCISIONS, SURGICAL •••••••••••••••••••• 07410 - 07420 22 •••••••••••••••••• 33 

EXC:S'I'OOIS, ~-•••••••••••••••••••• 07470 ••••••••••••••••••••••••••••• 35 

EXPOSURE, SURGICAL OF TOJ'IH •••••••••••• 07280 - 07281 ••••••••••••••••••••• 32 

EXTRACTICNS 

Uncomplicated 
Root Renoval ••••••••••••••••••••• 07130 - 07130 52 •••••••••••••••••• 30 
Tooth, Single •••••••••••••••••••• 07110 ••••••••••••••••••••••••••••• 30 

Surgical 
Roots, Residual •••••••••••••••••• 07250 ••••••••••••••••••••••••••••• 31 

(Canpletely Covered By Bone) 
Tooth, Single •••••••••••••••••••• 07210 ••••••••••••••••••••••••••••• 31 

Impactions 
Canpletely Bc>ny ••••.••••••••••••• 07240 .............................. 31 
Partial nony ••••••••••••••••••••• 07230 ••••••••••••••••••••••••••••• 31 
Soft Tissue •••••••••••••••••••••• 07220 ••••••••••••••••••••••••••••• 31 

EXTRAORAL RADI(X;RAPHS •••••••••••••••••• 00250 - 00260 •••••••••••••••••••••• 4 

FLUORIDE TOPICAL •••••••.•••.••••••••• 01201 - 01202 52 ••••••••••••••••••• 7 
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DESCRIPTION PRCX:lIDURE O)DE ~"'UMBER 
PAGE 

(DENTAL) 

FOREIGN BODY, REMJVAL •••••••••••••••••• 07530 - 07540 ••••••••••••••••••••• 35 

FRACl'URES 

CCllll}?C)und •••••••••••••••••••••••••••• 07710 
Sirnple ••••••••••.••••••••••••••••••• 07610 

07780 .•........•........•. 37-39 
07680 .................••.. 36-37 

..............•.•...•..•... 07960 . ...•...................•.... 40 

GINGIVF£Ta1Y ••••••••••••••••••••••••••• 04210 - 04211 .........•......•...• 19 

GINGIVOPI.ASTY •••••••••••••••••••••••••• 04210 - 04211 ............•........ 19 

GOLD E"OIL •••••••••••••••••••••••••••••• 02410 - 02430 . ................... . 11 

GRAFrS 

Free Soft Tissue •••••••••••••••••••• 04271 ••••••••••••••••••••••••••••• 20 
Osseous, Multiple Site •••••••••••••• 04262 ••••••••••••••••••••••••••••• 19 
Osseous, Single Site •••••••••••••••• 04261 ••••••••••••••••••••••••••••• 19 
Pedicle Soft Tissue ••••••••••••••••• 04270 ••••••••••••••••••••••••••••• 19 

HABIT APPLIANCP.S, ORI'HOOONI'IC •••••••••• 08210 - 08220 ••••••••••••••••••••• 41 

!1™ISECI'I01 •••••••••••••••••••••••••••• 03920 . ........................... . 18 

HISTOPA'IHOL(:x:;IC EXAMINATION •••••••••••• 00501 ••••••••••••••••••••••••••••• 5 

HOSPITAL vrsrrs ........................ 09420 s2 - 09420 •••••••••••••••••• 45-47 

INCISICN AND DRAINAGE 

Extraoral .. ......................... 07520 .. ........................... 35 
Intraoral ........................... 07510 ................. ............ 35 

INIBCTICN 

Therapeutic Drug •••••••••••••••••••• 09610 ••••••••••••••••••••••••••••• 47 
T.M.J •••• • •••••••••••••••••••••••••• 09610 22 •••••••••••••••••••••••••• 47 

INLAY, GOLD •••••••••••••••••••••••••••• 02510 - 02530 ••••••••••••••••• • ••• ll-12 

INTRAORAL RADIOGRAPHS •••••••••••••••••• 00210 52 - 00210 22, 
00220 - 00230 •••••••••••••••••••••• 3-4 

MAXILLOFACIAL TISSUE DEFECT, REPAIR •••• 07955 ••••••••••••••••••••••••••••• 40 
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INDEX BY DENI'AL PRCCEDURE 

DFSCRIPrION PRCCEDURE CODE NUMBER 
PAGE 

(DEN'mL) 

~ICATIOOS •••••••••••••••••••••••••••• 09630 • ........... .•.......•. ...... 48 

~SECI01.Y' • •••••••••••••• ••••••••••••• 07850 • •••••••••••••••••• •• ••••••• • 39 

OCCLUSAL AnJUSTMENT ........•. ..••...•.. 09951 - 09952 .••... ... •....••..•.. 49 

CCCLUSAL <l.JARDS, PERIOOONTAL ••.•...••.• 09940 - 09940 22 .••....••••..••..• 48 

cx::x::r..usAL RAI) I ()(;RAPH • • • • • • • • • • • • • • • • • • • • 0 0 2 4 0 • • • • • • . • • • • • • • • • • • • • • • • • • • • • • • 4 

~y • ••• • ••••••••••••••••••••••••••••• 02540 . ....... . ................... . 12 

ORAL SURGERY SERVICES 

Alveoloplasty ......•...............• 07320 .••....•...••...•....•••.•... 32 
Arthrocentesis •••••••••••••••••••••• 07870 ••••••••••••••••••••••••••••• 39 
Arthrotany .•.•. ••...........•.....•. 07860 .•.• •.•..•..•••.•.•..•..•• _ ..• 39 
Biopsy 

Hard Tissue •••••••••••••••••••••• 07285 ••••••••••••••••••••••••••••• 32 
Soft Tissue •••••••••••••••••••••• 07286 ••••••••••••••••••••••••••••• 32 

Condylectany .....•.••••••••••••.•••• 07840 .••.......................... 39 
Cysts, Turoc>rs and Neoplasms, 

Renoval •••••••••••••••••• •••••••• 07430 - 07461 22 •••••••••••••••••• 33-34 
Destruction of Lesions, 

By Physical Methods •••••••••••••• 07465 ••••••••••••••••••••••••••••• 34 
Dislocation - Reduction ••••••••••• •• 07810 07830 ••••••••••••••••••••• 39 
Excision, Surgical •••••••••••••••••• 07410 - 07420 22 •••••••••••••••••• 33 
Exostosis, Renoval •••••••••••••••••• 07470 •••••••••• ••• •• •••• •••••••••• 35 
Exposure, Surgical of Tooth ••••••••• 07280 - 07281 ••••••••••••••••••••• 32 
Extractions 

Uncanplicated 
Root Renoval ••••••••••••••••• 07130 - 07130 52 •••••••••••••••••• 30 
Tooth, Single •................ 07110 ......•••.•..•.••.•.•.••••... 30 

Surgical 
Roots, Residual (Completely 

Covered By Bone) •••••••••••• 07250 ••••••••••••••••••••••••••••• 31 
Tooth, Single ••••••••••••••••• 07210 ••••••••••••••••••••••••••••• 31 

Impactions 
Completely Bony ••••••••••••••• 07240 • •••••••••••••••••••••••••••• 31 
Partial Bony •••••••••••••••••• 07230 ••••••••••••••••••••••••••••• 31 
Soft Tissue ••••••••••••••••••• 07220 ••••••••••• •••••••••••••••••• 31 

Foreign Body, Rerroval ••••••••••••••• 07530 
Fracture 

07540 ..................... 35 

Compound •••••••••••••••••••••• 07710 - 07780 ••••••••••••••••••••• 37-39 
Simple •....................•.. 07610 - 07680 .....•...•..••.••.... 36-37 

Frenulectomy ....... ... ...... ........ 07960 .•......•.••........•..•..... 40 
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DESCRIPTION PROCEDURE CODE NUMBER 
PAGE 

(DENTAL) 

ORAL SURGERY SERVICES (continued} 

Incision and Drainage 
Extraoral •••••••••••••••••••••••• 07520 ••••••••••••••••••••••••••••• 35 
Intraoral •••••••••••••••••••••••• 07510 ••••••••••••••••••••••••••••• 35 

Manil_'.Xllation of T.M.J., 
Under Anesthesia ••••••••••••••••• 07830 ••••••••••••••••••••••••••••• 39 

Maxillofacial Tissue Defect, 
Repair . ...••..........•.........• 079 55 . ............................ 40 

Menisectany ••••••••••••••••••••••••• 07850 ••••••••••••••••••••••••••••• 39 
Oroantral Fistula Clasure ••••••••••• 07260 ••••••••••••••••••••••••••••• 31 
Ostectany, Partial •••••••••••••••••• 07480 ••••••••••••••••••••••••••••• 35 
Osteomyelitis, Sequestrectany ••••••• 07550 - 07550 22 •••••••••••••••••• 35 
Osteoplasty, Orthognathic 

I>e f orm.i ti es • ••••••••••••••••••••• 079 40 . ..•...............•..•...... 40 
Re-implantation, Tooth •••••••••••••• 07270 - 07270 22 •••••••••••••••••• 31-32 
Resection, Radical of Mandible •••••• 07490 ••••••••••••••••••••••••••••• 35 
Salivary Gland 

Excision ••••••••••••••••••••••••• 07981 ••••••••••••••••••••••••••••• 40 
Fistula Closure •••••••••••••••••• 07983 ••••••••••••••••••••••••••••• 41 

Sialooochoplasty •••••••••••••••••••• 07982 ••••••••••••••••••••••••••••• 41 
Sialoli thotany ••••• _ ••••••••••••••••• 07980 ••••••••••••••••••••••••••••• 40 
Sinuootorny ................•... . ...•. 07560 ...................•..•...... 35 
Stabilization, Tooth •••••••••••••••• 07270 - 07270 22 •••••••••••••••••• 31-32 
Stent, Surgical ••••••••••••••••••••• 05982 ••••••••••••••••••••••••••••• 27 
Stomatoplasty ••••••••••••••••••••••• 07340 - 07350 ••••••••••••••••••••• 32-33 
Suturing •••••••••••••••••••••••••••• 07910 52 - 07912 •••••••••••••••••• 40 
Torus Palatinus, Renoval •••••••••••• 07470 22 •••••••••••••••••••••••••• 35 
Tracheotany . ........................ 07990 . ............................ 41 
Tum::>rs 

Benign, Excision ••••••••••••••••• 07430 
Malignant, Excision •••••••••••••• 07440 

Unspecified Oral Surgery 

07431 22 •••••••••••••••••• 33 
07441 22 •••••••••••••••••• 33-34 

Procedure ••.•.•....••..••......•. 07999 ..................•.......... 41 
Vestibuloplasty •••••••••••••••••• 07340 - 07350 ••••••••••••••••••••• 32-33 

OROANTRAL FISTUIA CLQSURE ••...•••...... 07260 ............................. 31 

ORTHOOONTIC SERVICES 

Appliances, Orthodontic 
Corrprehensive •••••••••••••••••••• Y2910 
Harmful Habit •••••••••••••••••••• 08210 
Retention •••••••••••••••••••••••• 08110 
Tooth Guidance ••••••••••••••••••• 08110 

INDEX/7 

Y2950 ••••••••••••••••••••• 42 
08220 ••••••••••••••••••••• 41 
08120 ••••••••••••••••••••• 41 
08120 ••••••••••••••••••••• 41 
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DESCRIPI'IOO 

OR'IHODONTIC SERVICES (continued) 

Comprehensive Treatment 

PRCX:EOORE CODE NUMBER 
PAGE 

(DENTAL) 

Adjustrrents •••••••••••••••••••••• Y2920 - Y2950 ••••••••••••••••••••• 42 
Al?J?li an.ces ••••••••••••••••••••••• Y2910 . ••....•••..••••.•..••...•.... 42 

Examination 
ArmOBOlOOnt Systr~m (U!J i.ng 
Handicapping Malocclusion) ••••••• Y2975 ••••••••••••••••••••••••••••• 42 
Canprehensive •••••••••• •••••••••• Y2965 ••••••••••••••••••••••••••••• 42 

Unspecif i ed Orthodontic Treatment ••• 08999 ••••••••••••••••••••••••••••• 43 

OSSEOOS ~RY, PERIOOONTAL ••••••••••• 04260 •••••••••••••••••• ,, ••• ••••••• 19 

OS'IEC101Y', P.AR'I'IAL ••••••••••••••••••••• 07 480 • ••.•••••••.••••••••••••••••• 35 

OSTECMYELITIS, SE~'I'REC'I01Y •••••••••• 07550 - 07550 22 •••••••••••••••••• 35 

OSTEOPLASTY, ORrHcx;NATHIC DEFORMITIES •• 07940 ••••••••••••••••••••••••••••• 40 

PALLIATIVE TREATMENT, EMERGENCY •••••••• 09110 ••••••••••••••••••••••••••••• 43 

P.ANORAm'C AADI<:x:iRA.I>H ••••••••••••••••••• 00330. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 5 

PERIOOONTAL APPLIANCES - SPECIAL ••••••• 09940 - 09940 22 •••••••••••••••••• 48 

PERIOOONTAL SERVICES 

Apicall y RefX)Stioning Flap 
Procedure •••••••••••••••••••••••• 04272 ••••••••••••••••••••••••••••• 20 

Curettage, Gingival ••••••••••••••••• 04220 ••••••••••••••••••••••••••••• 19 
Gingivectomy •••••••••••••••••••••••• 04210 04211 ••••••••••••••••••••• 19 
Gingivoplasty ••••••••••••••••••••••• 04210 - 04211 ••••••••••••••••••••• 19 
Grafts 

Free Soft Tissue ••••••••••••••••• 04271 ••••••••••••••••••••••••••••• 20 
Osseous, Single Site ••••••••••••• 04261 ••••••••••••••••••••••••••••• 19 
Osseous, Multiple Sites •••••••••• 04262 ••••••••••••••••••••••••••••• 19 

Pedicle Soft Tissue ••••••••••••••••• 04270 ••••••••••••••••••••••••••••• 19 
Occlusal Adjustment ••••••••••••••••• 09951 - 09952 ••••••••••••••••••••• 49 
Occlusal Guards ••••••••••••••••••••• 09940 - 09940 22 •••••••••••••••••• 48 
Osseous Surgery •••••••••••••• ••••••• 04260 ••••••••••••••••••••••••••••• 19 
Periodontal Appliance - Special ••••• 09940 09940 22 •••••••••••••••••• 48 
Scaling & Root Planing •••••••••••••• 04340 04341 ••••••••••••••••••••• 20 
Splinting, Provisional •••••••••••.•• 04320 04321 ...................... 20 
Unspecified Periodontal Services •••• 04999 ••••••••••••••••••••••••••••• 20 

PHaroGRAPHS, DIAGNOSTIC •••••••••••••••• 00471... • • • • • • • • • • • • • • • • • • • • • • • • • • 5 
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PAGE 

(DENTAL) 

PIN Im'IENI'IOO •• .•••••••••••••••••••••.• 02951 • •••••••.....•.••..••.•••••• • 14 

PLASTIC CRCMNS 

Laboratory Processed •••••••••••••••• 02710 ••••••••••••••••••••••••••••• 12 
Prefabricated ••••••••••••••••••••••• 02932 ••••••••••••••••••••••••••••• 14 

POST & CORE 

Bridge Retainer (Abutment) 
Cast ••••••••••••••••••••••••••••• 06970 ••••••••.•••••••••••••••••••• 29 
Prefabricated •••••••••••••••••••• 06972 ••••••••••••••••••••••••••••• 29 

Single Unit 
Cast ••••••••••••••••••••••••••••• 02952 ••••••••••••••••••••••••••••• 14 
Prefabricated •••••••••••••••••••• 02954 ••••••••••••••••••••••••••••• 14 

PREFABRICATED RESIN CROWN 
(l?OLY~'IE) •••••••••••••••••••••• 02932 ... ......................... . 14 

PREVENI'I'VE SERVICFS 

Fluoride Topical •••••••••••••••••••• 01201 
Prophylaxis ••••••••••••••••••••••••• 01110 

01202 52 ......•.......••.. 
01120 ••••••••••••••••••••• 

Sealants ... ......................... 01351 .... ........................ . 

7 
6 
7 

PROPHYLAXIS •••••.•.••.•...•.•...•••..•. 01110 - 01120 .................... . 6 

PROSTHOOONTICS 

Fixed 
Abutments (Bridge Retainers) ••••• 06720 
Crowns, Individual ••••••••••••••• 02710 
Pontics •••••••••••••••••••••••••• 06210 

Post+ Core 
Bridge Retainer (Abutment) 

06792 ................•.... 28-29 
02792, 02932 •••••••••••••• 12-14 
06252 ....................• 28 

Cast • ••••••••••••••••••••••••••• 06970 • •.••.••...•.••••••••••.••••• 29 
Prefabricated ...•...•.••••.••••• 06972 ............................. 29 

Single Unit 
Cast •••••••••••••••••••••••••••• 02952 ••••••••••••••••••••••••••••• 14 
Prefabricated ••••••••••••••••••• 02954 ••••••••••••••••••••••••••••• 14 

Recementation 
Crowns, Irrlividual ••••••••••••••• 02920 ••••••••••••••••••••••••••••• 13 
Bridges •••••••••••••••••••••••••• 06930 - 06930 22 •••••••••••••••••• 29 

Repairs ... .......................... 06980 . •...•......................• 29 
Unsi;::,E?C if ioo ......................... 06999 • •••••••••••••••••••••••••••• 29 
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INDEX BY DENTAL PRXEDURE 

DESCRIPTION PRCCEOORE CODE NUMBER 
PAGE 

(DENTAL) 

PRCSTHOOONTICS (continued) 

Renovable Adjustments 
Complete Denture ••••••••••••••••• 05410 
Partial Denture •••••••••••••••••• 05421 

Canplete •••••••••••••••.•••••••••••• 05110 
Comploto Tmmedi.atf\ •••.••.••••.•••••• O'il30 
Identification ••.••••••••••••••••••• Y2515 
Partials Removable •••••••••••••••••• 05211 
Partial, Imrrediate Tooth 

05411 .••.•.....•••..•••.•. 24 
05422 .........•........... 24 
05120 ••••••••••••••••••••• 21 
05140 22 •••••••••••••••••• 22 

YU - Y2515 YL ••••••••••••••• 27 
- 05214 ....•...•..••..•...•. 22-23 

Replacement •• · •••••••••••••••••••• Y2505 ••••••••••••••••••••••••••••• 23 
Rebasing 

Canplete Denture ••••••••••••••••• 05710 05711 •••••••••• . •••••••••• 26 
Partial Denture •••••••••••••••••• 05720 05721 •••••••••• •• ••••••••• 26 

Relining 
Canplete Denture ••••••••••••••••• 05730 - 05731, 05750 - 05751 •••••• 26 
Partial Denture •••••••••••••••••• 05740 - 05741, 05760 - 05761 •••••• 26 

Repairs ••••••••••••••••••••••••••••• 05510 YU - Y2510 •••••••••••••••••• 24-25 
Stent, Surgical ••••••••••••••••••••• 05982 ••••••••••••••••••••• _ •••••••• 27 
Unspecified Removable 

Prosthodontic Procedure •••••••••• 05899 ••••••••••••••••••••••••••••• 27 

Pt.JI..~ • •••••••••••••••••••••••••••• Y2310 • ••••••••••••••••••••••••••• • 15 

Pt.JI.J?CYI01Y', 'I'!IERAPEt:J'I'I C. • • •••••••••••••• 0 3 2 2 0 • • • • • • • • • • • • • • • • • • • • • • • • • ••• • 15 

RADicx;RAPHIC SERVICFS 

Cephalanetric Film •••••••••••••••••• 00340 ••••••••••••••••••••••••••••• 5 
Including Tracing •••••••••••••••• 00340 22 •••••••••••••••••••••••••• 5 

Radiographs 
Complete Series •••••••••••••••••• 00210 52 - 00210 22 ••••••••••••••• 3 
Extraoral •••••••••••••••••••••••• 00250 - 00260 ••••••••••••••••••••• 4 
Intraoral •• ~ ••••••••••••••••••••• 00220 - 00230 ••••••••••••••••••••• 4 
()cclusal . ................ ........ 002 40. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 4 
Panoramic ••••••.••••••••••••••••• 00330 ••••••••••••••••••••••••••••• 5 

Sialography •••••••.•..•.••..•••..••• 00310 ••••••....•.••..•.••••.•••••• 4 
Including Contrast Material •••••• 00310 22 •••••••••••••••••••••• · •••• 4 

RADIOGPAPHS - Q)MJ?LETE SERIES •••••••••• 00210 52 - 00210 22 ••••••••••••••• 3 

REBASING 

Canplete Dentures ••••••••••••••••••• 05710 
Partial Dentures •••••••••••••••••••• 05720 
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INDEX BY DENTAL PROCEDURE 

DESCRIPI'ICN PROCEDURE COOE NUMBER 
PAGE 

(DEN'm.L) 

ROCEMENT 

Bridge, Fixed •••••••••• .••••••••••••• 06930 - 06930 22 •••••••••••••••••• 29 
CrQ\tlll ••••••••••••••••••••••••••••••• 02920 ••••••••••••••••••••••••••••• 13 
Inlay ••••••••••••••••••••••••••••••• 02910 ••••••••••••••••••••••••••••• 13 
Space ~intainer •••••••••••••••••••• 01550 ••• .•••••••••••••••••••••••••• 8 

RELINING 

Complete Dentures ••••••••••••••••••• 05730 
Partial Dentures •••••••••••••••••••• 05740 

REPAIRS 

05731, 
04741, 

05750 
05760 

05751. ••••• 26 
05761. ••••• 26 

Fi~ecl Bridge •.••••••••••••••••••••••• 06980 ••••••••••••••••••••••••••••• 26 
Renovable Prosthetics ••••••••••••••• 05510 YU - Y2510 •••••••••••••••••• 24-25 

RESECTION, RADICAL OF MANDIBLE ••••••••• 07490 ••••••••• ~ ••••••••••••••••••• 35 

RES'IDRATIVE SERVICES 

Amalgam 
Permanent Teeth •••••••••••••••••• 02140 
Primary Teeth •••••••••••••••••••• 02110 

Conposite Resin ••••••••••••••••••••• 02330 
Gold Foil • •••••••••••••••••••••••••• 02410 
Inlay, Gold ••••••••••••••••••••••••• 02510 

.02161 ••••••••••••••••••••• 10 
02131 ••••••••••••••••••••• 9-10 
02335 ••••••••••••••••••••• ll 
02430 ••••••••••••••••••••• ll 
02530 ••••.••••• .••••••••••• ll-12 

C>rllay, Gold •••••••••• ~ •••••••••••••• 02540 ••••.••••••••••••••••••••••••• 12 
Pin Retention ••••••••••••••••••••••• 02951~ •••••••••••••••••••••••••••• 14 
Unspecified Restorat1ve Procedure ••• 02999 ••••••••••••••••••••••••••••• 14 

RE'I"I()(;RADE FIL!JING ••••••••••••••••••••• 03430 ••••••••••••••••••••••••••••• 18 

Iro'I' ~ 'IIIlmAPY ••••••••••••••••••••• 03310 - 03330 ••••••••••••••••••••• 16 

RCXJI' PLANING & SCALING ••. . ........•.•.• 04340 - 04341 ..............•..•... 20 

Iro'I' ~TIOO •••• •••••••••••••••••••• 03450 ••••••••••••••••••••••••••••• 18 

SALIVARY GLAND 

Excision ••• • •••••••••••••••••••••••• 07981 ••••••••••••••••••••••••••••• 40 
Fistula Closure ••••••••••••••••••••• 07983 ••••••••••••.•••••••••••••••• 41 
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INDEX BY DENTAL PRCX:EDURE 

DFSCRIPI'ION PRCX:EDURE CODE NUMBER 
PAGE 

(DENTAL) 

SCALING (Additional to Prophy) ••••••••• Y2105 - Y2105 52 •••••••••••••••••• 6 

SCALING & RCXYr PIANING ••••••••••••••••• 04340 - 04341 ••••••••••••••••••••• 20 

S:EA,I.AN'I'S ••• •••••••••••••••••••••••••••• 01351. . . . . . . . . . . . . . . . . . . . . . . . . . . . . 7 

SEDATION, I'NI'RA'\1ENOUS •••••••••••••••••• 09240 ••••••••••••••••••••••••••••• 44 

SE<:(JESTRECTCM{ FOR OO'I'Ea.1YELITIS ••••••• 07550 - 07550 22 •••••••••••••••••• 35 

S ™-'c:xxx:::Ef OPIAS'I'Y • • • • • • • • • • • • • • • • • • • • • • • 0 7 9 8 2 • • • • · • • • • • • • • • • • • • • • • • • • • • • • • • 41 

SIALc:x:;RA.PI!Y' •••••••••••••••••••••••••••• 00310 . ...........•...... 4 

Including Contrast Material ••••••••• 00310 22 •••••••••••••••••••••••••• 4 

SIALOLI'l'fl0!01Y ••••••••••••••••••••••••• 07980 . ............................ 40 

SI'N(JSO!OIT ••••••••••••••••••••••••••••• 07560 . .•..............•........... 35 

SLIDES, DIAGNOSTIC PHarcx;RAPHS ••••••••• 00471 ••••••••••••••••••••••••••••• 5 

SPAc:E r-11\IN'I'A.INERS •••••••••••••••••••••• 01510 - 01525. • • • • • • • • • • • • • • • • • • • • 8 

SPLINTING, PROVISICNAL ••••••••••••••••• 04320 - 04321 ••••••••••••••••••••• 20 

STABILIZATICN, TCXJI'H ••••••••••••••••••• 04320 04321 •...•...•.•••.•.•..•• 20 

STAINLESS STEEL CRCMN (PREFABRICATED) •• 02930 - 02931 ••••••••••••••••••••• 13 

s~, StJRGICAL •••••••••••••••••••••••• 05982 ............................. 27 

S'1"01ATOPI.J\S'I'Y •••••••••••••••••••••••••• 07340 - 07350 ••••••••••••••••••••• 32-33 

SUTURING ..•...........•............•... 07910 52 - 07912 ••.•..•....••..•.. 40 

TEMPORARY CROWN (FRACI'URED 'IOOllI) •••••• 02970 ••••••••••••••••••••••••••••• 14 

TEMPORO-MANDIBUIAR JOINT 

Injection of muscles of 
mastication ••••••••••••••••••••••• 09610 22 •••••••••••••••••••••••••• 47 

Manipulation under anesthesia ••••••• 07830 •••••••••••••••••• ~ •••••••••• 39 

TOOI'H GUIDANCE APPLIANCFS •••••••••••••• 08110 - 08120 ••••••••••••••••••••• 41 

TCOTH PRCX:FSSED 'ID AFCH BAR (WIRE) ••••• Y2115 ••••••••••••••••••••••••••••• 8 
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INDEX BY DENTAL PRCCEDURE 

DFSCRIPI'ION PRCCEDURE CX)DE NUMBER 
PAGE 

(DENTAL) 

TORUS PAIJ\TINUS, REMJVAL ••••••••••••••• 07470 22 •••••••••••••••••••••••••• 35 

TRA.CI-IBOI'Cl-1Y' • ••••••••••••••••••••••••••• 07990 . ............................ 41 

'I'UIDRS 

Benign, Excision •••••••••••••••••••• 07430 
Malignant, Excision ••••••••••••••••• 07440 

UNSPECIFIED PRCCErORF.S 

07431 22 •••••••••••••••••• 33 
07441 22 •••••••••••••••••• 33-34 

Adjunctive Procedure •••••••••••••••• 09999 ••••••••••••••••••••••••••••• 49 
Bridge Repair, Fixed •••••••••••••••• 06980 ••••••••••••••••••••••••••••• 29 
Diagnostic Procedure •••••••••••••••• 00999 ••••••••••••••••••••••••••••• 5 
Endodontic Procedure •••••••••••••••• 03999 ••••••••••••••••••••••••••••• 19 
Maxillofacial Prosthesis •••••••••••• 05999 ••••••••••••••••••••••••••••• 27 
Oral Surgery Procedure •••••••••••••• 07999 ••••••••••••••••••••••••••••• 41 
Orthodontic Treatrnent ••••••••••••••• 08999 ••••••••••••••••••••••••••••• 43 
Periodontal Services •••••••••••••••• 04999 ••••••••••••••••••••••••••••• 20 
Preventive Procedure •••••••••••••••• Y2125 ••••••••••••••••••••••••••••• 9 
Prosthodontic, Fixed Procedure •••••• 06999 ••••••••••••••••••••••••••••• 29 
Prosthodontic, Renovable Procedure •• 05899 ••••••••••••••••••••••••••••• 27 
Restorative Procedure ••••••••••••••• 02999 ••••••••••••••••••••••••••••• 14 
Service, Unspecified •••••••••••••••• 09999 ••••••••••••••••••••••••••••• 49 

VF.STIBULOPLASTY •••••••••••••••••••••••• 07340 07350 ••••••••••••••••••••• 32-33 

VISITS, PROFESSICNAL ••••••••••••••••••• 09410 - 09420 ••••••••••••••••••••• 45-47 

WOONDS, TRAUMATIC, REPAIR •••••••••••••• 07910 52 - 07910 22 ••••••••••••••• 40 

X-RAYS (See RadiCX3raphs) • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • • 3-4 
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HCPCS CODES FOR DENTAL SERVICES 10:56-3.2 

HCPCS 
IND CODE MOD 

10:56-3.2 00100-00999 

PRCODURE DESCRIPTION 

I. DIAGNOSTIC 

MAXIMUM FEE 
ALI.£MAl'CE 
S $ NS 

(a) Clinical Oral Examination 

00110 

Ed. 4/87 

Initial Oral Examination 

NOTE 1: This is the oode to be used 
for a Comprehensive Clinical Oral 

· Examination of ~icaid recipients, 
ooth Initial and Periodic. 

NOrE 2: This code requires a thorough 
observation of all conditions pre­
sent in the oral cavity and oon­
tiguous structures to include: 

a. Charting of all abnormalities; 
b. Develoµnent of a complete 
treatment plan to be recorded 
in its entirety on the Dental 
Services Claim form (M:-10}. 

NOTE 3. For reimbursement of the 
examination: 

a. A canprehensive clinical oral 
examination shall be limited to 
once every six rronths for those 
patients through age 17, and 
.once every 12 rronths for those 
patients 18 years of age or 
older except as authorized by a 
Dental Consultant of the New 
Jersey Medicaid Program; 

7.00 

b. All items on the Dental Services 
Claim form (l-C-10) must be completed; 

c. If No Other Treatment is Necessary, 
this fact-must be noted on the Dental 
Services Claim form (M:-10} in the 
diagnosis l:ox. The abbreviation "NOIN" 
may be used. 

DEN'mL/1 
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10:56-3.2 

HCPCS 
IND COOE KO 

00110 22 

a 00130 

(b) Radiographs 

HCPCS CODES FOR DEt\1TAL SERVICES 

Ml\XIMJM FEE 
ALLCMANCE 

PIO::EOORE DESCRIPTION S $ NS 

Initial Oral Examination 

NCYIE 1: This cede is only to be used 
for EPSDI' DENTAL EXAMINATIONS 
(FORMERLY CODE 0119) • 

NOIE 2: Reimbursement is contingent 

a. The completed IvC-19D Form 
(Fiscal Agent's Copy) must 
accanpany the Dental Services 
Claim form (l-C-10) when submitted 
to the Fiscal Agent for reimburse­
ment. 

b. For reimbursement, the Dental 
Services Claim form (M:-10) must 
be received by the Fiscal Agent no 
later than 30 days from the date 
of service of that exam. 

c. Failure to attach the M::-19D 
Form to the Dental Services Claim 
form (M:-10) or to meet the timely 
billing requirem~ will result in 
reduction of the reimbursement by 
$1.00. 

Emergency Oral Examination 

a.co 

4.00 

NOI'E: For diagnosis and/or observation 
of a specific complaint - make note of 
diagnosis and/or observation(s) on 
Dental Services Claim form (l-C-10). This 
cede is not reimbursable as an adjunct 
to any reimbursable service except for 
diagnostic radiographs. 

7.00 

3.00 

1. Radiographs should be limited to those normally required 
to make a diagnosis, but must show all areas where treatment 
is anticipated with the exception of soft tissue lesions. 
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HC.OCS CODES FOR DENTAL SERVICES 10:56-3.2 

HCTCS 
Ml\XIMUM FEE 
ALLCMAN:E 

IND COOE MOO PROCEDURE DESCRIP'I'ICN S $ NS 

Ed. 4/87 

The originals of all radiographs ITU.Jst be forwarded to 
the Dental Consultant for evaluation of the treatment 
or treat:Irent request. 

a. For canplete limitations according to age and time, 
see 2.b. below; 

b. As pa.rt of an examination, posterior bitewings and 
single anterior films may be taken as needed; 

c. In an emergency situation, a radiCXJraph(s) may be 
taken at any ti~ in order to establish a diagnosis. 

2. Intraoral Radiographs: (Periapical;'Bitewing/Occlusal) 

a. Indicate number of films in items 13 and 15F of the 
Dental Services Claim form (r£-10); 

b. For a canplete series of radiCXJraphs, limitations 
pertaining to age are found in the first note below 
each code, and the maximum number of radiographs 
reimbursable as a single radiographic study every three 
years without prior authorization is found in the second 
note below each code. 

00210 52 

00210 

00210 22 

Intraoral - Complete Series 
(Including Bitewings) 

NOIE 1: Limited to patients up to 
and including age 6. 

NOTE 2: 8 films. 

Intraoral - Complete Series 
(Including Bitewings} 

NCYIB 1: Limited to patients age 7 
up to and including age 14. 

NO'IB 2: 12 films. 

Intraoral - Complete Series 
(Including Bitewings) 

NOTE 1: Limited to patients age 15 
or older. 

NorE 2: Minimum of 16 films. 

DENTAL/3 
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10: 56-3.2 OCOCS CODES FOR DENTAL SERVICES 

HCOCS 
IND COOE MOO 

00220 

00230 

00240 

PRCX:EDURE DESCRIPI1ION 

Intraoral - Periapical - First Film 

NarE: Or bitewing. 

Intraoral - Periapical - Each 
Additional Film 

Nam 1: Or each additional bitewing. 

Norn 2: Indicate cx,mplete number of 
films (00220 Plus 00230) in items 
13 and 15F. 

Intraoral - Occlusal Film 

NO.I'E 1: Per film (maximum - two 
(2) films) • 

NOIE 2: Indicate number of films in 
item 15F. 

3. Extraoral Rad iographs 

00250 

00260 

00310 

00310 22 

Extraoral, First Film 

NarE 1: Indicate nurrber of views 
in item 15F of the Dental Services 
Claim form (M:-10). 

NCYIE 2: Code to be used for lateral, 
anterioposterior, temporornandibular 
radiographs, etc. (me view). 

Extraoral - Each Additional Film 

NOI'E: Maximum reimbursable - t~ 
(2) additional views. 

Sialography 

Sialography 

NOIE: Includes injection of contrast 
material (filling and/or emptying 
phases). 

DENTAL/4 

MAXIMUM FEE 
ALLCMAOCE 
S $ NS 

2.00 

1.00 

s.oo 

10.00 

s.oo 

15.00 

30.00 

Ed. 4/87 
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s.oo 
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30.00 



HCPCS CODES FOR DENrAL SERVICE'S 

{c) 

HCPCS 
IND CODE mo PROCEDURE DESCRIPTION 

00330 Panoramic Film 

* 00340 Cephalometric Film 

* 00340 22 Cephalometric Film 

Norn: Includes tracing. 

Test and Laboratory Examinations 

* 00470 

* 00471 

d 00501 

d* 00999 

Diagnostic Casts 

Norn: Casts must have bases and be 
trirraned to permit articulation, per 
cast. 

Diagnostic Photographs 

Norn: Or slide, per view. 

Histopathologic Examination 

NOI'E 1: The gross and microscopic 
examination of oral tissues, both 
hard and soft. 

NOI'E 2: Limited to specialists in 
oral pathology, and Oral Diagnosis 
(Pathology) Departments of dental 
schools. 

Unspecified Diagnostic Procedure, 
By Report 

Norn: Complete description of 
procedure and why. 

10:56-3.3 01000-01999 

(a) Dental Prophylaxis 

II • PREVENTIVE 

1. Dental prophylaxis is the rerroval of calculus and stains 
from the supragingival and subgingival surfaces of the teeth 
by scaling and polishing. 

Ed. 4/87 

a. For reimbursement purposes, dental prophylaxis shall 
be limited to once every six months for those patients 

DENI'AL/5 

10:56-3.3 

~IMUM FEE 
. ALLCMANCE 

S $ NS 

10.00 

10.00 

15.00 

11. 50 

1.00 

10.00 

BR 

10.00 

10.00 

15.00 

10.00 

1.00 

BR 



10:56-3.3 HCR::S CODES FOR DENTAL SERVICES 

(b) 

HCR::S 
MAXIMUM FEE 
ALLCMAOCE 

IND CODE mD PRCCEUJRE DESCRIPTION S $ NS 

up to and including age 17 and once every 12 months for 
those patients 18 years of age or older except as author­
ized by a Dental Consultant of the Medicaid Program. 

01110 Prophylaxis - Adult 11.00 

01110 52 

01120 

NCYrE: Patients 16 years of age or 
older, maxillary and mandibular arches. 

Prophylaxis - Adult 

NCYrE 1: Patients 16 years of age or 
older, maxillary or mandibular arch. 

NCYrE 2: Code to be used if patient is 
edentulous in one arch. 

Prophylaxis - Child 

NCYrE: Patients up to and including 
15 years of age, maxillary and 
mandibular arches. 

2. Scaling over and aoove that necessary tmder prophylaxis 
(see cxxJes 01110 and 01110 52 above), the calculus must be 
abnormally heavy and visible to the Dental Consultant on 
radiograph(s). Such s~ling must be authorized. 

5.50 

8.00 

* Y2105 Additional Scaling 11.00 

* Y2105 52 

NCJrE: Patients 16 years of age or 
older, maxillary and mandibular arches. 

Additional Scaling, One Arch 

NOrE 1: Patients 16 years of age or 
older, maxillary or mandibular arch 

NCYI'E 2: Code to be used if patient 
is edentulous in one arch. 

'Ibpical Fluoride Treatment (Office Procedure) 

1. 'Ibpical application of stannous fluoride or acid fluoride 
phosphate - one treatment following a complete prophylaxis 
(fee includes ooth services). 

DENTAL/6 

5.50 

Ed. 4/87 

10.00 

5.00 

7.00 

10.00 

5.00 



HCOCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE MOD P~ DFSCRIPTIQN 

a. Reimbursement for topical fluoride treatment shall be 
limited to once .every six mnths without authorization 
for those patients up to and including age 17, and once 
every 12 months for those patients 18 years of age, up 
to and including 20 years of age. (Not a covered service 
for persons 21 years of age and over). A complete 
prophylaxis must be performed immediately prior to the 
topical fluoride treatment. 

10:56-3.3 

MAXIMUM FEE 
ALLc:MAf.CE 
S $ NS 

01201 'Ibpical Applications of Flooride 14.00 12.00 

01202 

01202 52 

(Including Prophylaxis) - Child 

NOTE: Patients up to and including 
15 years of age, maxillary and 
mandibular arches. 

'Ibpical Application of Fluoride 
(Including Prophylaxis) - Adult 

NOTE: Patients age 16, up to and 
including 20 years of age, maxillary 
and mandibular arches. 

'Ibpical Application of Fluoride 
(Including Prophylaxis) - Adult 

NOI'E: Patients age 16, up to and 
including 20 years of age, maxillary 
or mandibular arch. Code to be used 
if patient is edentulous in one arch. 

17.00 

8.50 

(c) Other Preventive Services 

01351 

Ed. 4/87 

Sealant - Per Tcx:>th 

NOI'E 1: Application of sealants is 
limited to a one time application to 
caries free and restoration free first 
and second permanent rrolars as follows: 

a. First rrolars: Sealants are 
reimbursable when applied upon 
eruption at ages six (6) or 
seven (7); 

b. Second rrolars: Sealants are 
reimbursable when applied upon 

DENTAL/7 

7.00 

15.00 

7.50 

6.00 



10:56-3.3 

HCPCS 
IND CODE MJD 

(d) Seace Maintenance 

* 01510 

· * 01510 22 

* 01515 

* 01515 22 

* Y2115 

* 01525 

01550 

Ed. 4/87 

HCPCS CODFS FOR DEN'rAL SERVICES 

PRO:EDURE DFSCRIPTION 

eruption, at ages twelve (12) 
or thirteen (13). 

NOI'E 2: Sealants applied other than as 
detailed above are not reimbursable . 
unless authorized by a Medicaid Dental 
Consultant. A complete explanation of 
the req\!iest must be attached. 

NOI'E 3:. Since the sealants may be 
reimbursed only once for each tooth, 

MAXIMJM FEE 
ALLOWANCE 
S $ NS 

the provider should make certain that 
sealants have not been applied previously. 

(Passive AEEliances) 

Space Maintainer - Fixed - 40.00 35.00 
Unilateral 

NCYI'E: Utilizing band(s). 

Space Maintainer - Fixed - 59.00 51.00 
Unilateral 

NOrE: Utilizing single stainless 
steel crown. 

Space Maintainer - Fixed - 61.00 53.00 
Bilateral 

NOI'E: Lingual or palatal arch 
utilizing bands. 

Space Maintainer - Fixed - 105.00 91.00 
Bilateral 

NCY.IE: Lingual or palatal arch 
utilizing stainless steel crowns. 

Tooth Processed to Arch Bar (Wire) , 6.00 5.00 
Per Tooth 

Space Maintainer - Reroovable - 69.00 60.00 
Bilateral 

Recementation of Space Maintainer 7.00 6.00 

DENTAL/8 



H~S CODES FOR DENTAL SERVICES 

HCOCS 
IND CODE MCD 

* Y2125 

10:56-3.4 02000-02999 

PROCEDURE DFXRIPITCN 

Unspecified Preventive Procedure, 
By Report 

NOI'E: Corrplete description of 
procedure(s) and why. 

II I • RES'IDRATIVE 

(a) Reimburserrent for restorations in deciduous teeth is limited 
to deciduous cuspids and rolars of children up to and including 
age 9 or in deciduoos incisors up to and including age 5, but not 
where exfoliation is imminent. 

1. Exception: Prior authorization by a ~icaid Dental 
Consultant. 

(b) Amalgam Restoratioos (Including Polishing) 

1. Reirnburseroont for a restoration will include treatment of 
pulp exposure, lining or base, restoration, polishing of 
restoration, and local anesthesia or analgesia. 

2. Procedure cx:rle must be selected on the basis of the nunber 
of surfaces restored per individual tooth (not oo the basis 
of individual restorations); therefore, the fee for any 
surface will include ooe or rore restorations en that 
surface. 

3. Chly cne cx:rle is reimbursable per tooth except \.\tlen amalgam 
and resin restorations are placed on the sane tooth. 

4. Reimburseirent for an occlusal restoration includes any 
extensions ooto the occlusal one-third of the buccal or 
lingual surface(s) of the tooth. 

5. Extensions of interproximal fillings into self cleansing 
areas will not be oonsidered as additional surfaces. An 
additional surface will be reimbursable ooly when the buccal 
(facial) or lingual margin extends beyond the proximal 

10:56-3.4 

MAXIMUM FEE 
ALLCMANCE 
S $ NS 

BR BR 

one-third (1/3) of the buccal (facial) and/or lingual surface(s). 

Ed. 4/87 

02110 

02120 

Amalgam - One Surface, Primary 

Amalgam - Two Surfaces, Primary 

DENTAL/9 

9.00 

14.50 

7.50 

13.00 



10:56-3.4 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
M.l\XIMUM FEE 
ALLCMANCE 

IND CODE KD PROCEDURE DESCRIPTION S $ NS 

02130 

02131 

Amalgam - Three Surfaces, Primary 

Amalgam - Four Surfaces, Primary 

Norn: Code to be utilized for 
four or nore surfaces. 

20.00 

25.50 

02140 

02150 

02160 

02161 

Amalgam - One Surface, Permanent 9.00 

Amalgam - Two Surfaces, Permanent 14.50 

Amalgam - Three Surfaces, Permanent 20.00 

Amalgam - Four or More Surfaces, 25. 50 
Permanent 

{c) Silicate Restorations 

Silicate restorations are Nara covered service of the 
New Jersey Medicaid Program. 

{d) Filled or Unfilled Resin Restorations 

1. Filled or unfilled resin filling material is reimbursable 
only when that material is utilized for teeth numbers 4 
through 13 and 20 through 29 and/or C through H and M through 
R in each arch. 

a. Exception: Prior authorization by a Medicaid 
Dental Consultant. 

2. Proximal restorations in anterior teeth are normally 
considered to be single surface restorations. When access 
to a proximal cavity is gained by involvement of a second 
surface, reimbursement will be permitted for only one surface. 
A two (2) or three (3) surface proximal restoration will be 
reimbursed only when the facial and/or lingual margin{s) of 
the restoration extends beyond the proximal one-third (1/3) 
of the facial and/or lingual surface(s). 

3. Extension of proximal fillings into self-cleansing areas 
will not be oonsidered as additional surfaces. 

DENTAL/10 Ed. 4/87 

18.50 

24.00 

7.50 

13.00 

18.50 

24.00 



HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE MJD PRCCEDURE DESCRIPTION 

4. In selecting the code to be submitted Eor an individual 
tooth, please note that only one code is reimbursable per 
tooth except when amalgam and resin restorations are placed 
on the same tooth. 

5. The fee for any surface will include one or more 
restorations oo that surface. 

10 :56-3. 4 

MAXIMUM FEE 
AILOWl\NCE 
S $ NS 

6. Reimbursement for an occlusal restoration includes any 
extensions onto the occlusal one-third of the buccal (facial) 
or lingual surface(s) of the tooth. 

7. Reimbursement for a restoration will include treatment of 
pulp eXI_X)Sure, lining or base, restoration, .r_::olishing of 
restoration, and local anesthesia or analgesia. 

8. Reimbursement will include acid etch where appropr i ate. 

02330 

02331 

02332 

02335 

Resin - One Surface 

Resin - ~ Surfaces 

Resin - Three Surfaces 

Resin - Foor or r-nre Surfaces 
or Involving Incisal Angle 

(e) Gold Foil Restorations 

1. Primarily for use in Dental Colleges. 

* 02410 

* 02420 

* 02430 

(f) Inlay Restorations 

Gold Foil - One Surface 

Gold Foil - T\-x:> Surfaces 

Gold Foil - Three Surfaces 

Nam: Code to be used for three 
or more surfaces. 

1. Primarily for use in Dental Colleges. 

* 02510 Inlay - Metallic - One Surface 

Ed. 4/87 DENTAL/11 

11 .00 

13.00 

25.00 

31.50 

9.00 

18.00 

27.00 

31.00 

10.00 

16.00 

22.00 

28.00 

8.00 

16.00 

24.00 

27.00 



10:56-3.4 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
MAXIMUM FEE 
ALL™ANCE 

IND CODE r.DD PRCCEDURE DESCRIPTION S $ NS 

* 

* 

* 

02520 

02530 

02540 

Inlay - Metallic - Two Surfaces 

Inlay - Metallic - Three Surfaces 

NOIB: Cede to be used for three 
or rrore surfaces. 

Onlay - Metallic - Per Tooth 
(In Addition to Inlay) 

(g) Crowns - Single Restoration Only 

1. Authorization for crowns will be granted only when 
substantial loss of tooth structure exists and condition 
of remaining teeth and supporting tissues justify this 
treatment. 

2. Acrylic or porcelain veneer on metal will be authoriz€d 
only when esthetically necessary. 

3. There is only one fee for each type of crown. Use the 
type of alloy rrost appropriate for the patient's needs. 

4. The Noble Metal Classification System has been adopted 
as a rrore precise met.~oo of reporting various alloys used 
in dentistry. The alloys are defined on the basis of the 
percentage of noble metal content. 

56.00 

75.00 

23. 00 

High 
Noble Noble 

Alloy 

Predominantly 
Base 

Classification Alloy Alloy 

Weight% Au., Pd. and/or 
Pt. > 60% (with 
at least 40% Au) 

Au., Pd. and/or 
Pt. > 25% 

Au., Pd. and/or 
Pt. < 25% 

* 02710 

* 02720 

Crown - Resin (Laboratory) 

Nam: Laboratory processed. 

98.00 

Crown - Resin wi tl1 High Noble Metal 161. 00 

tJOI'E: Acrylic veneer. 

49.00 

65.00 

20.00 

85.00 

140.00 

DENTAL/12 Ed. 4/87 



HCPCS CODES FOR DENTAL SERVICES 10:56-3.4 

HCPCS 
IND CODE IDD 

* 

* 

* 

* 

* 

* 

* 

* 

02721 

02722 

02750 

02751 

02752 

02790 

02791 

02792 

PIU:EDURE DESCRIPrION 

Crown - Resin with Predominately 
Base Metal 

NCYI'E: Acrylic veneer. 

Crown - Resin with Noble Metal 

NOrE: Acrylic veneer. 

MAXIMUM FEE 
ALLOWANCE 
S $ NS 

161. 00 140. 00 

161. 00 140. 00 

Crown - Porcelain Fused to High 201.00 175.00 
Noble Metal 

Crown - Porcelain Fused to 201.00 175.00 
Predominately Base Metal 

Crown - Porcelain Fused to Noble 201.00 175.00 
Metal 

Crown - Full Cast High Noble Metal 161.00 140.00 

Crown - Full Cast Predominately 161.00 140.00 
Base Metal 

Crown - Full Cast Noble Metal 161.00 140.00 

(h) Other Restorative Services 

* 

* 

· :sd. 4/37 

02910 

02920 

02930 

02931 

Recement Inlay 

Recement Crown 

7.00 

7.00 

Prefabricated Stainless Steel ' Crown- 41.00 
Primary Tooth 

NOI'E: Authorized only for deciduous 
teeth. 

Prefabricated Stainless Steel Crown- 41.00 
Permanent Tooth 

NOI'E: Generally authorized only for 
permanent posterior teeth up to and 
including 17 years of age. 

DENTAL/13 

6.00 

6.00 

35.00 

35.00 



10:56-3.4 

HCPCS 
IND CODE IDD 

* 02932 

* 02950 

02951 

* 02952 

* 02954 

* 02970 

* 02999 

HCPCS CODES FOR DENI'AL SERVICFS 

PRCCEOORE DESCRIPTION 

Prefabricated Resin Crown 

NOI'E: E.G., Polycarbonate -
generally authorized only 
for deciduous and permanent 
anterior teeth up to and 
including 15 years of age. 

Crown Buildup Including Any Pins 

Norn 1: And/ or post. 

NOI'E 2: Core of composite or amalgam. 

Pin Retention -- Per Tooth, In 
Addition To Restoration 

NOTE 1: Per pin. 

NCYI'E 2: Maximum reimbursable -
three (3) pins. 

Cast Post And Core In Addition 
To Crown 

NCYI'E: Post and core fabricated (cast) 
and cemented as a separate unit from 
crown. 

Prefabricated Post And Core In 
Addition To Crown 

TeffifX)rary (Fractured Tooth) 

NOI'E: Temporary crown - not 
reimbursable in conjunction with 
any other restorative procedure on 
same tooth. 

Unspecified Restorative Procedure, 
By Report 

DENTAL/14 

MAXIMJM FEE 
AILOWArlCE 
S $ NS 

40.00 35.00 

34.00 30.00 

4.00 3.00 

52.00 45.00 

34.00 30.00 

29.00 2s.-oo 

BR BR 
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HCPCS CODES FOR DENI'AL SERVICES 

HCPCS 
IND CODE mo PRfXEOORE DFSCRIPI'ION 

10:56-3.5 03000-03999 IV. ENOOOONTICS 

(a) Authorization of endodoritic treatment will be at the 
discretion of the Medicaid Dental Consultant, and will be 
influenced by the: 

1. Age and general health of the patient; 

2. Status of the tooth in the arch; and 

3. Condition of 1;.he remaining dentition and supp:::>rting 
structures. 

(b) Pulp Capping - Direct/Indirect 

1. Pulp Capping is no longer a separately covered service 
under t.he Medicaid Program. 

(c) Therapeutic Pulpotorny 

1. A pulrx:,tany will be limited to a deciduous tooth, or a 
permanent tooth with incompletely formed roots. 

d* 03220 

(d) Pulpectomy 

Therapeutic PulfX)torny 
(Excluding Final Restoration) 

1. A pulpectany for deciduous teeth includes extirpation, 
treatment and filling of all the root canal(s) with 
resorbable filling material. Post-operative radi03raph(s) 
must be available. Reimbursable only for deciduous teeth 
with permanent successors. 

a* Y2310 Pulpectomy 
(Excluding Final Restoration) 

(e) Root Canal Therapy (Including Treatment Plan, Clinical 
Procedures, and Follow-Up Care) 

1. The fee for root canal t,.~erapy includes the extirpation, 
treatment (complete filling of all the root canal (s) with 
permanent material), all necessary radi03raphs during 
treatment and fX)St-operatively, and follow-up care (excludes 
final restoration). 

~a. 4/87 DENTAL/15 

10:56-3.5 

MAXIMUM FEE 
ALLO"lANCE 
S $ NS 

15.00 13.00 

17.00 15.00 



10:56-3.5 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE mD PROCEDURE DESCRIPTICN 

2. For emergency endodontic procedures, use CX)(Je 09110. 

d* 03310 

d* 03320 

a* 03330 

a* 033so 

(f) Periapical Services 

One Canal (Excluding Final 
Restoration) 

Na.rE: Cooe to be used for incisors 
and cuspids (permanent) • 

~ Canals (Excluding Final 
Restoration) 

Norn: Cooe to be used for bicuspids 
and all deciduous teeth without 
permanent successors. 

Three Canals (Excluding Final 
Restoration) 

Norn: Cooe to be used for molars 
(permanent) • 

Apexification {Per Treatment Visit) 

NOI'E 1: Treatment may extend over 
a perioo of 6 to 18 months. 

NOI'E 2: Maximum - two (2) visits. 

· 1. Apiooectomy will be considered for authorization and 
reimbursement only if one or more of the following 
conditions exist: 

a. overfilled canal (previously treated tooth); 

b. Canal cannot be filled properly because of 
excessive root curvature or calcification; 

·c. Fractured root tip that cannot be reached 
endodorytically; 

d. Broken instrument in canal; 

e. Perforation of apical third of canal; 

DENTAL/16 

MAXIMJM FEE 
ALLOWANCE 
S $ NS 

103.00 90.00 

132.00 115.00 

172.00 150.00 

31.00 27.00 

Ed. 4/87 



HCOCS COOPS FOR DEN'mL SERVICES · 

HCPCS 
IND COOE MOO PROCEDURE DF.SCRIPI'IOO 

f. Broken root canal filling lying free in periapical 
tissues and acting as an irritant; 

g. Periapical pathology not resolved by previous 
endodontic therapy; 

h. Periapical pathology which will not be resolved 
by endodontic therapy alone; 

i. A post, post and core, or post-crown which cannot 
be renoved. 

2. Apicoectomy should not be ~rformed for convenience. If 
endodontic treatment is necessary, but none of the above 
conditions exist, authorization for the apicoectomy will 
not be granted. 

3. When nore than one apical curettage and/or apicoectany 
is ~rformed through the same cperati ve site, the maximum 
aitOUnt reimbursable by the New Jersey ~dicaid Program 
shall be the arrount specified in this schedule with the 
greater all~nce, plus ooe-half of the anounts specified 
for each of the other procedures. 

4. Retrograde filling(s) will be inserted when necessary in 
conjunction with appropriate endodontic treatment, but not 
in lieu of a properly filled canal. 

5. The fee includes t,ose post-treatment radiograph(s) 
determined necessary by the practitioner and must be 
available to the Medicaid Program upon request. 

10:56-3 . 5 

MAXIMUM FEE 
ALLCMMCE 
S $ NS 

d* 03410 Apicoectomy (Per Tooth) 
First Root 

55.00 48.00 

d* 03411 Apicoectomy (Per Tooth) -
Each Additional Root 

NOI'E: MaxillU.lIYl - two (2) additional 
roots. 

28.00 

(g) Apicoectorny performed in conjunction with endodontic procedure 

1. Single stage nerve extirpation and canal filling. Services 
provided at sa~ visit. 

Ed. 4/87 DENTAL/17 
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10:56-3.5 HCPCS CODES FOR DENTAL SERVICES 

MAXIMUM FEE 
HCPCS ALLCJWCE 

IND CODE MOO PRCXEJURE DESCRIPI'ION s $ NS 

d* 03410 22 Apicoectany/Endooontic Procedure 111.50 98.50 
(Per Tooth) - First Root 

d* 03411 22 Apicoectany/Endodontic Procedure 44.00 36.00 
(Per Tooth) - Each Additional Root 

NOIE: Maximum - t~ (2) additional 
roots. 

* 03430 Retrograde Filling - Per Root 9.00 7.50 

NOIE 1: In addition to apicoectomy. 

Norn 2: Maximum per tooth - three 
(3) roots. 

d* 03440 Apical Curettage 49.00 42.00 

NOIE: Per tooth. 

* 03450 Root Amputation - Per Root 55.00 48.00 

NOI'E 1: Surgical resection of 
entire root(s). 

NOIB 2: Per tooth. 

(h) Other Endodontic Procedures 

* 03920 Hemisection (Including Any Root 
Rem:>val), Not Including P.cx:>t Canal 

55.00 48.00 

Therapy 

* 03950 Canal Preparation and Fitting of 16.00 14.00 
Preformed ~l or Post 

NOIE: Without cementation. 

* 03950 22 canal Preparation and Fitting of 23.00 20.00 
Preformed D:>wel or Post 

NOIE: With cementa tion. 

DENTAL/18 F.d. 4/87 



HCPCS CX>DES FOR DENTAL SERVICES 10:56-3.6 

HCPCS 
MAXIMUM FEE 
ALLCMANCE 

IND CODE IDD PRCCEDURE DESCRIPrION S $ NS 

* 03960 

d* 03999 

10:56-3.6 04000-04999 

Bleaching Discolored Tooth 

NCYrE 1: Limited to non-vital teeth. 

NCYrE 2: Per visit. 

NOI'E 3: Reimbursement limited to two 
(2) visits. 

Unspecified Endodontic Procedure, 
By Report 

V. PERIOOONTICS 

(a) Treatment for periodontics will be authorized on a very 
selective basis. Detailed description, radiographs, and 
periodontal charting are required. Reimbursement will be based 
upon quadrants, a J_X)rtion thereof or the equivalent thereof as 
determined by the Medicaid Dental Consultant. 

(b) Surgical Services (Including Usual Post-operative Services) 

* 

* 

* 

04210 

04211 

04220 

Gingivectany or Gingivoplasty -
Per Quadrant 

Gingivectomy or Gingivoplasty -
Per Tooth 

Gingival Curettage, By Report 

Norn: Per quadrant. 

11.00 

BR 

43.50 

6.00 

22.50 

* 04260 Osseous Surgery (Including Flap 75.00 

* 04261 

* 04262 

* 04270 

Ed. 4/87 

Entry and Closure) - Per Quadrant 

Osseous Graft - Single Site BR 
(Including Flap Entry, Closure, 
and Donor Site) 

Osseous Graft - Multiple Sites BR 
(Including Flap Entry, Closure, 
and Donor Sites) 

Pedicle Soft Tissue Graft Procedure 32.00 

NOIE: Per site. 

DENTAL/19 
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BR 

37.50 

5.50 

19.50 

64.50 

BR 
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10:56-3.7 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
MAXIMUM FEE 
ALLOWANCE 

IND CODE MJD PRCCEDURE DESCRIPTION S $ NS 

* 04271 

* 04272 

Free Soft Tissue Graft Procedure 
{Including Donor Site) 

NOIB: Per site. 

49.00 

Apically Repositioning Flap Procedure 36.00 

NOI'E: Per quadrant. 

(c) Adjunctive Pericrlontal Services 

* 04320 Provisional Splinting - Intracoronal 18.00 

NOI'E: Per tooth. 

* 04321 Provisional Splinting - Extracoronal 11.00 

NOrE 1: Per tooth. 

NOI'E 2: This code may also be used 
for stabilization of traumatized teeth. 

* 04340 Pericrlontal Scaling and Root 102.00 
Planing - :Sntire Mouth 

* 04341 Pericx:1ontal Scaling and Root 25.50 
Planing - Per Quadrant 

* 04999 Unspecified Periodontal Service, 
By Report 

10:56-3.7 05000-05899 VI. PROOTHOIXNrICS (REMJVABLE) 

(a) Dentures, both partial and romplete, may be authorized when 
submitted evidence indicates masticatory deficiencies likely to 
impair the general health of the patient. 

(b) Normally, there must be a three (3) month wait (for healing) 
between the date of the last extraction and initiation of the 
denture(s), partials and/or complete, except immediate denture(s). 

BR 

(c) The fee for partial and complete dentures will include necessary 
adjustments, relines and/or rebases for a six (6) month pericx:1 
following insertion. 

DENT.Z\L/20 &l. 4/87 

42.00 

31.50 

16.00 

10.00 

90.00 

22.50 

BR 



H~ CODF.S FDR DENTAL SERVICES 10:56-3.7 

HC:OCS 
IND COOE MCD PRCX:EDURE DESCRIPTIOO 

MAXIMUM FEE 
ALI..CMAOCE 
S $ NS 

(d) The fee for imnediate dentures will also include the necessary 
adjustments, relines and/or rebases for a six (6) rronth period 
following insertion. 

(e) Partial dentures rcust be described on the Dental Services 
Claim form (r-£-10) indicating material to be used, position of 
clasps, and teeth to be replaced. 

(f) PAYMENT EUR DENTURES WILL BE DENIED UNLESS ALL DENI'AL PRCXEJURES 
IN rom AIOIES ARE CCMPLE'IED BEFORE IMPRESSIOOS ARE rmKEN FOR 
AmHORIZED DENTURES (CGfi?LE'IE AND PARTIAL). 

(g) Denture relining, rebasing (jumping), or repairing are 
reimbursable. No crlditional reimbursercent will be made for 
repair procedures in ccrijuoction with a rebase or reline of 
a denture except for the replaceirent of missing or fractured 
teeth and/or clasp (s) and/or welding, and then only code (s) 
05520, 05620, 05640, and/or Y2510 can be used. 

1. The fee will include all necessary crljustxrents for a 
six (6) rconth perioo following insertion for relining 
and rebasing, and three (3) rconths for repairs. 

(h) The patient's narre must be processed into all dentures 
during the original fabrication or where possible during any 
subsequent processing procedure (repair, rebase, reline, and 
so forth). The Social Security number must also be included 
if space permits. This is MANDA'IDRY and complies both with 
New Jersey ~dicaid regulations in effect since May, 1978 
and the "Denture I.D. Law" which becane effective April 16, 
1984 (N.J .S.A. 45: 6-19.1 et. seq.) • 

(i) Complete Dentures (Including Routine Post Delivery care) 

* 

* 

05110 

05120 

Complete Upper 

NOIE: Maxillary. 

Complete Lower 

NOI'E: Mandibular. 

(j) Immediate Complete Dentures (Including Six (6) t-bnths Post 
Deli very Care) 

Ed. 4/87 DENTAL/21 

197.00 171.00 

202.00 176.00 



10:56-3.7 HePCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE l-t)I) PRCCEDURE DESCRIPI'ION 

1. Reimbursement also includes necessary rebases and/or 
relines, and so forth. 

2. In order to qualify for irrrnediate denture reimbursement, 
the denture must involve the immediate replacement of 
anterior teeth which may include first bicuspids (teeth 
nos. 5 through 12 and 21 through 28 only). Second bicuspids 
and nolars nust not be included arrong the qualifying teeth. 
The date of insertion of a denture and the extractions must 
carry an identical date of service. List tooth code(s) of 
teeth involved. 

* 05130 

* 05130 22 

* 05140 

* 05140 22 

Irranediate Upper 

Norn 1: Maxillary. 

Norn 2: 1 through 4 teeth. 

Immediate Upper 

Norn 1: Maxillary. 

Norn 2: 5 through 8 teeth. 

Irranediate Lower 

Norn 1: Mandibular. 

Norn 2: 1 through 4 teeth. 

Irranediate Lower 

NOI'E 1: Mandibular. 

NCYI'E 2: 5 through 8 teeth. 

(k) Partial Dentures (Including Routine Post Delivery Care) 

1. For additional clasp{s), see Code Y2510. 

* 05211 Upper Partial - Acrylic Base 
(Including Any Conventional 

Clasps and Rests) 

Nam: Includes two (2) cast chrane 
clasps with rests. 

DENI'AL/22 

MAXIMUM FEE 
ALI,a-1ANCE 
S $ NS 

'.15.00 186.00 

239.00 206.00 

220.00 191.00 

244.00 211.00 

161.00 140 . 00 

Ed. 4/87 



HCPCS CODES FOR DENrAL SERVICES 

HCPCS 
IND CODE MJD 

* 05211 52 

P~ DESCRIPTION 

Upper Partial - Acrylic Base -
Without Clasps (Flipper) 

10:56-3.7 

MAXIMUM FEE 
ALLCWANCE 
S $ NS 

86.00 75.00 

* 05212 Lower Partial - Acrylic Base - 161. 00 140. 00 

* 05212 52 

(Including Any Conventional 
Clasps and Rests) 

NOrE: Includes t~ (2) cast 
chrome clasps with rests. 

LCMer ?artial - Acrylic Base -
Without Clasps (Flipper) 

86.00 75.00 

* 05213 Upper Partial - Predominantly Base 
Cast Base with Acrylic Saddles 

213.00 185.00 

(Including any Conventional Clasps 
and Rests) 

NOI'E: Includes t~ (2) cast chrome 
clasps with rests. 

* 05214 La-1er Partial - Predaninantly Base 
Cast Base with Acrylic Saddles 

201. 00 175. 00 

(Including any Conventional Clasps 
and Rests) 

NCYI'E: Includes two (2) cast chrane 
clasps with rests. 

(1) Immediate replacement of anterior teeth in conjunction with 
partial dentures (codes 05211 through 05214 only) in addition to 
denture, maximum six teeth (T~eth #s 6 through 11 and 22 through 
27 only). 

1. Immediate partial dentures also includes necessary rebases 
and/or relines , and so forth. 

* Y2505 Immediate Replacement of Anterior 
Teeth - Per Tooth 

NOrE: List tooth cooe(s) of tooth 
being replaced. 

(m) Adjustments to Dentures - other than dentist providing denture 
or after the required period of post delivery care (for example, 
new dentures, relines, rebases - six (6) months; repairs - three 
(3) months, and so forth). 

Ed. 4/87 DEm'AL/23 

6.00 5.00 



10:56-3.7 HCPCS CODES FOR DENTAL SERVICES 

'Ml\XIMUM FEE 
HCPCS ALLCMANCE 

IND CODE MJD PICCEDURE DESCRIPI'ION 

05410 Adjust Canplete Denture - Upper 

05411 Adjust Canplete Denture - Lower 

05421 Adjust Partial Denture - Upper 

05422 Adjust Partial Denture - Lower 

(n) Repairs to Canplete Dentures - includes adjustments for 
three (3) months. Prior authorization is not normally necessary 
when Medicaid reimbursement for a repair to a denture does not 
exceed $53.00 specialist fee or $48.00 non-specialist fee. 

1. Repair Broken Canplete Denture Base 

a. Includes replacing undamaged teeth on denture. 

s 

7.00 

7.00 

7.00 

7.00 

05510 YU Repair 3roken Canplete Denture Base 34.50 

Nam: Maxillary - Upper. 

05510 YL Repair Broken Canplete Denture Base 34.50 

NOrE: Mandibular - Lower. 

05520 Replace Missing or Broken Teeth -
Complete Denture (Each Tooth) 

Nam 1: Code may be used in addition 
to ccx1es 05510 YU or YL above. 

Nam 2: List tooth codes of teeth 
being replaced. 

(o) Repairs To Partial Denture - includes adjustments for three 
{3) months. Prior authorization is not normally necessary when 
Medicaid reimbursement for a repair to a centure does not exceed 
$53.00 specialist fee or $48.00 non-specialist fee. 

05610 YU 

·05610 YL 

Repair Acrylic Saddle or Base 

MOrE: Maxillary. 

Repair Acrylic Saddle or Base 

Nam: Mandibular. 

5.00 

34.50 

34.50 

$ 

DENTAL/24 Ed. 4/87 

NS 

6.00 

6.00 

6.00 

6.·oo 

30.00 

30.00 

s.oo 

30.00 

30.00 



HCPCS O)DES FOR DENrAL SERVICES 10:56-3.7 

HCPCS 
IND O)DE MJD 

05620 

05630 YU 

05630 YL 

05640 

05650 

05660 YU 

05660 YL 

Y2510 

Ed. 4/87 

MAXIMUM FEE 
ALL<Ji~CE 

P~DURE DESCRIPTION S $ NS 

Repair Cast Framework 

NarE: Welding in addition to repair 
procedure(s), limit tvK> (2) per 
denture. 

Repair or Replace Broken Clasp 

NarE: Maxillary. 

Repair or Replace Broken Clasp 

NOrE: Mandibular. 

Replace Broken Teeth - Per Tooth 

NOI'E: Code 05640 may be used in 
addition to repair procedure(s). 

23.00 

52.50 

52.50 

5.00 

Add Tooth to Existing Partial Denture 46.00 

NOI'E: To replace extracted tooth 
(list tooth code being replaced). 

Add Clasp to Existing Partial Denture 52.50 

NarE: Maxillary. 

Add Clasp to Existing Partial Denture 52.50 

NarE: Mandibular. 

Each Additional Clasp - For Repair 

NOI'E 1: List tooth code being clasped. 

NOrE 2: Code Y2510 may be used in 
addition to repair procedure(s). 

NOI'E 3: Cooe Y2510 may be used for 
additional clasp(s) during initial 
fabrication of partial denture(s), 
maximum t\-vO (2) per denture. 

Dffi'ITAL/2 5 

21.00 

20.00 

48.00 

48.00 

5.00 

40.00 

48.00 

48.00 

18.00 



10:56-3.7 HCPCS CODES FOR DENrAL SERVICES 

HCPCS 
IND CODE M)D PR!rEDURE DESCRIPTION ., 

(p) Denture Rebase Procedures 

(q) 

1. Rebasing is the process of refitting a denture by the 
complete replacement of the denture base material 
without changing the occlusal relationship of the 
teeth. Includes adjustments for six (6) months. 

* 05710 Rebase Complete Upper Denture 

* 05711 Rebase Complete Lower Denture 

* 05720 Rebase Upper Partial Denture 

* 05721 Rebase Lower Partial Denture 

Denture Reline Procedures 

1. Relining is the process of resurfacing the tissue side 
of a denture with new base material to make it fit more 
accurately. 

* 05730 Reline Upper Canplete Denture 
(Chairside) 

* 05731 Reline La.;er Complete Denture 
(Chairside) 

* 05740 Reline Upper Partial Denture 
(Chairside) 

* 05741 Reline Looer ·Partial Denture 
(Chairside) 

* 05750 Reline Upper Canplete Denture 
(Laboratory) 

* 05751 Reline La.;er Canplete Denture 
(Laboratory) 

* 05760 Reline Upper Partial Denture 
{Laboratory) 

* 05761 Reline La.;er Partial Denture 
(Laboratory) 

DEITTAL/26 

MAXIt-lJM FEE 
ALLCMANCE 
s· $ NS 

92.00 80.00 

92.00 80.00 

86.00 75.00 

86.00 75.00 

20.00 17.00 

20.00 17.00 

20.00 17.00 

20.00 17.00 

69.00 60.00 

69.00 60.00 

63.00 55.00 

63.00 55.00 

Ed. 4/87 



HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE M)D PROCEOORE DESCRIPrIOO 

(r) Other Removable Prosthetic Services 

1. Insertion of name and Social Security number of 
recipient into base material of oomplete or partial 
denture during initial fabrication, rebasing, relining 
or repair, per denture. This is required to oomply with 
New Jersey Medicaid regulations in effect since May, 1978 
and the "Denture I.D. Law" which became effective April 16, 
1984. (N.J.S.A. 45:6-19.1 et. seq.) 

Y2515 YU Insertion of Identification into 
Denture - Maxillary - Upper 

Y2515 YL Insertion of Identification into 
Denture - Mandibular - Lower 

* 05899 Unspecified Removable Prosthooontic 
Procedure, By Report 

10:56-3.8 05900-05999 VII. MA.XILLOFACIAL PROSTHETICS 

(a) Treatment Prostheses 

10:56-3.9 

.MAXIr-lJM FEE 
ALLOWANCE 
S $ NS 

4.00 4.00 

4.00 4.00 

BR BR 

** 05982 Surgical Stent 50.00 43.00 

* 05999 Unspecified Maxillofacial Prosthesis, 
By Report 

10:56-3.9 06000-06999 VIII. PROSTHOOONI'ICS, FIXED 

(a) Each Abutment and Each Pontic Constitutes a Unit in a Bridge. 

1. The Noble Metal Classification System has been adopted as 
a rrore precise rrethod of rer;x:>rting various alloys used in 
dentistry. The alloys are defined on the basis of the 
percentage of noble metal content. 

High 
Noble 

Classification Alloy 
Noble 
Alloy 

Predominantly 
Base 
Alloy 

BR 

Weight% Au., Pd. and/or 
Pt. > 60% {with 
at least 40% Au) 

Au., Pd. and/or 
Pt. > 25% 

Au., Pd. and/or 
Pt. < 25% 

Ed. 4/87 DENrAL/27 
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10:56-3.9 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE mo PROCEIXJRE DESCRIPrION 

2. There is only one fee for each type of pantie or crown. 
Use the type of alloy nost appropriate for the patient's 
needs. 

(b) Bridge Panties 

* 06210 Pantie - cast High Noble Metal 

* 06211 Pantie - Cast Predaninantly Base 
Metal 

* 06212 Pantie - Cast Noble Metal 

* 06240 Pantie - Porcelain Fused to High 
Noble Metal 

* 06241 Pantie - Porcelain Fused to 
Predominantly Base Metal 

* 06242 Pantie - Porcelain Fused to Noble 
Metal 

* 06250 Pantie - Resin with High Noble Metal 

* 06251 Pantie - Resin with Predominantly 
Base Metal 

* 06252 Pantie - Resin with Noble Metal 

(c) Bridge Retainers - Crowns 

* 06720 Crown - Resin with High Noble Metal 

* 06721 Crown - Resin with Predominantly 
Base Metal 

* 06722 Crown - Resin with Noble Metal 

* 06750 Crown - ?orcelain Fused to High 
Noble Metal 

* 06751 Crown - Porcelain Fused to 
Predominantly Base Metal 

DENTAL/28 

MAXIMUM FEE 
ALLCMANCE 
S $ NS 

76.00 66.00 

76.00 66.00 

76.00 66.00 

115.00 110.00 

115.00 110.00 

115.00 110.00 

90.00 80.00 

90.00 80.00 

90.00 80.00 

161.00 140.00 

161.00 140.00 

161.00 140. 00 

201.00 175.00 

201.00 175.00 

Ed. 4/87 



HCl?CS (X)DES FOR DENIAL SERVICES 

HCPCS 
IND CODE M)D 

* 06752 

* 06790 

* 06791 

* 06792 

P~ DFSCRIPTIOO 

Crown - Porcelain Fused to Noble 
Metal 

Crown - Full Cast High Noble 
Metal 

Crown - Full Cast Predominantly 
Base Metal 

Crown - Full Cast Noble Metal 

(d) Other Fixed Prosthetic Services 

* 

* 

* 

* 

06930 

06930 22 

06970 

06972 

06980 

06999 

10:56-3.10 07000-07999 

Recement Bridge 

NOI'E 1: One abutment. 

NOI'E 2: Code may be used when 
recementing facing. 

Recement Bridge 

NOI'E: Two or more abutments. 

cast Post and Core in Addition to 
Bridge Retainer 

NOI'E: Post and core fabricated {cast) 
and cemented as a separate unit from 
crown. 

Prefabricated Post and Core in 
Addition to Bridge Retainer 

Bridge Repair, By Report 

Unspecified Fixed Prosthodontic 
Procedure, By Rer:ort 

IX. OPAL SURGERY 

(a) In the event that the oral surgery service to be performed 
is of an emergency nature and prior authorization is normally 
required but not feasible, then the Dental Services Claim form 
(r-C-10) with all necessary- information should be forwarded to 
the Dental Coosultant for authorization after canpletion of the 
service but prior to submission for reimbursement. 

Ed. 4/87 DENI'AL/29 

10:56-3.10 

MAXIM.IM FEE 
ALL™ANCE 
S $ NS 

201.00 175.00 

161.00 140.00 

161. 00 140. 00 

161.00 140.00 

8.00 

14.00 

52.00 

34.00 

BR 

BR 

7.00 

12.00 

45.00 

30.00 

BR 

BR 



10:56-3.10 HCPCS CODES FOR DENI'AL SERVICES 

HCPCS 
Mr\XIMUM FEE 
ALLOOANCE 

IND Q)DE IDD PRCOillURE DESCRIPTION S $ NS 

(b) Exodontia 

1. Reimbursement for dental extraction(s) will include 
local anesthesia, indicated alveoloplasty, and routine 
post-operative care. 

2. Reimbursement will be denied for the following treatment 
rendered without prior authorization: 

a. Extraction of teeth other than those classified as 
non-res tor able; 

b. Extraction of one or rrore teeth which will necessitat 
a dental prosthesis; or 

c. All extractions preparatory to or in conjunction with 
orthodontic care. 

3. Extractions in rrore than one quadrant of the mouth must be 
justified as an emergency procedure. 

(c) Extractions - Includes Local Anesthesia and Routine Post-operative 
Care 

** 

07110 

07130 

07130 52 

Single Tooth 

Root Removal - Exposed Roots 

NOI'E 1: Per tooth. 

NOI'E 2: Root partially imbedded 
in bone. 

Root Rerroval - Exposed Roots 

NOI'E 1: Per tooth. 

NOI'E 2: Root completely located in 
soft tissue. 

(d) Surgical Extractions - Includes Local Anesthesia and Routine 
Post-operative Care 

1. Reimbursement will not be made for extraction of impacted 
teeth which have not been prior authorized. 

DENrAL/30 

10.50 

15.00 

10.50 

F.d. 4/87 

9.00 

13.00 

9.00 



HCPCS CODES FOR DENTAL SERVICES 10:56-3.10 

HCPCS 
MAXIMUM FEE 
ALL~CE 

IND CODE mo PRCCEDURE DESCRIPTICN S $ NS 

2. Authorization will be granted only when conditions ar1s1ng 
fran such impactions warrant their removal. Extraction of 
asymptomatic impacted teeth or those teeth where dental/medical 
necessity cannot be derronstrated will not be authorized or 
accepted for reimbursement. 

3. In order to qualify for a surgical rerroval of a tooth with 
partial or complete bone impaction, the following is required: 

a. Incision of overlying soft tissue; 

b. · Removal of bone; and/ or 

c. Sectioning of tooth. 

** 07210 Surgical Rerroval of Erupted Tooth 
Requiring Elevation of Mucoperiosteal 
Flap and Removal of Bone and/or 
Section of Tooth 

** 07220 Rerroval of Impacted Tooth -
Soft Tissue 

** 07230 Rerroval of Impacted Tooth -
Partially Bony 

** 07240 Rerroval of Impacted Tooth -
Canpletely Bony 

** 07250 Surgical Removal of Residual Tooth 
Roots (Cutting Procedure) 

NOI'E: Canpletely covered by bone. 

(e) Other Surgical Procedures 

** 07260 

** 07270 

Ed. 4/87 

Oroantral Fistula Closure 

NOI'E: Code may also be used for 
antral root recovery. 

Tooth Re-implantation and/or 
Stabilization of Accidentally 
Evulsed or Displaced Tooth and/or 
Alveolus 

DSNTAL/31 

15.00 

21.00 

61.00 

61.00 

30.00 

72.00 

61.00 

13.00 

18.00 

53.00 

53.00 

26.00 

63.00 

53.00 



1,0:56-3.10 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE MJD PRCCEDURE DESCRIPTICN 

** 07270 22 Tooth Re-implantation and/or 
Stabilization of Accidentally 
Evulsed or Displaced Tooth and/or 
Alveolus 

NOI'E: Includes single stage nerve 
extirpati on and canal filling. 

* 07280 Surgical Exposure of Impacted or 
Unerupted Tooth for Orthodontic 
Reason {Including Orthodontic 
Attachments) 

* 07281 Surgical Exposure of Impacted or 
Unerupted Tooth to Aid Eruption 

d 07285 Biopsy of Oral Tissue - Hard 

NOI'E: Independent procedure 
{laboratory must bill separately). 

d 07286 Biopsy of Oral Tissue - Soft 

NOI'E: Independent procedure 
(laboratory must bill separately). 

{f) Alveoloplasty - Surgical Preearation of Ridge for Dentures 

1. Reimbursement will be based u:p:>n quadrants, a portion 
thereof or the equivalent thereof as determined by the 
Medicaid Dental Consultant. 

* 07320 Alveoloplasty Not in Conjunction 
With Extraction - Per Quadrant 

(g) vestibuloelasty - including revision of soft tissues on 
ridges, muscle reattachment, tongue, palate, and other oral 
soft tissues (complete description including size and position 
must be submitted). Reimbursement will be based upon quadrants, 
a rx>rtion thereof or the equivalent thereof as determined by the 
Medicaid Dental Consultant. 

* 07340 Vestibuloplasty - Ridge Extension 
(Secondary Epithelialization) 

Nam: Including management of 
hypertrophied and hyperplastic· 
tissue, Per Quadrant. 

DENTAL/32 

MAXIMJM FEE 
ALLCW\NCE 
s $ NS 

86.00 75.00 

54.00 47.00 

30.00 26.00 

30.00 26.00 

18.00 16.00 

43.50 37.50 

45.00 39.00 

Ed. 4/87 



HCPCS CODES FOR DENTAL SERVICXS 10:56-3.10 

HCPCS 
Ml\XIIDM FEE 
ALLCMANCE 

IND OODE MJD PRCX:EDURE DESCRIPTICN S $ NS 

* 07350 Vestibuloplasty - Ridge Extension 118.00 102.00 
(Including Soft Tissue Grafts, 
Muscle Re-attachments, Revision of 
Soft Tissue Attachment, and Management 
of Hypertrophied and Hyperplastic 
Tissue) 

NOI'E: Per Quadrant. 

(h) Surgical Excision of Reactive Inflammatory Lesions (Scar 
Tissue or Localized Congenital Lesions) 

1. Includes lesions of skin, subcutaneous or mucous membranes, 
pyogenic granulanata and operculi). 

a* 07410 

d* 07420 

Radical Excision - Lesion Diameter 
Up to 1. 25 cm. 

Radical Excision - Lesion Diameter 
Over 1.25 cm. 

NOI'E: Up to and including 3 an. 

30.00 

42.00 

26.00 

37.00 

a* 07420 22 Radical Excision - Lesion Diameter 100.00 86.00 
Over 3 cm. 

( i) Rerroval- of Turrors, Cysts, and Neoplasms 

1. In the exGision and management of this type of lesion a 
biopsy report must be available. 

d* 07430 

a* · 07431 

a* 07431 22 

Excision of Benign Turoor - Lesion 
Diameter Up To 1.25 cm. 

Excision of Benign Turror - Lesion 
Diameter Over 1.25 cm. 

NOI'E: Up to and including 3 cm. 

Excision of Benign TUIOC>r - Lesion 
Diameter Over 3 cm. 

30.00 

42.00 

100.00 

a** 07440 Excision of Malignant Tumor - Lesion 100.00 
Diameter Up To 1.25 cm. 

:Sd. 4/87 DENTAL/33 

26.00 

37.00 

06.00 

86.00 · 



10:56-3.10 

HCPCS 
IND CODE IDD 

d** 07441 

d** 07441 22 

d* 07450 

d* 07451 

d* 07451 22 

d* 07460 

d* 07461 

a* 07461 22 

d* 07465 

HCPCS CODES FOR DENTAL SERVICES 

PROCEDURE DESCRIPTION 

Ml\XImM FEE 
ALI..OOANCE 
S $ NS 

Excision of Malignant Tumor - Lesion 274.00 256.00 
Diameter Over 1.25 cm. 

NOrE: Up to and including 3 cm. 

Excision of Malignant Turror - Lesion 473.00 413.00 
Diameter Over 3 cm. 

Removal of Odontogenic Cyst or 
Tunor - Lesion Diameter Up to 
1.25 cm. 

50.00 43.00 

Removal of Odontogenic Cyst or · .00. 00 87.00 
Turror - Lesion Diameter Over 1.25 cm. 

NOI'E: Up to and including 3 cm. 

Removal of Odontogenic Cyst or 150.00 130.00 
Tumor - Lesion Diameter Over 3 cm. 

Rernoval of Noo-odontogenic Cyst 
or Turnor - Lesion Diameter Up To 
1. 25 cm. 

Rernoval of Non-odontogenic Cyst 
or Tumor - Lesion Diameter Over 
1.25 cm. 

NOrE: Up to and including 3 cm. 

Rem:>val of Non-odontogenic Cyst 
or Tunor - Lesion Diameter Over 
3 cm. 

Destruction of Lesion(s) by 
Physical Methods: Electrosurgery, 
Chenotherapy, Cryotherapy or 
Laser 

50.00 43.00 

100.00 87.00 

150.00 130.00 

18.00 15.00 

(j) Excision of Bone Tissue 

1. Reimbursement will be based upon quadrants, a portion 
thereof, or the equivalent thereof as determined by the 
Medicaid Dental Consultant. 

DEITTAL/34 Ed. 4/87 



HCPCS ffiDES FOR DEm'AL SERVICES 10:56-3.10 

HCPCS 
IND CODE IDD 

* 07470 

* 07470 22 

d* 07480 

d* 07490 

(k) Surgical Incision 

07510 

07520 

** 07530 

** 07540 

** 07550 

** 07550 22 

a** 07560 

Ed. 4/87 

PRO:EDURE DESCRIPTION 

Rerroval of Exostosis - Maxilla 
or Mandible 

Nam: Per quadrant. 

Rerroval of Exostosis 

Norn: Torus palatinus . 

MAXIMUM FEE 
ALLCWANCE 
S $ NS 

43.50 37.50 

90.00 79.00 

Partial Ostectomy (Guttering or 
Saucerization) 

211. 00 184. 00 

Radical Resection of Mandible 
with Bone Graft 

Incision and Drainage of Abscess -
Intraoral Soft Tissue 

Incision and Drainage of Abscess -
Extraoral Soft Tissue 

Rerroval of Foreign Booy, Skin, or 
Subcutaneous Areolar Tissue 

Removal of Reaction - Procucing 
Foreign Bodies, Musculoskeletal 
System 

Sequestrectomy for Osteomyelitis 

NOrE: Intraoral. 

Sequestrectomy for Osteomyeliti s 

NOI'E: Extraoral. 

BR BR 

13.00 16.00 

42.00 37.00 

13.00 16.00 

51.00 45.00 

48.00 42.00 

90.00 75.00 

Maxillary Sinusotomy for Removal of 242.00 210.00 
Tooth Fragment or Foreign Bcx3y 

NarE: Sinusotomy, maxillary 
(antrotany, Caldwell-Luc), 1.L~ilateral. 
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10:56-3.10 

HCPCS 
IND CODE r-DD 

HCPCS CODES FOR DENTAL SERVICES 

PROCEDURE DESCRIPTICN 

MA.XIMJM FEE 
ALLOWANCE 
S $ NS 

(1) Treatment of Fractures - Simple 

1. Open reduction involves the dissection of tissues and/or 
the visual ins}:?E:ction of the fracture site. 

** 07610 

** 07620 

** 07620 52 

** 07630 

** 07630 22 

** 07640 

** 07640 52 

** 07650 

** 07660 

** 07660 52 

Maxilla - Open Reduction (Teeth 
Irnrrobilized if Present) 

182.00 158.00 

Maxilla - Closed Reduction (Teeth 
Irrrrrobilized if Present) 

121. Ob 105. 00 

Maxilla - Closed Reduction 30.00 26.00 

NOI'E : No manipulation or fixation. 

Mandible - Open Reduction (Teeth 
Imrrobilized if Present) 

242.00 210.00 

Mandible - O}:?E:n Reduction (Teeth 
Irnrrobilized if Present) 

303.00 263.00 

~OI'E: Complicated-multiple surgical 
approaches (three (3) or more) 
including internal fixati on, 
interdental fixation, skeletal pinning 
with extraoral fixation, and so 
forth. 

Mandible - Closed Reduction (Teeth 121.00 
Imrrobilized if Present) 

Mandible - Closed Reduction 30.00 

NOI'E: No manipulation or fixation. 

Malar and/or Zygomatic Arch - Open 121.00 
Reduction 

Malar and/or Zygamatic Arch - 42.00 
Closed Reduction 

NOI'E: Including towel clip technique. 

Malar and/or Zygomatic Arch - 30.00 
Closed Reduction 

nam: No manipulation or fixation. 

DZNTAL/36 Ed. 
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HCPCS CODES FOR DEITTAL SERVICES 10:56-3.10 

HCPCS 
IND CODE M)D 

** 07670 YU 

** 07670 YL 

** 07680 

PROCEDURE DESCRIPI'ION 

Alveolus - Stabilization of Teeth, 
Open Reduction Splinting 

NOrE 1: Maxillary alveolar fracture. 

NaI'E 2: Reduction with wiring, 
application of arch bar or splint, 
and so forth. 

Alveolus - Stabilization of Teeth, 
Open Reduction Splinting 

NOI'E 1: Mandibular alveolar fracture. 

NOI'E 2: Reduction with wiring, 
application of arch bar or splint, 
and so forth. 

MAXIMUM FEE 
ALLOW'\NCE 
S $ NS 

92.00 80.00 

92.00 80.00 

Facial Bones - Canplicated Reduction 242.00 210.00 
with Fixation and Multiple Surgical 
Approaches 

NOI'E 1: Maxilla, malar and/or 
zygomatic arch. 

NOI'E 2: Multiple surgical approaches 
{three (3) or more), fixation, 
traction, headframe, multiple internal 
and/or external fixation, head cap, 
and so forth. 

{m) Treatment of Fractures - Canpound 

1. Open reduction involves the dissection of tissues and/or 
the visual inspection of the fracture site. 

** 07710 

** 07720 

Ed. 4/87 

Maxilla - Open Reduction 

NOI'E: Teeth irrnnobilized if present. 

Maxilla - Closed Reduction 

NOI'E: Teeth imnobilized if present. 

DENrAL/37 
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10:56-3.10 

HCOCS 
IND CODE MOD 

** 07720 52 

** 07730 

** 07730 22 

** 07740 

** 07740 52 

** 07750 

** 07760 

** 07760 52 

** 07770 YU 

~S CODES FOR DENTAL SERVICES 

PIO:E)URE DESCRIPTION 

Maxilla - Closed Reduction 

NOI'E: No manipulation or fixation. 

Mandible - Open Reductiqn 

NOI'E: Teeth irnrrobilized if present. 

Mandible - Open Reduction 

NOI'E: Complicated-multiple 
surgical approaches (three (3) 
or rcore) including internal fix­
ation, interdental fixation, 
skeletal pinning with extraoral 
fixation, and so forth. 

Mandible - Closed Reduction 

NCYI'E: Teeth imrrobilized if present. 

Mandible - Closed Reduction 

NOrE: No manipulation or fixation. 

Malar and/or Zygomatic Arch -
Open Reduction 

Malar and/or Zyganatic Arch -
Closed Reduction 

NCYI'E: Including towel clip technique. 

Malar and/or Zygomatic Arch -
Closed Reduction 

NCfrE: No manipulation or fixation. 

Alveolus - Stabilization of Teeth, 
Open Reduction Splinting 

NCYI'E 1: Maxillary alveolar fracture. 

NCYI'E 2: Reduction with wiring, 
application of arch bar or splint, 
and so forth. 

DENTAL/38 

MAXIMUM FEE 
ALLCMANCE 
S $ NS 

30.00 26.00 

242.00 210.00 

303.00 263.00 

121. 00 105. 00 

30.00 26.00 

121. 00 105. 00 

42.00 37.00 

30.00 26.00 

92.00 80.00 
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HCPCS CODES FDR DENTAL SERVICES 10:56-3 . 10 

(n) 

H~S 
IND CODE MOD 

** 07770 YL 

** 07780 

PIU:EOORE DESCRIPTION 

Alveolus - Stabilization of Teeth, 
Open Reduction Splinting 

NCYI'E 1: Mandibular alveolar fracture. 

NCYI'E 2: Reduction with wiring, 
application of arch bar or splint, 
and so forth. 

MAXIMUM FEE 
ALLCMAOCE 
S $ NS 

92.00 80.00 

Facial Bones - Complicated Reduct ion 242.00 210.00 
with Fixation and Multiple Surgical 
Approaches 

NOI'E 1: Maxilla, rnalar and/or 
zyganatic arch. 

NCYI'E 2: Multiple surgical approaches 
(three (3) or rrore), fixation, 
traction, headframe, multiple internal 
and/or external fixation, head cap, 
and so forth. 

Reduction of Dislocation and Mana9ement of Other Temporo-
Mandibular Joint Dysfrn1ctions 

** 07810 Open Reduction of Dislocation 182.00 158.00 

** 07820 Closed Reduction of Dislocation 18.00 16.00 

a** 07830 Manipulation under Anesthesia 18.00 16.00 

NOI'E: Anesthesia additio~al. 

a* 07840 Condylectomy 362.00 315.00 

a* 07850 Meniscectomy 362.00 315.00 

a* 07860 Arthrotomy 362.00 315.00 

a** 07870 Arthrocentesis 18.00 16.00 

NOI'E: Injection or aspiration 
(Give complete details). 
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10:56-3.10 HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE MOD PRCCEDURE DESCRIPTION 

(o) Re~ir of Traumatic Wounds 

1. Describe completely, giving size and site, and so forth. 

2. Fee includes suture rerroval. 

** 07910 52 

** 07910 

** 07910 22 

Suture of Recent Small Wounds 

NOTE: Up to 2. 5 cm. 

Suture of Recent Small Wounds 
up to 5 cm. 

NOrE: 2. 5 cm. up to 5 cm. 

Suture of Recent Small Wounds 

NOI'E: Over 5 cm. up to 7.5 cm. 

3. Lacerations over 7.5 cm. use ccx:1e 07999. 

(p) Complicated Suturing (Reconstruction Requiring Delicate 
Handling of Tissues and Wide Undermining for Meticulous Closure) 

1. Also for irregularly shaped lacerations requiring 
extensive debridement. 

** 07911 

** 07912 

Suture - Up to 5 cm. 

Suture - Over 5 cm. 

(q) Other Repair Procedures 

* 07940 

* 07955 

* 07960 

Osteoplasty - For OrthCXJnathic 
Deformities 

Repair of Maxillofacial Soft and 
Hard Tissue Defects 

Frenulectomy (Frenectomy or 
Frenotomy) - Separate Procedure 

Sialolithotomy 

MAXIMUM FEE 
ALLarvANCE 
S $ NS 

18.00 

24.00 

30.00 

· BR 

BR 

16.00 

21.00 

26.00 

BR 

BR 

BR BR 

BR BR 

32.00 28.00 

48.00 42.00 a** 07980 

d* 07981 Excision of Salivary Gland 182.00 158.00 
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HCPCS CODES FOR DENTAL SERVICES 10:56-3.11 

HCPCS 
IND (l)DE 

a* 07982 

d* 07983 

** 07990 

d** 07999 

mo PROCEIXJRE DESCRIPTION 

MAXIMUM FEE 
ALLCMANCE 
S $ NS 

Sialodochoplasty 151.00 131.00 

Closure of Salivary Fistula 151.00 131.00 

Emergency Tracheotomy 121.00 105.00 

Unspecified Oral Surgery Procedure, BR BR 
By Rerx,rt 

NOrE: Complete description of 
procedure, and why. 

10:56-3.11 08000-08999 X. ORI'HOOONTI CS 

(a) Minor Treatment for Tooth Guidance 

(b) 

(c) 

1. Includes all necessary adjustments. 

2. Code may also be used for Orthodontic Retention Appliances 
following canprehensive treatment by a previous dentist. 

* 08110 Remvable Appliance Therapy 

* 08120 Fixed Appliance Therapy 

Minor Treatment to Control Harmful Habits 

1. Includes all necessary adjustments. 

* 08210 Remvable Appliance Therapy 

* 08220 Fixed Appliance Therapy 

Comprehensive Orthodontic Treatment - Permanent Dentition 

1. Treatment of permanent dentition. Case type~ fixed or 
rerrovable appliances. Itemize fee for diagnostic procedures 
and formal treatment separately. Indicate anticipated time 
under treatment - maximum treatment reimbursable including 
retention - three (3) years. When authorized, reimbursement 
for oornprehensive orthodontic treatment will include 
retention as required at no additional charge. 

115.00 

115.00 

115.00 

115.00 

2. Reimbursement for the monthly fee is based on one or rrore 
visits to the practitioner during any calendar rronth. 
Reimbursement must not be requested for any rronth in which 
there is no rronthly visit. 
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10:56-3.11 HCPCS CODES FOR DENrAL SERVICES 

HCPCS 
MAXIMUM FEE 
ALLCW\NCE 

IND CODE IDD PRXEDORE DESCRIPrION S $ NS 

* 

* 

Y2910 

Y2920 

Appliances 162.00 140.00 

1st Through 12th Month of Treatment 30.00 26.00 
(To Start On Day Insertion of 

* Y2930 

* Y2940 

* Y2950 

Appliances Is Canpleted), Per Month 

13th Through 24th Month of Treatment, 28.00 
Per Month 

25th Through 30th Month of Treatment, 11.00 
Per Month 

31st Through 36th Month (Maximum 
Reimbursable Period of Treatment), 
Per Month 

11.00 

(d) Other Orthodontic Services 

1. Comprehensive Orthodontic Examination and/or Orthodontic 
Assessment Examination: 

a. Reimbursement is limited to the provider or provider 
group who does such an examination with the intention 
of personally prov i ding any orthodontic treatment 
necessary. 

b. Reimbursement is limited to once every 12 months unless 
authorized . 

c. Orthodontic examinations are not reimbursable for 
individuals age 20 or older. 

d. When requesting reimbursement for the Orthodontic 
Assessment Examination, the Definition and Criteria for 
Assessing Handicapping Malocclusion Permanent Dentition 
form (FD-10) must accompany the Dental Services Claim 
form (M:-10). 

Y2965 

Y2975 

Orthooontic Examination 
(Canprehensive) and (Canplete 
Orthodontic) Treatment Plan 

Orthodontic Assessment Examination, 
using the Handicapping Malocclusion 
Assessment System 

6.00 

6.00 
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HCPCS CODES FOR DENTAL SERVICE.5 10:56-3.12 

HCPCS 
IND CODE mo 

* 08999 

10:56-3.12 09000-09999 

PRCXEXJRE DESCRIPI'IOO 

Unspecified Orthodontic Procedure, 
By Report 

NOrE: Canplete description, diagnosis 
and treatment plan must be submitted. 

XI. AllJUNCTIVE GENERAL SERVICFS 

~11\XIMJM FEE 
ALl.,001\NCE 
S $ NS 

BR BR 

{a) Unclassified Treatment 

a 09110 

(b) Anesthesia 

d** 09210 

09220 

Ed. 4/87 

Palliative (Emergency) Treat~ent of 
Dental Pain - Minor Procedures 

Nam 1: Emergency treatment of dental 
pain or infection, palliative (flat 
fee for all services performed, when 
not oovered by separately listed 
procedure). Diagnosis and description 
of treatment is required. 

Nam 2: Code to be used for initial 
endodontic emergency procedure. 
Diagnosis and description of treatment 
is required. 

7.00 

Local Anesthesia Not in Conjunction 13.00 
with Operative or Surgical Procedures 

NOI'E: Infiltration and/or nerve block 
for diagnostic purposes or purposes 
other than anesthesia. 

General Anesthesia 

Norn 1: This cooe awlies when the 
dentist performing the services 
(attending dentist) also administers 
the general anesthesia or in conjunc­
tion with oral surgery services only. 

NOI'E 2: Reimburse.~ent will be made for 
the administration of only one general 
anesthesia per visit. 

DENrAL/43 
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10:56-3.12 HCPCS CODES FOR DENTAL SERVICF.s 

HCOCS 
MAXIMUM FEE 
ALLClvANCE 

IND CODE MOD P~ DESCRIPTION S $ NS 

(c) Special General Anesthesia 

1. (Basic t.mits - See American College of Anesthesiologists 
Relative Value Guide - 1967). 

* 

* 

09220 22 

09220 52 

09240 

Maximum 4 units 22.00 

Time units: Each additional 15 minute 5.50 
period or major p:,rtion thereof. 
(Lirni ted to "table" or "chair" time 
only). Maximum reimbursable t\\O (2) hours 

NCYI'E 1: The general anesthesia codes 
above are limited to use in restorative 
dentistry alone or restorative dentistry 
in conjunction with other dental services 
requiring anesthetic management, and must 
receive prior authorization fran the 
Office of the Chief, Bureau of Dental 
Services. These CX>des apply to those 
dentists appropriately qualified in 
general anesthesia and are reimbursable 
only to the dentist whose sole function 
is to administer general anesthesia. 

NOI'E 2: An anesthesia record must be 
submitted which shows elapsed anesthesia 
time, and pinpoints time and arrounts of 
drugs administered, pulse rate and 
character, blood pressure, respiration, 
and so forth. The Dental Services Claim 
form (M:-10) for anesthesia and treatment 
must accompany this record to permit 
authorization for reimbursement. 

Intravenous Sedation 10.00 

(d) Professional Consultation (Diagnostic service provided by a 
dentist other than practitioner providing treatment) 

1. A complete report must be available. 

a 09310 Consultation - Per Session 22.00 
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HCPCS CODES FOR DENTAL SERVICES 

HCPCS 
IND CODE IDD 

(e) Professional Visits 

09410 

Y3005 

09420 52 

09420 22 

Ed. 4/87 

PRO:::EDURE DESCRIPTICN 

House Call 

NOI'E: In addition to fee for service 
provided. 

Long Term Care Facility Visits 

NOrE 1: In addition to fee for 
service provided. 

NOI'E 2: This cc:rle is reimbursable only 
once per trip per facility regardless 
of the number of patients examined or 
treated. 

Hospital Call 

NOI'E 1: Hospital visit, in addition 
to fee for service provided. 

NOI'E 2: Code 09420 52 will not be 
reimbursable in conjunction with Code 
09310 or Codes 09420 22 or 09420. Not 
applicable in conjunction with those 
services which include follow-up days. 

NCYrE 3: Cc:rle 09420 52 is reimbursable 
only once per trip per facility 
regardless of the number of patients 
examined or treated. 

NOI'E 4: Code 09420 52 is not 
reimbursable when Medicaid fee for 
service exceeds $25.00. 

Hospital Call 

NCYI'E 1: Code to be used for Hospital 
Day - Initial. 

Dfil1I'AL/ 4 5 
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MAXIMUM FEE 
ALLG'lANCE 
S $ NS 

10.50 9.00 

10.50 9.00 

9.00 7.00 

22.00 17.00 



10:56-3.12 

HCPCS 
IND CODE ~ 

HCPCS CODES FOR DENIT'AL SERVICES 

PRO:EDURE DESCRIPTION 

NOI'E 2: Hospital record must include 
as a minimum: 

a. Chief Canplaint(s); 

b. Canplete history of the present 
illness and related systemic review 
including recording of pertinent 
negative findings; 

c. Canplete pertinent past medical 
history; 

d. Pertinent family history; 

e. A full examination pertaining to 
the history of the present condition 
and including recording of pertinent 
negative findings; and 

f. Working di~nosis and treatment 
plan, including preparation of the 
"order sheet". 

g. If history and examination noted 
above are not personally done by the 
"billing" practitioner then this code 
will be downgraded to code 09420, 
provided that code's criteria are met. 

NOI'E 3: Code 09420 22 will not be 
reimbursed again if performed on the 
same recipient by the same practitioner, 
members of same group, members of a 

MAXIMUM FEE 
ALLOOANCE 
S $ NS 

shared health care facility, practitioners 
sharing a conunon record or when Code 
09310 has been billed in conjunction with 
the same hospital admission and/or stay 
by the same practitioner, members of the 
same group, rcembers of a shared health 
care facility, or practitioners sharing 
a comnon record. 
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HCIU; CODPS FOR DENTAL SERVICES 10:56-3.12 

HCPCS 
IND CODE MOD 

(f) Drugs 

a 

d** 

Ed. 4/87 

09420 

09610 

09610 22 

MAXIMUM FEE 
ALLOWANCE 

PirrEDURE DESCRIPTION S $ NS 

Hospital Call 

NCYrE 1: Cooe to be used for Hospital 
Day - Subsequent. 

NOI'E 2: Consisting of care and 

9.00 

treatment by the Practitioner subsequent 
to date of "Hospital Day - Initial" and 
including those procedures ordinarily 
performed during a hospital visit 
dependent upon the practitioner's 
discipline. The following may be 
included in the progress notes: 

a. Urx:Jate of symptoms; 

b. Update of physical findings; 

c. Resume of findings of procedures, 
if any done; 

d. Laboratory, X-ray, consultations, 
etc., pertinent p:::>sitive and negative 
findings; 

e. Changes or confirmations of 
diagnosis and progress of case; 

f. Additional planned studies, if any, 
and why; and 

g. Treatment changes, if any. 

NOTE 3: Not reimbursable for those 
services that include follow-up days. 

Therapeutic Drug Injection, By RefX)rt 2.50 

Therapeutic Drug Injection, By RefX)rt 13.00 

NOI'E: Injection of one or rrore muscles 
of mastication in conjunction with 
treatment of T.M.J. dysfunction. 
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HCPCS CODES FOR DENrAL SERVICES 

HCPCS 
IND CODE, IDD 

d* 09630 

PROCEDURE DESCRIPTION 

Other Drugs and/or Medicaments, 
By Report 

(g) Miscellaneous Services 

09910 

* 09930 

* 09940 

* 09940 22 

Application of Desensitizing 
Medicaments 

NOI'E J: Application to a tooth, 
i.e~, cervical sensitivity, erosions, 
etc. 

Nam 2: Specify tooth code(s). 

Treatment of Canplications (Post 
Surgical) - Unusual Circumstances, 
By Report 

NOI'E: This o:xle may also be used· for 
post-operative treatment beyond that 
normally provided as part of the basic 
procedure or when provided by prac­
titioner other than one who provided 
the original service or in excess of 
"follow-up days". (California Relative 
Value Study - 1964), per visit. 

Occlusal Guards, By Report 

Nam 1: Special periooontal appliances 
(including occlusal guards, athletic 

mouth guards and so forth). 

NCYIE 2: Office procedure. 

Occlusal Guards, By Report 

NOI'E 1: Special periooontal appliances 
(including occlusal guards, athletic 

mouth guards and so for th) • 

Nam 2: Laboratory procedure. 

DENTAL/48 

M,.l\.XIMUM~FEE · 
ALL™'ANCE 
S $ NS 

BR BR 

6.00 s.oo 

6.00 5.00 

35.00 30.00 

50.00 43.00 
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HCPCS CODES FOR DENTAL SERVICES 10: 56-3.12' 

HCPCS 
IND CODE mD 

* 09951 

* 09951 22 

* 09952 

d** 09999 

~a. 4/87 

MAXIMJM FEE 
ALLCMANCE 

PRCX:EDURE DESCRIPTICN S $ NS 

Occlusal Adjustment - Limited 

NOI'E: 1 to 3 Teeth. 

Occlusal Adjustment 

NCJrE: Per quadrant (minimum 6 teeth). 

Occlusal Adjustment - Complete 

Unspecified Adjunctive Procedure, 
By Report 

6.00 

17.00 

69.00 

BR 

NOI'E: To be used only where no cxx:le 
number exists or existing cx:x:ie is not 
precisely applicable. Canplete descrip­
tion of oondition and proposed treatment 
must be submitted. 
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Stat1..' of N1..·w frrsey 
lkpart ment of Human S1..·rvil'l'S 

Division ()f Medil'al Assista,11.:1..· and I kJlt h SaYil'l'S 

\ l ,l1111ll' .. P- 512 . 

To: 

SUBJECT: 

EFFECTIVE: 

NEWSl~ETTER 

January 26, 1987 

Homemaker Agencies Participating in the Community Care Program 
for the Elderly and Disabled (CCPED) 

Change in Accreditation Time Schedule - January 1, 1988 

Immediately 

BACKGROUND: A prior newsletter, dated May 26, 1986, informed you that 
homemaker agencies participating in the Community Care Program 

for the Elderly and Disabled must be accredited by February I, 1987, as a 
condition for continued participation in the New Jersey Medicaid Program. It 
stated that this accreditation must be carried out by the National HomeCaring 
Council, now a Division of the Foundation for Hospice and Home Care, or by the 
Commission on Accreditation for Home Care (established by the Home Care Council 
of New Jersey). 

The National HomeCaring Council has continued to accept and proces s accredita­
tion applications. However, until now, the Commission on Accreditation for Home 
Care, which was newly established in New Jersey, has not been ready to fully 
implement its accreditation program. 

We have recently been informed that the Commission on Accreditation for Home 
Care is accepting applications for accreditation. Completed applications will 
be processed in the order of receipt. 

All agencies currently participating in the Community Care Program for the 
Elderly and Disabled are expected to be accredited either by the Comm ission or 
by the National HomeCaring Council. Agencies are urged to apply as soon as 
possible. Experience indicates that the process of accreditation may take as 
long as one year, especially for agencies which have never been through any 
kind of accreditation or licensure process. 

ACTION: The Division of Medical Assistance and Health Servi ces, in 
recognition of the delay in the implementation of the accreditation 

process by the Commission for Accreditation for Home Care, is once aguin 
extending the deadline for accreditation for the agencies now providing 
services under the Community Care Program for the Elderly and Disabled. The 
new date will be January I, 1988. Since accreditation is also a requirement 
for this Division's Personal Care Assistant Services Program, agencies 
accredited for the Community Care Program for the Elderly and Disabled will be 
able to participate as the result of this accreditation as providers of 
personal care assistance services. 



Those agen cies who have never been accredited as required by this Division but 
are cu r ren t ly operating under accredita t ion awarded previously by the Home Care 
Counci l ot New Jersey, must be accredited by the Commission on Accreditation 
for Home Care or the National HomeCaring Council no later than July 1, 1988 for 
conti nu ed participation in the Communi~ · Care Program for the Elderly and 
Disab l ed. Thi s extended accreditation status will be carried out under con­
ditions de f ined by the Home Care Counci l of New Jersey in concert wi th the 
Divis io n of Me dical Assistance and Heal t h Services. 

For f urthe r information and application for accreditation, please contact one 
or bo th of the following agencies: 

Dr . Na ncy Robinson 
Ac creditat ion Program 
Nat ional HomeCaring Council 
Fo un da tion for Hospice and 

Home Ca re 
519 C Street, N. E. 
Stanton Pdr k 
Washi ngto n, D.C . 20002 
Telep hone : 202 - 547-6586 

Kenneth Dolan 
Commission on Accreditati on 

for Home Care 
Home Care Council of New Jersey 
60 S. Fullerton Avenue 
Montclair, New j ersey 07042 
Telephone: 201-744- 5524 

Any questi ons regarding this newsletter or program participation should be 
directed t o Ca rol H. Kurland, Administrator, Office of Home Care Programs at 
609-588-2620. 
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REC'D FEB 5 1986 

\ li11, 111 l · ?~_~s~.1~3~----------------------------------

January 26 , 1987 

TO: 

SUBJECT: 

All Physicia ·1s, Dentists, Podiatrists, and Pharmacists 

Injectaple c~ugs - Given by the Practitioner -
A Policy Cha 1ge in the Present Procedure for Reimbursement 

PURPOSE: To compensate for any inequity created when the average 
wholesale -price per dose of an injectable drug exceeds the 

Medicaid reimbursement allowance of $2.50 for an injection, the New Jersey 
Medi caid Program will pay for the drug that is normally supplied by the 
physician, dentist, or podiatrist. 

ACTION: When the avera e who lesale cost per dose of a drug injected by 
--- the practitioner or his employee) exceeds the $2.50 reimburse-
men t allowance for an injection (Code 90799), the following procedure is in 
ordf_r: 

(1) Write a prescription in the name of the patient for whom the drug 
is intended. A prior authorization number must be written on the 
prescription before it i s sent to the pharmacy for dispensing. This 
number must be obtained by the practitioner from the appropriate 
Medicaid District Office (MOO). 

(A listing of the MDOs is found at the end of Chapter 49 of your 
Provider Services Manual. ) 

(2) The physician and podiatrist will be paid $2.50 for giving the 
injection by submitting a claim for the injection {Code 90799) on the 
1500-N.J. claim form. The dentist will be paid $2.50 for giving the 
injection by submitting a claim for the injection (Code 09610) on the 
MC-10 claim form. 

When the above does not apply, the published criteria for codes 90799 and 09610 
rer.;ain unchan ged. 

If you have any questions regarding this Newsletter, please contact I. Fulton 
Erlichman, M.D., Acting Medical Director, Division of Medical Assistance and 
Health Services, at (609) 588-2749 or James Ryan, R.P., Assistant Chief 
Consultant, Pharmaceutical Services, Division of Medical Assistance and Health 
Services, at (609) 588-2724. 
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TO: All Providers 

NEWSLETTER 

February 16, 1987 

SUBJECT: Medicaid District Office Directory Update 
Essex County Medicaid District Offices - Newark and Suburban 

EFFECTIVE: March 1, 1987 

The Division of Medical Assistance and Health Services is issuing this 
news 1 etter to inform a 11 providers of recent staff changes in the Medicaid 
District Offices. 

For your convenience, attached to this newsletter is an updated Medicaid 
District Office Direc_tory complete with staff changes, addresses and 
telephone numbers. The directory replaces the one in your provider manual 
dated 5/86. 

Additionally, in a continuing effort to better serve the Essex County Medicaid 
client and provider, the Division is pleased to announce that effective 
March 1, 1987, there will be two Essex County Medicaid District Offices. 
Newark residents will be serve'crby the Newark Medicaid District Office located 
at 155 Washington Street, Newark 07102, telephone: 201-648-2470. All other 
Essex County residents will be served by the Suburban Essex County Medicaid 
District Office located at 76 South Orange Avenue, Second Floor, South Orange 
07079, telephone: 201-761-7441. 

If you have any questions regarding this newsletter, contact the Medicaid 
District Office serving your area. 
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STATE OF NEW JERSEY 

DEPARTMENT OF HUMAN SERVICES 

D1v1s10N oF MEDICAL Ass1sTANCE AND HEALTH SERVICES 
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MEDICAID DISTRICT OFFICE ADDRESS AND TELEPHONE NUMBER 
Atlantic William Underland, Director 1 South New York Avenue 

Bergen John Blake, Director 

Burlington* Helen Kern, Director 
Daniel Walsky, Regional Director 

Camden 

Cumberland 
(Cape May) 

Essex-Newark 

Essex-Suburban 

Ronald Coppola, Director 

Daniel Cooperson, Director 

John T. Russell, Director 

A. Bialogowicz, Director 

Atlantic City, NJ 08401 
Tel. 609-441-3620 
171-173 Main Street 
Hackensack, NJ 07601 
Tel. 201-488-5667 
50 Rancocas Road 
Mt. Holly, NJ 08060 
Tel. 609-261-0448 
1800 East Building 
1800 Davis Street, Suite 301 
Camden, NJ 08104 
Tel. 609-757-2870 
108 Landis Avenue 
Vineland, NJ 08360 
Tel. 609-696-6560 
155 Washington Street 
Newark, NJ 07102 
Tel. 201-648-2470, 648-3700 
76 South Orange Avenue, 2nd Floor 
South Orange, NJ 07079 • 
Tel. 201-761-7441 

Gloucester 
(Salem) 

Eleanor Chatzinoff, Director 251 North Delsea Drive 
Woodbury Plaza, Suite B 
Deptford, NJ 08096 

Hudson Alice Rooth, Director 
Tel. 609-845-7185 
2815 Kennedy Boulevard, 2nd Floor 
Jersey City, NJ 07306 
Tel. 201-433-8011 

Hunterdon 
(Somerset) 

Caroline Krajewski, Director 84 Park Avenue, 2nd Floor 
Flemington, NJ 08822 

Mercer William Bailey, Director 

Middlesex* Director 
Walter Maibach, Regional Director 

Monmouth Frances Garrett, Director 

Morris* Marie Reed, Director 
(Sussex & Warren) 

John Langan, Regional Director 
Ocean Raphaelle Andriola, Director 

Passaic Alphonse Leone, Director 

Union Director 

Tel. 201-782-1130 
28 West State Street, Room 1105 
Trenton, NJ 08608 
Tel. 609-292-7315 
75 Paterson Street (basement) 
New Brunswick, NJ 08903 
Tel. 201-246-0653 
1200 Memorial Drive 
Asbury Park, NJ 07712 
Tel. 201-775-5700 
10 Park Place, 4th Floor 
Morristown, NJ 07960 
Tel. 201-267-1700 
1861 Hooper Avenue 
Toms River, NJ 08753 
Tel. 201-255-6226 
Law Building 
66 Hamilton Street 
Paterson, NJ 07505 
Tel. 201-977-4077 
125 Broad Street, 6th Floor 
Hersh Towers 
Elizabeth, NJ 07201 
Tel. 201-820-3135 

* Denotes office where the Regional Director can be reached. 
(Rev; 3/87) 
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February 23, 1987 

TO: Providers of Hearing Aid Services 

SUBJECT: HCFA Common Procedure Coding System (HCPCS) - Revision 

PURPOSE: This Newsletter informs Hearing Aid Providers that: 

ACTION: 

(1) New HCPCS codes are added to the HCPCS listing, 
(2) Code modifiers "NU" and "UE" are discontinued, and 
(3) Replacement pages are attached to this newsletter to update the 

text of .the Hearing Aid Manual relevant to the new HCPCS codes 
and use of the claim form 1500 N.J. 

(1) All new codes added since HCPCS codes were first transmitted in 
Newsletter P-435, dated June 28, 1985, are included in this newsletter. 
The additions are listed below: 

HCPCS CODES: V5090 - Dispensing Fee 
V5160 - Dispensing Fee, Binaural 
V5200 - Dispensing Fee, Cros 
V5240 - Dispensing Fee, Bicros 

Attached are replacement pages incorporating these codes into Subchapter 4. 

(2) Instructions for filling out the Health Insuiance Claim Form (1500 N.J.), 
as given in New Jersey Health Services Newsletter P-502, dated December 
1, 1986, are incorporated into the text of the attached replacement pages 
for the Hearing Aid Services Manual. Please note that HCPCS Code 
Modifiers "NU" and "UE", referred to in Newsletter P-502 dated December 
1, 1986, (Item 24 D under instructions for Completion of Health Insurance 
Claim Form) are deleted as the use of these modifiers is not necessary at 
this time. 

Manual Maintenance: 

1. Subchapters 1., 2. and 3. 

Replacement pages are enclosed for Subchapters 1., 2., and 3. New 
or revised text is indicated by a vertical line in the left hand 
margin of the page. 

Delete pages 3 and 4, printed back-to-back, dated Rev. 1/82. 
Replace with pages 3 and 4, date~ 2/87, printed-back-to-back. 

Delete pages 11 and 12, 13 and 14, printed back-to-back, dated Rev. 
1/82. Replace with page 11, dated 2/87, printed on one side; pages 
12 and 13, dated 2/87, printed back-to-back; and page 14, dated 
2/87, printed on one side. 

(over) 



2. 

Delete pages 17 and 18, 19 and 20, printed back-to-back, dated 1/82. 
Replace with pages 17 and 18, printed back-to- back, dated 2/87; 
page 19, printed on one side, dated 2/87; and page 20 (Exhibit I -
FD-257 (1/82) printed on one side. 

Delete page 23 (Exhibit IV - FD-244 (1/82) and page 24 (Exhibit V -
Medical Supplies and Equipment Form MC-11, dated 8/78), printed 
back-to-back. Replace with page 23 printed on one side (Exhibit IV 
- FD-244 (2/85) and with page 24 (Exhibit V) Health Insurance Claim 
Form (1500 N.J. ED. 11-82), printed back-to-back. 

Oelete-page--25,- dated lt8i. A listing of Medicaid District Offices 
can be found at the end of Chapter 49 of this manual - 10:49 -
Administration. 

Subchapter 4. 

Replacement pages are enclosed for Subchapter 4. New codes are 
indicated by the sign 11

)" in the left hand margin preceding the 
code number. 

Delete page I (Index) 

Change the page numbered with .a Roman Numeral II to 11 25 11 and write : 
Rev. 2/87 

Delete page -1- (no date written) and replace with pages 26 and 27, 
dated 2/87, printed back-to-back. 

3. The following Newsletters should be deleted: 

Newsletter P-327, dated March 1~ 1982, Hearing Aid Services Manual 
Revision. 

Newsletter P-435, dated June 28, 1985, HCFA COMMON PROCEDURE CODING 
SYSTEM. 

Newsletter P-461, dated October 21, 1985, Amending Requirement for 
Narrative Description on Claim Form. 

Newsletter P-502, . dated December 1, 1986, Implementation of Health 
Insurance Claim Form (1500 N.J.). 

After completion of Manual Maintenance, this Newsletter may be 
discarded. 

If you have any questions regarding this Newsletter, please contact The 
Prudential Insurance Company of America at (800) 582-7052. 
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assist in caring for the aid, the status of the patient's pr~vious 
hearincr aid, if any, and an assesment of whether an aid will sigr: J. ,=_ 
i~antly improve the patient's quality of life by increased social -
i z at i on o r ~ .i: n c re as e d i n v o l v em en t i n act .i. v i t i ~ s . s e e S u b ch a ~' t e r 3 , 
F.xhibit 1, ~ Form FD-257 to record results of th~ screening, whi c h 
is ,:;iqned by- the nursing director, social worker and the trentl ng 
p~ysi~ian. Then it is forwarded to the otologist, who will p rovide 
the otoloqic examination. 

(b) The hearing aid prescription: 

1. Monaural hearing aids may be considered,except those 
requiring · Silver Oxide Batteries. 

2. CROS, BICROS and binaural hearing aids may be con­
sidered only for children, for adults attending school, for indi­
viduals with severe high frequency loss who must use a CROS aid to 
prevent feedback, or for an eligible adult recipient who is ~ain­
fully employed or who is likely to be employed if a CROS, BICROS 
or binaural hearing aid arrangement is p·rovided. 

3. Electroacoustic characteristics for a recondit i oned 
hearing aid may also be prescribed in addition to the specific 
hearing aid prescription if any of the conditions listed under this 
Section exists. The ~ispenser shall then have the ootion of ~ro­
vidins ~ither the speci~ic 3id or a reconditioned aid. Recond i t i one d 
hearing aids are subject to the conditions listed in section 10:64-
, .5 (c) and may be provided if: 

i. The pati~nt is a resident of a long-term care 
facility; 

ii. The patient is in a living arranaement othP.r 
than a long-term care facility and is deeme~ an appropriate caneiaate 
for a reconditioned aid; 

iii. The patient has had a previous aid that was 
l ost, stolen, or destroyed within 35 months of the date that it was 
dispensed. 

3 
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10:64-1.5 HEARING AID SERVICES MANUAL 
• 

10:64-1.4 PRIOR AUTHORIZATION FOR HEARING AID 

(a) New and replacement hearing aids require prior authorization by the 
Medicaid District Office Medical Consultant. 

~ 

(b) The hiaring aid dispenser (provider) , completes all applicable items 
except Items 12, 25 and 34 on the Health Insurance Claim Form (1500 
N.J.) and submits the form to the appropriate Medicaid District Office 
for prior authorization, along with the nursing home hearing aid 
screening form, if applicable, and the otologic and audiologic reports 
(see Section 1. 7 concerning pol ic ·1es on replacement of hearing aids). 

(c) The Medicaid District Office Med1cal Consultant reviews the otologic 
and audiologic reports along with the nursing home screening form, if 
applicable. 

1. Claims for CROS, BICROS, binaural, and reconditioned aids will be 
· reviewed by the audiology consultant before authorization is 

determined. 

(d) Authorization for a hearing aid is indicated by the signature of the 
Medicaid District Office Medical Consultant in Item 34 of the Health 
Insurance Claim Form (1500 N.J.). 

(e) The Medicaid District Office returns the original copy of the claim 
form 'to the dispenser and retains a copy of the claim form, the 
nursing home hearing aid screening report, and the otologic and 
audiologic examination reportse The dispenser may then proceed to 
supp.ly the authorized item to the recipient ( see Subchapter 2 for 
billing ,procedures). If the request is denied, "Authorization denied" 
will be indicated in Item 34 of the 1500 N.J. form and the dispenser 
will receive a notification letter from the Medicaid District Office. 

10:64-1.5 DISPENSING OF HEARING AID 

(a) Delivery of the hearing aid shall be made to the patient within 21 
days of receipt of authorization from the Medicaid District Office. 
If it is not possible to supply the instrument within the stated time, 
the dispenser shall notify the Medicaid District Office and give the 
reason(s) for the delay. If the patient is a first time user, the 
earmold shall not be dispensed until prior authorization for the 
hearing aid is received. 

(b) When the new hearing aid is delivered the dispenser shall: 

Rev. 2/87 

1. Supply the new instrument; 

2. Supply a custom-fitted earmold; 

3. Supply tubing, or cord and receiver; 

4. Issue a one month's supply of batteries; 

5. Issue a garment bag, if applicable, and any other accessories 
normally supplied with the type of hearing aid provided; 

4 
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1. Usual and customary charge; or 

2. A charge consisting of the Eollowinq: 
£- . 

10:64-1.11 

i. Wholesale cost of the instrument, if new; 
or the acquisition cost and cost of the factory or laboratory · re­
conditioning, when applicable, if a reconditioned unit; plus 

ii. Wholesale cost of the earmold, as per Ia~ota­
tory invoice or laboratory price list; plus 

iii. A dispensing fee of $50.00. 

(e) Reimbursement for repair of a hearing aid, if not 
covered by the manufacturer's ~~fra~ty, sh~ll be the lower of 
t he -f-o 11 ow i n g : 

1. Usual and customary charge; or 

2. A charge consisting of the following: 

i. Manufacturer's cost of repair; plus 

ii. A SO percent service fee. -

_( f) Rei·mbursement for replacement parts, if not covered 
by the manufacturer's warranty, ·shall be the lower of the follow­
ing: 

1. Usual and customary charge; or 

2. A charge consisting of the following, depending up­
on the part or parts to be replaced: 

i. Earmolds: Wholesale cost, as per laboratory 
invoice or laboratory price list; plus $10.00 

ii. Batteries, which shail be provided as a three 
month's supply: Manufacturer list prices less 10 per cent. 

iii. Cords: Manufacturer list price less 10 percent. 

i V. Receive rs: Manufacturer list price less 
10 percent. 

v. Garment bags: Manufacturer list price less 
10 percent. 

11 
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SUBCHAPTER 2. BILLING PROCEDURES 

10:64-2.1 GENEftAL BILLING PROCEDURES 

(a) A claim is a bill which indicates a request for payment for 
Medicaid-reimbursable services provided to a Medicaid-eligible 
individual. The claim may be submitted hard copy or by means of an 
approved method of automated data exchange. 

(b) The Health Insurance Claim Form (1500 N.J.) is to be used for billing 
of hearing aids and equipment. For hearing aids which require prior 
authorization, Item 34 must be signed and dated by the Medicaid 
District Office Medical Consultant before the claim may be considered 
for payment. Before billing the Fiscal Agent the dispenser shall have 
the recipient sign Item 12 (Patient's or Authorized Person's 
Signature), and .the dispenser shall sign Item 25 (Signature of 
Physician or Provider). 

10:64-2.2 PROCEDURES FOR THE BILLING OF HEARING AIDS 

(a) The procedure for the billing of hearing aids shall be as follows: 

Rev. 2/87 

1. The dispenser shall attach one copy of Fann FD-244 (Follow-Up to 
Hearing Aid Examination) to the original copy of the claim form 
(1500 N.J.) when submitting the claim to the Fiscal Agent for 

· payment. 

2. If the Notice of Missed Appointment has been completed on Form 
FD-244, or written reason given for lack of follow-up, the 
dispenser sha 11 answer questions in the bottom portion of this 
form, giving the following information: 

i. The aid and earmold provided conform to the prescription as 
per Form FD-36; and 

ii. The aid and earmold provided fit comfortably and adequately. 

3. If the dispenser has not received Form FD-244 from the Medicaid 
staff or the audiologic facility within 30 days of delivery of 
the aid to the patient, a copy of the Notice of Requirement for 
Hearing Aid Follow-up Visit shall be attached to the claim in 
lieu of the FD-244. On the bottom portion of this notice, the 
dispenser shall add a signed and dated affidavit certifying the 
following: -

i. That notification regarding follow-up testing was not 
received within 30 days of dispensing the aid; 

ii. That the aid and earmold provided conform to the 
prescription as per Form FD-36; and 

iii. That the aid and earmold provided fit comfortably and 
adequately. 

12 
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4. When billing the Fiscal Agent for a reconditioned hearing aid, 
the dispenser shall attach to the claim form the following: 

i~ A copy of the invoice or sales document showing the 
acquisition cost of the aid, if any; and/or 

ii. A copy of the factory or laboratory invoice showing the cost 
of reconditioning. 

10:64-2.3 TIMELINESS OF CLAIM SUBMISSION AND CLAIM INQUIRY - --- -

I For timeliness of claim submission and claim inquiry, see- Chapter 49 of this 
manual, Administration - 10:49-1.12. 

10: 64-2. 4 BILLING FOR SERVICES AND MATERIALS- -- - · --

(a) Billing for services and materials in the event that an aid is 
returned, in accordance with Section 10:64-1.6, shall be as follows: 

1. The dispenser shall prepare a new claim form showing charges for 
materials, manufacturer's charges, and the service fee. No prior 
authorization is necessary. 

2o The dispenser shall attach a copy of Form FD-244 (Follow-Up to 
Hearing Aid Examination) to the new claim before mailing it to 
the Fiscal Agent. 

10:64-2.5 BILLING FOR REPAIRS 

(a) Billing for repairs shall be as follows: 

1. The dispenser shall attach one copy of the factory or laboratory 
invoice to the claim form (1500 N.J.) when billing the Fiscal 
Agent. 

2. The dispenser shall note on the claim form one of the following: 

i. "Repair of new aid"; or 

ii. "Repair of recon aid". 

10:64-2.6 MAILING INSTRUCTIONS 

(a) Mailing instructions are as follows: 

1. Mail the original copy to: 

The Prudential Insurance Company of America 
P. 0. Box 1900 
Millville, New Jersey 08332 

13 
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Subchapter 3 - Instructions for filling out Forms and Exhibits 

10:64-3.1 Completion of Nursing Hom~ Hearing Aid Screening 
(Form FD-257: Exhibit I) 

(a) Instructions for completing the Nursing Home Hearing 
Aid Screenina (Form FD-257) are as follows: 

1 . Item 1. thru :, • - Self Explanatory 

2. Item 6. - A~l questions must_ bL answered by desig~ 
nati~q =hec~rnark in appropriate column: 

3. · I.tern 7. List any additional information or recom-
mendations as to need of hearing aid: 

4. Item 8. - Signature of Nursing Director: 

S. Item 9. - Signature of Social Worker: 

6. Item 10. - This is to be checked if patient is a 
candidate for a hearing aid and form forwarded to tr.e otolagist who 
will provide the atolagic examination; 

7. Item 11. - This is to be checked if the patient is 
not a candidate for a hearing aid and the completed form is ta be 

I / placed in th~ patient's records. 

8. Item 12.thru 14. - Self explanatr:,ry 

10:64-3.2 Completion of the Audiologic and Hearing Aid Examina­
tions (Form FD-36: Exhibit II) 

(a) Results of the audiologic and hearing aid examinations 
shall be reported on the Audiologic and Hearing Aid Examinations 
(Form FD-36) and shall include the following: 

1. tnformati.on relative to the patient's hearitlg aid 
candidacy, including: 

14 
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4. Statement as to the situations in which the recipient is using 
t_he hearing aid provided, or explanation of why the aid is not 
tf:eing used. 

5. Recommendation for purchase, alteration, or return of the aid to 
the dispenser. 

6. Signature: Form FD-244 shall be signed by the individual who has 
personally visited the nursing home, tested the patient, or 
verified a missed appointment by completing the Notice of Missed 
Appointment; and shall be forwarded in duplicate to the hearing 
aid dispenser. 

(b) In the event that ft is not possible to provide follow-up within 21 
days of acceptance of the aid by the patient, the audiologic facility 
or the Medicaid District Office shall submit to .the dispenser Form 
FD-244, completing . Notice of Missed Appointment if applicable, or 
writing the reason why the follow-up visit could not be completed on 
the bottom of the form. 

10:64-3.5 INSTRUCTIONS FOR COMPLETION OF HEALTH INSURANCE CLAIM FORM 
(1500 N.J.:EXHIBIT V) 

(a) I~structions for completion of Health Insurance Claim Form (1500 N,J.) 
are· as follows: 

ITEM 1. 

ITEM 2. 

ITEM 3. 
ITEM 4. 
ITEM 5. 
ITEM 6. 

ITEM 7. 
ITEM 8. 

ITEM 8a. 
ITEM 9. 

ITEM 10. 
ITEM 11. 

Copy the patient'$ name EXACTLY as it appears on the Medicaid 
eligibility validation form. 
Indicate patient's date of birth. Use six (6) digits (e.g., September 
10, 1980 is written 09/10/80). If only the year is known, enter the 
year. 
If birthdate is unavailable, submit claims without birthdate. 
Not appljcable. 
Indicate patient's address and telephone number. 
Check appropriate block to identify patient's sex. 
Copy the patient's Health Insurance (Medicare) Claim Number as it 
appears on the Medicare Health Insurance card when the patient is 
covered by both Medicare and Medicaid. 
Not applicable. 
Copy the patient's Health Services Program (Medicaid) Case Number and 
Person Number EXACTLY . as shown on the Medicaid eligibility validation 
form. 
Not applicable. 
Check appropriate block to indicate whether the patient has other 
health insurance coverage. If yes, you must attach a copy of the 
explanation of payment or a copy of the decline notice from the other 
insurance coverage. 
Check as appropriate. 
Not applicable. 

17 
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ITEM 12. 

ITEM 13. 
ITEM 14. 
ITEM 15. 
ITEM l6o 
ITEM 16a. 
ITEM 17 o 

ITEM 18 . 
ITEM 19. 

ITEM 19a . 

ITEM 20. 
ITEM 21. 

ITEM 21a. 
ITEM 22. 
ITEM 23A. 
ITEM 23B. 

ITEM 24A. 
ITEM 24B. 

ITEM 24C. 
ITEM 240. 

Rev. 2/87 
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Under ordinary circumstances, the patient must sign the claim form 
when services have been received. 
The craim form must indicate services rendered prior to presenting it 
to the·patient for signature. 
Indicate in the blocks provided, the relationship of s igner to the 
patient-recipient. 
If the patient's signature is unobtainable, refer to your Medicaid 
Provider Manual for procedures to follow. 
Not applicable. 
Not applicable. 
Not applicable. 
Not applicable. 
Not applicable. 
Not applicable. 
Not applicable. 
Indicate the name of the prescribing practitioner unless the patient 
is an MP Plan member in which case you MUST indicate the name of the 
MP Plan Physician Case Manager. 
Enter the Individual Medicaid Practitioner (IMP) Number of the 
practitioner or Case Manager whose name is entered in Item 19. 
Not applicable. --- - ·· · 
Write in the name of the facility if p 1 ace of service is other than 
the patient's home or provider's place of business (office, etc.). 
To b~ . completed in addition to Item 24B. 
Not applicable . · 
Not applicable. 
Enter diagnoses for all services identified in Item 240. 
EPSDT Program Referral: 
Complete this item for patients under 21 years of age. 
Ask the patient and/or referring physician or clinic if this service 
is the result of an EPSDT screening. 
Enter date(s) of each visit or service provided. 
Identify place of service by selecting appropriate alpha code as 
1 is ted on the reverse side of the 1500 N. J. form under II Pl ace of 
Service". 
Not applicable. 
Indicate the HCPCS code number for the service provided as listed in 
your Medicaid Provider Manual. Indicate the item number, model number, 
manufacturer I s name, and sa 1 e amount. If there is no code in the 
manual to identify the service provided, enter a narrative description 
of the service. If a replacement within 36 months, add the notation 
"replacement aid". If a reconditioned aid, add the notation "Recon" 
and the notation ''six months warranty" and attach to the claim form an 
invoice or sales document showing the acquisition cost of the aid, if 
any, and/or the facility or laboratory invoice showing the cost of 
reconditioning. Indicate the number of batteries and type of custom 
fitted earmold . If applicable; indicate the receiver model, one cord 
and garment bag. For repairs indicate "Repair of new aid" if 
originally dispensed as a new aid. Indicate "Repair of recon aid" for 
repair of a reconditioned aid. For replacement earmolds, describe the 
earmold and attach a copy of the laboratory cost list or laboratory 
invoice to the claim form. For batteries and replacement parts, 
describe the item. 

18 
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ITEM 24E. 

ITEM 24F. 
ITEM 24G. 
ITEM 24H. 
ITEM 24!. 
ITEM 25. 

ITEM 26. 
ITEM 27. 
ITEM 28. 
ITEM 29. 
ITEM 30. 
ITEM 31. 

ITEM 32. 
ITEM 33. 
ITEM 34. 

Enter either the reference number or the diagnosis code from 
Item 23A that is related to the service provided. 
Enter ~uantities or units. 
Enter your usual and customary charge for each service. 
Not applicable. 
Not applicable. 
Read the Medicaid Provider Certi fi cation on the reverse side of the 
1500 N.J. form carefully and sign and date the claim form accordingly. 
Not applicable. 
Enter the sum total of the individual charges indicated in 24G. 
Not applicable. 
Not applicable. 
Not applicable 
If not preprinted, write provider name, address and provider number. 
Enter telephone number. 
Not applicable. 
Not applicable. 
For services requiring prior authorization the Medicaid District 
Office Medical Consultant will affix his/her signature, date the 
authorization and terms of authorization, that is, purchase, or denial 
and the provider must assure that Item 34 is complete before 
submitting_ the claim for payment. 

19 
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STATE OF NEW JERSEY 
DEPARTMENT OF HUMAN SERVICES 

DIVISION OF MEDICAL ASSISTANCE ANO HEALTH SERVICES 

EXHIBIT I 

NURSING HOME HEARING AID SCREENING 

1. PATIENTS NAME 2.AGE 3 . HEAL TH SERVICES PROGRAM CASE NO. 

I I I I I I I I I I I 
4 . NURSING HOME NAME AND ADDRESS 5 . TELEPHONE NO. 

6 . 

·-

YES NO 

D D 
D D 
D D 

D D 
D D 
D D 
D D 
D D 
D D 

· 1: ·-- -ooES P-ATIEN"F-GESIRE--A HEARING Ale? CVERY-IMPOR-TANTI -- ,_ 

2 . IS PATIENT CAPABLE OF MANIPULATING AND CARING FOR A HEARING AID? 

3 . IF PATIENT REQUIRES ASSISTANCE. WILL THE NURSING STAFF ASSIST PATIENT IN CARING FOR 

THE AID. ON A DAILY BASIS, BY INSERTING EARMOLO. ADJUSTING CONTROLS. CLEANING EARMOLO, 

CHECKING HEARING AID FUNCTION. ANO ORDERING BATTERIES ANO REPAIRS WHEN NECESSARY? 

4. DOES PATIENT CURRENTLY HAVE HEARING AID? 

A. IF YES. CAN OLD AID BE REPAIRED? 

B. IF YES. WAS PATIENrs PREVIOUS HEARING AID LOST OR STOLEN? 

5 . WILL HEARING AID SIGNIFICANTLY IMPROVE THIS PATIENTS QUALITY OF LIFE BY: 

A. INCREASING SOCIALIZATION? 

B. INCREASING INVOLVEMENT IN ACTIVITIES? 

~IF QUESTION 1 OR 3 OR 5 ABOVE. IS ANSWEREp "NO". PATIENT IS NOT A HEARING AID CANDIDATE 

7 . CO'MMENTS: 

NOTICE TO THE NURSING DIRECTOR: 

IF THE ABOVE PATIENT RECEIVES A HEARING AID, YOU ARE REQUIRED TO NOTIFY THE LOCAL MEDICAL ASSISTANCE UNIT 

WITHIN THREE DAYS OF RECEIPT OF THE AID BY THE PATIENT. 

8 . ------------------ I I 9 . ----------------- I I 
NURSING DIRECTOR SIGNATURE DATE SOCIAL WORKER SIGNATURE 

TREATING PHYSICIAN: 

10. AN OTOLOGIC CONSULTATION IS REQUESTED FOR THE ABOVE PATIENT. 

1 1. AN OTOLOGIC CONSULTATION IS NOT REQUESTED FOR THE ABOVE PATIENT. 

12. 
13. ___________________ _ 

PHYSICIAN'S NAME PRINTED PHYSICIAN'S SIGNATURE 

20 

ntc.'[')C:I\IC'C:D 

DATE 

14. ______ ; ______ ; __ 

DATE 

8-41-48 ED. !5/82 
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STATE OF NEW JERSEY 
.. DEPARTMENT OF HUMAet SERVICES 

DIVISION OF MEDICAL ASSISTANCE AND HEAL TH SERVICES 

EXHIBIT IV 
FOLLOW-UP TO HEARING AID EXAMINATION 

OR 
NOTICE OF MISSED APPOINTMENT 

1. Patient's last name First name 2. Patient's street address Telephone nurrber 

HSP (Medicaid) Case No. 4. Patient 5. Age 6. Sex City, State ZIP code .- Person# B Female 
I I I I I I I I I!- Male 

7. HEARING AID DISPENSER 

NAME ANO ADDRESS: 

8. AUDIOLOGIST OR MEDICAID STAFF MEMBER 

NAME, TITLE , ADDRESS: 

•9, EAR FITTED: 10. DATE AID PRO~IDEO : 

11. MAKE, MODEL ANO SERIAL NUMBER OF AID: 

SPECIAL AOJU STMENTS: 

EARMOLO TYPE: BATTERY TYPE : 

12. SOUND-FIELD DATA (decibels or percentages) SHOWING EFFECTS OF AMPLIFICATION ON COMMUNICATION: 

UNAIDED DATA: 

AIDED DATA: 

13. ARE THE AID AND EARMOLD APPROPRIATE AS PROVIDED? IF NO , PLEASE EXPLAIN: 

14. IS THE PATIENT USING THE AID? 

IF Y~S. IN WHICH LISTENING SITUATION? 

IF NO , PLEASE EXPLAIN : 

. RECOMMENDATIONS : 

1. PURCHASE 

2. PURCHASE WITH THE FOLLOWING ALTERATIONS·: 

3. 00 NOT PURCHASE; AID TO BE RETURNED TO THE DISPENSER: 

16. SIGNATURE OF AUDIOLOGIST OR MEDICAID STAFF MEMBER DATE 

--

NOTICE OF MISSED APPOINTMENT 

17. DATE OF MISSED APPOINTMENT 

18. WE (WERE) (WERE NOT) NOTIFIED IN ADVANCE 

19. WAS ANOTHER APPOINTMENT MADE? YES ___ NO ___ 

20 . DATE OF NEW APPOINTMENT : 

21 . INDICATE WHY FOL.LOW-UP COUL.D NOT BE COMPLETED (IF OTHER THAN A "MISSED APPOINTMENT .. ). 

SIGNATURE OF AUDIOLOGIST DATE 

IF NOTICE OF MISSED APPOINTMENT DESIGNATES RECIPIENT DID NOT RETURN FOR FOLLOW•UP TO HEARING AID EXAMINATION, 
THE FOLLOWING MUST BE ANSWERED BY THE DISPENSER : 

22. DID TH£ AID ANO EARMOLD PROVIDED CONFORM TO THE PRESCRIPTION PER FORM F0-36? 
YES ___ NO ___ 

23. DID THE AID ANO EARMOLO PROVIDED FIT COMFORTABLY ANO ADEQUATELY? 
YES ___ NQ ___ 

SIGNATURE OF DISPENSER DATE 

1· 

23 84146 ED: 2/85 

AUDiOLOGIST OR MEDICAiD STAFF MEMBER 
FD-244 (2/85) 



HEAL TH INSURANCE CLAIM FORM 
READ INSTRUCTIONS BEFORE COMPLETING THIS FORM 

EXHIBIT V 

.. MEDICARE D MEDICAID D CHAMPUS D OTHER D 0MB No. 0938-0008 

PATIENT & INSURED (SUBSCRIBER) INFORMATION 
1. PATIENT'S NAME (First name, middle initial, last name) 2. PATIENT'S DATE OF BIRTH 3. INSURED'S NAME (First name, middle initial, laat name) 

3 
4. p T'S ADDRESS (Street, city, 1tate, ZIP code) . PATIENT'S SEX PATIENT'S MEDICARE/CHAMPUS NO. (Include any letten) 

MALE □ FEMALE 

PATIENT'S RELATIONSHIP TO INSURED 8- PATIENT'S MEDICAID LD. NO. 

Telephone No. SPOUSE CHILD 

YES □ NO 

A. PATIENT'S EMPLOYMENT 

.OTHERHEALTHINSURANCECOVERAGE­

Enter Name of Policyholder and Plan Name and 
Addre&1 and Policy Number 

YES □ NO □ /1- INSURED'$ ADDRESS (Street, city, atate, ZIP code) 

B. ACCIDENTAL INJURY 

AUTO OTHER 

t 7. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE MEDICARE. CHAMPUS6 MEDICAID (Read beck t.tan~ 
;,'yAuthoriz• th• a.1 .... of any M..tical Information NaceNUlf to ~ thi. Claim and a.q.,.., Pa:,rmmt of Bce6ta IA Ac~ with Propam Poliq. 

For Fedual Ben.tit& [ a.q.,.., Pa)'IMllt Either to M:,,Nlf or to the P-- wbo Acc.pta ~t Below. Relllllonltllp: CtleCII If ott,w ttlan patienl 

SIGNED DATE 

PHYSICIAN OR SUPPLIER INFORMATION 

C Auln0nl8cl Rap. 
CRNthe 
DOU. 

1-DATEOF ◄ ILLNESS (FIRST SYMPTOM) OR f ATE PATIENT FIRST CONSULTED YOU 
FOR THIS CONDITION INJURY (ACCIDENT) OR 

PREGNANCY (LMP) 

ryoATE PATIENT ABLE To RETURN To woRK ljfDATES OF TOTAL DISABILITY 

FROM I THROUGH 
aaNAME OF REFERRING PHYSICIAN OR OTHER SOURCE (e.1. public 

! health a~encv) 
~}-D. NUMBER 

y_. NAME & ADDRESS OF FACILITY WHERE SERVICES RENDERED 
i.If other than home or office) 

~.D.NUMBER 

-- .. ~ - ~ .. ... .. .,... . ~ -.·-- ______ ....,....,._ . - -- -

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

1. 

2. -- -

:( ,, 

I Authorize Payment of Medical Benefit■ to U~ 
Phyaician or Supplier for Service Deac:ribed Below. 

SIGNED (lnaured or Authorized Penon) 

SIMILAR SYMPTOMS? 
~nAl:I PATir.rn EVER HAD SAME OR I 16L IF AN EMERGENCY 

YES □ NO □ CHECK HERE n 
DATES OF PARTIAL DISABILITY 

FROM I THROUGH 
~R SERVICES RELATED TO HOSPITALIZATION GIVE HOSPITALIZATION DAT 

ADMITTED DISCHARGED 

~WAS LABORATORY WORK PERFORMED OUTSIDE 
YOUR OFFICE? 

YES n NO n CHARGES 

~ WAS THIS SERVICE PERFORMED 

l 
AS A RESULT OF AN EPSDT 
PROGRAM REFERRAL? 

YES□ NOD 

PRIOR 
AUTHORIZATION NO. 

IE ~A,DATEOP 8PLACE e- '/J. FULLY DESCRIBE PROCEDURESFMEDICAL SERVICES OR SUPPLIES of.fs &- CH/g;_IJP U.EAVEBLA? 
SERVICE OF 

T.O.S. 
FURNISHED OR EACH DATE GIVEN DIAGNOSIS ·oa FAMILY 

PRO<YE~:J.fli--~f DE (Explain Unusual Services Or Circumstances) CHARGES FROM TO SERVICE CODE UNITS PLANNING 
I 

I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

I 
I 
I 
I 

"- I 
I 

\ I 
I 

I 
I 
I 
I 

~ 
0

SIGNATURE OF PHYSICIAN OR SUPPLIER ~ ACCEPT ASSIGNMENT "17-'TOTAL CHARGE l.afAMOUNT PAID I~ 3ALANCE Dl 
- (I certify that the statements on the reverse apply 

YES □ NO □ (Medicare and CHAMPUS Only to this bill and are made a part hereof.) 
See Back) 

JIGNED 'Jo PROVIDER SOCIAL 
SECURITY /1.D. NO. 

QMD □ DO ODPM DOD 0 DC O PhD 

DATE 

l'J(PATIENT'S ACCOUNT NO. ~ EMPLOYER I.D. NO. 

~· u{S· 

• PLACE OF SERVICE AND TYPE OF SERVICE (T.O.S.) CODES ON THE BACK 

1500 N.J. ED. 11-82 
24 

13/· PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS & ZIP CODE 

TELEPHONE NO. 

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



HEALTH INSURANCE CLA.1M FORM 
EXHIBIT V REFERS TO GOVERNMENT PROGRAMS ONLY 

MEDICARE AND CHAMPUS PAYMENTS: A patient's signature requests 
that payment be mode and authorizes release of medical information necee11ary 
to pay the claim. If itein 9 is completed, the patient's signature authorizes 
releasing of the info rmation to the ihaurer or agency shown . In• Medicare 
ass igned or CHA MPUS participation cases , the physician agrees to accept 
the charge determination of the Medicare carrier or CHAMPUS fiscal inter­
mediary as the full charge, and the patient i ■ responsible only for the 
deductible, coinsurance, and non -covered service■. Coinsurance and deductible 

·are based upon the charge determination of the Medicare carrier or CHAMPUS 
fiscal int ermediary if this ia le88 than the charge submitted. CHAM PUS is 
not a health insurance program and renders payment !or health benefits 

provided through membership and affiliation with the Uniformed Servi..:e11. 
Information on the patient'• sponsor should be provided in items 3, 6, 7, 8, 
9, and 11. 

MEDICAID PAYMENTS: Authorization to Release Information, and Payment 
Request. I certify that the eervice(s) covered by this claim has been received, 
and reque ■ t that payment for these services be made on my behalf. I 
authorize any _holder of medical or other information about me to release to 
the State Agency or its authorized Agents any information needed for this 
or a related claim. 

SIGNATURE OF PHYSICIAN OR SUPPLIER (MEDICARE AND CHAMPUS) 

I certify that the services shown on !his form were medically indicated and 
necessary for the health of the patient and were personally rendered by me 
or were rendered incident to my profeaaional service by my employee under 
immediate peraonal supervision, except as otherwise expreuly permitted by 
Medicare or CHAMPUS reiiulations. 

For services to be considered as 'incident' to a physician's professional 
service, 1) they mu11t be rendered under the physician's immediate personal 

1upervu1on by hia/her employee, 2) they must be an integyal, although inci­
dental part of a covered physician ' s service , 3) they must be of kinda 
commonly furnished in the physician 's office ■, and 4) the services of non, 
physicians must be included on the physician ' ■ bills. 

For CHAMPUS claims, I further certify that neither I nor any employee 
who rendered the services are employees or members of the Uniformed 
Services (refer to 5 USC 5536). 

No Part B Medicare benefita may be paid unless this form ia received as required by existing law and regulations (20 CFR 422 510). 

NOTICE: Any one who misrepresenta or falsifies essential information to receive payment from Federal funda re,queated by thia form may upon 

conviction be subject to fine and imprisonment under applicable Federal law1. 

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

We are authorized by HCFA and CHAMPUS to ask you for information 
needed in the administration of the Medicare and CHAMPUS prognma. 
Authority to collect information is in· section 205(a), 18i2 and 1875 of the 
Social Secur i ty Act as amended and 44 USC 3101, 41 CFR 101 et seq and 
10 USC 1079 and 1086. 

The infor.mati on . we obtain to complete Medicare and CHAMPUS claims is 
used ·to identify you nnd to determine your eligibility . It _is al110 used to 
decide if the ;iervice11 and supplies you recei,·ed are covered· by Medicare or 
CHAb;PUS _and to insure thnt proper payment. ii< made. 

The informalion mny also be given to other providera of services , carrien, 
intermediar ies, medi co! review boards, and other organizations or federal 
agencies as necc,;,;ury to udmi ni;iter the Medicure and CHAMPUS program11. 

For example , it may be necessary to disclose information about the benefits 
you have used to a hospital or doctor. 

With the one exception discus11ed below, there are no penalties under Social 
Security law for refuaing to supply information . However, failure to furnish 
information regard ing the medical services rnndered or the amount charged 
would prevent payment of Medicare or C HAMPUS claims. Failure to furnish 
any other information such aij name or claim number, would delay payment 
of the claim. 

. . 

It is mandatory that you tell UI if you are being treated for a work related . 
injury 10 we can determine whether worker's com·penaation will p·ay for 
treatment. Section 1377(n) (3) of the Social Security Act prov ides criminal 
penalties for withholding this in fo rmation . 

MEDICAID PAYMENTS (PROVIDER CERTIFICATION) 

I hereby agree to keep such records as are necessary to disclose fully the 
extent of services provided to individuals under the State 's Title XIX plan 
and to furn ish information regarding any payments claimed for providing 
such sen ·ices as the Stut,:, Agency may request. 

SIGNATURE OF PHYSI CI AN (O R SUPPLIER): I certify th at the 11t,rviccs 
covered by this c laim were per8onal ly rendt:red b) me or under my direct 
personal supervision (as defined by. Program regulations ); that the foregoing 

information is true, accurate nnd complete; and that the services covered 
by this claim and the amount charged therefore are in accordance with the 
regulations of the Medicaid Program; and that no part of the net amount 
payable under tl,i11 claim has been paid ; and that payment of such amoun t 
will be acctepted a11 payment in full without add itional charge to the patient 
or to other11 on his behalf, with the exception of authorized deductibles - and 
coi n11u ranee. , I also certify that ei:rvices have been furnished in full compliance 
with the n on -d i,;crimination rc4uir>! me nte of T i tle VI of the Federal Civil 
RiKhts Act and ::iecti,, 11 50-l of th e Rehabilitatio n Ac: t of 1973. 

I understand that payment and eati11faction of this claim will be from Federal and State funds, a nd that any falue claima, 11tatem ents , or 

documents, or concealmen[ of a material fact, may be,prosecut-ed under applicuble Federal or Stnt-e laws , or both. 

PLACE OF SERVICE CODE.S: 

(IH) 

(OH) 
(0) 
(H) 

(DCF) 
(NC F) 
(N H) 
(SNF) 
(A) 

(OL) 
(IL) 
(OMS) 
(RTC) 
(STF) 
(KC) 

(CL) 
(ER) 
(BH) 

Inpatient Hos pital 
Outpulient Hospital 
Doctor 0

8 Office 
Patient's Hvme 
Day Carte Facil ity <PSY) 
Nil{ht Cure Fucility (PSY) 
Nuriung Home 
Skilli:d N ursing Facility 
Ambulance 
Other Lvcutio ns 
Independent Lal.,orntory 
Other Medica l. Su q{i cal Facility 
Residential Treatment Cente r 
Speciali:i:cd Treatment r'acility 
Indtependent Kidney Care Treatment Center 
Clinic 
Emergency Room 
Boardine Home 

TYPE OF SERVICE CO DES: 

1 
2 
3 

5 
6 
7 
8 
9 
0 
A 
M 
y 

z 

Medical Care 
Surgery 
Consultation 
Diagnostic X-Ray 
Diagnostic Lnboratory 
Radiation Therapy 
Anesthesia 
Assistance at Surgery 
Other Medical Service 
Blood or Packed Red Cells 
Used DME 
Alternate Payment for .Maintenance Dialy11is 
Second Opinion on Elective Surgery 
Third Opinion on Elective Surgery 



.. ~, MEI.RING AID SERVICES MANUAL 10:64-4.2 

10:64-4.2 HCPCS CODE NUMBERS FOR HEARING AID SERVICES 

HCPCS 
CODE 

V5030 

V5040 

vsoso 

V5060 

V5070 

V5080 

V5100 

) V5090 

V5120 

V5130 

V5140 

V5150 

) V5160 

V5170 

V5180 

V5190 

) V5200 

V5210 

V5220 

V5230 

) V5240 

Y4000 

Y4100 

Y4200 

DESCRIPTION 

Hearing Aid, r-t:>naural, Body Worn, Air Conduction 

Hearing Aid, Monaural, Booy worn, Bone Conduction 

Hearing Aid, Monaural, In The Ear 

Hearing Aid, Monaural, Behind The Ear 
-

Glasses, Air Conduction 

Glasses, Bone Conduction 

Hearing Aid, Bilateral, Body Worn 

NCYI'E: "Y-oord" Arrangement 

Dispensing Fee 

Binaural, Body 

Binaural, In The Ear 

Binaural, Behind The Ear 

Binaural, Glasses 

Dispensing Fee, Binaural 

Hearing Aid, Cros, In The Ear 

Hearing Aid, Cros, Behind The Ear 

Hearing Aid, Cros, Glasses 

Dispensing Fee, Cros 

Hearing Aid, Bicros, In The Ear 

Hearing Aid, Bicros, Behind The Ear 

Hearing Aid, Bicros, Glasses 

Dispensing Fee, Bicros 

Reoonditioned Hearing Aid 

Returned Hearing Aid 

Hearing Aid Repairs 

-26- 2-87 



10:64-4.2 

HCPCS 
CODE 

Y4300 

Y4400 

Y4500 

Y4600 

HE'ARING AID SERVICES MANUAL 

DESCRIPTION 

Earnolds For Hearing Aids 

Batteries For Hearing Aids 

Hearing Aid Replacement Parts and Accessories 

Miscellaneous Hearing Aid Supplies and Services 

-27- 2-87 



StJtl' of N1..·w frrs1..·y 
Dl.'p.Jrtmcnt of Human Savi1..·l·, 

Division of Mcdkal Assist.Jn1..·1..• .Jilli lh:Jlth S1..•f"\·i1..·1..·s 

l\EWSLETTER 
\ ' , ,11111,l' .... 'P.--:-.516.''' 

Date: March 16, 1987 

TO: All Providers 

SUBJECT: AIDS Col'TITlunity Care Alternatives Program (ACCAP) 

EFFECT! VE: March 1, 1987 

Background: The New Jersey Medicaid Program is announcing the AIDS 
Community Care Alternatives Program (ACCAP), a three-year 

renewable Federal waiver program which offers home and community-based ser­
vices to persons with Acquired Immune Deficiency Syndrome (AIDS) or with 
AIDS-Related Complex {ARC). This program is the first of its kind in the 
nation. 

The waiver was prepared by the Division of Medical Assistance and Health 
Services in response to the Omnibus Budget Reconciliation Act of 1981 (P.L. 
97-35) and the Omnibus Budget Reconc iliation Act_ of 1986 (P.L. 99-509) which 
encourages the development of community-based services. The purpose. of the 
program is to help eligible individuals to remain in or return to the 
community, rather than be cared for in a long-term care facility or hospital. 

Scope: The program serves a maximum of 350 individuals at any one time 
in the first year, 600 in the second year, and 1,000 in the third 

year. Because of the anticipated turnover in eligible individuals, the 
program has the capacity to serve 578 unduplicated individuals in the first · 
year; 990 unduplicated individuals in the second year; and 1650 unduplicated 
individuals in the third year. 

The program is statewide with slots allocated to each county based upon the 
estimated number of AIDS/ARC individuals to be served. A slot allocation 
listing for year one is attached. 

Administration: The Division of Medical Assistance and Health Services 
administers the overall program. Additionally, it has the 

responsibili.ty for assessing an individual' s need for care and for determining 
which individuals will be served by the program. 

El i g i b il i ty: Individuals eligible for ACCAP must be: 

000 Diagnosed as having AIDS or ~RC. 

000 In need of institutional care and meet, at a minimum, 



0 ()0 
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the nursing home level of care criteria establis hed 
by the New Jersey Medicaid Program. 

Categorically needy - Individuals who are Medicaid 
eligible in the community except for those served 
under the Medically Needy Program; or 

Optionally categorically needy - Individuals who have 
incomes which exceed the community standard up to the 
institutional cap and have resources which fall 
within the institutional standard. There is no 
deeming of spousal or parental income or resources in• 
the determination of eligibility for ACCAP. 

Optiona lly categorically needy individuals under the 
age of G5 must be determined disabled by the Social 
Securit; Administration (SSA) or by the Bureau of 
Medical Affairs, Division of Public Welfare, using 
SSA disability criteria. 

All individuals detern1ined eligible for ACCAP will receive a Medicaid valida­
tion eligibility card. Providers should verify eligibility before providing 
services. 

Cost-Sharing: Optionzlly categorically needy individuals are required to 
share in the cost of the service package when the individual's 

income exceeds mainterance needs as defined by program regulation. This 
includes medical and temedial care expenses not subject to payment by a third 
party p·ayor. There wi 11 be no deeming of spousal or parental income in the 
determination of the individual 1 s cost-share liability. Cost-sharing monies 
are to be centrally ccllected by the Division of Medical Assistance and Health 

/Services. 

Services: Except for nursing home services, all services currently 
providEd under the N~w Jersey Medicaid Program are available 

under ACCAP in accord ~ith an individualized plan of care. Additionally, the 
following services are available to the eligible individual: 

0 0 0 

o c o 

Case Management - This is a process in which a public 
health nurse or social worker (MSW) in a community 
agency is responsible for planning, locating, 
coordinating and monitoring a group of services 
designed to meet the individual needs of the 
person being served. A listing of case management 
sites is attached. 

Private-duty Nursing (PON) - This is care provided 
.by licensed practical or registered professional 



Cost Limitation: 

costs per person. 
more than the cost 
projected weighted 
care. 

000 

000 

000 
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nurses. PON is continuous rather than part-time 
or intermittent care. Nurses may be employed by 
licensed home health agencies, voluntary 
non-profit homemaker/home health aide agencies, 
private employment agencies and temporary-help 
service agencies approved by Medicaid to provide PON 
services. PON services may be provided up to 16 
hours per day per person, but only when there is a 
live-in primary adult caregiver who accepts 24-hour 
per day responsibility for the health and welfare of 
the individual. 

Agencies approved to provide private-duty nursing 
services under Medicaid's Model Waiver III also may 
provide these services under ACCAP and may bill the 
Medicaid Program by using the same procedure codes. 
Agencies interested in providing PON services may 
contact the Division of Medical Assistance and Health 
Services, Provider Enrollment Unit. For further 
information on PON, refer to Newsletter P-505, dated 
December 8, 1986. 

Certain Narcotic and Drug Abuse Treatments at Home -
The program allows drug treatment centers, 
approved as Medicaid providers, to provide methadone 
treatment, individual psychotherapy and family 
therapy at home. 

Personal Care Assistant Services - These are 
health-related tasks performed in the individual's 
home by a certified individual who is under the 
supervision of a registered professional nurse. 
These services must be prescribed by a physician and 
must be provided in accord with a written plan of 
care. Personal care assistant services under ACCAP 
may exceed the regular program limitation of 25 hours 
per person per week. Only Medicaid approved PCA 
providers may provide personal care assistant 
services under ACCAP. 

Medical Day Care - This allows for health, social and 
supportive services on an outpatient basis several 
days a week in an approved medical day care center. 

Total program costs in this special waiver are limited by 
the number of community care slots used each year and by 

The cost of each individual's service package may be no 
of institutional ; care for that individual, determined at a 
cost of hospital 1 care or net average cost of nursing home 
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Application Process: Individuals currently eligible for Medicaid through 
the AFDC Pro~ram or individuals who are not currently 

Medicaid eligible and wish to apply for ACCAP should be directed to the County 
Welfare Agency/ Board of Social Services located in the county where the 
individual resides. 

Supp 1 ementa 1 Security Income ( SS I) recipients who wish to apply for ACCAP 
should make application to the Institutional Services Section of the Division 
of Medical Assistance and Health Services by calling the toll-free number: 
800-523-0593. 

Provider Enrollment: All current Medicaid providers may participate in 
ACCAP. To enroll contact the Provider Enrollment 

Unit, Division of Medical Assistance and Health Services, 7 Quakerbridge 
Plaza, CN 712, Trenton, New Jersey 08625 (Telephone: 609-588-2905). 

Questions about the program should be directed to Division of Medical 
Assistance and Health Services, Office -0f Home Care Programs at (609) 
588-2620. 



· AIDS Community Care AJternatives Program (ACCAP) 

Slot Allocation for Year One (3/1/87 to 2/29/88) 

Counti Slots 

Atlantic 5 

Bergen 24 

Burlington 5 

Camden 8 

Cape May 2 

Cumberland 2 

Essex 107 

Gloucester 2 

Hudson 72 

Hunterdon 4 

Mercer 8 

Middlesex 16 

Monmouth 9 

Morris 8 

Ocean 5 

Passaic 33 

Salem 2 

Somerset 3 

Sussex 2 

Union 31 

Warren 2 

TOTAL 350 

3-1-87 



ATLANTIC 

t3ERGEN 

BURLINGTON 

CAMDEN 

CAPE MAY & 
CUMBERLAND 

ESSEX 

GLOUCESTER & 
SALEM 

HUDSON 

HUNTERDON 

AIDS Community Care Alternatives Program CACCAP) 

CASE MANAGEMENT SITES 
(For Adults 21 Years of Age and Over) 

Atlantic County Department of Health & Institutions 
201 South Shore Road 
Northfield, NJ 08225 
C 609) 645-7700 

Home and Community Health Care of Bergen County, Inc. 
74 Passaic Street 
Ridgewood, NJ 07450 
(201) 444-0040 

Community Nursing Services 
P.O. Box 287 
Mount Holly, NJ 08060 
(609) 267-1950 

Visiting Nurse and Health Association of Camden County 
608 Broadway 
Camden, NJ 08103 
(609) 365-5617 

Community Nursing Service Department of Health 
City of Vineland 
111 North 6th Street 
Vineland, NJ 08360 
(609) 794-4261 

Community Health Care of North Jersey 
451 Lincoln Avenue 
Orange, NJ 07050 
(201) 673-0158 

Southern New Jersey Visiting Nurse Service System, Inc. 
P.O. Box 508 
Woodbury, NJ 08096 
(609) 845-0460 

Christ Hospital Home Health Services 
176 Palisade Avenue 
Jersey City, NJ 07306 
(201) 795-8444 

Hunterdon Medical Center - Home Health Services 
Route 31 
Flemington, NJ 08822 
(201) 788-6138 



.... 

Case Management Sites 
AIDS Community Care Alternatives Program 
Page 2 

MERCER 

MIDDLESEX 

MONMOUTH 

MORRIS 

OCEAN 

PASSAIC 

SOMERSET 

SUSSEX 

UNION 

Visi ting Nurse Association of Trenton,Inc. 
P.O. Box 7393 
West Trenton, NJ 08628 
(609) 695-3491 

Visiting Nurse Association of Middlesex County, Inc. 
1915 Old Georges Road 
North Brunswick, NJ 08902 
(201) 821-9500 

MCOSS Nursing Services, Inc. 
141 Bodman Place 
Red Bank, NJ 07701 
(201) 747-1204 

Visiting Nurse Association of Morris County, Inc. 
38 Elm Street 
Morristown, NJ 07960 
(201) 539-1216 

Ocean County Health Department 
CN 2191 
Toms River, NJ 08754 
(201) 341-9700 

Visiting Health Service of Passaic Valley 
783 Riverview Drive 
Box 70 
Totowa, NJ 07511 
(201) 256-4636 

Somerset Valley Visiting Nurse Association, Inc. 
586 E. Main Street 
Sridgewater, NJ 08807 
(201) 725-9355 

Sussex County Health Department 
Division of Public Health Nursing 
Box 139, R.D. 3 
Newton, NJ 07860 
(201) 948-5400 

Visiting Nurse and Health Service 
354 Union Avenue 
Elizabeth, NJ 07208 
(201) 352-5694 

Visiting Nurse Association of Plainfield & North Plainfield 
427 W. 7th Street 
Plainfield, NJ 07060 
(201) 756-2436 
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WARREN Public Health Nursing Agency 
Warren County Health Department 
151 West Washington Avenue 
Washington, NJ 07882 
(201) 689-6000 

Special Child Health Services - Case Management Units under contract to the New 
Jersey State Department of Health, located in each county, will provide case 
management services to children up to the age of 21. Further information about 
these programs is available by calling the State Department of Health at (609) 
984-0775 . 



Stat L' of New frrsl' y 
Department of Human Servi'"'L'S 

Div ision of Medical AssistanL'e and lkJlth SL·rviL'L'S 

NEWSLETTER 
Date: March 16, 1987 

TO: Home Health Agencies and Homemaker Agencies 

SUBJECT: 

EFFECTIVE: 

AIDS Community Care Alternatives .Program (ACCAP) 

March 1, 1987 

BACKGROUND: As announced in the New Jersey .Health Services Program 
Newsletters, P-516 and BC-366, dated March 16,1987, the New 

Jersey Medicaid Program implemented the AIDS Community Care Alternatives 
Program (ACCAP) on March 1, 1987. This program enables eligible individuals 
to remain in or return to the community rather than be cared for in a long-term 
care facility or hospital. 

ACTION: Personal Care Assistant (PCA) services under ACCAP may exceed 
25 hours per week if required by the ACCAP individual. As in 

the regular Medicaid program, PCA services must be prior authorized by the 
Medicaid District Office. PCA providers must use the FD-139 form, Request for 
Authorization/Reauthorization of Home Care Services. 

The following new procedure codes must be utilized when billing Medicaid for 
PCA services provided to individuals under ACCAP: 

Personal Care Assistant Services 
Ind i vi dua 1 (weekdays) 

Individual (weekend/holiday) 

Personal Care Assistant Services 
Group - care provided involves two 

or more patients, with a maximum 
of eight patients in the same resi­
dential setting at the same time. 

Weekdays 

Weekend/holiday 

Initial Nursing Assessment Visit 
Nursing Reassessment Visit 

Procedure 
Code 

Z 1820 
Z 1821 
Z 1822 
Z 1823 

Z 1824 
Z 1825 
Z 1826 
Z 1827 
Z 1828 
Z 1829 

$ Value 
up to $8.30/hour 
up to $4.15/½ hour 
up to $9.30/hour 
up to $4.65/½ hour 

up to $6.24/hour 
up to $3.12/½ hour 
up to $7.24/hour 
up to $3.62/½ hour 
up to $25/vi sit 
up to $20/vi sit 

Any questions regarding this Newsletter should be directed to Carol H. Kurland, 
Administrator, Office of Home Care Programs, Division of Medical Assistance and 
Health Services at 609-588-2620. 
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StJtt· of Nt''-' frrsey 

Dq>artment of Human St•rvil't''-
Division of Medical AssistJth:l' ;.ind lh·Jlth St·r.il't''-

NEWSLETTER 
Date: March 16, 1987 

TO: Narcotic and Drug Abuse Treatment Centers 

SUBJECT: 

EFFECTIVE: 

AIDS Community Care Alternatives Program (ACCAP) 

March 1, 1987 

BACKGROUND: As announced in the New Jersey Health Services Program 
Newsletter, P-516, dated March 16, 1987, the New Jersey Medicaid 

Program implemented the AIDS Community Care Alternatives Program (ACCAP) on 
March 1, 1987. This program enables eligible individuals to remain in or to 
return to the community rather than be cared for in a long-term care facility 
or hospital. 

ACTION: It is anticipated that some individuals served urder this 
program may not be physically able to come to your center for 

required treatments. For the purpose of this special program only, the 
following services may be provided to ACCAP eligible individuals in the home: 

Procedure 
Code 

Z 1830 

Z 1831 

Z 1832 

Methadone Treatment rendered by a Na rct tic ,rnd 
Drug Abuse Treatment Center at Home 

A per diem payment based on the number of days a 
recipient i s supplied methadone during the billing 
period. This is an all inclusive rate for cost of 
drug, packaging, nursing time, and administrative 
costs. 

Urinalysis for Drug Addiction at Home 

To be used only when Narcotic and Drug Abuse 
Treatment Centers are approved for this service 
to determine what level, if any, a drug is present 
in the urine. 

$ Value 

$3. 50/vi sit 

$4. 50/vi sit 

Psychotherapy Rendered by a Narcotic and Drug 
Abuse Treatment Center at Home - Full Session $24.00/visit 

Verbal, drug augmented, or other therapy methods 
provided by a physician, or a professi onal coun­
sellor undet the direction of a physic ian, in a 
personal involvement with one patient to the ex­
clusion of other patients and/or duties. A mini­
mum of 50 minutes personal involvement with the 
patient is required. This includes a prescription 
visit when necessary. 



Procedure 
Code 

Z 1333 

Z 1834 

Z 183J 

-2-

$ Value 

Ps*chotherapy Rendered by a Narcotic and Drug 
buse Treatment Center at Home - Half Session $1 2.00/vi sit 

Verbal, drug augmented, or other therapy methods 
provided by a physician, or a professional coun­
sellor under the direction of a physician in a 
personal involvement with one patient to the ex­
clusion of other patients and/or duties. A mini­
mum of 25 minutes personal involvement with the 
patient is required. This includes a prescription 
visit when necessary. 

Family Therapy Rendered by a Narcotic and Drug 
Abuse Treatment Center at Home 

Therapy with the patient and with one or more 
family members present. Verbal or other therapy 
methods are provided by a physician, or a pro­
fessional counsellor under the direction of a 
physician, in personal involvement with the 
patient and the family to the exclusion of other 
patients and/or duties. A minimum session of 
1½ hours is required with a minimum of 80 min­
utes personal involvement with the patient and 
the family and up to 10 minutes for the record­
ing of data. The clinic may bill only for the 
patient and not for other family members. 

Family Conference Rendered by a Narcotic and 
Drug Abuse Treatment Center at Home 

Meeting with the family or other significant 
persons to interpret or explain medical, psychi­
atric or psychological examinations and proce­
dures, other accumulated data and/or advice to 
the family or other significant persons on how 
to assist the patient. A minimum of 50 minutes 
of personal involvement with the family is re­
quired. The clinic may bill only for the pat ient 
and not for other family members. 

$30. 00/v i s it 

$22. 50/v i si t 

Please note that these are new procedure codes for home care and increased 
rates have been assigned. 

If an ACCAP recipient receives narcotic and drug abuse servi ces in your ce~ ter, 
please bill for these services using your current procedu re codes and rate ;. 
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Since ACCAP only accommodates a limited number of individuals wro meet the 
requirements of the program, it is essential that you check eligibility for 
these home services before providing them. Please contact the Medicaid 
District Office serving your county if you have any questions. 

Each ACCAP recipient will be assigned a case manager whose responsib ility it is 
to develop an individualized service plan to meet the needs of the person being 
served. A listing of the case management sites is attached. 

Questions about ACCAP should be directed to Carol H. Kurland, Administrator, 
Office of Home Care Programs, Division of Medical Assistance and Health 
Services at 609-588-2620. 



AIDS Community Care Alter~atives Program CACCAP) 

► CASE MANAGEMENT SITES 
(For Adults 21 Years of Age and Over) 

ATLANTIC Atlantic County Department of Health & Institutions 
201 South Shore Road 
Northfield, NJ 08225 
(609) 645-7700 

BERGEN Home and Community Health Care of Bergen County, Inc. 
74 Passaic Street 
Ridgewood, NJ 07450 
(201) 444-0040 

BURLINGTON Community Nursing Services 
P.O. Box 287 
Mount Holly, NJ 08060 
(609) 267-1950 

CAMDEN Visiting Nurse and Health Association of Camden County 
608 Broadway 
Camden, NJ 08103 
(609) 365-5617 

CAPE MAY & Community Nursing Service Department of Health 
CUMBERLAND City of Vineland 

111 North 6th Street 
Vineland, NJ 08360 
(609) 794-4261 

ESSEX Community Health Care of North Jersey 
451 Lincoln Avenue 
Orange, NJ 07050 
(201) 673-0158 

GLOUCESTER & Southern New Jersey Visiting Nurse ServicE System, Inc. 
SALEM P.O. Box 508 

Woodbury, NJ 08096 
(609) 845-0460 

HUDSON Christ Hospital Home Health Services 
176 Palisade Avenue 
Jersey City, NJ 07306 
(201) 795-8444 

HUNTERDON Hunterdon Medical Center - Home Health Services 
Route 31 
Flemington, NJ 08822 
(201) 788-6138 
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Visiting Nurse Association of Trenton,Inc. 
P.O. Box 7393 
West Trenton, NJ 08628 
(609) 695-3491 

Visiting Nurse Association of Middlesex County, Inc. 
1915 Old Georges Road 
North Brunswick, NJ 08902 
(201) 821-9500 

MCOSS Nursing Services, Inc. 
141 Bodman Place 
Red Bank, NJ 07701 
(201) 747-1204 

Visiting Nurse Association of Morris Cou1ty, Inc. 
38 Elm Street 
Morristown, NJ 07960 
(201) 539-1216 

Ocean County Health Department 
CN 2191 
Toms River, NJ 08754 
(201) 341-9700 

Visiting Health Service of Passaic Valley 
783 Riverview Drive 
Box 70 
Totowa, NJ 07511 
(201) 256-4636 

Somerset Valley Visiting Nurse Association, Inc. 
586 E. Main Street 
Sridgewater, · NJ 08807 
(201) 725-9355 

Sussex County Health Department 
Division of Public Health Nursing 
Box 139, R. D. 3 
Newton, NJ 07860 
(201) 948-5400 

Visiting Nurse and Health Service 
354 Union Avenue 
Elizabeth, NJ 07208 
(201) 352.;..5694 

Visiting Nurse Association of Plainfield & North Plainfield 
427 W. 7th Street 
Plainfield, NJ 07060 
(201) 756-2436 
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WARREN Public Health Nursing Agency 
Warren County Health Departmen: 
151 West Washington Avenue 
Washington, NJ 07882 
(201) 689-6000 

Special Child Health Services - Case Management Units under contract to the New 
Jersey State Department of Health, located in each county, will provide case 
management services to children up to the age of 21. Further information ab ou t 
these programs is available by calling the State Department of Health at (609) 
984-0775. 



Stall' of Nl.'w JcrSl'Y 
Dl.'partmcnt of Human 51.'rvil.·~·s 

Division of Ml.'dil.:al Assista1KI.' and lh.•Jlth Savil."l'S 

TO: 

SUBJECT: 

NEWSLETTER 

March 30, 1987 

Providers of Nurse-Midwifery Services 

HCFA Common Procedure Coding System (HCPCS) - Revision 

Replacement pages are enclosed for Subchapter 3., HCFA Common 
Procedure Coding System, of the Nurse-Midwifery Services 
Manual. Incorporated into the replacement pages are all the 
additions and revisions since HCPCS was implemented Septemb~r 
1, 1985. The sign 11>11 preceding any HCPCS code indicates an 
addition or a revision. A vertical line on the left hand 
margin of written text indicates a revision. The additions and 
revisions are listed below: 

1. Additions: 90030WM, 90040WM, 90070WM, 90080WM, 90130WM, 
90140WM, 90170WM. 

2. Revisions: 58300WM. 

Manual Maintenance: Please substitute each replacement page aecordingly in 
Subchapter 3. of the Nurse-Midwifery Services Manual. 

If you have any questions regarding this Newsletter, please contact The 
Prudential Insurance Company of America,"at (800) 582-7052. 



10:58-3.2 ELEMENTS OF HCPCS CODES WHICH REQUIRE ATI'ENTION OF CERTIFIED 
NURSE-MIWIFE 

(a) The lists of HCPCS code numbers for nurse-midwifery services are 
arranged in tabular form with s:pecific information for a code given under 
columns with titles such as: "IND", "HCPCS CODE", "MOD", "DESCRIPTION", 
"FOLLOW-UP DAYS", "MAXIMUM FEE ALLCMMCE" and "ANES BASIC UNITS". The infor­
mation given under each column is summarized below: 

COLUMN 
TITLE 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer provider 

HCPCS 
CODE 

MOD 

to information concerning the New Jersey Medicaid Program's qualifi­
cations and requirements when a procedure or services HCPCS code is 
used. 

Explanation of indicators and qualifiers used in this column are 
given below: 

"L" preceding any procedure code indicates that the complete narrative 
for the code is located in Appendix A of this Subchapter 3. 

"N" preceding any procedure code means that qualifiers are applicable 
to that code. These qualifiers are listed by procedure code number in 
Appendix B of this Subchapter 3. 

Lists the HCPCS procedure code numbers. 

Lists alphabetic and numeric symbols. Services and procedures may be 
modified under certain circumstances. When applicable, the modifying 
circumstance is identified by the addition of alphabetic and/or 
numeric characters affixed to the code. The modifiers for C.N.M. pro­
cedures are already affixed to the codes in the HCPCS code listing. 
The nroifiers are as follow: 

WM - Midwifery: Used to identify procedures :performed by C.N.M. by 
adding the nroifier "~" to the code. 

22 - Unusual Services: When the service(s) provided is greater than 
that usually required for the listed procedure, it may be iden­
tified by affixing "22" to the usual procedure number. 

DESCRIP- Lists the code narrative. (Narratives for Level I Codes are found in 
TION CPT-4. Narratives for Levels II and III Codes are found in Appendix 

A of this Subchapter 3). 

FOLL<m- Lists the number of days for follow-up care. 
UP DAYS 

-4- Rev. 3-87 



MAXIMUM Lists New Jersey Medicaid Program's reimbursement schedule for the 
FEE C.N.M •• If the symbols "B.R." {By Rei:ort) are listed instead of a 
ALLCMANCE dollar amount, it means that additional information will be required 

ANES 
BAS!c 
UNITS 

in order to properly evaluate the service. Attach a copy of the 
rei:ort to the 1500-N.J. claim form. 

B.U.V. {Basic Unit Value)+ A.T. {Anesthesia Time) {units} x $6.30 
{specialist} or $5.50 {non-specialist} equals reimbursement. 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & "MOD" 

These symbols when listed under the "IND" and "MOD" columns are 
elements of the HCPCS coding system used as qualifiers or indica­
tors {as in the "IND" column} and as nodifiers {as in the "MOD" 
column}. They assist the C.N.M. in determining the appropriate 
procedure codes to be used, the area to be covered, the minimum 
requirements needed, and any additional parameters required for 
reimbursement puri:oses. 

i. These symbols and/or letters must not be ignored because in 
certain instances requirements are created in addition to the 
narrative which accompanies the CPT/HCPCS code as written in the 
CPT-4. '!HE C.N.M. WILL '!HEN BE LIABLE FOR THE ADDITIONAL 
RE(UIREMENTS AND NOT JUST '!HE CODE NARRATIVE • . These requirements 
must be fulfilled in order to receive reimbursement. 

ii. If there is no identifying symbol listed, the CPT/HCPCS code 
narrative prevails. 

-5- Rev. 3-87 



10:58-3.3 HCPCS CODE NUMBERS AND MAXIMUM FEE SCHEDULE FOR NURSE-MIDWIFERY SERVICES 

MAXIMUM 
FO~ FEE 

HCPCS UP ALLOWAOCE 
IND CODE MOD DAYS s $ NS 

(a) OBSTE'TRICAL SERVICES 

)N 58300 WM 0 23.80 

N 58301 WM 0 11.50 

N 59400 WM 60 165.20 

N 59410 WM 60 112.00 

(b) OFFICE MEDICAL SERVICES 

)N 90030 WM 0 6.30 

)N 90040 WM 0 6.30 

N 90050 WM 0 6.30 

( c) HOME MEDICAL SERVICES 

)N 90130 WM 

)N 90140 WM 

N 90150 WM 

0 

0 

0 

6.30 

6.30 

6.30 

ANES 
BASIC 
UNITS 

o. 

o. 

4. 

4. 

o. 

o. 

o. 

o. 

o. 

o. 
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FOLLrn 
HCPCS UP 

IND CODE MOD DAYS 

N 59420 WM 

N 59420 WM22 

N 59430 WM 

L Z0250 WM 

N 90060 WM 

) N 90070 WM 

) N 90080 WM 

N 90160 WM 

) N 90170 WM 

0 

0 

0 

0 

0 

0 

0 

0 . 

0 

MAXIMUM 
FEE 
ALLOWAOCE 
s $ NS 

5.60 

15.40 

9.10 

40.00 

6.30 

6.30 

6.30 

6.30 

6.30 

Rev. 3-87 

ANES 
BASIC 
UNITS 

o. 

o. 

o. 

o. 

o. 

o. 

o. 

o. 

o. 



HCPCS 
CODE 

58300WM 

58301WM 

59400WM 

APPENDIX B 

(Nurse-Midwifery Services) 

QUALIFIERS 

PROCEDURE 

Includes oost of device and p:>st insertion visit and limited to 
within 6 week p:>stpartum period. 

Limited to within 6 week p:>stpartum period. 

Ante partum care oonsisting of initial ante partum visit and seven 
subsequent ante partum visits. Specific dates of all visits are to 
be listed on the HCFA-1500/N.J claim form. 

Reimbursement will be decreased by the fee for the initial ante par­
tum visit (59420WM22) if patient not seen for this visit. The total 
fee will also be decreased by the reimbursement sum for each sub­
sequent ante partum visit (59420WM) which is less than seven. 

Obstetrical delivery per vagina ~en performed by a certified nurse 
midwife with inhospitai, hane, or birthing center p:>stpartt.n11 care, 
whichever applies.· This applies to a vaginal delivery at full term 
or premature following completion of at least 28 ~ks-·of gestation 
or if baby lives over 24 hours. · This shall also in~lude one visit 
between the 15th and 42nd p:>stpartum day following delivery and out 
of the hospital. Include delivery date on the HCFA-1500/N.J claim 
form. 

59410WM This applies to a vaginal delivery at full term or premature 
following completion of at least 28 ~ks of gestation or if baby 
lives over 24 hours. This shall also include one visit between the 
15th and 42nd p:>stparturn day following delivery and out of the 
hospital. Include delivery date on the HCFA-1500/N.J claim form. 

59420WM Indicate specific dates of services on HCFA-1500/N.J claim form. 

59420WM22 Initial ante partum care by a certified nurse midwife (separate 
procedure) • 

59430WM By other than the delivering physician or certified nurse midwife. 
One visit between the 15th and 42nd p::>stpartum day following deli­
very, out of oospital. 

Appendix B/1 Rev. 3-87 



HCPCS 
CODE 

)90030WM 
)90040WM 

90050WM 
90060WM 

)90070WM 
)90080WM 
)90130WM 
)90140WM 

90150WM 
90160WM 

)90170WM 

PROCEDURE 

If medical necessity dictates, corroborated by the record, then 
additional visits (home or office) above seven ante partum visits 
may be reimbursed. The claim form should clearly indicate the 
reason for the medical necessity and the date for each office or 
home visit listed. 

Appendix B/2 Rev. 3-87 



StJk of NL'\\ Jl'rSL'~ 
lk part ml'n t of HumJll SnviL'l'" 

Division of ~kdical As:-.htJrh.'L' Jlld lfL·Jlth SL'f'\ il'l'~ 

TO: 

SUBJECT: 

NEWSLETTER 

March 30, 1987 

Providers of Medical Supplier Services 

HCFA Common Procedure Coding System (HCPCS) - Revision 

Replacement pages are enclosed for Subchapter 3., HCFA Common Procedure Coding 
System, of the Medical Supplier Services Manual. Incorporated into the replace­
ment pages are all the additions and revisions since H~PCS was implemented 
September 1, 1985. The sign 11 > 11 preceding any code indicates an addition or 
a revision. A vertical line on the left hand margin of written text indicates 
a revision. The additions, revisions, deletions, and modifiers are listed 
below: 

1. Additions: E0162, E0165, E0185, E0190, E0251, E0260, X0125, E0271, E0276, 
X0130, E0405, E0416, E0435, E0451, X0300, E1374, E1397, E0515, 
E0650, E0660, E0745, E0747, E0940, E1010, E1040, ElllO, E1140, 
E1150, E1223, E1224, E0183, E0187, E0950, E0951, E0952, E0953, 
E0958, E0959, E0961, E0966, E0967, E0968, E0969, E0970, E0971, 
E0973, E0974, E0975, E0976, E0977, E0978, E0979, E0990, E0991, 
E0992, E0993, E0994, E0996, E0997, E0998, E0999, ElOOl, E1005, 
X0700, A4200, A4244, A4245, A4246, A4247, A4259, X8841, X8843, 
X8844, X8845, A4348, A4349, A4353, A4354, A4355, A4356, A4357, 
A4358, X8858, A4359, X8856, X8859, X8860, X8861, X8862, A4361, 
X6451, A4362; X6452, X6453, A4363, A4364, X6454, X6455, X6456, 
A4367, A4368, A4369, A4370, X6457, X6458, X6459, A4402, A4404, 
A4440, A4450, A4453, X6460, X6480, X6481, X6482, X6483, X6484, 
X6485, X6486, A4660, A4712, A4772, A4927, B4034, B4035, B4036, 
B4081, B4082, 84083, 84099, B4151, B4156, B4164, B4168, B4172, 
B4176, X8000, X7190, B4186, B4222, B4224, 84514, 89998, B9999. 

2. Revisions: E0265, E0425, E0430, El240, A4341, A4343, A4344, A4345, A4350, 
A4365, A4366, X4800, X4801, X4802, X4803, X4804, X4805, X4805, 
X4810, B4150, B4152, B4153, 84154, B4155, B4157, 84180, B4184, 
B4188, B4192, B4196, B4198, B4220. · 

3. Deletions: E0115, E0300, E0320, E1035, B4150 DD, X8016, X8016 DD, B4153 DD, 
B4154 DD, X8017, X8017 DD, B4159, X7100, X7105, X7120, B4200, 
B4239, B4242, B4251. 

4. Modifiers: RP - Replacement and Repair 
NU - New Durable Medical Equipment 

Manual Maintenance: Please substitute each replacement page accordingly in 
Subchapter 3. of the Medical Supplier Services Manual. 
Please note: Sect ion 3.4, HCPCS Codes for Orthopedic Footwear, will be revised 
and distributed at a later time. 

If you have any questions regarding this Newsletter, please contact The 
Prudential Insurance Company of America, at (800) 582-7052. 



MEDICAL SUPPLIER MANUAL 

SUBCHAPI'ER 3. HCFA Ca-1MOO. PRX:EOORE CCDING SYsrEM (OCPCS) 

10: 59-3.1 

3.2 

> 

INDEX 

IN'lRJDJCI'ION 

HCPCS CCDE NUMBERS FOR IlJRABLE MEDICAL E~ IPMENT 

(a) 
(b) 
(c) 
(d) 
(e) 
( f) 
(g) 
(h) 

( i) 
' (j) 

(k) 

(1) 
(rn) 

(n) 
(0) 
(p) 
(q) 
(r) 
(S) 

Ambulatioo Devices 
Bathing Equipnent 
Decubitus Care Equipnent 
Haspi tal Beds 
Hospital Bed Accessories 
Oxygen am Related Respiratory Equipnent 
IPPB ~hines 
Humidifiers/Nebulizers For Use Wi th Ox~en 
IPPB Equipnent Catpressors 
Suctioo Pump/Room Vaporizers 
Patient Lifts 
Pneumatic CeJtt:>re ssor am Appliarces 
(Lymphedena Pump) 
Safety Equipnent 
Transcutanerus an::1/a: Neuroouscular 
Electrical Nerve Stimulators 
Tracticn EquiF,ment 
·Trapeze Equipnent am Fracture Frame 
Wheelchairs 
Wheelchair Accessories 
Repairs an3 Replacement Supplies, 
Durable Me:lical Equipnent, 
Not Otherwise Classified 

3. 3 HCPCS CCDE NtNBERS FOR MEDICAL SUPPLIES 

3.4 HCPCS CCDE NtMBERS PND ~MLM FEE SCHEilJLE FOR 
ORIHOPEDIC FCXYIWFAR 

3.5 HCPCS CCDE NUMBERS FOR HYPERALIMEN'mTION 
EQJIPMENT AND SUPPLIES 

Rev. 3-87 



SUBQIAPrER 3. HCFA CQ.1MCN P!CCEilJRE CCDING SYsrEM (HCPCS) 

10:59-3.1 IN'rnODUCTION 

(a) The New Jersey Ma:licaid Program adq,ted the Health Care Financing 
Administration's (HCFA) Carmon Proca:lure Cooing _§ystem (HCPCS). The HCPCS Ccrles 
as listed in this Subchapter are relevant to Ma:licaid medical supplier services 
arrl must be used whal filing a claim. 

1. The responsibility of the rcedical supplier provider wha, rendering 
services arrl requesting reimbursement is listed in Subchapter L arrl Subchapter 
2. of the Ma:1 ical Supplier Manual. 

2. Services arrl procedures may be rocdified uooer certain circumstaoces. 
The New Jersey Medicaid Program's recognized roc:rlifier COJes for medical suppliers 
are as follc:ws: 

i. UE - Used Durable Medical Equipment 

ii. ID - Pcw:lered Enteral Forrulae - this should be used whal 
enteral po\\dered prcducts are supplied 

>iii.RP - Replacement arrl Repair 

> iv. NU - New Durable Merlical Equipnent 

3. "B.I." (By Invoice) means that the invoice rrust be attached to the 
M:-11 claim form. Payment will be made by adding 50 perca, t to the invoice oost. 
If the invoice oost is excessive in oomparison to invoice costs submitted by 
other providers, the provider may be required to supply additional information. 
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10:59-3.2 HCPCS CODE NUMBERS FOR DURABLE MEDICAL EQUIPMENT 

HCPCS 
CODE DESCRIPTION 

(a) ·AMBUIATION DEVICES 

EOlOO 

E0105 

EOllO 

E0120 

E0130 

E0135 

E0141 

E0145 

E0146 

CANES 

Cane, includes Canes of All Materials, Adjustable or Fixed 
with tip 

Cane, Quad or Three Prong, includes ·canes of All Materials, 
Adjustable or Fixed with tips 

CRU'ICHES 

Crutch, Forearm, includes Crutches of Various Materials, 
Adjustable or Fixed, Pair, Complete with tips and handgrips 

Crutch Underarm includes Crutches of Various Materials, 
Adjustable or Fixed, Pair 

WALKERS 

Walker, Rigid (Pickup), Adjustable or Fixed Height 

Walker, Folding (Pickup), Adjustable or Fixed Height 

Walker, Wheeled, without Seat 

Walker, Wheeled, with Seat and Crutch Attachments 

Walker, Wheeled, with Seat 

(b) BA'ffiING EQUIPMENT 

E0160 

) E0162 

E0163 

E0164 

) E0165 

E0166 

xooso 

E0167 

Sitz Type Bath, Portable, fits over Cornrrode Seat 

Sitz Bath Chair 

Corrmode Chair, Stationary, with Fixed Arms 

Corrmode Chair, Mobile, with Fixed Arms 

Corrmode Chair, Stationary, with Detachable Arms 

Comrrode Chair, Mobile, with Detachable Arms 

Comrrode, Pivot Arm 

Pail or Pan for use with Cc:mrode Chair 
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HCPCS 
CODE 

E0179 

DESCRIPTION 

Bathroom Equipment, includes: Rails, Seats, Stools, Benches, 
any Type 

(c) DEOJBITUS CARE EQUIPMENT 

E0180 

E0181 

) E0185 

> E0190 

(d) HOSPITAL BEDS 

E0250 

> E0251 

E0255 

> E0260 

) " E0265 

Pressure Pad, Alternating wit~ Pump 

Pressure Pad, Alternating wit~ Pump, Heavy Duty 

Decubitus Care Pad, Flotation or Gel Pad with Foam Leveling 
Pad (Mattress Size) 

Decubitus Care Mattress, includes Flotation or Gel Mattress 

Hospital Bed, with side Rails, Fixed Height, with Mattress 

Hospital Bed, with side Rails, Fixed Height, without Mattress 

Hospital Bed, with side Rails, Variable Height, (Hi-Lo), with 
Mattress 

Hospital Bed with side Rails, Semi~Electric, Head and Foot 
Adjustment, with Mattress 

Hospital Bed, Total Electric wi th."_-Siderails (Head, Foot and 
Height Adjustments, with Mattress) 

> X0125 Clinitron Patient Support System (Clinitron Therapy Bed) 

(e) HOSPITAL BED Aa:ESSORIES 

) E0271 

E0310 

E0315 

) E0276 

E0325 

Mattress, Innerspring 

Bed Side Rails, Full Length 

Bed Accessories: Boards or Tables, any Type 

Bedpan, Fracture, Metal or Plastic 

NOI'E: Excluding Stainless Steel Bedpans 

Urinal, Male, any material 

NOI'E: Excluding Stainless Steel Urinals 
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HCPCS 
cmE 

E0326 

DESCRIPI'ION 

Urinal, Female, any material 

NOI'E: Excluding Stainless Steel Urinals 

(f) OXYGEN AND RELATED RESPIRA'IDRY EQUIPMENT 

) X0130 

E0400 

) E0405 

E0410 

> E0416 

) E0425 

) E0430 

) E0435 

E0440 

E0450 

) E0451 

E0455 

) X0300 

El351 

El353 

) El374 

) E1397 

Dernurrage (Rental of Oxygen Tank) 

Oxygen C01tents, Gasea.is, Per Cubic Feet 

Oxygen C01tents, Gasea.is, Per 100 Cubic Feet 

Oxygen C01tents, Liquid, Per Pourrl 

Oxygen Refill for Portable Gaseoos System only 
(Up to 23 Cubic Feet) 

Stationary Canpressed Gas System, includes use of Container, 
Regulator with Fla-, Gauge, Humidifier Nebulizer, Cannula or 
Mask arrl Tubing 

Oxygen System, Gasea.is, Portable, includes Portable Ccntainer, 
Supply Ccntainer, Regulator with Flow Gauge, Humidifi~r 
Cannula or Mask arrl Tubing 

Oxygen System, Liquid, Portable, includes .Portable Container, 
Supply Reservoir, Flow Humidifier cannula or Masks, Tubing 
am Refi 11 Adaptor 

Oxygen System, Liquid, Stationary, includes use of Reservoir, 
Contents Imicator, FlCMIIEter, Humidifier, Cannula or Mask 
am Tubing 

Volume Ventilator 

Volume Ventilator, Portable 

Oxygen Tent, Excluding Group or Pediatric Tents 

Croup or Pediatric Tent 

Cannula 

Regulator 

Variable C01centration Mask 

Oxygen C01cmtrator, High Humidity System 
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HCPCS 
COOE 

( g) IPPB MACHINES 

E0510 

) E0515 

DESCRIPI'ION 

IPPB Machines with Automatic Valves, External PO\\er Source 
includes Cylinder Regulator, Built-In Nebulization 

!PPB Machines with Automatic Valves, Electrically Driven with 
Internal Canpressor Built-In Nebulization 

IDTE: APS, APSB 

(h) HUMIDIFIERS/NEBULIZERS FOR USE WI'IH OXYGEN !PPB E(PIPMENT 

E0550 

E0560 

X0200 

E0570 .. 

E0575 

E0580 

E0585 

Humidifier, Durable for Extensive Supplemental Humidification 
during IPPB Treatments or Oxygen Delivery, e.g., Cascade 

Humidifier, Durable for Supplemental Humidification during 
IPPB Treatment or ox~en Delivery, e.g., Cascade Jr. 

Nebulizer, Pccket Size 

Nebulizer, with Conpressor, e.g., Devilbiss PuJmo-Aid 

Nebulizer, Self-Ccntained, Ultrasonic 

Nebulizer, Durable, Glass or Autoclavable Plastic, Bottle 
Type, for use with Regulator or Fla-nneter 

Nebulizer, with Conpressor arrl Heater 

( i) SUCTION PUMP /RXM VAPORIZERS 

E0600 

E0605 

(j) PATIENT LIFTS 

E0625 

E0630 

Suction Pump, Hare Mcrlel, Portable 

Vai;:x:,rizer, Room Type 

Patient Lift, Kartop, Bathroom or Toilet 

NOrE: Excluding Kartop Patient Lift 

Patient Lift, Hydraulic, with Seat or Sling 

(k) PNEtMATIC CCMPRESSOR AND APPLIANCES (LYMPIDDEMA PUMP) 

) E0650 

) E0660 

Pneumatic Conpressor, Ncn~segmental Hare Merl el, 
(Lymphod ema Pump) 

Pneumatic AH?lia:rx:e For Use with Pneumatic 
Crnpressor, Full Leg 
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HCPCS 
cmE 

E0665 

DESCRIPI'ION 

Pneumatic Appliaoce for use with Pneumatic Compressor, Full 
Arm 

(1) SAFETY ECPIPMENT 

E0700 Safety Equipment, (e.g., Belt, Harness or Vest) 

(m) TRANScumNECIJS AND/OR NEU101USCULAR ELECTRICAL NERVE STIMULATORS 

E0720 

E0730 

) E0745 

) E0747 

Tens, TYO Lead, Localized Stimulation 

Tens, Foor Lead, Larger Area/Multiple Nerve Stimulation 

Neuranuscular Stimulator, Electronic Shock Unit, 
Nm-clinical Mcrlel 

Osteogenesis Stimulator (Nm-Invasive) 

(n) TRACTION ECUIPMENT 

E0840 

E0850 

TRACTION-CERVICAL 

Traction Frame, attache1 to Headboard, Simple Cervical 
Traction 

Traction Starrl, Free Starrling, Simple Cervical Traction 

TRACTION - OVEIDOOR 

E0860 Traction Equipnent, Overdoor, Cervical 

TRACTION - PELVIC 

E0890 

E0900 

Traction Frame, attache1 to Footboard, Simple Pelvic Traction 

Traction Starrl, Free Startling, Simple Pelvic Traction, (e.g., 
Buck's) 

(o) TRAPEZE EQUIPMENT AND FRACI'URE FRAME 

E0910 

E0920 

E0930 

) E0940 

E0947 

Trapeze Bars, A/K/A Patient Helper, attache1 to Bed, with 
Grab Bar 

Fracture Frame, attache1 to Bed, includes Weights 

Fracture Frame, Free Starrling, includes Weights 

Trapeze Bar, Free Starrling, Canplete with Grab Bar 

Fracture Frame, attachments for Canplex Pelvic Traction 
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HCPCS 
C(l)E 

(p) WHEELCHAIRS 

DESCRIFrION 

WHEELCHAIR - ECOIDMY 

) ElOl0 Economy Wheelchair, Fixed Full Length Arrrs, Fixed Footrest 

ROLLABaJT CHAIR 

El030 

El036 

) El040 

Rollabout Chair, without Arrrs 

Positioning Ch,.ir (Submit bran:1 name, mcrlel number arrl 
specifications) 

Rollabout Chair, with Fixed or Removable Arrrs 

WHEELCHAIR - FULL - RECLINING 

El0S0 

) Elll0 

Fully-Reclining Wheelchair, Fixed Full length Arns, Swing 
Away Detachable Elevating Legrests 

Semi-Reclining Wheelchair, Cetachable Arrrs, 
(Desk or Full Length) Elevating Legrests 

WHEELCHAIR - SI'ANDAID 

Ell30 

) Ell40 

> EllS0 

Ell60 

) El223 

) El224 

Sta~ard Wheelchair, Fixed Full Length Arrrs, Fixed or Swing 
Away Detachable Footrests 

Wheelchair, Detachable Arns, Desk or Full Length, Swing Away 
Detachable Footrests 

Wheelchair, Cetachable Arms, Desk or Full Length, Swing Away 
Detachable Elevating Legrests 

Wheelchair, Fixed Full Length Arns, Swing Away Detachable 
Elevating Legrests 

Wheelchair with Detachable Arms, Footrests 

Wheelchair with Detachable Arns, Elevating Legrests 

WHEELCHAIR - AMPUI'EE 

Ell70 

Ell72 

Amputee Wheelchair, Fixed Full Length Arrrs, Swing Away 
Detachable Elevating Legrests 

Amputee Wheelchair, Detachable Arms (Desk or Full Length) 
without Footrest or Legrest 
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HCPCS 
CCDE 

Ell80 

Ell90 

El200 

DESCRIPTION 

Amputee Wheelchair, Detachable Arrrs (Desk or Full Length) 
Swing Away Detachable Footrests 

Amputee Wheelchair, Detachable Arms (Desk or Full Length) 
Swing Away Detachable Elevating Legrests 

Amputee Wheelchair , Fixed Full Length Arrrs, Swing Away 
Detachable Footrest 

WHEELCHAIR - PCMER 

El210 Motorized Wheelchair with Microswi tch Coo trol, Fixed Full 
Length Arrrs, Swing Away Detachable Elevating Legrests 

WHEELCHAIR - SPECIAL SIZE 

El220 Specially Sized or Ccnstructed Wheelchairs, (Irrlicate Brarrl 
Name, Mcrlel Number, arrl Justification) 

WHEELCHAIR - LIG!'IWEIGHT 

> El240 

El250 

El260 

El270 

LightW= ight Wheelc.l)air, Detachable Arms, (Desk or Full 
Length) Swing Away Detachable Elevating Legrest 

Light,-,..eight Wheelchair,, Fixed Full Length Arrrs, Swing Away 
Detachable Footrest 

Light,-,..eight Wheelchair, Detachable Arrrs (Desk or ·Full Length) 
Swing Away Detachable Footrest 

LightW=ight Wheelchair, Fixed Full Length Arrrs, Swing Away 
Detachable Elevating Legrest~ 

WHEELCHAIR - HFA VY DUTY 

El280 

El285 

El290 

El295 

Heavy Duty Wheelchair, Detachable Arrrs (Desk or Full Length) 
Elevating Legrests 

Heavy Duty Wheelchair, Fixerl Full Length Arms, Swing Away 
Detachable Footrest 

Heavy Duty Wheelchair, Detachable Arrrs (Desk or Full Length) 
Swing Away Detachable Footrest 

Heavy Duty Wheelchair, Fixed Full Length Arms, Elevating Legrest 
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- HCPCS 
CODE DESCRIPTION 

( q) WHEELCHAIR ACCESSORIES 

> E0183 

> E0187 

> E0950 

> E0951 

> E0952 

> E0953 

> E0958 

> E0959 

> E0961 

> E0966 

> E0967 

> E0968 

> E0969 

> E0970 

> E0971 

> E0973 

> E0974 

> E0975 

> E0976 

> E0977 

Flotation Pad, Water or Gel for Wheelchair 

Flotation Pad, Dry for Wheelchair 

Tray 

Loop, Heel, Each 

Loop, Toe, Each 

Pneumatic, ~ire, Each 

Wheelchair Attachment to Convert any Wheelchair to One 
Arm Drive 

Amputee Adapter (Device used to Compensate for Transfer 
of Weight Due to Lost Limbs to Maintain Proper Balance) 

Brake Extension, For Wheelchair 

Hook on Headrest Extension 

Wheelchair Hand Rims with 8 Vertical Rubber Tipped 
Projections, Pair 

Corranode Seat, Wheelchair 

Narrowing Device, Wheelchair 

No. 2 Footplates, Except for Elevating Leg Rest 

Anti-Tipping Device, Wheelchairs 

Adjustable Height Detachable Arms, Desk or Full Length, 
Wheelchair 

"Grade-Aid" (Device to prevent FDlling Back on an incline) 
for Wheelchair 

Reinforced Seat Upholstery, Wheelchair 

Reinforced Back Upholstery, Wheelchair 

Wedge Cushion, ~1heelchair 
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) 

) 

) 

) 

) 

) 

) 

> 
) 

> 

> 

> 

> 

HCPCS 
CODE 

E0978 

E0979 

E0990 

E0991 

E0992 

E0993 

E0994 

E0996 

E0997 

E0998 

E0999 

ElOOl 

El005 

DESCRIPTION 

Belt, Safety, with Airplane Buckle, wheelchair 

Belt. Safety, with Velcro Closure, 'Wheelchair 

Elevating Leg Rest, Each 

Upholstery Seat 

Solid Seat Insert 

Back Upholstery 

Arm Rest, Each 

Tire, Solid, Each 

Caster with a Fork 

Caster without Fork 

Pneumatic Tire with 'Wheel 

'Wheel, Single 

Replacement, Batteries For ~dically Necessary Electric 
Wheelchair owned by the patient 

(r) REPAIRS AND PEPIACEMENT SUPPLIES 

El350 Repair or Non-Routine Service (e.g., Breaking lbwn Sealed 
Comp::,nents) Requiring the Skill of a Technician 

( s) DURABLE MEDICAL EU]IPMENT, t--.'TQT CJIHEIMISE CLASSIFIED 

E0607 

E0608 

E0776 

X0250 

) X0700 

Home, Blood Glucose t-bni tor 

Apnea Monitor 

I. V. Pole 

Pneurrogram, 12-24- Hours with or without Interpretation 

Portable, Lightweight Transp::,rter For Handicapped Youths 
(Stroller) 

-10- Rev. 3-87 



10:59-3.3 HCPCS CCDE NUMBERS FOR MEDICAL SUPPLIES 

HCPCS 
CODE 

> A4200 

> A4244 

> A4245 

> A4246 

> A4247 

A4252 

> A4259 

> A4341 

) X8841 

A4342 

) A4343 

) X8843 

) A4344 

) X8844 

) A4345 

) X8845 

DEOCRIPTION 

Gauze Pads, Sterile or Nonsterile 

Alcohol or Peroxide Per Pint 

Alcohol Wipes, Per Box 

Betadine or Phisohex Solution, Per Pint 

Betadine or Icrline Swabs/Wipes, Per Box 

Irrigation Kits, Nmsterile 

Lan: ets, Per Box 

Irrl~lling Catheter, Foley Type, Tw::>-Way Tefloo 

NJTE: 5 cc 

Irrl~lling Catheter, Foley Type, Tw::>-Way, 
Tefl01, 30 cc 

Irrl~lling Catheter, Foley Type, Tw::>-Way, Latex 

Irrl~lling Catheter, Foley Type, Tw::>~vay, Latex with 
Teflm Coo ting 

NJTE: 5 cc 

Irrl~lling Catheter, Foley Type, Latex with Tefloo 
Coo ting , 30 cc 

Irrl~lling Catheter, Foley Type, Tw::>-Way, All Silicone 

IDTE: 5 cc 

Irrl~lling Catheter, Foley Type, Tw::>~vay, All Silicone, 
30 cc 

Irrl~lling Catheter, Foley Type, Tw::>-Way, Silicone with 
Elastomer Crating 

NOTE: 5cc 

Irrl~lling Catheter, Foley Type, Tw::>~vay, Silicone with 
Elastomer Crating, 30 cc 
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HCPCS 
CCDE 

A4346 

A4347 

) A4348 

) A4349 

) A4350 

) A4353 

) A4354 

) A4355 

) A4356 

) A4357 

) A4358 

) X8858 

) A4359 

) X8856 

) X8859 

) X8860 

) X8861 

) X8862 

A4360 

) A4361 

DESCRIPTION 

Irrl~lling Catheter, Foley Type, Three v·:ay, Latex or 
Tefl01 for Continuous Irrigation 

Extemal Catheter, C01dom Type 

Urinary Collection arrl Retention System, Drainage Bag 
with Tube 

Urinary Collection arrl Retention System, Leg Bag with 
Tube 

Catheter Care Kit 

Catheter Insertion Tray, Includes Catheter arrl 
Drainage Bag 

Catheter Insertion Tray, without Tube arrl Drainage 
Bag 

Three Wey Irrigation Set For Catheter 

Incontinence Clamp 

Urinary Drainage Bag 

Urinary Leg Bag 

OOTE: Disposable· -Type 

Urinary Leg Bag, Reusable Type 

Urinary Suspensory 

Catheter Clamps, (Hoffman screw, metal shutoff) 

Leg Straps 

Abdominal Straps 

Tubings to Attach Foley or Extemal Catheter to 
Drainage or Leg Bag (Includes Adapter/Camector) 

Catheter Plug 

Colostomy Set 

Ostomy Faceplate 

IDI'E: Wafer with Flange 
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HCPCS 
cmE 

) X6451 

) A4362 

;, X6452 

) X6453 

) A4363 

) A4364 

) A4365 

) A4366 

) X6454 

) X6455 

) X6456 

) A4367 

) A4368 

) A4369 

) A4370 

A4380 

A4390 

A4400 

) X6457 

) X6458 

DESCRIPTION 

Ostomy Wafer (Barrier) with Flexible or Accordian Flange 

Ostomy Skin Barrier 

N'.JTE: Wafer without Flange, 4 x 4 

Ostomy Skin Barrier (Wafer without Flange) 8 x 8 

Stoma Cap 

Ostomy Liquid Barrier 

Ostomy Skin Porrl or Cement 

Ostomy Bag, Disposable/Closed 

IDTE: 'I\\o Piece System 

Ostomy Bag, Reusable or Drainable 

N'.JTE: Open, '1\-o Piece System 

Ostomy Bag, Closed or Open (One Piece System) 

Ostomy Bag, One Piece System with Adhesive arrl Seal 
. Squibb 0227-57 to 0227-74, Hollister 360, 364, 366 

or any other Manufacturer's Carparable Prcrluct 

Ostomy Bag, One Piece System with Adhesive Hollister 
300, 322, 323, 327, 721, 722, 728 or any other 
Marufacturer's Corrparable Prcrluct 

Ostomy Belt 

Stoma Wicks 

Tail Closures 

Ostomy Skin Porrl or Cement, Remover 

Ileostomy Set 

Ileal Bladder Set 

Irrigaticn Set for Irrigaticn of Ostomy 

Ostomy Irrigation Sleeve/Drain 

Ostomy Stoma Ccne 
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HCPCS 
CODE 

) X6459 

> A4402 

) A4404 

A4421 

A4430 

) A4440 

) A4450 

) A4453 

) X6460 

) X6480 

) X6481 

) X6482 

) X6483 

) X6484 

) X6485 

) X6486 

A4460 

A4490 

A4495 

A4500 

A4510 

A4554 

DESCRIPTION 

Ostorny Irrigator with Stoma Cooe 

Ostorny Lubricant 

Ostorny Rings 

NOTE: Karaya Ring, Washer 

Not Otherwise Classified Ostorny Supplies 

Ureterostomy Set 

Not Otherwise Classified Ureterostomy Supplies 

Adhesive Tape, All Sizes 

Micrap::>rous Tape, All Sizes 

Ostomy Decrlorant 

Urostomy Pooch (~ Piece) 

Urostomy Pooch, (One Piece System with Adhesive) 

Urostorny Pooch, One Piece System (with Karaya or 
Other Corrparable Seal) 

Urostomy Adapter (Hollister or Corrparable Prcrluct) 
7331 

Urostorny Adapter (Squibb 0219-15 or Canparable Prcrluct) 

Cawex Inserts 

Urostomy Drain Tube 

Elastic Barrlage, Ace 

Surgical Stockings Above Knee Length, Each 

Surgical Stockings Thigh Length, Each 

Surgical Stockings Bela-t Knee Length, Each 

·surgical Stockings Full Length, Each 

Disposable Urrlerpads, All sizes, (e.g., Chux's) 
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HCPCS 
CCDE 

A4555 

X7200 

X7300 

A4565 

A4572 

X6600 

X7520 

> A4660 

> A4712 

> A4772 

> A4927 

DEOCRIPrION 

Primary Surgical Dressing Kit, (e.g., Sterile Dressings, Pads, 
etc.) 

Hypodermic Syringes CNer Sex: 

Rectal Syringes (per eligible Diagnosis) 

Slings 

Rib Belt 

Elastic Supr:ort (Wrist, Ankle or Knee) 

Disposable Diapers 

Sphygmanarorreter/Blcx:rl Pressure Apparatus 
With Cuff arrl Stethoscope 

Water, Sterile 

Dextrose or Glucose Test Strips, Per Box 

Glo.,es, Sterile or Nm-Sterile, Per Pair 
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10:59-3.5 HCPCS CODE NUMBERS FOR HYPERALIMENTATION EQUIPMENT AND SUPPLIES 

HCPCS 
CODE MOD DF.SCRIPTION 

ENTERAL AND PARENTERAL 'IHERAPY 

) B4034 

) B4035 

) B4036 

) B4081 

) B4082 

) B4083 

) B4099 

) B4150 

) B4151 

) B4152 

) B4153 

ENTERAL FORMULAE AND MEDICAL SUPPLIES 

Enteral Feeding Supply Kit; - Syringe {M:>nthly) 

Enteral Feeding Supply Kit; - Pump Fed {Monthly) 

Enteral Feeding Supply Kit; Gravity Fed {M:>nthly) 

Nasogastric Tubing With Stylet {E.G., Travasorb, 
Entriflex, Dobb Huff, Flexiflow, Etc.) 

Nasogastric Tubing Without Stylet 

Stomach Tube - Levine Type 

Enteral Supply Kit For Prepackaged. Delivery System 
{M:>nthly) 

Enteral FQrmulae; category I: Intact Protein/Protein 
Isolates {e.g., Enrich, Ensure, Ensure Poviier, Isocal, 
Lonalac Poviier, Meritene·, Meritene Poviier, Osmolite, 
Portagen Poviier, Sustacal, Renu, Sustagen Poviier, 
Travasorb) 100 calories= 1 Unit 

Enteral Formulae; Category 1-A: Blenderized Nutrients, 
{e.g., Canpleat B, Vitaneed, Compleat B r.bdified) 
100 Calories= 1 Unit 

Enteral Formulae; category II: Intact Protein/Protein 
Isolates {calorically Dense) {e.g., Magnacal, Isocal 
HCN, Sustacal HC, Ensure Plus, Ensure Plus HN) 
100 Calories= 1 Unit 

Enteral Formulae; category III: Hydrolized Protein/ 
Amino Acids {e.g., Criticare HN, Ensure HN, Vivonex 
T.E.N. {'Ibtal Enteral Nutrition), Vivonex HN, Vital 
{Vital HN), Travasorb HN, Isotein HN, Osnolite HN, 
Precision HN, Precision Isotonic) 100 calories= 1 Unit 

NO'ffi: DD lt>difier should be used with HCPCS Code when IX)viiered enteral products 
are supplied. 

-22- Rev. 3-87 



HCR::S 
CODE 

) B4154 

) B4155 

) B4156 

) B4157 

) B4164 

) B4168 

) B4172 

) B4176 

X7110 

X7115 

X8065 

X8070 

E0776 

E0777 

E0779 

> xaooo 

) X7190 

DESCRIPTION 

Enteral Formulae; category IV: Defined Formula for 
Special Metaoolic Need, (e.g., Hepatic-Aid, Travasorb 
Hepatic, Travasorb MCT, Travasorb Renal, Trallltl-Aid, 
Tramacal, Aminaid) 100 Calories= 1 Unit 

Enteral Formulae; Category V: Modular CornIX)nents (Protein, 
Caroohydrates, Fat) (e.g., Propac, Gerval Protein, Premix, 
Casec, M::xiucal, Controlyte, Polycose Liquid or Po'irler, 
Travasorb ICT, Surnacal, Microlipids, 1-CT oil, Nutri-Source) 
100 calories= 1 Unit 

Enteral Formulae; category VI: Standardized Nutrients 
(Vivonex STD., Travasorb STD. And Precision LR) 
100 Calories= 1 Unit 

Enteral Formulae; Prepackaged Delivery System and Formula 
(e.g., Entrition, Osrrolite) 100 Calories= 1 Unit 

50% Dextrose Solution, (500 ML= 1 Unit) 

Parenteral Nutrition Solution; Amino Acid, 3.5% 
(500 ML= 1 Unit) - Hanernix 

Parenteral Nutrition Solution; Amino Acid, 5.5% 
through 7% (500 ML= 1 Unit) - Hornernix 

Parenteral Nutrition Solution; Amino Acid, Greater 
Than 7%, (500 ML= 1 Unit) - Hornemix 

Enteral Supply, Flexitainer Feeding Bag 

Enteral Supply, Vivonex Delivery System 

Gravity Set (Tubing and Container) 

Enteral Tubing 

IV Pole 

Entera1· Infusion Pump 

Parenteral Infusion Pump 

Infusion Pump - Horne Model For Cheiootherapy 

Destruclip 
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HCPCS 
CffiE 

) B4180 

) B4184 

> B418 6 

) B4188 

) B4192 

> B4196 

> B4198 

) B4220 

) B4222 

) B4224 

) B4514 

) B9998 

) B9999 

DESCRIPTION 

PARENTERAL NJTRITION SOLITTION AND SUPPLIES 

Parenteral Nutrition Solution; Carbohydrates, Greater 
Than 50% (500 ML= 1 Unit) - Haremix 

Parenteral Nutrition Solution; Lipids, 10% With 
Administraticn Set {500 ML= 1 Unit) 

Parenteral Nutrition Solution, Lipids, 20% With 
Administration Set {500 ML= 1 Unit) 

Parenteral Nutrition Solution; Car1f:xmrrlerl Amino Acid 
Arrl Carbohydrate W/Electrolytes, Trace Elements, Vitamins, 
Arn Heparin, Any Strength, {Per 1000 ML) - Premix 

Parenteral Nutrition Solution; Carp::>urrlerl Amino Acid 
Arrl Cartohydrates With Electrolytes, Trace Elements, 
Heparin And Vitamins, Any Strength, Per 2000 ML - Premix 

Parenteral Nutrition Solution; Ccr1p:mrrloo Amino Acid Arrl 
carbohydrates With Electrolytes, Trace Elements, Heparin 
Arrl Vitamins, Any Strength, Per 3000 ML - Premix 

Parenteral Nutrition Solution; Carp::>urrloo Amino Acid Arrl 
carbohydrates W/Electrolytes, Trace Elements, Heparin Arrl 
Vitamins, Any Strength, Over 3000 ML - Premix 

Parenteral Nutrition Supply Kit For 1 Mooth - Premix 

Parenteral Nutrition Supply Kit For 1 Mooth - Harernix 

Parenteral Nutrition Administration Kit for One {l) Month 

Parenteral Nutrition Solution, Conpourrlerl Amino Acid Arrl 
Carbohydrates, With Electrolytes, Heparin, Trace Elements, 
Arrl Vitamins Any Strength - 1500 Milliliters - Premix 

tIT For Ente mal Supplies 

N:C For Parenteral Supplies 
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Statl' of NL'W frrsl'y 
Dl'partmrnt of Human Sl·rvil'l'" 

Division of ML'dil:al Assistalll'L' and lkJlth S,.:rviL'l''-

NEWSLE 

March 30, 1987 

TO: Providers of Independent Laboratory Services 

SUBJECT: HCFA Common Procedure Coding System (HCPCS)-Revision 

TER 

Replacement pages are enclosed for Subchapter 3., HCFA Common Procedure Coding 
System, of the Independent Laboratory Services Manual. Incorporated into the 
replacement pages are all the additions and revisions since HCPCS was imple­
mented September 1, 1985. The sign '')'' preceding iny HCPCS code indicates an 
addition or a revision. A vertical line on the left hand margin of written 
text indicates an addition. The additions, revisions, and deletior,s are 
listed below: 

1. Additions: 80002, 80059, 83052, 84202, 84408, 85028-22, 85060 , 85097, 
85105, 85560, 86077, 86078, 86079, 86288, 86289, 86293, 86296, 
86298, 86299, 86312, 86314, 86580, 87072, 87075, 87082, 87083, 
87085, 87109, 88108, 88125, 88160, 88161, 88162, 88170, 88171, 
88172, 88173, 88300, 88304, 88305, 88309, 88311, 88312, 88318, 
88319, 88321, 88323, 88325, 88329, 88342, 88346, W8010, W8622, 
W8720, W8725. 

2. Revisions: 80003, 80004, 80005, 80006, 80090, 82035, 82157, 82163, 82173, 
82273, 82437, 82486, 82552, 82626, 82633, 82671, 82674, 82677, 
82678, 82679, 82943, 83008, 83053, 83498, 83499, 83590, 83597, 
84045, 84405, 84439, 84701, 85022, 85027, 85028, 85095, 85100, 
85101, 85102, 85103, 86285, 86291, 86295, 86421, 86422, 86800, 
87081, 87250, 88104, 88106, 88107, 88130, 88140, 88150, 88155, 
88260, 88261, 88262, 88265, 88267, 88268, 88270, 88302, 88307, 
88313, 88314, 88331, 88332, 88348. 

3. Deletions: P2032, P2033. 

Manual Maintenance: Please substitute each replacement page for the same 
numbered page in Subchapter 3. of the Independent Laboratory Servi ces Manual. 
Because of the additions, it was necessary to add one page numbered "·Appendix 
B/Pathology and Laboratory 6." 

If you have any questions regarding this Newsletter, please contac t The 
Prudential Insurance Company of America, at (800) 582-7052. 



• 

SUBCHAPTER 3. HCFA cnM<:N P:£0::EDURE OODING SYSTEM {HCPCS) 

10:61-3.1 INTRODOCTION 

{a) 'llle New Jersey Medicaid Program utilizes the Health Care Financing 
Administration's {HCFA) foJnnnrl Procedure fading _§ystem-(HCPCS). HC:OCS follows 
the American Medical Association's Physicians' Current Procedural Terminology -
4th Fifiticn (CPT-4) architecture, employing a five-:r;x:,sition code and as many as 
two 2-:r;x:,sition rcodifiers. Unlike the CPr-4 m.nneric design, the HCFA assigned 
codes and nodifiers contain alphabetic characters. HCPCS was developed as a 
three-level <X>ding system. 

1. LEVEL I OJDFS (Narratives found in CPT-4) 

These codes are adapted from CPr-4 for utilization primarily by 
Physicians, Podiatrists, Optanetrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Latoratories . CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
rrodifiers for re:r;x:,rting medical services and procedures performed 
by physicians. 

Copyright restrictions make it impossible to print excerpts from 
CPT-4 procedure narratives for Level I codes. 'nlus, i~ order to 
determine those narratives it is necessary to refer to CPT-4. 

2. LEVEL II OODFS (Narratives found in Appendix A} 

These codes are assigned by HCFA for physicians and non-physician 
services which are not in CPr-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III OJDF.S (Narratives found in APPENDIX A) 

These codes are assigned by 
Insurance canpany to be used 
CPT-4 codes or HCFA-assigned 
vices tmique to New Jersey. 
of each section. 

the Division and the Prudential 
for those services not identified by 
codes. Level III codes identify ser­
These oodes are listed in Appendix A 

(b) The responsibility of the provider when rendering specific services 
and requesting reimbursement is listed in toth Subchapter 1. and Subchapter 2. 
of the Independent Latoratory Services Manual. 

( c) SPECIFIC ELEMENTS OF HCPCS OODES WHICH RmUIRE A'ITENTION OF PROVIDER 

The lists of HCPCS code numbers for Pathology and Laboratory are ar­
ranged in tabular form with specific information for a code given under oolumns 
with titles such as: "IND", "HCPCS OODE", "IDD", "DESCRIPTION", and "MAXIMJM FEE 
~". '!he information given under each oolumn is surrmarized below: 
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COLUMN 
TITLE 

IND 

HCPCS 
CODE 

MOD 

DESCRIPTION 

(Indicator-Qualifier) Lists alphabetic symbols used to refer provider 
to information ooncerning the New Jersey Medicaid Program's qualifi­
cations and requirements when a procedure or services code is used. 

Explanation of indicators and qualifiers used in this column are 
given relow: 

"A" preceding any procedure oode indicates that these tests can be and 
are frequently done as groups and oombinations (profiles) on autanated 
equipnent. 

"L" · preceding any procedure oode indicates that the oomplete narrative 
for the oode is located in the Appendix A of this Pathology and 
Laooratory section. 

"M" preceding any procedure oode indicates that this service is a 
medical necessity procedure. Refer to Appendix D of this Pathology 
and Laooratory section. 

"N" preceding any procedure oode indicates that qualifiers are appli­
cable to that code. These qualifiers are listed by procedure oode 
number in Appendix B of this Pathology and Laboratory section. 

Lists the HCPCS procedure oode numbers. 

Lists alphabetic and nllllleric symbols. Services and procedures may be 
rrodified under certain circumstances. When applicable, the nodifying 
circumstance should be identified by the addition of alphabetic and/or 
numeric characters at the end of the code. The New Jersey Medicaid 
Program's recognized rrodifier codes are listed in Appendix C of this 
Pathology and Laooratory section. 

DESCRIP- Lists the oode narrative. (Narratives for Level I codes are found in 
TIOO CPT-4. Narratives for Level II and Level III codes are fmmd in 

Appendix A of this Pathology and Laboratory section. 

MAXIMIJM Lists New Jersey Medicaid Program's maximum reimbursement schedule for 
FEE Patoology and Laboratory services. If the symbols "B.R." (By Rei;x,rt) are 
ALLCMANCE listed instead of a dollar anount, it rreans that additional infor-

mation will be required in order to properly evaluate the service. 
Attach a oopy of the report to the l-C-13A C2 claim form. 
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.. 
i. '!be fee listed under "Off ice 'lbtal Fee (s)" represents the 

cx,mbined technical and professional oomponent of the reimbursement for the pro­
cedure axle ootwithstanding any statement to the oontrary in the narrative~ It 
will be i;aid ooly to ooe provider and will not be broken down into its canponent 
parts. 

ii. The fee schedule for all diagnostic Medical, Radiology and 
Pathology services ~rformed in a hospital setting is indicated in the "Prof. 
Canp." and represents the professional canponent for those hospital based physi­
cians whose contract is based on fee-for-service. 

1. ALPHABE'TIC AND NUMERIC SYMBOLS UNDER "IND" & "IDD" 

These symbols when listed under the "IND" and "IDD" columns are 
elements of the HCPCS coding system used as qualifiers or indicators (as in the 
"IND" oolumn) and as rrodifiers (as in the "r.m" oolumn). '111ey assist the .physi­
cian in determining the appropriate procedure oodes to be used, the area to be 
oovered, the minimum requireirents needed, and any additional parameters required 
for reimbursement purp:,ses. 

i. These symbols and/or letters must not be ignored because in 
certa in instances requirements are created in addition to the narrative which 
accompanies the CPI'/HCPCS oode as written in CPT-4. 'IHE PIDVIDER WILL THEN BE 
LIABLE FOR 'IHE ADDITIONAL REQUIR™ENTS AND IDT JUST 'IHE CPI'/HCOCS CODE NMmA­
TIVE. These requirements must be fulfilled in order to receive reimbursement. 

ii. If there is no identifying symbol listed, the CPT/HCPCS code 
narrative prevails. 
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10:61-3.2 HCPCS CODE NUMBERS 'AND MAXIMUM FEE SCHEDULE 
PATHOLOGY /LABORATORY 

MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWANCE 

HCPCS OFFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. --

>N 80002 5.00 A 82040 1.80 

>N 80003 6.20 82055 4.50 

>N 80004 6.20 82060 4.50 

>N 80005 6.20 82065 4.50 

>N 80006 6.20 82070 4.50 

N 80007 7.50 82087 40.00 

N 80008 7.50 82088 40.00 

N 80009 7.50 82089 40.00 

N 80010 7.50 82112 12.60 

N 80011 7.50 82137 15.00 

N 80012 7.50 82138 15.00 

N 80016 7.50 82140 6.00 

N 80018 11.00 82141 6.00 

N 80019 11.00 82143 4.20 

80031 4.50 82145 12.00 

80032 4.50 82150 4.50 

80033 4.50 82155 4.50 

80052 3.00 82156 2.40 

N 80055 15.00 > 82157 29.00 

N 80055 22 19.00 > 82163 21.00 

N 80055 52 10.00 >N 82173 11.20 

>N 80059 30.00 82175 7.20 

80061 15.00 82180 3.60 
80061 22 23.00 82205 12.00 

N 80070 12.00 82210 12.00 

N 80072 12.00 A 82250 3.00 

> 80090 28.80 A 82251 4.50 

N 81000 1.20 82265 3.00 

81010 1.20 82270 1.20 

81030 3.00 > 82273 3.70 

N 82011 3.90 82290 3.00 

82024 30.00 82291 3.00 

82030 34.00 82308 34.00 

> 82035 24.00 A 82310 3.00 
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MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWANCE 

HCPCS OFFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. -

82315 3.00 > 82626 37.00 
82320 3.00 82628 15.00 
82335 .90 > 82633 48.00 
82340 3.60 82634 39.00 

N 82365 9.00 82640 15.00 

N 82370 9.00 82641 15.00 

A 82374 3.30 82643 15.00 

82375 6.00 82656 15.00 

82380 6.00 82660 9.00 

82382 12.00 82670 25.00 

82383 12.00 > 82671 41.00 

82384 18.00 82672 25.00 

82390 6.00 82673 10.20 

A 82435 3.00 > 82674 17.50 

82436 3.00 82676 10.20 

>N 82437 2.60 > 82677 28.00 

82438 3.00 > 82678 30.00 

A 82465 3.00 > 82679 25.00 

82470 7.00 82705 .60 

82480 4.50 82710 7.80 

> 82486 4.40 82715 7.80 

82525 9.00 82728 16.00 
82526 9.00 82730 5.70 
82533 17.00 82746 16.00 
82534 17.00 82785 16.00 
825-40 3.00 82791 6.00 

82545 3.00 82792 6.00 

82546 3.00 82793 6.00 
A 82550 4.80 82800 5.20 

> 82552 7.80 82801 3.30 
82555 4.80 82926 6.00 

A 82565 3.00 82931 6.00 
82570 3.00 82941 16.00 
82575 4.50 > 82943 23.00 
82595 1.50 N 82946 13.00 
82607 15.00 A 82947 3.00 
82608 15.00 82949 .60 
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MAXIMUM FEE ALLOWAN CE MAXIMUM FEE ALLOWANCE 

HCPCS OFFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. 

82954 1.50 83525 12.00 

82955 6.00 N 83526 10.00 

A 82977 4.80 83530 6.00 

82985 6.60 A 83540 4.50 

82995 1.80 83545 4.50 
82996 3.00 A 83550 7.20 

82998 18.00 83555 7.20 

83001 17.00 83570 6.00 

83002 17.00 83571 6.00 

83003 16.00 83578 12.60 

83004 16.00 83582 6.00 

> 83008 27.00 83583 12.00 

83010 12.00 83586 7.50 

83011 12.00 83587 15.00 

83012 12.00 83589 7.50 

83015 10.20 > 83590 9.40 

83020 6.00 83593 6.00 

83036 6.60 > 83597 9.40 

83040 3.00 83610 4.20 

83050 3.00 A 83615 4.20 

N 83051 1.20 83620 4.20 

> 83052 1.80 83625 9.00 

>N 83053 1.80 83626 9.00 

83060 3.00 83629 4.20 

83093 3.00 83631 4.20 

83094 3.00 83632 16.00 

83095 3.00 83645 3.00 

83150 12.00 83650 3.00 

83491 12.60 83655 9.00 

83493 12.60 83660 9.00 

83494 12.60 83661 10.50 

83495 12.60 83670 2.10 

83496 12.60 83675 2.10 

83497 6.00 83680 2.10 

> 83498 30.50 83690 4.50 

> 83499 30.50 A 83700 3.00 

83523 15.00 83715 7.50 
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MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWANCE 

HCPCS OFFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. --

83718 8.00 84136 12.00 

83720 10.00 84138 12.00 

83725 9.00 841 39 12.00 

83727 17.00 84142 15.00 

83735 4.50 84144 20.00 
83740 4.50 84146 20.00 

83755 4.50 A 84155 1.80 
83760 4.50 84160 1.80 
83795 .90 84165 6.00 

83825 8.40 A 84170 6.00 

83830 8.40 84180 2.40 

83835 10.20 84185 .60 

83840 4.50 84190 7.50 

83915 6.00 84200 7.50 

83970 54.00 > 84202 10.40 

83971 12.60 84203 3.00 
84005 3.00 84205 15.00 

84030 6.00 84230 15.00 
84031 6.00 84233 16.00 

> 84045 19.00 84234 20.00 
A 84060 3.60 84244 25.00 

84065 3.60 84246 25.00 
A 84075 3.60 A 84295 3.90 

84078 3.60 84300 3.90 
84080 3.60 M 84317 .60 
84090 3.00 84403 32.00 

A 84100 3.00 > 84405 30.00 
84105 3.00 > 84408 15.00 
84106 1.80 84420 15.00 
84110 7.50 84430 3.60 
84118 3.00 84435 6.00 
84119 3.00 84436 6.00 
84120 7.50 84437 6.00 
84121 7.50 > 84439 10.00 

A 84132 3.90 84442 12.00 
84133 3.90 84443 25.00 
84135 12.00 A 84450 a:oo 
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MAXIMUM FEE ALLOWANCE MAX IMUM FEE ALLOWANC E 

HCPCS OFFICE PROF. HCPCS OFFICE PRO F. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. -· -

. 84455 3.00 > 85022 3.00 

84460 3.00 > 85027 4.80 

84465 3.00 > 85028 4.80 

A 84478 8.30 >N 85028 22 8.40 

84479 6.00 N 85031 3.00 

84480 15.00 N 85041 1.20 

84481 15.00 85044 1.80 

84485 3.30 N 85048 1.20 

84488 3.30 > 85060 8.00 8.00 

84490 3.30 > 85095 24.00 24.00 

A 84520 3.00 > 85097 . 24.00 24.00 
84525 3.00 > 85100 53.00 48.00 
84540 3.00 > 85101 29.00 24.00 
84545 6.00 > 85102 24.00 24.00 

A 84550 3.00 > 85103 29.00 24.00 
84555 3.00 > 85105 24.00 24.00 
84560 3.00 85150 1.80 

84577 6.00 85170 .60 

84580 2.10 85171 .60 

84583 2.10 85210 3.00 

84585 12.00 85345 1.80 

84590 6.00 85347 3.00 

84605 3.60 85348 1.20 

84610 3.60 85362 3.00 

84695 . 12.60 85363 3.00 

> 84701 15.00 85364 8.40 

84800 25.00 85376 5.70 

84810 12.60 85377 5.70 

85000 1.20 85544 6.00 

85002 1.20 85555 4.80 

85005 3.00 85557 4.80 

N 85007 2.40 > 85560 3.00 

N 85009 1.20 85575 1.80 

85012 1.80 85577 1.80 

N 85014 1.50 85580 1.80 

N 85018 1.20 85590 1.80 

85021 1.80 85595 1.80 
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MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWANCE 

HCPCS OFFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. --

85610 3.00 86120 3.00 

85614 3.00 86140 3.00 
85615 4.50 N 86151 22.40 
85650 1.50 86162 15.60 
85651 1.50 86163 7.80 
85660 1.80 86164 9.00 
85700 9.00 86171 · 4.50 

85730 3.00 86225 13.00 

85732 3.00 86244 10.20 

86000 .90 86255 7.80 

86002 1.80 86256 9.00 

86004 1.80 86277 16.00 

86006 2.70 86280 5.40 

86008 6.00 86281 3.00 

86009 3.00 > 86285 7.50 

86017 4.20 86286 10.00 

86024 3.00 86287 10.00 

86028 3.00 > 86288 12.00 

86031 3.00 > 86289 15.00 

86032 3.00 > 86291 15.00 

86033 3.00 > 86293 12.00 

86038 7.80 > 86295 12.00 
86060 3.60 > 86296 10.00 
86063 1.20 > 86298 12.00 
86064 7.80 > 86299 12.00 
86067 7.80 86300 3.00 

86068 4.50 86305 4.50 

> 86077 25.00 25.00 86310 4.50 

> 86078 17.00 17.00 > 86312 14.84 

> 86079 17.00 17.00 > 86314 32.33 

86080 1.80 86320 10.50 

86082 1.80 86329 16.80 

86090 1.80 86335 6.00 

86095 1.80 86337 12.00 

86100 1.80 86376 6.60 

86105 1.80 86377 6.60 

86115 1.80 >N 86421 20.00 
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... 

MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWA NCE 

HCPCS OFFICE PROF. HCPCS OFFICE PFIOF. 
IND CODE MOD TOTAL FEE ·s COMP. IND CODE MOD TOTAL FEE $ COMP. --

>N 86422 4.00 87102 8.00 

86423 16.00 87106 8.00 

86430 1.80 > 87109 14.00 

86490 4.00 87116 6.00 

86510 4.00 87117 9.00 

86540 4.00 8714-0 3.00 

> 86580 4.00 87143 3.00 

86585 4.00 87145 3.00 

A 86592 1.50 87147 3.00 

86593 3.00 87151 3.00 

86594 6.00 87155 3.00 

86595 6.00 87158 3.00 

86600 7.80 87164 6.00 

86650 12:00 87166 6.00 

86660 12.00 87177 5.10 

86662 12.00 N 87184 9.00 

> 86800 13.00 87188 6.00 

86812 12.60 87190 .60 

86813 12.60 · 87205 4.20 

87001 9.00 87206 4.20 

87015 5.10 87207 3.00 

N 87040 9.00 87208 5.10 

N 87045 9.00 87210 2.40 

N 87060 9.00 87211 5.10 

N 87070 9.00 87220 2.40 

> 87072 6.00 > 87250 32.00 

> 87075 9.00 > 88104 12.00 7.00 

87076 6.00 > 88106 12.00 7.00 

> 87081 10.00 > 88107 12.00 7.00 

> 87082 4.00 > 88108 12.00 7.00 

> 87083 4.00 > 88125 7.00 7.00 

87084 3.00 > 88130 9.65 7.00 

> 87085 4.00 > 88140 4.20 3.00 

87086 3.00 88150 3.00 3.00 

87087 2.70 N 88155 4.20 4.20 

87088 2.70 > 88160 7.00 7.00 

87101 8.00 > 88161 12.00 7.00 
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MAXIMUM FEE ALLOWANCE MAXIMUM FEE ALLOWANCE 

HCPCS ()FFICE PROF. HCPCS OFFICE PROF. 
IND CODE MOD TOTAL FEE $ COMP. IND CODE MOD TOTAL FEE $ COMP. - --

> 88162 BR BR 89125 .60 

> 88170 30.00 30.00 89132 6.00 

> 88171 61 .00 61 .00 89135 6.00 

> 88172 8.00 8.00 89136 6.00 

> 88173 25.00 25.00 89141 6.00 

>N 88260 120.00 86.00 89160 2.10 

>N 88261 120.00 86.00 89205 1.20 

>N 88262 120.00 86.00 89300 2.40 

>N 88265 85.00 41 .00 89310 4.80 

>N 88267 172.00 123.00 89320 3.00 

>N 88268 172.00 60.00 M 89355 .60 

>N 88270 172.00 60.00 N 89360 9.00 

> 88300 9.35 7.00 

> 88302 21.00 15.00 

> 88304 26.00 19.00 L N P7001 6.00 

> 88305 40.00 30.00 

> 88307 59.00 44.00 

> 88309 89.00 66.00 >L W8010 43.75 

> 88311 4.00 4.00 

> 88312 13.00 8.00 

> 88313 10.00 5.00 
L N W8200 2.00 · 

> 88314 12.00 7.00 
L N W8205 9.00 

> 88318 7.00 7.00 
L N W8210 12.00 

> 88319 7.00 7.00 
L A W8215 4.00 

> 88321 28.00 28.00 
L W8225 18.00 

> 88323 33.00 33.00 
L W8615 7.80 

> 88325 44.00 44.00 
L W8620 7.80 

> 88329 33.00 33.00 
L W8621 12.60 

> 88331 48.00 41.00 >L W8622 25.00 

> 88332 15.00 15.00 
L W8700 3.00 

> 88342 9.00 7.00 
L W8710 3.00 

> 88346 8.00 8.00 >L W8720 15.00 

>N 88348 BR BR >L W8725 30.00 

89050 .90 L W8900 10.00 

89051 .90 L W8920 1.80 

89105 6.00 L W8925 .60 
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APPENDIX A 
(CODES AND NARRATIVES NOT FOUND- IN CPT-4) 

PATHOLOGY /LABORATORY 

IND 

N 

> 

N 

N 

N 

A 

> 

> 

> 

HCPCS 
CODE --

P7001 

W8010 

W8200 

W8205 

W8210 

W8215 

W8225 

W8615 

W8620 

W8621 

W8622 

W8700 

W8710 

W8720 

W8725 

W8900 

W8920 

W8925 

MOD PROCEDURE DESCRIPTION 

CULTURE, BACTERIAL, URINE; QUANTITATIVE,· SENSITIVITY STUDY 

HEPATITIS B PROFILE; HEPATITIS B SURFACE ANTIGEN; HEPATITIS B SURFACE AN-
TIBODY; HEPATITIS BE ANTIGEN AND ANTIBODY; HEPATITIS B CORE ANTIBODY 

· GLUCOSE.SERUM (SEPARATE TUBE.GREY TOP) 

NOTE: SUBMITTED ON SAME CLAIM, AND PERFORMED ON SAME DATE AS CHEMISTRY 
PROFILES 

3 HR. GLUCOSE TOLERANCE TEST, PER 4 SPECIMENS. 

5 HR. GLUCOSE TOLERANCE TEST, PER 6 SPECIMENS. 

T-4 (THYROXINE) BY IMMUNOASSAY (ENZYME IMMUNOASSAY) (EMIT) 

THYROXINE - BINDING GLOBULIN WITH T4 (THYROBINDING-GLOBULIN WITH T4) (RIA) 
(TBG AND T4) 

ANTI-DNA, ANTI - DEOXYRIBONUCLEIC ACID, (CHEMICAL METHOD, NON-RIA) 

HERPES SIMPLEX ANTIBODIES : (HERPES SIMPLEX VIRUS, I OR II) 

HERPES SIMPLEX VIRUS, I AND II 

HERPES SIMPLEX VIRUS ISOLATION AND IDENTIFICATION, TOTAL STUDY 

YEAST SCREEN (NOT DEFINITIVE) FROM URINE, VAGINAL OR THROAT CULTURES ONLY 
(EG., GERM TUBE) 

TRICHOMONAS PREPARATION - SMEAR OR HANGING DROP 

(SMEAR NOT ELIGIBLE FOR SEPARATE REIMBURSEMENT IF PAP SMEAR DONE ON THE 
SAME DAY). . 

CHLAMYDIA DIRECT SPECIMEN TEST; MICROTRACK; CHLAMYDIAZIME; CHLAMYDIA A.G. 
DIRECT; CHLAMYDIA TITER: CHLAMYDIA CF; CHLAMYDIA ASSAYS BY IFA AND CIS; 
CHLAMYDIA ISOLATION; FLUORESCENT ANTIBODY FA 

CHLAMYDIA CULTURE 

HOUSE CALL TO HOME BOUND PATIENT IN HOME OR SHELTERED BOARDING HOME FOR 
PURPOSE OF OBTAINING BLOOD BY VENOUS OR ARTERIAL ·PUNCTURE. 

REIMBURSEMENT LIMITED TO ONCE PER TRIP REGARDLESS OF NUMBER OF PATIENTS. 

VISIT TO OBTAIN BLOOD SPECIMENS BY VENOUS OR ARTERIAL PUNCTURE "FIRST 
PERSON IN NURSING HOME." 

EACH ADDITIONAL PERSON IN NURSING HOME. 
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MAXIMUM 
FEE 
ALLOWANCE 

6.00 

43.75 

2.00 

9.00 

12.00 

4.00 

18.00 

7.80 

7.80 

12.60 

25.00 

3.00 

3.00 

15.00 

30.00 

10.00 

1.80 

.60 
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APPENDIX B (PATHOLCX;Y AND LABORATORY) 

QUALIFIERS 

)1. Chemistry Automated, Multichannel Tests 

Applies to CPT Codes: 80002, 80003, 80004, 80005, 80006, 80007, 80008, 80009, 
80010, 80011, 80012, 80016, 80018 and 80019. The following list contains 
those tests which can be and are frequently performed as groups and com­
binations (profiles) on automated multichannel equipnent: Apply this methodo­
logy to the aoove CPT Codes. (disoontinued codes were 8302 and 8306). For 
reporting one test, regardless of method of testing, use appropriate single 
test cnde number. For any combination of tests arrong those listed below use 
the appropriate number 80002 - 80019. Groups of the tests listed here are 
distinguished from multiple tests performed individually for immediate or 
"stat" re:P()rting (for handling of specimen, see 99000 and 99001). 

Albt.nnin 
Alkaline Phosphatase 
Bilirubin, Total 
Bilirubin, Direct 
Blcx:xl Urea Nitrogen (BUN) 
Calcit.nn 
Caroon Dioxide (CO2) 
Chlorides (Cl) 
Cholesterol 
Creatinine 
Garrana Glutamyl Transpeptidase 

(CI;TP) 
Glucose (Sugar) 

·Iron 
Lact i c Dehydrogenase (LDH) 
Phosphorus 
Potassium (K) 
Protein, Total 
Sod i urn (NA) 
Total Lipids 
Transaminase, Clutamic Oxalacetic, 

(SGOT) 
Transaminase, Glutarnic Pyruvic, 

(SGPr) 
Triglycerides 
T4 by Immune Assay (EMIT) 
Uric Acid 

) .NOTE: If any t~ of the following HCPCS procedure codes are performed on 
the same day by automated equipnent and the total reimbursement of 
the tv.0 chemistry tests v.e>uld have exceeded $5.00, the maximum 
reimbursement will not be rrore than $5.00: 82251, 82374, 82801, 
83540, 83545, 83610, 83615, 83620, 83629, 83631, 84075, 84078, 
84080, 84132, 84133, 84295, 84300, 84478, 82977, W8215. 

NOI'E: The following calculations and ratios are not eligible for separate 
or additional reimbursement, and therefore, should not be included 
in determining the calculations alloted to the above Procedure Codes. 

A/G Ratio 
BUN/Creatinine Ratio 
Free calcium 
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Globulin 
FI'I (T7) 
Free Thyroxine 
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> · NOTE: Any additional automated multichannel chemistry tests (other than 
those listed) performed on same date as Codes 80002, 80003, 80004, 
0000s, sooo6, 00001, eooos, 00009 , aoo10, .00011, 80012, 80016, B0018 
and 80019 will be reimbursed at the current allowable fee for each 
added test. 

> NOTE: Code (W8200) - Glucose (separate tube, ,'.gray top) (discontinued code 
8607) performed on the same date as the following chemistry profiles 
80002, 80003, 80004, 80005, 80006, 80007, 80008, 80009, 80010, 80011, 
80012, 80016, 80018 and 80019 will be paid an additional $2.00. 

2. Code 80072 -Arthritis Panel (discontinued code 8321) 

NOI'E: Should include as a minimt.nn four of the following 
tests: 

ASO Titer 
C- React ive Protein (CRP) 
RA Latex 
(Rheumatoid Arthritis factor) 

Uric Acid 
Alkaline Phosphatase 
Calcium 

3. Code 80070- Thyroid Panel (discontinued code 83i7) 

T4 by RIA, plus T3 uptake, resin (T3RI.J) (RI'3U) 

NOTE: The following calculations will be included in the fee for the 
Thyroid Panel: 

"T7" Free Thyroxine 
Index (FrI), Calculated Pree Thyroxine 
Index (CFr4) or Calculated Thyroxine 
Iodine (T4I) 

NOTE: T3 by uptake, resin (T3RIJ) is eligible for reimbursement onl~ .when 
done in conjunction with T4 by RIA as part of Thyroid profile. 

4. Code 80055-52 - Obstetric profile (discontinued code 8332) 

NCYI'E: At least four of the following tests must . be included in th~ ., profile: 

Blood Group (ABO) 
RH Factor 
Antibc:dy screen (Atypical Antibody Identification) 
Complete Blood Cotmt (CBC) (with or without differential) 
Serology (STS, VDRL, RPR) 

5. Code 80055-0bstetric profile (discontinued code 8333) 
with Rubella HI Antibc:dy Titer 
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6. Code 80055-22 - Expanded Obstet r ic profile {chscontinued 
code 8335) 

NarE: For reimbursement purrx>ses the following must be 
i ncluded: 

Blc:od Group (ABO) 
RH Factor 
Antil::xxly Screen (Atypical Antibody Ident i fication) 
Complete BlOCXJ Count (CBC) (with or without 
differential) 
Serology (STS, VDRL, RPR) 
Cytology (Pap Smear) 
Urinalysis 
Urea Nitrogen (BUN) 
Glucose . 
Sickle Cell 
with Rubella HI Antibody Titer 

7. Code 81000 - Urinalysis (discontinued code 8936) 

NOrE: Stick, dip or tablet tests done on ur i ne are considered part of the 
urinalysis, and therefore, are not elig i bl e fo r separate reimbur­
sement. Microsoopy is required for reimbursement. 

8. Code 86151 - (CEA-RIA) Carcinoembryonic Ant i gen. 
(disoontinued code 8504) 

NCYI'E: "CEA is not useful to diagnose cancer. Claims are eligible for reim-
bursement only when CEA is used to follow treated cases of cancer 
(e.g., gastro-intestinal, breast, lung) primary detection of 
recurrence, or for estimation of prognosis in certain cases." 
(rocumentation required) 

9. Code 88155 - pap smear (discontinued code 8027) 

NarE: (obtaining specimen not a separate el igible service) 

10. Cultures, Codes 87040, 87045, 87060, 87070, 87184, P7001 (discontinued 
codes 8459, 8976) 

NCYI'E: These codes may only be billed when a pathogenic microorganism is 
rep:,rted. A culture that indicates no growth or normal flora must be 
billed as a presumptive culture. 

Append i x B/Pathology and Laboratory 3 Rev. 3-87 



11. Cooe 82173 and 82946 -Glucagon Tolerance Test (discontinued code 8557) 

(Total payment not to exceed $65. 00} 

12. Code 83526 - Insulin Tolerance Test (discontinued code 8564} 

(Total payment not to exceed $70.00} (RIA) 

13. Code 85031 - Ccmplete Blcx::>d Count - CBC (discontinued ax1e 
8628) 

(Components of a CBC}- maximum fee for any of the following combinations 
of comfX)nents is $3.00. (83051, 83053, 85007, 85009, 85014, 85018, 85041, 
85048) 

NCYI'E: For reimbursement purfX)ses includes automated as ~11 as manual. 

14. Code 82365 and 82370 ·(discontinued code 8992) calculus (stone) , 
Quantitative: (Infra-red spectroscopy) X-ray diffraction. 

NOI'E: Reimbursement not eligible for chemical methods. 

> 15. Code 82437 and 89360 (discontinued code 8994) Sweat (without iontophoresis)Test 

IDI'E: Reimbursement not eligible for qualitative tests. For reimbursement 
purp::,ses includes 82437 or 84295 at no additional cost. 

16. Cooe 82011 (discontinued code 8897) Salicylates, quantitative only. 

NOI'E: Reimbursement not eligible for screening (Qualitative) tests for 
salicylates. (82012) 

17. Code W8205 and W8210 - Glucose Tolerance (discontinued ccx:1es 8723 and 8724} 

NCYI'E: For ~eimbursement purposes includes all urines for sugar. 
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18. Code 88260,88261 and 88262 - Chromosome Analys i.s; Peripheral blood 
(discontinued code 8913). Rule out numerical and structural abnormalities. 

NOI'E: For Medicaid reimbursement purp:>ses must include an average of 20 
cells and 2-3 karyotypes analyzed, including banding. 

19. Code 88265 - Chrooosome Analysis: Various leukemias, oone marrow and . 
peripheral blcod (includes Philadelphia Chranosane study). (discontinued 
code 8913) 

NOrE: For reimbursement pur!X)ses must include a minimt.m1 of 10 cells and 
2 karyotypes analyzed, including banding. 

20. Code 88267 - Chrorcosane Analysis: Amniotic Fluid Cells (Prenatal Chrornosane 
Analysis). (disoontinued code 8009) 

NCY.I'E: For reimbursement purposes must include 20 cells and 2-3 karyotypes 
analyzed, including banding. 

21. Code 88268 and 88270 - Chrorrosane Analysis: Tissue Biopsy , Abortuses, etc. 
(discontinued code 8009) (D:>cumentation rel?()rt required ) 

NOTE: For reimbursement purp::,ses as a minimt.m1 include 15-20 cells and 2-3 
karyotypes analyzed, including banding. 

22. Code 88280, 88285 

NOl'E: Additional karyotyping and cells oounted are not reimbursable for 
Medicaid payment. 

> 23. Code 80059 Hepatitis Panel: For reimbursement purp:>ses includes: 

Hepatitis Profile 

Hepatits B Surface Antigen (Australian) 
Hepatitis B Surface Antigen Antibody 
Hepatitis B Core Antibody 
Hepatitis A Antibody 
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.. ·>·-',24 ; j @(5Q~fo850-28~2T,.(8680~·,. Heri-ogram~· . :., - ·22~ . Service-.. Greater: than.:Usual•·J -~-

~ The definition of a complete Henograrn is: supravital norphological study 
'E 1sf-''.tthe~Yformed elements ·of the blood, hematoorit, reticul~te oot;n1~,; 

platelet oount, · hem6globin, totgl white c;:x::>~t; .supravital di:ffereritial 
or phase, regular differential, total red oount and indicies, r-cv, ~, 
MCHC. A Herrogram will be reimbursed at $8.40. Providers must indicate on 
the c~a1rn· form what oornponents are part of .their Hercograrn and · use \ the _ 

:·\·:.• .·• ,f.kxli:fiei- ; 22. ,. . · 

> fs. Code 86421 (8525) Radioallergosorbent Test (Rast); up to 5 Antigens 

For reimbursement purfX)ses, payment for each individual Antigen is 
$4.00 up to the first 5 Antigens. List number of Antigens in the 
appropriate lx>x of the claim form. 

> 26. Code 86422 (8526) 6 or nore Antigens 

For reimbursement purF()ses, payment is per each additional Antigen 

> 27. Code 88348 - lt>t reimbursable when used as a research tool. 

,::u· . For: p3yment -purfX)ses, ~ will pay for the above diagnostic scanning 
procedure when it pertains to x-ray microanalysis for identification 
of asbestos particles and heavy metals, i.e.; gold, mercury, etc. and 

::--., - ··aloo. when-, examining tissue specimens in occassional cases of 
rnalabsorption. 
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StJll' of NnA. Jl'rsey 
lkpart ml'n t of Human Savi~·L'" 

Oi,,,i sio n of Ml'diL·al AssistJllL'l' Jnd lkJlth SaYiL'l'S 

\ ' , , l llllll' .. P..-. ~.i .3 .. 

TO: 

SUBJECT: 

NEWSLETTER 

April 27, 1987 

Providers of Podiatry Services 

HCFA Common Procedure Coding System (HCPCS) - Revision 

Replacement pages are enclosed for Subchapter 3., HCFA Corrmon 
Procedure Coding System, of the Podiatry Services Manual. · 
Incorporated into the replacement pages are all the additions 
and revisions since HCPCS was implemented September 1, 1985. 
The sign 11 >'' preceding any HCP CS code indicates an addition or 
a revision. The additions and revisions are listed below: 

1. Additions: 90000, 90010, 90030, 90040, 90080, 90130, 
90140, 90200, 90240, 90270, 90280, 90300, 
90340, 90400, 90410, 90430, 90440, 90500, 
90505, 90510, 90515, 90517, 90530, 90540, 
90550, 90560, 90570, 90630, 10020, 11603, 
11604, 11606, 11623, 11624, 11626, 28293. 

2. Revisions: 83053, 87081. 

Manual Maintenance: Please substitute each replacement page accordingly in 
Subchapter 3. of the Podiatry Services Manual. 

If you have any questions regarding this Newsletter, please contact The 
Prudential Insurance Company of America, at (800) 582-7052. 
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SUOCHAPTER 3. HCFA CDMJN P:RXEDURE CODING SYSTEM {HCPCS) 

· 10: 57-3 .1 INTIDDtCTION 

(a) The New Jersey Medicaid Program utilizes the Health Care Financing 
Administration's (HCFA) fanmon Procedure fading _§ystem (HCPCS). HCPCS follows 
the American ~ical Association's Physicians' Current Procedural Terminology -
4th Editioo {CP'l\-4) architecture, employing a five-p:)sition code and as many as 
tw::> 2-p:)sition rrodifiers. Unlike the CPI'-4 numeric design, the HCFA assigned 
codes and rrodifiers oontain alphabetic characters. HCPCS was developed as a 
three-level ooding system. 

1. LEVEL I CODES {Narratives found in CPT-4) 

These oodes are adapted from CPT-4 for utilization primarily by 
Physicians, Podiatrists, Optanetrists, Certified Nurse-Midwives, 
Independent Clinics and Independent Laboratories. CPT-4 is a 
listing of descriptive terms and numeric identifying oodes and 
IOOdifiers for reporting medical services and procedures performed 
by physicians. 

Copyright restrictions make it imr;x:,ssible to print excerpts fran 
CPT-4 procedure narratives for Level 1 codes. Thus, in order to 
determine those narratives it is necessary to refer to CPT-4. 

2. LEVEL II CODES {Narratives found in APPENDIX A) 

These cndes are assigned by HCFA for physicians and non-physician 
services which are oot in CP'l\-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CODES {Narratives found in APPENDIX A) 

These cx:x1es are assigned by the Division and the Prudential 
Insurance Co. to be used for those services not identified by 
CPT-4 codes or HCFA-assigned codes. Level III codes identify ser­
vices unique to New Jersey. These oodes are listed in Appendix A 
of each section . 

(b) SPF,CIFIC ELENEN'fS OF HCPCS ())DES WHICH REOOIRE ATI'ENTION OF 
PROVIDER: The list of HCPCS codes in section 3.2 is arranged in 
tabular form with specific information for a code given under 
columns with the titles such as: "IND", "HCPCS CODE", "MOD", 
"DESCRIP'I'ION", "FOLLCM-UP DAYS", "MAXIMUM FEE ALLCMANCE" and 
"ANES BASIC UNITS". The information given under each column 

COLUMN 
TITLE 

is srnmarized below: 

IND (Indicator-Qualifier) Lists alphabetic symbols used to refer provider 
to information oonceming the New Jersey Medicaid Program's qualifica­
tions and requirements when a procedure or services code is used. 
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HCPCS 
CODE 

MOD 

DESCRIP­
TION 

FOLLCM 
UP 
DAYS 

MAXIMUM 
FEE 
ALLrnANCE 

ANES 
BASIC 
UNITS 

Explanation of indicators and qualifiers used in this column are given 
below and in paragraph 1. {Alphabetic and Numeric Symbols) which follows: 

"L" preceding any procedure code indicates that the complete narrative 
for the code is located in the Appendix A at the end of Section 3.2 

"N" preceding any procedure code means that qualifiers are applicable 
to that oode. These qualifiers are listed by procedure code number in 
Appendix Bat the end of Section 3.2. 

Lists the HCPCS procedure code numbers. 

Lists alphabetic and num~ric symbols •. Services and procedures may be 
rrodified Lmder certain circumstances. When applicable, the rrodifying 
circumstance should be identified by the addition of alphabetic and/or 
numeric characters at the end of the code. The New Jersey Medicaid 
Program's recognized rrodifier codes are listed in Appendix Cat the end 
of Section 3.2 (Podiatry Services HCPCS cxx!e numbers and maximum fee 
schedule) • . 

Lists the code narrative. (Narratives for Level I Codes are found in 
~T-4, Narratives for Levels II and III Codes are found in Appendix A 
at the end of Section 3.2). 

Lists the number of days for follow-up care. 

Lists New J~rsey Medicaid Program's reimbursement schedule for spe­
cialist and non-specialist. If the symbols "B. R." (By Rep::>rt) are 
listed instead of a dollar arount, it means that additional information 
will be required in order to properly evaluate the service. Attach a 
copy of the rep::>rt to the 1500-N.J. claim form. 

B.U.V. {Basic Unit Value)+ A.T. (Anesthesia Time) (units) x $6.30 
(specialist) or $5.50 {non-specialist) equals reimbursement. (For nore 
information about anesthesia service, see Policies and Procedures 
Regarding Use of HCPCS (c) 3.v. which follows.) 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & "IDD" 

These symbols when listed under the "IND" and "MOD" oolumns are 
elements of the HCPCS coding system used as qualifiers or indicators (as in the 
"IND" oolumn) and as nodifiers (as in the "MOD" oolurnn). They assist the physi­
cian in determining the appropriate procedure codes to be used, the area to be 
covered, the minimum requirements needed, and any additional parameters required 
for reimbursement purp::>ses. 

i. These symbols and/or letters must not be ignored because 
in certain instanGes requirements are created in addition to the narrative 
which accompanies the CPT/HCOCS code as written in the CPT-4. 'IHE PIDVIDER WILL 
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10:57-3.2 PODIATRY SERVICES HCFCS CODE NUMBERS AND 
MAXIMUM FEE SCHEOOLE 

{a) MEDICINE 

MAXIMUM FEE MAXIMUM FEE 

HCPCS AI.JOvANCE HCPCS ALL~ 
IND CODE MOD s $ NS IND CODE MOD s $ NS 

)N 90000 22.00 17.00 )N 90270 9.00 7.00 

>N 90010 22.00 17.00 )N 90280 9.00 7.00 

N 90015 22.00 17.00 )N 90300 22.00 17.00 

N 90017 22.00 17.00 N 90315 22.00 17.00 

N 90020 22.00 17.00 N 90320 22.00 17.00 

)N 90030 9.00 7.00 )N 90340 9.00 7.00 

)N 90040 9.00 7.00 N 90350 9.00 7.00 

N 90050 9.00 7.00 N 90360 9.00 7.00 

N 90060 9.00 7.00 N 90370 9.00 7.00 

N 90070 9.00 7.00 ), N 90400 22.00 17.00 

)N 90080 9.00 7.00 ), N 90410 22.00 17.00 

)N 90130 9.00 7.00 N 90415 22.00 17.00 

)N 90140 9.00 7.00 N 90420 22.00 17.00 

N 90150 9.00 7.00 ), N 90430 9.00 7.00 

N 90160 25.00 25.00 ), N 90440 9.00 7.00 

N 90170 25.00 25.00 N 90450 9.00 7.00 

)N 90200 22.00 17.00 N 90460 ~.00 7.00 

N 90215 22.00 17.00 N 90470 9.00 7.00 

N 90220 22.00 17.00 j, N 90500 9.00 7.00 

)N 90240 9.00 7.00 ), N 90505 9.00 7.00 

N 90250 9.00 7. 00 I ; N 90510 9.00 7.00 

N 90260 9.00 7.00 ) N 90515 9.00 7.00 
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MAXIMUM FEE MAXIMUM FEE 

HCPCS ALLCMANCE HCPCS ALI.OWCE 
IND CODE MOD s $ NS IND CODE MOD s $ NS 

)N 90517 9.00 7.00 

)N 90530 9.00 7.00 

)N 90540 9.00 7.00 

)N 90550 9.00 7.00 

)N 90560 9.00 7.00 

)N 90570 9.00 7.00 

N 90600 22.00 

N 90605 22.00 

N 90610 22-. 00 

N 906~/0 37.00 

)N 90630 37.00 

N 90799 2.50 2.50 
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.. 
{b) SURGERY 

MAXIMUM MAXIMUM 
FOLLCM FEE ANES FOLLCM FEE ANES 

HCOCS UP ALLCMANCE BASIC HCFCS UP ALL~ BASIC 
IND CODE MOD DAYS s $ NS UNITS IND CODE MOD DAYS s $ NS UNITS 

10000 0 13.00 11.00 3. 11404 30 32.00 27 . 00 3. 

10003 0 13 .00 11. 00 3. 11406 30 32.00 27.00 3. 

) 10020 0 13 .00 11.00 3. 11420 15 18.00 16.00 3. 

10060 0 13.00 11.00 3. 11421 15 22.00 20.00 3. 

10061 30 48 .00 42.00 4. 11422 15 27.00 24.00 3. 

10100 0 13. 00 11.00 3. 11423 30 32.00 27.00 3. 

10101 30 34.00 29.00 3. 11424 30 32.00 27.00 3. 

10120 0 18.00 16.00 3. 11426 30 32.00 27.00 3. 

10121 30 34.00 29.00 4. 11600 90 37.00 32.00 3. 

10140 0 18.00 16.00 3. 11601 90 47.00 42.00 3. 

10141 30 48. 00 42.00 3. 11602 90 61.00 53.00 3. 

10160 0 13.00 11. 00 3. > 11603 90 70.00 61.00 3. 

N 11000 0 13. 00 11.00 4. > 11604 90 80.00 70.00 3. 

N 11001 0 6.00 5.00 3. > 11606 90 92.00 80.00 3. 

11040 0 13 . 00 11.00 3. 11620 90 61.00 53.00 4. 

11041 0 13 .00 11.00 3. 11621 90 90.00 79.00 4. 

11042 0 16.00 14.00 3. 11622 90 121. 00 105. 00 4. 

11043 0 16.00 14.00 3. > 11623 90 140. 00 121. 00 4. 

11044 0 48. 00 42.00 3. >. 11624 90 162.00 139.00 4. 

11100 0 13.00 11.00 4. > 11626 90 186.00 160.00 4. 

11400 15 18.00 16.00 3. 11700 0 13.00 11.00 3. 

11401 15 22 . 00 20.00 3. 11701 0 19.00 16.00 3. 

11402 15 27.00 24.00 3. 11710 0 13.00 11.00 3. 

11403 30 32.00 27 .00 3. 11711 · 0 19.00 16.00 3. 
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... 

MAXIMUM MAXIMUM 
FOLLCM FEE ANF,S FOLLCM FEE ANES 

HcPCS UP ALL~ BASIC HCPCS UP .ALLCMAtCE BASIC 
IND CbDE MOD DAYS s $ NS UNITS IND CODE mo DAYS s $ NS UNITS 

11730 0 10.00 10.00 3. N 20550 0 13.00 11.00 o. 

11750 30 42.00 37.00 3. 20600 0 13.00 11.00 3. 

12001 0 18.00 16.00 . 3. N 20605 0 13. 00 11.00 3. 

·12002 0 24.00 21.00 3. 20650 0 55. 00 47.00 4. 

1~004 0 30.00 26.00 3. 20670 0 24.00 21.00 3. 

12041 30 -30.00 26.00 3. N · 20680 21 121. 00 105. 00 4. 

12042 30 67.00 59.-00. 4. N 20680-52 21 ·61.00 53.00 4. 

13131 30 67.00 59.00 4. . 27530 30 74~00 65.00 3. 

13132 30 145.00 126.00 4. 27532 90 121. 00 105. 00 3. 

13300 30 242.00 210.00 4. 27534 90 145.00 126.00 3. 

14040 60 193. 00 168.00 4. 27536 90 242.00 210.00 3. 

14041 60 242.00 210.00 4. 27603 30 BR BR 3. 

17000 0 8. 00 6.00 3. 27604 0 13.00 11.00 3. 

17010 0 11.00 8.00 3. 27610 60 182.00 158.00 3. 

17100 0 18. 00 15.00 3. 27611 60 182.00 158.00 3. 

17105 0 27 . 00 24.00 3. 27613 0 13.00 11.00 4 • . 

17110 0 8.00 6. 00 3. 27620 60 182.00 158.00 3. 

17200 0 8.00 6.00 3. 27625 90 211. 00 184. 00 3. 

17304 30 25.00 21.00 3. 27630 30 90.00 79.00 3. 

17305 30 8.00 6.00 3. 27640 60 211. 00 184. 00 4. 

17310 30 BR BR 3. 27641 60 211.00 184.00 4. 

20000 0 18.00 16.00 3. 27648 o . 61.00 53.00 3. 

20005 0 45.00 40.00 4. 27650 90 227.00 197.00 4. 

N 20520 7 51.00 45.00 3. 27658 90 121.00 105.00 3. 
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MAXIMUM MAXIMUM 
FOLLCM FEE ANES FOLLCM FEE ANES 

H~ UP AI.J.,CMAtCE BASIC HCPCS UP ALLCMAl'CE BASIC 
IND CODE Kl) DAYS s $ NS UNITS IND CODE MOD DAYS s $ NS UNITS 

27659 90 121.00 105.00 3. 27806 90 161. 00 140. 00 3. 

27664 90 90.00 79.00 3. 27810 90 121. 00 105. 00 3. 

27665 90 90.00 79.00 3. 27812 90 145.00 126.00 3. 

27685 90 151.00 131.00 4. 27814 90 211.00 184.00 3. 

27686 90 202.00 175.00 3. 27818 90 121.00 105.00 3. 

27695 90 302.00 263 .00 3. 27820 90 141. 00 123. 00 3. 

27698 90 227.00 197.00 3. 27822 90 242.00 210.00 3. 

27700 90 249.00 216.00 3. 27823 90 242.00 210.00 3. 

27705 90 272.00 236.00 3. 27832 90 164.00 142.00 3. 

27707 90 113.00 100.00 3. 27840 45 61.00 53.00 o. 

27752 90 121. 00 105. 00 3. 27842 45 61.00 53.00 3. 

27754 90 145.00 126.00 3. 27844 45 152. 00 131. 00 3. 

27756 90 211.00 184.00 3. 27846 90 305.00 263.00 3. 

27760 90 79.00 68.00 3. 27850 0 61.00 53.00 3. 

27762 90 79.00 68.00 3. 27852 60 284.00 247.00 4. 

27764 90 105. 00 91.00 3. 27860 0 61.00 53.00 3. 

27766 90 151. 00 131. 00 3. 27870 90 302.00 263.00 3. 

27781 30 45.00 39.00 3. 28001 0 13.00 11.00 3. 

27'782 90 61.00 53 .00 3. 28002 0 24.00 21.00 3. 

27784 90 121. 00 105. 00 3. 28008 60 61.00 53.00 3. 

27788 90 79.00 68.00 3. 28010 0 24.00 21.00 3. 

27790 90 105.00 91.00 3. 28011 0 37.00 32.00 3. 

27792 90 151.00 131.00 3. 28020 60 109.00 95.00 3. 

27802 90 121.00 105.00 3. 28022 60 109.00 95.00 3. 

27804 90 161.00 140.00 3. 28024 60 37.00 32.00 3. 
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MAXIMUM MAXIMUM 
FOLI.01 FEE ANES FOLI.01 FEE ANES 

HCPCS UP ALLCMANCE BASIC ~s UP A.LLOOAla BASIC 
IND CODE; MOD DAYS s $ NS UNITS IND CODE IDD DAYS s $ NS UNITS 

28080 30 121.00 105.00 3. 28234 60 139.00 119.00 3. 

2809.0 30 90.00 79. 00 3. 28240 30 61.00 53.00 3. 

28092 30 61.00 53.00 3. 28262 90 121. 00 105. 00 3. 

28100 60 121. 00 105. 00 4. 28280 45 61.00 53.00 3. 

28108 60 121.00 105.00 4. N 28285 90 90.00 79.00 -3. 

28114 90 242.00 210.00 3. N 28288 21 72.00 63.00 3. 

28120 60 90.00 79.00 4. 28290 60 90.00 79.00 3. 

28121 60 90.00 79.00 4. 28292 90 139. 00 121. 00 3. 

28122 60 90.00 79.00 4. ) 28293 90 242.00 210.00 3. 

28123 60 90.00 79.00 4. 28294 90 141. 00 123. 00 3. 

28124 60 90.00 79.00 4. 28306 90 113.00 100.00 3. 

28140 60 121. 00 105. 00 3. 28308 90 113.00 100.00 3. 

28150 90 90.00 79.00 3. 28315 60 55.00 47.00 3. 

28160 90 90.00 79 .00 3. 28400 30 68.00 59.00 3. 

28190 0 18.00 16. 00 3. 28405 90 90.00 79.00 3. 

28192 30 34.00 29.00 4. 28410 90 113.00 99.00 3. 

28193 30 34.00 29.00 4. 28415 90 151. 00 131. 00 3. 

28200 90 121.00 105.00 . 3. 28430 30 · 82.00 72.00 3. 

28208 90 61.00 53.00 3. 28435 90 90.00 79.00 3. 

28220 60 113.00 99.00 3. 28440 90 113.00 99.00 3~ 

28222 60 139.00 119.00 . 3. 28450 30 41.00 36.00 3. 

28225 60 113.00 99.00 3. 28455 90 61.00 53.00 3. 

28226 60 139.00 119.00 3. 28460 90 90.00 79.00 3. 

28230 30 42.00 37.00 3. 28465 90 121. 00 105. 00 3. 

28232 60 139.00 119.00 3. 28470 30 18.00 16.00 3. 
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MAXIMUM MAXIMUM 
FOIL™ FEE ANES FOLLOW FEE ANES 

H~S UP ALLOWA1'CE BASIC HCPCS UP . ALLavAOCE BASIC 
IND CODE MOD DAYS s $ NS UNITS IND CODE MOD DAYS s $ NS UNITS 

28475 90 42.00 37.00 3. 28675 60 47.00 40.00 3. 

28480 90 63.00 56.00 3. 28715 90 272.00 236.00 3. 

28485 90 90.00 79.00 3. 28725 90 182.00 158.00 3. 

N 28490 30 18.00 16.00 3. 28740 90 166.00 126.00 3. 

28495 30 30.00 26.00 3. N 28750 90 90.00 79.00 3. 

28500 45 90.00 79.00 3. N 28755 90 90.00 79.00 3. 

28510 30 18.00 16.00 3. 28760 90 200.00 173.00 3. 

28515 30 30.00 26.00 3. 28800 90 211. 00 184. 00 3. 

28520 45 79.00 63.00 3. 28805 90 211. 00 184. 00 3. 

28540 45 61.00 53.00 o. 28810 90 121. 00 105. 00 3. 

28545 45 61.00 53.00 3. 28820 45 42.00 37.00 3. 

28550 45 107.00 92.00 3. 28820-51 45 63.00 56.00 3. 

28555 90 211. 00 184. 00 3. 28825 45 42.00 37.00 3. 

28570 45 61.00 53.00 o. 28825-51 45 63.00 56.00 3. 

28575 45 61.00 53.00 3. 29405 0 42. 00 37.00 3. 

28580 45 107.00 92.00 3. 29425 0 47. 00 42.00 3. 

28585 90 211.00 184.00 3. 29450 0 24.00 21.00 3. 

28600 45 61. 00 53.00 o. 29455 0 37.00 32.00 3. 

28605 45 61.00 53.00 3. 29515 0 42.00 37.00 3. 

28610 45 104.00 91.00 3. N 29580 0 18.00 16.00 3. 

28630 45 61.00 53.00 o. 29700 0 14.00 12.00 3. 

28640 45 104.00 91.00 3. 29730 0 9.00 8.00 3. 

28645 90 121. 00 105. 00 3. ·29740 0 9.00 8.00 3. 

28660 0 13.00 11.00 o. 29750 0 9.00 8.00 3. 

28670 45 18.00 16.00 3. 29751 0 15.00 13.00 3. 
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MAXIMUM MAXIMUM 
FOLLOO FEE ANES FOLLOO FEE ANES 

HCPCS UP ALLOOMCE BASIC HCPCS UP ALLOWCE BASIC 
' 

IND CODE Kl) DAYS s $ NS UNITS IND '. CODE IDD DAYS s $ NS UNITS 

'N 36415 0 1.80 1.80 o. 164834 90 105.00 91.00 3. 

64450 · o 13. 00 11. 00 o. 64856 90 210.00 183.00 3. 

64702 90 79.00 68.00 3. L •Wl250 0 18.00 16.00 3. 

64704 90 105.00 91.00 3. L •\'.4ll650 0 24.00 21.00 3. 

64708 90 242.00 210.00 3. L W1650 22 0 37.00 32.00 3. 

64774 30 42.00 37.00 3. L W2600 90 151. 00 131. 00 3. 

64776 30 53.00 45.00 3. L W2620 90 90.00 79.00 3. 

64782 30 79.00 68.00 3. L W2650 0 21.00 21.00 o. 

64784 30 131. 00 114. 00 4. L W2655 0 5.00 5.00 o. 
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( c) RADIOLCX;Y 

MAXIMUM FEE MAXIMUM FEE 
HCOCS ALLCMANCE HCOCS ALLOWANCE 

IND Code MOD s $ NS IND CODE MOD s $ NS 

73560 15.00 ~5.00 73620 10.00 10.00 

73562 15.00 15.00 73630 13.00 13.00 

73590 15.00 15.00 73650 10.00 10.00 

73600 10.00 10.00 73660 5.00 5.00 

73610 13.00 13. 00 L W7200 20.00 20.00 

( d) PATHOLCX;Y & LABORATORY SERVICES 

MAXIMDM FEE . MAXIMUM FEE 
HCPCS ALLOWANCE HCOCS ALLOWANCE 

IND Code MOD s $ NS IND CODE MOD s $ NS 

N 81000 1.20 1.20 > 87081 10.00 10.00 

82947 3.00 3.00 87101 8.00 8.00 

83051 1.20 1.20 87102 8.00 8.00 

) 83053 1.80 1.80 87106 8.00 8.00 

86595 6.00 6.00 N 87184 9.00 9.00 

N 87040 9.00 9.00 87210 2.40 2.40 

N 87070 9.00 9.00 87220 2.40 2.40 

87076 6.00 6.00 
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APPENDIX A 

PODIATRY SERVICES 

CODES AND NARRATIVES im FaJND IN CPT-4 (Level II and Level III Codes) 

SURGERY a)DES 

HCPCS 
IND . CODE MOD 

Wl250 

Wl650 

Wl650 22 

W2600 

W2620 

W2650 

W2655 

RADIOLOGY CODE 

W7200 

Appendix A/1 

DESCRIPTION 

Excision of nail, partial nr com­
plete, including nail bed or nail 
fold, with or without excision of 
subungual exostosis e.g. for fungus 
infection or chronic paronychia. 

Excision of plantar verruca, single 
site unilateral 

MAXIMUM 
FOLL0"7 FEE ANES 
UP ALLOWANCE BASIC 
DAYS S $ NS UNITS 

0 18.00 16.00 3. 

0 24.00 21.00 3. 

Excision of plantar verruca, multiple 0 
sites lll1ilateral 

37.00 32.00 3. 

Arthroplasty, lesser toes, with or 
without tendon transfer 

Plastic or reconstructive surgery, 
toe, one joint 

casting for m::>lded shoes 

Prior authorization is required. 
Attach to your 1500-N.J. claim 
form. 

casting for arch supfX)rt 

Prior authorization is required. 
Attach to your 1500 N.J. claim 
form. · 

Radiologic examination: foot, 
complete including special os 
calcis view 

90 151.00 131.00 3. 

90 90.00 79.00 3. 

0 21.00 21.00 o. 

0 5.00 5.00 o. 

20.00 20.00 
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HCPCS 
CODE 

> 90000 
) 90010 

90015 
90017 
90020 

) 90200 
90215 
90220 

) 90300 
90315 
90320 

) 90400 
) 90410 

90415 
90420 

APPENDIX B (Pcdiatry Services) 

QUALIFIERS 

QUALIFIERS 

INITIAL VISITS - NE'W PATIENT 

When reference is made in your CPT manual to New Patient or 
Initial Care, the intent of Medicaid is to consider this ser­
vice as the Initial Visit. 

If the setting for this Initial Visit is an Office, or 
Sheltered Boarding Horne, then for reimbursement purp:>ses, it 
is limited to a single visit with the future use of this code 
then reimbursed as a Routine or Follow-Up visit. This is 
applicable if this examination of the recipient is by the 
same physician, group of physicians, involves a shared health 
care facility or group of physicians sharing a cormnon record. 
Reimbursement for an Initial Office Visit also precludes sub­
sequent reimbursement for an Initial Sheltered Boarding Horne 
Visit and vice versa. 

Reimbursement for an Initial Office Visit or Sheltered 
Boarding Horne Visit will be disallo~d and the fee downgraded 
to a routine visit, if an annual examination or EPSDT exami­
nation ~re billed within a twelve rronth period, by the same 
physician, group, shared health care facility, or prac­
titioners sharing a comrron record. 

If the setting is Skilled Nursing, Intermediate Care, Long 
Term Care Facility or Hospital, the Initial Visit concept 
will still apply when considered for reimbursement purp:>ses 
despite CPT reference to the terms Initial Care or Initial 
Hospital Care as applying to a new or established patient. 

Subsequent readmissions to the same facility may be 
designated as Initial Visits as long as a time interval of 30 
days or rrore has elapsed between admissions. 

It is also to be understood that in order to receive reim­
bursern~for an Initial Visit, the following minimal documen­
tation must be on the record regardless of the setting where 
the examination was performed. 

Example: 

1. Chief cornplaint(s). 
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HCPCS 
CODE QUALIFIERS 

> 90030 
> 90040 

90050 
90060 
90070 

> 90080 
;, 90240 

90250 
90260 
90270 

> 90280 
> 90340 

90350 
90360 
90370 

> 90430 
> 90440 

90450 
90460 
90470 

> 90500 
> 90505 

Appendix B/2 

2. Complete history of the present illness and related 
systemic review - including recordings of pertinent 
negative findings. 

3. Pertinent past medical history. 

4. Pertinent family history. 

5. A full physical examination r:ertaining to but not 
limited to the history of the present illness and 
includes recording of pertinent negative findings. 

6. Working diagnoses and treatment plan including 
ancillary service and drugs ordered. 

NOTE: (1) Horne and Boarding Horne records should be part of 
the office records. 

(2) If the history and physical examination noted 
above is not personally performed by the billing 
physician in a hospital or health care facility, 
then_ reimbursement will be downgraded to a routine 
visit if that criteria is met, e.g., daily hospi­
tal care, subsequent skilled nursing visit, etc. 

RaJTINE VISIT OR FOLLOW-UP CARE VISIT 

Routine visit or Follow-Up Visit is defined as the care and 
treatment by a physician, which includes those procedures 
ordinarily performed during a health care visit, which is 
dependent UPJn the setting and the physician's discipline. 

The setting (X)Uld be office, hospital, skilled nursing, 
intermediate care, long term care facilities, nursing home or 
l:oarding home. Prior authorization is required where more 
than one visit a rronth v-.0uld be necessary for routine foot 
care. 

In order to document the record for reimbursement purp::>ses, a 
progress note for the noted visits should include the 
following: 

1. In an Office, or Boarding Horne setting. 

a) PurI_X>se of visit; 

b) Pertinent history obtained 
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~ HCPCS 
CODE 

> ~0510 
> 90515 
> 90517 
> 90530 
> 90540 
> 90550 
> 90560 
> 90570 

> 90130 
) 90140 

90150 
90160 
90170 

Appendix B/3 

QUALIFIERS 

c) Pertinent physical findings including pertinent nega­
tive findings based on the above. 

HOME VISITS 

Home Visit (House Call) - does not apply to Sheltered 
Boarding Home or Nursing Home Setting. 

A Physician visit limited to care and treatment of an indivi­
dual who by contemporary standards v.Duld be too ill to go to 
a physician's office and/or is "home bound" due to his/her 
physical disability. If rrore than one patient is seen on the 
visit, the fee for the additional visit will be as if it were 
performed in the office. 1,vrien billing for a second or sub­
sequent patient treated during the same visit, the visit 
should be billed as a 90150. 

The record and documentation of a home visit shall become 
part of the office progress notes and shall include, as 
appropriate, the following instructions: 

1. Purl_X)se of visit; 

2. Pertinent history obtained; 

3. Pertinent physical findings, including _r:,ertinent negative 
physical findings based on 1. and 2.; 

4. Procedures, if any performed, with results; 

5. Lab, x-ray, ECG, etc, ordered with results; 

6. Diagnosis(s) plus treatment plan status relative to pre­
sent or pre-existing illness(s) plus pertinent recommen­
dations and actions. 

NOrE: The new "Home Visit (House Call)" code does not 
distinguish between specialist and non-specialist. 
Also, the Initial Home Visit is being drop_r:,ed as a 
separate entity. 

CONSULTATIONS 

A consultation is recognized for reimbursement only when _r:,er­
formed by a specialist recognized as such by this Program and 
the request has been made by or through the patient's 
attending physician and the need for such a request v.Duld be 
consistent with good medical practice. Two types of con­
sultation are recognized for reimbursement - one limited in 
extent and one comprehensive in scope. 
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HCPCS 
CODE 

90600 
90605 
90610 

90620 
) 90630 

QUALIFIERS 

Limited Consultation: 

Appropriate CPT codes which are presently compatible are 
Codes 90600, 90605 and 90610. The area being covered for 
reimbursement purr::oses is "limited" in the sense that it 
requires less than the requirements designated as 
"comprehensive" as noted below. 

Comprehensive Consultation: 

In order to receive reimbursement for CPT Code 90620 & 90630 
which replaces the discontinued Code 9030 (consultation 
comprehensive), the same criteria must be met that had been 
previously required, namely, the performance of a total 
systems evaluation by history and physical examination 
including a total systems review and total system physical 
examination. The alternative to that ¼Duld be the utilization 
of one or rrore hours of the consulting physician's personal 
time in the performance of the consultation. 

Reimbursement for Code 90620 & 90630 (Comprehensive Consultation) 
requires the following applicable statements or language 
essentially similar to those statements to be inserted into 
Item 34 of the 1500 N.J. Claim Form. The form is to be signed 
by the provider who performed the consultation. 

1. I personally J?erformed a total (all) systems eva­
luation by history and physical examination, or 

2. This consultation utilized 60 or rrore minutes of my 
personal time. 

Failure to comply with the atove will result in the con­
sultation being downgraded to the reimbursement of Code 
90610. 

The following rules regarding consultations should also be 
recognized: 

1. If a consultation is performed in an inpatient or out­
patient setting and the patient is then transferred to 
the consultant's service during that course of illness 
then the provider may not, in addition, bill for an 
Initial Visit if he has or intends to bill for the 
consultation. 

2. If there is no referring physician, then an Initial 
Visit code should be used instead of a consultation 
code. 
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HCPCS 
CODE COAL I FIERS 

) 

90799 

3. If the patient is seen for the same illness on 
repeated visits, by the same consultant, then these 
visits are oonsidered as routine visits or follow-up 
care visits and not as oonsultations. In addition, the 
criteria for ooncurrent care \\Ould need to be met to 
warrant reimbursement. 

4. Consultation codes 90600, 90605, 90610, 90620 and 
90630 will be declined in an Office or Boarding home 
setting if the oonsultation has been requested by or 
between members of the same group, shared health care 
facility or physicians sharing common records . A 
routine visit cooe is applicable under these cir­
cumstances. 

5. If a prior claim for code 9062o and 90630 has been 
made within the preceding 12 months, then a repeat 
claim for this code will be denied if made by the same 
physician, physician group, shared heal th care faci­
lity or physicians using a common record except in 
those instances where the consultation required the 
utilization of one hour or rrore of the physician's 
personal time. Otherwise, applicable cooes \\Ould be 
90600, 90605, or 90610 if their cri t e r ia are met. 

Injection µ:>licy and drugs dispensed by a l;X)diatrist. Payment 
will be made for intradermal, subcutaneous , intramuscular, or 
intravenous injections in the office or home (not nursing 
home). 

1. The drug administration m~st be consistent with the 
diagnosis. 

2. Injections before a surgery or nerve blocks are 
ineligible. 

3. Sclerosing solution or anything injected into a 
neuroma or tumor \\Ould be considered as a visit. 

4. PRV 20600 or 20605 can only be given when the injec­
tion is into a joint. 

(Ankle can be considered a joint). 

5. An injection into the bursa or an injection for bur­
sitis v0uld be coded PRV 20600 or 20505. 

6. Cortisone or steroid injections \\Ould be eligible as 
long as they were injected into the foot . PRV 90799 
should be used. 

AfPendix B/5 Rev. 4-87 



H~S 
CODE 

87040 
)87070 
)87076 
)87101 

87184 

Appendix B/7 

QUALIFIERS 

CUL'IURES 

NOI'E: These codes may only be billed when a pathogenic 
micro-organism is reJ;X)rted. A culture that indicates 
no growth or normal flora must be billed as a presump­
tive culture. 

Rev. 4-87 



StJfl' of NL·w frrsl'y 
Dl'part ment of Human SL'rvil'l'S 

Division of Ml'diL·al As~istJllL'1.' Jlld Hl'Jlth S1.'f\' il"L'S 

\ , d i ll li\.' .. P-:-524 

TO: 

SUBJECT: 

NEWSLETTER 

April 27, 1987 

Providers of Independent Clinic Services 

HCFA Common Procedure Coding System (HCPCS) - Revision 

Replacement pages are enclosed for Subchapter 3, HCFA Corrnnon 
Procedure Coding System, of the Independent Clinic Services 
Manual. Incorporated into the replacement pages are all the 
additions and revisions since HCPCS was implemented September 
1, 1985. The sign 11 >11 preceding any HCPCS code indicates an 
addition or a revision. A vertical line on the left hand 
margin of written text indicates a revision. The additions and 
revisions are listed below: . 

1. Additions: 90000, 90010, 90030, 90040, 90080, 90718, 
90000WFi 90010WF, 90030WF, 90050WF , 90080WF , 
90030WM, 90040WM, 90070WM, 90080WM, 90130WM, 
90140WM, 90170WM, 90030YR, 90040YR, 90060YR, 
90070YR, 90080YR, 90240, 90280. 

2. Revisions: 90701, 90702, 90703, 90704, 90705, 90706, 
90707, 90708, 90709, 90712, 90719, 90724, 
90732, J2790, W9090, W9095, 90801ZI, 90843ZI, 
90844ZI, 90847ZI, 90847ZI22, 90887ZI, Z0130, 
Z0170, Z0180, 59420WM22, Z0330, Z0335. 

Manual Maintenance: Please substitute each replacement page accordingly in 
Subchapter 3 of the Independent Clinic Services Manual. 

If you have any questions regarding this Newsletter, please contact The 
Prudential Insurance Company of America, at (800) 582-7052. 



SUBCHAPrER 3. HCFA CCM10N PRCOlXJRE CODING SYSTEM (HCTCS) 

10:66-3.1 INTIDDUCTION 

(a) The New Jersey Medicaid Program utilizes the Heal th Care Financing 
Administration's (HCFA) £ormon Procedure fcxHng _&stem (~C~ S) • HC~S follows .· 

· the American Mediqal Association's -Physicians' Current Procedural Terminology -
4th Edition (CPT-4) architect ure, employing a five-p::,sitioh code and as many as 
two 2"'."fX)Si tion · rrodifie.rs. Unlike . the CPI'-4 numeric design , the . fiqA assigned 
codes -and m:xHfiers oontain alphabetic ·characters. HC~S . was developed as a 
three- leve 1 c:xUng system. 

1. LEVEL I CDDES (Narratives found in CPI'-4) 

These cndes are adapted from CPI'-4 for uti lization primarily by 
. Physicians, Podiatrists, Optometrists, Certified Nurs~Midwives, · 
Independent Clinics and Independent Laooratories. CPT-4 is a 
listing of descriptive terms and numeric identifying codes and 
rnooif iers for rep::,rting medical services and procedures ·?=rformed 
by. physiciaris. · 

Copyright restrict ions make it irnp::,ssible to .print excerpts from 
CPT-4 procedure narratives for Level I codes . 'rhus, in order to 
determine those nar ratives it is necessary to refer to CPT-4. 

2. LEVEL II CODES (Narratives found in APPENDIX A) 

These cndes are assigned by HCFA for physicians and non-physician· 
services M1ich are not in CPI'-4. Level II codes are listed in 
APPENDIX A of each section. 

3. LEVEL III CDDES (Narratives found in APPENDIX A) 

These codes are assigned by the Divi sion and the Prudential 
Insurance Company· to be used for those services not iden_tified by 
CPT-4 cooes or HCFA-assigned oodes. Level III codes identify ser-

. vices unique t o New Jersey. These codes are list"ed in Appendix A 
of each section . 

(b) SPECIFIC ELEMENTS OF HCPCS CODING SYSTEM WHICH REQUIRE -ATrENTION OF 
PIDVIDER 

The lists of HC~S code numbers for independent clinic services are 
arranged in tabular form with specific information for a code given under 
columns with titles such as: "IND", "HCTCS CODE", "MOD" , "DESCRIPrION", "FOLLOW­
UP DAYS" and "MAXIMUM FEE ALLOWANCE". The information given under these columns 
is summarized below: 
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WF Family Planning: Use to identify procedures p:=rforrned for the sole 
purµ_)se of family planning by adding the rrooifier 'WF' to the proce­
dure cx:xle (s). 

WM Midwifery: Use to identify procedures performed by a certified nurse 
midwife by adding the rrodifier 'WM' to the procedure cx:xle(s). 

m 1st Trimester: Use to identify trimester when rendering a legal abor­
tion procedure by adding the rrodifier 'WY' to the procedure code. 

WZ 2nd Trimester: Use to identify trimester when rendering a legal abor­
tion by adding the rrodifier 'WZ' to the procedure code. 

YR Routine Foot Care Pooiatry: Use to identify routine foot care pro­
vided by a :p:xjiatrist by adding the rrodifier 'YR' to the procedure 
code(s). 

ZI 

DESCRIP­
TION 

FOLLOW-­
UP DAYS 

MAXIMUM 
FEE 
ALLOWAOCE ----

Independent Clinic: Use to identify services provided by Independent 
Clinic providers. 

Lists the c:xx1e narrative . (Narratives for Level I codes are found in 
CPT-4. Narratives for Levels II and III cooes are found in Appendix A 
at the end of Section 3.2). 

Lists the number of days for follow-up care. 

Lists New Jersey Medicaid Program's maximum reimbursement schedule for 
specialist and non-specialist. If the symtols "B. R." (By Rerx>rt) are 
listed instead of a dollar arrount, it means that additional inforrna-
tion will be required in order to properly evaluate the service. 
Attach a oopy of the rer:ort to the rK::-14 claim form. 

1. ALPHABETIC AND NUMERIC SYMBOLS UNDER "IND" & "MOD" 

These symtols when listed under the "HID" and "MOD" columns are 
elements of the HCPCS coding system used as qualifiers or indicators (as in the 
"IND" column) and as rrodifiers (as in the "MOD" a:>lurnn). They assis t the physi­
cian in determining the appropriate procedure codes to be used , the area to be 
covered, the minimum requirements needed, and any additional para~eters required 
for reimbursement purrnses. 

i. These symtols and/or letters must not be ignored because in 
certain instances requirements are created in addition to the narrative which 
accompanies the CPT/HCPCS cx:xle as written in the CPT-4. TIIE PROVIDER WILL THEN 
BE LIABLE FOR THE ADDITIONAL REQUIREMENTS AND NOT JUST THE CPT/HCPCS CODE NARRA­
TIVE. These requirements must be fulfilled in order to receive reimbursement. 
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ii. If there is no identifying syrnlx>l listed, the CPT/HC:OCS code 
narrative prevails. 

{c) POLICIES AND PROCEDURES REGARDING USE OF HCPCS 

Listed below are tx:>th some general and specific µ:>licies of the 
,New Jersey Medicaid Program relevant t6 HC:R:S. Specific information concerning 
the responsibility of the Independent Clinic provider when rendering pro­
fessional services and requesting reimbursement is listed in Subchapter 1. and 
Subchapter 2. of the Independent Clinic Services Manual. 

1. GENERAL REQUIREMENTS 

i. ~men filing a claim, the appropriate HCFCS Codes must be 
used in conjunction with rrodifiers when applicable. 

ii. The use of a procedure code will be interpreted by the 
New Jersey Medicaid Program as evidence that the provider p::rsonally furnished, 
as a minimum, the services for which it stands. 

111. When billing, the provider must enter into the procedure 
code column in item 13B of the Independent Outpatient Health Facility Claim Form 
{M:-14) a CPT/HCFCS cxxie as listed in CPT-4 or this Subchapter 3.2. If an 
appropriate code is not listed, place a "N/A" (not applicable) in the procedure 
code oolumn and submit a narrative description of the service. If possible, 
insert into space 13B a CPT code closest to the narrative description you have 
written. 

iv. Date(s) of service(s) must be indicated on the claim form 
and in the provider's own record for each service billed. 

v. The "MAXIMUM FEE ALLOWANCE" as noted with these procedure 
codes, "S" for Specialist and "NS" for Non-Specialist, represents the maximum 
payment for the given procedure. When submitting a claim, the clinic must 
always use its usual and customary fee. 

(1) Listed values for all surgical procedures include the 
surgery and the follow-up care for the period indicated in days in the column 
titled "Follow-Up Days". 

( 2) All references to time parameters shall mean the prac­
titioner's r:;ersonal time in reference to the service rendered unless it is 
otherwise indicated. 
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10:66-3.2 HCPCS CODE NUMBERS AND MAXIMUM FEE SCHEOOLE FOR INDEPENDENT CLINIC SERVICES 

MAXIMUM MAXIMUM 
FEE FEE 

HCPCS ALLCMANCE HCPCS ALLCMAOCE 
IND Code MOD S · $ NS IND CODE MOD s $ NS 

(a) Examination and Treatment 

N 36415 1. 80 1. 80 iN 90706 12 .86 12.86 

86490 4.00 4.00 iN 90707 27. 24 27. 24 

86510 4.00 4.00 iN 90708 18.73 18.73 

86540 4.00 4.00 iN 90709 20.23 20.23 

86580 4. 00 4.00 iN 90712 13.85 13.85 

86585 4.00 4.00 i 90718 3.98 3.98 

) N 90000 22.00 17.00 iN 90719 4.88 4.88 

) N 90010 22. 00 17.00 iN 90724 5.32 5.32 

N 90015 22 . 00 17.00 iN 90732 11. 32 11. 32 

N 90017 22.00 17.00 N 90750 22.00 17.00 

N 90020 22.00 17.00 N 90751 22.00 17.00 

) N 90030 9. 00 7.00 N 90752 22.00 17.00 

> N 90040 9. 00 7.00 N 90753 22.00 17.00 

N 90050 9. 00 7.00 N 90754 22.00 17.00 

N 90060 9.00 7.00 N 90760 22 . 00 17.00 

N 90070 9.00 7.00 N 90761 22.00 17.00 

) N 90080 9.00 7.00 N 90762 22 . 00 17.00 

N 90285 22.00 17.00 N 90763 22 . 00 17.00 

> N 90701 15.11 15.11 N 90764 9.00 7.00 

> N 90702 3.98 3.98 N 90799 2.50 2.50 

> N 90703 3. 85 3.85 93000 16 . 00 16.00 

> N 90704 13.99 13 . 99 N 99150 37.00 32.00 
Per Hour 

) N 90705 12.35 12.35 
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. ,r~W{I~ MAXIMUM 
FOLLCJ;'7 FEE FOLLCM FEE 

HCPCS UP ALLOWANCE HCPCS UP ALLa-WCE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

N 99151 37.00 32.00 >N 90050 WF 4.20 4.20 
Per Hour 

N 90060 WF 10.00 10.00 
N 99160 37.00 32.00 

Per Hour · N 90060 WM WF 9.10 

)LN J2790 42.37 · 42. 37 N 90070 WF 13.00 13. 00 

)LN W9090 11. 45 11. 45 >N 90080 WF 13. 00 13. 00 

)LN W9095 5.97 5.97 N 90760 WF 25.00 25.00 

LN W9820 23.00 18.00 W5850 30 66.00 61.00 

(d) Laooratory Services 
{b) Dental Services 

N 81000 1. 20 1. 20 
(See Dental Services Manual) 

N 83051 1.20 1.20 

(c) Family Planning Services 85014 1.50 1. 50 

85660 1.80 1.80 
N 55250 30 90.00 79.00 

N 55450 30 42.00 37.00 (e) Medical Day Care 

N 58300 30 57.00 54.00 
(See Medical Day Care Manual) 

N 58301 15.00 , 15.00 

N 58300 WM 23.80 (f) Minor Surgery 

N 58301 i'JM 11. 50 
10000 13.00 11.00 

82996 3.00 3.00 
10003 13. 00 11.00 

N 88150 3.00 3.00 
10020 13. 00 11.00 

)N 90000 WF 25.00 25.00 
N 10040 18.00 16.00 

)N 90010 WF 25.00 25.00 
* 10060 13.00 11.00 

N 90015 WF 25.00 25.00 
* 10061 30 48.00 42.00 

)N 90030 WP 4.20 4.20 -
10080 30.00 26.00 

N 90040 WF 4.20 4.20 
* 10100 13. 00 11.00 

* An asterisk preceding any procedure code also can be done by the p:xHatrist. 
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MAXIMUM MAX~1 
FOLLCM FEE FOLLOW FEE 

HC~S UP ALLCMANCE HCPCS UP ALLCMANCE 
IND CODE MOD DAYS s $ NS IND CODE MOD. DAYS s $ NS 

* 12004 30.00 26.00 * 17110 8.00 6.00 

12011 18.00 16.00 * 17200 8.00 6.00 

12013 24.00 21.00 * 17304 30 25.00 21.00 

12014 30.00 26.00 L* Wl250 18.00 16.00 

12031 30 30.00 26.00 L* Wl650 24.00 21.00 

12032 30 48.00 42.00 L* Wl650 22 37.00 32.00 

* 12041 30 30.00 26.00 
(g) Mental Health Services 

* 12042 30 67.00 59.00 

12051 30 38.00 33.00 )N 90801 ZI 45.00 45.00 

12052 30 67.00 59. 00 )N 90843 ZI 13.00 13. 00 

13100 30 34.00 29.00 )N 90844 ZI 26.00 26.00 

13101 30 68.00 63.00 )N 90847 ZI 26.00 26.00 

13120 30 48. 00 42.00 )N 90847 ZI 22 32.00 32.00 

13121 30 106. 00 92.00 90862 ZI 4.50 4.50 

* 13131 30 67 .00 59.00 )N 90887 ZI 13.00 13. 00 

* 13132 30 145.00 126.00 LN H50 25 ZI 8.00 8.00 

13150 30 38.00 33.00 L Z0l00 22.50 22.50 

13151 30 82.00 71.00 )L Z0130 25.00 . 25. 00 
Per Hour 

13152 30 193.00 168.00 
L Z0150 8.00 8.00 

* 17000 8.00 6.00 
L Z0160 15.50 15.50 

* 17010 11 . 00 8.00 
)L Z0170 23.00 23.00 

* 17100 18 .00 15.00 
)L Z0180 38.50 38.50 

* 17105 27 .00 24.00 

*An asterisk preceding any procedure code also can be done by the fX)diatrist. 
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MAXIMUM MAXIML1M 
FOLLOW FEE FOLLCM FEE 

HCPCS UP ALI01ANCE HCPCS UP AILOWAN:E 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

(h) Obstetrical Servi ces (Maternity) iN 90170 WM 6.30 

L Z0250 WM 40.00 
N 59400 60 236.00 210.00 

N 59400 WM 42 165.20 (i) Podiatry Services 

N 59410 60 160.00 144.00 
29580 18.00 16.00 

N 59410 WM 42 112.00 
)N 90030 YR 9.00 7.00 

N 59420 8.00 7.00 
)N 90040 YR 9.00 7.00 

N 59420 22 22.00 17.00 
N 90050 YR 9.00 7.00 

N 59420 WM 5.60 
)N 90060 YR 9.00 7.00 

)N 59420 WM 22 15.40 
)N 90070 YR 9.00 7.00 

N 59430 13.00 11.00 
)N 90080 YR 9.00 7.00 

N 59430 vl-1 9.10 
L W2650 21. 00 21. 00 

59520 45 290.00 257.00 
L W2655 5.00 5.00 

59521 45 369.00 326.00 

59801 45 79.00 68.00 For additional procedures see 
Section 3.3 (f) (Surgery) 

)N 90030 WM 6.30 

)N 90040 WM 6.30 
j) Radiol ogy Services 

N 90050 WM 6.30 

N 90060 WM 6.30 70030 15.00 

)N 90070 WM 6.30 70040 30.00 

)N 90080 WM . 6.30 70050 40.00 

)N 90130 WM 6.30 70100 15.00 

)N 90140 WM · 6.30 70110 20.00 

N 90150 WM 6.30 70120 15.00 

N 90160 WM 6.30 70130 20.00 
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MAXIMUM MAXIMUM 
FOLLCW FEE FOLLCM FEE 

HCPCS UP ALLOWANCE HCOCS UP ALLOWANCE 
IND CODE MOD DAYS s $ NS IND . CODE MOD DAYS s $ NS 

70140 15.00 MN 71020 15.00 

70150 20.00 MN 71030 20.00 

70160 15.00 MN 71034 20.00 

70170 20.00 71035 5.00 

70171 25.00 71100 15.00 

70190 15.00 71110 20.00 

70200 25.00 71120 15.00 

70210 20.00 71130 20.00 

70220 25.00 72010 40.00 

70240 15.00 72040 15.00 

70250 15.00 72050 20.00 

70260 25.00 72052 25.00 

70300 5.00 72070 15.00 

70310 10.00 72080 15.00 

70320 15.00 72100 20.00 

70328 13. 00 72110 25.00 

70330 20.00 72114 20.00 

70350 8.00 72140 300.00 

70360 10.00 N 72170 15.00 

70370 20.00 72180 15,00 

70380 15.00 72190 20.00 

70390 15.00 72200 20.00 

70391 30.00 72220 15.00 

70551 300.00 73000 10. 00 

Mt-'! 710l0 10.00 73010 15.00 

-12- Rev. 4-87 



MAXIMUM MAXIMUM 
FDILOO FEE POLl,Od FEE 

HCICS UP AI.J01ANCE HCPCS UP AILOWAOCE 
IND CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

73020 15.00 73540 15.00 

73030 15.00 73550 15.00 

73040 15.00 73560 15.00 

73041 45.00 73562 15.00 

73050 18.00 73580 15.00 

73060 15.00 73581 45.00 

73070 15.00 73590 15.00 

73080 15.00 73592 20.00 

73085 15.00 73600 10.00 

73086 45.00 73610 13. 00 

73090 10.00 73615 15.00 

73092 20.00 73616 45.00 

73100 10.00 73620 10.00 

73110 15.00 73630 13.00 

73115 15.00 73650 10.00 

73116 45.00 73660 5.00 

73120 10.00 74000 10.00 

73130 15.00 74010 15.00 

73140 5.00 74020 15.00 

N 73500 18.00 N 74220 20.00 

N 73510 20.00 N 74240 40.00 

73520 25.00 N 74241 45.00 

73525 15.00 N 74245 50.00 

73526 45.00 N 74250 30.00 

73530 30.00 74270 30.00 
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MAXIMUM MAXIMUM 
FOLLOW FEE FOLLOW FEE 

HC:OCS UP ALLCMANCE H~S UP ALLOWAOCE 
IND ' CODE MOD DAYS s $ NS IND CODE MOD DAYS s $ NS 

74280 40.00 76080 15.00 

74290 35.00 76081 20.00 

74305 25.00 76090 26.00 

74310 40.00 76091 36.00 

74400 35.00 76100 35.00 

74405 50.00 76100 50 50.00 

76150 4.00 
74420 35.00 

L W7200 20.00 
74430 15.00 

L W7250 30.00 
74431 25.00 

74450 20.00 (k) Rehabilitation Services 

74451 40.00 
N 92507 7.00 7.00 

74455 20.00 
N 92552 11.00 11.00 

74456 35.00 
N 92553 14.00 14.00 

74470 20.00 
N 92557 19.00 19.00 

74471 40.00 
92562 3.00 

MN 74710 25.00 
92563 3.00 

74720 20.00 
92564 4.00 

74740 20.00 
N 92566 10.00 

74741 40.00 
N 92572 20.00 

76000 10.00 
N 92576 30.00 

76020 15.00 
N 92582 14.00 14.00 

76040 20.00 
N 92589 10.00 10.00 

76061 35.00 
92590 40.00 

76062 90.00 
92591 40.00 
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MAXIMJM MAXIMUM 
FOLLCW FEE FOLliOW FEE 

H~S UP ALLCMAOCE HCPCS UP ALLOWAOCE 
IND CODE MOD DAYS s $ NS IND CODE IDD DAYS s $ NS 

N 97799 7.00 7.00 M00S0 80% of a 
base rate 

L H5300 7.00 7.00 M0051 adjusted by 
geographic 

L Z0270 7.00 7.00 M0052 variation 

L Z0280 7.00 7.00 M0053 

L Z0300 7.00 7.00 )L Z0330 4.50 4.50 

(1) Vision Care Services )L Z0335 9.00 9.00 

(See Vision Care Manual) L Zl005 80% of a 
base rate 

(m) Other services L Zl010 adjusted 
for a geo-

N 55250 30 90.00 79.00 L Zl 015 graphic 
variation 

N 55450 30 42.00 37.00 
L Zl020 

N 57451 45 182.00 158.00 
L Zl025 

58120 15 72. 00 63.00 
L Zl030 

N 58600 45 211. 00 184. 00 
L Zl035 80% of a 

N 58605 45 151.00 131.00 base rate 
L Zl040 adjusted 

N 58982 45 182.00 158.00 for a 
L Zl045 geographic 

' N 58983 45 182.00 158.00 variation 
L Zl050 

N 59840 45 79.00 68.00 
L Zl055 

N 59841 45 79.00 68.00 
LN Zl600 7.70 7.70 

)N 90240 9.00 7.00 
LN Zl605 6.24 6.24 

N 90250 9.00 7.00 
L Z1610 25.00 25.00 

N 90260 9.00 7.00 
LN Zl611 3.85 3.85 

N 90270 9.00 7.00 
LN Zl612 3.12 3.12 

)N 90280 9.00 7.00 
L Zl613 20.00 20.00 
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APPENDIX A 

INDEPENDENT CLINIC SERVICE 

CODES AND NARRATIVES Nar :rotJND rn CPT-4 (Level II & Level III Codes) 

H~S 
IND CODE MOD DESCRIPTION 

MAXIMUM 
FOLLOW FEE 
UP AILOWMCE 
DAYS S $ NS 

{a) Examination and Treatment 

> J2790 

) N W9090 

> W9095 

) N W9820 

RHO(D) Immune Globulin (Human) · 
{Microdase for a'bortions and 
miscarriages) 

Immunization-Haerrophilus-b 
p:,lysaccharide vaccine 

Immunization - Tetanus Antitoxin 

Early and Periodic Screening, Diagnosis, 
and Treatment (EPSIJr) Through Age 20 

1. Complete initial or interval 
history 

2. Developnental assessment 

3. Complete unclothed physical 
examination by a physician .or 
a nurse practitioner under the 
personal supervision of a 
physician, to include: 

(a) Measurements: Head cir­
cumference to 25 rronths, 
bl<X>d pressure from age 
3 and older, height and 
weight · 

(b) Vision and hearing screening 
(c) Nutritional assessment 

4. Assessment of immunizations 
and administration of immuni­
zations. (See appropriate 
procedure codes for immunizations 
and reimbursement.) 

42.37 42.37 

11. 45 11. 45 

5.97 5.97 

23.00 18.00 
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HCPCS 
IND CODE MOD 

Appendix A/2 

DESCRIPTION 

5. Referral for further diagnosis 
and treatment or follow-up of 
all correctable abnormalities 
uncovered or suspected 

6. Referral to a dentist for 
children age 3 and older 

7. Appropriate laboratory proce­
dures r:erformed or . referred: 

(a) Herroglobin/hematocrit 
three times: 6-8 rronths, 
2-3 or 4~6 years and 
10-12 years 

(b) Urinalysis a·. minimum of 
t\-X) times: 18-24 months 
and 13-15 years. 

(c) Tuberculin three times: 
9-12 rronths, 4-6 years 
and 10-12 or 13-15 ye.a rs. 

Medical records should substan­
tiate the above services and 
should document significant 
positive and negative findings. 
It is recommended that ronsul­
tation and discussion with 
the patient 9r family regarding 
findings be an integral part 
of every examination. 

NOI'E: Laboratory procedures per­
formed by a physician for his/her 
patients in his/her office are reimbur­
sable to the physician. If performed 
by outside indepepdent laboratories, 
the laboratory must submit the 
claim. Blood .sample for .lead screening 
test should be' sent to the State 
Department of Health 

NarE: Procedure code W9820 can be 
used only once for the same patient 
during any 12 rronth r,eriod by the 
same physician, group, shared health 

MAXIMUM 
FOLLCJ-l FEE 
UP ALLCM'ANCE 
DAYS S $ NS 
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HCR:S 
IND CODE MOD DFSCRIPTION 

care facility, or practitioners 
sharing a corrnnon record. This code 
will automatically be downgraded 
in payment to a follow-up 
preventive health care visit if 
used following an annual heal th 
maintenance examination {90751, 
90752, 90753, 90754, 90761, 90762, 
and 90763) within the preceding 12 
months by the same physician, group, 
shared health care facility or 
practitioners sharing a comrcon record. 

Reimbursement for code W9820 is 
contingent UI_X)n the submission of both 
a completed rt::-19 form and the 1500 NJ · 
claim form {Physician) or r-C-14 claim 
form {Independent Clinic) within 30 
days of the date of service. 

In the absence of a completed r-C-19 

MAXIMUM 
FOLLCW FEE 
UP ALL0\7AOCE 
DAYS S $ NS 

form, reimbursement will be reduced to 
the ].evel of an annual health maintenance 
examination, Le., $22.00 - $17 .• 00 

(c) Family Planning Services 

W5850 

(f) Surgery 

Wl250 

Wl6SO 

Appendix A/3 

Rernoval of I.U.D. followed at the 
same time by the insertion of a 
new intracervical of interuterine 
device for contraception. {Includes 
cost of cevice and fX)St-insertion 
visit.) 

Excision of nail, partial or oom­
plete, including nail bed or nail 
fold, with or without excision of · 
subungual exostosis, {e.g., for 
fungus infection or chronic 
paronychia) • 

Excision of plantar verruca, 
single site unilateral 

30 66. 00 61. 00 

18.00 16.00 

24. 00 21. 00 
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HCOCS 
INP CODE MOD 

Wl650 22 

DESCPJPTION 

Excision of 'plantar verruca 
multiple sites, unilateral 

(g' Mental Health Services 

H5025 ZI 

20100 

> Z0130 

Appendix A/4 

Group therapy: Verbal or other 
therapy methods provided by one 
or rrore psychiatrists, or pro­
fessional counsellors under the 
direction of a psychiatrist, in 
a [)2rsonal involvement 'with t\«) 
or rrore patients, with a maximum 
of 8 patients. · A minimum session 
of l½ hours is required. This 
includes preparation time in 
addition to the l½ hours session 
time. 

Off-Site Crisis Intervention - An 
emergency procedure by_ ~rsonnel 
of a mental health clinic to an 
outpatient individual at locations 
other than the grounds or buildings 
of the clinic. Request for this 
service shall be initiated by the 
patient or other interested 
individual to meet the immediate 
needs of the patient, who is 
unable to present himself at the 
clinic. The procedure includes 
rapid intervention, written 
evaluation and a treatment plan. 
Use of procedure is limited to 
twice in six months for any one 
patient. This procedµre is not 
applicable to institutionalized 
patients. 

Psychological testing: Maximum of 
five oours of psychometric and/or 
projective tests with a written 
report. 

Partial Hosoitalization: A 
psychiatric service whose primary 
purr:ose is to provide a planned 
program of milieu therapy and 
other treatment rrodalities for 

MAXIMUM 
FOLLCM FEE 
UP ALLOWANE 
DAYS S $ NS 

37.00 32.00 

8.00 8.00 

22.50 22.50 

25.00 25.00 
Per Hour 
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HCPCS 
IND CODE MOD 

) . Z0170 

) Z0180 

DESCRIPTION 

In order to qualify as an approved 
Partial Care Program the program 
must be certified by the Depart­
ment. 

Partial Care, half day 

Partial Care, full day 

lThese services may be provided 
directly or arranged by PC staff, 
through other Program Elements 
or agencies, to avoid duplication. 

NOI'E: Except for transp:,rtation 
these rates reflect full payments 
with a prohibition against 
multiple billing for rrore than 
one service to a Medicaid patient 
in a given cay. 

(h) Obstetrical Services (Maternity) 

Z0250 WM 

(i) Podiatry 

W2650 

W2655 

(j) Radiology 

W7200 

W7250 

Appendix A/7 

Horne Delivery Pack. All drugs 
and supplies, etc., necessary for 
delivery in this setting. 

casting for rrolded shoes 
Prior authorization is required. 
Attach to your r.c-14 claim form. 

casting for arch supp:,rt 
Prior authorization is required. 
Attach to your M:-14 claim form. 

Services 

Foot, oomplete (incl. special 
os calcis views) 

Colon, barium enema, with or without 
K.U.B. air oontrast only (with 
fluorosoopy by the radiologist). 

MAXIMUM 
FOLLCM FEE 
UP ALL~CE 
DAYS S $ NS 

23.00 23.00 

38.50 38.50 

40.00 

21.00 21. 00 

5.00 5.00 

20.00 20.00 

30.00 30.00 
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HCPCS 
IND CODE MOD DESCRIPTION 

(k) Rehabilitation Services 

(rn) 

> 

> 

H5300 

Z0270 

20280 

Z0300 

Other 

Z0330 

Z0335 

MOOSO 

M0051 

M0052 

M0053 

Zl005 

Zl0lO 

7.1015 

Services 

Appendix A/8 

Occupational therapy 

Physical-therapy-initial visit, 
per individual, per provider 

Occupational t.l-ierapy-ini t~al 
visit, per individual, per provider 

Speech-Language-Therapy-initial 
visit, per individual, I_Jer 
provider 

Transportation, one way (one way 
applicable when clinic transports 
the recipient either to or from 
the clinic in any one day). 

Transportation, roun9 trip 
(Reimbursement is limited to one 
round trip ·per day for the same 
recipient by the same provider.) 

Ambulatory Surgical Center -
Group 1 

Ambulatory Surgical Center -
Group 2 

Ambulatory Surgical Center -
Group 3 

Ambulatory Surgical Center -
Group 4 

Ambulatory Surgical Center -
for abortion only 

Ambulatory Surgical Center -
100% of Grp 1 plus 50% of Grp 1 

Ambulatory Surgical Center -
100% of Grp 2 plus 50% of Grp 1 

MAXIMUM 
FOLLOW FEE 
UP ALLCMANCE 
DAYS S $ NS 

7.00 7.00 

7.00 7.00 

7.00 7.00 

7.00 7.00 

4.50 4.50 

9.00 9.00 

80% of a base 
rate adjusted 
for a geo­
graphic 
variation 
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HC:A:S 
IND CODE MOD 

Zl020 

21025 

Zl030 

Zl035 

Zl040 

21045 

Zl050 

Zl055 

> Zl600 

Zl605 

Zl610 

) 21611 

21612 

Zl613 

Appendix A/9 

DESCRIPTION 

Ambulatory Surgical Center -
100% of Grp 2 plus 50% of Grp 2 

Ambulatory Surgical Center -
100% of Grp 3 plus 50% of Grp 1 

Ambulatory Surgical Center -
100% of Grp 3 plus 50% of Grp 2 

Ambulatory Surgical Center -
100% of Grp 3 plus 50% of Grp 3 

Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 1 

Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 2 

Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 3 

Ambulatory Surgical Center -
100% of Grp 4 plus 50% of Grp 4 

Personal Care Assistant Service -
Individual 

Personal Care Assistant Service -
Group - care provided involves· t¼O 
or rrore patients, with a maximum of 
eight p:3.tients in the same residential 
setting at the same time. 

Personal Care Assistant Service -
Initial Nursing Assessment Visit 

Personal Care Assistant Service -
Individual 

Personal Care Assistant Service -
Group - care provided involves tv-.D or 
rrore patients, with a maximum of 
eight p:3.tients in the same residential 
setting at the same time. 

Personal Care Assistant Service -
Re-assessment Visit 

MAXIMUM 
FOLLCM FEE 
UP ALLOWANCE 
DAYS S $ NS 

8.30 8.30 
Per Hour 

6.24 6.24 
Per Hour 

25.00 25.00 

4.15 4.15 
Per Half-Hour 

3.12 3.12 
Per Half-Hour 

20.00 20.00 
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APPENDIX B 

QUALIFIERS 

{a) EXAMINATION AND TRFA'IMENT 

DRAWING OF BLOOD 

36415 Once ~r visit ~r patient {not applicable if lab study, in any 
part, is to be performed by the clinic). 

CLINIC VISIT - INITIAL 

)90000 
)90010 

90015 
90017 
90020 

Appendix B/1 

Limited for reimbursement puri;:oses to one such examination of the 
same recipient by the same Independent Clinic. 

Includes as a minimtnn on the record: 

i. Chief complaint(s) 

ii. Complete history of the present illness and related systemic 
review including recording of ~rtinent negative findings 

iii. Complete ~rtinent past medical history 

iv. Pertinent family history 

v. A full physical examination ~rtaining to but not limited to 
the history of the present illness and includes recording of 
pertinent negative findings 

vi. W::>rking diagnosis and treatment plan including ancillary 
services and drugs ordered. 

NOIB: Reimbursement for Codes 90015-90020 will be disallowed and the 
fee will be downgraded to Codes 90050-90070, provided its cri­
teria are met, if Procedure Cooe 90760, 90015WF, W9820 or 
90761 has been performed within a 12 rronth period. 

NOIB: This cnde will be declined if claimed for a Preventive Health 
Care Visit for patients age 20 or less. If visit is of a pre­
ventive care nature, uses Codes 90761 or 90050-90070. Fbr 
patients age 20 or less, Item 13C of the ~C-14 (Independent 
Outpatient Health Facility) ~ust carry a diagnosis compatible 
with at least a prestnnptive illness and not that of preventive 
health care. 
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CLINIC VISIT 

)90030 
)90040 

90050 
90060 
90070 

)90080 

For reimbursement purp::>ses a clinic visit will consist of care and 
treatment by the physician and include those procedures ordinarily 
performed during a clinic visit dependent upon physician's disci­
pline. The following will be included as a minimum in the progress 
notes: 

i. Purp::,se of visit 

ii. Pertinent history obtained 

iii. Pertinent physical findings including p:;rtinent negative phy­
sical findings based on 1) and 2) 

iv. Procedures - if any performed-with results 

v. Lab, x-ray , and ILG, etc., ordered-with results 

vi. Diagnosis(s) plus treatment plan status, including drugs 
ordered, relative to present and pre-existing illness plus 
pertinent recommendations and actions 

NarE: This code will be declined if claimed for a Preventive Health 
Care Visit for patients age 20 or less. If visit is of a 
preventive health care nature, use Code 90764. For patients 
age 20 or less, Item 13C of the tC-14 {Independent Outpatient 
Health Facility) claim form must carry a diagnosis compatible 
with at least a presumptive illness and not that of preventive 
health care. 

NCYrE: It is recormnended that for patients age 20 and under, a state­
ment as to the status of irmnunizations, nutrition, and deve­
lopnent be included at appropriate intervals. 

ANNUAL HEALTH MAH1TENANCE EXAMlliATION - AGE 21 AND OVER 

90750 
90760 

For reimbursement purp:,ses, the annual health maintenance examina­
tion limited to patients age 21 and over must contain as a minimum 
the following information on the record. It also will be limited to 
a maximum of one such examination a year and also is limited to an 
office type setting. It must be justified by Medical Necessity. 
The record should show: 

1. Interval history. 

2. Completing or up:jating the pertinent past medical history, 
family history and social/personal history. 

3. Complete systemic review including all systems and pertinent 
negative findings. Complete total systems physical examination 
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permitting the deferment of a system for medically acceptable 
reason, e.g., deferment of pelvic examination in an individual 
under the care of a gyneoologist. Pertinent negative findings 
of the physical examination are to be recorded. 

4. Working diagnosis and treatment plan, including ancillary ser-
vices and drugs ordered, if applicable. 

,Z\.n Annual Examination will be disallowed if an Initial Clinic Visit 
or an Annual Examination has been performed during the prior twelve 
rronths by the same clinic, group, shared health care facility or 
practitioners sharing oommon records. Routine office visit could 
then be applicable if criteria are met. 

ROO'TINE NEWBORN CARE - WELL BABY 

90285 CPT Code 90285 - Routine Hospital Newtorn Care. For reimbursement 
purJ_X)ses, cooe 90285 requires a minimum routine newborn care by a 
physician other than the physician(s) rendering maternity service, 
complete initial and oomplete discharge physical examination, 
conference(s) with the r:erent(s), all documented in the records. 

NEWBORN CARE - "SICK" BABY 

)90240 
90250 
90260 
90270 

)90280 

99150 
99151 
99160 

For sick babies use appropriate subsequent hospital care code: 

1. Ibutine Visit Care - 90240, 90250, 90260, 90270 and 90280 

2. If Prolonged Detention Codes are applicable - 99150, 99151 or 
99160 

INFANT, CHILD AND AOOLESCENT CARE 

90701 
90702 
90703 
90704 
90705 
90706 
90707 
90708 
90709 
90712 
90719 
90724 
90732 
J2790 
W9090 
W9095 
W9820 
Appendix B/3 

Immunization Procedures - The reimbursement for an immunization 
procedure includes the service and the materials. If the criteria 
for an office visit can also be net, then the irmnunization and the 
office visit may be claimed utilizing the appropriate procedure 
oodes. 

In the event there is the need for a specific immunization not 
listed as a oovered service, the provider should obtain prior 
authorization from the Medicaid District Office prior to the admi­
nistration of the vaccine. 

Early Periooic Screening Diagnosis And Treatment (EPSDT) is fow1d 
under axle ¼"'9820 in Appendix A. 
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(b) DENTAL SERVICES 

(See Dental Services Manual.) 

{c) FAMILY PLANNING SERVICES 

INITIAL MEDICAL VISIT 

)90000WF 
)90010WF 

90015WF 

Family Planning to include each of the following: 

i. Medical, oocial, obstetrical history 

ii. Canplete pelvic examination - including visual inspection 
of the cervix 

iii. Breast examination 

iv. Papanicolaou smear (excludes cytology study) 

v. Contraceptive counseling with referral as indicated 

This code includes cost of birth control drugs dispensed. A 
prescription cannot be substituted. 

Procedure code 90015WF will be disallowed if procedure codes 
90015-90020, 90760 or 90015WF has been performed during the 
prior 12 months by the same provider. 

ROOTINE OR FOILOW-UP VISIT - BRIEF 

)90030WF 
90040WF 

)90050WF 

May include pelvic examination, changes in method or physician's 
instructions at a minimum average time of 5 minutes or represent a 
visit solely for a refill supply of birth control drugs for which a 
prescription cannot be substituted and professional contact is not 
necessary. 

MEDICAL REVISIT - FAMILY PLANNING 

90060WF May include P=lvic examination, changes in method or physicians' 
instructions. This code includes cost of birth control drugs 
dispensed. A prescription cannot be substituted. 

RCUTINE OR FOLLOW-UP VISIT - PROLONGED 

90070WF 
)90080WF 

Appendix B/8 

May include .~lvic examination, changes in method or physicians' 
instructions. Involves 20 or rrore minutes of personal time in 
patient contact, including cbclliilentation of time as well as adequate 
significant progress notes on the clinic record. This code includes 
costs of birth control drugs dis}?2nsed. A prescription cannot be 
substituted. 
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the patient or others, staff conferences and wri tten evaluation and 
treatment plan including recommendations for further consultations, 
studies or additional information. Although this procedure may be 
performed by a single individual, it is expected that it should be a 
team approach and of one and one-half hours duration. Use of proce­
dure is limited to once per year for any one patient. 

INDIVIOOAL PSYCHOI'HERAPY - 25 Minute Session 

90843ZI This code requires for reimbursement purp::>ses a minimum of 25 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. 

INDIVIDUAL PSYCHOTHERAPY - 50 Minute Session 

90844ZI This code requires for reimbursement purJ::X>ses a minimum of 50 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. 

FAMILY THERAPY 

90847ZI This code requires for reimbursement purp::>ses a minimum of 50 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. The CPT narrative otherwise remains applicable. 

FAMILY THERAPY 

> 90847ZI22 This code ~equires for reimbursement purJ::X>ses a minimum of 80 minu­
tes of direct personal clinical involvement with the patient and/or 
family member. The CPT narrative otherwise remains applicable. 

FAMILY mNFERENCE 

90887ZI This code requires for reimbursement purI_X)ses a minimum of 25 minu­
tes of direct personal clinical involvement with the patient, family 
member or caretaker. The CPT narrative otherwise remains applicable. 

GROJP PSYCHO'lHERAPY 

H5025ZI 

Appendix B/11 

This code requires for reimbursement purI_X)ses a minimum of 90 minu­
tes of direct clinical involvement with the patient as a member of a 
group of which 10 minutes can i:€ used for documentation. The maxi­
mum number of the group is 8 and the reimbursement is per person 
per group session. 
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Include delivery date on the Independent Outpatient Health Facility 
claim form {MC-14). 

SUBSEQUENT ANTE PARI'UM \71:S IT 

59420WM Subsequent ante partum visits provided by a ce r t i fied nurse-midwife 
(separate procedure). Indicate specific dates of service . 

INITIAL ANTE PARIUM VISIT 

)59420WM22 Initial ante P3rtum visit provided by a certified nurse-midwife 
(separat e procedure). 

POST-PARIT.JM CARE 

59430WM Post-partum care provided by a certified nurse-midwife who is other 
than the individual who performed the delivery and who is not 
related to this individual by any financial or contractual arrange­
ment, e .g. group, clinic, employee, etc. One visit between the 15th 
and 42nd i;ost-partum day following delivery. Include delivery date 
on the I ndependent Outpatient Health Facility claim form {I..C-14) • 
{separate procedure) 

CLINIC OR HOME VISITS 

)90030WM 
)90040WM 

90050WM 
90060WM 

)90070Wr1 
)90080WM 
)90130WM 
)90140WM 

90150WM 
90160WM 

) 90170WM 

Clinic or home visit by certified nurse-midwife applicable only when 
medical necessity warrants rrore than seven ante partum vis its and is 
corrotorated on the record. 

(i) PODIATRY SERVICES 

For additional procedures, see Section 3.3 (f ) (Surgery) . 

ROOTINE OR FOLLCM-UP CLINIC VISIT 

)90030YR 
)90040YTI 

90050YR 
)90060YR 
)90070YR 
)90080YR 

Routine or follow-up cl i nic visit - Pod iat ry consi s ting of routine 
care and t reatment by the px1iatris t. 'lb i nclude signif i cant writ­
ten progress notes and off ice records which demonstrate p::>sitive 
findings and treat~ent changes. 
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PHYSICAL 'THERAPY 

97799 Individual treatment session 

Minimum time 30 minutes. No irore than three patients can t:,e treated 
simultaneously. Prior authorization required. Consists of any one 
or a oornbination of the following rrodalities, prescribed by a 
licensed physician, performed by a qualified physical therapist and 
related to the patient's active treatment regimen. 

(1) Appropriate use of accepted mechanical devices (such as parallel 
bar, ~ights, pulley system, friction wheels, steps, etc.) 

(2) Graduated range of notion exercises 

(3) Therapeutic ultrasound only when included as part of other forms 
of accepted therapy 

(4) Therapeutic use of physical agents (other than drugs) including 
heat, light, water, electricity and radiation 

(5) Instructions to responsible persons for follov.-up procedures 
between therapy visits. 

(rn) OI'HER SERVICES 

HOSPITAL VISIT 

)90240 
90250 
90260 
90270 

)90280 

Hospital Day - oonsisting of care and treatment by the physician 
and including those procedures ordinarily performed during a 
hospital visit dependent upon the physician's discipline. The 
following will be included as a minimum in the progress notes: 

( 1) U:fX:!a te of symptoms 

(2) Up:]ate of physical findings 

(3) Resume of findings of procedures, if any done 

(4) Lab, x-ray, OCG, consultations, etc., pertinent p:,sitive and 
negative findings. 

(5) Changes or confirmations of diagnosis and progress of case 

( 6) Additional planned studies, if any, and why 

(7) Treatment changes, if any 
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