
FOREWORD 

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

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

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

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

GENERAL INFORMATION ABOUT THE PROGRAM 

100. WHO IS ELIGIBLE 

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

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

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

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

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

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

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

101. HOW TO IDENTIFY A COVERED PERSON 

101.1 Plastic Identification Card (Exhibit I) 

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

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

Exhibit I 

101.2 Validation Form (Exhibit II) 

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

NOTE: THIS FORM IS THE SOLE INDICATOR OF ELIGIBILITY. THE PLASTIC 
IDENTIFICATION CARD ALONE IS NOT SUFFICIENT. 

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

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

GENERAL INFORMATION 

COUNTY WELFARE BOARD ----
VALIDATION FOR HEALTH SERVICES PROGRAM 

Valid Only for Month of Jan. 1970 

BUCKINGHAM 

01 John 
02 Mary 
20 Emma Jones 
2·1 Lila 
22 James 
23 Belinda Smith 

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

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

STATE OF NEW JERSEY 
DEPARTMENT OF INSTITUTIO'lS AND AGENCIES 

DIVISir.N OF MElHCAL ASSISTA~X:E . .\ND HEALTH SERVICES 

TEMPORARY IDPJTI'FICATION AND VALIDATION OF ELTGIBII,ITI 

LAST NAME 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I I I I I I ' I I I I 

I I I I I I I I I I I 

I I I I I I I I I I I 

I ' ' I I I I I I I I 

I I I I I I I I I I I 

' I I I I I I I I I I 

I ' I I I I I I I I I 

fl'AP-16(11/69) 'I'EJIJ>. FCRM 

CURRENT CASE NO. 

CTY PROG NUMBER 

I I I I I I I 

FIRST NAME. M.1. 
iilRTII DATE 

MO DAY YR 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I ' I 

I I I I I I I I 

I I I I I I I I I 

I I I I .l..J_ I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

I I I I I I I I I 

EXHIBIT ~II 

4 

EFFECrJvE DATE 

MO 

I 

DAY YR 

I 

Nm'ICE 'ID PROVIDER OF HEAL'IH SEP.VICES: 

This form, when signed by or oo b~l'-.alt' of the perscn 
whose nrure is f'lrst listed, identifies the perscn(s) 
listed as eligible for peyrrent for authorlzed health 
services under the New Jersey Health Serlvces Prcgram. 

This form also serves as a terrporary validation of 
ellgibiUty for a perlod not exceeding 30 days t'rcm 
the effective date entered above. 

'Ihe 1nfomat1on appeEC:'ing on this form should be used 
1n cc:n,let1np: the claim fcnn to be submitted to the 
approorlate Contractor for the State of New Jersey. 

Nm'ICE TO CLID!I': 

This form r.-11St be si~ed oo the line below marked 
"Si!ZJ1ature" by or en behalf of the perscn whose name 
is .rirst listed. This fonn must be presented to the 
prc·;i:!~r of l':ealt!. ~er-.-:t:cs tw prc·.--e eli?ti:!ty fer 
payrent. 00 Nor l.JSE this form after receiving yocr 
plastic ldentlf1cat.ton card and your rxnthly 
"Validation for Health Services". 

Signature ________________ _ 



GENERAL INFORMATION 

102. AUTHORIZED SERVICES FOR COVERED PERSONS 

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

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

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

(c) Outpatient hospital services; 

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

(e) Laboratory and x-ray services; 

(f) Skilled nursing home services; 

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

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

(i) Dental services, including dentures; 

(j) Home health care services; 

(k) Pharmaceutical services - prescribed drugs (legend and non-legend} 

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

(m) Rehabilitation services; 

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

103. ELIGIBLE PROVIDERS 

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

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid Dealers; 

Home Health Agencies; 

Hospitals; 

Skilled Nursing Homes; 

Opticians; 

Optometrists; 

Approved Clinics (Independent Outpatient Health Facilities); 

Certified Orthotists; 

Pharmacies; 

Physicians; 

Podiatrists; 

Certified Prosthetists; (excluding dental) 

Providers of Medical Transportation. 

104. FREE CHOICE BY COVERED PERSONS 

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

105. CONTRACTORS 

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

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

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

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

106. PRIOR AUTHORIZATION 

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

107. POLICY ON OUT OF STATE MEDICAL CARE AND SERVICES 

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

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

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

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

108. GENERAL EXCLUSIONS 

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

Payment is not made for: 

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

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

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

3. Private duty nursing service; 

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

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

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

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

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

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

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

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

109. CONFIDENTIALITY OF RECORDS 

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

110. UTILIZATION OF INSURANCE BENEFITS 

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

1. Title XVIII 

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

2. Workmen's Compensation 

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

3. Other Health Insurance 

When a covered person has other health insurance, the Program 
requires that such benefits be used. Supplementation shall be 
made by the Program when necessary, but the combined total shall 
not exceed the amount payable under the Program in the absence 
of other coverage. 
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GENERAL INFORMATION 

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

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

112. PROVISION FOR APPEALS - FAIR HEARING 

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

113. FRAUD 

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

114. CIVIL RIGHTS 

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

115. OBSERVANCE OF RELIGIOUS BELIEF 

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

COVERAGE OF HOSPITAL SERVICES 

200. DEFINITIONS 

200.1 Approved Hospital 

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

a. Licensed in whole or in part as a general hospital by the New 
Jersey Department of Institutions and Agencies ; and is 

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

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

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

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

200.2 Inpatient Hospital Services 

The term "Inpatient hospital services" means those items and services 
ordinarily furnished by an approved hospital. for the care and treatment 
of inpatients, which are provided under the direction of a physician or 
dentist in an institution maintained primari~y for treatment and care 
of patients with disorders other than tuberculosis or mental diseases. 
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200 • 3 Inpatient 

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

200.4 Semi-Private Accommodations 

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

INPATIENT HOSPITAL SERVICES 

201. COVERED INPATIENT HOSPITAL SERVICES 

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

201.1 Bed and Board in Semi-Private Accommodations 

Including special medical dietary services. 

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

201.2 General Nursing Services 

201.3 Other Medical Services 

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

201.4 Facilities and Equipment 

Use of operating room, recovery room, delivery room, emergency room, 
intensive care unit, or other special room, including their res~ective 
facilities and equipment. 
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201. 5 Supplies 

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

201.6 Drugs and Biologicals 

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

201.7 Blood 

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

201.8 Rehabilitation Services 

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

201.9 Diagnostic X-r;y 

Diagnostic use of X-ra;y or radioactive isotopes. 

201.10 Radiation Therapy 

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

201.11 Pathological Examinations 

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

201.12 Prosthetic Devices 

Required to complete a surgical procedure including pacemakers. 
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201.13 Maternity 

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

201.14 Ambulance 

Hospital based emergency ambulance service which results in inpatient 
admission. 

201.15 Services in Connection with Dental Conditions 

Inpatient hospital services for dental conditions provided that: 

a. 

b. 

. c. 

d. 

The services are necessary because of accidental injury, or 

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

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

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

201.16 Other Hospital Facilities 

All other hospital facilities and equipment ordinarily provided for 
care and treatment of inpatients and not specifically excluded. 

202. NON-COVERED INPATIENT HOSPITAL SERVICES 

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

202.1 Elective Cosmetic Surgery 
- 17 -
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202.2 Mental Disorders 

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

202.3 Private Duty Nursing Services 

202.4 Items Not Related to Patient Care 

Services and supplies not directly related to the care of the patient, 
such as guest meals and accommodations, television, telephone, and 
similar items and services. 

202.5 Patient Transportation 

(Except as stated under Covered Services Section 201.14.) 

202.6 ~esearch or Teaching Studies 

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

202.7 Services Rendered Prior to and After Period of Eligibility 

Inpatient hospital services rendered before the date of application; 
services rendered after the last day of the month in which the patient 
ceases to be a covered person. 

202.8 Services Rendered Prior to Dgy Medically Necessary 

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

202.9 Services Rendered After D;y Medically Necessary 

Inpatient hospital services rendered after the day it is medically 
necessary, except when special circumstances prevent the discharge 
or transfer of the patient. Authorization must be obtained from ·the 
local Medical Assistance Unit for reimbursement of additional hospital 
stay. 
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202.10 Admissions Primarily for Rest Cure, Custodial or Convalescent 
Care, etc. 

Rest cure, custodial, convalescent or sanatorium care, diet therapy 
for exogenous obesity; 

Diagnostic procedures which can be done on an outpatient or out-of­
hospital basis, including but not limited to laboratory tests, 
electrocardiograms, and diagnostic X-rS¥~ 

Any condition for which hospitalization is not medically necessary. 

202.11 Services Which Are Billed By and P~able To Another Provider 

202.12 Items Not Normally Charged to Patient 

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

202.13 Prior Authorization Not Obtained or Denied 

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

·202.14 Any service, item which is not medically required for the 
diagnosis or treatment of a disease, injury or condition 

203. SPECIAL PROVISIONS 

Entitlement to payment for each continuous period of hospitalization 
is subject to the following: 

203.1 Notification of Admission 

The hospital is responsible to give notice of admission to the Local 
Medical Assistance Unit within forty-eight hours following admission. 

203.2 Medical Certification 

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

- 19 -



COVERAGE OF HOSPITAL SERVICES 

203.3 ~oval by Individual Diagnosis - AID Program_ 

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

203.4 Medical Recertification 

Whenever the span of inpatient days al.lowed under AID is exceeded, 
the attending physician is required to certify the necessity of 
continued hospitalization beyond the AID days. 

203.5 Utilization Review 

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

203.6 Discharge Planning 

When an in-patient is to be discharged from the hospital and continuing 
medical care is required, either in another medical facility (i.e., 

. E.C.F., Skilled Nursing Home, etc.) or by a community health agency 
(e.g., Hane Health Agency), the hospital is responsible for the 
provision of a legible abstract or summary of the patient's care 
in the hospital and recommendations for further medical care. 
This information shall be provided at the time of hospital discharge, 
and must be signed by the attending physician. If transfer is to a 
Skilled Nursing Hane, a copy of the Patient Information Transfer Form, 
Hospital and Nursing Home, adopted by New Jersey Hospital Association, 
and New Jersey Nursing Hane Association shall be sent to the Local 
Medical Assistance Unit. 

203.7 Hospital Benefits in a Non-Approved Hospital 

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

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

204. OUTPATIENT HOSPITAL SERVICES 

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

204.1 Outpatient 

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

205. COVERED OUTPATIENT HOSPITAL SERVICES 

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

205.1 Examination and Treatment 

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

205.2 Emergency Room Services, Including Ambulance 

Hospital based ambulance services when outpatient is not subsequently 
admitted. 

205.3 Diagnostic or Therapeutic Radiology 

205.4 Pathological Examinations 

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

205. 5 Drugs 

Dispensed by the hospital pharmacy. For regulations on take home 
drugs, see Special Provisions. 
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205.6 Rehabilitation Services 

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

205.7 Psychiatric Services 

Including psychological testing. 

205. 8 S:ueplies 

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

205.9 Blood 

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

205.10 Dental Services 

. See Dental Manual for prior authorization and treatment plan requirements. 

205.11 Outpatient Surgical Procedures 

205.12 Other Items or Services 

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

205 .13 Family Planning Services 

206. NON-COVERED OUTPATIENT HOSPITAL SERVICES 

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

206.1 Elective Cosmetic Surgery 
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206.2 Private Duty Nursing Services 

206.3 Services and Supplies Not Related to Patient Care 

206.4 Research or Teaching Studies 

206.5 Prior Authorization Not Requested Or Denied 

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

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

206.6 Any service, admission or item which is not medically required 
for the diagnosis or treatment of a disease, injury or 
condition 

206.7 Transportation 

Transportation including non-emergency ambulance (see Section 205.2 
on transportation). 

207. SPECIAL PROVISIONS RELATED TO PAYMENT 

207.1 Prior Authorization 

There is no limitation on the duration or number of visits available 
to an eligible patient. However, services which involve an extended 
course of treatment require prior authorization. 

Visits which require prior authorization are subject to submission 
of a report to the Local Medical Assistance Unit for evaluation and 
review. The report shall contain a medical history, diagnosis, 
evaluation of progress, and the plan for future treatment. 
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Special items and services which are not usually part of the outpatient 
service (e.g., surgical supplies, glasses, prosthetic and supportive 
devices, etc.) will require prior authorization. 

NOTE: For authorization requirements for dental services, see 
Dent al Manual. 

207.2 Concurrent Care 

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

207.3 Free Choice of Transfer 

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

SPECIAL PROVISIONS 

208. SPECIAL PROVISIONS RELATED TO BLOOD--INPATIENT AND OtJrPATIENT 

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

208.1 Scope of Services 

Whole blood, and/or derivatives, and necessary processing and adminis­
tration thereof, is allowed with the following limitations. 

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

(b) The cost of donated blood or blood received through a 
replacement plan is _not reimbursable. However, the charge 
for cross-matching, indexing, storage and transfusing is 
reimbursable. 
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(c) Certification by the supplier or the facility where the 
transfusion is given, that voluntary blood donations cannot 
be obtained is required. 

209. REHABILITATION SERVICES--OUTPATIENT ONLY 

209.1 Definitions 

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

(b) A "qualified physical therapist" is a graduate of a program 
of physical therapy approved by the Council on Education of 
the American Medical Association in collaboration with the 
American Physical Therapy Association, or its equivalent, 
and where applicable, is licensed or registered by the State. 

(c) A "speech therapist" is certified by the American Speech 
and Hearing Association, or has completed the academic 
requirements and is in the process of accumulating the 
necessary supervised work experience required for 
certification. 

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

209. 2 Scope of Services 

This section is concerned with rehabilitation service which includes 
care in the fields of physical therapy, occupational therapy, speech 
therapy, and other restorative services provided for the purpose of 
attaining maximum reduction of physical or mental disability and 
restoration of the patient to his best possible functional level. 
It does not include physical medicine procedures administered directly 
by a physician, or physical therapy which is purely palliative, such 
as the application of heat per se, in any form, massage, routine 
calisthenics or group exercises, assistance in any activity or use 
of a simple mechanical device not requiring the special skill of a 
qualified physical therapist. 
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Rehabilitation services shall be made available to covered persons 
as an integral part of a comprehensive medical care program. Such 
services include not only intermittent or part-time service to the 
patient, but also instructions to responsible members of the family 
in follow-up procedures necessary for the care of the patient. 

209.3 General Policies 

(a) Providers of Service 

Rehabilitation services shall be provided by : 

1. Qualified therapists employed by or under contract to: 

a. An approved Home Health Agency; or, 

b. A hospital out-patient department; or, 

c. An approved clinic or independent out-patient health 
facility. 

Exclusion: Rehabilitation services provided on a private basis 
are not reimbursable. 

( b ) Where Care M;y Be Provided 

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

(c) Prior Authorization 

Prior approval of the local Medical Assistance Unit is required 
for rehabilitation services which involve an extended course of 
treatment; e.g., 6o calendar days or more. Authorization for 
all rehabilitation services shall be granted only when the 
following conditions are met: 

1. All rehabilitation services of any type shall be supported 
by a written recommendation of a licensed physician. 

2. Such recommendation shall include a statement including 
the medical reason pertaining to the need for therapy, the 
objective of treatment, a therapy prescription, and the 
estimated number of treatments. 
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3. Therapy prescriptions must be definitive as to type and 
scope of procedures to be rendered. Prescriptions such as, 
"Physical therapy 3X a week," will not be accepted. 

(d) Duration of Authorization 

Initial or subsequent authorization shall not exceed sixty (60) 
calendar days. 

The Local Medical Assistance Unit shall review the progress of 
the treatment at least as often as the tenn of the authorized 
plan, or as needed in the judgment of the Unit's Medical Consultant ". 

(e) Supervision of Therapy 

Therapy services provided by a person who does not meet the 
qualifications for a therapist as defined in the section headed 
"Definitions , " are penni tted. However, the therapy must be 
provided under the direct personal. supervision and in the 
presence of the qualified therapist. 

210. TAKE HOME DRUGS--OUTPATIENT ONLY 

210.1 Prescription Policies 

The program provides payment for take home drugs dispensed by the 
hospital pharmacy. 

The choice of prescription drugs remains at the discretion of the 
prescribing physician. However, preference should be given to: 

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

2. Oral medication when as effective as injectable preparations. 

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

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

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

2. Experimental drugs. 

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

210.3 Quantity Limitations 

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

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

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

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

210. _4 Prescription Requirements 

1. All prescriptions should signify in writing the prescribing 
physician's intentions for refills up to two times. Two refills 
within a six-month period are eligible for pB¥D1ent (see Exceptions 
1 and 2, Section 210.3). 

P~ent will not be made under the program unless the prescribing 
physician includes specific directions on all prescriptions 
("prn", "as directed", and "ad lib" are examples of non-acceptable 
directions). This ruling does not apply for prescriptions such 
as topical preparations, aerosol inhalers or Nitroglycerin tablets 
since specific directions are seldom possible in these instances. 

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

ADMISSION AND BILLING PROCEDURES 

300. SUMMARY OF ADMISSION PROCEDURES FOR INPATIENTS 

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

300.1 Identification Card and Validation Form 

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

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

(For more detailed information, see Section 101.) 

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

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

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

Provider Copy (MC-1-B) 

County Copy (MC-1-C) 

- To be retained by the Provider. 

- This copy must be submitted to the 
Local County Medical Assistance Unit 
within 48 hours of admission. It .is 
not to be sent to the Contractor. 
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301.1 Completing Inpatient Hospital Claim (Form MC-1) 

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

The following items are to be completed at the time of admission: 

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

Item 2: Sex--Enter "X" in the appropriate block. 

Item 3: Birth Date--Enter the patient's birth date by month, day 
and year. If the date of birth is unknown, transmit the claim fonn 
without the date of birth. If only the year of birth is known, show 
the year. While the date of birth is useful as identification and 
should be shown when available, a claim will be processed without it. 

Item 4: Leave blank. 

Item 5: Enter Admission Date. 

Item 6-9: Leave blank. 

Item 10: Enter Attending Plzysician's Name. 

Item 11: Enter Medical Record Number. 

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

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

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

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

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

Item 16: Case Name--Enter name as it appears on the permanent 
identification card. 
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Item 17: Patient's Certification, Authorization to Release Infonnation 
and Payment Reguest--Have the patient or his authorized representative 
read and sign the statement on the form. If the hospital obtains 
the signature on its own admission record form, check the block 
marked "Contained in Provider's Record." The signature on form MC-1 
need be legible only on the original. If the patient cannot sign his 
name because of his physical or mental condition, another person m~ 
sign on his behalf. The statement should be r ead to a patient who 
signs by mark, and witnessed by a person who knows the patient. 
Enter the name and address of the witness . In certain situations, 
a hospital representative m~ sign on behalf of the patient. If the 
patient is a minor, a parent or guardian should sign and indicate 
relationship. 

Items 18-21: Leave blank. 

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

NOTE: This Item must be completed in all instances. 

301.2 Disposition of Form MC-1-C 

The bottom copy of the Claim Form, County Copy (MC-1-C) must be 
submitted to the Local County Medical Assistance Unit within 48 hours 
after admission. It is not to be sent to the contractor. The two 
top copies are retained by the hospital for billing purposes. 
(See Exhibits.) 

302. BILLING PROCEDURES FOR INPATIENT SERVICES--GENERAL 

Fonn MC-1 (1-70)--Inpatient Hospital Claim is used to bill for inpatient 
services in a participating hospital and for emergency inpatient services 
in a nonparticipating hospital. 

NOTE: The hospital should not include charges for services of 
physicians, other practitioners, therapists or technicians 
who customarily bill patients directly and who are not 
directly or indirectly employed or contracted for by the 
hospital. 
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302.1 Inpatient Admission After Outpatient Services 

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

302.2 Leave of Absence 

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

302.3 Medicare/Medicaid Coverage 

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

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

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

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

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

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

NOTE: ~ should not include 

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

because patient was on a leave of absence. 

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

Period Billed 

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

No. of D;ys 

15 
4 
2 

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

Item 18: Statement of Charges 

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

Accommodations--See Section 201.1 for an explanation of the rules on 
other than semiprivate accommodations. 

Accommodation days should not include the day of discharge, even 
where the dis charge was late. However, where the hospital nonnally 
makes an extra charge for a late discharge, it should enter the extra 
charge under "Covered Charges." Where this charge was made because 
the patient remained in the hospital after checkout time for his own 

· convenience, the charge should be entered under "Noncovered Charges." 
However, where the patient's stey beyond the checkout hour is occasioned 
by his medical condition, e.g., a bedridden patient awaiting transfer 
to his home or to an extended care facility, the services furnished 
by the hospital are entered under "Covered Charges • " 

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

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

NOTE: In a maternity case, during the joint eligible sttzy", bill 
the accommodations for the mother on the appropriate accom­
modation line, and bill the nursery charge on Line 06. 
If the child continues to be hospitalized after the mother 
has been discharged, the nursery charges should be billed 
on a separate claim form. 
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All-Inclusive Rate Hos pi tals--For h s pi ta . .ls usin~ all-inclusive rates, 
the line for the accommodation actua lly fur· ished is to be completed. 
~he number of days, all inclusive rate, covered charges, and non­
covered charges must be entered on the bill. 

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

a private r oom for medical reasons, 
fo rm MC -5 t o explain the medical 
Enter the number of days, the 

room and en~er the total charge in 
There is to be no entr-J in the "Non-

If the patient was in a one-be d accommodat ion for othe r than medical 
reasons, payment cannot be made for mor e than the cost of semipri vate 
accommodations. (The completion of Form MC-5, Explanation of 
Accommodation Furnished, is not necessary in this case.) In the 
Noncovered Charges column, show the di f f e rence between the private 
room charges and the most prevalent se~iprivate r oom charges at the 
time of admission. 

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

Ward (5 or More Beds)--Under the Health Services Pror:;r8Jl1, payment 
is ordinarily made for semiprivate accommodations (2, 3, 4-bed r)om). 
If the patient is assigned to a room with 5 or more beds, the hos pital 
should complete Form MC-5, Explanation of Accommodations Furnished, 
explaining the reasons for this accommodation. A copy of the fo~ 
should be attached to the billing form, and sub~itted to the contractor. 
(See Section 306.) 

Coronary/Intensive Care and Self Care 

Show the number of d~s the patient was in the coronary /intensive 
care and/or self care unit, number of days, ap-pli cable r ate and ent er 
total under ''Covered Charges. n 

Line 05: Enter total ''Covered" and "?-ion covered" harges for 
accommodations in "Subtotal" line. 

Lines 06-28: General 

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

Item 19: Other Coverage--Remaining Charges 

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

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

Item 20: Patient Status--Check Appropriate Block. 

If discharged also enter date in Item 21. 

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

If deceased enter date of death in Item 21. 

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

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

Item 22: Admitting Diagnosis--(See Section 30~.2) 

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

Item 24: Surgical Procedure--Surgical procedure should be specified 
in detail using recognized nomenclature such as that in "Current 
Medical Terminology," "Current Procedural Terminology," "Standard 
Nanenclature of Diseases and Operations," etc. For the purpose of 
this form, surgery includes incision, excision, amputation, intro­
duction, endoscopy; repair, destruction, suture, and manipulations. 
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Enter the name of the procedures, if any, shO'#n on the face sheet or 
discharge sheet of the patient's hospital record which were performed 
during the period covered by the bill. Show the dates of each operation 
or endoscopic procedure listed. List first those procedures related 
to the primary diagnosis. List all other operation and endoscopic 
procedures in the same order as is shown on the face sheet or 
discharge sheet. 

Item 25: Employment Related--If the condition is considered to be 
employment related, the admitting diagnosis should alw~s be shown 
along with the name and address of the employer. No program peyments 
shall be made for a patient covered by Workmen's Canpensation. 
(Any amounts not covered by Workmen's Compensation should be entered 
in Item 19, Line 32 with an appropriate explanation in the Remarks 
section.) 

Item 26: Other Insurance or Liability Coverage--Applies to coverage 
other than Medicare or Workmen's Compensation. (See Section 110.) 

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

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

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

304. DISPOSITION OF COPIES OF COMPLETED FORMS MC-1 

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

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

C. The third copy (MC-1-C Notice of Admission) must be mailed to the 
Local County Medical Assistance Unit within 48 hours after 
admission. 
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305. EXPLANATION OF ACCOMMODATION FURNISHED (FORM MC-5) (Exhibit II) 

Form MC-5, Explanation of Accommodation Furnished, is used by the 
hospital to explain an accommodation other than a two-, three-, or 
four-bed room. 

The cost of a one-bed accommodation is covered by the Health Services 
Program if it is medically necessary. The medical necessity for a 
private accommodation should be described on the MC-5 from the 
physician's order and the reason as given by him in the hospital's 
medical record. It is not necessary to attach a special statement 
from the doctor for this purpose. 

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

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

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

306. COMPLETING ITEMS ON THE FORM MC-5 

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

Item 17: Type of Accommodation Furnished 

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

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

1. Type of Accommodation. 

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

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

4. Rate you charge daily for the type of room. 
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Your most prevalent charge for semiprivate accommodations is that 
single rate you charge for the largest entry appearing under your 
"Total Beds" column. 

Example: 

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

accommodation of this type col. (1) X dS¥ 
col. (2) 

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

NOTE: $30 is the most prevalent semiprivate charge • 

Item 18: Reason for Assignment to Accommodation Mentioned 

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

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

Item 20: Date of Signature. 

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

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

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

Item 24: Date of Signature • 

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

307.1 Recertification 

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

307.2 Promptness of Recertification 

The regulations of the New Jersey Health Services Program require the 
recertification of the need for continued hospital st~ of the patient. 
The attending physician is required to complete the recertification 
on or before the expiration of the AID days. Program peyment will not 
be made unless this requirement is met. 

307.3 Inpatient Recertification (Form MC-2) (Exhibit III) 

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

308. COMPLETING ITEMS ON FORM MC-2 

Inpatient Recertification--Items 1-16--Information can be obtained 
:t'rom the claim Form MC-1 and listed exactly as it appears on that form. 

Attending physician is required to answer the Items listed below: 

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

Item 2: Reason for Continued Hos pi tali zation--State why confinement 
wi 11 exceed number of days allowed under AID. 

Item 3: ApProximate Additional Necessary Length of st~ if still 
hospitalized. The additional stay required should be specified in d~s. 

Date: The month, day and year on which the recertification was 
completed and signed should be indicated. 

The attending physician's signature must appear on all copies of the 
form. 
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309. DISPOSITION OF COPIES OF COMPLETED FORMS MC-2 

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

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

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

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

310. BILLING PROCEDURES FOR OUTPATIENT SERVICES--GENERAL 

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

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

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

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

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

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

Item l: Patient's Name--Enter the patient's last name, and first name, 
as shown on the validation form • 
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Item 2: Sex--Enter "X" in the appropriate block. 

Item 3: Birth Date--Enter the patient's birth date by month, dE\)" 
and year. If the date of birth is unknown, transmit the claim form 
without the date of birth. If only the year of birth is known, show 
the year. While the date of birth is useful as identification and 
should be shown when available, a claim will be processed without it. 

Items 4-5: Leave blank. 

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

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

Item 9: Leave blank. 

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

Item 11: Enter Medical Record Number. 

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

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

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

Item 15: Provider Number--Enter the provider number. This information 
may be preprinted •. · 

Item 16: Case Name--Enter name as it appears on the permanent 
identification card. 

Item 17: Patient's Certification, Authorization to Release Information 
and Pa.vment Request--Have the patient or his authorized representative 
read and sign the statement on the form. If the hospital obtains the 
signature on its own admission record fonn, check the block marked 
"Contained in Provider's Record." The signature on form MC-4 need 
be legible only on the original. 

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

Item 18: Type of Clinic/Dates Visited--Enter type of clinic and the 
date of each visit. 

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

Item 20: Other Coverage--Remaining Charges 

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

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

Item 21: Patient Status--Check Appropriate Block. 

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

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

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

Item 24: Employment Related--If the condition is considered to be 
employment related, the diagnosis should alweys be shown along with 
the name and address of the employer. No program payments shall be 
made for a patient covered by Workmen's Canpensation. (Any amounts 
not covered by Workmen's Ccmpensation should be entered in Item 20, 
Line 32, with an appropriate explanation in the Remarks section.) 
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Item 25: Other Insurance or Liability CoverMe--Applies to cover~e 
other than Medicare or Worlanen's Compensation. (See Section 110.) 

Item _26: Provider Certification and Signature--The date forwarded 
should be the date the bill is actually mailed to the contractor. 
The date used should not be before the "Thru" date in the "Statement 
Covers Period" Item 7. A stamped signature is acceptable. 

REM.ARKS--This block will be used by the hospital and/or contractor. 

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

312. DISPOSITION OF COPIES OF COMPLETED FORM MC-4 

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

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

313. PROCEDURES FOR SUBMITTING CORRECTED INPATIENT AND OUTPATIENT BILLS 

_The hospital mEcy" find that a bill already submitted is incorrect. 

It is not necessary to submit a corrected Form MC-1 or Form MC-4 unless 
total charges change by more than $10. 

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

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

314. EXHIBITS 

I. 
II. 

III. 
IV. 
v. 

MC-1-A 
MC-5 
MC-2-A 

. MC-4-A 
MC-1-C 

Inpatient Hospital Claim Form 
Explanation of Accommodation Furnished Form 
Inpatient Recertification Form 
Outpatierr~ Hospital Claim Form 
Hospital Admission - Notification Form 
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