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FORE'WJRD 

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 comronly knONn as "H~<:li.caid" or "Title XIX". 
In identifying persons eligible for such assistance and services this will 
be knONn 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 ma.terial 
the provider will need to assist in prompt and efficient payrrent of 
claims and to answer questions which patients ma.y 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 acconrnodate new pages as administrative changes 
in procedure are ma.de. Accordingly, revised sections, pages, or chapter 
will be issued as the need presents itself. 
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CHAPrER I 

GENERAL INFORMATION AOOUT THE PI03AAM 

100. WHO IS ELIGIBLE 

In general, I"'.edical Assistance will be available to the follc:Ming 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 Pennanently and Totally 
Disabled. (These are referred to as "categorical assistance" 
prCXJrams. ) 

Persons who would be eligible for financial assistance under one of 
the above programs except for a requirenEnt that is specifically 
prohibited by Federal law or regulations, such as execution of a 
reimbursenEnt agreenent. 

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

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

Children under 21 years of age in foster placerrent under supervision 
of the Bureau of Children's Services for whom maintenance is being 
paid in whole or in part £ran 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 arrount of financial assistance for the recipient • 
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GENERAL INFORMATION 

101. HCM 'ID 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 pa:yrnent for authorized health services under the Nev Jersey Healtl1 
Services Program administered by the Division of Medical Assistance and 
Health Services, Department of Institutions and Agencies. It will contain 
the narre of the individual or head of the household and the Health Services 
Program Case Number. This card is issued by the Division of ~cal 
Assistance and Health Services. It will serve as an identification card 
only. 

NOI'E: THIS CARD IS NOI' A GUARANTEE OF ELIGIBILITY, BUT MJST BE ACCCOO?ANIED 
BY A CURRENT MONTH VALIDATION FORM ISSUED BY A COUNTY WELFARE BOARD OR THE 
STATE OF NEW JERSEY (SEE SECTION 101.2). 

NEW DSEY 
HEAL TH SERVICES PROGRAM 

CASE NUMBER 

0123456789 

AUTHORIZED 04 · A,~ 
SIGNATURE /~ · .. , . ~ -< 

00£ 1 JOHN 

101.2 Validation Form (Exhibit II) 

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

NOI'E: THIS FORM IS 'I'HE SOLE INDICA'IDR OF ELIGIBILITY. THE PLASTIC 
IDENTIFICATION CARD AI.DNE IS NOI' SUFFICIENT. 

The sample shavn contains all of the required inforrcation. HCMever, the 
fo:rm itself rray vary from county to county. 

IMPORrANT: Be sure to enter narre , H. S. P. Case Number, and Person Nurrber, 
EXACrI.,Y as it appears on the Validation Form on all Requests for 
Authorization and claim forms. 
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GENERAL INFORMATION 

COUNTY WELFARE BOARD 

VALIDATION FOR HEALTH SERVICES PRCX;RAM 

Valid Only for Month of Jan. 1970 

BUCKINGHAM 

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

11 30 051234 

24 Olive 
25 Sarah 
26 Adolph 

101.3 Temporary Identification and Validation Form (Exhibit III) 

In certain circumstances, a temporai:y identification and validation fonn 
will be issued. 'Ihis form will identify the case as eligible for heal th 
services for 30 days from the date of issue. 

STATE OF NEW JERStY 
DEPARTMENT OF INSTITUTIOl',S AND AGENCIES 

DIVISION OF MEDICAL ASSISTANCE AND Hf AL TH SEltVICES 

TEMPORARY IDEll'l'ITJCAT! ON AND VALTD,\TIO!I OF r.LIGrnILITY 

CUR~(NTCAS~ NO. U .- LC7WL OAT :.'. 

c~ /f"Ft<><i'I NU,,(l)(llt, MO 11,'\'f' I Y,t 

I I I I 

n1l2314s6 7 a 9 o 1 lo 1 I 70 

TT ~NAlll!t FtRST'IWIMC 1,,t, . 811ilM DAT( NOTTt-:i;; TO PROVI'lr.:'1 OF Hl<'.AL'l'll ~':'lVTl:F.~: 

d "4-1 CAY Yfl, 

Thi, form, when 111.,,;nod by or on b<-h.1lr o" th,, p,,r:i-,n ,_ 
, ,hos" n:1m" is first Hste<l, \.•lcn~ i. rio~ tho t>')r son(:;) 

I · ku D Q E J 0 H Pi o. 02 0 5 19 list<Jd as eH~ihto ror p,,ym.,nt for .,uthorl~ed h"alt.n 
services un<ler the tlew Jersoy !le.,tth s .. rvice1: Pro

1
;ra"I, 

2 ---- This form also servos as a t""'P'lr;ry Viil\.<htion of . .__ eH~l.hl.Hty for a perlo<l not exceodl.np: '\() d~ys rro• 
the erfectl.ve d:,te entered nbove, . '---
The tnrol"l!l:itl.on appcarinp: nn this for,,, shoul-i b-? used . .__ ---~ in conml.at\.nr. thn cl3\.m rol"l!I to l>'a subniltt ... <l to th-, 
approprhte Contractor for thn St:,te of :;e w Joar3e:1 • 

.; - NOTIC8 ,:q_ ~~milt : 
1 I-

This for"' must be s ir.nod on the llM b,,l ••u m4rlo,d . i-.-..., "Sl.,:n,'\lurl!" by or on lxih.1lf o!' tho r>0r11on ":10s0 n,1ro'J 
1s firut li:itP.u . This rorm mu..,t oo prnsc.>ntcd to the . I provi,lar of health services to prove el1o:ib1.lHy (o,----1 paymr,nt, ~;3 U!:i> this fo•~~ after roceivl.n~ )"Our ·~ L.- plastic 1:iP.ntific,'\tion card and your 111onthly 
"Validation for Health Services•, 

M 
'---

S1cnatUN 
l2 '---

,,._•pa,edrt/ o.:., 

HAP-16 (11/69) 
''tf.\ff' 

..,._,, "9r,,vwdDt I"', ..., 
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GENERAL INFORMATION 

102. AUrI-IOPJZED SERVICES FOR COVERED PERSONS 

The items and services provided to covered persons will not normally be 
limited in duration or anount. '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 pranu.lgated through the 
Di vision of Medical Assistance and Heal th Services. The following i terns 
and services, nore 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 nental diseases; 

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

(g) Physicians' services, whether furnished in the office, patient's 
horre, hospital, skilled nursing horre or elsavh.ere; 

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

(i) Dental services, including dentures; 

(j) Hone health care services; 

(k) Pharrna.ceutical services [prescribed drugs (legend and non-legend) ] 

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

(m) Rehabilitation services; and 

(n) Transportation, i.e. , ambulance service to and from a nedical facility 
when the patient's condition precludes the use of other rreans of 
transporation • 
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GENERAL INFORMATION 

103. ELIGIBIB POOVIDERS 

Providers of se:rvices means any individual, partnership, association, 
corporation, institution, or public agency designated belCM, ~eting 
applicable requirenents and standards for participation in the Program: 

Medical and Surgical Supply Dealers; 

Certified Independent Clinical laboratories; 

Dentists; 

Hearing Aid Dealers; 

Horne Health Agencies; 

Hospitals; 

Skilled Nursing Ho~s; 

Opticians; 

Optanetrists; 

Approved Clinics (Independent Outpatient Health Facilities); 

Certified Orthotists; 

Pha:anacies; 

Physicians; 

Podiatrists; 

Certified Prosthetists; 

Providers of ~cal Transporation. 

104. FREE CHOICE BY C'OVERED PERSONS 

A covered person is free to choose qualified facilities, practitioners and 
providers of se:rvice which ~et the Program standards. In the event that 
the patient has no personal practitioner, or none is available, the local 
rredical assistance unit nay assist in obtaining an appropriate practitioner • 
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GENERAL JNFORMATION 

105. CONTRACTORS 

The Division of Medical Assistance and Health Services will process and 
make payrrent of claims for services by skilled nursing hares and eligible 
state and county rrental 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 Arrerica to function as its contractors. 

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

The Prudential Insurance Company of Arrerica will handle the processing and 
paynent of hospital inpatient, outpatient and horre health agency claims 
for those providers who have selected Prudential as their intenrediary 
under Title XVIII (MEDICARE). In addition, the Prudential Insurance 
Company will process and make payrrent for all other health services 
oovered 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 
enErgency. It is the responsibility of the specified person or institution 
providing such service to obtain prior authorization before furnishing 
or rendering service. S:pecific 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 rredical care and services which are to be provided outside New Jersey, 

·except in the foll0,ving situations: 

1. Where necessary rredical care is provided to a patient who is 
terrporarily absent from the state • 
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2. When it is customary for the inhabitants of the district 
generally to use rredical care resources and facilities outside 
the State of Nav Jersey • 

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

108. GENERAL EXCLUSIONS 

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

Payirent is not made for: 

1. My service, admission or i tern which is not rredically required 
for diagnosis or treatrrent of a disease, injury or oondition; 

2. My services or i tem.s furnished in connection with elective 
oosrretic surgery; 

Note: There are certain exceptions to this rule. A written 
certification of rredical necessity and a treatrrent 
plan nrust be submitted by the physician to the 
local Medical Assistance Unit for oonsideration, 
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 i terns furnished for any condition or accidental 
injury arising out of and in the oourse of employirent, for which 
any benefits are available under the provisions of any W:>rkrren'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 reoovery 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 goverrnrental health benefit system, or through any similar 
third party liability; 

7. Services or items furnished prior to January 1, 1970, or prior 
to the period for which the patient presents evidence of 
eligibility for coverage; 
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8. Services or i terns furnished after the last day of the rronth 
in which the patient ceases to be eligible for coverage; 

9. Any services or i tern.s furnished for which the Provider does 
not normally charge; 

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

11. Services furnished by an imrediate relative or rre:rnber of the 
covered person's household. 

109. CONFIDENTIALITY OF RECORDS 

All individual :rredical records of covered persons a<XJ.Uired 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 surrmary data or 
information in which ocvered 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 

Heal th, hospital, VvDrknen' s compensation, or accident insurance benefits 
shall be used to the fullest in rreeting the rredical needs of the covered 
person. Supplerrentation of available benefits shall be as foll<Ms: 

1. Title XVIII 

The Program, in rrost instances, shall cover the anount 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. 'vhrkrren' s canpensation 

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

3. Other Heal th 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 anount payable under the Program in the absence 
of other coverage. 
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111. MEDICAL REVIEW AND EVALUATION (by I.ocal Medical Assistance Uni ts) 

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. PIDVISION FOR APPFAIS - FAIR HEARING 

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

113. FRAUD 

The State Agency will establish and maintain ITEthods for identifying 
situations in which a question of fraud in the program may exist, and 
referring to law enforcenent 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, payrrents are lirni ted to providers 
of service who are in compliance with the non-discrimination requirenents 
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 treatrrent 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 SPECIAL HOSPITAL SERVICES 

SECTION PAGE 

Inpatient Hospital Services 

Definitions •• . .•.•.. • ..•.•••....•.•.••••.•••••.••••.••••.•••• 200. 0 14 
Approved Special Hospitals ...• • •••••••••..•.•.•••••.•••..•• 200.l 14 
Special Hospitals Outside of State •.••..••..•••.•••••••••.• 200.2 14.1 
Inpatient Hospital Services ••.•••..••••.••••..••.•.•••.•.•• 200.3 14.1 
Inpatient ••••..•.••. • ..•••••.•••••••..••.••••.••••••.••.••• 200. 4 15 
Semi-Private Acccmrodations ..•.•••••.•.•••••.•••••.•••••••• 200.5 15 

Covered Inpatient Hospital Services •.••••.••••.•••••••••••••. 201. 15 
Bed and Board in Semi-Private Acccmrodations ••...•••••••.•• 201.1 15 
C£rieral Nursing Services ••••.••••... • •..••.•••.•.•••••••••• 201. 2 15 
otiler ~dical Services .....•...••••••.•.••••.•.•••••.•••••• 201. 3 15 
Facilities and F.quipnent •••.••••.•••••••.•••••••••••••••••• 201.4 15 
Supplies .•.••••.•.••••••.•••••••••••.•••..••••••••••••••••• 201. 5 16 
Drugs and Biologicals •.•.•••.•••..•••••.••••••••••••••••••• 201. 6 16 
Blcx::x::l ........................•.......•.•......•.......•.... 201.7 16 
Rehabili talion Services ..••••.••.•••.•••.•..••••••••••••••• 201. 8 16 
Diagnostic X-Ra.y ...••.••..••• _ •.••••.••••..••••.••••••••.••• 201.9 16 
Ra.diation Tilerapy .•••••••••..••••.••••••.•••••.••.••••••••• 201.10 16 
laboratory Examinations and Diagnostic Studies •.••.••••.••• 201.11 16 
Prostl1etic Devices ••••.••••.•.•••••••..•••••..•••••••••.••• 201.12 16 
rv1a.terni.ty .•••.•••..•••••••••.•..•.•••....•••••••••••.••.••• 201.13 17 
.Ambulance •••..•••.•••.••.••••••••••••••••••••••••••••••••.• 201.14 17 
Services in Connection witl1 Dental Conditions •••••••••••.•• 201.15 17 
Renal Dialysis and Renal Transplant •••••••.•••.••••••••••.• 201.16 17 
otiler Hospital Facilities •••••.•••••••••••••••.•••••••••••• 201.17 17 

Non-Covered Inpatient Hospital Services ••••.••••••••••••••••• 202. 18 
Elective Cosrretic Surgery •••.••••.••.••••••••••••••••••••.• 202 .1 18 
~tal Disorders . .......................................... 202. 2 18 
Private Duty Nursing Services .•••••.••••.••.••••••••••.•••• 202.3 18 
Items Not Related to Patient Care •••••••.•.••.••••••.•••.•• 202.4 18 
Patient Transi;x:>rtation •••••.••••••••.•••••••••••••••••••••• 202. 5 18 
Research or Teaching Studies ••.••••••••••••••.••••••••••••• 202.6 18 
Services Rendered Prior to & After Period of Eligibility •• 202.7 18 
Services Rendered Prior to Day ~dically Necessary ••••••••• 202.8 19 
Services Rendered After Day ~dically Necessary •••••.•••••• 202.9 19 
Admission Primarily for Rest Cure, CUstodial or 

Convalescent Care, etc .••.•••••••••••••••••••.•••••••.••• 2 0 2 .10 19 
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SECTION PAGE 

Services Billed by and Payable to Another Provider •..•.•..•• 202.11 
Items Not Normally Charged to Patient ••••..••.•••••••..•.••• 202.12 
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19 
19 
19 
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SIJE::!cial Provisions •...•••••.•.•.•.•••..•••.••.••.•••••••••.••• 2 0 3 • 19 
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Utilization Review ..••••••.•.•••.•••..•••••••.•••.•••••••••• 203. 5 20 
Discllarge Plarming •.•••••...•.•.•.•••••.•.•••••.•••••.•••••• 203. 6 21 
Hospital Benefits in a Non-Approved Hospital •••••••••••••••• 203.7 21 

outpatient Hospital Services 

outpatient Hospital Services •.••.••••••••••••.••...•.••••••••• 204. 21.1 
Outpatient ••••.••..••.•••••••..•..••..•...••••.•••.••••••••• 2 04 .1 21.1 

Covered outpatient Hospital Services ••••••.•.•••.•.•••••••.••• 205. 22 
Examination and Treatrcent ••.•••••••••••••.••••.•••••••.•..•• 205 .1 22 
Errergency Room Services Including Arribulance •••.••••••••••••. 205.2 22 
Diagnostic or Theral)E::!utic Radiology ••••.•.•••••••.•••••••••• 205.3 22 
Laboratory Examinations and Diagnostic Studies ••.••••..•..•. 205.4 22 
Dru.gs •.••••••••••••••.••••••.•.••••••••.••••.•••.••••.•••••• 205. 5 22 
Rehabilitation Services .•••••.•.•••••.••••••••••.•••••••.••• 205. 6 22 
Psychiatric Services .•••••.•••.•..••••••••••.•• ~ •.•••••••••• 205. 7 22 
Supplies ••.•••••••••••••••••••••••.••••••.••.•.••••.••.••••• 205. 8 22 
Blc:x::>d. ••••••••••••••••••••••••••••••••••••••••••••••••••••••• 205. 9 22 
Denta.l Services ••••••.•••.•.••••.•.•••••.••••.••.••••••••••. 205 .10 23 
Outpatient Surgical Procedures ••••••••••••••.•••.•••••..••.• 205.11 23 
Other I terns or Services • . . • . • • . • • . • • . • • • . • • • • . . • . • • • • • • • • • • • 2 0 5 • 12 2 3 
Family Planning Services ••••••••••••••••••••••••••••.••••••• 205 .13 23 

NJn-Covered outpatient Hospital Services ••••••.•••••••.••••••• 206. 24 
Elective Cosrretic Surgery ••••••••.•.••...••••••••.•••.•••••• 206 .1 24 
Private Duty Nursing Services •••..••••••.••.•..••••.•••..••• 206.2 24 
Services and Supplies Not Related to Patient Care .••.••••••. 206.3 24 
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SECTION 

Research or Teaching Studies •••••••••••.••••••••••••••••••••..•• 206.4 
Prior Authorization Not Requested or Denied ••••••••••••••••••••• 206.5 
Not ~cally Required •••.•••••••••••••••••••••••••••.•••••••••• 206. 6 
Trarisfx:)ration •••••.••••••••••••••.•••••••••.••••••••••••••••.••• 206. 7 
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Prior Authorization ••••••••••••••••••••••••••••••••••••••••••••. 207.l 
ConCllr'rent Care ••••••••••••••••••••••••••••••••••••••••••••••••• 2 0 7. 2 
Free 01oice of Trarisfer ••••••••••••••••••••••••••••••••••••••••• 207. 3 

Special Provisions 

Blood - Inpatient arid Hospital Outpatient ••••••••••••••••••••••••• 208. 
Soope of Se::rvice,s ••••••••••••••••••••••••••••••••••••••• -•••••••• 2 0 8 .1 

Rehabilitation Se::rvices - Outpatient Only ••••••••••••••••••••••••• 209. 
r:>e,fini tions •••••••••••••••••••••••••••••••.••••••••••••••••••••• 209 .1 
Soope of Se::rvice,s ••• 
General Policies •••• 

• •••••••.••••••••••.•••••••••• 209. 2 
• ••••••••••••••••••••••••••••• 209. 3 

Take Horre Drugs - Outpatient Only ••••••••••••••••.•••. · •••••••• · •••• 210. 
Prescription Policies •••••••••••••••••••••••••••••••••••.•••••••• 210 .1 
Non-Reimbursable Prescriptions •••••••••••••••••••••••••••••••••• 210.2 
Qu.ariti cy Limitations.· •••••••.•••••••••••••••••••••••••••• \ ••••••• 210 . 3 
Prescription Requirerrents ••••••••••••.••••.••••••••••••••••••••• 210.4 
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CHAPTER II 

COVERAGE OF SPOCIAL HOSPITAL SERVICES 

200. DEFINITIONS 

200.1 Approved Special Hospital 

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

All special hospitals would be divi ded into the following three classifications 
based on standards for participation and reimburserrent: 

Classification A. (Acute or Short Tenn): May be reimbursed on the basis 
of reasonable oosts i f all following criteria are net: 

1. 

2. 

3. 

4. 

5. 

Licensed as a Special Hospital by the State of 
New Jersey. ON ,4 c c./leD, T,.T,-o,J 
Accredited by the Joint Corrmission 0:f Ae03CCditee. 
Hospitals. 
Adoption of Approval by Individual Diagnosis (AID) 
Program. 
Have depa.rtm:mtal cost f indings and RCCAC cost 
allocation capabilities to provide facts for rate 
detennination. 
Signed agreerrent to participate in the Health Services 
Program. 

Classification B. (Rehabilitation or l.Dng Tenn): May be reimbursed on the 
basis of reasonable costs if all follCMing criteria are 
net: 

1. 

2. 

3. 

4. 

5. 

Licensed as a Special Hospital by the State of 
New Jersey. 6 rJ I\ ccfi?E1>1,11-n°~ "-P-
Accredited by the Joint Corrmission ef Acc~ired 
Hospitals. 
Adoption of Utilization Review as follCMs: 

21 day recertification by attending physician 
Active Utilization Review camri.ttee 
Prior authorization through IDcal Medical Assistance 

Unit for each additional 30 day pericx:1 after the first 
21 days, with authorizations to list expiration dates. 
Treat:Irent plan required to supfX)rt authorization request. 

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

Have departrrental cost findings and RCCAC cost 
allocation capabilities to provide facts for rate 
determination. 
Signed agreerrent to participate in the Health Services 
Program. 
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Classification C. (Special Hospital not qualifying to :rreet the standards of 
Classification A or B). Special Hospital in this 
classification will be reimbursed on negotiated rate as 
detennined by certified cost infonnation furnished by the 
hospital. HCMever, said per diem rate is limited by the 
ceiling established for the skilled nursing hone. 

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

2. Adoption of the AID Program (as in A) or Utilization 
Review (as in B) whichever is applicable to service 
provided. 

3. Signed agreerrent to participate in the Health Services 
Program. 

200.2 Special Hospitals Outside the State 

Special Hospitals outside the State of New Jersey must be licensed by the 
appropriate agency under the laws of the respective state and must rreet the 
requirerrents of Number 2 and 3 under Classification A or B or Number 2 under 
Classification C, whichever is applicable. 

200.3 Inpatient Hospital Services 

The term "Inpatient Hospital Services" rreans those items and services ordinarily 
furnished by an approved special hospital for the care and treatrrent of inpatients 
which are provided under the direction of a physician or dentist in an institution 
maintained primarily for treatrrent and care of patients with disorders other 
than tuberculosis or rrental diseases. 

14.1 



COVERAGE OF HOSPITAL SERVICES 

200.4 Inpatient 

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

200.5 Semi-Private Acconnodations 

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

INPATmn1 HOSPITAL SERVICES 
(If nonra.lly available in Special Hospital) 

201. COVERED INPATIENI' HOSPITAL SERVICES 

Subject to the general limitations and exclusions and those hereinafter 
specified, hospital care and services shall inclu:le: 

201.1 Bed and Eoard in Semi-Private Accamodations 

Including special rredical dietary services. 

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

201.2 General Nursing Services 

201.3 Other ~cal Services 

Services by voluntary or paid hospital errployees, 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 F.quiprrent 

Use of operating room,recovery room, delivery room, emergency room, intensive 
care unit, or other special room, including their respective facilities and 
equiprent. 
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201. 5 Supplies 

Theraf.)E=utic solutions, all types of anesthetic agents, oxygen, serums, dressings, 
surgical supplies, bandages, plaster casts and splints. 

201.6 Drugs and Biologicals 

All drugs, rredicines and rredications custorrarily supplied by the hospital or 
which, at the tine prescribed, are in cornrrercial production and corrnrercially 
available to the hospital and have been listed or accepted for listing by 
any one of the folla-ving publications: "United States Phar.maoopoeia," 
"Horreopathic Pha:rmacopoeia of the United States," "National Formulary," 
"New and Non-Official Drugs" and "Accepted Dental Theraf.)E=utics." 

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 rredicine services including therapy by physical rredicine, 
occupational therapy and other restorative services. 

201.9 Diagnostic X-ray 

Diagnostic use of X-ray or radioactive isotof.)E=S. 

201.10 Radiation Therapy 

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

201.11 Laboratory Examinations and Diagnostic Studies 

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

201.12 Prosthetic Devices 

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



CDVERAGE OF HOSPITAL SERVICES 

201.13 Maternity 

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

201.14 Ambulance 

Hospital-based errergency arrbulance service which results in inpatient 
admission. 

201.15 Services in Connection with Dental Conditions 

Inpatient hospital services for dental conditions provided that: 

a. The services are necessary because of accidental injury, or 
b. The patient is admitted for an eligible non-dental condition and dental 

services are rendered (a) as part of the prescribed treatrcent for 
such condition, or (b) to alleviate the patient's discomfort during 
the t=eriod of hospitalization for such condition. 

201.16 Renal Dialysis and Renal Transplant 

a. Reimburserrent for renal dialysis and renal transplant shall be 
made only to Centers approved by the New Jersey Department of Health. 

For additional informa.tion on the Division of ~dical Assistance and 
Health Services policy on Renal Dialysis contact: 

:Medical Director 
Division of I~dical Assistance and Health Services 
Post Office Box 2486 
Trenton, New Jersey 08625 

b. In renal transplant, reirrburserrEnt for services rendered to or item 
dist=ensed or furnished a donor will be considered a charge on behalf of 
the eligible recipient. 

201.17 Other Hospital Facilities 

All other hospital facilities and equiprrent ordinarily provided for care 
and treatrrent of inpatients and not st=ecifically excluded. 

17 



COVERAGE OF HOSPITAL SERVICES 

202. NON-COVERED INPATIENT SP:OCIAL HOSPITAL SERVICES 

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

202.1 Elective Cosrretic Surgery 

202. 2 t--~tal Disorders 

Any illnesses which according to generally accepted professional standards 
are not arrenable to favorable rrodification, except that benefits for rrental 
health services shall be available to detennine that such disorders or illness 
are not arrenable to favorable m:xlification (e.g., senility). 

Note: (A Specialty Hospital for the treatrrent of rrental illness and tuberculosis 
is not eligible to receive payrrent for care of patients under 65 years 
of age). 

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 rreals and accomrodations, television, telephone, and similar items and 
services. Personal i terns may be billed to the patient directly, provided the 
patient is inforrred and agrees to accept responsibility for personal items. 

202.5 Patient Transportation 

(Except as stated under Covered Services Section 201.14.) 

202.6 Research or Teaching Studies 

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

202.7 Services Rendered Prior to and After Period of Eligibility 

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

b. Where a Health Services Program recipient in a Special Hospital 
loses his eligibility during his hospital stay, the Program will oover 
the oosts of the entire stay. Eligibility on the date of admission 
or £ran the date of application (whichever is applicable) carries for 
the entire length of that hospital stay. 
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202.8 Services Rendered Prior to Day Medically Necessary 

Inpatient hospital services rendered prior to the day it is rredically 
necessary for the diagnostic services and/or surgical or rredical treatrrent 
for which the patient is admitted. 

202.9 Services Rendered After Day ~1edically Necessary 

Inpatient hospital services rendered after the day it is rredically necessary, 
except when special circumstances prevent the discharge or transfer of the 
patient. Authorization must be obtained from the Local Medical Assistance 
Unit for reimburserrent of additional hospital stay. 

202.10 Admissions Primarily for Rest Cure, CUstodial or Convalescent care, 
etc. 

Rest cure, custodial, oonvalescent 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-ray; 

lm.y condition for which hospitalization is not rredically necessary. 

202.11 Services W'lich Are Billed By and Payable to lm.other Provider 

202.12 Items Not Nonna.lly Charged to Patient 

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

202.13 Prior Authorization Not Obtained or Denied 

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

202.14 lm.y service, item which is not rredically required for the diagnosis 
or treatrrent of a disease, injw:y or condition 

203. SPECIAL PROVISIONS 

Entitlerrent to payment for each continuous period of hospitalization is subject 
to the folla.ving: 
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203.1 Notification of Admission 

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

203. 2 .f\i2dical Certification 

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

203.3 Approval by Individual Diagnosis - AID 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 all<:Med are oontained in the AID Manual. 

203.4 !'-i2dical Recertification 

'vfilenever the span of inpatient days allowed under AID is exceeded, the 
attending physician is required to certify the necessity of continued 
hospitalization on or before the expiration of the AID days. Use Inpatient 
Recertification Form .M::-2 (1-70). (See Section 309. of this Manual for 
instructions) • 

The physician's recertification is considered approval of additional days, 
however, the maximum days allowed may not exceed those initially 
all<:Med under AID. Subsequent recertification(s) are required 1f 
hospitalization is rredically necessary beyond this additional period. 

For those hospitals which do not have the AID program, the MC-2 (1-70) will 
serve as a request for prior authorization. Prior authorization from the 
local Medical Assistance Unit is required after the first 21 days of 
hospitalization. Initial or subsequent authorization shall not exceed 30 
calendar days. Section 2 of the Ive-2 (1-70) must include a treatment 
plan in sufficient detail to support the authorization request. See Section 
309.1 for the proper disposition of the .M:-2 (1-70). 

203.5 Utilization Review 

The hospital is required to rreet the requirerrents of Title XVIII concerning 
utilization review for all medical assistance patients. 
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203.6 Discharge Planning 

A. 

B, 

C. 

203.7 

When an inpatient is to be discharged fran the special hospital and 
continuing rredical care is required, either in another :rredical 
facility (i.e., Extended Care Facility, Skilled Nursing Hone, General 
Hospital) or by a conmuni ty heal th agency (e.g. , Harre Heal th Agency) , 
the hospital is responsible for providing the facility or agency with 
a legible abstract or surrm::uy of the patient's care while hospitalized 
and recomrendations for further rredical care. This infonnation shall be 
provided at the tine of hospital discharge and rrrust be · signed by the 
attending physician. Copies of the transfer form shall also be sent 
to the local Medical Assistance Unit. (See Section 304. for instructions) • 
The Patient Infonnation Transfer Form, Hospital and Nursing Harre, adopted 
by the New Jersey Hospital Association and the New Jersey Nursing Harre 
Association (Form #766), or equivalent transfer form, rna.y be used. 

"When an inpatient is to be discharged ft;om an Acute Care or Short Term &o$pital 
(Cl ass A) tQ an Extended Care Facility or Skilled Nursing Home, the Heal~h 
Services Program will reimburse the receivi~g facility for up to 30 days without 
prior authorization by the Program. " 

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

Hospital Benefits in a Non-Approved Hospital 

Hospitals which do not meet the definition of an approved hospital are not 
eligible for pay:rrent unless such services are ma.de necessary by reason of 
accidental injury or sudden and serious illness requiring treab'tent on an 
energency basis. Re.imbursenent for energency care shall be limited to a maximum 
of 20 days. 

Claims filed by a non-approved hospital must be accompanied by a staterrent 
made by the attending physician, including a description of the nature of the 
energency, pertinent clinical infonnation 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 impainrent of his health. 
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• OUTPATIENT HOSPITAL SERVICES 

• 

(For A & B Classified sr:ecial Hospitals) 

204. OUTPATIENT HOSPITAL SERVICES (If Approved Facility) 

Outpatient services in sr:ecial Hospitals are those preventive, diagnositc, 
therapeutic, rehabilitative, or palliative items or services furnished 
to an outpatient by or under the direction of a physican or dentist in an 
approved sr:ecial hospital Outpatient Deparbnent. 

204.1 Outpatient 

"Outpatient" rreans a r:erson registered in the outpatient departrrent in an 
approved sr:ecial hospital in order to obtain services other than those 
requiring bed occupancy as an Inpatient • 

21.1 
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205. COVERED OUIPATIEN.r HOSPITAL SERVICES 

Approved special hospital outpatient depa.rtrrents ma.y provide the following 
services to outpatients when medically necessary. 

205.l Examination and Treatrrent 

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

205.2 Errergency Room Services, Including Ambulance 

Hospital based ambulance services when outpatient is not subsequently 
admitted. 

205.3 Diagnostic or Therapeutic Radiology 

205.4 Laboratory Examinations and Diagnostic Studies 

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

205.5 Drugs 

Dispensed by the hospital phanna.cy. For regulations on take hone drugs, see 
Special Provisions. 

205.6 Rehabilitation Services 

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

205.7 Psychiatric Services 

Including psychological testing. 

205.8 Supplies 

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

205.9 Blood 

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

(1) Reimburserrent for hospital outpatient dental services will be :rrade 
on a per visit basis. 

(2) Routine dental services rendered in hospital outpatient departrrents 
do not require prior authorization. All other dental services require 
prior approval. 

(3) Post operative X-rays will be kept with the patient's records in 
the outpatient deparbrent for post audit review. · 

The folla.ving is the definition of routine dental services: 

Routine Dentistry 

(Includes the folla.ving procedures, as defined in the Dental Services Manual) 

1. Errergency treat:n:ent 

2. Examination with necessary radiography 

3. Preventive Dentistry 
a. Prophylaxis 
b. Fluoride treabnent 

4. Restoration of carious pe.rmanent or deciduous teeth with: 

a. Silver Amalgam 
b. Silicate, plastic, or composite filling material 
c. Stainless steel cra,.ms 

5. Pulp Capping or pulpotorey for pe.rmanent and deciduous 
teeth, endodontic treat:n:ent (single rooted teeth) 
Limi talion: If nore than one tooth requires endodontic 
treat:n:ent, prior approval is required. 

6. Extraction of non-restroable teeth 

NOIE: See Dental Manual for other alla.vable Dental services. 

205.11 Outpatient Surgical Procedures 

205.12 Other Items or Services 

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

205.13 Family Planning Services 
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206. NON-COVERED OUTPATIENT HOSPITAL SERVICES 

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

206.1 Elective Cosrretic Surgery 

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 application for 
rredical assistance. 

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

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

206.7 Transportation 

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

207. SPECIAL PROVISIONS RELATED TO PAYMENT 

207.1 Prior Authorization 

a. There is no l.imi talion on the duration or number of visits available 
to an eligible patient in the outpatient department. However, 
services which involve an extended course of treatrrent, such as 
rehabilitation services, require that certification for continued 
need be submitted to the Local Medical Assistance Unit every 21 days. 
(See Section 304 for mailing instructions). Certification and/or 
subsequent recertification shall consist of a typewritten report from 
the prescribing physician stating the rredical necessity for continued 
therapy, the objective of therapy, and the estimated number of treatnents 
to achieve the objective. Therapy prescriptions must be definitive as 
to type and scope of procedures to be rendered. Prescriptions such 
as, "Physical therapy 3 X a week," will not be accepted. 
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b. Special items and services which are not usually part of the 
outpatient service (e.g., surgical supplies, glasses, custom made 
limbs and braces, etc. ) will require prior authorization. See 
Section 204. Medical Supplies Manual and Section 203.2, Vision 
Care Manual. 

c. Procedure for Obtaining Prior Authorization Wlen Dental Services are 
Other Than Routine 

If in the course of the initial examination and develor,ment of a 
treabnent plan, services requiring prior authorization are included, 
then all subsequent services including those defined as routine 
dentistry require prior approval. The hospital will subrni t the 
treatrrent plan on the Dental Fonn (MC-10) with X-rays to the appropriate 
Local Medical Assistance Unit for review. 

If a treatrrent plan is developed which requires only routine dentistry, 
but a treatrrent change becones necessary and services requiring prior 
authorization are indicated, then the routine services to that date nay 
be submitted for payment and the request for additional services must 
be submitted for approval at the local M2dical Assistance Unit. A 
record of care already completed with appropriate X-rays must be 
included. 

207.2 Concurrent care 

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

207.3 Free Choice of Transfer 

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

SPECIAL PROVISIONS 

208. SPECIAL PIDVISIONS RELATED TO BiroD--INPATIENT AND OUTPATIENT 

Blocrl may be provided to an inpatient of an approved hospital, an outpatient 
of an approved hospital, or any approved nedical facility when prescribed and 
supervised by a licensed physician. 
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208.1 Scope of Service 

W"lole blcxxl, and/or derivatives, and necessary processing and administration 
thereof, is allaved with the following limitations. 

{a) Efforts should be made to arrange for the replacem2nt of blcxxl. 
This can be done by contribution of a blood donor, or by using a 
blcx:xi replacerrent plan that includes the eligible person as a 
beneficiary (if available). 

(b) The cost of donated blcx:x:l or blcx:xi received through a replacem2nt 
plan is not reimbursable. Havever, the charge for cross-matching, 
indexing, storage and transfusing is reimbursable. 

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

209. REHABILITATION SERVICES - SPECIAL HOSPITAL OUTPATIENT ONLY 

209.1 Definitions 

(a) "Rehabilitation services" such as physical therapy, occupational 
therapy, speech therapy, and hearing services and the use of such 
supplies and equip:IEnt 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 F.ducation of the Arrerican 
Medical Association in collaboration with the Arrerican Physical 
Therapy Association, or its equivalent, and where applicable, is 
licensed or registered by the State. 

( c) A "speech therapist" is certified by the Arrerican 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 Arrerican 
Occupational Therapy Association or is a graduate of a program in 
occupation therapy approved by the Council on Medical Education of the 
Arrerican ~~ical Association and is engaged in obtaining the required 
supplemental clinical experience prerequisite to registration by the 
Arrerican Occupational Therapy Association • 
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COVERAGE OF HOSPITAL SERVICES 

209.2 Scope of Services 

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

Rehabilitation services shall be made available to oovered persons as an 
integral part of a canprehensive TIEdical care program. Such services include 
not only intennittent or part-tine service to the patient, but also instructions 
to resr,onsible rrerrbers of the family in follow-up procedures necessary for 
the care of the patient. 

209.3 General Policies 

a. Providers of Services 

Rehabilitation services shall be provided by qualified therapists 
employed by or under oontract to the hospital. 

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

b. Where Care May Be Provided 

Rehabilitation services may be provided in the patient's hone or other 
place of residence, in a hospital outpatient depart:Irent, in an approved 
clinic (inde:p3ndent outpatient health facility not part of a hospital). 

c. Prior Authorization (See Section 207 .1) 

d. Supervision of Therapy 

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

210. . TAKE HOME DRUGS--OUTPATIENr ONLY 
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COVERAGE OF HOSPITAL SERVICES 

209.2 Scope of Services 

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

Rehabilitation services shall be made available to covered persons as an 
integral part of a ccrnprehensive rredical care program. Such services include 
not only intermittent or pa.rt-t.irre service to the patient, but also instructions 
to resp::>nsible rrerrbers of the family in follow-up procedures necessary for 
the care of the patient. 

209.3 General Policies 

a. Providers of Services 

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

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

b. Where Care May Be Provided 

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

c. Prior Authorization (See Section 207 .1) 

d. Supervision of Therapy 

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

210. TAKE HOME DRUGS--OUTPATIEN:r ONLY 
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COVERAGE OF HOSPITAL SERVICES 

210.1 Prescription Policies 

The program provides payrrent for take hane 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 Fonnulary (N. F. ) , New Drugs, and Accepted Dental 
Therapeutic Rerredies. 

2. Oral medication when as effective as injectable preparations. 

3. Non-proprietary or generic naned drugs of equal therapeutic 
effectiveness if available at a lower cost than proprietary or 
brand-named drugs • 
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COVERAGE OF HOSPITAL SERVICES 

210.2 Non-Reimbursable Prescriptions 

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

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

2. E~rimental drugs. 

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

210.3 Quantity Limitations 

The Quantity of Medication prescribed should provide a sufficient arrount of 
medication necessary for the duration of the illness or an anount sufficient 
to (X)Ver the interval between visits, but may not exceed a 60 day supply. 

EXCEPT: 1. Oral antibiotics or anti-infective agents may not be 
prescribed for rrore 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, CX)I11l'Only used sustaining drugs 
should be prescribed in sufficient quantity to treat the patient for up to 
sixty (60) days. 

210.4 Prescription Requirenents 

1. All prescriptions should signify in writing the prescribing 
physician's intentions for refills up to two t.irres. 
'Tu10 refills within a six-month period are eligible for payirent 
(see Exceptions 1 and 2, Section 210.3). 

Payment will not be made under the program unless the prescribing 
physician includes specific directions on all prescriptions 
("pm", "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 p::,ssible in these instances. 

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

ADMISSION AND BILLING PRCCEDURES 

300. SUMMARY OF ADMISSION PRCCEDURES 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 nurrbers is 
missing or incorrect. 

(For nore detailed inforrration, see Section 101.) 

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

This 3-part form se:rves two purp::>ses: (1) To report to the Local Medical 
Assistance Unit the admission of a covered person who is eligible for iredical 
assistance; (2) To bill the prcgram for the inpatient services rendered. 

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

Provider Copy (.r.c-1-B) - To be retained by the Provider. 

County Copy (M:-1-C) - This copy must be submitted to the Local County 
Medical Assistance Unit within two working days 
of admission. It is not to be sent to the 
Contractor • 
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CHAPTER III 

ADMISSION AND BILLING PRCX:EDURES 

300. SlM,1ARY OF ADMISSION PRCCEDURES FOR INPATIENTS 

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

300.1 Identification card and Validation Fonn 

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

It is very irrp:>rtant that the case number and person number be accurately recorded 
on the claim fo:rm. The case cannot be processed if either of the nurrbers is 
missing or incorrect. 

(For nore detailed information, see Section 101.) 

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

This 3-part form se:rves two pll.rfX)ses: (1) To report to the Local Medical 
Assistance Unit the admission of a covered person who is eligible for rredical 
assistance; (2) To bill the program for the inpatient se:rvices rendered. 

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

Provider Copy (M:-1-B) - To be retained by the Provider. 

County Copy (I'-'C-1-C) - This copy must be submitted to the Local County 
Medical Assistance Unit within two working days 
of admission. It is not to be sent to the 
Contractor. 
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ADMISSION AND BILLING PRXEOURES 

301.1 Completing Inpatient Hospital Claim (Fom M::-1) 

Use a type.writer or legible printing for all entries on the fom. 

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

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

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

Item 3: Birth Date--Enter the patient's birth date by nonth, day and year. 
If the date of birth is unknown, transmit the claim fom 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: I.eave blank. 

Item 5: Enter Admission Date. 

Item 6-9: I.eave blank. 

Item 10: Enter Attending Physician's Narre. 

Item 11: Enter Medical Record Number. 

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

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

NOI'E: In maternity cases, 'When the child remains in the hospital after 
the nother is discharged, the hospital must contact the County 
Welfare !bard in order to obtain the child's person number. 

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

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

Item 16: Case Narre--Enter narre as it appears on the permanent identification 
card. 
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ADMISSION AND BILLING PRCQJ)URES 

Item 17: Patient's Certification, Authorization to Release Information and 
Payment Request-:-- Have the patient or his authorized representative read and 
sign the statement on the fonn. If the hospital obtains the signature on its 
own admission reoord form, check the block rrarked "Contained in Provider's Reoord . " 
The signature on Form MC-1 need be legible only on the original. If the patient 
cannot sign his na:rre because of his physical or nental oondition, another 
person may sign on his behalf. The staterrent should be read to a patient who 
signs by mark, and witnessed by a person who knows the patient. Enter the 
nane and address of the witness. In certain situations, a hospital representative 
may sign on behalf of · the patient. If the patient is a minor, a parent or 
guardian should sign and indicate relationship. 

Items 18-21: leave blank. 

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

NOrE: This Item ImISt be canpleted in all instances. 

301.2 Disposition of Form M:-1-C 

The bottom copy of the Claim Form, County Copy (IvC-1-C) nru.st be submitted 
to the IDcal 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. BIIJ.,ING PROCEDURES FOR INPATIENT SERVICES--GENERAL 

Form M:-1 (1-70)--Inpatient Hospital Claim is used to bill for inpatient 
services in a participating hospital and for errergency inpatient services in 
a nonparticipating hospital. 

NCYI'E: 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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ADMISSION AND BIILING PROCEDURES 

302.1 Inpatient Admission After Outpatient Services 

Sorreti.rres a patient is admitted to the hospital as an inpatient after receiving 
outpatient services. If the patient is admitted as an inpatient before midnight 
of the day outpatient services were rendered, all services are oonsidered · 
inpatient services for billing purposes. 'Ihe day of formal admission as an 
inpatient will be oonsidered as the first day on inpatient hospital services. 

302.2 Leave of Absence 

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

302.3 ~dicare~dicaid Coverage 

When the patient is covered under both programs, only a ~care fonn (SSA 1453) 
should be corrpleted, with Item 14 shaving the Health Services Program case and 
person number on that Medicare fonn. 

vhere 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 
mnnber must be sham on the ~dicare fonn. 

303. COMPLETION OF BIILING ITEMS ON THE FORM Iv'.C-1 (Exhibit I) 

Items 6-7: From and 'Ihru Dates--Enter 6 digit "Fran" and "'Ihru" dates for 
period covered by the bill. 

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

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

NOrE: Days should not include: 

a. Day of discharge or death. 
b. Days for 'Which no payirent 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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ADMISSION AND BILLING PROCEDURES 

Example: 

Item 9: 

Pericrl 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) 

I.eave Days--Show number of leave days. 

Item J.8: Stater!'ent of Charges 

No. of Days 

15 
4 
2 

(See Section 302.2) 

ShON all charges for the pericrl oovered by the current billing for each of the 
depa.rt:.rrents. Where your hospital has rrore depart:rrents than shCM.n on the fo:rm, 
utilize Items 26, 27 and 28. 

Accomrrodations--See Section 201.1 for an explanation of tl1e rules on other 
than semiprivate acoornrodations. 

Accomrrodation days should not include the day of discharge, even where the 
discharge was late. HONever, where the hospital nonnally ffi:lkes an extra 
charge for a late discharge, it should enter the extra charge under "Covered 
Charges." Wlere this charge was made because the patient remained in the 
hospital after checkout tine for his own oonvenience, the charge should be 
entered under "N:mcovered Charges. " HONever, where the patient's stay beyond 
the checkout hour is occasioned by his rredical condition, e.g., a bedridden 
patient awaiting transfer to his hone or to an extended care facility, the 
services furnished by the hospital are entered under "Covered Charges." 

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

vmere rrore than one rate has been used for a given type of accomrrodation, one of the 
unused acoormodation lines ma.y be relettered and used to sh0v1 the entry. 

NOI'E: In a maternity case, during the joint eligible stay, bill the 
accomrrodations for the rrother on the appropriate accornrodation 
line, and bill the nursery charge on Line 06. If the child 
continues to be hospitalized after the rrother has been 
discharged, the nursery charges should be billed on a separate 
claim form. 
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ADMISSION AND BILLn;K; PROCEDURES 

All-Inclusive Rate Hospitals--For hospitals using all-inclusive rates, the line 
for the accorrmxlation actually furnished is to be oornpleted. The number of days, 
all inclusive rate, covered charges, and non-covered charges must be entered on 
the bill. 

One Bed--W1ere a patient needed a private roan for rredical reasons, complete 
and attach one copy of fonn M:-5 to explain the medical necessity. (See 
Section 305.) Enter the number of days, the customary charge for a one-bed 
room and enter the total charge in the "Covered Charges" column. There is to 
be no entry in the "Non-oovered Charges" oolumn. 

If the patient was in a one-bed accomrodation for other than medical reasons, 
payrrent cannot be rcade for rrore than the cost of semi-private accorrnodations. 
(The completion of Fonn MC-5, Explanation of Accomrodation Furnished, is not 
necessary in this case). In the non-covered charges oolumn, show the difference 
between the private room charges and the rrost prevalent semi-private roan charges 
at the tirre of admission. 

2-3-4 Bed--If the patient occupies semi-private acoorrmxlations (2, 3, or 4 bed room) 
shCM the nmnber of days and the actual daily rate for the accorrmxlations and 
enter total under "Covered Charges". 

Ward (5 or More Beds)--Under the Health Services Program, payrrent is ordinarily 
made for semi-private acoormodations (2,3, 4 bed room). If the patient is 
assigned to a room with 5 or more beds, the hospital should ccmplete Fonn !-C-5, 
Explanation of Accormodations Furnished, explaining the reasons for this 
accanrrodation. A copy of the fonn should be attached to the billing form, and 
submitted to the contractor. (See Section 306.) 

Coronary/Intensive Care and Self care (If available and/or necessary) 

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

Line 05: Enter total "Covered" and "Non-Covered" charges for acoorrrcodations 
in "Subtotal" line. 

Lines 06-28: General 

ShCM all charges for the period oovered by the current billing for each of 
the departrrents. NOIB: Line 07 includes recovery room and Line 22 includes 
intravenous solution. 
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ADMISSION AND BIILING PIDCEDURES 

Line 9 8: Enter total of covered and noncovered charges • 

I tern 19 : Other Coverage--Rernaining 01.arges 

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 I tern 19. Appropriate information should be entered in I tern 25. 

NCJI'E: Item 19 is reserved solely for other insurance coverage. 
Items 18 and 19 cannot be completed on the saTIE claim form. 

Item 20: Patient Status--01.eck Appropriate Block. 

If discharged also enter date in Item 21. 

If transferred to another rrroical facility, i.e., skilled nursing hone, 
hospital, extended care facility, etc., the hospital should submit a discharge 
bill at this point and shON the date the transfer occurred in Item 21. The 
hospital should also shON under "Remarks" the narre 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 301.2) 

Item 23: Discharge or Current Diagnoses--Enter all the diagnoses shown on the 
face sheet or disd1arge sheet of the patient's hospital record which relate 
to the condition requiring the current hospitalization. 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 sh<Mn in accordance with recognized nomenclature, e.g., "International 
Classification of Diseases Adapted," "Current Medical Terminology," or 
"Standard No:rrenclature of Diseases and Operations." 

Item 24: Surgical Procedure--Surgical procedure should be specified in 
detail using recngruzed norrenclature such as that in "Current .TYk:rlical 
Tenninology," "Current Procedural Tenninology," "Standard Nomenclature of 
Diseases and Operations," etc. For the purp:>se of this form, surgery includes 
incision, excision, amputation, introduction, endoscopy, repair, destruction, 
suture, and manipulations • 
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HOSPITAL ADMISSION AND BILLING PRX:EDURES 

Enter the name of the procedures, if any, shavn on the face sheet or discharge 
• sheet of the patient's hospital record which were perforrred during the period 

covered by the bill. Shav 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 sam2 order as is 
shown on the face sheet or discharge sheet. 

.. 

Item 25: F.rnployrrent Related--If the condition is considered to be employnent 
related, the admitting diagnosis should always be shown along with the name 
and address of the employer. No program payrrents shall be made for a patient 
covered by W:)rkrren's Compensation. (Any arrounts not covered by Workrren'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 W:)rk:rrEn' 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 fonn 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 2 8-37. For Contractor's use only. 

304. Disp:>sition of Fonn.s MC-1, Reports and Request to IDcal Medical Assistance 
Units 

304.1 Fonn M:-1 

a. The original copy (M:-1-A, Contractor's copy) must be fonvarded to 
the hospital's contractor for processing. 

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

c. The third copy (M:-1-C, Notice of Admission) must be mailed to the 
Local Medical Assistance Unit within b-.JO (2) working days after 
admission • 
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HO.SPITAL ADMISSION AND BILLING PRCXE)URES 

304.2 Other Reports and Requests Required by Local rv:edical Assistance Units 

a. The first two digits of the recipient's Health Services Program 
Identification nwnber indicate the local Medical Assistance Unit 
having jurisdiction. Notices of .Admission and any other re:fX)rts 
required by the Local ~dical Assistance Unit are to be sent 
to the Unit indicated. 

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

304.3 Directory of Local ~ical Assistance Units 

County Street Address Municipality ZiE Code P.O. Box 

Atlantic 1601 Atlantic Ave. Atlantic City 08404 1970 
Ca~ May II II 

Bergen 90 Main Street Hackensack 07601 
Burlington Chesley & Alloway Bldg. 

Rt. 38 & EayrestCMn Rd. Mt. Holly 08060 
Canrlen 709 I"'.larket Street carrrlen 08101 19 
Cumberland 7 E. Broad Street Bridgeton 08302 440 
Essex 505 S. 15th Street Newark 07103 1576 
Gloucester 10 Harrison Street vbodbw:y 08096 1900 
Salem II II 

Hudson 100 Newkirk Street Jersey City 07306 
Hunterdon 6 Court Street Flemington 08822 
Somerset II II 

Warren II II 

~rcer 205 E. State Street Trenton 08625 2465 
Middlesex 75 Paterson Street New Brunswick 08903 1274 
t,bnrrouth 320 Broad Street Red Bank 07701 
Morris 4 Court Street Morristo,m 07960 
Sussex II II 

Ocean 1851 Hooper Avenue 
'Ibms River 08753 

Passaic 152 Market St. Paterson 07590 2863 
Union 7 Bridge Street Elizabeth 07201 

305 • EXPLANATION OF ACC(lvM)DATION FURNISHED (FORM I'-C-5) (Exhibit II) 

Fonn MC-5, Explanation of Acconm:xiation Furnished is used by the hospital 
an acoormodation other than a 0\0, three, or four bedroan . 
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TeleEhone 

609-344-2861 

201-488-5667 

609-261-0448 
609-365-3926 
609-451-6550 
201-548-3700 
609-845-7185 

201-792-6390 
201-782-1130 

609-292-7315 
201-245-0653 
201-842-6440 
201-267-1700 

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

to explain 
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HOSPITAL AThl\ITSSION AND BIILING P~DURES 

The cost of a one-bed accornrodation is covered by the Health Services Program 
if it is IIEdically necessary. The IIEdical necessity for a private acccmm:xlation 
should be described on the l'C-5 from the physician's order and the reason as 
given by him in the hospital's IIEdical record. It is not necessary to attach a 
special statement fran the doctor for this purpose. 

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

Where the patient requested a five-bed accorrm:rlation, the hospital should 
complete a single copy of the M:-5 for attachrrent 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 acconmxlation not at his request, the 
hospital should canplete the !tC-5 for attaclurent to the bill sh~ing the reason 
for such assigrurent. 

306. COMPLETING ITEMS ON THE FORM !vC-5 

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

Item 17: Type of Acconmxlation Furnished 

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

'lb determine the rrost prevalent charge for semiprivate acconnodations, consider 
the following features: 

1. Type of Accomrodation. 

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

3. 'Ibtal beds found in each type for each room rate. 

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

Your rrost prevalent charge for semiprivate accorrmxlations is that single rate 
you charge for the largest entry appearing under your "Total Beds" column. 
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HOSPITAL ADMISSION AND BILLING P.RX:EDURES 

Example: 

(1) (2) (3) 
Type of Total Rocn,s Total Beds (4) 

Accomrodation of this Type Col. (1) X Rate per f 

Col. (2) Day 

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

NCJ.I'E: $30 is the nost prevalent semiprivate charge. 

Item 18: Reason for Assignrrent to Accanm:xlation .Mentioned 

A. Patient's Request--Where a five or nore bed acccmrodation was furnished 
at a patient's request, the patient should sign the :t-C-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 Necessi ty--Describe the reason for assignrrent to a one-bed 
room fran the physician's order sha,m in the hospital records. 

Item 22: Other Reasons--Where the hospital believes that an assignrrent to 
a five or nore bed accomrodation is justifiable for sorre 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 starrped 
signature is acceptable. 

Item 24: Date of Signature. 

Item 25-28: For Contractor's use only. 
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ADMISSION AND BIILThIG PR:CEDUI'~S 

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 oontinued hospitalization 
beyond the AID days. 

307.2 Promptness of Recertification 

The regulations of the Nev, Jersey Health Services Program require the recertification 
of the need for continued hospital stay of t he patient. The attending physician 
is required to canplete the recertification on or before the expiration of the 
AID days. Program payirent will not be made unless this requirement is met. 

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

Fo1.1n I~-2 Inpatient Recertification is to be used by the attending physician 
whenever AID days are exceeded as noted above. The fonn is to be canpleted in 
quadruplicate, and signed by the attending physician (See Section 309.). 

308. COMPLErING ITEMS ON FORM f,t::-2 (For Recertification) 

Inpatient Recertification--Iterns 1-16--Inforrration can be obtained from the 
claim Fonn Mc...:.1 and listed exactly as it appears on that fonn. 

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 Hospi talization--State why conf inenent will exceed 
number of days allowed under AID. 

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

t 
Date: The nonth, 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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ADMISSION AND BILLING PR<X:EDURES 

309. DISPOSITION OF COPIES OF CCMPLETED FORMS MC-2 (A.I.D. Hospital) 

A. The original (M:-2-A Contractor's Copy) must be fo:rwarded to the 
hospital's contractor with Form M:-1 for processing. 

B. The second copy (1'--C-2-B County Copy) must be nailed to the I.Deal 
County Medical Assistance Unit. 

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

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

309.1 Disposition of Copies of Completed Forms .M:::-2 vhen Used for Prior 
Authorization Request 

Hospitals which do not have the AID Program ITU1st utilize the .M:::2 (1-70) as 
a request for Prior Authorization for inpatient services beyond the 21st day. 

The cornpleted original, second, and third copies are forwarded to the 
Local Medical Assistance Unit for review. The fourth copy will be forwarded 
to the provider's Utilization Review Committee. If the Local Medical Assistance 
Unit has authorized the additional days, it will be indicated by signature 
on the original and third copy, specifying the additional days allowed and 
the expiration date. The hospital will forward the original copy (M:-2A) to 
the appropriate Contractor together with the claim for paynent. 

310. BILLIN:; PROCEOORES FOR OUTPATIENT SERVICES--GENERAL 
(Not Available for Special Hospital in Classification C) 

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

Under the New Jersey Health Services Program, the Hospital should sul:mit this form 
on a rronthly billing cycle. However, separate claim fonns will be required for 
services rendered in different calendar quarters. 

A. PRO:EDURE FOR BILLING FOR DENTAL SERVICES 

After cornpletion of treatrrent, either authorized or routine, the 
Dental Form (M::::-10), with descriptions and dates of services rendered, 
utilizing proper procedure code rnm1bers, is attached to the Hospital 
Outpatient Form (MC-4) which is used to make the charge for the dental 

• clinic visit. These forms are then submitted to the appropriate fiscal 
agent for the hospital. 

B. POOCEDURE FOR BIIJ.iING FOR MEDICARE/MEDICAID PATIENT 

When the patient is covered under both programs only a Mi=dicare Form 
(SSA 1483) should be completed, with Item 11 showing the Health 
Services Program Case and Person Number on that Medicare form. 

Where prior authorization is required for program purposes it must be obtained and 
submitted with the Medicare billing form. 
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ADMISSION AND BILLIN:; PROCEDURES 

311. CCW>LETION OF ITEMS FORM MC-4 (Exhibit IV) 

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

Item 1: Patient's Nane--Enter the patient's last nane, and first narre, as shCMn 
on the validation form • 
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AI:MISSION AND BILLING PRca:DURES 

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

Item 3: Birth Date--Enter the patient's birth date by rronth, day and year. 
If the date of birth is unknown, transmit the claim fo:r:m without the date of 

' birth. If only the year of birth is knCM, show the year. Wu.le the date of 
birth is useful as identification and should be shCMn 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 fo:r:m. 

Item 8: Visi ts--Enter number of visits for the period covered by the claim 
fo:rm. 

I tern 9 : leave blank. 

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

I tern 11: Enter M:rlical Record Number. 

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

Item 13: Patient Person Number--Enter the patient person number shONn on the 
validation fo:r:m. (See Section 101.) 

Item 14: Provider Narre and Address--Enter provider narre and address. Abl;>reviations 
nay be used. This infonnation may be preprinted on all copies of the hospital's 
supply of these fonns. 

Item 15: Provider Number--Enter the provider number. 'Ihis infonnation nay be 
preprinted. 

Item 16: Case Name--Enter narre as it appears on the pennanent identification 
card. 

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

If the patient cannot sign his narre .because of his physical or rrental condition, 
another person may sign on his behalf. 
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ADMISSION AND BILLING P~URES 

The staterrent should be read to a patient who signs by mark, and witnessed by 
a person who knows the patient. Enter the nane and address of the witness • 
In certain situations, a hospital representative nay 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 :pericxl 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 also covered under I1=dicare, see Section 310. If patient does 
not have M=dicare coverage, enter charges not covered by other insurance in 
Item 20, Line 32. Appropriate information should be entered in Item 25. 

NorE: Item 20 is reserved solely for other insurance coverage. 
Items 19 and 20 cannot be canpleted on the same claim fonn. 

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 Terrninology,"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 norrenclature such as that used in "Current Medical Terminology , " 
"Current Procedural Te:rminology", "Standard Nomenclature of Diseases and 
Operation," etc. For the puqx:>se of this fonn, surge:ry includes incision, excision, 
amputation, intrcxluction, endoscopy, repair, destruction, suture, and 
manipulations. 

Enter the name of the procedures, if any, which were perforrred during the 
pericxl covered by the bill. ShON the dates of each operation or endoscopic 
procedure listed. List first those procedures related to the primacy diagnosis . 
List all other operation and endoscopic procedures in the sane order. 

Item 24: Fmployrrent Related--If the condition is considered to be employrrent 
related, the diagnosis should always be shCMn along with the name and address 
of the employer. No program payments shall be made fdr a patient covered 
by W:>rkrren's CoITp=nsation. (Any arrounts not covered by Workrren's Corrpensation 
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 Coverage--Applies to coverage other than 
Medicare or Workmen'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 cxmtractor. The date used should not 
be before the "Thru" date in the "Staterrent Covers Period" Item 7. A stamped 
signature is acceptable. 

Rernarks--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 M:-4 

A. The original copy (IYC-4:...A Contractor's Copy) will be fo:rwarded to 
the hospital's oontractor for processing. 

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

313. COMPLEI'ING ITEMS ON FORM MC-7 

Form MC-7 Hospital Pharmacy Peport must be corrpleted when take hane drugs are 
dispensed by Outpatient Hospital facilities. 

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

Health Se:r.vices Program case Number--Enter the patient's program case mmber as 
shown on the identification card or validation forin. (See Section 101.) 

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

Drug Supplied--Enter generic name of drug. 

Provider Number--Enter the provider number • 

.Manufacturer--Enter na:rre of drug manufacturer. 

Cost--Enter actual invoice cost. 

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

Day's SUpply--Enter number of days. 

Dosage Form--Enter drug directions. 
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HOSPITAL ADMISSION AND BU.LING PRCX:EDURES 

Strength--Enter strength of drug • 

Rx Number--Enter Rx number. 

Original Rx or Refill--Check one. 

Date Dispensed--Enter current date. 

314. DISPOSITION OF CCM'LETED FORM ~-7 

a. Attach to Outpatient Claim fo:rm MC-4A. 

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

315. PROCEDURES FOR SUBMI'ITING CORRECT'ED INPATIENT AND OUTPATIENT BILIS 

The hospital may find that a bill already submitted is incorrect. It is not 
necessary to submit a oorrected Fo:rm MC-1 or Fonn M:-4 unless total charges 
change by rrore than $10.00. 

To correct a previously submitted bill, the hospital should reproduce a legible 
oopy of the submitted bill. The necessary oorrections should be made in red in the 
appropriate item. The corrected bill should be narked "Debit--Adjust" in the 
upper right hand corner, and nailed to the Contractor • 

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

316. EXHIBITS 

I. 
II. 

III. 
IV. 
V. 

VI. 

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

Inpatient Hospital Clcilin Fonn 
Explanation of Acconm:xiation Furnished Fonn 
Inpatient Recertification Form 
Outpatient Hospital Claim Fonn 
Hospital Admission - Notification Fonn 
Hospital Phannacy Rx Rep:>rt 

45 



I' 

(ii» STATE OF NEW JERSEY 
Department of lnstitution1 and Agencies EXHIBIT I 

Division of Medical Auistance and Health Services 

~I INPATIENT HOS _PITAL CLAIM 
•nt•• La■t Nam• P'ir■t Name Se• I Bll'tlldate 

~ 
2, ~ Male 0 Female 

3, ~-/ ~y I~. Doe John 
1Aam1■■1on Date Claim From-Date Claim Thru-Date Daya ~~ ... Att•ndlns Ph:,■ lclan•• Name Medical Record No. 5, 6, 7 , •• ay■ Leet l"lret M.l. 11. 011 06170 011 06170 011 11170 5 

9, 
0 10. 

Mo, Dey Yr, Mo. Day Yr. Mo, Day Yr, Zotti Frank 2620 'ir.altliS•r.· fr•• Pl'oeram CHe No, PaUent Per■ on NO, Pl'ovlder Name and AddreH Provider Number 12, 
I 

13. 14, 15, I ' I I I I ' I 

0 'l '2 '3 '4 I 5 '6 I 7 '8 '9 01 Alexander Linn 310004 . 
Caae La•t Name Flrat Name 20 Walnut Street 
16, 

Sussex, New Jersey Doe John 
17, Patient'• Certification, Authorization to Releaae Information, and Payment Request. I certify that the aervice(a) covered by thia claim has been 

received, and I requeat 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 Services or ita authorir.ed Agent• any information needed for this or a related claim. 

c I d . I Sianature (Patient or authorized repreuntatio•J I Date onta ne in 

[xi provider's record 
01-06-70 ·u. ST A TEMENT OF CHARGES Patient ltatua 

~ ltUl Patient 8 DeceaHd Pl■charse Diite 
·COVERiD NO!:~~v-•-~•o 

20, 
Dl■charsed Tranafer :o lll,01111 I 70 ACCOIIIIODATION DAYS RATE CKARG S 

other lftlMIU■n llo, Day Year 1 Bed 
,. __ .... _ 

2, 3, 4 Bed 5 55.00 275.00 
Aaauttuas Dlapo■ l• 
22, 

Ward Possible Appendicitis 
Abdominal Pains 

Coronary /Intensive Care 
Dlacha,se or cWNnt diapoeea 

Self Care 23° 

S1,.-..nJ1'AL .&rrnu ru.&or..v~ 05 275 00 Pr_.,., 
Acute Appendicitis NURSERY . 06 

OPERATING ROOM 07 100 00 Secondary 

n~ 'C LIVERY ROOM Su,slcal Procedure■ (Sltow data ol ••ell) 
, !SICAL THERAPY 10 24, 

SPEECH THERAPY 11 Primary Appendectomy - 1/ 6/70 
OCCUPATIONAL T---- •;:;y 12 • 
RADIATION "MHH~~py 13 

Secondary 

INHALATION/OXYGEN n:=--~~ 14 Claim related to employment? No , II Y••• ,1ve nane ol employer. 
LABORATORY 15 80 00 25, 

• X•RAYS 16 25 00 
EKG'S 17 

Other lna11ntnce or liability co,,erase 
EEG'S 18 26, 

ADMIN. OF ANESfflESIA 19 50 00 Name NONE Polley Number 

ADIIIN. OF BLOOD 20 
BLOOD 21 27. Provider Certification: I certify that the services covered by 

PHARMACY 22 15 00 thia claim and the amount char&ed therefore are in accordance 

SUPPLIES•Meclical/SurKical 23 15 00 with the reKUiationa of the New Jersey Health Services Pr<>&ram; 
that no part of the net amouht payable under thia claim has been 

AMBULANCE (Hoepltat Owned) 24 25 nn 
paid; and that payment of auch amowtt will be accepted as pay-

OfflER (Deecrlb•) 26 ment in full without additional char&e to the patient or to others 
27 on hia behalf. :I ala~ certify that the services have been fur-
28 ni■hed in full compliance with the proviaiona of Title VI of the 

TOTAL 98 585 00 Fe?1 Civil Ripta Act. 

~9- OTHER COVERAGE - REMAINING CHARGES ,,,~A• ~ /-le)- Jo 
MEDICARE • DEDUCTIBLE 29 Provider Repreeer#,va Sl,,.eture Date Sent 

-
11EDICARE • Co-Insurance 30 REMARKS: 

MEDICARE • OTHER 311 . 
OTHER (D .. crlbo) 32 

TOTAL 99 



• 

STATE OF NEW JERSEY 
Deportment of Institut ions and Agencies 

Division of Med ical Assistance and Health Services 

EXHIBIT II 

t • Adm,.uon Da,e 6 . Claim Fmm- D•<• 7 . Cla im Thro-Dao• 8 

.., 1 9} 1 Paq I fP Mo~]! D~6 1 l,~ !J} 1 b} 1 f}! 

John 

, 2 . Ul'elth Sl'Tvlcea Program Caal' No . 13 . Patient Pl'r!lon 14 
I I I I I I No . 

0 I 1 I 2 I ) I 4 I 5 I 6 I 7 8 9 01 
' 16 . Ca ■ l' Leal Name 

• 
Doe 

First Name 

John 

Providl'r Name and Addre ■ a 

Alexander Linn 
20 Walnut Street 
Sussex, New Jersey 

11 . TYPE OF ACCOMMODATION FURNISHED 

17A. MOST PREVALENT SEMI-PRIVATE RATE $ 48.00 

178 . 1-BED l7C . 5-0R-MORE-BED 

FROM (Date) TO (Date) RATE FROM (Date) TO (Date) 
-- -·· 

01-06-70 01-11- 70 $60.00 
-- ---- -------- •·-·--- -- -- --- ---

~ - - ---- -- -- - -· - --- --- - -- --- -- ---- - --- - - ~--

--· 

18. REASON FOR ASSIGNMENT TO ACCOMMODATION MENTIONED 

2620 
15 . Provider Number 

RATE 

,,..-.. ..-----------------------------------------------------,--------
_('PATIENT'S REQUEST - The 5-or-more-bed accommodation shown above was furnished because I requested it. 

• 

19 . PATIENT'S SIGNATURE 20. DATE 

01/06/70 
21. MEDICAL NECESSITY (Describe) 

Patient has communicable disease. 

22 . OTHER REASON (Specify) 

23. SIGNATURE OF HOSPITAL REPRESENTATIVE 24 . DATE 

, c..o._~ 
ti 25. FOR CONTRACTOR'S USE 

26 . Where Contractor determines that assignment to S-or-more-bed room was not at patient's request, or was 
~ot consistent with the purposes of the Act, give difference between total of charges for accommodation at 

~e most prevalent 2-3-4 bed room rate and charges for a 5-or-more-bed room for all covered days included 
on bill for services attached . 

~ ..J~nRACTOR'S APPROVAL 
28, DATE 

MC-5 (1-70) 

$ 



ti 

• 

'STATE OF NEW JERSEY 
Deportment of Institutions ond Agencies 

Division of Medical Assistance ond Health Services 
EXHIBIT III 

INPATIENT RECERTIFICATION 
Firat Name 2 . Sex 

Joan 
C Male JC Female. 

S, Admiaaion Date 6 . Claim From-Date 7 . Claim Thru-Date 8, Daya 9, Leave 
Daya 

10, Attending Phyaician' s Name (Pleaae Print) 

12 . Health Service ■ Pro1ram Caae No . 

I I I I I 1 

1 I I I 

16. Caae La•t Name 

Edwards 

Laat Fint M.I. 
21 0 Black Harold 

13 . Patient Peraon 14 . Provider Name and Addre•• 
No . 

02 Alexander Linn 
Fint Name 20 Walnut Street 

Sussex, New Jersey Joan 

11. Medical Record No . 

15 . Provider Number 

ATTENDING PHYSICIAN'S STATEMENT REGARDING CONTINUED HOSPITALIZATION 

Attending Physician is Required to Answer Items Listed Below On All Cases in Hospital More Than The 
Number of Days Allowed on Individual Diagnosis (AID) Basis: 

1. Current Diagnosis: 

Asthma 

2. What is the Reason for Continued Hospitalization? 

Patient has difficulty in breathing. Continued use of oxygen therapy. 

3. Approximate additional necessary length of stay if still hospitalized: 
Days 

11 days. 

Date: 

1 - 19 - 70 

Atte~~ 

Month Day Year Signature 

NOTE TO DOCTOR 

The regulations of the New Jersey Health Services Program require the recertification of continued hospital 
need of your patient. Your prompt cooperation is required so that reimbursement for the additional days 
may be considered. 

DISTRIBUTION: ORIGINAL - CONTRACTOR 
COPY 1 ' - COUNTY 
COPY 2 - PROVIDER 

MC-2 (1-70) 
COPY 3 - UTILIZATION COMMITTEE 



STATE OF NEW JERSEY 
Oc.portinenl ol lnstilutions ond Agencies 

Division ol Medical As!.istonc e ond Health Services 

EXHIBIT IV 

OUTPATIENT HOSPITAL CLAIM 
1. Pat ient I lost Nome Fint Nome 2. s .. 

13. 

0: 1 : :6 Patient Person No. 

22 
16. Cose Lost Nome First Nome 

Doe James 

Q9 Mole D Female 

10. Attendint Phy1icion'1 No"'• (PleoH P,intJ 
lost Fi,st IA.I. 

Leone Jason 
U. Pro,,,ider No"'• oncf Aadreu 

Alexander Linn 
20 Walnut Street 
Sussex, New Jersey 

310004 

17. PAT I ENT' S CERT I FICA TI ON, Au tho ri z ot ion to Rel !' os e lnformoti ;,-n-, -o-nd-,-::P,...o-ym-•n_t_,R.,..e_q_u_•_a_t ,""'l_c_e-rt-i ~fy-th,-o--t-t-:-h-.-,-.-,.,,~i-ce-:(-,-,-) -co-.,,-.-,.-d.,.-:-by---:th~i-1-c..,..l o_i_m...,h:-o-,-b,-•-•-n- - · · · 
received, ond I request that payment for the1• 1ervice1 be mode on my behalf. I outhorize ony holde, of medical or other information obout "'• to ,el•os• 
to the Division of Medical Assistance cind Health Service, or its authorized Agent1 ony info,,..atic,n neede-i for. th11 or o relote4 cloim. 

18. TYPE OF CLINIC (lndkot• Dotu V;s/t,JJ /J l 
____ u __ 'J__ _-_-_2_1=1===v=2=1=1=s===2=/=l=o--===2=1=2--B _-_-_-_-_-_-_-_-_-_-_-_-_-_-_-_-------=-=----==-----------~----_-_ ::_~ 
~-----------------------------..--------------------··· ·--------· - · · 

19. STATEMENT OF CHARGES 21. Patient Stotu1 
~C-L-IN_I_C_V-IS_I_T _______________ 0_1 ____ 4_0_0_0..,.. OStill Patient (X] Oiacharged 0 Deceased 

EMERGENCY/OPERATING ROOM 09 22. Nature of ServicH Rendered 

PHYSICAL THERAPY 10 
SPEECH THERAPY 11 Rheumatic Heart Disease 
OCCUPATIONAL THERAPY 12 
RADIATION THERAPY 13 L----------------------lJ----,~---+-~J-~~--~---~-~-----:--:~------------·-
INHALA TION/OX YGEN THERAPY U - 23. Sur9icol Preceduru (SJ.ow doto ol eocltJ l 

~L_A_B_0_R_A_T_0_R_Y ____________ ..,.__l_S_+--___ 2__,S_U_U--11 Primary None 
X-RAYS 16 15 00 

i...:A~D::..:M~IN:.:..•_:O:...:.F___:_:A:..:.N-=E-=-ST.:..H:....:....=.E.::...:Sl..:...A:...._ ______ --1,_1_9--+---+---t...;;S..;..•c;..;co.;.;.nct;;..;;a__,,y'---------------------- ___ _ 

i,..:..:A~D:..:.:M:.:..:l~N:..:·...:0:::..:...F...:8=L:..::0:..::0:..:D::__ __________ __,.__2_0__,~---t---t 2~. Claim related to employfflent?__.N....,o ___ . If,, •••• ;,,,. name ol employer. 

BLOOD 21 

L-P..:...H:.......:....:.A.:...:.R:.:.:M..:...A~C....:..Y ____________ ...,__2_2--+---+---t~-=--:---~---"":"""'.""-:-:---:----------------- __ 
SUPPLIES- MEDICAL/SURGICAL 23 25. Otho, ln1uronce or Liol,tlity Covoro9• 

~0_:._T..:...M~E..:...R.:....:...CD_e_•_c,_;b_e.;.;.J __ E.;.;.K_G,;.._ _______ _,.__2_6_+--___ 2'.__,0_0_0-tNome 
None 

Policy Number 
27 
28 

TOTAL 98 
20. OTHER COVERAGE - REMAINI NG CHARGES 

MEDICARE - DEDUCTIBLE 29 
MEDICARE - CO-INSURANCE 30 
MEDICARE - OTHER 31 

lUU UU 

26. PROVIDER CERTIFICATION: I certify that the aorv ices covered 
by thia claim oncl tho amount chorgod thoroloro ore in occorcfonce 
with tho regulation• of tho Now Jersey Health Services Program; 
thot no port of tho not amount payable under thia clo im hos been 
poicl; oncl thot payment of such amount wi II be accepted os poy • 
1nent in full without a4'ditional chorgo to tho patient or to others 
on hia behalf. I alao certify thot tho aorvicea hove boon fur.• 
niahocl In full compliance with tho prov isions of Tit le \'I of tf,e 
Foclo,ol Civil Rights Act. 

~~ (j}oP~c,I, 3/1110 
'Provide, Rep,esontotivo Si9natur• Oo,e Sen, 

OTHER (Describe) 32 REMARKS: i,...:::..:..:..:.::..:.:...~:.::.:.:..:.::.:.:....-----------~t----,~---t--t 

TOTAL 99 

I 

] 
~rm 

~t:__-~. ------~ 
MC-4B (1-70) PROVIDER COPY 



~ 

• 

STATE OF NEW JERSEY 

Department of Institutions and Agencies 

Division of Medical Ass i stance and Health Service~ 

NOTICE OF ADMIS SION 
l. Patient's Last Name First Name 2. Sex 3. Bi rthdate 

D Male D Female 
Mo. / Da / Yr . 

5. Admission Date 6. Claim From-Date 7. Claim Thru-Date 8. Days . Leave 10. Attending Physician's Name (Please Printi 

I I I I 
Mo. Day Yr. Mo. Day Y r. 

I 
Mo. Day 

I 
Yr. 

Day s Last First M.I. 

12. Health Serv(ces Program ase No . 13. 14. Provider Name and Address 
Patient Person No. 

Case Last Name First Name 

OTE: First two digits of Health Services Program Case Number indicate county designation. 

01 Atlantic 04 Camden 07 Essex 10 - Hunterdon 13 - Monmouth 16 - Passaic 

02 Bergen 05 Cape May 08 Gloucester 11 - Mercer 14 Morris 17 Salem 

I 03 - Burlington 06 Cumberland 09 Hudson 12 - Middlesex 15 Ocean 18 Somerset 

l --

MC-1 C (1-70) 

22. Admitting Diagnosis 

This form should be mailed within 48 hours to the 

local County Medi cal Assistance Unit. 

COUNTY COPY 

11. Medi cal Record No. 

15. Provider Number 

19 - Sussex 

20 Union 

21 Warren 



f) 

STATE OF NEW JERSEY 
Department of Institutions and Agencies 

Division of Medical Assistance and Health Services 

PATIENTS NAME 

DRUG SUPPLIED 

MANUFACTURER 

QUANTITY 
DISPENSED 

DAYS 
SUPPLY 

DOSAGE 
FORM 

HOSPITAL PHARMACY RX REPORT 

HEALTH SERVICES PROGRAM NO. 

COST 

CHECK ONE 
STRENGTH RX NUMBER 

ORIG RX REFILL 

COMPLETE AND ATTACH TO OUTPATIENT CLAIM 
MC-4A WHEN TAKE HOME MEDICATIONS ARE DISPENSED. 

MC-7(1-70) 

• 

PERSON NO. 

PROVIDER NO. 

DATE 
DISPENSED 


