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Mission:
To help our members, and the
communities we serve, be healthy.

Vision:
To be the most highly regarded
managed care plan in California.
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What is a Claim?

peCal ORI

« Aclaim is a “bill” that healthcare providers submit to a member’s insurance provider

» The bill contains unique medical codes detailing the care or services administered during a member
visit

* The codes describe any service that a provider uses to render care

« A provider submits a claim that includes all relevant codes and charges for that visit, including
procedure codes, diagnosis codes, and modifier.

What is a Clean Claim?

« A“clean claim” is a claim that can be processed without obtaining additional information from the
provider of a service or a third party.

« Partnership has 45 business days from the received date to process claims.
« Currently, we are processing most clean claims within 20 days of receipt.

RED,
‘@

HEALTH PLAN

-



PARTNERSHIP

Clean Claim Billing Tips

gL TOeHl ‘
/

Providers have 365 days from the date of service to submit claims to
Partnership for payment consideration. Claims received on the 366th day

from the date of service will be denied.
" /

- ™~
Verify the member’s Client ID/CIN is valid and complete on the invoice.

Do NOT use the member’s Social Security number.

\

/
\

\
J

Make sure you are using the current version of the claim form dated
02/12 printed in red “drop-out” ink.

N— _

4 All CMS1500 forms require a “wet” signature. This means an actual N

signature; not initials, a stamp, and/or typed. This includes copies for
crossover claims. The signature does not have to be the actual

physician, it can be the biller or any designated representative of the

practice. Use black ink only. "
————
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Claim Submission
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Electronic Claims

Electronic Data Interchange (EDI)
v' Submission of HIPAA-compliant 5010 version 837P File
v’ Preferred submission method for faster reimbursement
v Contact EDI Enrollment and Testing at:
Phone: (707) 863-4527 or EDI-Enroliment-
Testing@partnershiphp.org

Paper Claims
v Submission of CMS-1500 format only
v Send to: Partnership HealthPlan of California (Medi-Cal)
P.O. Box 1368
Suisun City, CA
94585-1368



mailto:EDI-Enrollment-Testing@partnershiphp.org
mailto:EDI-Enrollment-Testing@partnershiphp.org

Benefits of Electronic Billing

sl TS

Why bill electronically?

« Improve data quality
o Eliminating illegible handwriting errors
o Keying and re-keying error
« Real-time visibility into transaction status
o Error reports from Clearing House enables corrections of errors

* Reduced administration expenses
o No more purchasing claims forms
o No printing necessary
o Postage and handling cost eliminated
« Expedited claims adjudication & payment
o Exchange transaction in minutes instead of days for postal service
o Quicker processing and turnaround for reimbursement
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of CALIFORNIA

Professiconal Claim Type

Provider Information

Supervising Provider's NP1
Supervising Provider's
Taxonomy

Spervising Provider
Address

Member Information

Member Name

Date of birth

PHC Member ID or CIN
Address

Gender

Signature on file or
member signature

Service Visit Information

Date of service
Flace of service code

Service delivered

Appropriate Diagnosis +
ICD 10 Indicator O

Proc code + modifier
Mumber of units to bill
Charges (in $)

Note: All services for Community Health Workers MUST be billed on a
CMS-1500 form or the electronic equivalent (837P v.5010 transaction).

HEALTH INSURANCE CLAIM Fromn
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Billing Requirements

of CALIFORNIA

A Public Agancy

- : Number of -
CPT Code Description Time : Frequency Limit
Patients
98960 Self-management education and training, Face-to Face 30 minutes 1
: - : 12 units up to 6 hours
98961 Self-management education and training, Face-to Face 30 minutes 2-4 t(?tal
98962 Self-management education and training, Face-to Face 30 minutes 5-8

‘ Description Location Code

| U2 Used to denote services rendered by Community Health workers ANY

Please note: If billing for telehealth services location code 02 is required
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of CALIFORNIA

A Public Agancy

ElhEl

[=18%*
HEALTH INSURANCE CLAIM FORM

AFFACVED B HAT ICHAL LNFOR CLAIM CORMTTES 00 20 2

e

PARTMERSHIP HEALTHFLAM OF CALIF

PO BOX 1368
SUISUN CITY, CA 94585

Fis |_|_|—

1. MEDICHRE KNEDICAID TRICAFE CHARFYA, EE&I‘F; aLan EEP':FUH: THEA | 1a INSUREC'S | D. HUMEER IFor Frogram in 1em 1]

| e [x] marcan [ omancon [ ieabering [ ] 106 [ e []roa | 99999999K1

T PETENT'E MALE (Lag] Mame, Fral Mame, Mode nid] 3 PAuENT‘SEIH‘H I:_l‘..!.TE 3EX 4. IHBJAEDS HAME (Laed Mame, Frst Mams, Widde nida)
SMITH, MAGGIE 06| 231963/  ¢|x | SAME AS PATIENT

5. PATIENT 5 ADDRESS MO, Gieed)

5. FATIENT AELATICHEHF TO INS_FED

T INBUREDS ADORESS (Mo, Sreal)

HOMELESS o1 [5¢] samse| o[ | oma[ | | 4665 BUSINESS CENTER DRIVE
[ STATE |3, RESERYED FOR MU LBE CITY BTATE
FAIRFIELD CA FAIRFIELD CA
ZIF CO0E TELEPHOME [Fchik 52 Cooa) ZIP oOE TE_LEPHOHE IWioiicke Aicsa Cocka)
04534 ( 707 ) 555-5555 04534 { 707 ) 555-5555

3. OTHER INS_FED'S NAME [Last Hama, Arst Namsa, Micdka inilal)y

a. OTHER IMNSURERS FOUCY CORGRICLE HUMEER

b. REEERVED FOR MUCC LESE

. AESERWED FOR NUCELSE

10. IE FATIENTS CONDITION FELATED TO

a EMPLOYMENT? dCument or Presdcas)

D YES I:I HD

b ALTDACCIDENTY PLACE [Sales

DTEE DMDl |

11. INBURED'S POLICY GROUF OR FECA RILLEER

a. INBURED'EDATE OF EFRTH SEX
bR | DD | Y
] 1

| ML |

b OTHEA CLAIMID Dl gnabed ki RS
]

C. OTHER ACQIDENT?

[Jres  [Juo

C.INSURAMCE FLAN MOME OF PROGA.0M HANE

o, INSUAAHCE PLAN HOLE OF FROOAAM HANE

10d. CLAM SORES Desigrmied by HUCS

d. 18 THEFE AMOTHER HEALTH EENEFIT FLANT
|_vee Mo #yas complok it 0, 3a, enciad

AEAD HACK OF FORN BEFOAE CONMPLETING & BKENRG TH 5 FOS.
12. PATIENTS CA AUTHCRIZED FERGON'S SIGHATURE | aun orze Mo nalessa oF sy mecial oromes infi makon nedes sy
Io process hizchvm | deo reques| piymeniol gouemment benefifsither o mssf o o be prly whoscceps ssgnment

13, INSRECS OR AUTHORIZED PERICARS SIGHNATLIRE | arthorize
paymani ol madical teratis o the undersigned physdan or suppiiar for
werwices dewdbed Eelow.

om.
e SIGNATURE ON FILE . 0110272022 .. SIGNATURE ON FILE
1+ TECF CAIRARENT ILLMESE, IMULIRY, o PREINANGT (LMPY |15, OTHER DATE 16 DATESEATI HABLE T 'WORAK | CURBENMT OCCUPATICH
E;i LN Ty B 1 L ool i Mkt OO Y m |B¢E'H | Y Eﬁ" | OO T
: : QAL ! | I FROM | I = P
17 RAME OF REFERRAMG FROYICER OR CTHER SDLRCE 13, HOSATALEZATION DATES RB_ATED T HT CES
ek ] W T DATERG T EETCES,,
I iTh | MPI FARCM = = T4 I I

FATIENT AND INSURED INFORMATION — | CARRIER —)»
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PARTNERSHIP

CMS 1500 Form-CHW

of CALIFORNIA
A Public Agency
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L 1o service line below (24E) : 22, RESUBMISSION
7556 B nd Ty CODE ORIGINAL REF, NO.
A, | = O c. | D. | |
E . - ; 23. PRIOR AUTHORIZATION NUMBER
. J . § PK2404270001
A S e
24, A, DATE(S) OF SERVICE B. | €. [D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G, Ho | I J.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS ok |Famly| ™ RENDERING
MM DD YY MM DD YY |SERVICE| EMG | CPT/HCPCS MODIFIER POINTER § CHARGES UNITS | Fn | QUAL PROVIDER ID, #
| | I I | | B
08 22,23 | 08,22 23| 99 93960 | U2 | ! A | 106 64 | 4 NPl
! ! ! ; . ! [ - i B
. A [ | | T
! | I [ I | [ i Aty
A N I S I I | | | [ [ [
I I I I I | I ]
A N N S S I L | |
25, FEDERAL TAX I.D. NUMBER SSN EIN | 26. PATIENT'S ACCOUNT NO. [ 27. ACCEPT ASSIGNMENT? | 28, TOTAL CHARGE 28, AMOUNT PAID 30, Rsvd for NUCG Lise
941235687 S | |
v [[Jves [ ]wo $ 106 64 = ! :
31, SIGNATURE OF PHYSICIAN OR SUPPLIER 32, SERVICE FACILITY LOCATION INFORMATION 33, BILLING ROVIDER INFO & PH # ( ]
INCLUDING DEGREES OR CREDENTIALS
(| certify that the slalements on e feverse
apply to this bill and are made a part thaneal,) PHC BILLING DE PT'
Bonnee Freea 0812412023
SIGNE DATE * - * 168669999 L
cf‘“E D;’&
hd <
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Claim Corrections:

Provider Dispute Resolution

sl

PROVIDER CLAIMS DISPUTE RESOLUTION REQUEST (attachment &)

INSTRUCTIONS
» Please complete the below form. Fields with an asterisk (7) are required.
Be specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME.

Pr0V|derS have the r|ght to SmeIt a payment . Provide additional information to support the description of the dispute. Do not include a copy of a claim that

was previously processed

+ Mail the completed form lo:  Partnership HealthPlan of California

dispute if they disagree with a claim decision A e R

Suisun City, CA 94585-3172
regarding the denial or compensation of a claim. B S O A aoP e
*PROVIDER NPI: *PROVIDER TAX ID:

Providers may submit disputes via Provider B AE
Online Services or by mail.

PROVIDER TYPE: [] MD/PCP [J Specialist [] Hospital [J ASC [J SNF [] DME [J Rehab

0O Home Health O Ambulance/Transporlaton [0 MH [O Other
(plesss specify)

The Provider Claims Dispute Resolution process CLAM NFORMATIO [ S (i LKE”Ctms i st s
is a used by contracted and non-contracted e
providers for disputes regarding invoices, billing T Amm,
determinations or other contractual or non-

[ Corrected daim/Additional documentation attached [ Seeking Resolution Of A Billing Determination

contractual issues O tnepamen 0 Revmnns Ao o s
. [ Disputing Regquest For Reimbursement Of Overpayment [ other:

*DESCRIPTION OF DISPUTE:

"EXPECTED QUTCOME:
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Claim Corrections:

Provider Dispute Resolution
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PROVIDER CLAIMS DISPUTE RESOLUTION REQUEST (attachment &)

INSTRUCTIONS
» Please complete the below form. Fields with an asterisk (7) are required.
+ Be specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME.

/ D iS p utes Can be S u b m itted With i n 365 d ayS . :::::I;gﬂﬁgr:n;}ﬁ?gg:uon to support the description of the dispute. Do not include a copy of a claim that

+ Mail the completed form lo:  Partnership HealthPlan of California
Attn: Claims PDR

(One year) from the Orlglnal pald/den|6d gﬂuﬁcéi:fs&msss-sﬁz

d ate on th e P artn e rs h I p RA D I S p utes FAX UMITAR APPEALS TO: (T07)863-4116  FAX PHARMACY APPEALS TO: (707) 863-7330

*PROVIDER NPI: “PROVIDER TAX ID:

received after one year are subject to PROVIDER NAVE

PROVIDER ADDRESS:

automat'c den'al PROVIDER TYPE: [] MD/PCP [J Specialist [] Hospital [J ASC [J SNF [] DME [J Rehab

0O Home Health O Ambulance/Transporlaton [0 MH [O Other

(please specily)

\/ P artn ers h I p WI I I ac kn OWI ed g e re Cel pt Of th e CLAIM INFORMATION [ Single [ Multiple “LIKE” Claims (complele attached spreadsheet)

*Member Name: “Date of Birth:

dispute immediately and will respond PR R i ORGSR O G T

usa altached spreadsheet)

electronically indicating the outcome of the S o e T e
dispute review within 45 working days.

[ Corrected daim/Additional documentation attached [ Seeking Resolution Of A Billing Determination
O underpayment [0 Retroactive Authorization now on file

v Provider Dispute form can be downloaded ”"““‘”“ —
from the Partnership website.

"EXPECTED QUTCOME:
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PARTNERSHIP

Best Practices
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« Submit claims regularly — this allows for time if you need to submit for an authorization.

« Review your claim for any necessary attachments, remarks, modifiers, and other claim
requirements.

* Review your EOB/RA immediately for any billing errors and generate an e-CIF to make
corrections. e-ClFs are the easiest and guickest method of claims corrections.

« Verify billing requirements on the Medi-Cal website or Partnership website before
submitting your e-CIF.

* Any questions about claim payments and/or denials, please call Claims Customer Service
for clarification prior to submitting an e-CIF.

* It is important to follow the e-CIFs levels. Skipping straight to an appeal will result in a final
outcome and no additional options to make corrections.
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TAR Information

of CALIFORNIA
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« CHW/P/R services only require a TAR if billing for more than 12 units (six hours)
and must be recommended by a licensed provider.

 TARS for CHW/P/R services will require the following attachments:
o Referral from licensed provider per APL 24-006
o Plan of Care

« CHW/P/R TARs will be approved for 180 days (six months).

* Providers may not bill CHW/P/R services for a member, during the same time
period as enrolled in Enhanced Care Management. Those claims will be denied.
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PARTNERSHIP

Contact Us

of CALIFORNIA

Partnership — Provider Online
Services

* https://provider.partnershiphp.org

[Claims Resolution Unit
- 1 (855) 798-8761

[Claims Customer Service
- 1 (855) 798-875

[Support Emails

« claimshelpdesksr@partnershiphp.org
» esystemssupport@partnershiphp.org




Questions
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