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Home and Community Based Services (HCBS)
Overview

Children’s Home and Community Based Services (CHCBS)
Waiver

Children with a Life Limiting Iliness (CLLI) Waiver
Children with Autism (CWA) Waiver

Medicaid is a health care program for low income Coloradans. Applicants must meet eligibility criteria for
one of the Medicaid Program categories in order to qualify for benefits. Major program categories
include:

e Aid to Families with Dependent e Colorado Works/TANF (Temporary
Children/Medicaid Only Assistance for Needy Families)

e Aid to the Needy Disabled e Aid to the Blind

e Baby Care/Kids Care e Old Age Pension

Waiver programs provide additional Medicaid benefits to specific populations who meet special eligibility
criteria.

Level of care determinations are made annually by the case management agencies (aka Single Entry
Points and Community Center Boards). Members must meet financial, medical, and program criteria to
access services under a waiver. The applicant must be at risk of placement in a nursing facility, hospital,
or ICF/IID (intermediate care facility for Individuals with an Intellectual Disability). To utilize waiver
benefits, members must be willing to receive services in their homes

A"A > ] or communities. A member who receives services through a waiver is

also eligible for all basic Medicaid covered services except nursing

Hl W?J'/H' g & mh facility and long-term hospital care. When a member chooses to

receive services under a waiver, the services must be provided by
certified Medicaid providers or by a Medicaid contracting managed

care organization (MCO).

Each waiver has an enrollment limit. Applicants may apply for more than one waiver, but may only
receive services through one waiver at a time.

#
Prior Authorization Requests (PARS)

Unless otherwise noted, all HCBS services require prior approval before they can be reimbursed by the
Colorado Medical Assistance Program. Case Management Agencies (CMA) complete the Prior Approval

and/or Cost Containment requests for their specific programs according to instructions published in the
regulations for the Department of Health Care Policy and Financing (the Department).
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Providers may contact the CMA for the status of the PAR or inquire electronically through the Colorado
Medical Assistance Program Web Portal.

The CMAs responsibilities include, but are not limited to:

o Informing members and/or legal guardian of the eligibility process.

e Submitting a copy of the approved Enrollment Form to the County department of human/social
services for a Colorado Medical Assistance Program member identification number.

o Developing the appropriate Prior Approval and/or Cost Containment Record Form of services and
projected costs for approval.

e Submitting a copy of the Prior Authorization and/or Cost Containment document to the

authorizing agent. A list of authorizing agents can be found in Appendix D of the Appendices in
the Provider Services Billing Manuals section.

e Assessing the member’s health and social needs.

e Arranging for face-to-face contact with the member.

e Monitoring and evaluating services.

e Reassessing each member annually or upon change in condition.

o Demonstrating continued cost effectiveness whenever services increase or decrease.

Approval of prior authorization does not guarantee Colorado Medical Assistance Program
payment and does not serve as a timely filing waiver. Prior authorization only assures
that the approved service is a medical necessity and is considered a benefit of the
Colorado Medical Assistance Program. All claims, including those for prior authorized
services, must meet eligibility and claim submission requirements (e.g., timely filing,
provider information completed appropriately, required attachments included, etc.)
before payment can be made.

APPROVED

Prior approvals must be completed thoroughly and accurately. If an error is noted on an
approved request, it should be brought to the attention of the member’s case manager for corrections.
Procedure codes, quantities, etc., may be changed or entered by the member’s case manager.

The authorizing agent or CMA is responsible for timely submission and distribution of copies of approvals
to agencies and providers contracted to provide services.

PAR Submission

The following PAR (CHCBS, CLLI, and CWA) forms are fillable electronically and are located in the
Provider Services Forms section of the Department’s website. The use of the forms is strongly
encouraged due to the complexity of the calculations.

Send all New, Continued Stay Reviews (CSR), and Revised PARs for CHCBS, CLLI, and CWA to the
Department’s fiscal agent:

Xerox State Healthcare
PARs
P.O. Box 30
Denver, CO 80201-0030

Note: If submitted to the Department’s fiscal agent, the following correspondence will not be returned
to case managers, outreach will not be performed to fulfill the requests, and all such requests will be
recycled: 1) Paper PAR forms that do not clearly identify the case management agency in the event the
form(s) need to be returned and/or 2) PAR revision requests not submitted on Department approved
PAR forms, including typed letters with revision instructions. Should questions arise about what fiscal
agent staff can process, please contact the appropriate Department Waiver manager.


https://www.colorado.gov/pacific/hcpf/billing-manuals
https://www.colorado.gov/pacific/hcpf/provider-forms

COLORADO MEDICAL ASSISTANCE PROGRAM

HCBS-CHCBS, CLLI, AND CWA BILLING MANUAL

PAR Form Instructional Reference Table

Field Label

Completion Format

Instructions

PA Number being revised

Conditional

Complete if PAR is a revision.
Indicate original PAR number
assigned.

Revision

Check box
OYes [ONo

Required
Check the appropriate box.

Client Name

Text

Required

Enter the member’s last name,
first name and middle initial.

Example: Adams, Mary A.

Client ID

7 characters, a letter prefix
followed by six numbers

Required

Enter the member’s state
identification number. This
number consists of a letter
prefix followed by six numbers.

Example: A123456

Sex

Check box
OM OF

Required
Check the appropriate box.

Birthdate

6 numbers
(MM/DDY/YY)

Required
Enter the member’s birth date
using MM/DD/YY format.

Example: January 1, 2010 =
01/01/10.

Requesting Provider #

8 numbers

Required

Enter the eight-digit Colorado
Medical Assistance Program
provider number of the
requesting provider.

Client’s County

Text

Required

Enter the member’s county of
residence

Case Number (Agency Use)

Text

Optional

Enter up to 12 characters,
(numbers, letters, hyphens)
which helps identify the claim or
member.

Dates Covered
(From/Through)

6 numbers for from date and 6
numbers for through date
(MM/DD/YY)

Required

Enter PAR start date and PAR
end date.
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Field Label Completion Format Instructions

Services Description Text N/A

List of approved procedure
codes for qualified and
demonstration services.

Provider Text Optional (CMA use)

Enter up to 12 characters to
identify provider.

Modifier 2 Letters Required

The alphanumeric values in this
column are standard and static
and cannot be changed.

Max # Units Number Required

Enter the number of units next
to the services being requested
for reimbursement.

Cost Per Unit Dollar Amount Required
Enter cost per unit of service.

Total $ Authorized Dollar Amount Required

The dollar amount authorized
for this service automatically
populates.

Comments Text Optional

Enter any additional useful
information. For example, if a
service is authorized for
different dates than in “Dates
Covered” field, please include
the HCPCS procedure code and
date span here.

Total Authorized HCBS Dollar Amount Required
Expenditures Total automatically populates.
Number of Days Covered Number Required

The number of days covered
automatically populates.

Average Cost Per Day Dollar Amount Required

The member’s maximum
authorized cost divided by
number of days in the care plan
period automatically populates.
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Field Label

Completion Format

Instructions

Immediately prior to HCBS
enroliment, this client was
in one of the following

facility types:

Check box
O Nursing Facility [0 Hospital

Required for CHCBS only
Check the appropriate box.

Case Manager Name Text Required
Enter the name of the Case
Manager.
Case Manager Signature Text Required
Signature of Case Manager.
Agency Text Required
Enter the name of the case
management agency.
Phone # 10 Numbers Required
123-456-7890 Enter the phone number of the
Case Manager.
Email Text Required
Enter the email address of the
Case Manager.
Date 6 Numbers Required
(MM/DD/YY) Enter the date completed.
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HCBS-CHCBS PAR Example

STATE OF COLORADO DEPARTMENT OF HEALTH CARE POLICY AND FINANCING
REQUEST FOR CHILDREN HOME AND COMMUNITY BASED SERVICES (HCBS) PRIOR APPROVAL AND COST CONTAINMENT | CHCBS-U5
HCBS - Children's Home and Community Based Services (CHCBS) Waiver Eumise Do gryed
Revision? [Jves [¥]no
1. CLIENT NAME 2. CLIENT ID 3. SEX 4. BIRTHDATE
Client, Ima Al1111 Llm e [m70007
5. REQUESTING PROVIDER # 6. CLIENT'S COUNTY 7. CASE NUMBER (AGENCY USE) 8. DATES COVERED
00112233 From: 07/0513 | Through: 07/04114
STATEMENT OF REQUESTED SERVICES
19. Description 10. Provider |[11. Modifier | 12. Max # | 13.CostPer Unit [14.Total$ 15. Comments:
Units Authorized
T1016 CHCBS Case Management (UB) 90 $8.43 $758.70
H0038 IHHS Health Maintenance Activities (U5) 4928 $7.00|  $34.93052
A
B
16. TOTAL AUTHORIZED HCBS EXPENDITURES (SUM OF AMOUNTS IN COLUMN 14 ABOVE) $35,698.22
17. NUMBER OF DAYS COVERED (FROMFIELD 8 ABOVE) 65
18. AVERAGE COST PER DAY (Client's maximum authorized cost divided by number of days in the care plan period) $97.80
A. Monthly State Cost Containment Amount $0.00
B. Divided by 30.42 days = Daily Cost Containment Ceiling $0.00
19. Immediately priorto HCBS enrollment, this client was in one of the following facility types: [ ursing Facility Haspital
20. CASE MANAGER NAME 21. AGENCY 22. PHONE # 23 EMAIL 24. DATE
Jane Doe
D0A CASE MANAGER SIGNATURE: AAA 333-111-2222 Jane.Doe@AAA.com 71512013
Dee
DO NOT WRITE BELOW - AUTHORIZING AGENT USE ONLY
25. CASE PLAN: [] approved Date: [ Deried Date: Return for correction- Date:
26. REGULATION(S) upan which Denial or Return is based:
27. DEPARTMENT APPROVAL SIGNATURE: 28. DATE:
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HCBS-CLLI PAR Example

ETATE OF COLDRADD DEFART MENT OF HEALTH CARE POLICY AHD FIMANCING
AROUEST FOR CHLOAEN HOME AND COMMIUMNTY BASED SRRWVIEES (HOE 5] PRICHE ASFR OWAL AMO COST CONTAINMIEMT | CLLHMY
HCES - Children with Life Limiting lliness (CLLI) Waiver PAMmb.r bbgra o
Fmimior? [ v [Hn
1. CLEENT MAME 2ZCLENTID 5. SEX 4. BERTHDATE
Glient, Ima 1222 Ao OIF [4vam
5. REQUESTNGPROVIDER # 6. CLIENTS COUNTY (7. CASE NUMEER [AEENCYUE) . DATES COVERED
00101 Jefterson From D60 1.4 Trrougn 06/2415
ETATEMENT OF REQUEETED 2ERVICES
o, Descoiphon 10. Prvader |11, Wodifiar 12 Mae ¥ | 13 Coef Perini |14 Tofal 5 15, CodmIments:
Uinits Autho ized
H2032 Art and Play Thessoy (UD) HA 1 Sladi £452 30
H2032 At ard Play Thessoy Group (UTH
H2032 Mustc Themspy (LT
H2032 Must Trempy Group {UID HQ : 1] 5883 25890
BM24 Massage Teesoy (UDH
A2 Cars Cooedinston {LUD)
23 Pz sed Sy miom M arsgem et (U
F313 Respis Cars - Unsiled {4 howrs o less) (UD)
F931 Respie Caee - Unsmiilied {4 mowrs o moee) (LD
TH005 Respie Cars - CHA (4 nous or Bs5) (UD)
38 25 Respiz Cars - TNA {4 nowrs o moes) (LD
TH005 Resnie Cars -Skilled AN LPM (4 howrs o lzss) (UDH
FH25 Respis Caes - Shiled AN, LPN {8 Fows ormoes) (UTH
B0237 E ersavemant Couns=ling {UTH
F025T Thempeutic Lif=Limiing lliress Suopodt - Individial (UD)
B023T Thesmpeutic Lifz Lming liness 5 uopod -Famiy (UD)
F023T Thempeutic Lif=Limiing lliress Suopot - Geowp (LD
A
B
#5. TOTAL AUTHORIZEDHCES EXPENDITURES (SLM OF AMOUNTS |MCOLUMMN 14 ABCVE ) 7720
7. NLMBER OF DAYS COVERED (FROM FIELD & ABOVE) 365
18 AVERAGE COET PER DAY {Cierts maamum aulrorzad oost dvided by member of days inthecare plan pesad) £1a8
B Morinly Stste Cost Cortamment Amownd 000
E Dided by 3042 days = Dal Jost Cortairment Ceiing L0000
T8 CASE MANAGER MAME 20 AGENCY 2. PHOME # 27 BMAIL 23 DATE
John Do
13, CASE MANAGER SIGNATURE BBEB 2221 11-4444 Johin Doe@EE B.oom 22013
Jobin Dee
D0 NOT WRITE BELD'W - AUTHO RIZING AGENT LBE DMLY
M OATERLAN: [ ] : Returnfor comaction-Dde
25 REGULATION{E) upon which Denigl o Retunis besad
25 DEPARTMENT AFPROVAL SIGHATURE Z7. DATE
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HCBS-CWA PAR Example

ETATE OF SDLODRADD EFART MENT OF HEALTH CARE POLIEY AMD FINAKCING
FaCURST FOR DHILDARM HONE AMD CIOIUN IT BASRD SR WIC RS M CES] PRICA APPRCWAL AMDCOST QOMTAMMNENT |M
. . . . P A berbing rovisodk
HCES - Children with Autism [CV ) Waiver g
i [ []
1. CLEENTHAME 2 CLENTID == 4 BRTHDATE
Cle i, Ima Addd 444 On E° limzen
S REQUESTMG FROVIDER & |5, CLIENT'S COUNTY T CASE NUWIEER (AEENCY USE) 5. DATES COVERED
:n.:w-_ _j;n
EESSEEEES Adame -a?.'mn:sr OEEN 14
$TATEMENT OF REQGUESTED SERVICES
. DeeChpmon 10.Provider |11 Modfier | 12 Max® [13. CostPerUnd] 14.To$ |15 Commeniz
Uniz AuEhoized

HODI Bahavior Therames, Lead Thermpist (UL 196 233 S456ETE
HODI Bahavior Theramies, Senior Them pist (UL) HH 1800 LM 5942400
H24r19 Behavior Therapies, Line Siaf (UL)
H2 000 Cngoing Treaiment Evaluations (UL)
H2 000 Post Service Evalugiion (L) =
A
&
16. TOTAL AUTHORIZED HCSS EXFEMDITURES (SUM OF AMOUNTS M COLUMM 14 ABCVE) 31003 TE
17. NUMEER OF DAYS COVERED (FROM FELD & ASOVE) x5
18, AVERAGE COST PER DAY (Cien s maxmum auionzed cosi divided by rumber ofdays i e cane plan period) 25573

A Monmly Siake Cost Contanment Amount £0.00

E. Divided by30.42 days = Daily Cosi Contarmen Ceilng 2000
19, CASE LANAGER NAVE 20. WEENCY 1. FHONE 2 22 EMAL 25 DATE

Sere-Doe
Jana Dos
194 CASE MANACER SISMATURE ok M-22-3333 Jane Doe SCCC com T4

D0 KOT WRITE BELOW - AUTHORIZING AGENT USE CHLY

21 caszrLa O ; [ mered Ry mTesiar Do
25 REGULATICMS) upon which Denial or R aiurn is based
75 DEPARTIVENT APFR OVAL SINATURE 7. DATE
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Claim Submission

Paper Claims

Electronic claims format shall be required unless hard copy claims submittals are specifically authorized
by the Department. Requests may be sent to the Department’s fiscal agent, Xerox State Healthcare, P.O.
Box 30, Denver, CO 80201-0090.

The following claims can be submitted on paper and processed for payment:
»= Claims from providers who consistently submit 5 claims or fewer per month
(requires approval)

= (Claims that, by policy, require attachments
= Reconsideration claims

For more detailed CMS 1500 billing instructions, please refer to the CMS 1500 General Billing Information
manual in the Provider Services Billing Manuals section.

Electronic Claims

Instructions for completing and submitting electronic claims are available through the 837 Professional
(837P) Web Portal User guide via the Web Portal and also on the Department’s Colorado Medical
Assistance Program Web Portal page.

Electronically mandated claims submitted on paper are processed, denied, and marked with the message
“Electronic Filing Required.”

The Special Program Indicator (SPI) must be completed on claims submitted electronically. Claims
submitted electronically and on paper are identified by using the specific national modifiers along with
the procedure code. The appropriate procedure codes and modifiers for each HCBS waiver are noted
throughout this manual. When the services are approved, the claim may be submitted to the
Department’s fiscal agent. For more detailed billing instructions, please refer to the CMS 1500 General
Billing Information in the Provider Services Billing Manuals section.

Procedure/HCPCS Codes Overview

The Department develops procedure codes that are approved by the Centers for Medicare & Medicaid
Services (CMS). The codes are used to submit claims for services provided to Colorado Medical
Assistance Program members. The procedure codes represent services that may be provided by enrolled
certified Colorado Medical Assistance Program providers.

The Healthcare Common Procedural Coding System (HCPCS) is divided into two principal subsystems,
referred to as level I and level II of the HCPCS. Level I of the HCPCS is comprised of CPT (Current
Procedural Terminology), a numeric coding system maintained by the American Medical Association
(AMA).

The CPT is a uniform coding system consisting of descriptive terms and identifying codes that are used
primarily to identify medical services and procedures furnished by physicians and other health care
professionals. Level II of the HCPCS is a standardized coding system that is used primarily to identify
products, supplies, and services not included in the CPT codes. These include ambulance services and
durable medical equipment, prosthetics, orthotics, and supplies (DME/Supplies) when used outside a
physician's office. Level II codes are also referred to as alpha-numeric codes because they consist of a
single alphabetical letter followed by 4 numeric digits. CPT codes are identified using 5 numeric digits.


https://www.colorado.gov/pacific/hcpf/billing-manuals
https://www.colorado.gov/pacific/hcpf/billing-manuals
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Children’s Home and Community Based Services

(CHCBS)

The Children’s Home and Community Based Services (CHCBS) waiver program is for disabled children
who are at risk of institutionalization in a hospital or nursing facility. These children would not otherwise
qualify for Colorado Medical Assistance due to parental income and/or resources. All state plan Colorado
Medical Assistance benefits and case management are provided to children birth through age 17. The
children must meet the established minimum criteria for hospital or nursing facility level of care.
Members meeting program eligibility requirements are certified as medically eligible for CHCBS by the

case manager.
#
CHCBS Procedure Code Table

Providers may bill the following procedure codes for HCBS-CHCBS services:

HCBS-CHCBS Procedure Code Table (Special Program Code 88)
Case Management (HCBS — CM)

Description Procedure Code + Units
Modifier(s)
Case Management T1016 us 1 unit = 15 minutes

In-Home Support Services (IHSS)

IHSS is limited to health maintenance activities, which include support for activities of daily living or
instrumental activities of daily living. Additionally, IHSS providers must provide core independent living
skills.

HCBS-CHCBS Procedure Code Table (Special Program Code 88)
In-Home Support (HCBS-IHSS)

T Procedure Code + Units
Description
L Modifier(s)
Health Maintenance Activities H0038 us 1 unit = 15 minutes

CHCBS, CLLI, and CWA Paper Claim Reference Table

The following paper form reference table gives required and/or conditional fields for the paper CMS 1500
claim form for HCBS-CHCBS, CLLI, and CWA claims:

CMS Field # Field Label Field is? Instructions

1 Insurance Type | Required | Place an “X" in the box marked as Medicaid.
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CMS Field # Field Label Field is? Instructions
1a Insured’s ID Required | Enter the member’s Colorado Medical
Number Assistance Program seven-digit Medicaid ID
number as it appears on the Medicaid
Identification card. Example: A123456.
2 Patient’s Name Required | Enter the member’s last name, first name,
and middle initial.
3 Patient’s Date Required | Enter the patient’s birth date using two digits
of Birth / Sex for the month, two digits for the date, and
two digits for the year. Example: 070115
for July 1, 2015.
Place an “X” in the appropriate box to
indicate the sex of the member.
4 Insured’s Name Not
Required
5 Patient’s Not
Address Required
6 Patient’s Not
Relationship to Required
Insured
7 Insured’s Not
Address Required
8 Reserved for
NUCC Use
9 Other Insured’s Not
Name Required
9a Other Insured’s Not
Policy or Group Required
Number
9b Reserved for

NUCC Use
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CMS Field # Field Label Field is? Instructions
9c Reserved for
NUCC Use
9d Insurance Plan Not
or Program Required
Name
10a-c Is Patient’s Not
Condition Required
Related to?
10d Reserved for
Local Use
11 Insured’s Not
Policy, Group or | Required
FECA Number
11a Insured’s Date Not
of Birth, Sex Required
11b Other Claim ID Not
Required
1ic Insurance Plan Not
Name or Required
Program Name
11d Is there Not
another Health Required
Benefit Plan?
12 Patient’s or Required | Enter “Signature on File”, “"SOF”, or legal
Authorized signature. If there is no signature on file,
Person’s leave blank or enter “No Signature on File”.
signature Enter the date the claim form was signed.
13 Insured’s or Not
Authorized Required
Person’s
Signature
14 Date of Current Not
Iliness Injury Required

or Pregnancy
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CMS Field # Field Label Field is? Instructions
15 Other Date Not
Required
16 Date Patient Not
Unable to Work | Required
in Current
Occupation
17 Name of Not
Referring Required
Physician
18 Hospitalization Not
Dates Related Required
to Current
Service
19 Additional Conditional | LBOD
Claim Use to document the Late Bill Override Date
Information for timely filing.
20 Outside Lab? Not
$ Charges ReqUiFEd
21 Diagnosis or Required | Enter at least one but no more than twelve
Nature of diagnosis codes based on the member’s
Illness or diagnosis/condition.
Injury Enter applicable ICD indicator to identify
which version of ICD codes is being reported.
0 ICD-10-CM (DOS 10/1/15 and after)
9 ICD-9-CM (DOS 9/30/15 and before)
HCBS
CHCBS and CLLI may use R69
CWA may use F84.0
22 Medicaid Conditional | List the original reference number for

Resubmission
Code

adjusted claims.

When resubmitting a claim as a replacement
or a void, enter the appropriate bill frequency
code in the left-hand side of the field.

7 Replacement of prior claim
8 Void/Cancel of prior claim
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CMS Field #

Field Label

Field is?

Instructions

This field is not intended for use for original
claim submissions.

23

Prior
Authorization

Not
Required

HCBS
Leave blank

24

Claim Line
Detail

Information

The paper claim form allows entry of up to
six detailed billing lines. Fields 24A through
24] apply to each billed line.

Do not enter more than six lines of
information on the paper claim. If more
than six lines of information are entered, the
additional lines will not be entered for
processing.

Each claim form must be fully completed
(totaled).

Do not file continuation claims (e.g.,
Page 1 of 2).

24A

Dates of
Service

Required

The field accommodates the entry of two
dates: a “From” date of services and a “To”
date of service. Enter the date of service
using two digits for the month, two digits for
the date and two digits for the year.
Example: 010115 for January 1, 2015

From To
otjoafas| | | |
Or

From To

01/01/15/01 /0115

Span dates of service
From To
01/01|15(01 31|15

Single Date of Service: Enter the six digit
date of service in the “From” field.
Completion of the “To field is not required.
Do not spread the date entry across the two
fields.

Span billing: permissible if the same service
(same procedure code) is provided on
consecutive dates.
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CMS Field #

Field Label

Field is?

Instructions

24B

Place of Service

Required

Enter the Place of Service (POS) code that
describes the location where services were
rendered. The Colorado Medical Assistance
Program accepts the CMS place of service
codes.

03 School
11 Office
12 Home
34 Hospice

24C

EMG

Not
Required

24D

Procedures,
Services, or
Supplies

Required

Enter the HCPCS procedure code that
specifically describes the service for which
payment is requested.

HCBS

Refer to the CHCBS, CLLI or CWA procedure
code tables.

24D

Modifier

Conditional

Enter the appropriate procedure-related
modifier that applies to the billed service. Up
to four modifiers may be entered when using
the paper claim form.

HCBS

Refer to the CHCBS, CLLI or CWA procedure
code tables.

24E

Diagnosis
Pointer

Required

Enter the diagnosis code reference letter (A-
L) that relates the date of service and the
procedures performed to the primary
diagnosis.

At least one diagnosis code reference letter
must be entered.

When multiple services are performed, the
primary reference letter for each service
should be listed first, other applicable
services should follow.

This field allows for the entry of 4 characters
in the unshaded area.

24F

$ Charges

Required

Enter the usual and customary charge for the
service represented by the procedure code
on the detail line. Do not use commas when
reporting dollar amounts. Enter 00 in the
cents area if the amount is a whole number.
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CMS Field #

Field Label

Field is?

Instructions

Some CPT procedure codes are grouped with
other related CPT procedure codes. When
more than one procedure from the same
group is billed, special multiple pricing rules
apply.

The base procedure is the procedure with
the highest allowable amount. The base
code is used to determine the allowable
amounts for additional CPT surgical
procedures when more than one procedure
from the same grouping is performed.

Submitted charges cannot be more than
charges made to non-Colorado Medical
Assistance Program covered individuals for
the same service.

Do not deduct Colorado Medical Assistance
Program co-payment or commercial
insurance payments from the usual and
customary charges.

24G

Days or Units

Required

Enter the number of services provided for
each procedure code.

Enter whole numbers only- do not enter
fractions or decimals.

24G

Days or Units

General
Instruction
S

A unit represents the number of times the
described procedure or service was
rendered.

Except as instructed in this manual or in
Colorado Medical Assistance Program
bulletins, the billed unit must correspond to
procedure code descriptions. The following
examples show the relationship between the
procedure description and the entry of units.

Home & Community Based Services

Combine units of services for a single
procedure code for the billed time period on
one detail line. Dates of service do not have
to be reported separately. Example: If forty
units of personal care services were provided
on various days throughout the month of
January, bill the personal care procedure
code with a From Date of 01/03/XX and a To
Date of 01/31/XX and 40 units.

24H

EPSDT/Family
Plan

Not
Required

EPSDT (shaded area)
Not Required
Family Planning (unshaded area)




COLORADO MEDICAL ASSISTANCE PROGRAM

HCBS-CHCBS, CLLI, AND CWA BILLING MANUAL

CMS Field # Field Label Field is? Instructions
Not Required
241 ID Qualifier Not
Required
24) Rendering Not
Provider ID # Required
25 Federal Tax ID Not
Number Required
26 Patient’s Optional | Enter information that identifies the patient
Account or claim in the provider’s billing system.
Number Submitted information appears on the
Provider Claim Report (PCR).
27 Accept Required | The accept assignment indicates that the
Assighment? provider agrees to accept assignment under
the terms of the payer’s program.

28 Total Charge Required | Enter the sum of all charges listed in field
24F. Do not use commas when reporting
dollar amounts. Enter 00 in the cents area if
the amount is a whole number.

29 Amount Paid Not

Required
30 Rsvd for NUCC
Use
31 Signature of Required | Each claim must bear the signature of the

Physician or
Supplier
Including
Degrees or
Credentials

enrolled provider or the signature of a
registered authorized agent.

A holographic signature stamp may be used
if authorization for the stamp is on file with
the fiscal agent.

An authorized agent or representative may
sign the claim for the enrolled provider if the
name and signature of the agent is on file
with the fiscal agent.

Each claim must have the date the enrolled
provider or registered authorized agent
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CMS Field # Field Label Field is? Instructions
signed the claim form. Enter the date the
claim was signed using two digits for the
month, two digits for the date and two digits
for the year. Example: 070115 for July 1,
2015.
Unacceptable signature alternatives:
Claim preparation personnel may not sign
the enrolled provider’'s name.
Initials are not acceptable as a signature.
Typed or computer printed names are not
acceptable as a signature.
“Signature on file” notation is not acceptable
in place of an authorized signature.
32 32- Service Not

Facility Required

Location

Information

32a- NPI

Number

32b- Other ID

#

33 33- Billing Required | Enter the name of the individual or

Provider Info & organization that will receive payment for the

Ph # billed services in the following format:

33a- NPI 1stLine  Name

Number ond | Add

33b- Other ID ne  Address

# 3 Line City, State and ZIP Code

33a- NPI Number
Not Required
33b- Other ID #

Enter the eight-digit Colorado Medical
Assistance Program provider number of the
individual or organization.
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CMS 1500 CHCBS Claim Example

i
P
-4
HEALTH INSURANCE CLAIM FORM =
oI
AFPROVED HY MATIONAL UK FORM CLAM COMBITTEE iNUCT| m2 o
| FICA Fca | l
1. MELICARE NEDRCEID TMLCARE CHAMPA, GROUP FECA OTHES |1a INEUREDS LD NUKBER (For Program = lsm 1)
HEALTH FLAM BLE LUSG .
ihdeicare 81 (3¢ fidacicak! & D) Member 08 (DK ) s | Daddags
2 PATIENT B NAME (Lamt Marne, First Nurma, Wik initial) 4 F::EN El El‘ir"TD;r‘-"F BEX 4. INERIHELTE HAME [Lawd Marre, Fist Hura, Biccle |nl]
Client. Ima A !l 1w P
A PATIENT B AODRESS (Ko, Sheed) B FATIENT HELATIONSHF 10 INSURED P INERURELT S AOORETSS [Faa , Sreel)
Satt (| Spoan Child e
ary STATE |5 RESEHVED FOR MUCL LEEE [=1d] STATE §
4P CODE TELEPHONE [nohudse Area Code) Z1P CODE TELEFHDOME [Includa Area Coda| g‘
r ] E
() (0 o
[
B OTHER INELUREDTS MAME [Lasd Mame, Firt Nama, Mdde el 10 1S FATIEMT'S CORCETION RELRTED TO T INEURELTS BOLICY GHOUF DR FECA NUMEER -
[=
w
& OTHER INSURELTS POLICY OF CROUP MUMBER in E * E & o IMSURELE DATE OF BIRTH BEX x
. EMPFLOYMENTT (Cunrent or Previcus) e [ 3
YER ] | | L F =
b RESERVED FOR RUCE L2 b ALTS ASSDENT? PLACE [Stata) | b OTHER GLAIM |0 el praed By WUCC] i
YES NS ] =y
3 ¥ - T C IMEIHARCE FLAN MAME Ot FROGRAM MAME E
O HLICC UBE c OTHER ACTIDENTY - - - =
w
YES el [ =
A INSIHANGE PLAM MEAME G FROGREM FANE Tod RESERWED FLR LOGAL USE 4. 15 THERE ANGTHER REALTH BENEFIT FLANT =
YES 2 b ¥ s compiets e S, Se and B2
FEAD BACK OF FONN BEFOME COMPLETING & SIGNING THIS FONM. 15 |INSUHELD'S OR AUTHORLIED PERSOK'S SIGMATURE | mithodse
12 PATIENTS OR ALUTHORZED PERSONS SISHATURE | mubhoize B celame of any medcsl or o informslion necmasry|  ceymant of medical banefita o Be undersigred prysician or muppiier for
& procem Bim deim. | sies regusst pe ymee of gowsrmrent e refia sithe sl o o B @y who scoepts. sesigrmsnt mervices descrited Selow.
bbow
HEMED Signature on File DATE 101115 SGHED
4. DRTE CF CURRERT LLNESE, IRJINY, or FREGRANCY (LMP] 13 OTHER DA TE . 10 DRTES PATIENT LIMERSLE T8 WOHE IN CURREMT DCCUPAT IO
(17 , i T ! | L (5 i I ¥ [= =T . e TY
| cus | s | o | o | o |
17 HAME OF REFERRIRG PFROMDER OR OTHER S0URCE 1T 18 HOSMTALLFATION OATES RELATED TO CLRAENT SERMACES
L) oo T A oo T
Fib |MP1 FROM | | Ta | |
10 ADCHT IOMAL TLAIM IRFORMAETION {Desgroated by MUCL) 20 CUTEIDE LAEY ECHARCES.
YES MO |
7. CRACRIOSES OF WA TURE. OF ILLRESSS O IRLUHY Hplwie -l 0 marvion ine Delow J4E) D il IH | a !_::EIE’EI:NISHI_'I\'I SRGIMAL HEF Fac
= [RGB B e o]
E | F. ]l | “l TE PRI SUTHROSLOA TN RMOMOcR
] 4] K L]
o DATER) OF SERVICE a C D FROCGEDURES, SERVICES, OR SUPPLIED E F i H d =
Fram Ta e o] ezben Unnom sl Croursdurmon)| CLAIMCES L I m REWCIERING E
Ma DD ¥r L] oo ¥Y sesews] ENG CPFTIHCPCE I WOHFER PFOINTER 8 CHARCES LHITS e FRODER D # E
"0jm 15w |0 |15|12| | T (us| | | | A | n/T2| 4 | [@E] E
[
2 &
' ' ' | | | '
: [ & [ ] (! : [=1] &
=
| I || Y I B | LI | [w=] S
ol
4 e
! | o T ! [ | [ Y S B I N I I S S
=
- 1 1 1 a2
1 1 1
| I || I I | L] =] B
o I [ | || Y Y B I | [ | [=] .
& FECERAL TAX |0 MUMEES SEN BN . PATIENT S ALOUMT RC: aF aLasee ] ﬂ\ﬁﬁﬁbﬁﬂ'? & TOTAL CHARCE Sl ARDUNT PAIL S Haedd For HLUOC Ulse
iFar goar. aim des i 1 1
Optional X vES L] 8 a2 | s | |
3. SGRATURE OF FHYEICIAN OR BLFPLER B SEAVICE FACILITY LR THOM | RIF O s T L BILUNG PFROVILER INFOE PHE .:I
IRCLLUOIRG DEGHEES OR CREDENTIALS - "
l cnrtfy Bt the atateserh 07 e frvenes CHCEBS Prowider
ety o b S and wre mece § par? Beret | 'I[I]NT!'S‘IJ'EEI
skl Signatune oere 1S [« & . & (45ETER0
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Home and Community Based Services for Children with

Life Limiting Iliness (CLLI)

The Home and Community Based Services for Children with Life Limiting Iliness (CLLI) Waiver formerly
known as the Pediatric Hospice Waiver (PHW) is for children from birth through age

Counseling, Expressive Therapy (Art, Play, and Music), Massage Therapy,
Palliative/Supportive Care (Care Coordination and Pain and Symptom Management),

0 [ 18 with a medical diagnosis of a life-limiting illness who meet the institutional level of
/:\ care for inpatient hospitalization. Level of care determinations are conducted annually
;L(\} by the single entry point case management agencies. Services include Bereavement
aAn

Respite Care, and Therapeutic Life Limiting Illness Support Services. Members that are
enrolled in the waiver also have access to all state plan Colorado Medical Assistance benefits, including
curative care. There is no requirement for a nine-month terminal prognosis.

#
HCBS-CLLI Procedure Code Table

Providers may bill the following procedure codes for HCBS-CLLI services:

HCBS-CLLI Procedure Code Table (Special Program Code 97)

- Procedure Code + Place of .
LEE A Modifier(s) Service Al
11 - Office :
1 unit = 15
Art and Play Therapy H2032 ub, HA 12 - Home minutes
11 - Office 1 unit = 15
Art and Play Therapy - Group H2032 UD, HA, HQ 12 - Home minutes
. 11 - Office 1 unit = 15
Music Therapy H2032 ub 17 - Home minutes
11 - Office :
. 1 unit =15
Music Therapy - Group H2032 UD, HQ 17 - Home minutes
11 - Office T
Massage Therapy 97124 ub 1 ur_ut 15
12 - Home minutes
11 - Office TR
Care Coordination G9012 UD ! 1 unit =15
12 - Home minutes
12 — Home
Pain and Symptom Management S9123 ub 11 - Office 1 unit = 1 hour
34 - Hospice
Respite Care — Unskilled (4 hours or it =
g ey 0 $5150 UD | 12-Home L unit = 15
minutes
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HCBS-CLLI Procedure Code Table (Special Program Code 97)
Description Procedure Code + Place of Units
P Modifier(s) Service
Respite Care — Unskilled (4 hours or .
more) 5151 uD 12 - Home 1 unit = 1 day
Respite Care — CNA (4 hours or less) T1005 ub 12 - Home 1 ur_1it =15
minutes
Respite Care — CNA (4 hours or
P more) ( S9125 ub 12 - Home 1 unit = 1 day
Respite Care - Skilled RN, LPN (4 T1005 uD, TD 12 - Home 1 ur_1it =15
hours or less) minutes
Respite Care - Skilled RN, LPN (4 ) )
hours or more) 59125 ub, TD 12 - Home 1 unit = 1 day
12 — Home TR
Bereavement Counseling 50257 UD, HK _ 1 unit = lump
11 - Office sum
e 12 — Home i o=
Therapeutic Life Lln‘_llt_lng Iliness 50257 UD 1 uplt =15
Support — Individual 11 - Office minutes
e 12 — Home i o=
Therapeutic Life L|m|t|pg Iliness 50257 UD, HR 1 uplt =15
Support — Family 11 - Office minutes
o 12 — Home o=
Therapeutic Life Limiting Illness 50257 UD, HQ 1 urut =15
Support - Group 11 - Office minutes

Service Limitations

Reimbursement for HCBS-CLLI Therapeutic Life Limiting Iliness Support services (S0257 with any “UD”
modifier) shall be limited to 98 hours per annual certification. Reimbursement for HCBS-CLLI respite care
services (T1005, S9125, S5150 and S5151) shall be limited to 30 days (unique dates of service) per
annual certification. Reimbursement for HCBS-CLLI respite care services (T1005, S9125, S5150 and
S5151) shall not be duplicated at the same time of service as state plan Home Health or
Palliative/Supportive Care services (59123) and shall be denied. Expressive Therapy (H2032 — Art, Play,
and Music) is limited to 39 hours per annual certification. Massage Therapy (97124) is limited to 24
hours per annual certification.
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_CMS 1500 HCBS-CLLI Claim Example

i
P
-4
HEALTH INSURANCE CLAIM FORM =
oI
AFPROVED HY MATIONAL UK FORM CLAM COMBITTEE iNUCT| m2 o
| FICA Fca | l
1. MELICARE NEDRCEID TMLCARE CHAMPA, GROUP FECA OTHER |1a INEUREDS LD NURBER (For Program = lsm 1)
HEALTH FLAM BLE LUSG .
ihdeicare 81 (3¢ fidacicak! & D) Member 08 (DK ) s | Daddags
2 PATIENT B NAME (Lamt Marne, First Nurma, Wik initial) 4 F::EN El El‘ir"TD;r‘-"F BEX 4. INERIHELTE HAME [Lawd Marre, Fist Hura, Biccle |nl]
Client. Ima A !l 1w P
A PATIENT B AODRESS (Ko, Sheed) B FATIENT HELATIONSHF 10 INSURED P INERURELT S AOORETSS [Faa , Sreel)
Satt (| Spoan Child e
ary STATE |5 RESEHVED FOR MUCL LEEE [=1d] STATE §
4P CODE TELEPHONE [nohudse Area Code) Z1P CODE TELEFHDOME [Includa Area Coda| g
r ] E
() (0 o
[
B OTHER INELUREDTS MAME [Lasd Mame, Firt Nama, Mdde el 10 1S FATIEMT'S CORCETION RELRTED TO T INEURELTS BOLICY GHOUF DR FECA NUMEER -
[=
w
& OTHER INSURELTS POLICY OF CROUP MUMBER in E * E & o IMSURELE DATE OF BIRTH BEX x
. EMPFLOYMENTT (Cunrent or Previcus) e [ a
YER ] | | L F =
b RESERVED FOR RUCC LEE b ALTO ACCIDENT? PLACE |Stata) | b OTHER CLAIM ID {Deslgranes &y HUCC] i
YES 1] 1 o
3 : = T C IMEIHARCE FLAN MAME Ot FROGRAM MAME E
O MUICE USE & OTHER ACCIDENTY N . N =
w
YES el [ =
A INSIHANGE PLAM MEAME G FROGREM FANE Tod RESERWED FLR LOGAL USE 4. 15 THERE ANGTHER REALTH BENEFIT FLANT =
YES 2 b ¥ s compiets e S, Se and B2
FEAD BACK OF FONN BEFOME COMPLETING & SIGNING THIS FONM. 15 |INSUHELD'S OR AUTHORLIED PERSOK'S SIGMATURE | mithodse
12 PATIENTS OR ALUTHORZED PERSONS SISHATURE | mubhoize B celame of any medcsl or o informslion necmasry|  ceymant of medical banefita o Be undersigred prysician or muppiier for
& procem Bim deim. | sies regusst pe ymee of gowsrmrent e refia sithe sl o o B @y who scoepts. sesigrmsnt mervices descrited Selow.
bbow
HEMED Signature on File DATE 101115 SGHED
4. DRTE CF CURRERT LLNESE, IRJINY, or FREGRANCY (LMP] 13 OTHER DA TE . 10 DRTES PATIENT LIMERSLE T8 WOHE IN CURREMT DCCUPAT IO
[t i ! . MM 0D | i [ wmn g LDy vy
| cus | s | o | o | o |
17 HAME OF REFERRIRG PFROMDER OR OTHER S0URCE 1T 18 HOSMTALLFATION OATES RELATED TO CLRAENT SERMACES
L) oo T A i, T
Fib |MF1 FROM | | {£] I |
10 ADCHT IOMAL TLAIM IRFORMAETION {Desgroated by MUCL) 20 CUTEIDE LAEY ECHARCES.
YES MO |
7. CRACRIOSES OF WA TURE. OF ILLRESSS O IRLUHY Hplwie -l 0 marvion ine Delow J4E) D il In | a !_::EIE’EI:NIESI_W\I SRGIMAL HEF Fac
= [RGB B e o]
E | F. ]l | “l TE PRI SUTHROSLOA TN RMOMOcR
] 4] K L]
o DATER) OF SERVICE a C D FROCGEDURES, SERVICES, OR SUPPLIED E F i H d =
Fram Ta e o] ezben Unnom sl Croursdurmon)| CLAIMCES L I m REWCIERING E
Ma DD ¥r L] oo ¥Y sesews] ENG CPFTIHCPCE I HWOFIER PFOINTER 8 CHARCES LHITS e FRODER D # E
"t0|m 15w |0 |15)12| | sezs (uo| | | | A | 15528 | 1 | [fE] E
[
2 &
' ' ' | | | '
: [ & [ ] (! : [=1] &
=
3 £
| I || Y I B | LI | [w=] S
ol
4 e
! | o T ! [ | [ Y S B I N I I S S
=
o I || I I | [ ) B S 2
1 1 1 | | E
A =
| [ | || Y Y B I | [ | [=] =
& FECERAL TAX |0 MUMEES SEN BN . PATIENT S ALOUMT RC: aF aLasee ] ﬂ\ﬁﬁﬁbﬁﬂ'? & TOTAL CHARCE Sl ARDUNT PAIL S Haedd For HLUOC Ulse
iFar goar. aim des i 1 1
optional X ves Hey " 15529 | s | |
3. SGRATURE OF FHYEICIAN OR BLFPLER B SEAVICE FACILITY LR THOM | RIF O s T L BILUNG PFROVILER INFOE PHE l:l
IRCLLUOIRG DEGHEES OR CREDENTIALS . "
l cnrtfy Bt the atateserh 07 e frvenes CLLI Provider
ety o b S and wre mece § par? Beret | 'I[I]NT!'S‘IJ'EEI
skl Signatune oere 1S [« & . & (45ETER0
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Home and Community Based Services for Children with
Autism (HCBS-CWA)

The Home and Community Based Services for Children with Autism (HCBS-CWA) waiver program is for
children from birth to age six (6) with a medical diagnosis of Autism. The children must meet
* the institutional level of care for an Intermediate Care Facility for Individuals with an
Intellectual Disability (ICF/IID). Level of care determinations are made annually by the case
management agency. Eligible children qualify for behavioral therapies provided through the
waiver as well as for all state plan Colorado Medical Assistance benefits. Note: There is a limit
of $25,000 annually per child for CWA services.

#
HCBS-CWA Procedure Code Table

Providers may bill the following procedure codes for HCBS-CWA services:

HCBS-CWA Procedure Code Table (Special Program Code 96)
Description Pro;e:‘;li;?es?sc;e 7 Units
Behavioral Therapies, Lead Therapist H0004 UL 1 unit = 15 minutes
Behavioral Therapies, Senior Therapist H0004 UL, HN 1 unit = 15 minutes
Behavioral Therapies, Line Staff H2019 UL 1 unit = 15 minutes
Initial/ Ongoing Treatment Evaluation H2000 UL 1 unit = 15 minutes
Post Service Evaluation H2000 uL, TS 1 unit = 15 minutes

AL

o~ \) ~N7

&

et =
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CMS 1500 HCBS-CWA Claim Example

i
P
-4
HEALTH INSURANCE CLAIM FORM =
oI
AFPROVED HY MATIONAL UK FORM CLAM COMBITTEE iNUCT| m2 o
| FICA Fca | l
1. MELICARE NEDRCEID TMLCARE CHAMPA, GROUP FECA OTHER |1a INEUREDS LD NURBER (For Program = lsm 1)
HEALTH FLAM BLE LUSG .
ihdeicare 81 (3¢ fidacicak! & D) Member 08 (DK ) s | Daddags
2 PATIENT B NAME (Lamt Marne, First Nurma, Wik initial) 4 F::EN El El‘ir"TD;r‘-"F BEX 4. INERIHELTE HAME [Lawd Marre, Fist Hura, Biccle |nl]
Client. Ima A !l 1w P
A PATIENT B AODRESS (Ko, Sheed) B FATIENT HELATIONSHF 10 INSURED P INERURELT S AOORETSS [Faa , Sreel)
Satt (| Spoan Child e
ary STATE |5 RESEHVED FOR MUCL LEEE [=1d] STATE §
4P CODE TELEPHONE [nohudse Area Code) Z1P CODE TELEFHDOME [Includa Area Coda| g
r ] E
() (0 o
[
B OTHER INELUREDTS MAME [Lasd Mame, Firt Nama, Mdde el 10 1S FATIEMT'S CORCETION RELRTED TO T INEURELTS BOLICY GHOUF DR FECA NUMEER -
[=
w
& OTHER INSURELTS POLICY OF CROUP MUMBER in E * E & o IMSURELE DATE OF BIRTH BEX x
. EMPFLOYMENTT (Cunrent or Previcus) e [ a
YER ] | | L F =
b RESERVED FOR RUCC LEE b ALTO ACCIDENT? PLACE |Stata) | b OTHER CLAIM ID {Deslgranes &y HUCC] i
YES 1] 1 o
3 : = T C IMEIHARCE FLAN MAME Ot FROGRAM MAME E
O MUICE USE & OTHER ACCIDENTY N . N =
w
YES el [ =
A INSIHANGE PLAM MEAME G FROGREM FANE Tod RESERWED FLR LOGAL USE 4. 15 THERE ANGTHER REALTH BENEFIT FLANT =
YES 2 b ¥ s compiets e S, Se and B2
FEAD BACK OF FONN BEFOME COMPLETING & SIGNING THIS FONM. 15 |INSUHELD'S OR AUTHORLIED PERSOK'S SIGMATURE | mithodse
12 PATIENTS OR ALUTHORZED PERSONS SISHATURE | mubhoize B celame of any medcsl or o informslion necmasry|  ceymant of medical banefita o Be undersigred prysician or muppiier for
& procem Bim deim. | sies regusst pe ymee of gowsrmrent e refia sithe sl o o B @y who scoepts. sesigrmsnt mervices descrited Selow.
bbow
HEMED Signature on File DATE 101115 SGHED
4. DRTE CF CURRERT LLNESE, IRJINY, or FREGRANCY (LMP] 13 OTHER DA TE . 10 DRTES PATIENT LIMERSLE T8 WOHE IN CURREMT DCCUPAT IO
[t i ! . MM 0D | i [ wmn g LDy vy
| cus | s | o | o | o |
17 HAME OF REFERRIRG PFROMDER OR OTHER S0URCE 1T 18 HOSMTALLFATION OATES RELATED TO CLRAENT SERMACES
L) oo T A i, T
Fib |MF1 FROM | | {£] I |
10 ADCHT IOMAL TLAIM IRFORMAETION {Desgroated by MUCL) 20 CUTEIDE LAEY ECHARCES.
YES MO |
7. CRACRIOSES OF WA TURE. OF ILLRESSS O IRLUHY Hplwie -l 0 marvion ine Delow J4E) D il In | a !_::EIE’EI:NIEEI_W\I SRGIMAL HEF Fac
= |FB4.0 B e o]
E | F. ]l | “l TE PRI SUTHROSLOA TN RMOMOcR
] 4] K L]
o DATER) OF SERVICE a C D FROCGEDURES, SERVICES, OR SUPPLIED E F i H d =
Fram Ta e o] ezben Unnom sl Croursdurmon)| CLAIMCES L I m REWCIERING E
Ma DD ¥r L] oo ¥Y sesews] ENG CPFTIHCPCE I HWOFIER PFOINTER 8 CHARCES LHITS e FRODER D # E
"t0|; 15|10 |01 |15 12| | HOOO& |HN|UL| | | A | 7284 | 8 | [ E
[
2 &
' ' ' | | | '
: [ & [ ] (! : [=1] &
=
3 £
| I || Y I B | LI | [w=] S
ol
4 e
! | o T ! [ | [ Y S B I N I I S S
=
o I || I I | [ ) B S 2
1 1 1 | | E
A =
| [ | || Y Y B I | [ | [=] =
& FECERAL TAX |0 MUMEES SEN BN . PATIENT S ALOUMT RC: aF aLasee ] ﬂ\ﬁﬁﬁbﬁﬂ'? & TOTAL CHARCE Sl ARDUNT PAIL S Haedd For HLUOC Ulse
iFar goar. aim des i 1 1
Optional X vES L] 8 72|84 | 4 | |
3. SGRATURE OF FHYEICIAN OR BLFPLER B SEAVICE FACILITY LR THOM | RIF O s T L BILUNG PFROVILER INFOE PHE l:l
IRCLLUOIRG DEGHEES OR CREDENTIALS . "
l cnrtfy Bt the atateserh 07 e frvenes CWA Provider
ety o b S and wre mece § par? Beret | 'I[I]NT!'S‘IJ'EEI
skl Signatune oere 1S [« & . & (45ETER0
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Late Bill Override Date

For electronic claims, a delay reason code must be selected and a date must be noted in the “Claim
Notes/LBOD" field.

Valid Delay Reason Codes

1 Proof of Eligibility Unknown or Unavailable

3 Authorization Delays

7 Third Party Processing Delay

8 Delay in Eligibility Determination

9 Original Claim Rejected or Denied Due to a Reason Unrelated to the Billing Limitation Rules
11 Other

—

The Late Bill Override Date (LBOD) allows providers to document compliance with timely filing
requirements when the initial timely filing period has expired. Colorado Medical Assistance Program
providers have 120 days from the date of service to submit their claim. For information on the 60-day
resubmission rule for denied/rejected claims, please see the General Provider Information manual in the
Provider Services Billing Manuals section.

Making false statements about timely filing compliance is a misrepresentation and falsification that, upon
conviction, makes the individual who prepares the claim and the enrolled provider subject to fine and
imprisonment under state and/or federal law.

Billing Instruction

Detail Instructions

LBOD Completion e Electronic claim formats provide specific fields for documenting the
Requirements LBOD.

e Supporting documentation must be kept on file for 6 years.

e For paper claims, follow the instructions appropriate for the claim form
you are using.
» UB-04. Occurrence code 53 and the date are required in FL 31-34.
» CMS 1500. Indicate “LBOD"” and the date in box 19 — Additional

Claim Information.

> 2006 ADA Dental Indicate “LBOD” and the date in box 35 -
Remarks

Adjusting Paid Claims |If the initial timely filing period has expired and a previously submitted
claim that was filed within the original Colorado Medical Assistance Program
timely filing period or the allowed 60 day follow-up period was paid and
now needs to be adjusted, resulting in additional payment to the provider.

Adjust the claim within 60 days of the claim payment. Retain all
documents that prove compliance with timely filing requirements.

Note: There is no time limit for providers to adjust paid claims that would
result in repayment to the Colorado Medical Assistance Program.



https://www.colorado.gov/pacific/hcpf/billing-manuals

COLORADO MEDICAL ASSISTANCE PROGRAM HCBS-CHCBS, CLLI, AND CWA BILLING MANUAL

Billing Instruction
Detail

Instructions

LBOD = the run date of the Colorado Medical Assistance Program Provider
Claim Report showing the payment.

Denied Paper Claims

If the initial timely filing period has expired and a previously submitted
paper claim that was filed within the original Colorado Medical Assistance
Program timely filing period or the allowed 60 day follow-up period was
denied.

Correct the claim errors and refile within 60 days of the claim denial
or rejection. Retain all documents that prove compliance with timely filing
requirements.

LBOD = the run date of the Colorado Medical Assistance Program Provider
Claim Report showing the denial.

Returned Paper Claims

A previously submitted paper claim that was filed within the original
Colorado Medical Assistance Program timely filing period or the allowed 60
day follow-up period was returned for additional information.

Correct the claim errors and re-file within 60 days of the date
stamped on the returned claim. Retain a copy of the returned claim that
shows the receipt or return date stamped by the fiscal agent.

LBOD = the stamped fiscal agent date on the returned claim.

Rejected Electronic
Claims

An electronic claim that was previously entered within the original Colorado
Medical Assistance Program timely filing period or the allowed 60 day
follow-up period was rejected and information needed to submit the claim
was not available to refile at the time of the rejection.

Correct claim errors and refile within 60 days of the rejection.
Maintain a printed copy of the rejection notice that identifies the claim and
date of rejection.

LBOD = the date shown on the claim rejection report.

Denied/Rejected Due
to Member Eligibility

An electronic eligibility verification response processed during the original
Colorado Medical Assistance Program timely filing period states that the
individual was not eligible but you were subsequently able to verify
eligibility. Read also instructions for retroactive eligibility.

File the claim within 60 days of the date of the rejected eligibility
verification response. Retain a printed copy of the rejection notice that
identifies the member and date of eligibility rejection.

LBOD = the date shown on the eligibility rejection report.

Retroactive Member
Eligibility

The claim is for services provided to an individual whose Colorado Medical
Assistance Program eligibility was backdated or made retroactive.

File the claim within 120 days of the date that the individual’s eligibility
information appeared on state eligibility files. Obtain and maintain a letter
or form from the county departments of social services that:

e Identifies the patient by name
e States that eligibility was backdated or retroactive
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o Identifies the date that eligibility was added to the state eligibility
system.

LBOD = the date shown on the county letter that eligibility was added to or
first appeared on the state eligibility system.

Delayed Notification of
Eligibility

The provider was unable to determine that the patient had Colorado
Medical Assistance Program coverage until after the timely filing period
expired.

File the claim within 60 days of the date of notification that the
individual had Colorado Medical Assistance Program coverage. Retain
correspondence, phone logs, or a signed Delayed Eligibility Certification
form (see Certification & Request for Timely Filing Extension in the Provider
Services Forms section) that identifies the member, indicates the effort
made to identify eligibility, and shows the date of eligibility notification.

e Claims must be filed within 365 days of the date of service. No
exceptions are allowed.

e This extension is available only if the provider had no way of knowing
that the individual had Colorado Medical Assistance Program coverage.

e Providers who render services in a hospital or nursing facility are
expected to get benefit coverage information from the institution.

e The extension does not give additional time to obtain Colorado Medical
Assistance Program billing information.

e If the provider has previously submitted claims for the member, it is
improper to claim that eligibility notification was delayed.

LBOD = the date the provider was advised the individual had Colorado
Medical Assistance Program benefits.

Electronic Medicare
Crossover Claims

An electronic claim is being submitted for Medicare crossover benefits
within 120 days of the date of Medicare processing/ payment. (Note: On
the paper claim form (only), the Medicare SPR/ERA date field documents
crossover timely filing and completion of the LBOD is not required.)

File the claim within 120 days of the Medicare processing/ payment
date shown on the SPR/ERA. Maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA.

Medicare Denied
Services

The claim is for Medicare denied services (Medicare non-benefit services,
benefits exhausted services, or the member does not have Medicare
coverage) being submitted within 60 days of the date of Medicare
processing/denial.

Note: This becomes a regular Colorado Medlical Assistance Program claim,
not a Medicare crossover claim.

File the claim within 60 days of the Medicare processing date shown on
the SPR/ERA. Attach a copy of the SPR/ERA if submitting a paper claim
and maintain the original SPR/ERA on file.

LBOD = the Medicare processing date shown on the SPR/ERA.
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Commercial Insurance
Processing

The claim has been paid or denied by commercial insurance.

File the claim within 60 days of the insurance payment or denial. Retain
the commercial insurance payment or denial notice that identifies the
patient, rendered services, and shows the payment or denial date.

Claims must be filed within 365 days of the date of service. No exceptions
are allowed. If the claim is nearing the 365-day limit and the commercial
insurance company has not completed processing, file the claim, receive a
denial or rejection, and continue filing in compliance with the 60-day rule
until insurance processing information is available.

LBOD = the date commercial insurance paid or denied.

Correspondence LBOD
Authorization

The claim is being submitted in accordance with instructions (authorization)
from the Colorado Medical Assistance Program for a 60 day filing extension
for a specific member, claim, services, or circumstances.

File the claim within 60 days of the date on the authorization letter.
Retain the authorization letter.

LBOD = the date on the authorization letter.

Member Changes
Providers during
Obstetrical Care

The claim is for obstetrical care where the patient transferred to another
provider for continuation of OB care. The prenatal visits must be billed
using individual visit codes but the service dates are outside the initial
timely filing period.

File the claim within 60 days of the last OB visit. Maintain information in
the medical record showing the date of the last prenatal visit and a notation
that the patient transferred to another provider for continuation of OB care.

LBOD = the last date of OB care by the billing provider.

HCBS-CHCBS, CWA, and CLLI Specialty Manuals Revisions Log




COLORADO MEDICAL ASSISTANCE PROGRAM

HCBS-CHCBS, CLLI, AND CWA BILLING MANUAL

Revision . ,

Date Section/Action Pages | Made by
05/07/2013 |Created All Jjg/cc/sm
12/31/2013 |Added the following services to the CWA waiver: Initial/ 25 cc

Ongoing Treatment Evaluation (H2000) and Post Service
Evaluation (H2000)
05/08/2014 |Updated CLLI PAR Example 8 mm
05/08/2014 |Updated CWA PAR Example 9 mm
05/08/2014 |Updated CLLI Procedure Code Table to account for new 7/1 21-22 mm
services. Benefit description and limitations also revised
05/08/2014 |Upaated CLLI Claim Example 23 mm
05/09/2014 |Updated CWA Units for Post Service Eval. Changed from 1 24 Mm
minutes to 15 minutes
8/1/14 |Replaced all CO 1500 references with CMS 1500 Throughout )
8/1/14  |Updated Professional Claim Billing Instructions section with )
CMS 1500 information.

8/1/14 |Changed all references of client to member Throughout )

8/1/14 |Updated all claim examples to the cms 1500 zZs

8/4/14  |Updated all web links to reflect new Department website Throughout Mm

8/5/14  |Added Expressive Therapy Service Limitations per benefit 20 mm

manager

8/5/14 |Added CWA limit per benefit manager 23 mm

12/8/14 |Removed Appendix H information, added Timely Filing 28 Mc
document information
8/31/15 |Changed font to Tahoma, updated TOC. Throughout JH
Removed ICD-9 Reference and changed to ICD-10 codes.
Discussed with policy ICD-10 change. 16
Reviewed for ColoradoPAR/cwqi changes but none
Throughout
09/08/2015 |TOC update, changes accepted, minor formatting Throughout B/
10/05/2015 |Changed the R69 and F84.0 sentence from "must” to "may” 13 JH




