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Florida Medicaid Resources

http://mymedicaid

- florida.com

FLORIDA ‘\ A
MEDICAID

A Division of the Agency for Health Care Administration

AMedicaid Provider General and
Coverage and Limitations
Handbooks

AMedicaid Provider Reimbursement
UB - 04 Handbook

AMedicaid Area Office Contact
Information (Policy Questions)

AHP Enterprise Services Provider
Support Contact Center (Billing
Questions, Claim Status), 1 -
800 -289 -7799, Option 7

AHP Enterprise Services Field
Representative (Billing Questions),
1-800 -289 -7799, Option 7

AHP Enterprise Services EDI (837
and Electronic Transmission
Questions), 1-866 -586 -0961

http://ahca.myflorida.com/medicaid
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FLORIDA /\ A
MEDICAID _

Completinga UB -04
Claim Form
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ministration

FLORIDA M
MDD,

Paper Claim Submission Checklist

In order for a claim to be paid, it must be a clean claim.
Checklist for a clean claim:

Has the claim been accurately and
fully completed according to Medicaid
billing guidelines?

Is the claim accompanied by all
necessary documentation and on an
original claim form (no photocopies)?

Can the claim be processed and
adjudicated by HP Enterprise Services
without obtaining additional
information from the provider?
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UB-04 Completion Rules FRSRIEs -

Division of the Agency for Heaith Care
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Form Locators 1

-3

ALine 1:
Aline 2:
ALine 3:
Aline 4:

Provider Name

Street Address or Post Office Box
City, State, and Zip Code (plus 4)
Telephone; Fax; Country Code (if other than USA)

FLORIDA ‘\ A
MEDICAID

A Division of the Agency for Health Care Administration

8

STATEMENT GOVERS PERIOD

FRGM

THROUGH

—F
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02/01/2011

AEnter

provider. Any letter or number combination up to 20 digits is

acceptable.

patientds

uni que

(al phanumeric) nu

AThis number will be included on the payment check or

remittance.

g



Form Locators 4 & 5

Examples of Type of Bill Codes:

A025X: Skilled Nursing Facility

FLORIDA A/\_
MEDICAID

n of the Agency for Healt ministration

Form Locator 4: Type of Bill

AEnter the appropriate four - digit code for the type of
bill.
ASee Chapter 1 of the UB - 04 Reimbursement

Handbook for a complete listing of type of bill codes.

(SNF) Level |

A026X: Skilled Nursing Facility
(SNF) Level I

A065X: Intermediate Care Facility
(ICF) Level |

A066X: Intermediate Care Facility
(ICF) Level li

Ending Digit X:

A1: Original

A7: Adjustment
A8: Void

Long Term Care UB -04 02/01/2011

3 PAT

CNTL #

b WED '
REC. # r

£ EED TAY N &  STATEMENT COVERE PERIOD |7
=t FRM THRGLIGH

Form Locator 5: Federal Tax Number (FED. TAX NO.)

AEnter the federal tax identification number in the
format NN -NNNNNNN.



FLORIDA
Form Locator 6 M_Jmmm,,,.mL
1 2 33 PAT
CHTL#
b MED,
HEC. #

5 FED T NO 6 i%l'im Mmaﬁ

-3
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FLORIDA /\ A
MEDICAID

‘ Form Locators 8 & 9 MEDICAID " ~

60s Medicaid identification number only i
I D on Form Locator 60.

l_ _
N

AEnter the recipientds |l ast name, first name,
and middle initial exactly as it appears on the Aa: Street Address or Post Office Box
Medicaid identification card or other Medicaid Ab: City
proof of eligibility. Ac: State

Ad: Zip Code
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FLORIDA A A
‘ Form Locators 10 & 11 MEDICAID " "

AEnter the patientds date of birth in MMDDYYYY for mat.

enter as 08211997.)
BPATIENT NAME 1 GPATIENT ADDRESS [
b b ¢ d '
ADMFSION CORDTION CODES KOT[%
(O BRTHDR 12 ONE  13bR faTvRE wsme|®ORITE g 0w a0 B m W 8w m m [SWE I

nter the |l etter AMO0O i f the patient is male, AFO0 i
Uo i f unknown
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A Division of the Agency for Heaith Care Administration

‘ Form Locator 12 %;%A/‘

BPATIENT NAME i GPATIENT ADDRESS |

b b (] d [
TOWEaToH TORATON CODES ED

10BIRTHDATE WXl e oobR jarvee ssmc| PRI TIW 9w @ B B M & % O @ E%ﬁ%

. <

ALong Term Care Facilities : Enter the patientdos date of adn
facility or to a new Level of Care in MMDDYY format. (Ex. August 21, 1997,
enter as 082197.)
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‘ Form Locator 17

FLORIDA A A
MEDICAID

A Division of the Agency for Health Care Administration

& PATIENT HAME i 4 PATIENT ADDRERS
b b 4 .
O SION CORDITION CODES T
10 BIRTHDATE WSEX |3 patE  * 13HR 1aTYPE sssmc|'BDHR|ITSTAT] o gy B B M ﬁ I

A01: Home

A03: Discharge or transfer to Skilled Nursing Facility

A09: Hospital
A20: Death
A30: still a patient
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A Division of the Agency for Health Care Administration

‘ Form Locators 18 -28 EASRRA

B PATIENT NAME 1 § PATIENT ADDRESS i
b b ¢ d i
e L P L —— e

ALong Term Care Facilities : Identify any condition relating to this bill in alphanumeric
sequence.

AFor a complete list of condition codes, see Chapter 1 of the UB - 04 Reimbursement
Handbook.
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‘ Form Locator 29

FLORIDA A A
MEDICAID

A Division of the Agency for Health Care Administration

BPATIENT NAME 1 G PATIENT ADDRESS

b b ¢ d '
ADMFSION CORDTION CODES KOT[%

WV BIFTHOATE MSEK 1 owE  1aHR ramvee sesac|OCRITEIT] g g 2 B Bou % ® n B | I

-
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FLORIDA
Form Locators 39 -41 _ansmcmnL

n of the Agency for Healt

E™) g ET] VALUE CODES 41 WLLIE CODES —l
CODE AL RNT CCDE AMOLINT
i
|
Form Locators 39 -41: Value Codes
ALong Term Care Facilities . If the patient has a patient responsibility, enter value code 31 and
the amount. The amount entered should be amount for the month even when billing a partial
month.

AAlways enter value code 80 for covered days and the number of days covered by the primary
payer as qualified by the payer.
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A Division of the Agency for Health Care Administration

‘ Form Locator 42 %ﬁ/‘

42 REVED | 43 DESCRIPTION 44 HEPCS FRATE / HIPPS CODE 45 SERV [WTE 46 SERV UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |40

A0101 i Long Term Care days
A0185 i Hospital leave days (Bed -hold days)
A0182 i Home leave days (Therapeutic bed -hold days)
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Form Locator 43

FLORIDA /\ A
IEDICAI

A Division of the Agency for Health Care Administration

45 5y (Al

42 eV G | 43 DERGHIFTIN dd HLPLS TRATE / HIPPSS GUDE A8 SE RN LIS A7 TOTAL GHARGES
|
! | |
| |
: | |
| | PAGE OF CREATION DATE

48 NUN-ANERED CHARGES (49

Form Locator 43: Revenue Code Description

ALong Term Care Facilities
on this bill.

ANOTE: On multiple page claims, all required fields must be completed on each page of the claim.
Enter the page number and the total number of pages on the bottom of each claim page in the
APage ___ of 0 area.

Long Term Care UB -04 02/01/2011
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: Enter a written description of the related revenue categories included



Form Locators 46 %.%A/‘

A Division of the Agency for Health Care Administration

42 REV D | 43 DESCRIFTION 44 HCPGS [ RATE / HIPPS CODE 45 SERV [aTE 46 SERY LTS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |40
é N : !
2
a
4
h
L
PAGE OF CREATION DATE OTA
ALong Term Care Facilities : Enter the number of days associated with each revenue
code.

AMedicaid reimburses for the date of admission, but not for the date of discharge.
Include the date of admission, but do not include the date of discharge in the total
number of days. If the recipient is admitted and discharged on the same day, count it
as one day.
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FLORIDA /‘ A
Form Locator 47 MEDICAID " ~

n of the Agency for Healt

2 REV OO | 43 DESCRIPTION 44 HEPCS [ RATE / HIPPS CODE 45 SERV D4TE 44 SERV. UNITS 47 TOTAL CHARGES 48 NON-COVERED CHARGES |4

| PAGE OF CREATION DATE | TOTALS ) e

Form Locator 47: Total Charges

ALong Term Care Facilities : Enter the total charge for each revenue code or procedure code
entry. This entry must be the sum of the individual charges. Long Term Care facilities
should not deduct the patient responsibility.

AlLine 23: Enter the total of all revenue code charges on the final page of the claim, along
with revenue code 0001.

AFor Medicare crossover claims (level of care X), compute the total charge using the
Medicare rate instead of the Medicaid per diem. If the Medicare rate for a recipient
changed during the month, use the weighted average Medicare rate (weighted based on
the number of days each rate is paid).
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A Division of the Agency for Health Care Administration

‘ Form Locators 50 & 51 %ﬁ/‘

50/AIER NAME 51 HEALTHPLANID m;‘ AN SIPRORAYNENTS  [SSESTAMOUNTDUE sl
g A
OTHER b
P10

: _
N, v/
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AS0A: Primary Payer
A50B: Secondary Payer
As0C: Tertiary Payer

S



