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1How to Get Help 

 

 

Other phone numbers or addresses that you might need are included in Section M: 
Tools. 

If you have any questions or problems, you may contact the Tribal Organization Coordinator. 
This coordinator is a central point-of-contact for claims issues who will work with you to resolve 
problems and answer any questions you might have. 

Phone:  907.644.6800 or 800.770.5650 (toll-free in Alaska) 

Fax:  907.644.8126 

Address:  P.O. Box 240649, Anchorage, AK 99524-0649 

When you call the coordinator, please make sure that you have all materials related to the call 
readily available.  

 

For example, have ready your remittance advice, claim forms, recipient's Medical 
Assistance identification number, and the Medicaid Contract ID number of the provider 
you are calling about. 
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2About This Manual 

The Department of Health and Social Services (DHSS) is the state agency designated to 
administer the Alaska Medical Assistance Program, which includes: 

 Medicaid 

 Denali KidCare (DKC) 

 Chronic and Acute Medical Assistance (CAMA) 

Unless otherwise specified, references to the Alaska Medical Assistance Program or Alaska 
Medical Assistance mean Medicaid, Denali KidCare, and CAMA. References to Alaska Medicaid 
or Medicaid mean only Alaska Medicaid and Denali KidCare. 

This manual includes information about Alaska Medical Assistance for the following types of 
providers and services: 

 Tribal Clinics 

 Community Health Aides/Community Health Practitioners (CHA/Ps) 

 Dental Health Aides (DHAs)/Dental Health Therapists  

 Tribal Outpatient Hospitals 

 Tribal Inpatient Hospitals 

 Swing Bed and Administrative Wait Bed Facilities 

 Tribal Targeted Case Management Services for American Indians and Alaska Natives 

 Telemedicine  

This manual is organized into sections that contain:  

 General provider information that applies to all provider types 

 Information specific to each provider type 

 Telemedicine 

 Service authorization 

 Third party billing 

 Reference materials including contact information, applicable regulations, and forms 

Updates to this manual will be necessary from time to time as federal and state medical 
assistance policies and regulations are adopted. As updates are made, each affected segment 
of the manual will be annotated with the date of the change. You will be informed of these 
updates by remittance advice messages, letters, and other means of communication. 
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Common Provider Information 

1Program Introduction 

The Alaska Medical Assistance Program is authorized by the provisions of Title XIX (Medicaid) 
and Title XXI (Denali KidCare) of the Social Security Act. Together, Medicaid and DKC, and the 
state-funded Chronic and Acute Medical Assistance (CAMA) program, provide medical 
assistance to more than 140,000 low income individuals, approximately 20 percent of Alaska’s 
residents. 

A.Why Tribes in Alaska Have Their Own Billing Manual 

Healthcare funding for American Indian and Alaska Native (AI/AN) people began in 1910 when 
the Bureau of Indian Affairs was funded to provide healthcare services to this population. 
Healthcare responsibility was transferred to the U.S. Public Health Service in 1955 and became 
the Indian Health Service (IHS). The Indian Self Determination and Education Assistance Act 
(ISDEAA) passed in 1975 empowered tribes to take over the operations of federally funded 
programs.  

Congress authorized Medicaid reimbursement to states for payment to IHS and tribal facilities 
operating health programs under self determination agreements at 100 per cent federal funds. 
Rates for inpatient and outpatient services are negotiated among federal agencies (IHS, CMS 
and OMB) and published in the federal register as payment amounts for each calendar year for 
Medicare and Medicaid. 

In 1976, congress passed the Indian Health Care Improvement Act (IHCIA) to give initial 
authorization for IHS and Tribal Health programs to bill Medicare/Medicaid. 

The Indian Health Care Improvement Act (IHCIA), amended Titles XVIII and XIX of the Social 
Security Act making it possible for Centers for Medicare and Medicaid Services (CMS), formerly 
the Health Care Financing Administration (HCFA) to pay the IHS for the Medicare and Medicaid 
services provided to AI/AN beneficiaries. 

Medicaid is financed by both the federal and state governments. The Federal Medical 
Assistance Percentage (FMAP) is the proportion paid by the federal government and the 
remainder is the match paid by the state. In Alaska, the state match for most Medicaid programs 
is about 50 per cent. However, for services provided to AI/AN Medicaid enrollees by Tribal health 
programs the state match is zero. In other words, the federal share, or FMAP, is 100 per cent. 
The 100 per cent FMAP exists because Indian health care is a recognized federal trust 
responsibility. 

Specific exceptions to health policy standards enacted for the IHS and tribes under the authority 
of the IHCIA include: 

 Exemption from state health facility licensing under Medicaid contained in federal 
regulations. Standards adopted under the IHS include certification by the Joint 
Commission of Healthcare Organizations (JCAHO) for healthcare facilities operated by 
the IHS and tribes. 
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 Exemption from state professional licensure of individual healthcare practitioners who are 
commissioned officers under the Public Health Service Act. 

 The IHS and tribes funded through IHS are considered the payer of last resort, and 
eligibility for healthcare services through IHS funded programs is not considered 
“insurance.” 

 Limitation of patients seen at IHS and Tribal health facilities to program beneficiaries is 
not considered discrimination under the Civil Rights Act (IHS and tribes are permitted to 
see non-beneficiary patients as long as funding appropriated for the healthcare of 
American Indian and Alaska Native peoples is not diverted to them; tribes specify in their 
annual funding agreement with the IHS if they will see non-beneficiary patients). 

 The IHS and tribes may not charge a beneficiary for most healthcare services they 
render. 

B.Alaska Department of Health and Social Services 

The following divisions of DHSS play key roles in the administration of Medical Assistance in 
Alaska. 

 The Division of Public Assistance (DPA) determines Alaska Medical Assistance eligibility. 

 The Division of Senior and Disabilities Services (DSDS) administers the following 
Medicaid programs: 

 Personal Care Assistant 

 Long-Term Care 

 The Division of Behavioral Health Services (DBH) administers the following Medicaid 
programs: 

 Community Mental Health Clinic 

 Day Treatment 

 Mental Health Physician Clinic 

 Substance Abuse 

 The Division of Public Health (DPH) administers Women’s, Children’s and Family Health 

 The Division of Health Care Services (DHCS) administers the remaining programs: 

 Dental 

 Advanced Nurse Practitioner-Nurse Midwife 

 Ambulatory Surgery 

 Chiropractic 

 Direct-Entry Midwife 

 EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) 

 ESRD (End Stage Renal Disease) 

 Family Planning 
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 FQHC (Federally Qualified Health Centers) 

 Hearing 

 Home Health 

 Hospice 

 Inpatient Psychiatric Hospital 

 Inpatient-Outpatient Hospital 

 Nutrition 

 Outpatient Therapies 

 Pharmacy 

 Physicians 

 Podiatry 

 Private Duty Nurse 

 School-Based Services 

 Transportation and Accommodation 

 Tribal Health Program 

 Vision 

 X-Ray 

C.Medical Assistance Contractors 

Xerox 

The Alaska Department of Health and Social Services (DHSS) contracts with Xerox to serve as 
its Medicaid fiscal agent. In addition to its primary function, operating Alaska’s Medicaid 
Management Information System (MMIS), the fiscal agent is responsible for: 

 Processing and payment of claims 

 First level appeals 

 Enrollment of new providers and maintenance of existing provider enrollment records 

 Service authorization (SA) for transportation, dental, and other specified services 

 Provider communication and outreach 

 Provider training and billing manuals 

 Recipient eligibility verification 

 Provider inquiry/problem resolution 

Magellan Medicaid Administration 

Magellan Medicaid Administration provides pharmacy benefits administration for Alaska Medical 
Assistance. Magellan processes electronic Point-of-Sale (POS) system pharmacy claims and 
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provides member eligibility for pharmacy services, allowable amounts for pharmacy services, 
and Prospective Drug Utilization Review (ProDUR) messages. 

Through the National Medicaid Pooling Initiative administered by Magellan, Alaska Medical 
Assistance realizes millions in annual savings through multi-state pharmaceutical rebate 
agreements and the preferred drug list (PDL) managed by Magellan Medicaid Administration.  

Magellan Medicaid Administration operates a Clinical Call Center (Service Authorization Help 
Desk) for the Managed Access Program, and a Technical Call Center for provider assistance.  

Qualis Health 

Serving as Alaska Medicaid’s Quality Improvement Organization (QIO), Qualis Health provides 
health utilization management/service authorization for:  

 Selected inpatient and outpatient diagnoses and procedures 

 All acute care inpatient stays exceeding three days 

 Psychiatric inpatient admissions 

 Quality of care reviews 

 Case management services 

 Provider education 

 TEFRA application and renewal review 

Rochester Optical 

Rochester Optical is the Alaska Medical Assistance contractor for lenses, glasses frames, and 
contact lenses. All vision service providers are required to order from this contractor when 
prescribing eyewear for Alaska Medical Assistance recipients.  

D.Provider Communication and Training 

The provider billing manuals are meant to be used in conjunction with other provider 
communication, including:  

 E-mail correspondence 

 Monthly provider newsletters 

 Provider flyers 

 Provider training seminars  

 Remittance advice (RA) messages (see additional information in Section II) 

 RSS 

 State letters 

 Website updates 

 Written correspondence 
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For information, questions or suggestions about the provider billing manuals, other 
correspondence, or provider training, contact Xerox or the Division of Health Care Services. 
Correspondence information is available on the Alaska Medicaid website at 
http://medicaidalaska.com (select Contact Us). 

E.Provider Inquiry 

Xerox trains its Provider Inquiry staff to answer many inquiries immediately. For successful 
telephone inquiries, please remember the following:  

Guidelines to Efficient Telephone Inquiries  

1.  Review the provider billing manual and bulletins before calling.  

2.  Have all material related to the call available for reference, such as remittance advice, 
claim forms, recipient’s Medical Assistance identification number, etc. In addition, when 
calling the Service Authorization Unit, be sure to have handy the dates of travel, 
Transportation and Authorization Invoice, and Service Authorization number if calling 
for changes.  

3.  Have the provider’s Medical Assistance identification number available.  

4.  Limit the length of the call. Provider Services personnel will help the provider until the 
problem is resolved or until it appears that a written inquiry is necessary to resolve the 
problem.  

5.  Note the name of the person who answered the call. This saves duplication if the 
provider needs to clarify a previous discussion or ask the status of a previous inquiry.  

F.Provider Training 

Through its fiscal agent, Xerox, Alaska Medical Assistance offers a wide variety of training to 
help new providers and their staff establish a solid foundation in Medicaid billing procedures, and 
experienced provider’s employees can benefit from these trainings as well, both to refresh their 
knowledge and to keep them abreast of recent changes in Medicaid policies and procedures. 

All provider training is free of charge. Training schedules are located at 
http://medicaidalaska.com (select Training > Schedule). Xerox offers provider training sessions 
in a variety of locations, including web-based presentations, to meet everyone’s need. 

2Program Participation Requirements and Responsibilities for 
Providers 

A.The Provider Agreement 

The provider agreement is a contract between the provider and the Alaska Department of Health 
and Social Services. When a provider signs the provider agreement and provides medical or 

http://medicaidalaska.com
http://medicaidalaska.com
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medically-related services to recipients and bills Alaska Medical Assistance for those services, 
the provider agrees that he or she will:  

 Follow policies and procedures in the current applicable provider billing manual. 

 Comply with applicable state and federal laws related to providing medical or medically 
related services to Alaska Medical Assistance recipients in this state, including laws 
related to recipient confidentiality, electronic transactions, and civil rights. NOTE: While 
Alaska Medical Assistance will make every effort to maintain current provider billing 
manuals, it is the provider’s responsibility to comply with any laws enacted after a billing 
manual published date, and thereby not included in the manual. 

 Cooperate in reports, reviews, surveys, or audits conducted by the Department of Health 
and Social Services (DHSS). 

 Retain records necessary to disclose fully to Medical Assistance representatives the 
extent of services provided to recipients. 

 Allow inspection of the provider’s records, including desk and on-site review, by 
authorized representatives of state and federal Medicaid agencies. 

 Allow Alaska Medical Assistance to take action to recover an overpayment. 

B.Documentation and Records Storage 

All providers must keep all records necessary to support the care and services for which they bill 
to Alaska Medical Assistance. Providers must retain those records for at least seven years from 
the date services were provided. Complete and accurate records must include: 

 Patient information for each service provided, including the recipient receiving 
treatment, specific services provided, extent of service, date of each service, and 
individual who provided each service. 

 Financial information for each service provided, including date of each service and 
charge, each payment source pursued, date and amount of all debit and credit billing 
actions, and amounts billed and paid. 

 Clinical information pertinent to each service provided (according to applicable 
professional standards, applicable state and federal law, applicable Alaska Medical 
Assistance provider billing manuals, and any pertinent contracts) to a patient for which 
services have been billed to Medical Assistance, identifying the recipient’s diagnosis, the 
medical need, each service, prescription, supply, or plan of care prescribed by the 
provider - including therapeutic services and annotated case notes, dated and signed or 
initialed by the individual who provided each service. 

Request for Records 

Providers must provide records when requested by the Department of Health and Social 
Services or its representative, an authorized federal representative, or another authorized 
representative, including an employee of the Department of Law. Providers must provide records 
free of charge, including financial, clinical, and other records that relate to the provision of goods 
or services on behalf of a recipient. A provider who maintains records in an electronic format 
shall ensure that the data is readily accessible. 
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Electronic Health Records Incentive Program 

As a result of the American Recovery and Reinvestment Act of 2009, incentive payments are 
available to eligible professionals who have adopted, implemented, or upgraded to a certified 
electronic health records (EHR) system to be used in a meaningful manner. Eligible 
professionals include physicians, dentists, nurse practitioners, certified nurse midwives, and 
physician assistants. 

Eligible providers must have a 30 per cent Alaska Medical Assistance patient volume threshold 
to be eligible for the program, unless they are a pediatric physician who may have a 20 per cent 
Alaska Medical Assistance patient volume. Providers may receive incentive payments as high as 
$63,750 over six years. 

Providers will be able to enroll in the Medicaid EHR incentive program, and will be required to 
register on the CMS National Level Repository (NLR) and the Alaska State Level Registry (SLR) 
upon implementation of the program. More information is available at http://ak.arraincentive.com. 

3Provider Enrollment 

A.National Provider Identifier 

All providers that are HIPAA-covered entities are required to obtain a National Provider Identifier 
(NPI) and must include the NPI as part of the Medicaid enrollment process. 

Type 1 NPIs are issued only to individuals, (i.e., physicians, nurse practitioners, dentists, and 
therapists). Type 2 NPIs are used by groups (organizations such as hospitals, group practices, 
laboratories, and home health agencies). To research which NPI type you have, please visit 
https://nppes.cms.hhs.gov/. 

For more information regarding NPIs, please visit http://www.cms.gov/NationalProvIdentStand. 

Providers may obtain a NPI through one of the following options: 

By web: https://nppes.cms.hhs.gov/NPPES/Welcome.do 

By e-mail: customerservice@npienumerator.com 

By phone: 800.465.3203 (Toll-Free) 
800.692.2326 (TTY) 

By mail: NPI Enumerator 
PO Box 6059 
Fargo, ND 58108-6059 

Eligible Provider Types 

Most healthcare, transportation, accommodations, and medical equipment providers are eligible 
to enroll in the Alaska Medical Assistance Program. When enrollment criteria are met, the 
following providers are eligible. Some restrictions may apply. This listing is not all-inclusive but is 
excerpted from Chapters 105-160 and Chapter 48 of the State of Alaska Administrative Code, 
the State of Alaska Medicaid Manual, and the Medicaid Eligibility Manual. 

http://ak.arraincentive.com
https://nppes.cms.hhs.gov/
http://www.cms.gov/NationalProvIdentStand
https://nppes.cms.hhs.gov/NPPES/Welcome.do
mailto:customerservice@npienumerator.com
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Behavioral Health 
 Community mental health clinic 

 Day treatment facility 

 Mental health physician clinic 

 Psychologist, Individual and Group 

 Substance abuse treatment center 

General Medical 
 *Advanced nurse practitioner, Group 

 *Audiologist 

 *Certified Nurse Midwife 

 Chiropractor, Individual and Group 

 Dentist, Individual and Group 

 Dietitian, Individual and Group 

 Direct-entry midwife 

 Hearing aid dealer 

 Nurse anesthetist 

 Nutritionist, Individual and Group 

 *Occupational therapist, Individual 

 *Optometrist, Individual 

 Optician, Vision Group 

 Personal Care Assistants 

 *Physical therapist, Individual  

 *Physician, Individual and Group 

 *Physician assistant Group 

 *Podiatrist, Individual and Group 

 Respiratory therapist  

 *Speech pathologist, Individual  

Home and Community-Based Waiver Services Providers 
 Care coordination agency 

 Environmental modification provider 

 Home and community-based agency 

 Residential supported living facility (adult foster care/adult residential care) 

                                                 
* These provider types can be part of a tribal clinic. 



 

Common Provider Information A-9 

Hospitals 
 Administrative Wait Bed provider 

 Ambulatory Surgical Care facility 

 Indian Health Service (IHS) inpatient/outpatient hospital 

 Inpatient acute care hospital 

 Inpatient psychiatric acute care hospital 

 Outpatient hospital 

 Residential Psychiatric Treatment Center (RPTC) 

 Swing Bed provider 

Long Term Care Facilities 
 Intermediate Care Facility (ICF) 

 Intermediate Care Facility/ Intermediate Care Facility for Individuals with Intellectual and 
Developmental Disabilities (ICF/IDD) 

 Skilled Nursing Facility (SNF) 

Other Facilities/Clinics 
 End Stage Renal Disease (ESRD) dialysis facility 

 Federally Qualified Health Center (FQHC) 

 Home health agency (includes RN, LPN, nurse aide, physical therapist, occupational 
therapist, and speech pathologist) 

 Hospice 

 Independent laboratory 

 Indian Health Service (IHS)/tribal clinic 

 Outpatient physical therapy/Speech pathology center (includes occupational therapist, 
physical therapist, and speech pathologist) 

 Personal care agency  

 Agency-based  

 Consumer-directed 

 Private duty nursing agency (includes RN and LPN) 

 Rural Health Clinic (RHC) 

Transportation/Accommodation Providers 
 Airline 

 Ambulance, air and ground 

 Ferry 

 Hotel/Motel with or without restaurant 

 Railroad 
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 Taxi 

 Travel agency 

 Wheelchair van 

 Pre-maternal home 

Other 
 Durable medical equipment (DME) supplier (includes respiratory therapist and respiratory 

therapy technician) 

 Early and Periodic Screening Diagnosis and Treatment (EPSDT). (Includes public health 
agency, public health nurse, RN, and LPN.) 

 Pharmacy 

 Portable X-ray provider 

 Prosthetics and orthotics supplier 

 School-based services 

 Targeted Case Management for the Infant Learning Program 

 Tribal Targeted Case Management 

 CHA/P and DHAT 

Ineligible Providers 

The services of the following professionals are not currently covered under the Alaska Medical 
Assistance Program: 

 Christian Science practitioners 

 Theological healers 

 Naturopaths 

 Registered Nurses 

 Any other licensed or unlicensed practitioner not otherwise specified in Chapter 105-160 
and Chapter 48 of the State of Alaska Administrative Code, the State of Alaska Medicaid 
Manual, and the Medicaid Eligibility Manual 

B.Enrollment Requirements for Tribal Health Providers 

 

Licensed health professionals employed by a tribal health program do not have to 
provide an Alaska occupational license.  However, these professionals must provide 
proof that they are licensed by another state or territory of the United States. 

For a Tribal provider to be paid for services by Alaska Medical Assistance, healthcare 
professionals providing medical services must meet the following license and certification 
requirements. 

 Physicians (medical doctor or doctor of osteopathy) 
Current occupational license from the Alaska Division of Occupational Licensing 
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 Physician Assistants  
Current occupational license from the Alaska Division of Occupational Licensing 

 Advanced Nurse Practitioners 
Current occupational license as a nurse practitioner from the Alaska Division of 
Occupational Licensing 

 Certified Nurse Midwives 
Current occupational license as a nurse midwife from the Alaska Division of Occupational 
Licensing 

 Podiatrists 
Current occupational license as a podiatrist from the Alaska Division of Occupational 
Licensing 

 Occupational Therapists 
Current occupational license as an occupational therapist from the Alaska Division of 
Occupational Licensing 

 Physical Therapists 
Current occupational license as a physical therapist from the Alaska Division of 
Occupational Licensing 

 Speech Pathologists 
Current occupational license as a speech pathologist from the Alaska Division of 
Occupational Licensing 

 Audiologists 
Current occupational license as an audiologist from the Alaska Division of Occupational 
Licensing 

 Optometrists 
Current occupational license as an optometrist from the Alaska Division of Occupational 
Licensing 

Required Enrollment Documents 

Providers must submit the following documents to enroll in Alaska Medical Assistance: 

 If the facility or provider will be performing laboratory services, a Clinical Laboratory 
Improvement Amendments (CLIA) certificate of waiver or certificate of registration. 

 Alaska Medical Assistance requires a hardcopy of your National Plan and Provider 
Enumeration System (NPPES) notification letter for submission with your provider 
enrollment application. 

 Any other required documentation for the provider type being enrolled, such as licenses 
or certifications. 

 

Tribal hospitals are not required to be licensed by the Alaska Department of Health and 
Social Services. 

7 AAC 105.200(c)-7 AAC 105.200 (d) 

Tribal hospitals are exempt from state licensing requirements. Under agreement with the Indian 
Health Service, a tribal hospital maintains accreditation with the Joint Commission on 
Accreditation of Healthcare Organizations (JCAHO). A tribal hospital is not required to obtain a 
food service permit from the Department of Environmental Conservation or a city, borough or 
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municipality in the state. Tribal hospital food services are inspected by the Office of 
Environmental Health at the Alaska Area Office of the IHS. 

 

Generally, physician services at an outpatient hospital are billed with the hospital 
services. However, your facility may choose, by completing an agreement process with 
Alaska Department Of Health And Social Services, to bill physician services separately 
from the outpatient hospital and/or Ambulatory Surgical Care facility. If your facility 
chooses this option, you must enroll each physician individually in Alaska Medical 
Assistance. 

For more information regarding provider enrollment, refer to the Enrollment Computer-Based 
Training at https://enroll.medicaidalaska.com/ProviderEnrollment/Help/PEP101. 

Out of State Provider Participation Requirements  

Out-of-state providers must meet the licensing requirements of that state, and be enrolled in the 
Medicaid program in that state and in Alaska. Enrollment with Medical Assistance requires that 
proof of certification described above be on file with Xerox.  

Locum Tenens in Alaska 

In Latin, locum tenens translates as “place holding” or, literally, “placeholder.” As a locum tenens 
in Alaska, you play an important role in covering gaps in medical delivery - particularly in rural 
areas. Your assignment might be to cover a vacationing physician assistant or to bolster a small 
clinic in the summer to help handle an influx of tourists and seasonal workers. Each locum 
tenens that may enroll with Alaska Medical Assistance must do so. For more details please refer 
to the Alaska Administrative Code regulating provider enrollment, 7 AAC 105.210 (c). 

To be reimbursed for services rendered, a provider practicing as a locum tenens, must: 

1. Be enrolled in Alaska Medical Assistance. 

2. Obtain a license or permit through Alaska's Occupational Licensing (except those 
working in the Indian Health System). 

3. Submit claims using the NPI and supporting information issued for the tribal clinic where 
the service was provided.  

Occupational licensing rules dictate that the duration of the locum tenens permit is 90 days. A 
one-time extension of 60 days may be obtained. 

Alaska permits only medical and osteopathic physicians, chiropractors, physician assistants, 
nurses, nurse practitioners, certified nurse anesthetists, and nurse midwives to be locum tenens. 
Plan ahead, as the application processing time is typically eight weeks after receipt of the 
application by the Alaska State Medical Board. 

 
Note: Not all locum tenens services are billable under the tribal clinic provider type.  

Itinerate Providers 

All services rendered by the permanent healthcare professionals at that location should be billed 
under the clinic NPI. Itinerate providers who are not permanently employed by or in contract with 
a tribal organization may not bill under the tribal clinic NPI and taxonomy. Below are the 
guidelines on how itinerate provider services may be billed: 

https://enroll.medicaidalaska.com/ProviderEnrollment/Help/PEP101
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 An itinerate provider who is not employed by or under contract with the tribal organization 
will bill Alaska Medical Assistance using the NPI connected to their medical group. The 
tribal clinic will not be paid for this service unless another covered clinic service is 
provided to the patient on the same day. 

 The services of an itinerate provider from a different tribal hospital or clinic will be billed 
under the tribal hospital or clinic ID number where they are employed unless there is an 
agreement in place. 

 The services of an itinerate provider from a tribal hospital will be billed according to the 
agreement between the tribal organization and the hospital. Details of the billing are 
dependent on the provisions of the agreement, but are subject to Alaska Medical 
Assistance billing rules. 

 Provider types that are not billable under the tribal clinic are billed according to the 
enrollment and billing standards for the category of services provided (i.e. dental 
services). 

C. Individual Enrollment of Providers in a Tribal Facility is Required 

 

If eligible as an Alaska Medical Assistance provider, enroll all permanently employed 
providers who are under contract with and render services as a tribal clinic provider.  

Providers must meet the license/certification requirements in order for the clinic to be reimbursed 
by Alaska Medical Assistance for medical services provided to recipients. Refer to Required 
Enrollment Documents. 

Providers will need to enroll in Alaska Medical Assistance individually and separately from the 
tribal facility. To enroll providers separately, providers must submit their application using the 
Provider Enrollment Web Portal at https://enroll.medicaidalaska.com and attach proof that the 
provider has the required licenses or certificates to the completed application. Refer to How to 
Enroll in this section. 

Ensure that enrolled providers are cross-referenced to the enrolled clinic they intend to bill for 
provision of services. 

 

Example 

Chiropractors, dentists, and pharmacy providers must enroll separately from tribal 
clinics. Provider types not billable under tribal clinics must also enroll separately.  

Separately enroll the provider or facility as a "Dispensing tribal clinic," "Dispensing physician," 
"Dispensing ANP," etc. Refer to Enrolling a Dispensing Provider. 

How to Enroll 

Follow these steps to enroll in Alaska Medical Assistance: 

1. Make sure the facility or provider meets all the requirements. 

2. Enroll by accessing the Xerox Provider Enrollment Web Portal at 
https://enroll.medicaidalaska.com.  

https://enroll.medicaidalaska.com
https://enroll.medicaidalaska.com
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 Call the Provider Enrollment Unit at 907.644.6800 or 800.770.5650 (toll-free in 
Alaska) for more information. 

 Access the Enrollment Computer Based Training at 
https://enroll.medicaidalaska.com/ProviderEnrollment/Help/PEP101/. 

3. After your enrollment has been approved, Xerox will send you a welcome packet.  

4. Once you have your welcome packet and NPI, you can start billing Alaska Medical 
Assistance for services. 
 

 

Your Requested Enrollment Begin Date is the date that you want the enrollment to be 
effective, which may be up to one year before the date that the enrollment application is 
received by Xerox. 

 

Example 

If Xerox received your enrollment application on February 1, 2012 requesting 
that enrollment begin as of February 1, 2011 and your request is approved, 
you can bill Alaska Medical Assistance for services provided on or after 
February 1, 2011. 

If you are requesting retroactive enrollment and have some claims for services that are 
close to the timely filing limits (12 months from the date of service), you can attach these 
claims to the enrollment application so that they will meet timely filing requirements. 

D.Provider Enrollment Portal (PEP) 

PEP is an innovative online tool that makes it easier for new providers to enroll in the Alaska 
Medical Assistance Program. The secure website is accessible 24 hours a day, 7 days a week 
and includes links to numerous websites that can help provide information needed to complete 
enrollment. Online training is available to provide additional guidance at 
http://medicaidalaska.com select Providers > Enrollment and click on the Online Training link.  

PEP is only available to new providers at this time. You are considered a new provider if you 
meet one of the following conditions:  

 You have never been enrolled in the Alaska Medical Assistance Program. 

 You are currently enrolled but are now enrolling as a different type of provider. 

 You are currently enrolled but are using a different Tax ID. 

If a new enrollment does not fall into one of the categories above, you must complete the paper 
enrollment process. Existing providers must complete a Standard Provider Enrollment Form 
available at http://medicaidalaska.com/providers/forms.shtml to reactivate any previously 
enrolled individual or group or to add a new servicing location to an existing enrollment. For 
individual enrollments, the application must be signed by the enrolling individual. 

 

NOTE: If there are extenuating circumstances that prevent a provider from enrolling via 
PEP the provider must contact the Xerox Provider Enrollment Department. 

https://enroll.medicaidalaska.com/ProviderEnrollment/Help/PEP101/
http://medicaidalaska.com
http://medicaidalaska.com/providers/forms.shtml
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How to Receive Enrollment Approval 

Applications approved by the Alaska Division of Health Care Services (DHCS) will receive an 
Alaska Medical Assistance Contract ID. Enrolled providers will receive an initial supply of claim 
forms, a request form for reordering claim forms, as well as information and forms regarding 
eligibility inquiry, TPL avoidance, appeals, etc. Providers can access the Tribal and other 
specialty billing manuals at http://medicaidalaska.com; select Providers > Billing Manuals, click 
the Accept button to accept the license agreement, and select the appropriate billing manual. 

 

Medicaid Contract ID:  
A unique identifying number which Alaska Medical Assistance uses to identify the 
provider's enrollment record. Providers receive a Medicaid Contract ID when they enroll 
in Alaska Medical Assistance. The enrollment record contains pertinent information 
about the provider's participation with Alaska Medical Assistance, as well as unique 
provider information such as license number, SSN, NPI, taxonomy code, DEA number, 
CLIA #, etc. This record must reflect the provider's participation in good standing on the 
claim date of service, otherwise the claim will deny. 

Use the MCI number/Medicaid provider ID (CLXXX) in all correspondence with Xerox.  

NPI:  
The National Provider Identifier (NPI) is a Health Insurance Portability and Accountability 
Act (HIPAA) Administrative Simplification Standard. The NPI is a unique identifier for 
covered healthcare providers. Covered healthcare providers and all health plans and 
healthcare clearinghouses will use the NPIs in the administrative and financial 
transactions adopted under HIPAA. The NPI is a 10-position, intelligence-free numeric 
identifier (10-digit identifier). “Intelligence-free” means that the numbers do not carry 
other information about healthcare providers, such as the state in which they live or their 
medical specialty. 

E.Reporting Changes in Enrollment to Alaska Medical Assistance 

Providers must inform Alaska Medical Assistance in writing, with an original signature, (faxing is 
not acceptable) of any change in their enrollment by competing their Change of Provider 
Information Form located at http://medicaidalaska.com/providers/forms; this ensures accuracy in 
completing changes as requested. 

 

Alaska Medical Assistance will not make any changes based on oral requests. 

Xerox’s Provider Enrollment must be notified within 30 days of any change in the following: 

 Ownership 

 Licensure, certification, or registration status 

 Federal tax identification number 

 Type of service or area of specialty 

 Additions, deletions, or replacements in group membership 

 Mailing address or phone number 

http://medicaidalaska.com
http://medicaidalaska.com/providers/forms
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 Participation in Alaska’s medical assistance programs 

 Medicare provider identification number 
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4Recipient Eligibility 

A.Confirming Recipient Eligibility 

Alaska Medical Assistance will reimburse providers only for covered services provided to 
someone who is eligible for Medical Assistance on the date the services are provided. Therefore, 
before providing services, you should check the following information: 

 Whether the patient is eligible for Alaska Medical Assistance 

 Patient's age (and whether the service(s) being provided is(are) covered for someone of 
that age) 

 Whether the patient is eligible under Medical Assistance for the service(s) being provided 
(Refer to Eligibility Codes later in this section for a list of which recipient eligibility codes 
are able to receive services at tribal locations.) 

 Whether Medical Assistance covers the service(s) being provided 

B.How to Confirm Recipient Eligibility 

Providers can use one or more of the following methods to ensure a patient is eligible for 
Medical Assistance: 

 

If the recipient has an Alaska Medical Assistance sticker, you should keep one for your 
records or make a copy. 

 Ask to see, and photocopy the recipient's Medical Assistance identification card or 
coupon. 

 Call the Eligibility Verification System (EVS) at 800.884.3223. (Refer to Using the 
Eligibility Verification System (EVS)) 

 Call Xerox’s Provider Inquiry Unit at 907.644.6800 or 800.770.5650 (toll-free in Alaska)  

 Complete and fax the Recipient Eligibility Inquiry Form – General to 907.644.8126 or 
907.644.8127 (download the form at http://medicaidalaska.com/providers/forms.shtml). 

http://medicaidalaska.com/providers/forms.shtml
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Figure A-1: Sample Alaska Medical Assistance Recipient ID Card 

    
Figure-A-2: Sample Denali KidCare Card (front and back) 

The card contains information that you will need, such as:  

 Recipient ID number for Alaska Medical Assistance (needed when submitting a claim) 

 Month and year of eligibility (verifies the recipient's current eligibility) 
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 Eligibility codes (identifies which services for which the recipient is eligible)  
(Refer to Eligibility Codes later in this section for a list of which recipient eligibility codes 
are able to receive services at tribal locations.) 

 Resource codes (identifies any other health insurance that the recipient has)  
(Refer to Determining If a Recipient Has Other Insurance in the Billing TPL section for 
more information on resource codes.) 

 Date of birth (allows you to determine the recipient's age, which may limit services for 
which he or she is eligible) 

Using the Eligibility Verification System (EVS) 

 

If you need an EVS identification number and an EVS instruction packet, contact the 
Provider Inquiry Unit at 907.644.6800 or 800.770.5650 (toll-free in Alaska). 

With EVS, you can check recipients' eligibility and find out additional information (limit 30 
inquiries per call) at any time using a touch-tone phone. 

To use EVS, call 800.884.3223; you must have an identification number, which is unique for 
each enrolled provider. 

Besides finding out if a recipient is eligible for a date of service, you can also find out the 
following information using EVS: 

 Recipient's eligibility code (Refer to Eligibility Codes later in this section for a list of which 
recipient eligibility codes are able to receive services at tribal locations.) 

 Resource codes of any other health insurance the recipient has (Refer to the Billing 
Third-Party Liability section for additional information about resource codes.) 

 Your most recent remittance advice information 

 

You can check eligibility for the current month or for the previous 11 months. 
Information for the current month is available beginning on the first day of the 
month. Updated eligibility information is available every Tuesday and Thursday. 

 Information, such as statuses, dates of service, and diagnosis codes about service 
authorizations you have requested (you will need to know the recipient IDs and service 
authorization numbers) 

Checking Recipient Eligibility using EVS 

To check eligibility using EVS, you must know the recipient's 

 Medical Assistance Recipient ID number 

or 
Social Security Number and date of birth 
and 

 Date (month and year) for which you want to check eligibility  
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C.Eligibility Codes 

Code Code Description 
Tribal 
Clinic/ 
CHA/Ps 

DHAs 
Tribal 
Inpatient 
Hospital 

Tribal 
Outpatient 
Hospital 

11 
Pregnant women (Alaska 
Healthy Baby program) 

X X X X 

15 
Incapacity/pregnancy 
determination 

X    

19 Waiver determination X    

20 No other eligibility codes apply X X X X 

21 

Chronic and Acute Medical 
Assistance (CAMA) coverage 
only (refer to Chronic and Acute 
Medical Assistance (CAMA) 
Services restrictions under in 
the Tribal Clinics Section) 

X 
(Non-IHS 
beneficiaries 
only)

  

X  

(Non-IHS 
beneficiaries 
only)

24 300 per cent/Institutionalized X X X X 

25 Disability and blindness exams X    

30 Adult disabled, waiver only X X X X 

31 Adult disabled, waiver medical X X X X 

34 
Adult disabled, waiver 
APA/QMB 

X X X X 

40 Older Alaskan, waiver only X X X X 

41 Older Alaskan, waiver medical X X X X 

44 
Older Alaskan, waiver 
APA/QMB 

X X X X 

50 Under 21 X X X X 

51 
Juvenile court ordered custody 
of Health & Social Services 

X X X X 

52 Transitional Medicaid X X X X 

53 
Illegal alien/Unqualified alien 
emergency coverage 

X  X X 

54 
Disabled/Supplemental Security 
Income (SSI) child 

X X X X 

67 

QMB only: Eligible only for 
Medicaid payment of Medicare 
deductible and coinsurance for 
Medicare-covered services 

X  X X 

68 

Specified Low Income Medicare 
Beneficiary (SLMB) – Eligible 
Only for Medical Assistance 
Payment of Medicare Part B 
Premium  

 

  

Medicare premiums only; not eligible 
for claim reimbursement. 
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Code Code Description 
Tribal 
Clinic/ 
CHA/Ps 

DHAs 
Tribal 
Inpatient 
Hospital 

Tribal 
Outpatient 
Hospital 

69 APA/QMB (Dual eligibility) X X X X 

70 
Mental retardation and 
developmental disabilities, 
waiver only 

X X X X 

71 
Mental retardation and 
developmental disabilities, 
waiver medical 

X X X X 

74 
Mental retardation and 
development disabilities, waiver 
APA and QMB 

X X X X 

78 

Specified Low Income Medicare 
Beneficiary (SLMB) Plus – 
Eligible Only for Medical 
Assistance Payment of 
Medicare Part B Premium  

 

  

80 
Children with medically complex 
conditions, waiver only 

X X X X 

81 
Children with medically complex 
conditions, waiver medical 

X X X X 

D.The Care Management Program  

The Care Management Program identifies recipients who may need help managing their health 
care benefits due to misuse or overutilization. The program provides enrollees one assigned 
primary care physician to ensure quality and continuity of care and facilitate coordination of care 
and communication among physicians, pharmacies, the recipient, and Alaska Medical 
Assistance. 

The Alaska Department of Health and Social Services will, at its discretion, enroll a recipient if it 
finds that the recipient has used an item or service paid for under Medicaid, Denali KidCare, or 
Chronic and Acute Medical Assistance (CAMA) at a frequency or in an amount that is not 
medically necessary. The Alaska Department of Health and Social Services will notify the 
recipient of such a finding and select a single medical provider and a single pharmacy provider 
(if necessary) to be the exclusive primary care providers for the recipient.  

Providers can identify Care Management Program enrollees by their bright pink Medical 
Assistance coupons; the word "RESTRICTED" displays on the coupon with the name of the 
designated provider(s). 

Medical Emergencies 

A medical emergency exists when a recipient has a severe, life-threatening or potentially 
disabling condition that requires intervention within minutes or hours.  

In the event of a medical emergency, the recipient may see any provider without restriction. 
Under non-emergent circumstances, only a provider designated by the Alaska Department of 

Medicare premiums only; not eligible 
for claim reimbursement. 
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Health and Social Services may provide medical services to a recipient whose identification card 
or medical coupons are marked "RESTRICTED." 

Care Management Referrals 

If a recipient enrolled in care management requires medically necessary care that cannot be 
reasonably provided by his or her designated medical provider, the provider may refer the 
recipient to a different designated specialist. 

5Performing Services 

A.Alaska Medicaid and Denali KidCare Services 

The following services are covered for children and adults:] 

 Accommodations for non-emergency 
medical care 

 Advanced nurse practitioner services 

 Ambulance 

 Ambulatory surgical care 

 Anesthesia 

 Dental care  

 Durable medical equipment  

 End Stage Renal Disease dialysis 
facility services  

 Family planning  

 Federally qualified health center  

 Hearing services  

 Home and community-based waiver 
services  

 Home health care  

 Hospice  

 Hospital inpatient and outpatient  

 Inpatient psychiatric services 
(recipients must be over 65 or under 
21)  

 Intermediate care facility (ICF) services 

 Intermediate Care Facility for 
Individuals with Intellectual and 
Developmental Disabilities (ICF/IDD) 
services  

 Laboratory and X-ray 

 Mental health clinic services 

 Nurse midwife services 

 Nutrition services for pregnant women 
and children under 21 

 Occupational therapy 

 Personal care 

 Physical therapy 

 Physician services 

 Prescribed drugs 

 Prosthetic devices and medical 
supplies 

 Respiratory therapy 

 Rural health clinic services 

 Screening and brief intervention 
services 

 Skilled nursing facility (SNF) services 

 Speech-language therapy 

 Substance abuse rehabilitative services 

 Tobacco cessation services 

 Transportation services for emergency 
and non-emergency medical care 

 Vision care 
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Some services are only covered for children, defined as recipients less than 21 years of age. 
These include the following: 

 Chiropractic  

 Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Screening  

 Podiatry  

 Private duty nursing  

 School-based services  

Pharmacy 

If you have a pharmacy onsite, staffed by a licensed pharmacist, the pharmacy must enroll 
separately to submit claims under the pharmacy Provider NPI and be reimbursed for non-
incidental drugs and drugs dispensed to patients as take-home drugs.  

Pharmacists employed by tribal health programs do not need to be licensed in Alaska as long as 
they are licensed in another state. 

If a pharmacy is not onsite and take-home drugs are dispensed, you may choose to enroll under 
two different options. You may enroll the tribal clinic as a Dispensing Clinic provider type or 
enroll one or more individual healthcare professionals (who can dispense within the scope of his 
or her license) as a dispensing provider. A dispensing fee will not be paid to a dispensing 
provider unless the provider is located more than 45 miles from a commercial pharmacy that is 
not a covered entity. Refer to Enrolling a Dispensing Provider. 

Drugs included in the encounter rate (see The Encounter Rate on page A-125) are those 
provided at the clinic or physician's office that are incidental to the visit. 

Drugs not included in the encounter rate are maintenance drugs and drugs that require more 
than one dose, oral, topical, rectal, or ophthalmic, up to a 30-day supply. These include pain 
medications, antibiotics, antivirals, oral chemotherapy, antipsychotics, antiepileptics, birth control 
and antihypertensives. 

Refer to the Pharmacy Provider Billing Manual for additional information. 

Prescribing Drugs 

To control the rise in pharmacy costs, the Alaska Department of Health and Social Services 
implemented a Preferred Drug List (PDL). Drugs on the list have been determined to be clinically 
effective and cost efficient for Alaska Medical Assistance by the Pharmacy and Therapeutics 
(P&T) Committee (a group of appointed physicians and pharmacists). 

The PDL will be updated periodically as the P&T Committee adds additional drugs to the list. 
Current information is available on the web at http://www.hss.state.ak.us/dhcs/pdl/. If a 
healthcare provider is prescribing a drug not on the PDL, he/she should document the medical 
necessity for the non-preferred drug on the prescription and in the patient’s chart. 

Healthcare providers who have access to federal sources of supply — such as Indian Health 
Service funded programs, Federally Qualified Health Centers, and 330-funded community health 
centers - are not required to use the PDL. The Alaska Department of Health and Social Services 

http://www.hss.state.ak.us/dhcs/pdl/
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will continue to reimburse you for drugs obtained via a federal contract. However, DHSS 
requests that you use the drugs on the PDL whenever possible. 

Tamper-Resistant Prescription Forms 

As of April 1, 2008, all Alaska Medical Assistance covered prescriptions that are not submitted 
electronically (e-prescribing or facsimile) or orally must be written on tamper-resistant 
prescription forms. 

These tamper-resistant prescription forms must contain the NPI for the prescribing provider and 
employ at least (1) one industry-recognized feature designed to prevent unauthorized copying of 
a completed prescription, (2) one industry-recognized feature designed to prevent erasure or 
modification of information written on the prescription, and (3) one industry-recognized feature 
designed to prevent the use of counterfeit prescription forms. 

Many measures are available to prevent each of these types of prescription fraud. Methods to 
address the unauthorized copying of a completed prescription can include:  

 High-security watermarks on the reverse side of blank prescriptions 

 Thermochromic ink that changes color or disappears when warmed 

 Security patterns 

 Void pantographs 

 Microprinting 

 Prismatic printing 

 Lenticular patterns 

 Encodation schemes 

Methods to address the erasure or modification of information written on the prescription, 
including tamper-resistant background ink that shows erasures or attempts to change written 
information:  

 Toner anchorage - "anchoring" toner to paper to deter its removal 

 Chemical stains used to reveal chemical eradication attempts against ink or toner 

 Laid lines used to reveal cut-paste attempts on an item 

 Chemical reactive inks used to reveal washing attacks 

 Overcoatings, laminates, and varnishes used to secure written content on the item 

 Erasable ink backgrounds used to reveal attempts at ink and toner removal 

 Borders and fill characters used to complicate attempts to add on extra information 

 On-item encodation techniques, bar codes, and patterns used to validate item content 

Methods that will help prevent counterfeit prescription forms include:  

 Serially numbered blanks 

 Duplicate or triplicate blanks 

 Thermochromic ink that changes color or disappears when warmed 
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 Color-shifting ink that changes color when viewed from different angles 

 Security features and descriptions listed on the prescription 

While employing at least one feature from each of the three categories, any one feature may not 
be used more than once for proof of tamper-resistance. 

If a written prescription does not comply with these requirements, the Department of Health and 
Social Services may take measures to recoup the cost of the prescription claim.  

For more details and exceptions to the tamper-resistant prescription requirements, refer to the 
Alaska Administrative Code specific to drug reimbursement, 7 AAC 120.110. To find the 
regulation, go to: 

http://www.legis.state.ak.us/basis/folioproxy.asp?url=http://wwwjnu01.legis.state.ak.us/cgi-
bin/folioisa.dll/aac 

Navigate the Alaska Administrative Code by clicking on the links in the following order: 

1. Title 7 Health and Social Services  

2. 8. Medicaid Coverage and Payment (7 AAC 105 - 7 AAC 165) 

3. 120. Medicaid Coverage; Prescription Drugs and Medical Supplies; Durable Medical 
Equipment; Transportation Services (& AAC 120.100 – 7 AAC 120.490) 

4. 1. Prescription Drugs and Medical Supplies. (7 AAC 120.100 - 7 AAC 120.140) 

5. 110. Covered drugs and home infusion therapy 

Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Services 

The objective of the EPSDT program is to provide every child the opportunity for optimum health 
through regular, periodic, preventive health services, and the early detection and treatment of 
disease. Providers may submit billing on the CMS-1500 or electronically using an 837P 
electronic professional claim form, or use the Child Health Screening/Claim Form (AK-10). 
Additional EPSDT policy, coverage, reimbursement, and claim filing instructions are found in the 
EPSDT Billing Manual. 

B.Reproductive Health 

Abortion 

Tribal facilities are federally funded. Because federal funds may not be used for therapeutic 
abortions, tribal facilities may not be reimbursed for any services related to a therapeutic 
abortion, including emergency room visits, office visits, etc. 

Services for spontaneous abortions, or miscarriages, are covered and are reimbursed to the 
tribal facilities. 

Family Planning Services 

Covered family planning services include: 

 Dispensing birth control drugs and devices to men and women 

 Performing vasectomies, sterilizations, and treatment for spontaneous abortions 

http://www.legis.state.ak.us/basis/folioproxy.asp?url=
http://wwwjnu01.legis.state.ak.us/cgi-bin/folioisa.dll/aac
http://wwwjnu01.legis.state.ak.us/cgi-bin/folioisa.dll/aac
http://wwwjnu01.legis.state.ak.us/cgi-bin/folioisa.dll/aac
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 Office visits for counseling services (see the fee schedules for appropriate covered 
codes) 

 Laboratory services 

 Prescription drugs 

The following enrolled providers may render family planning services to eligible recipients: 

 Physicians 

 Advanced nurse practitioners 

 Physician assistants 

 Family planning clinics operated by the Alaska Department of Health and Social 
Services, a local government, or a private entity 

 Educational institution’s student health services 

 Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) 

All providers who render family planning services and who operate their own laboratory must 
have a Clinical Laboratory Improvement Amendment (CLIA) certificate of waiver or registration. 

For additional family planning information, please refer to the Family Planning Services Billing 
Manual. Providers can access this and other specialty billing manuals at 
http://medicaidalaska.com; select Providers > Billing Manuals, click the Accept button to accept 
the license agreement, and select the appropriate billing manual. 

Hysterectomy 

Alaska Medical Assistance covers hysterectomies when performed for medical reasons. Alaska 
Medical Assistance will not pay for a hysterectomy performed solely to render an individual 
permanently incapable of reproducing. Alaska Medical Assistance requires providers to advise 
recipients orally and in writing that a hysterectomy will result in sterility; otherwise Alaska Medical 
Assistance does not cover the procedure. 

The provider must obtain authorization from Qualis Health. Section K of this manual provides 
additional information about requesting and obtaining SA from Qualis Heath.  

Before a hysterectomy is performed, the recipient must grant voluntary, informed consent by 
signing a Hysterectomy Consent Form, available at 
http://medicaidalaska.com/providers/forms.shtml.  

Only the Hysterectomy Consent Form will be accepted; no substitutions are allowed. The 
consent form must be complete and legible; forms containing correction tape or crossed out 
language will not be accepted.  

Before the recipient signs and dates Part III of the form, the individual obtaining the recipient’s 
consent must sign Part II, in which he or she certifies that he or she informed the recipient orally 
and in writing.  

The individual obtaining consent must effectively communicate all of the above information to 
any individual who is blind, deaf, or otherwise handicapped and must provide an interpreter for 

http://medicaidalaska.com
http://medicaidalaska.com/providers/forms.shtml
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any individual who does not understand the language in the consent form or of the individual 
obtaining consent; however, Alaska Medical Assistance does not pay for interpreter services.  

The recipient must sign her consent before receiving hysterectomy surgery, unless the physician 
who performs the procedure certifies in writing that: 

 The individual was sterile before the hysterectomy, and states the cause of sterility. 

 The hysterectomy was performed under a life-threatening emergency in which prior 
acknowledgement was not possible (a description of the nature of the emergency must 
be included). 

Obstetrical Care 

Physician Guidelines 

Alaska Medical Assistance covers routine obstetrical care when provided by a physician. 
Reimbursement for obstetrical services is made in accordance with RBRVS payment 
methodology. A physician may submit a global, all-inclusive claim for obstetrical services only if 
the recipient has third-party health insurance that pays a global rate.  

CPT guidelines consider the use of Pitocin to initiate or augment labor part of a delivery and 
Alaska Medical Assistance does not reimburse for Pitocin separately. 

Advanced Nurse Practitioner/Certified Nurse Midwife (CNM) Guidelines 

Alaska Medical Assistance covers services for a normal vaginal delivery performed by a nurse 
practitioner certified as a nurse midwife. The CNM may perform these services at a licensed 
free-standing birth center.  

Sterilization 

Alaska Medical Assistance covers sterilization for family planning purposes. Recipients must be 
mentally competent individuals, 21 years of age or older. Before sterilization is performed, the 
recipient must grant voluntary, informed consent by signing a Sterilization Consent Form, 
available at http://medicaidalaska.com/providers/forms.shtml.  

Only the Sterilization Consent Form will be accepted; no substitutions are allowed. The consent 
form must be complete and legible; forms containing correction tape or crossed out language will 
not be accepted. 

After the recipient signs and dates the Consent to Sterilization portion of the form, the individual 
obtaining the recipient’s consent must sign the Statement of Person Obtaining Consent portion, 
certifying that before the recipient signed the consent form, he or she orally advised the recipient 
concerning the following: 

 About the procedure 

 Alternative methods of family planning and birth control 

 That sterilization is considered irreversible 

 About the discomforts and risks of the surgery as well as the benefits or advantages of 
sterilization 

 That no federal benefits will be withdrawn if the individual decides not to be sterilized 

http://medicaidalaska.com/providers/forms.shtml
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The individual obtaining consent must effectively communicate all of the above information to 
any individual who is blind, deaf, or otherwise handicapped and must provide an interpreter for 
any individual who does not understand the language in the consent form or of the individual 
obtaining consent; however, Alaska Medical Assistance does not pay for interpreter services.  

Consent may not be obtained from anyone who is: 

 In labor of childbirth. 

 Under the influence of alcohol or other drugs. 

 Seeking/obtaining a therapeutic abortion. 

 Deemed incompetent by a court of law. 

The waiting period between obtaining consent and performing sterilization must be at least 30 
days and not more than 180 days. In cases of premature delivery or emergency abdominal 
surgery a waiver of the 30-day waiting period may be granted. In the case of premature delivery, 
the recipient must give informed consent at least 30 days before the expected delivery date. In 
the case of abdominal surgery, the physician must wait at least 72 hours after the recipient signs 
the form and must also describe the emergency.  

The physician who performs the sterilization procedure must sign and date the consent form 
after performing the surgery. The physician’s signature certifies that:  

 He/she advised the individual about the requirements for informed consent (as set forth 
in the consent form). 

 The individual is mentally competent. 

 At least 30 days have passed since the individual signed the consent form. 

After the physician signs the form, it should be attached to the claim submitted for the 
sterilization procedure. 

C.Out-of-State Services 

Alaska Medical Assistance will cover a service provided out-of-state to the same extent it would 
cover the service provided in this state if the service is provided to a recipient who is a resident 
of Alaska, and Alaska Medical Assistance is able to verify one of the following situations: 

 The recipient requires a medical service that is not available in this state or the provision 
of that service out-of-state is more cost-effective. 

 The medical service is needed due to a medical emergency while a recipient is out of 
state, and the recipient’s health would be endangered if the recipient were required to 
travel to this state for the needed medical service. This eligibility exists when the 
individual is temporarily absent and intends to return to Alaska. 

 Laboratory specimens are sent out-of-state because the laboratory service is not offered 
in this state, the laboratory service is more readily available out-of-state, or the laboratory 
work performed out-of-state is more cost-effective. 

Alaska Medical Assistance may deny a request for a service provided out-of-state that 
requires service authorization if the above criteria are not met. 
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Payment for services provided to Alaska Medical Assistance recipients outside the state of 
Alaska is limited to the lesser of: 1) the rate established by the Medicaid agency in the state 
where the services were provided; or, 2) the rate or payment methodology established by Alaska 
Medical Assistance. 

D.Non-covered Services 

Some services are not covered by Alaska Medical Assistance. Refer to Services Not Covered by 
Alaska Medical Assistance in the Quick Reference section for general guidelines. 

Recipients are responsible for all non-covered services (and cost sharing amounts if required by 
7 AAC 105.610). The provider should not accept a medical assistance coupon from the recipient 
if the service is not covered under the Alaska Medical Assistance Program. 

 

Note: Provider billing manuals for the specific type of provider (for example, physicians, 
physical therapists, or advanced nurse practitioners) include additional information 
about coverage limitations. 

E.Chronic and Acute Medical Assistance (CAMA) Services 

The Chronic and Acute Medical Assistance (CAMA) program provides limited state-funded 
medical assistance to Alaska residents (who do not qualify for Alaska Medical Assistance) with 
one of the following conditions:  

 Diagnosis of terminal illness 

 Cancer requiring chemotherapy 

 Diabetes 

 Diabetes insipidus 

 Chronic hypertension 

 Chronic mental illness (as defined in 7 AAC 160.990) 

 Chronic seizure disorder 

The CAMA program will cover the following services, if they are related to one of the conditions 
listed above: 

 Physician services (not provided to in an inpatient hospital or nursing facility) 

 Three prescriptions filled or refilled in a calendar month (prescription cannot exceed a 
30-day supply) 

 Limited medical supplies necessary for monitoring or treating condition (no durable 
medical equipment) 

 Authorized outpatient hospital radiation and chemotherapy services for cancer treatment 

 

Tribal providers will not be reimbursed for a CAMA beneficiary who is an American 
Indian or Alaska Native. However, covered CAMA services for CAMA eligible recipients 
who are not tribal beneficiaries are reimbursable by Alaska Medical Assistance, if the 
facility has agreed to accept non-tribal beneficiary recipients. 
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6Billing Guidelines 

A.Choosing a Claim Method 

 

Required fields are the minimum required when billing on paper; additional fields may be 
required to comply with HIPAA EDI requirements. 

The claim form that you use depends on which type of provider you are billing: 

Provider Type Transaction 
Type 

Paper Claim Form 

Tribal Clinic 837P CMS-1500 (08/05 Version) 

Inpatient Hospital 837I UB-04 

Outpatient Hospital 837I UB-04 

Physician services at an inpatient hospital 
(or at an outpatient hospital if your facility 
chose the ASC option; refer to the Tribal 
Outpatient Hospitals section for additional 
information) 

837P CMS-1500 (08/05 Version) 

Physician billing for CHA/P services 837P CMS-1500 (08/05 Version) 

Dentist billing for DHA services 837D Dental claim form (J400 
Version) 

Ambulatory Surgical Center 837I UB-04 

Pharmacy NCPDP NCPDP Universal Claim Form 
(UCF) 

You can submit claims electronically or via mail. Refer to How to Submit a Claim later in this 
section for more information. 
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B.How to Complete the CMS-1500 and Instructions 

 
Figure A-3: CMS-1500 Claim Form 
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CMS-1500 Claim Form Instructions – Set B 

The form below includes directions for compatible provider types. Please follow the instructions in your provider-type column. 

Provider Type 

KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
Q
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Field Field ID Instructions

1. Medicaid Required. All providers are to select 
Medicaid. 

R R R R R R R R R R 

1a. Insured’s ID # Required. Enter the patient’s 10-digit 
Medical Assistance ID number. 

R R R R R R R R R R 

2. Patient’s Name Required. Enter the following information as 
it appears on the eligibility form: patient’s full 
last name, first name and middle initial. 

R R R R R R R R R R 

3. Patient’s Birth 
Date/Sex 

Optional. If used, enter patient’s date of 
birth in MM/DD/YY format and check box 
“M” or “F” to indicate sex. 

O O O O O O O O O O 

4. Insured’s Name No entry needed. N N N N N N N N N N 

5. Patient’s Address Optional. If used, enter patient’s full street 
address, city, state, and ZIP code. 

O O O O O O O O O O 

6. Patient’s 
Relationship to 
Insured 

Required. Select Self. R R R R R R R R R R 

7. Insured’s Address No entry needed. N N N N N N N N N N 

8.  Patient Status Optional. Select the appropriate box. O O O O O O O O O O 

9.-9d. Other Insured’s Name 

a. Other Insured’s 
Policy or Group 
Number  

b. Other Insured’s DOB  

Required. If the patient has other insurance, 
as indicated in field 11d. Enter the name of 
the policyholder, plan name, address and 
policy number.  

R R R R R R R R R R 
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Provider Type 

KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
Q
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Field Field ID Instructions

& Sex 
 Employer’s Name or 

School Name 
 Insurance Plan or 

Program Name 

 

10. Is Patient’s 
Condition related 
to:  

a. Employment   

b. Auto Accident   

c. Other Accident   

Required, if applicable. Select the 
appropriate box and indicate in what state 
the accident occurred. 

R R R R R R R R R R 

10d. Reserved For Local 
Use 

No entry needed. N N N N N N N N N N 

11.  

 

 

 

 

 

Insured’s Policy 
Group or FECA # 

a. Insured’s DOB & sex 

b. Employer’s Name or 
School’s Name 

c. Insurance Plan or 
Program Name 

No entry needed, but if used enter patient’s 
DOB in MM/DD/YY. 

N N N N N N N N N N 

11d. Is There Another 
Health Benefit 
Plan?  

Yes      No   

Required. Select the appropriate box. If 
“yes,” complete fields 9-9d. 

R R R R R R R R R R 
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Provider Type 

KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
Q
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Field Field ID Instructions

12.-
13. 

Patient’s or 
Authorized 
Person’s Signature 
for Release of 
Medical Info. 

Optional. Appropriate individuals must sign 
or indicate if signature is on file (SOF). 

O O O O O O O O O O 

14. Date of Current 
Illness or Injury or 
Pregnancy 

Optional. If used, enter the date on which 
diagnosis was made. 

O O O O O O O O O O 

15.-
16. 

If Patient Has Had 
Same or Similar 
Illness, give First 
Date/s Patient was 
Unable to Work in 
Current Occupation 

Optional. If used, enter the date on which 
diagnosis was made. 

O O O O O O O O O O 

17. Name of Referring 
Physician/ Other 
Source 

Required, during NPI contingency period, if 
applicable. Enter name of provider who 
referred patient for services. 

R R R R R R R R R R 
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Provider Type 

KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
Q
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Field Field ID Instructions

17a. Non-NPI ID Required, during NPI contingency period, if 
applicable. Enter the two-digit qualifier 
identifying the Non-NPI Number immediately 
to the right of 17a (first field). Qualifier ID is 
used when submitting Medicaid Provider 
IDs. For a complete listing of the approved 
two-digit qualifiers, refer to the NUCC 
website: www.nucc.org. Enter the Non-NPI 
Number of the referring, ordering, or 
supervising provider (second field). This 
number should either be the provider’s 
Medicaid Provider ID or the taxonomy code 
based on the correlating identifying qualifier 
in the first field of 17a. During NPI dual 
usage period, the Medicaid Provider ID is 
required. 

R R R R R R R R R R 

17b. ID Number of 
Referring Physician 

Required. Enter the NPI of the referring, 
ordering, or supervising provider. 

R R R R R R R R R R 

18. Hospitalization 
Dates Related to 
Current Services 

No entry needed. N N N N N N N N N N 

19. Reserved for Local 
Use 

No entry needed. N N N N N R N R R N 

20. Outside Lab?  No entry needed. Alaska Medical 
Assistance rules require separate enrollment 
of labs. 

N N N N N N N N N N 

21. Diagnosis or 
Nature of Illness or 
Injury 

Required. Enter the ICD-9-CM diagnosis 
codes that describe the sign, symptom, 
complaint, or condition of the patient that 
applies to the procedure(s) performed or 

R R R R R R N R N N 

http://www.nucc.org
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Provider Type 

KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
Q
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Field Field ID Instructions

service(s) supplied.

22. Medicaid 
Resubmission 
Code 

No entry needed. N N N N N N N N N N 

23. Service 
Authorization 
Number  

 

Required, if applicable. If any services billed 
on the claim form have been authorized 
prior to the services being supplied, enter 
the eight-digit service authorization code. 

R R R R R R R R R R 

24 A.-
G. 

Supplemental 
Information 

Required, if applicable. In the shaded area, enter supplemental information to support the billed service or to explain unusual circumstances. 
Example 1: If the patient was a Nursing Home Resident, enter two spaces and value “LTC” in the shaded area. Example 2: If the service billed 
in the unshaded area is a drug code (usually J code), enter the qualifier “N4” followed by the National Drug Code (NDC) that corresponds to the 
code submitted in the unshaded area (i.e., “N400026064871” is entered in the shaded area when code “J1563” is entered in the unshaded 
area).  Example 3: When submitting the NDC in 24D and the NDC and HCPCS units are not the same, enter the applicable NDC-related units 
in the shaded area. Refer to the NUCC website: www.nucc.org for more examples of entering supplemental information. 

24A. Dates of Service  Required. To bill for NDC codes - In the 
shaded area, enter qualifier ‘N4’ and the 11 
digit NDC number. (Do not enter hyphens or 
spaces within the NDC number.) 

 

In the unshaded area, enter the “from” and 
“to” dates services were rendered in 
MM/DD/YY format. The six-digit format is 
preferred; however the eight-digit format is 
also acceptable, such as MM/DD/CCYY. 
Each service/procedure must be entered on 
a separate line with no more than six lines 
per form. 

R R R R R R R R R R 

http://www.nucc.org
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KEY:  

R = Required  

O = Optional  

N = No Entry needed  Updated 11/03/2008 F
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Field Field ID Instructions

24B. Place of  Service Required. In the unshaded area, enter the 
place of service by using the two-character 
national code that reflects where service 
was rendered. Codes can be found at 
http://cms.hhs.gov/PlaceofServiceCodes/. 

R R R R R R R R R R 

24C.  EMG (emergency 
indicator) 

Required, if applicable. In the unshaded 
area, enter a "Y" if services are an 
emergency, otherwise leave blank. 

R R R R R R R R R R 

24D. Procedures,  
Medical Services or 
Supplies 

Required. To bill for NDC codes - In the 
shaded area, enter the NDC unit of measure 
(2 positions) immediately followed by the 
numeric quantity administered to the patient. 
(Enter the actual metric decimal quantity 
(units) administered. The quantity field is 
limited to 9 bytes in the format 99999.999. 
Enter the quantity from left to right. Enter the 
decimal point. Leave spaces at the end of 
the field. The valid unit of measurement 
codes are F2=International Unit, GR=Gram, 
ML=Milliliter, and UN=Unit. 

 

In the unshaded area, enter the appropriate 
procedure codes and modifiers. If 
appropriate, enter up to four sets of two 
character modifiers.  

R R R 

If billing 
for 
Mental 
Health 
Rehab, 
check for 
additiona
l 
modifier. 

R R R R R R R 

24E. Diagnosis Pointer Required. In the unshaded area, enter the 
item number (1-4) of the diagnosis code 
from field 21 (Diagnosis or Nature of Illness 
or Injury) that applies to the procedure(s) 
performed or the service(s) supplied. 

R R R R R R N R N N 

http://cms.hhs.gov/PlaceofServiceCodes/
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Field Field ID Instructions

24F. $ Charges Required. Leave the shaded area blank. 

 

In unshaded area, enter charges. Enter your 
actual fee for the services. Whole dollars are 
entered to the left of the vertical line; cents 
are entered on right of vertical line. If billing 
more than one unit of a service, the figure 
entered in this field reflects the total fee for 
all the units billed on this claim line. 

R R R R R R R R R R 

24G. Days or Units Required. In the shaded area, enter ‘LTC’ if 
the recipient is in a long term care facility. 

 

In the unshaded area, enter the number of 
units appropriate to the services rendered.  

R R R R R R R R R R 

24H. EPSDT/Family 
Planning 

Required. In order to exempt your EPSDT 
patients from paying a cost sharing amount, 
field 24H must be filled in. Failure to indicate 
a code in this field may result in a cost 
sharing amount being deducted from the 
amount reimbursed to the provider. Enter 
the response in the shaded area of the field 
as follows: Y for "Yes" or N for "No." 

Required. For Family Planning, enter the 
response in the unshaded area of the field 
as follows: Y for "Yes" or N for "No." 

R R R R R R N R N N 
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N = No Entry needed  Updated 11/03/2008 F
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Field Field ID Instructions

24I. ID Qualifier Required, if applicable.  In the shaded area, 
enter the two-digit qualifier identifying the 
Non-NPI number. Enter the Medicaid 
Provider ID. For a complete listing of the 
approved two-digit qualifiers, refer to the 
NUCC website: www.nucc.org. During NPI 
dual usage period, the Medicaid Provider ID 
is required.  

R R R R R R R R R R 

24J. Rendering Provider 
ID# 

Required. Rendering provider is the person 
or company (lab or other facility that 
rendered or supervised the care). In shaded 
area, enter the provider’s Medicaid Provider 
ID if qualifier “1D” was entered in field 24I. 
Enter provider’s taxonomy code if “ZZ” was 
entered in field 24I. Where a locum tenens 
was used, enter that provider’s information 
here. In the unshaded area, enter the 
rendering provider’s NPI. 

O O O O O R O R R O 

25. Federal Tax ID #  Optional. Enter the tax ID number of the 
billing provider. 

O O O O O O O O O O 

26. Your Patient’s  

Account # 

Optional. This is for the convenience of the 
provider for identifying the claim on the 
remittance advice. 

O O O O O O O O O O 

27.  Accept 
Assignment? 

Required. If applicable, select the 
appropriate box.  

Yes      No  

R R R R R R N R R R 

28. Total Charge Required. Enter the total for all charges 
listed in Column 24F. 

R R R R R R R R R R 

http://www.nucc.org
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Field Field ID Instructions

29. Amount Paid Required. If applicable, enter the amount 
paid by any insurance carrier or legal 
settlement. Attach the explanation of 
benefits (EOB) for this paid amount. 

R R R R R R R R R R 

30. Balance Due Required, if field 29 is used. Enter 
difference of field 28 and field 29. 

R R R R R R R R R R 

31. Signature of 
Physician or 
Supplier Including  
Degree or 
Credentials 

Required. The claim must be signed and 
dated by the health care provider or an 
assigned representative or indicating if 
signature on file (SOF). A facsimile 
signature is NOT acceptable. The claim 
cannot be prepared and signed/dated prior 
to the dates of services being rendered.  
The signature date becomes the billing date 
and must not be a future date or date before 
the latest date of service on the claim. 

R R R R R R R R R R 

32. Service Facility 
Location 
Information 

 

Optional. Enter the name and address of 
the location where services were provided.  
Include ZIP Code+4. This is used in NPI 
matching. 

O O O O O O O O O O 

32a. Service Facility NPI 

Number 

Optional. Enter National Provider ID in 
unshaded area. 

O O O O O O O O O O 
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Field Field ID Instructions

32b. Service Facility  
Non-NPI Number 

Optional. Enter the two-digit qualifier 
identifying the Non-NPI number of the billing 
provider followed by the provider’s Medicaid 
Provider ID or taxonomy code based on the 
correlating identifying qualifier in the shaded 
area. 

O O O O O O O O O O 

33. Billing Provider’s 
Information & 
Phone Number 

Required. Enter the following information as 
shown on your Medical Assistance Provider 
Agreement: name, street address, city/state, 
ZIP Code+4, and telephone. 

R R R R R R R R R R 

33a. Billing NPI Required. Enter National Provider ID for the 
billing provider in the unshaded area. 

R R R R R R R R R R 

33b. Billing Medicaid 
Provider ID 

Required. Enter the two-digit qualifier 
identifying the Non-NPI number of the billing 
provider followed by the provider’s Medicaid 
Provider ID or taxonomy code based on the 
correlating identifying qualifier in the shaded 
area. During NPI dual usage period, the 
Medicaid Provider ID is required. Example: 
1DMD1234. 

R R R R R R R R R R 

 

 



 

A-42  Common Provider Information
  

C.How to Complete the UB-04 Claim Form and Instructions 

 
Figure A-4: UB-04 Claim Form 



 

Common Provider Information  A-43 

UB-04 Claim Form Instructions  

The instructions below are a tool to assist providers with correctly submitting claims to Alaska Medical Assistance, and are not intended as a substitute for 
the National Uniform Billing Committee (NUBC) Official UB-04 Specifications Manual. To obtain a copy of the NUBC UB-04 manual, please visit 
www.nubc.org, or call 312.422.3390. 

Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 
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Field Field ID Instructions 

1. Billing Provider 
Name, 
Address and 
Telephone  
Number 

Provider submitting the bill (billing provider). 
Address must be a street address. P.O. Boxes 
or Lock Box addresses may be entered only in 
Field 2, Pay-To Address. 

Line 1: Provider Name  

Line 2: Address; must be a street address  

Line 3: City, State, and ZIP Code + 4 digits 

Line 4: Telephone, Fax, Country Code (outside 
U.S.) 

Required Required Required Required Required Required Required 

2. Pay-to Name  
and Address 

This field is not used by Alaska Medical 
Assistance. Payments are directed to the Pay-To 
Address on the Alaska Medical Assistance 
provider file. 

Optional Optional Optional Optional Optional Optional Optional 

3a. Patient Control 
Number 

Patient’s unique alphanumeric number assigned 
by provider to retrieve individual’s financial billing 
records.  

Patient account number will be reported on the 
paper remittance advice (RA), up to a maximum 
of 11 characters. 

Optional Optional Optional Optional Optional Optional Optional 

3b. Medical/ 
Health 
Record 
Number 

Number assigned to patient’s medical/health 
record by provider.  

Optional Optional Optional Optional Optional Optional Optional 

http://www.nubc.org
http://www.nubc.org


 

A-44  Common Provider Information  

Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 
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Field Field ID Instructions 

4. Type of Bill A code indicating specific type of bill (e.g., 
hospital inpatient, outpatient, etc.).  

1st digit: a leading zero  

2nd digit: type of facility, e.g., 1=hospital, 2=SNF, 
6=ICF. 

3rd digit: bill classification, e.g., 1=inpatient, 
5=ICF, 8=hospital swing or administrative wait 
bed. 

4th digit: defines the frequency of the bill for the 
institutional claim, e.g., 1=admit thru discharge 
claim, 2=interim billing, first claim, 3=interim 
billing, continuing claim, 4=interim billing, last 
claim. 

The fourth digit value “7” or “8” will not be 
processed as an adjustment/void. Adjustments 
(voids/replacements) requested on paper must 
be submitted using form AK-05. (Refer to 
Section II of the billing manuals for instructions 
on completing this form).  

Required Required 
 

The only 
valid code for 
an 
Ambulatory 
Surgical Care 
facility is 
0831. 

Required 
 

The only 
valid codes 
for Home 
Health 
services are 
032X, 033X, 
or 034X. 

Required 
 

The first three digits for 
Hospice Care services 
are: 081x for hospice, 
non hospital based, 
and 082x for hospital-
based hospice care.  

Required Required Required 
 

The only 
valid value 
for ESRD 
claims is 
0721. 

5. Federal Tax  
Number 

Number assigned provider by the federal 
government for tax reporting. Also known as Tax 
ID Number or Employer ID Number. Identify 
affiliated subsidiaries using federal tax “Sub-ID.” 

Optional Optional Optional Optional Optional Optional Optional 

6. Statement 
Covers 
Period 

The beginning and ending service dates of the 
period included on this bill. The “From” date 
should not be confused with the “Admission 
Date” in field 12. 

Enter the “from” and “through” date that services 
were rendered in MM/DD/YY format for the 
period included on the claim. Both a “from” and 
“through” date are required, even if they are the 
same date. 

The Statement Covers Period must not cross the 
state or facility’s fiscal year end. 

This period should include all covered and non-
covered (days not authorized) days, however 
days of recipient ineligibility should not be 
included. 

The date of discharge, transfer, or death must be 
listed as the “through” date when the patient’s 
status (field 17) indicates discharge, transfer, or 
death. 

Required Required Required Required Required Required Required 

http://www.nubc.org
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Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 
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Field Field ID Instructions 

7. Reserved for Assignment by NUBC 

8a. Patient 
Identifier 

No entry required. The patient’s 10-digit 
Medicaid, DKC, or CAMA identification number 
is entered in field 60. 

Optional Optional Optional Optional Optional Optional Optional 

8b.  Patient Name Last name, first name and middle initial of the 
patient. Separate last and first names with 
comma or space. Leave no space between 
prefix and name. Do not record titles. Keep 
hyphen in hyphenated names.  

Required Required Required Required Required Required Required 

9. Patient 
Address 

Patient’s mailing address. Enter the complete 
mailing address including street number and 
name or P.O. Box number or Rural Free Delivery 
(RFD), city name, state name, and ZIP code + 4 
digits 

Optional Optional Optional Optional Optional Optional Optional 

9a. Street Address  Optional Optional Optional Optional Optional Optional Optional 

9b. City  Optional Optional Optional Optional Optional Optional Optional 

9c. State  Optional Optional Optional Optional Optional Optional Optional 

9d. Zip Code  Optional Optional Optional Optional Optional Optional Optional 

9e. Country Code  Optional Optional Optional Optional Optional Optional Optional 

10. Patient Birth  
Date 

 Optional Optional Optional Optional Optional Optional Optional 

11. Patient Sex If used, enter “F” for female or “M” for male. Optional Optional Optional Optional Optional Optional Optional 

12. Admission/ 
Start of Care 
Date 

The start date for this episode of care. For 
inpatient services, this is the date of admission. 
Enter the actual date of admission in MM/DD/YY 
format. 

Required 

 

Required 
 

Required Required Required Required 
Admission 
date to 
facility or 
new level of 
care (LOC). 

Required 

13. Admission 
Hour 

Code referring to the hour during which the 
patient was admitted for inpatient care. 

IP: 
Required 
OP: 
Optional 

Optional Optional Optional Required Required Optional 

http://www.nubc.org
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Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 
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Field Field ID Instructions 

14. Priority (Type) 
of Visit 

Code indicating the priority of this 
admission/visit. 

1 = Emergency 

2 = Urgent 

3 = Elective 

4 = Newborn 

Required Optional Optional Optional Required Required Optional 

15. Source of 
Referral for 
Admission or 
Visit 

Code indicating source of the referral for this 
admission or visit.  

1 = Physician Referral 

2 = Clinic Referral 

3 = HMO Referral 

4 = Transfer from a Hospital 

5 = Transfer from a SNF 

6 = Transfer from another healthcare facility 
(ICF, AW or SB bed) 

7 = Emergency Room 

8 = Court/Law Enforcement 

A = Transfer from a Critical Access Hospital 
 

Newborn codes: 

1 = Normal Delivery 

2 = Premature Delivery 

3 = Sick Baby  

4 = Extramural Birth 

Note: this list is not all inclusive; refer to the 
NUBC UB-04 Manual for a complete list. 

IP: 
Required 
 

Note: 
Newborn 
claims must 
be billed 
separate 
from the 
mother and 
billed using 
the 
newborn’s 
Medical 
Assistance ID 
Number. 

OP: 
Optional 

Optional Optional Optional Required Required Optional 

16. Discharge 
Hour 

Code indicating the discharge hour of the patient 
from inpatient care. 

IP: 
Required  
on discharge 
claims 

OP: 
Optional 

Optional Optional Optional Required 
 on 
discharge 
claims 

Required Optional 
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Field Field ID Instructions 

17. Patient 
Discharge 
Status 

Code indicating disposition or discharge status of 
the patient on the last day of the billing period, as 
reported in field 6, “Statement Covers Period.” 
Patient Discharge Status codes include, but are 
not limited to: 

01 = Discharge to home or self care. 

02 = Discharge or transfer to short term general 
hospital for inpatient care. 

03 = Discharge or transfer to skilled nursing 
facility (SNF). 

04 = Discharge or transfer to an Intermediate 
Care Facility (ICF). 

05 = Discharge or transfer to another type of 
institution (e.g., designated cancer center or 
children’s hospital). 

06 = Discharge or transfer to home under care of 
organized home health service organization. 

07 = Left against medical advice. 

20 = Expired. 

30 = Still a patient. 

Note: this list is not all inclusive; refer to the 
NUBC UB-04 Manual for a complete list. 

IP: 
Required 

 

OP: 
Optional  

Optional Optional Required 
For inpatient hospice  

Required Required Optional 

18.-28. Condition 
Codes 

Code(s) used to identify all conditions/events 
relating to this bill that may affect processing, 
such as:  

ML = Patient is in a Nursing home 

A1 = EPSDT-related claim 

A4 = Family Planning 

Note: this list is not all inclusive; refer to the 
NUBC UB-04 Manual for a complete list. 

Required 
if applicable  

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

29. Accident State Two-digit state abbreviation where the accident 
occurred. Required when services reported on 
this claim are related to an auto accident and the 
accident occurred in a country or location that 
has a state, province, or sub-country code.  

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 
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Field Field ID Instructions 

30. Reserved for Assignment by NUBC 

31.-34. Occurrence 
Codes 
and Dates 

Code and associated date defining significant 
event relating to this bill that may affect payer 
processing. Required when there is an 
Occurrence Code that applies to this claim. Note: 
Occurrence Codes and Occurrence Span Codes 
are mutually exclusive. E.G., 
01=Accident/Medical Coverage, 
03=Accident/Tort Liability, 
4=Accident/Employment Related. This list is not 
all inclusive; refer to the NUBC UB-04 Manual for 
a complete list. 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

35.-36. Occurrence 
Span 
Codes and 
Dates 

A code and the related dates that identify an 
event that relates to the payment of the claim. 
Required when there is an Occurrence Span 
Code (values 70-99 and M0-ZZ) that applies to 
the claim. 

Required 
if applicable  

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

37.  Reserved for Assignment by NUBC 

38. Responsible  
Party Name 
and  
Address 

Name and address of party responsible for the 
bill. Required if a window envelope is used. If 
used, affix the recipient's Medical Assistance 
coupon here. If the automated file indicates that 
the recipient is not eligible, the coupon will be 
used to notify the appropriate staff of eligibility 
discrepancies. 

Optional Optional Optional Optional Optional Optional Optional 

39.-41. Value Codes  
and Amounts 

Code structure to relate amounts or values to 
identify data elements necessary to process 
claims. Required when there is a Value Code 
that applies to this claim.  

Value code 80 = covered days. Enter # of 
covered days billed. 

Value code 81 = non-covered days. Enter # of 
non-covered days. 

Enter the total number of payable days (units) of 
service included on this claim. For a patient 
continuing in the facility on the last day in the 
billing period, the "through" date is counted as a 
covered day. For a discharged, transferred or 
deceased patient, the "through" date is not 
counted. Do not count days beyond the 
authorization as covered days. Do not count 
unauthorized days beyond the 3rd day as 
covered days. 

IP: 
Required 

 

OP: 
Optional 

Optional Optional Required  
for inpatient hospice 

Required Required Optional 
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Field Field ID Instructions 

Note: The sum of covered days plus non-covered 
days equals total days. Total days must equal the 
number of days spanned in "Statement Covers 
Period" (field 6). 

"Statement Covers Period" (Days Spanned) = 
Covered + Non-covered Days (Total Days) 

When checking entries to be sure total days 
equal the days spanned, it is important to 
consider the patient's status (field 17) on the last 
day in the billing period. For a continuing patient, 
the "through" date is counted on both sides of the 
above equation. For a discharged, transferred or 
deceased patient, the "through" date is not 
counted. Example: for a continuing patient, the 
days spanned for a claim "from" 07/01/07 
"through" 07/06/07 = 6 days. (Count calendar 
days beginning with the "from" date, including the 
"through" date.) The sum of covered plus non-
covered days must then equal 6. 

For a discharged patient, the days spanned for a 
claim "from" 07/01/07 "through" 07/06/07 are 5 
days. (Count the calendar days beginning with 
the "from" date, but do not count the "through" 
date.) The sum of covered plus non-covered 
days must then equal 5.  

The sum of covered and non-covered days must 
also equal the accommodation units (units 
associated with accommodation revenue codes) 
reported in "Service Units" (field 46).Value code 
34 = LTC Patient liability, enter amount of patient 
liability for the month of service billed. 

Value code 15 = Worker’s compensation. 
Value code 37 = Pints of blood furnished 
Value code 38 = Blood deductible pints 
Value code 39 = Pints of blood replaced 
Value code 54 = Newborn birth weight in grams 

Fields 39a through 42a must be completed 
before the b fields are completed; 39b through 
42b must be completed before the c fields are 
completed, etc.  

Note: this list is not all-inclusive; refer to the 
NUBC UB-04 Manual for a complete list. 

http://www.nubc.org


 

A-50  Common Provider Information  

Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 

 

In
p

at
ie

n
t/

 
O

u
tp

at
ie

n
t 

H
o

sp
it

al
 

A
m

b
u

la
to

ry
 

S
u

rg
er

y 

H
o

m
e 

H
e

al
th

 
S

er
vi

ce
s 

H
o

sp
ic

e 

In
p

at
ie

n
t 

M
en

ta
l 

H
ea

lt
h

 

L
o

n
g

 T
er

m
 C

ar
e 

(L
T

C
) 

E
n

d
 S

ta
g

e 
R

en
al

 
D

is
ea

se
 

Field Field ID Instructions 

42. Revenue Code Revenue codes that identify specific 
accommodations, ancillary services, unique 
billing calculations or arrangements. After all 
revenue codes are entered in this field, skip a 
line and enter "0001," referencing total charges. 

Required Required 
Use revenue 
code 0490 
(Ambulatory 
Surgical 
Care).  

Required Required 
Enter the appropriate 
revenue code from 
those listed below for 
each category 
described in field 43.  

0651 = Hospice/ 
Routine Home Care (1 
Unit=1 Day) 

0652 = Hospice/ 
Continuous Home 
Care (1 Unit=1 Hour) 

0655 = Hospice/ 
Inpatient Respite Care 
(1 Unit=1 Day) 

0656 = Hospice/ 
Inpatient Non-respite 
Care (1 Unit=1 Day) 

0658 = Hospice 
Nursing Home Care (1 
Unit=1 Day) 

0001 = Total Charge 

Required Required Required 

43. Revenue 
Description 

The standard abbreviated description of the 
related revenue code categories included on this 
bill. After all descriptions are entered in field, skip 
a line and enter "Total Charge." Except as noted 
below, describe each revenue code included on 
the claim form, using the appropriate description 
or abbreviation. 

Outpatient claims: For revenue codes 025x and 
063x, enter the following information exactly as 
specified: 

Enter the NDC qualifier ‘N4’ in the first two (2) 
positions. 

Immediately following the N4 qualifier, enter the 
11-digit National Drug Code number (no 
hyphens). 

Immediately following the last digit of the NDC 
(no delimiter), enter the Unit of Measurement 
Qualifier. The Unit of Measurement Qualifier 
codes are as follows: 

F2=International Unit 

Required Required Required Required Required Required Required 
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Field Field ID Instructions 

GR=Gram 

ML=Milliliter 

UN=Unit 

Immediately following the Unit of Measurement 
Qualifier, enter the unit quantity with a floating 
decimal for fractional units limited to three (3) 
digits to the right of the decimal. Enter the 
quantity from left to right; leave spaces to the end 
of the field. 

The Revenue Description field on the UB-04 is 
24 characters in length.  

Example:  

N 4 1 2 3 4 5 6 7 8 9 0 1 U N 1 2 3 4 . 5 6 7 

44. HCPCS/Accom
modation 
Rates/  
HIPPS Rate 
Codes 

Healthcare Common Procedure Coding System 
(HCPCS) applicable to outpatient bills. 

Outpatient claims: HCPCS codes are required for 
drugs billed using revenue code 025x or 063x. 
Enter the 5 character HCPCS code 

IP: 
No entry 

OP: 
Required for 
outpatient 
lab services 
or when 
billing for 
drugs using 
revenue 
codes 025X 
or 063X. 

Required 
 Enter the 
code that 
identifies the 
surgery 
performed. 
When billing 
for bilateral 
procedure, 
list the actual 
surgical 
procedure 
twice or enter 
‘2’ units in 
field 46 of the 
claim form.  

Required 
 Enter the 
procedure 
code which 
corresponds 
with each 
revenue code 
entered in 
field 42.  

No entry No entry No entry Required 
when billing 
for drugs 
using 
revenue 
codes 025X 
or 063X. 

45. Service Date Date the outpatient service was provided. This 
applies to lines 1-22; Line 23 refers to bill’s 
creation. 

Optional Optional Optional Optional Optional Optional Optional 

46. Service Units A quantitative measure of services rendered by 
revenue category to or for the patient to include 
items such as number of accommodation days, 
pints of blood, renal dialysis treatments, etc. 

Inpatient claims: Enter the number of room and 
board days during the billing period. Units must 
be used with revenue codes 0100-0219. The 
total number of days may include multiple levels 
of care. The total number of days must = the sum 
of covered and non-covered days reported in 

Required 
Note: 

for IP claims, 
1 unit = 1 
day 

Outpatient 
hospitals: 
HCPCS code 
and NDC are 

Required Required 
Note: 

1 unit = 1 visit 

Required 
Note: 
1 unit = 1 hour 
(Rev. Code 0652) 

1 Unit = 1 Day (Rev. 
Codes 0651, 0653, 
0654, and 0659) 

Required Required Required  
HCPCS 
code and 
NDC are 
required for 
drugs billed 
using rev 
code 025x 
or 063x. 
Enter the 
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Field Field ID Instructions 
Value code fields 39-41.  

Outpatient claims: Enter the total number of units 
for multiple services on the same day. Lab 
services require the number of units to be 
entered. 

HCPCS code and NDC are required for drugs 
billed using revenue code 025x or 063x. Enter 
the corresponding service units for the HCPCS 
reported in field locator 44. 

LTC/Nursing Home claims with oxygen services: 
With service authorization, oxygen charges may 
be billed as a separate line item, one month at a 
time, using revenue code 0270. Enter the 
number of liters/bottles used. The metered 
amount of oxygen given to a patient and dates 
used must be listed on an attachment to the 
claim form. See note below. 

Note: To compute the amount of oxygen to be 
billed, multiply the cost per liter or bottle times the 
number of liters or bottles used. Cost for 
professional services and supplies are covered in 
the all-inclusive per diem rate and cannot be 
billed separately. 

required for 
drugs billed 
using rev 
code 025x or 
063x. Enter 
the 
correspondin
g service 
units for the 
HCPCS 
reported in 
field locator 
44. 

correspondi
ng service 
units for the 
HCPCS 
reported in 
field locator 
44. 

47. Total Charges Total charges for the primary payer for related 
revenue codes for the current billing period as 
entered in statement covers period that includes 
both covered and non-covered items. 

Line Item Charges: Required (Lines 1-22). 

Total (Summary) Charges: Required on Line 23 
page using Revenue Code 0001. 

Enter the total charges included on claim for all 
covered and non-covered revenue codes and 
number of units indicated. The last figure 
represents total charges and corresponds with 
Revenue Code 0001 in field 42. 

Required Required Required Required Required Required Required  

48. Non-covered  
Charges 

To reflect the non-covered charges for the 
destination payer as it pertains to the related 
revenue code. 

If used, enter any non-covered charges in this 
field. This includes charges incurred during non-
covered days and any other identified non-
covered charges.  

Optional Optional Optional Optional Optional Optional Optional 
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Field Field ID Instructions 

49.  Reserved for Assignment by NUBC 

50. Payer Name Name of health plan the provider might expect 
some payment from for the bill.  

Line A: primary payer 

Line B: secondary payer 

Line C: tertiary payer 

Required Required  Required  Required Required Required Required 

51. Health Plan  
Identification 
Number 

The number used by the health plan to identify 
itself. 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

52. Release of  
Information  
Certification  
Indicator 

Code indicates whether provider has a signed 
statement (from patient or patient’s legal 
representative) on file permitting provider to 
release data to another organization. 

I: Informed Consent to release medical 
information for conditions or diagnoses regulated 
by federal statutes. Y: Provider has signed 
statement permitting release of medical billing 
data related to a claim.  

Required Required Required  Required  Required Required Required 

53. Assignment  
of Benefits  
Certification  
Indicator 

Code indicates provider has a signed form 
authorizing the third-party payer to remit payment 
directly to the provider.  

No entry No entry No entry No entry No entry No entry No entry 

54. Prior 
Payments 
Payer 

Amount provider has received (to date) from 
health plan toward payment of this bill. Required 
when the indicated payer has paid an amount to 
provider towards this bill. Attach a copy of each 
insurance company’s explanation of benefits 
(EOB). Refer to your provider billing manual for 
instructions on Medicare crossover billing. 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable  

Required 
if applicable 

55. Estimated 
Amount Due – 
Payer  

Amount estimated by provider due from indicated 
payer (estimated responsibility less prior 
payments).  

Optional Optional Optional Optional Optional Optional Optional 

56. Billing  
Provider’s 
National 
Provider 
Identifier 

Enter the billing provider’s NPI number. Required Required Required Required Required Required Required 

57. Other Billing  
Provider 
Identifier 

Leave Blank Optional Optional Optional Optional Optional Optional Optional 
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Field Field ID Instructions 

58. Insured’s 
Name 

Name of the individual under whose name the 
insurance benefit is carried. Separate last and 
first names with comma or space. Leave no 
space between prefix and name. Do not record 
titles. Record hyphenated names. Leave space 
between last name and suffix, (“Adams Jr., 
Glen”). Note field A=primary payer, B=secondary 
payer, C=tertiary payer. 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

59. Patient’s 
Relationship to 
Insured 

Code indicating relationship of the patient to the 
identified insured. 

Optional Optional Optional Optional Optional Optional Optional 

60. Recipient’s 
Unique 
Identifier 

Unique number assigned by the health plan to 
the insured. 

Enter the patient’s 10-digit Medical Assistance ID 
number as it appears on the eligibility 
coupon/label. 

Required Required Required Required Required Required Required 

61. Recipient’s 
Group Name 

The plan name thorough which coverage is 
provided to the insured.  

Optional Optional Optional Optional Optional Optional Optional 

62. Recipient’s 
Group 
Number 

Enter the insured’s group number when the 
identification card shows a group number. 

Required when other insurance/payers/health 
plans are known to potentially be involved in 
paying this claim and when the other insurance 
identification card shows a group number. 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

Required 
If applicable 

63. Treatment  
Authorization  
Code 

Number or other indicator that designates billed 
treatment has been authorized by payer. 

Enter the 8-digit service authorization number. 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

64. Document 
Control 
Number (DCN) 

The control number assigned to the original bill 
by the health plan or the health plan’s fiscal agent 
as part of their internal control. 

No entry No entry No entry No entry No entry No entry No entry 

65. Employer 
Name 
(of the Insured) 

Name of employer who provides healthcare 
coverage for insured individual identified in field 
58.  

Optional  Optional Optional Optional Optional Optional Optional 

66. ICD-9-CM 
Qualifier 

Enter a “9” in this field to indicate the version of 
the International Classification of Diseases 
reported. 

Optional Optional Optional Optional Optional Optional Optional 

67. Principal 
Diagnosis 
Code 

Enter the ICD-9-CM codes describing the 
principal diagnosis (i.e., condition established 
after study to be chiefly responsible for causing 
patient’s admission). 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 
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Field Field ID Instructions 

67a.-q. Other 
Diagnosis  
Codes 

ICD-9-CM diagnosis codes corresponding to all 
conditions that coexist at the time of admission, 
subsequently develop, or affect treatment 
received and/or length of stay. Exclude 
diagnoses that relate to an earlier episode which 
have no bearing on the current hospital stay. 

Required 
if applicable  

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

Required 
if applicable 

68. Reserved for Assignment by NUBC 

69. Admitting  
Diagnosis  
Codes 

 ICD-9-CM diagnosis code describing the 
patient’s diagnosis at the time of admission. 

Optional Optional Optional Optional Optional Optional Optional 

70a.-c. Patient’s  
Reason  
for Visit 

ICD-9-CM diagnosis codes describing the 
patient’s reason for visit at the time of outpatient 
registration. 

Optional Optional Optional Optional Optional Optional Optional 

71. PPS Code. This field is not used by Alaska Medical Assistance. 

72a.-c. External Cause 
of Injury (ECI) 
Code 

 ICD-9-CM diagnosis codes pertaining to external 
cause of injuries, poisoning, or adverse effect. 

Optional Optional Optional Optional Optional Optional Optional 

73. Reserved for Assignment by NUBC        

74. Principal 
Procedure  
Code and Date 

ICD-9-CM procedure code that identifies the 
inpatient principal procedure performed at the 
claim level during the period covered by bill and 
corresponding date. Required on inpatient claims 
when a procedure is performed. 

IP: 
Required 

No entry No entry No entry Required 
if applicable 

Required 
if applicable 

No entry 

74a.-e. Other 
Procedure  
Codes and 
Dates 

ICD-9-CM procedure codes identifying all 
significant procedures other than principal 
procedure and dates (identified by code) on 
which procedures were performed. Report those 
most important for the episode of care and 
specifically any therapeutic procedures closely 
related to principal diagnosis. 

IP: 
Required 
if applicable 

No entry No entry No entry Required 
if applicable 

Required 
if applicable 

No entry 

75. Reserved for Assignment by NUBC 

76. Attending 
Provider  
Name and 
Identifiers 

Attending Provider is individual who has overall 
responsibility for patient’s medical care and 
treatment in this claim. 

Enter the number and name of the licensed 
physician who certified the medical necessity of 
services rendered and who has primary 
responsibility for the patient’s care and treatment. 
Line 1: NPI number (10 bytes), Line 2: Last name 

Optional Optional Optional Optional Optional Optional Required 

http://www.nubc.org
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Provider Type  

To obtain a National Uniform Billing Committee 
Manual, call 312.422.3390 or go to http://www.nubc.org. 
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Field Field ID Instructions 
(16 bytes), First name (12 bytes). 

77. Operating 
Physician  
Name and 
Identifiers 

Name and identification number of individual with 
primary responsibility for performing the surgical 
procedure(s). 

Enter the number and name of the licensed 
physician who performed the surgery. Line 1: NPI 
number (10 bytes), Line 2: Last name (16 bytes), 
First name (12 bytes). 

Optional Optional Optional Optional Optional Optional Optional 

78.-79. Referring 
Provider Name  
and Identifiers 

Enter the number and name of the licensed 
physician who referred the patient. Line 1: NPI 
number (10 bytes), Line 2: Last name (16 bytes), 
First name (12 bytes). 

Optional Optional Optional Optional Optional Optional Optional 

80. Remarks Field Area to capture additional information necessary 
to adjudicate the claim. 

 

Optional Optional Optional Optional Optional Optional Optional 

81a. Code – Code 
Field 

Report additional codes related to a Form Field 
(overflow) or to report externally maintained 
codes approved by the NUBC for inclusion in the 
institutional data set. If providing taxonomy, in the 
small box to the left report qualifier code B3, and 
then the taxonomy code in the larger box to the 
immediate right (the middle column). 

Optional Optional Optional Optional Optional Optional Optional 

 

http://www.nubc.org
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D.How to Complete the Dental Claim Form 

 
Figure A-5: ADA Dental Claim Form 
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Dental Claim Form Instructions 

Claim field Identification Explanations and Instructions 

HEADER INFORMATION 

1. Type of Transaction 

Statement of Actual 
Services 

EPSDT/Title XIX 

Request for 
Predetermination 

Optional. If used, check box. 

2. Predetermination/ 
Service Authorization 
Code 

Required, if applicable. If services have been 
authorized, enter the Service Authorization Number 
you received from Xerox’s SA Unit (see field 20 of 
the Service Authorization Request and Invoice). 

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION 

3. Company Plan/Name, 
Address, City, State, ZIP 
Code 

Required. Enter Xerox as primary payer here. If 
patient has other coverage, complete Items # 4-11. 

Xerox 
P.O. Box 240769 
Anchorage, AK 99524-0649 

OTHER COVERAGE 

4. Other Dental or Medical 
Coverage? 

No (Skip Items #5-11) 

Yes (Complete Items #5-
11) 

Required. A “No” or “Yes” response is required 
based on information available to the dentist. 

5. Name of Policyholder/ 
Subscriber in Item #4 
(Last, First, Middle Initial, 
Suffix) 

Required, if applicable. If the patient has other 
coverage through a spouse, domestic partner or, if a 
child, through both parents, the name of the person 
who has the other coverage is reported here. 

6. Date of Birth 

MM/DD/YYYY  

Required, if applicable. Enter the date of birth, in 
eight-digit format, of the person listed in Item #5.  

7. Gender  

Male/Female 

Required, if applicable. Mark the gender of the 
person who is listed in Item #5. 

8. Policyholder/Subscriber ID 
(SSN or ID#) 

Required, if applicable. Enter the Social Security 
Number or the identifier number of the person who is 
listed in Item #5. The identifier number is a number 
assigned by the payer/insurance company to this 
individual. 

9. Plan/Group Number Required, if applicable. Enter the group plan or 
policy number of the person identified in Item #5. 

10. Patient’s Relationship to 
Person Named in Item #5 

Self/Spouse  

Dependent/Other 

Required, if applicable. Mark the patient’s 
relationship to the other insured named in Item #5. 
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Claim field Identification Explanations and Instructions 

11. Other Insurance 
Company/Dental Benefit 
Plan Name, Address, City, 
State, ZIP Code 

Required, if applicable. Enter the complete 
information of the additional payer, benefit plan or 
entity for the insured named in Item #5. 

POLICY HOLDER/SUBSCRIBER INFORMATION 

(For Insurance Company Named in #3) 

12. Policyholder/Subscriber 
Name (Last, First, Middle 
Initial, Suffix), Address, 
City, State, ZIP Code 

Required. Enter the recipient’s name, address, and 
ZIP Code. 

13. Date of Birth 
(MM/DD/YYYY) 

Optional. Enter date of birth in MM/DD/YYYY 
format.  

14. Gender  

Male/Female 

Optional. Enter the patient’s gender in appropriate 
box. 

15. Policyholder/Subscriber ID Required. Enter the recipient’s Alaska Medical 
Assistance ID number. 

16. Plan/Group Number Leave Blank. 

17. Employer Name Optional. If applicable, enter the name of the 
recipient’s employer. 

 PATIENT INFORMATION 

18. Relationship to 
Policyholder/Subscriber  

Self/Spouse  

Dependent/Other 

Optional. If used, mark the box titled “Self” and skip 
to Item #23. 

19. Student Status 

FTS/PTS 

Optional. Mark “FTS” if patient is a dependent and a 
part-time student. If neither applies, skip to Item #23. 

20. Name, Address, City, 
State, ZIP Code 

Leave Blank. 

21. Date of Birth (MM/DD/YY) Leave Blank. 

22. Gender  

Male/Female 

Leave Blank. 

23. Patient ID/Account # 
(Assigned By Dentist) 

Optional. Enter the patient’s medical record or 
account number. This field can accommodate up to 
11 characters. Both alpha and numeric characters 
are acceptable. This information will print following 
the claim control number (CCN) on your remittance 
advice (RA). 
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Claim field Identification Explanations and Instructions 

RECORD OF SERVICES PROVIDED 

24. Procedure Date 
(MM/DD/YYYY) 

Required. Enter the date(s) that services were 
rendered, in MM/DD/YYYY format (e.g., 03/15/2007). 
Each service or procedure must be entered on a 
separate line with no more than 10 lines per claim 
form. 

25. Area of Oral Cavity Optional. Always report the area of the oral cavity 
unless one of the following conditions in Item #29 
(Procedure Code) exists:  

Code Area Code  Area 

00 Entire Oral 
Cavity 

20 Upper Left 
Quadrant 

01 Maxillary 
Arch 

30 Lower Left 
Quadrant 

02 Mandibular 
Arch 

40 Lower 
Right 
Quadrant 

10 Upper 
Right 
Quadrant 

  

26. Tooth System Optional.  

27. Tooth Number(s) or Letter(s) 

Required, if applicable. Enter the appropriate tooth number or letter when the 
procedure directly involves a tooth or range of teeth, otherwise leave blank. If the 
same procedure is performed on more than a single tooth on the same date of 
service, report each procedure and tooth involved on separate lines on the claim 
form. 

If applicable, use the following codes. When a procedure involves a range of 
teeth, the range is reported in this field with a hyphen to separate the first and last 
tooth in the range (e.g., 1-4, 7-10) or by the use of commas to separate individual 
tooth numbers or ranges (e.g., 1, 2, 4, 7-10). 

Supernumerary teeth in the permanent dentition are identified by the numbers 51-
82, beginning with the arch of the upper right third molar, and following around the 
upper arch to the area of the lower right third molar. 

UPPER ARCH: Commencing in the upper right quadrant and rotating 
counterclockwise 

Tooth # 1 2 3 4 5 6 7 8 9 1
0 

1
1 

1
2 

1
3 

1
4 

1
5 

1
6 

“Super” # 5
1 

5
2 

5
3 

5
4 

5
5 

5
6 

5
7 

5
8 

5
9 

6
0 

6
1 

6
2 

6
3 

6
4 

6
5 

6
6 

LOWER ARCH:  

Tooth # 3
2 

3
1 

3
0 

2
9 

2
8 

2
7 

2
6 

2
5 

2
4 

2
3 

2
2 

2
1 

2
0 

1
9 

1
8 

1
7 
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Claim field Identification Explanations and Instructions 

“Super” # 8
2 

8
1 

8
0 

7
9 

7
8 

7
7 

7
6 

7
5 

7
4 

7
3 

7
2 

7
1 

7
0 

6
9 

6
8 

6
7 

Supernumerary teeth in the primary dentition are identified by the placement of 
the letter “S” following the letter identifying the adjacent primary tooth (for 
example, supernumerary “AS” is adjacent to “A;” supernumerary “TS” is adjacent 
to “T”). 

UPPER ARCH: Commencing in the upper right quadrant and rotating 
counterclockwise 

Tooth # A B C D E F G H I J 

“Super” # AS BS CS DS ES FS GS HS IS JS 
 LOWER ARCH  

Tooth # T S R Q P O N M L K 

“Super” # TS SS RS QS PS OS NS MS LS KS 

28. Tooth Surface Required, if applicable. When the procedure 
performed involves one or more tooth surfaces, use 
the following codes. Do not leave any spaces 
between surface designations in multiple surface 
restorations. 

Code Description Code Description 

B Buccal  L Lingual 

D Distal M Mesial 

F Facial (or labial) O Occlusal 

I Incisal  

29. Procedure Code Required. Enter the dental procedure code that 
describes the service provided (refer to the table in 
your billing manual). 

30. Description of Service Required. Enter a brief description of services 
provided. When billing for general anesthesia or any 
form of sedation, state justification for service in Item 
#35. 

31. Fee Required. Report the dentist’s full fee for the 
procedure. 

32. Other Fee(s) Optional. 

33. Total Fee Required. Enter the total charge for all services and 
fees. 

MISSING TEETH INFORMATION 

34.  Place an “X” On Each 
Missing Tooth 

Required. Missing teeth should be reported when 
pertinent to Periodontal, Prosthodontic (fixed and 
removable), or Implant Services procedures on a 
particular claim. 
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Claim field Identification Explanations and Instructions 

35. Remarks Required, if applicable. Use this field to report 
Third-party Liability amounts, emergency services 
and medical justification. If more than one situation 
applies to a claim, first enter the TPL amount paid 
followed by two spaces ($###.##) and then any 
additional information. Use this field when services 
require justification of medical necessity or other 
unusual services, such as the name of the recipient’s 
Primary Care Dentist when care is rendered by a 
dentist other than the Primary Care Dentist (refer to 
The Care Management Program section for 
additional information), a procedure code that 
requires a report or multiple supernumerary teeth. 
The remarks must state the reasons for treatment, 
including the need for anesthesia. Additional 
documentation may be attached to the claim, if 
desired.  

AUTHORIZATIONS 

36. Patient/Guardian Consent 
Signature 

Optional. Alaska Medical Assistance recipients do 
not need to sign. 

37.  Insured’s Signature Optional. Alaska Medical Assistance recipients do 
not need to sign. Claims prepared by the dentist’s 
Practice Management Software may insert 
“Signature on File.”  

ANCILLARY CLAIM/TREATMENT INFORMATION 

38.  Place of Treatment Required. There are four possible choices to mark: 
provider or dentist office, a hospital, an extended 
care facility or other if none applies. 

39. Number of Enclosures 
(Radiographs or Oral 
Images) 

Required. This item is completed whether or not 
radiographs, oral images or study models are 
submitted with claim: No enclosures, enter “00,” or 
enter number of images in appropriate box using two 
digits. If less than 10, use “0” in the first position. 
Please do not submit radiographs with claim or 
service authorization requests unless specifically 
requested to do so. 

40. Is Treatment for 
Orthodontics? 

Required. If “No,” skip to Item #43. If “Yes,” 
complete Items #41 and 42. 

41. Date Appliance Placed 

(MM/DD/YYYY) 

Required, if applicable. Indicate the date an 
orthodontic appliance was placed. This information 
should also be reported in this section for 
subsequent orthodontic visits. 

42. Months of Treatment 
Remaining 

Required, if applicable. Enter the estimated 
number of months required to complete orthodontic 
treatment. 
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Claim field Identification Explanations and Instructions 

43. Replacement or 
Prosthesis? 

No  

Yes (Complete Item #44) 

Required, if applicable. This item applies to crowns 
and all fixed or removable prosthesis. Follow these 
criteria: 

a. If claim does not involve a prosthetic restoration, 
mark “No.” 

b. If the claim is for the initial placement of a crown, 
or a fixed or removable prosthesis, or the claim is to 
replace an existing crown, mark “No.” 

c. If the patient has previously had these teeth 
replaced by a crown, or a fixed or removable 
prosthesis, or the claim is replacement of a crown, 
mark “Yes.” 

44. Date of Prior Placement 

(MM/DD/YYYY) 

Optional. Complete if answer to Item #43 was “Yes.” 

45. Treatment Resulting 
From:  

Occupational Injury  

Auto Accident 

Other Accident 

Required. If the dental treatment listed on the claim 
was provided as a result of an accident or injury, 
mark the appropriate box.  

46. Date of Accident 

(MM/DD/YYYY) 

Required, if applicable. Enter the date on which the 
accident noted in Item #45 occurred. 

47. Auto Accident State Required, if applicable. Enter the state in which the 
auto accident noted in Item #45 occurred, otherwise 
leave blank. 

BILLING DENTIST OR DENTAL ENTITY 

48. Dentist’s Name, Address, 
City, State, ZIP Code 

Required. Enter the dental professional’s name 
(individual or group name). Enter your mailing 
address (street, city, state, and ZIP Code+4). 

49. Dentist’s National Provider 
Identifier 

Required. Enter the NPI number for the billing entity. 

50. Dentist’s License Number Optional.  

Note: If the billing dentist is an individual, enter the 
dentist’s license number. This is not the dentist’s 
Medicaid Contract ID or NPI. Leave blank if a billing 
entity (e.g. corporation).  

51. Dentist’s Social Security 
Number or TIN (Federal 
Tax ID) 

Optional. Enter the SSN or TIN of the biller/pay to 
provider.  

52. Dentist’s Phone Number Optional. Enter the telephone number of your office. 

52a. Additional Provider ID Optional. No entry needed. The billing provider's 
Medicaid Contract ID is now replaced with the NPI. 
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Claim field Identification Explanations and Instructions 

TREATING DENTIST AND TREATMENT LOCATION INFORMATION 

53. Dentist’s Signature Required. The claim must be signed and dated by 
the dentist or authorized representative of the 
dentist. A facsimile signature is acceptable. Claim 
forms prepared by the dentist’s Practice 
Management Software may insert the treating 
dentist’s printed name in this Item #. 

54. Dentist’s National Provider 
Identifier 

Required. Enter the NPI for the rendering /servicing 
dental provider. 

55. Dentist’s License Number Required. Enter the license number of the Treating 
Dentist. This may vary from the Billing Dentist. 

Note: This is not the dentist’s Medicaid Contract ID. 

56. Treating Dentist’s 
Address, City, State, ZIP 
Code 

Required. Enter the physical location where the 
treatment was rendered. Must be a street address, 
not a Post Office box. Enter street, city, state, and 
ZIP Code+4. 

56a. Dentist’s Provider 
Specialty Code 

Required, if applicable. Enter the taxonomy code 
that indicates the type of dental professional who 
delivered the treatment. The provider specialty codes 
(also known as provider taxonomy codes) can be 
viewed at http://www.wpc-edi.com/codes/codes.asp . 

57. Dentist’s Phone Number Optional. If used, enter the telephone number of 
your office. 

58. Additional Provider ID Optional. No entry needed. The billing provider's 
Medicaid Contract ID is now replaced with the NPI. 

Note: This ADA claim form is a two-part form. Keep the yellow carbon copy and mail the white 
original to: 

Xerox 
P.O. Box 240769 
Anchorage, AK 99524-0769 

http://www.wpc-edi.com/codes/codes.asp
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E.Maximum Allowable Time Limit to Submit a Claim 

You must bill Alaska Medical Assistance within 12 months of the date that services were 
provided to the patient. 

 

Alaska Medical Assistance is the "payer of last resort," which means that you must bill all 
other people, companies, or organizations who might pay for the services before billing 
Alaska Medical Assistance. Refer to the Billing Third-Party Liability section for additional 
information. Even if you have to bill other parties, you still only have 12 months to submit 
a claim to Alaska Medical Assistance. 

F. Determining Which Procedure Code or Revenue Code to Use 

Follow these guidelines to determine which procedure code or revenue code to bill: 

Type of Provider Code to Use 

Tribal Clinic The appropriate CPT or HCPC procedure code covered by Alaska 
Medical Assistance that best describes the services provided by the 
healthcare professional. 

Refer to the applicable Alaska Medical Assistance Fee Schedule 
available on the Xerox Web site for each type of provider for a list of 
covered codes. 

CHA/P The appropriate CPT or HCPC procedure code covered by Alaska 
Medical Assistance that best describes the services provided by the 
CHA/P. 

Refer to Appendix G of this manual or the CHA/P CPT AND HCPC list 
available on the Xerox web site for covered services for CHA/Ps. 

 

Effective for dates of service beginning May 1, 2012, the U1 
modifier may no longer be submitted in claims to Alaska 
Medical Assistance. Continue to use the U1 modifier to 
identify CHA/P services for claims with dates of service before 
May 1, 2012. 

 

DHA The appropriate CDT procedure code covered by Alaska Medical 
Assistance that best describes the services provided by the DHAT. 

Refer to Appendix I: Dental Health Aide Codes, as well as the Alaska 
Medical Assistance Dental Fee Schedule available on the Xerox web 
site for a list of covered codes. 

Physician Services 
at a Tribal Inpatient 
Hospital 

The appropriate CPT or HCPC procedure code covered by Alaska 
Medical Assistance that best describes the services provided by the 
healthcare professional. 

Refer to the applicable Alaska Medical Assistance Fee Schedule 
available on the Xerox web site for each type of provider for a list of 
covered codes. 
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Type of Provider Code to Use 

Tribal Inpatient 
Hospital 

The appropriate revenue and HCPC procedure codes covered by 
Alaska Medical Assistance for inpatient hospitals. 

Refer to the applicable Alaska Medical Assistance Fee Schedule 
available on the Xerox web site for inpatient hospitals. 

Tribal Outpatient 
Hospital 

The appropriate revenue and HCPC procedure codes covered by 
Alaska Medical Assistance for outpatient hospitals. 

Refer to the applicable Alaska Medical Assistance Fee Schedule 
available on the Xerox web site for outpatient hospitals. 

 

G.National Drug Code/J-Code Billing 
Alaska Medical Assistance claims must include NDC (National Drug Code) information for drugs 
administered by healthcare providers in outpatient clinical settings. These services are currently 
represented on professional claims by use of HCPCS codes, and on institutional claims by use 
of revenue codes 025x and 063x. Billing instructions to incorporate this requirement are included 
below. 

Instructions for Billing NDC Code 

Both 1) HCPCS code and quantity and 2) the NDC code, unit of measure and quantity, are 
required for professional and outpatient claims for all physician-administered drugs. Providers 
must include units for both the NDC and the HCPCS code. 

NDC units are based on the numeric quantity administered to the patient and the unit of 
measurement. The actual metric decimal quantity administered and the unit of measurement is 
required for billing. If reporting a fraction, use a decimal point format. 

The NDC number submitted to Alaska Medical Assistance must be the actual NDC number from 
which the medication was administered.  

 

Use the NDC number and NDC units from the actual product package that the physician 
has administered; do not automatically submit the same NDC numbers for the same 
J-Codes for each claim. 

CMS-1500 Paper Claim Form 

NDC information will be entered in the shaded portion of line 24 as follows: 

 In the area above 24a – Enter qualifier ‘N4’. 

 Immediately following the N4 qualifier, enter the 11-digit National Drug Code number. Do 
not enter hyphens or spaces within the NDC number. 

 In the area above 24d – Enter the NDC unit of measure (2 positions) immediately 
followed by the numeric quantity administered to the patient. Enter the actual metric 
decimal quantity (units) administered. The quantity field is limited to 9 bytes in the format 
99999.999. Enter the quantity from left to right. Enter the decimal point. Leave spaces at 
the end of the field. The valid unit of measurement codes are: 

 F2=International Unit 
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 GR=Gram 

 ML=Milliliter 

 UN=Unit 

 Leave the area above 24f blank 

 In the area above 24g – Enter LTC if the recipient is in a long term care facility. 

 Continue to enter the HCPCS code in 24 D, the charges in 24 F and the units in 24G. 

837P Professional EDI format 

Loop 2410: 

 Field CTP04 – Enter quantity 

 Field CTP05 – Enter unit of measure 

Example: CTP****2*UN~ 

 Field LIN02 – Enter qualifier ‘N4’ 

 Field LIN03 – Enter NDC without hyphens 

Example: LIN**N4*1234567891~ 

 Continue to enter HCPCS information in loop 2400 in field SV1. 

UB-04 Claim Form 

HCPCS code and NDC are required for drugs billed using revenue code 025x or 063x. 

Using the Revenue Description field (Form Locator 43) on the UB-04: 

 Enter the NDC qualifier ‘N4’ in the first two (2) positions. 

 Immediately following the N4 qualifier, enter the 11-digit National Drug Code number (no 
hyphens). 

 Immediately following the last digit of the NDC (no delimiter), enter the Unit of 
Measurement Qualifier. The Unit of Measurement Qualifier codes are as follows: 

 F2 =International Unit 

 GR=Gram 

 ML=Milliliter 

 UN= Unit 

 Immediately following the Unit of Measurement Qualifier, enter the unit quantity with a 
floating decimal for fractional units limited to three (3) digits to the right of the decimal. 
Enter the quantity from left to right; leave spaces to the end of the field. 

 The Revenue Description field on the UB-04 is 24 characters in length. 

Example: N 4 1 2 3 4 5 6 7 8 9 0 1 U N 1 2 3 4 . 5 6 7 

 Using the HCPCS Code field (Form Locator 44) on the UB-04: 
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 Enter the 5 character HCPCS code  

 Using the Service Units field (Form Locator 46) on the UB-04: 

 Enter the corresponding service units for the HCPCS reported. 

837I Institutional – EDI format 

Loop 2400: 
 Field SV201 – Enter the revenue code 

 Field SV202-1 – Enter qualifier ‘HC’ 

 Field SV202-2 – Enter the HCPCS code 

 Field SV204 – Enter qualifier ‘UN’ 

 Field SV205 – Enter the quantity 

Example: SV2*250*HC*Jxxxx**UN*1~ 

Loop 2410: 
 Field LIN02 – Enter qualifier ‘N4’ 

 Field LIN03 – Enter NDC without hyphens 

 Example: LIN**N4*12345678912~ 

 Field CTP04 – Enter quantity 

 Field CTP05 – Enter unit of measure 

Example: CTP****2*ML~ 

Eligible Drugs 

A listing of the manufacturers that have signed rebate agreements can be found on the CMS 
web site: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Benefits/Prescription-Drugs/Medicaid-Drug-Rebate-Program.html . Remember to check 
the web site periodically for changes. 

 

Note: Claims submitted for drugs from manufacturers that are not part of the drug 
rebate program on the claim date of service will be denied. 

H.When a Procedure Code Isn't Listed for a Service 

Unlisted codes may be used only when you are unable to locate a suitable code listed in the 
current CPT-4, the Alaska Medical Assistance provider billing manual, or billing manual updates. 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Benefits/Prescription-Drugs/Medicaid-Drug-Rebate-Program.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Benefits/Prescription-Drugs/Medicaid-Drug-Rebate-Program.html
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If you know in advance that a service or item will have to be billed using an unlisted 
procedure or service code, you can request that Xerox review the service or item for 
coverage before the services are provided. To request an "unlisted code review," 
complete the Service Authorization Request form (AK-SA) and submit it to Xerox. (Refer 
to How to Complete the Service Authorization Request Form (AK-SA) in the Service 
Authorization section.) 

After reviewing the unlisted code, Xerox will return the Service Authorization Request 
form and will mark whether it has been approved; however, you will not receive a Service 
Authorization Number. When submitting the claim for the unlisted procedure, you should 
include a copy of the Service Authorization Request form (with approval indicated) to the 
claim. 

When using an unlisted procedure code, a written explanation with the following information 
must be attached behind your claim: 

 A description of the procedure/service rendered 

 The reason no other procedure code was appropriate for the procedure/service rendered 

Any claim with an unlisted procedure code is "pended" for review. All other services billed on the 
same claim are also pended until the unlisted procedure code review has been completed. 
Before using an unlisted procedure code, carefully consider existing codes. Inappropriate use of 
unlisted codes will cause delay in processing submitted claims and you may be asked to re-bill 
the procedure using an existing procedure code. 

I. Determining How Much to Bill for a Service 

You must bill Alaska Medical Assistance at the lowest charge that is advertised, quoted, posted, 
or billed for the same procedure and number of units provided on the same day, regardless of 
the source or method of payment. 

Exceptions 
 If you accept Medicare assignment. Even if you accept Medicare assignment and 

therefore bill Medicare at the Medicare fee schedule, you are not required to bill Alaska 
Medical Assistance at this rate. 

 If you have a sliding fee schedule. If you have a written policy that establishes a sliding 
fee schedule based on the federal poverty level for Alaska, you do not have to bill Alaska 
Medical Assistance using the sliding fee schedule rate. 

 If you have a contract for a group. If you have a contract to provide healthcare services 
at a discounted rate for a specific group of people, you do not have to bill Alaska Medical 
Assistance using this discounted rate. However, if the revenue from the contract exceeds 
20 per cent of your annual gross income, you are required to bill Alaska Medical 
Assistance at this lower rate. Contracts with a state or federal agency are exempt. 

 If you include discounted rates to your employees. If you offer your employees a 
discounted rate on healthcare services as part of an employment benefit package, you 
do not have to bill Alaska Medical Assistance at this discounted rate. 
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J.What to Attach to a Claim 

When determining what attachments are needed for claims with unique services, follow the 
guidelines below. You should also review specific attachment requirements for your provider 
type and for the code you are billing. Samples of these forms are included in the Forms Section.  

Refer to the Completed Form Examples Section for examples of completed forms. 

If you are billing... You must attach... 

A sterilization Sterilization Consent Form (page P-10). 

Refer to Completing the Sterilization Consent Form in the 
Forms section for instructions. 

A hysterectomy Hysterectomy Consent Form (page P-13). 

Refer to Completing the Hysterectomy Consent Form in 
the Forms section for instructions. 

An abortion Certificate to Request Federal (Medicaid) Funds for 
Abortion (page P-8). 

An unlisted procedure code Written explanation (or Service Authorization Request 
form, if you requested an "unlisted code review")  

A claim when the patient has 
other health insurance 

Explanation of benefits (EOB) for the other insurance 

A claim with modifier 62 (2 
surgeons), modifier 66 (surgical 
team), modifier 22 (unusual 
services), multiple modifiers, or 
for a primary care recipient if 
he/she was seen by a healthcare 
provider other than their primary 
care provider 

Certificate of Medical Necessity or statement of medical 
justification 

A claim for an assistant surgeon, 
for a second assistant surgeon, or 
for multiple modifiers 

Operative Report 

For a private room  Certificate of Medical Necessity/Private Room Approval 

A claim that needs proof of timely 
filing 

Attach one of the following: 

 Copy of the remittance advice (RA) page showing 
claim denial 

 Copy of a Resubmission Turnaround Document 
(RTD) 

 Copy of the In-process Claims page of an RA 

 Electronic claim submission transmission report 

 Correspondence from Xerox, the Division of 
Healthcare Services, or the Department of Public 
Assistance 

 Court orders or Administrative Hearing documentation
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K.How to Submit a Claim 

You may either mail a claim to Xerox or submit it electronically. 

Mailing Claims to Xerox 

Follow these steps to mail claims to Xerox: 

1. Complete the correct claim form and include any needed attachments. Refer to 
Determining the Correct Claim Form to Use and What to Attach to a Claim in this section. 

2. Mail the claim and attachments to: 

Xerox 
P.O. Box 240649 
Anchorage, AK 99524-0649 

When mailing claim forms to Xerox, follow these guidelines: 

 Do not fold or crease claims 

 Fill in the claims neatly and accurately 

 Keep text within the boxes/lines on the form 

 Mark corrections carefully. Do not strike out or write over errors to correct 

 Include a return address on all claims and mailing envelopes 

 Send only required attachments 

Submitting Claims Electronically 

There are several ways in which you can submit claims electronically to Alaska Medical 
Assistance: 

 Using Payerpath, a free, Internet-based claims submission system. You can either enter 
claims directly into Payerpath or upload claims from your practice management software. 
Payerpath is currently available for all providers except Pharmacy. 

 Using National Standard Format (NSF) files exported from your practice management 
software. You can submit these files using a "bulletin board" or a "clearinghouse." 

Submitting Attachments Electronically 

1. Create and assign a unique number of your choice to identify your electronic claim.  

2. Write that same identifying number, along with the recipient’s name and Medical 
Assistance identification number, on all pages of your support documents for that claim.  

3. Print out an Electronic Claims Attachment Transmittal from the Forms Section to use as a 
fax coversheet. Write your unique number on this coversheet.  

4. Fax your coversheet and associated claim documentation the same day that you submit 
your electronic claim. Use only the fax numbers for EDI attachments: 907.644.8122 or 
907.644.8123. 
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After submitting a claim electronically, you must fax any attachments to Xerox (at 
907.644.8122) using the Electronic Claims Attachment Transmittal cover sheet. (A 
sample is in the Forms Section.) The attachments must be faxed the same day that 
the claim is submitted and should include the submitter number, the document control 
number (or medical record number), and the recipient's name or Alaska Medical 
Assistance ID number so that Xerox can correctly match the attachment with the 
electronic claim. 

For more information on electronic billing, please contact Xerox. 

L.Processing a Submitted Claim 

After you submit a claim, Xerox will process it and provide you with feedback on a weekly basis 
(if you have any claim activity) in the form of a remittance advice (RA). The RA includes 
information on every claim being processed for a provider number. Claim activity includes 
payment, denials, adjustments, pends, and additional information needed. The RA also provides 
you with information, including changes in program coverage and rules, billing procedures, 
reminders and training schedules (refer to Receiving and Reconciling Remittance Advice). 

When claims are processed by Alaska Medical Assistance, they are checked against master 
files using "edits" and "audits" to determine, for example, some of the following: 

 Compatibility of procedures and diagnoses 

 Provider eligibility at the time of service 

 Recipient eligibility at the time of service 

 Third-party liability 

 Duplication of previously paid claims 

 Valid service authorization on file when required 

If the claim fails the validation check, it will be denied or processing will be suspended until the 
claim can be reviewed internally or until additional information is received from you. If additional 
information is needed from you before the claim can continue processing, you will receive a 
Resubmission Turnaround Document (RTD) as part of your RA (refer to Resubmission 
Turnaround Document (RTD)). 

M.Checking a Claim's Status 

If you want to check on the status of a submitted claim, you can do one of the following: 

 Call Provider Inquiry 907.644.6800 or 800.770.5650 (toll-free in state). 

 If you are checking a large number of claims, complete the Claim Status fax sheet Check 
Amount and Claim Status Inquiry Form, (available at http://medicaidalaska.com under 
Providers, Forms) and fax it to 907.644.8126. 

http://medicaidalaska.com
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N.How to Correct an Incorrect Disbursement 

If payment by an additional resource changes the reimbursement from Alaska Medical 
Assistance, you should: 

1. Complete the Adjustment/Void Request form (AK-05). Refer to Completing the 
Adjustment/Void Request Form. 

2. Attach a copy of the remittance advice page that shows the claim's status as paid and a 
copy of the claim. 

 

If you are requesting an adjustment because you received payment from another 
source after being paid by Alaska Medical Assistance, you should also attach a 
copy of the explanation of benefits showing the additional payment you received.

3. Send the completed Adjustment/Void Request form with any attachments to:  

Xerox 
P.O. Box 240807 
Anchorage, Alaska 99524-0807  

 

If Alaska Medical Assistance owes you money, you have twelve months from the date of 
service to request a correction; however, if you owe Alaska Medical Assistance money, 
there is no time limit for an adjustment. 

Providers may opt to submit a refund to the Alaska Department of Health and Social 
Services, or to take no action, allowing the State to deduct the amount from a 
subsequent remittance. 

When to Adjust a Claim 

You should adjust the claim or claim line when it was billed or processed incorrectly.  

 

Example 

Adjust a claim or claim line if, for example, you have billed incorrectly based on an 
incorrect level of emergency medical service. 

When to Void a Claim  

You should void a claim or claim line when you billed for the wrong recipient ID number, billed 
using the wrong Provider ID number, or billed for a service that wasn't provided. When a claim is 
voided, the entire voided amount will be repaid to Alaska Medical Assistance. 

 

If you are going to submit a corrected claim in place of a voided one, the voided claim 
must be processed by Alaska Medical Assistance before you submit the corrected claim. 

O.Completing the Adjustment/Void Request Form 

Follow these steps to complete the paper Adjustment/Void Request form. A sample form is 
included after the steps. 

1. Claim Control Number Leave this field blank. For Xerox use only. 
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2. Provider Name and Address (field 1): Enter the complete name and address of the 
provider. 

3. Billing Provider Number (field 2): Enter the Medical Assistance provider identification 
number. If the claim was paid under an incorrect provider number, enter the incorrect 
provider identification number; that claim must be voided and a new claim submitted with 
the correct Medical Assistance provider identification number. 

4. Rendering Provider Number (field 3): (if different from #2) Enter the rendering 
provider’s Medical Assistance identification number if you bill with a group identification 
number (field 2). If the rendering provider identification number is different from the 
information in field 2, fill in field 3. Otherwise, leave it blank. 

5. Overpayment (field 4): If an adjustment/void results in money owed to Medical 
Assistance, the provider may either refund the money or have it recovered from future 
payment of approved claims. If no check is enclosed, the money will be recovered from a 
future RA. If you attach a refund check to the AK-05, indicate the amount of the 
overpayment and your refund check number. Otherwise, leave field 4 blank. Make the 
check payable to the State of Alaska. 

6. Recipient Name (field 5): Enter the recipient’s name as it appears on the RA. If the 
payment was made for the wrong recipient, the paid claim must be voided and a new 
claim submitted. 

7. Recipient Number (field 6): Enter the recipient’s number as it appears on the RA. If the 
payment was made for the wrong recipient, the paid claim must be voided and a new 
claim submitted. 

8. Claim Control Number (field 7a): Enter the first 11 digits of the Claim Control Number 
as it appears on the remittance advice (in the column titled Claim Control # or Claim Cntl 
Nbr). If adjusting an adjustment, use the CCN that appears with the debit portion of the 
adjustment. 

9. Line Number (field 7b): Each line of the claim has its own number, and the claim line 
number appears in the far left column of the RA. If the wrong line number is recorded on 
the AK-05, the wrong line will be adjusted. Providers billing in the 837 Institutional format 
or on the UB-04 claim form will have only line “01.” 

10. Reason for Adj/Void (field 7c): Providers are to furnish sufficient information to properly 
process the AK-05 and attach documentation to support the request.  

Example 1: Revenue code 300 was billed with a $10.00 charge for the service. Adjust 
the claim to reflect a $15.00 billed charge. 

Example 2: Payment was received for a service that was not rendered by this provider. 
Void the claim. 

Example 3: Third-party insurance paid $15.00. 

 

You should also attach a copy of the claim and a copy of the page of the RA 
that shows payment of the claim. You do not need to send the entire RA. 

11. Comments (field 7d): Simple explanation. e.g., “Units increased to 50.” “Procedure code 
changed to __.” “Billed using wrong Medicaid number.” 

12. Signature/Date (field 8): The signature of the original provider or representative goes 
here. Enter the date the adjustment/void is signed. 
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13. Part III Fiscal Agent Use Only: Leave these fields blank. 

Note: The Adjustment/Void Request Form (AK-05) is a two-part form. Keep the “Retain for your 
Records” copy and submit the “Original Copy” to Xerox. 
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Figure A-6: Adjustment/Void Request form (AK-05) 
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P.Receiving and Reconciling Remittance Advice 

The remittance advice (RA) is a claim status report. It is produced for the Medical Assistance 
enrolled provider when there is claim activity to report, such as payment, denial, adjustment, 
pended claim, or claim requiring additional information. It tells the provider the status of each 
claim submitted for processing. 

 

The Adjustment Claims, Voided Claims, and In-Process Claims sections are repeated as 
necessary to report all the types of claims a provider files; for example, your primary 
service, Medicare crossover claims, etc. 

Following the cover page, an RA is organized into the following sections: 

 Message Page(s) 

 Adjudicated Claims (Paid and Denied Claims) 

 Adjustment Claims 

 Voided Claims 

 In-Process Claims 

 Financial Transactions 

 EOB Description 

 Remittance Summary 

 Resubmission Turnaround Document (RTD) 

Sample sections of the Professional (CMS-1500) and Institutional (UB-04) RAs are shown and 
explained on the following pages. 

Note: The Adjustment Claims, Voided Claims, and In-Process Claims sections are repeated as 
necessary to report all the types of claims a provider files; for example, primary service, 
Medicare crossover claims, etc. 

At your request, you can receive your RA in electronic form. Your electronic RA is transmitted as 
a data file that your software can recognize and manipulate. It can be used to post payments or 
to create or post to an aging report. Xerox will also continue to send your RA in paper form. 

If you file electronically and would like to receive your RA electronically each week, complete an 
Electronic Remittance (835) Authorization Form, found at 
http://www.medicaidalaska.com/providers/forms.shtml. 

Only one entity may receive the electronic RA, even if multiple entities are submitting claims for 
the provider. That entity must have prior approval from Xerox to receive the RA. 

Reconciling your RA is extremely important and will greatly improve your Alaska Medical 
Assistance billing practices. Sample sections of the RA are shown and explained on the pages 
that follow. 

http://www.medicaidalaska.com/providers/forms.shtml
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Q.CMS-1500 Remittance Advice 

After a provider submits a HIPAA-compliant claim, Xerox processes the claim and provides 
feedback in the form of a weekly report called a “remittance advice” (RA). In addition to important 
messages to the provider, the RA reports all claims activity, including payments, denials, 
adjustments, pends, and returns. 

Cover Page 

Used for mailing to the provider, the cover page contains the provider’s Medical Assistance 
identification number, name, and address. 

 
Figure A-7: Cover Page of the Remittance Advice 

Message Page 

The first section of the RA, following the cover page, is used to relay messages from Xerox to 
the provider. The message page advises providers regarding: 

 Procedure code changes 

 Price or coverage changes  

 Provider trainings 

 Provider newsletter availability 

Careful attention to this information will aid your claims processing. 
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Figure A-8: Message Page of the Remittance Advice 

Adjudicated Claims Page (Paid and Denied Claims) 

Figure A-9 shows a sample RA page relating to adjudicated claims. To help you identify the 
information, note the circled number on the sample and refer to the corresponding explanation 
on the following pages. 

 
Figure A-9: Adjudicated Claim Page of the Remittance Advice 
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Circled 
Item 

Adjudicated Claim Page Explanation 

1. Provider Payee Name: the name to which payment is made for services rendered. 

2. Provider Payee Address: the street, city, state, and ZIP code of the provider who is 
paid for the services. 

3. Provider Number: the Medical Assistance identification number of the billing 
provider. 

4. Provider NPI: the billing provider’s National Provider Identifier 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 

7. Remittance Sequence: the identification number printed on the RA. The automated 
system maintains a count of RAs produced for each provider. This number helps 
individual providers make certain that all RAs are received and maintains a 
sequential file of the documents. 

8. Claim Type: identifies the type of claim filed by the provider. 

9. Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

10. Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient’s name as contained in the eligibility file. If the claim is denied because the 
recipient number on the claim is invalid, no name will appear on the RA. 

11. Claim Control Number: the 11-digit number assigned to the claim by Xerox for 
processing, based on the Julian Date calendar. 

12. Med Rec No. (Medical Record Number): the number assigned to a recipient or a 
claim by the provider for reference purposes. If the provider has indicated a medical 
record number on the claim, it is printed on the RA to help the provider identify the 
patient who received the services. 

13. Rendering Provider: the Medical Assistance identification number of the provider 
who rendered the services. 

14. NPI: the rendering Provider’s National Provider Identifier. 

15. Line: each line on the document is numbered and referenced here. 

16. Service Dates: the date or dates the services were performed. 

17. Procedure Code: the HCPCS or assigned code for the services or procedure 
rendered to the patient. 

18. Description: the description of the services rendered. This is printed on the RA as it 
is described in the Procedure Code File; therefore, it may not be the same as written 
on the claim when it was submitted. 

19. Units: the number of times/days that billed services were rendered.  

20. Billed: the amount billed to Medical Assistance for the services rendered. If the 
units billed are greater than one, the amount reflects the total charge for all units.  

21. Allowed: the calculated claim payment amount before reduction due to third-party 
liability (insurance), cutbacks, or denial. 

22. Oth Ded (Other Deduction): the portion of recipient cost sharing and third-party 
reimbursement applied to this claim line. 
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Circled 
Item 

Adjudicated Claim Page Explanation 

23. Payment: the amount calculated as due the provider for the service rendered after 
deductions. 

24. EOB: the principal explanation of benefits (EOB) code for the claim in its current 
status. Other EOB codes for each claim line are printed under the claim detail lines. 
The descriptions for these codes are listed on a separate page at the end of the RA. 
For a denied claim line, the EOB indicates the reason for the denial. 

25. Status: the disposition of each specific claim, e.g., paid, deny.  

 Paid. Paid claim lines have passed final adjudication. They may be paid as 
submitted or at reduced amounts according to the program’s reimbursement 
methodology.  

 Deny. Denied claim lines represent those services that are unacceptable for 
payment. Denial may occur if claims information cannot be validated by Xerox, 
if the billed service is not a program benefit, if line items fail the edit/audit 
process, or if the provider fails to return an RTD within the 90-day period. 
Denied claims may be reconsidered for payment if the provider submits 
corrected or additional claim information within filing time limits.  

26. Third Party: the total amount paid by a third-party resource on this claim. 

27. Co-Payment: the total amount of cost sharing paid by the recipient on this claim. 

28. Claim Total Billed: the total amount billed on this claim. 

29. Claim Total Allowed: the total amount allowed for this claim. 

30. Claim Total Oth Ded: the total amount of other deductions (third-party 
reimbursement) for this claim. 

31. Claim Total Payment: the total amount of payment for this claim. 

32. Claim Class Totals: the name of each section of the RA that is being totaled (e.g., 
“adjudicated,” “in-process,” etc.). 

33. Claim Lines: the number of lines totaled for each section of the RA. 

34. Total TPL: the total amount paid by a third-party resource for all claims in this 
section of the RA. 

35. Total Billed: the total amount billed for all claims in this section of the RA. 

36. Total Allowed: the total amount allowed for all claims in this section of the RA. 

37. Total Oth Ded: the total amount of third-party reimbursement plus other deductions 
in this section of the RA. 

38. Total Payment: the total amount paid for all claims in this section of the RA. 

Adjustment Claims Page 

Previously paid claims may be adjusted if an error occurred in billing or processing. If payment is 
owed to the provider, an Adjustment/Void Request must be submitted within the 12-month timely 
filing period of the date services were rendered. If money is owed to Alaska Medical Assistance, 
there is no time limit for filing for an adjustment. 

When an adjustment request results in a paid claim, the processed adjustment appears in two 
parts on the Adjustment Claims Page of your RA: 
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 Credit. Identified in the Status column, the credit lists the original CCN and reverses the 
original transaction. This is referred to on the adjustment claim page as “Adjust ICN.” 
This portion adjusts the credits on the provider’s 1099 by decreasing the amount.  

 Debit. Identified in the Status column, the debit lists the new CCN and the corrected 
information and payment. It also lists the former CCN associated with the credit above. 
This is referred to on the adjustment claim page as “Former ICN.” The date with the ICN 
is the date of the remittance advice on which original payment was made. If additional 
adjustments are necessary, use the debit CCN.  

Figure A-10 shows a sample adjustment claim page from an RA. The sample page identifies 
adjustment requests as they are processed. Note the circled numbers on the sample page and 
refer to the corresponding explanations after the sample page. 

 
Figure A-10: Adjustment Claim Page of the Remittance Advice 

Circled 
Item 

Adjustment Claim Page Explanation 

Credit 

1. Claim Control Number: the CCN of the original claim being adjusted. This is the 
number you used in your 837 transaction or in field 7A of the AK-05. 

2. Line: the specific line number of the original claim being adjusted. 

3. - 9.  Client ID/Procedure Code/Units/Billed/Allowed/Oth-Ded/Payment: the 
information as it appeared when the original claim line processed. 

10. Credit Status: the credit portion of the adjustment, which adjusts the provider’s 
1099 by decreasing the amount. All dollar amounts therefore have minus signs (“-”) 
associated with them. 

11. Adjust ICN: the CCN of the debit portion of the adjustment, which reflects the 
corrected information. 

12. Dated: the date of the RA on which the claim line originally processed. 

13. Third Party: the third-party payment information as it appeared when the original 
claim line processed. 
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Circled 
Item 

Adjustment Claim Page Explanation 

Debit 

14. Claim Control Number: the CCN of your adjustment request (from the “Adjust 
ICN,” item 11). It contains the updated claim line information. 

15. Line: the line number of the adjustment request. 

16.-22. Client ID/Procedure Code/Units/Billed/Allowed/Oth-Ded/Payment: the updated 
changes you requested in your Adjustment/Void Request. 

23. Debit Status: the corrected data and payment for this claim line. 

24. Former ICN: the CCN of the original claim being adjusted. 

25. Dated: the payment date of the original claim line now referenced as the credit. 

26. Third Party: the updated changes to third-party payment information you submitted 
on your Adjustment/Void Request. 

Voided Claims Page 

A previously paid claim line can be voided, in which case it is also deducted from the provider’s 
1099 total. An Adjustment/Void Request is submitted by the provider. Instructions for submitting 
a void are discussed under Adjustments and Voids later in this section. 

Figure A-11 shows the claim lines voided on the remittance cycle. Note the circled numbers on 
the sample page and refer to the corresponding explanations. 

 
Figure A-11: Voided Claim Page of the Remittance Advice 

Circled 
Item 

Voided Claim Page Explanation 

1. Claim Control Number: the CCN of the void request document. 

2. Void Status: identifies this transaction as a void, removing the service and payment 
information from the history files. 

3. Void ICN: the CCN of the original claim line being voided. 

4. Dated: the date of payment of the claim line being voided. 
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In-Process Claims Page 

When a claim needs special handling in processing its status is said to be “in-process.”  

If a claim is in-process due to an error that can be corrected only by the provider, the automated 
system prints a Resubmission Turnaround Document (RTD). The provider can then enter the 
needed information on the RTD or attach the needed documentation. This type of claim is shown 
in the Status column of the In-process Claim page as “RTD.” 

If an in-process claim requires internal review by a Xerox or Alaska Department of Health and 
Social Services claims examiner, its processing is suspended. For example, a claim may: 

 Exceed timely filing 

 Have attached documentation that requires review 

 Need to be manually priced 

An in-process claim that is suspended is said to be “pended.” This type of claim is identified in 
the Status column as “Pended.” No action is required by the provider while a claim is pended; 
however, an RTD may be sent to the provider as a result of the internal review. RTDs are 
discussed in Resubmission Turnaround Document later in this section.  

A sample RA page showing in-process claims is in Figure A-12. An explanation of the circled 
items follows below. 

 
Figure A-12: In-process Claim Page of the Remittance Advice 

Circled 
Item 

In-Process Claim Page Explanation 

1. Provider Payee Name: the name of the billing provider. 

2. Provider Payee Address: the street, city, state, and ZIP code of the billing provider.

3. Provider No.: the Medical Assistance identification number of the billing provider. 

4. Provider NPI: the National Provider Identifier of the billing provider. 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 
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Circled 
Item 

In-Process Claim Page Explanation 

7. Remittance Sequence: the identification number printed on the RA. The automated 
system maintains a count of RAs produced for each provider. This number helps 
individual providers make certain that all RAs are received and maintains a 
sequential file of the documents. 

8. Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

9. Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient’s name as contained in the eligibility file.  

10. Claim Control Number: the 13-digit number assigned to the claim by Xerox for 
processing. This includes the 2-digit line number. 

11. Medical Record Number: the number assigned to a recipient or a claim by the 
provider for reference purposes. If the provider has indicated this number on the 
claim, it is printed on the RA to help the provider identify the patient who received 
the services. 

12. RX Number: not applicable. 

13. Service Dates: the date or dates the services were performed. 

14. Billed Amount: the amount billed to Medical Assistance for the services rendered.  

15. Status: the disposition of each specific claim, e.g., pended, RTD, or budget funded. 
RTD status may not apply to all claim lines; those lines not in RTD status are 
actually pended until the RTD is processed.  

16. Err1/Err2: The code(s) that indicate the reason for the pend status or the 
information needing correction on the Resubmission Turnaround Document (RTD).  

17. Pended Claims: the total number of pended claim lines. 

18. Resubmittal Claims: the total number of returned claim lines. 

19. Budget Fund Claims: the total number of approved claim lines that have had 
payment withheld temporarily due to budget constraints. 

Financial Transactions Pages 

This section of the RA may reflect any of the following financial transactions:  

 Cost settlement with the provider 

 Recoupment of interim payments 

 Returned state-issued warrants or personal checks received from providers 

 Withholding against payments to providers according to state instructions 

 Payments to providers according to state instructions 

 Payments to providers to rectify over-collections 

Figure A-13 shows the Refunds and Voids page of the RA. The circled items on the sample 
page are explained below. 
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Figure A-13: Refunds and Voids Page of the Remittance Advice 

Circled 
Item 

Financial Transactions Pages Explanation 

1. Provider Payee Name: the name of the provider who is paid for the services. 

2. Provider Payee Address: the street, city, state, and ZIP code of the provider who is 
paid for the services. 

3. Provider Number: the Medical Assistance identification number of the provider who 
rendered the services. 

4. Provider NPI: the National Provider Identifier of the provider who rendered the 
services. 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 

7. Remittance Sequence: the identification number printed on the RA. The automated 
system counts all RAs produced for each provider. This helps the provider maintain 
a sequential file and make certain that all RAs are received. 

8. Refunds & Voids: the type of financial transaction. 

9. Reason: an internal code that indicates the reason for this financial transaction. 

10. Financial Control Number: an internal number to identify each financial transaction 
processed. 

11. Date: the date on which the financial transaction was submitted for processing. 

12. Description: a description of the reason for the financial transaction. 

13. Check Number: number of the check if one is being refunded or voided. 

14. Amount: the amount of the financial transaction. 

15. Financial Type Total: the number of transactions and the total amount of money for 
the transaction type. 

EOB Description Page 

This page lists all EOB (Explanation of Benefit) codes found on this RA and a brief description of 
each. The EOB codes and descriptions are furnished to help the provider understand the 
processed claims. This information is useful in correcting and re-billing denied claims. If further 
information is needed, the provider should contact the Xerox Provider Inquiry Unit at 
907.644.6800 or 800.770.5650 (toll-free in Alaska). 

A sample RA page with EOB codes and descriptions is in Figure A-14. Please refer to the 
explanations of the circled items below. 
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Figure A-14: Explanation of Benefits (EOB) Page of the Remittance Advice 

Circled 
Item 

EOB Page Explanation 

1.  Provider Payee Name: the name of the provider who rendered the services. 

2. Provider Payee Address: the street, city, state, and ZIP code of the provider who 
rendered the services. 

3. Provider Number: the Medical Assistance identification number of the provider who 
rendered the services. 

4. Provider NPI: the National Provider Identifier of the provider who rendered the 
services. 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 

7. Remittance Sequence: the identification number printed on the RA. The automated 
system counts all RAs produced for each provider. This number helps the provider 
maintain a sequential file and make certain that all RAs are received. 

8. EOB Code: an explanation of benefits code that explains the disposition of a claim. 

9. EOB Description: a written message that explains the disposition of a claim. 

Remittance Summary Page 

The remittance summary shows the total weekly and year-to-date dollars paid to and collected 
from the provider. After the calendar year, Xerox sends each provider a 1099 tax information 
statement, showing total Medical Assistance reimbursement payments made during the year. 
The same information is sent to the IRS. This information will match the year-to-date total paid 
amount shown on the last RA issued for the calendar year. If the totals disagree, contact Xerox 
immediately. The explanations below correspond to the circled items on the sample remittance 
summary in Figure M-13. 
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Figure A-15: Remittance Summary Page of the Remittance Advice 

Circled 
Item 

Remittance Summary Page Explanation 

1. Provider Payee Name and Address: name and address of the provider. 

2. Provider Number: Medical Assistance identification number of the provider who 
rendered the services. 

3. Provider NPI: the National Provider Identifier for the provider who rendered the 
services. 

4. Date: date the RA was created (the remittance cycle date). 

5. Remittance: control number used by Xerox in producing RAs. 

6. Remittance Sequence: identification number printed on the RA. The automated 
system counts all RAs produced for each provider. This number helps the provider 
maintain a sequential file and make certain that all RAs are received. 

7. Last Remittance: remittance number printed on the last RA. 

8. Last Remit Date: date that the last RA was issued to the provider. 

Claim Transactions: Claim Lines 

9. Original: total number of paid claim lines on this RA. 

10. Debit Adjustment: total number of debit adjustment claim lines on this RA. 

11. Credit Adjustment: total number of credit adjustment claim lines on this RA. 

12. Voided Claims: total number of voided claim lines on this RA. 

13. Denied: total number of denied claim lines on this RA. 

14. Re submitted (RTDs): total number of claim lines on RTDs on this RA. 
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Circled 
Item 

Remittance Summary Page Explanation 

15. Pended: total number of pended claim lines on this RA. 

16. Budget Funded: total claim lines in budget-funded status on this RA. 

17. Net Claim Transactions: total count of claim line transactions reported on this RA. 

Claim Transactions: Amount 

18. Original: total dollar amount of paid claim lines on this RA. 

19. Debit Adjustment: total dollar amount of debit adjustments on this RA. 

20. Credit Adjustment: total dollar amount of credit adjustments on this RA. 

21. Voided Claims: total dollar amount of voided claims on this RA. 

22. Net Claim Transactions: sum of the original and debit adjustment amounts (items 
18 and 19) minus credit adjustment and voided claims amounts (items 20 and 21). 

Financial Transactions: Account Receivables 

23. Account Receivables Prior Balance: account receivable balance brought forward 
from previous cycle, indicating dollar amount yet to be received from the provider. 
Examples include the provider submitting an Adjustment/Void Request for an 
overpayment without sending a refund check or a financial transaction generated by 
the state. Providers are notified of all state-initiated financial transactions. 

24. Account Receivable Cycle Increase: dollar amount the account receivables 
increased by transactions on this RA. 

25. Account Receivable Cycle Decrease: dollar amount the account receivables 
decreased by transactions on this RA. 

26. Account Receivable Net Cycle: net difference in account receivable increase and 
decrease (items 24 and 25) reflected on this RA. 

27. Account Receivable Forward Balance: remaining account receivable balance 
after transactions from this remittance cycle have been applied. This will be the 
“account receivable prior balance” on next RA. 

Financial Transactions: Voided Checks 

28. Voided Checks Prior Balance: total dollar amount of checks voided that has not 
been applied to a claim or claim line. 

29. Voided Checks Cycle Increase: dollar amount of checks voided reflected on this 
RA. 

30. Voided Checks Cycle Decrease: dollar amount of checks applied to a claim or 
claim line on this RA. 

31. Voided Checks Net Cycle: net difference in voided checks cycle increase and 
decrease (items 29 and 30) reflected on this RA. 

32. Voided Checks Forward Balance: balance of voided checks that has not been 
applied to a claim or claim line. This will be the “voided checks prior balance” on 
next RA. 

Financial Transactions: Refund Checks 

33. Refund Checks Prior Balance: total dollar amount of checks refunded by the 
provider that has not been applied to a claim or claim line. 
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Circled 
Item 

Remittance Summary Page Explanation 

34. Refund Checks Cycle Increase: dollar amount of checks refunded by the provider 
that is reflected on this RA. 

35. Refund Checks Cycle Decrease: dollar amount of checks refunded by the provider 
that has been applied to a claim or claim line on this RA. 

36. Refund Checks Net Cycle: net difference in the dollar amount of refund checks 
cycle increase and decrease (items 34 and 35) reflected on this RA. 

37. Refund Checks Forward Balance: balance of refunded checks from the provider 
that has not been applied to a claim or claim line. This will be the “refund checks 
prior balance” on the next RA. 

Financial Transactions: Net Checks 

38. Net Checks Prior Balance: sum of voided checks and refund checks prior balance. 

39. Net Checks Cycle Increase: sum of voided checks and refund checks that are 
reflected on this RA. 

40. Net Checks Cycle Decrease: sum of voided checks and refund checks that have 
been applied to a claim or claim line on this RA. 

41. Net Checks Net Cycle: sum of voided checks and refund checks net cycle reflected 
on this RA. 

42. Net Checks Forward Balance: sum of voided checks and refund checks forward 
balance. This will be the “net checks prior balance” on the next RA. 

Financial Transactions: New Transactions 

43. Refunds and Voided Checks: dollar amount of refund checks and voided checks 
listed on this RA. 

44. Payouts: dollar amount of money paid to the provider this cycle that is not reflected 
in net claim transactions (item 22). 

45. Recoveries: dollar amount of new account receivables recoupment processed this 
cycle. 

46. Net New Financial Transactions: positive or negative net amount of all new 
financial transactions processed this cycle. 

Summary 

47. Net Claim Transactions: net dollar amount of claim transactions reported on the 
RA (from item 22). 

48. Net New Financial Transactions: net dollar amount of all new financial 
transactions processed this cycle (from item 46). 

49. Change in Account Receivables: net effect dollar amount account receivables 
transactions on this RA (from item 26). 

50. Change in Check Balance: net effect dollar amount of financial transactions 
increasing or decreasing the dollar amount of the check issued to the provider with 
this RA. 

51. Remittance Cycle Total: positive or negative net amount as a result of claim 
transaction and financial transaction activity this cycle. 
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Circled 
Item 

Remittance Summary Page Explanation 

52. Check Number: the number of the check issued to the provider associated with this 
RA.  

53. Check Amount: dollar amount of the check issued to the provider associated with 
this RA.  

54. Year-to-date Total Paid (1099): net amount paid to the provider by Alaska Medical 
Assistance for the tax year. 

55. Year-to-date Claims Count: total number of original, debit, credit, and voided 
claims paid for the tax year. 

Resubmission Turnaround Document (RTD) 

A Resubmission Turnaround Document (RTD) may accompany the RA. The RTD gives the 
provider the opportunity to correct certain errors on a claim without resubmitting the claim. The 
RTD is a worksheet attached to the back of the remittance advice. The RTD reports:  

 What was entered on the original claim 

 What error occurred 

 Where the error occurred 

 What correction is needed 

All RTDs require a provider response. All claim lines on a remittance advice are held awaiting 
return of the RTD. 

When you receive a Resubmission Turnaround Document, you should: 

1. Read the “Return Reason” messages to determine what information needs to be 
corrected or attached. 

2. Find the blocks on the RTD where the information is missing or incorrect. 

3. Clearly mark any needed changes on the RTD. 

4. Attach any additional requested information (for example, an EOB from an insurance 
carrier). 

5. Have the provider or an assigned representative date and sign the RTD. 

6. Mail or fax the RTD and attachments only (not the entire remittance advice) to Xerox 
before the date specified on the RTD. (Please refer to the Directory Assistance Appendix 
for address and fax numbers.) RTDs cannot be submitted electronically. 

Once an RTD is generated, the provider has a total of 90 days to correct the errors. The 
deadline is printed on the bottom of the RTD. If no response is received within 60 days, a second 
notice will be sent. The deadline does NOT change. If the response is not received by the RTD 
deadline indicated on the bottom of the RTD, the claim will be denied with an edit code 076.  

Edit code 076 means that the provider has exceeded the filing limit for correcting and submitting 
the RTD. It does not mean that the provider has exceeded the 12-month timely filing limit to 
submit the claim to Alaska Medical Assistance. Once the claim has been denied with an edit 
code of 076, the provider must submit a new claim. 
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Note: Do not use the RTD to make an adjustment or to add or void a claim line. Adjustments to 
paid claims must be requested by submitting an 837 transaction or an Adjustment/Void Request 
Form. (Please refer to Completing the Adjustment/Void Request Form later in this section.) 
Additional claim lines must be submitted by filing a new claim either electronically or on paper. 

A sample RTD is in Figure A-16. Circled items on the sample are explained below. 

 
Figure A-16: Resubmission Turnaround Document (RTD) of the Remittance Advice 

Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

1. Claim Type: a code defining the type of claim filed by the provider. 

2. Provider Number: the Medical Assistance identification number of the billing 
provider. 

3. Provider NPI: the National Provider Identifier of the billing provider. 

4. Provider Name: the name of the billing provider as entered on the claim. 

5. CCN (Claim Control Number): the 11-digit number assigned to the claim by Xerox 
for processing. 

6. Date: the date of this RA. 

7. Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

8. Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient’s name as contained in the eligibility file.  

9. Billing Date: the date the claim was signed. 
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Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

10. Med Rec No (Medical Record Number): the medical record number assigned to a 
claim by the provider for reference purposes. 

11. Job Related: indicates if the claim has been submitted for a condition related to the 
patient’s employment and therefore may be subject to third-party liability. 

12. Accident: indicates if the claim has been submitted for a condition related to an on-
the-job injury, auto accident, or other accident and therefore may be subject to third-
party liability. 

13. Servicing Provider: the Medical Assistance identification number of the provider 
who rendered the services.  

14. EPSDT Ind: indicates if services rendered are related to an EPSDT (Early and 
Periodic Screening, Diagnosis, and Treatment) referral. 

15. Primary Diagnosis: an ICD-9-CM code indicating the patient’s primary diagnosis. 

16. Secondary Diagnosis: an ICD-9-CM code indicating the patient’s secondary 
diagnosis. 

17. Third-party Amount: the amount of payment by a third-party resource, which has 
been applied toward the services billed on the claim. 

18. Refer Phys: the provider number or name of the physician or agency referring the 
recipient to this rendering provider. 

19. SA Number: the Service Authorization number as it appeared on the claim 
submitted by the provider. 

20. Line: the claim line number as it appeared on the claim submitted by the provider. 

21. From Date: the beginning date on which the services were rendered. 

22. To Date: the ending date on which the services were rendered. 

23. Place of Service: a code indicating where the services were rendered. 

24. Proc/Mod: the HCPCS or assigned procedure code and any modifier for the 
services or procedure rendered to the patient. 

25. Qty: the units or number of times/days that billed services were rendered. 

26. Billed Charge: the amount billed to Medical Assistance for the services rendered. 

27. Lab Ind: indicates if lab work was performed outside of your office. 

28. Return Reason Code and Message: the code and description that indicate the 
information needing correction on the RTD. Enter the corrected information in block 
directly under the existing information. In some cases, you may need to include an 
attachment with the RTD when it is returned, such as an insurance explanation of 
benefits. 

29. Received Before MM/DD/YY: the date on which the claim line represented by the 
RTD will automatically deny if the RTD is not received by Xerox. The RTD allows 90 
days for the information to be provided and received by Xerox. If not received after 
60 days, a second RTD will automatically generate. The claim line(s) will be denied 
if the corrected RTD is not received within 30 days of this second notice. 

30. I hereby amend...laws: statement of certification. 

31. Provider Signature: the signature of the provider or authorized representative. 

32. Date of Signature: the date that the RTD was signed by the provider. 
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Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

33. Please return to...: address to which the corrected RTD should be returned. 
 

R.UB-04 Remittance Advice 

Cover Page 

Used for mailing to the provider, the cover page contains the provider's Medical Assistance 
identification number, name, and address. 

 
Figure A-17: Cover Page of the Remittance Advice 

Message Page 

The first section of the RA, following the cover page, is used to relay messages from Xerox to 
the provider. The message page advises providers regarding: 

 Procedure code changes 

 Price or coverage changes  

 Provider trainings 

 Provider newsletter availability 

Careful attention to this information will aid your claims processing. 
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Figure A-18: Message Page of the Remittance Advice 

Adjudicated Claims (Paid and Denied Claims Page) 

Figure A-19 shows a sample RA page relating to adjudicated claims. To help you identify the 
information, note the circled number on the sample and refer to the corresponding explanation 
on the following pages. 

 
Figure A-19: Adjudicated Claim Page of the Remittance Advice 

Circled 
Item 

Adjudicated Claim Page Explanation 

1.  Provider Payee Name: the name to which payment is made for services 
rendered. 

2.  Provider Payee Address: the street, city, state, and ZIP code of the provider who 
is paid for the services. 
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Circled 
Item 

Adjudicated Claim Page Explanation 

3.  Provider Number: the Medical Assistance identification number of the billing 
provider. 

4.  NPI: the National Provider Identifier of the billing provider. 

5.  Date: the date the RA was created (the remittance cycle date). 

6.  Remittance: a control number used by Xerox in the production of RAs. 

7.  Remittance Sequence: the identification number printed on the RA. The 
automated system maintains a count of RAs produced for each provider. This 
number helps individual providers make certain that all RAs are received and 
maintains a sequential file of the documents. 

8.  Claim Type: identifies the type of claim filed by the provider. 

9.  Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

10.  Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient's name as contained in the eligibility file. If the claim is denied because 
the recipient number on the claim is invalid, no name will appear on the RA. 

11.  Claim Control Number: the 13-digit number assigned to the claim by Xerox for 
processing, based on the Julian Date calendar. 

12.  Med Rec No. (Medical Record Number): the number assigned to a recipient or a 
claim by the provider for reference purposes. If the provider has indicated a 
medical record number on the claim form, it is printed on the RA to help the 
provider identify the patient who received the services. 

13.  Cov Days: the covered days allowed for the diagnosis.  

14.  NPI: the National Provider Identifier of the rendering provider. 

15.  Service Dates: the date or dates the services were performed. 

16.  Rev/HCPCS: the HCPCS or assigned revenue code for the services or procedure 
rendered to the patient. 

17.  Code/Description: the description of the services rendered. This is printed on the 
RA as it is described in the Procedure/Revenue Code File; therefore, it may not be 
the same as written on the claim when it was submitted. 

18.  Units: the number of times/days that billed services were rendered.  
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Circled 
Item 

Adjudicated Claim Page Explanation 

19.  Pay Mode: the rate of payment established by the Medicaid Rate Advisory 
Commission. 

20.  Billed: the amount billed to Medical Assistance for the services rendered. If the 
units billed are greater than one, the amount reflects the total charge for all units.  

21.  Allowed: the dollar value for covered revenue codes, accounting for any 
accommodation cutback. 

22.  EOB: the principal explanation of benefits (EOB) code for the claim in its current 
status. Other EOB codes for each claim line are printed under the claim detail 
lines. The descriptions for these codes are listed on a separate page at the end of 
the RA. For a denied claim line, the EOB indicates the reason for the denial. 

23.  Status: the disposition of each specific claim, e.g., paid, deny. 

Paid. Paid claim lines have passed final adjudication. They may be paid as 
submitted or at reduced amounts according to the program's reimbursement 
methodology. 

Deny. Denied claim lines represent those services that are unacceptable for 
payment. Denial may occur if claims information cannot be validated by Xerox, if 
the billed service is not a program benefit, if line items fail the edit/audit process, 
or if the provider fails to return an RTD within the 90-day period. Denied claims 
may be reconsidered for payment if the provider submits corrected or additional 
claim information within filing time limits. 

24.  Total Charges Billed: the total amount billed on the claim. 

25.  Total Charges Allowed: the total allowed charges to which the payment percent 
(pay mode) is applied. 

26.  TPL: the total amount paid by a third-party resource on the claim. 

27.  Patient Liability: the amount the recipient is to pay for the claim (applies only for 
long-term care services). 

28.  Co-payment: the copayment amount that the recipient has paid or is to pay on 
the claim. 

29.  Contractual: the difference between the allowed amount and the calculated 
Medical Assistance payment (which has been reduced by other payment sources, 
such as TPL and copayment). 

30.  Payment: the total allowed amount multiplied by the pay mode, less copayment 
and third-party payment. 
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Circled 
Item 

Adjudicated Claim Page Explanation 

31.  Claim Class Totals: the name of each section of the RA that is being totaled 
(e.g., "adjudicated," "in-process," etc.). 

32.  Claim Lines: the number of lines totaled for each section of the RA. 

33.  Total TPL: the total amount paid by a third-party resource for all claims in this 
section of the RA. 

34.  Total Patient Liability: the total amount that recipients are to pay for all claims in 
this section of the RA. 

35.  Total Co-payment: the total copayment amount that recipients have paid or have 
yet to pay on all claims in this section of the RA. 

36.  Claim Total: the total amount billed for all claims in this section of the RA. 

37.  Total Contractual: the difference between the total allowed amount and the 
calculated Alaska Medical Assistance payment (which has been reduced by other 
payment sources, such as TPL and copayment) for all claims in this section of the 
RA. 

38.  Total Payment: the total amount paid for all claims in this section of the RA. 

Adjustment Claims Page 

Previously paid claims may be adjusted if an error occurred in billing or processing. If payment is 
owed to the provider, an Adjustment/Void Request must be submitted within the 12-month timely 
filing period of the date services were rendered. If money is owed to Alaska Medical Assistance, 
there is no time limit for filing for an adjustment. 

When an adjustment request results in a paid claim, the processed adjustment appears in two 
parts on the Adjustment Claims Page of your RA: 

 Credit. Identified in the Status column, the credit lists the original CCN and reverses the 
original transaction. This is referred to on the adjustment claim page as “Adjust ICN.” 
This portion adjusts the credits on the provider’s 1099 by decreasing the amount.  

 Debit. Identified in the Status column, the debit lists the new CCN and the corrected 
information and payment. It also lists the former CCN associated with the credit above. 
This is referred to on the adjustment claim page as “Former ICN.” The date with the ICN 
is the date of the remittance advice on which original payment was made. If additional 
adjustments are necessary, use the debit CCN.  

Figure A-20 shows a sample adjustment claim page from an RA. The sample page identifies 
adjustment requests as they are processed. Note the circled numbers on the sample page and 
refer to the corresponding explanations after the sample page. 
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Figure A-20: Adjustment Claim Page of the Remittance Advice 

Circled 
Item 

Adjustment Claims Page Explanation 

Credit 

1. Claim Control Number: the CCN of the original claim being adjusted. This is the 
number you entered in field 7A of the AK-05. 

2. - 12. Client ID/HCPCS/Revenue Code and Description/Units/Billed/Allowed/Total 
Charges/TPL/Patient Liability/Co-payment/Contractual/Payment: the 
information as it appeared when the original claim line processed. 

13. Credit Status: the credit portion of the adjustment, which adjusts the provider's 
1099 by decreasing the amount. All dollar amounts therefore have minus signs 
("-") associated with them. 

14. Adjust ICN: the CCN of the debit portion of the adjustment, which reflects the 
corrected information. 

15. Dated: the date of the RA on which the claim line originally processed. 
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Circled 
Item 

Adjustment Claims Page Explanation 

Debit 

16. Claim Control Number: the CCN of your adjustment request (from the "Adjust 
ICN," item 11). It contains the updated claim line information. 

17. - 27. Client ID/HCPCS/Revenue Code and Description/Units/Billed/Allowed/Total 
Charges/TPL/Patient Liability/Co-payment/Contractual/Payment: the updated 
changes you requested on the Adjustment/Void Request form. 

28. Debit Status: the corrected data and payment for this claim line. 

29.  Former ICN: the CCN of the original claim being adjusted. 

30. Dated: the payment date of the original claim line now referenced as the credit. 

Voided Claims Page 

A previously paid claim line can be voided, in which case it is also deducted from the provider’s 
1099 total. An Adjustment/Void Request is submitted by the provider. Instructions for submitting 
a void are discussed under Adjustments and Voids later in this section. 

Figure A-21 shows the claim lines voided on the remittance cycle. Note the circled numbers on 
the sample page and refer to the corresponding explanations. 

 
Figure A-21: Voided Claim Page of the Remittance Advice 
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Circled 
Item 

Voided Claims Page Explanation 

1. Claim Control Number: the CCN of the void request document. 

2. Void Status: identifies this transaction as a void, removing the service and payment 
information from the history files. 

3. Void ICN: the CCN of the original claim line being voided. 

4. Dated: the date of payment of the claim line being voided. 

In-Process Claims 

When a claim needs special handling in processing its status is said to be “in-process.” 

If a claim is in-process due to an error that can be corrected only by the provider, the automated 
system prints a Resubmission Turnaround Document (RTD). The provider can then enter the 
needed information on the RTD or attach the needed documentation. This type of claim is shown 
in the Status column of the In-process Claim page as “RTD.” 

If an in-process claim requires internal review by a Xerox or Alaska Department of Health and 
Social Services claims examiner, its processing is suspended. For example, a claim may: 

 Exceed timely filing 

 Have attached documentation that requires review 

 Need to be manually priced 

An in-process claim that is suspended is said to be “pended.” This type of claim is identified in 
the Status column as “Pended.” No action is required by the provider while a claim is pended; 
however, an RTD may be sent to the provider as a result of the internal review. RTDs are 
discussed in Resubmission Turnaround Document later in this section.  

A sample RA page showing in-process claims is in Figure A-22. An explanation of the circled 
items follows below. 
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Figure A-22: In-process Claims Page of the Remittance Advice 

Circled 
Item 

In-Process Claims Page Explanation 

1.  Provider Payee Name: the name of the billing provider. 

2.  Provider Payee Address: the street, city, state, and ZIP code of the billing 
provider. 

3.  Provider No.: the Medical Assistance identification number of the billing provider. 

4.  NPI: the National Provider Identifier of the billing provider.  

5.  Date: the date the RA was created (the remittance cycle date). 

6.  Remittance: a control number used by Xerox in the production of RAs. 

7.  Remittance Sequence: the identification number printed on the RA. The 
automated system maintains a count of RAs produced for each provider. This 
number helps individual providers make certain that all RAs are received and 
maintains a sequential file of the documents. 

8.  Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

9.  Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient's name as contained in the eligibility file.  

10.  Claim Control Number: the 13-digit number assigned to the claim by Xerox for 
processing. This includes the 2-digit line number. 
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Circled 
Item 

In-Process Claims Page Explanation 

11.  Medical Record Number: the number assigned to a recipient or a claim by the 
provider for reference purposes. If the provider has indicated this number on the 
claim form, it is printed on the RA to help the provider identify the patient who 
received the services. 

12.  RX Number: not applicable. 

13.  Service Dates: the date or dates the services were performed. 

14.  Billed Amount: the amount billed to Medical Assistance for the services 
rendered.  

15.  Status: the disposition of each specific claim, i.e., pended, RTD, or budget 
funded. RTD status may not apply to all claim lines; those lines not in RTD status 
are actually pended until the RTD is processed.  

16.  Err1/Err2: The code(s) that indicate the reason for the pend status or the 
information needing correction on the Resubmission Turnaround Document 
(RTD).  

17.  Pended Claims: the total number of pended claim lines. 

18.  Resubmittal Claims: the total number of returned claim lines. 

19.  Budget Fund Claims: the total number of approved claim lines that have had 
payment withheld temporarily due to budget constraints. 

Financial Transactions Pages 

This section of the RA may reflect any of the following financial transactions:  

 Cost settlement with the provider 

 Recoupment of interim payments 

 Returned state-issued warrants or personal checks received from providers 

 Withholding against payments to providers according to state instructions 

 Payments to providers according to state instructions 

 Payments to providers to rectify over-collections 
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Figure A-23: Refunds and Voids Page of the Remittance Advice 

Circled 
Item 

Financial Transactions Pages Explanation 

1.  Provider Payee Name: the name of the provider who is paid for the services. 

2. Provider Payee Address: the street, city, state, and ZIP code of the provider 
who is paid for the services. 

3. Provider Number: the Medical Assistance identification number of the billing 
provider. 

4. NPI: the National Provider Identifier of the billing provider. 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 

7. Remittance Sequence: the identification number printed on the RA. The 
automated system counts all RAs produced for each provider. This helps the 
provider maintain a sequential file and make certain that all RAs are received. 

8. Refunds & Voids: the type of financial transaction shown on the next page. 

9. Reason: an internal code that indicates the reason for this financial transaction. 

10. Financial Control Number: an internal number to identify each financial 
transaction processed. 

11. Date: the date on which the financial transaction was submitted for processing. 

12. Description: a description of the reason for the financial transaction. 

13. Check Number: number of the check if one is being refunded or voided. 

14. Amount: the amount of the financial transaction. 

15. Financial Type Total: the number of transactions and the total amount of money 
for the transaction type. 
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EOB Description Page 

This page lists all EOB (explanation of benefit) codes found on this RA and a brief description of 
each. The EOB codes and descriptions are furnished to help the provider understand the 
processed claims. This information is useful in correcting and re-billing denied claims. If further 
information is needed, the provider should contact the Xerox Provider Inquiry Unit at 
907.644.6800 or 800.770.5650 (toll-free in Alaska). 

 
Figure A-24: Explanation of Benefits (EOB) Page of the Remittance Advice 

Circled 
Item 

EOB Page Explanation 

1. Provider Payee Name: the name of the provider who rendered the services. 

2. Provider Payee Address: the street, city, state, and ZIP code of the provider who 
rendered the services. 

3. Provider Number: the Medical Assistance identification number of the provider 
who rendered the services. 

4. NPI: the National Provider Identifier of the billing provider. 

5. Date: the date the RA was created (the remittance cycle date). 

6. Remittance: a control number used by Xerox in the production of RAs. 

7. Remittance Sequence: the identification number printed on the RA. The 
automated system counts all RAs produced for each provider. This number helps 
the provider maintain a sequential file and make certain that all RAs are received. 

8. EOB Code: an explanation of benefits code that explains the disposition of a 
claim. 
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Circled 
Item 

EOB Page Explanation 

9. EOB Description: a written message that explains the disposition of a claim. 

Remittance Summary Page 

The remittance summary shows the total weekly and year-to-date dollars paid to and collected 
from the provider. After the calendar year, Xerox sends each provider a 1099 tax information 
statement, showing total Medical Assistance reimbursement payments made during the year. 
The same information is sent to the IRS. This information will match the year-to-date total paid 
amount shown on the last RA issued for the calendar year. If the totals disagree, contact Xerox 
immediately. 

 
Figure A-25: Remittance Summary Page of the Remittance Advice 

Circled 
Item 

Remittance Summary Page Explanation 

1. Provider Payee Name and Address: name and address of the provider. 

2. Provider Number: Medical Assistance identification number of the provider who 
rendered the services. 
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Circled 
Item 

Remittance Summary Page Explanation 

3. NPI: the National Provider Identifier of the billing provider. 

4. Date: date the RA was created (the remittance cycle date). 

5. Remittance: control number used by Xerox in producing RAs. 

6. Remittance Sequence: identification number printed on the RA. The automated 
system counts all RAs produced for each provider. This number helps the 
provider maintain a sequential file and make certain that all RAs are received. 

7. Last Remittance: remittance number printed on the last RA. 

8. Last Remit Date: date that the last RA was issued to the provider. 

Claim Transactions: Claim Lines 

9. Original: total number of paid claim lines on this RA. 

10. Debit Adjustment: total number of debit adjustment claim lines on this RA. 

11. Credit Adjustment: total number of credit adjustment claim lines on this RA. 

12. Voided Claims: total number of voided claim lines on this RA. 

13. Denied: total number of denied claim lines on this RA. 

14. Resubmitted (RTDs): total number of claim lines on RTDs on this RA. 

15. Pended: total number of pended claim lines on this RA. 

16. Budget Funded: total claim lines in budget-funded status on this RA. 

17. Net Claim Transactions: total count of claim line transactions on this RA. 

Claim Transactions: Amount 

18. Original: total dollar amount of paid claim lines on this RA. 

19. Debit Adjustment: total dollar amount of debit adjustments on this RA. 

20. Credit Adjustment: total dollar amount of credit adjustments on this RA. 

21. Voided Claims: total dollar amount of voided claims on this RA. 

22. Net Claim Transactions: sum of the original and debit adjustment amounts 
(items 18 and 19) minus credit adjustment and voided claims amounts (items 20 
and 21). 
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Circled 
Item 

Remittance Summary Page Explanation 

Financial Transactions: Account Receivables 

23. Account Receivables Prior Balance: account receivable balance brought 
forward from previous cycle, indicating dollar amount yet to be received from the 
provider. Examples include the provider sending in an Adjustment/Void Request 
form for an overpayment without sending a refund check or a financial transaction 
generated by the state. Providers are notified of all state-initiated financial 
transactions. 

24. Account Receivable Cycle Increase: dollar amount the account receivables 
increased by transactions on this RA. 

25. Account Receivable Cycle Decrease: dollar amount the account receivables 
decreased by transactions on this RA. 

26. Account Receivable Net Cycle: net difference in account receivable increase 
and decrease (items 24 and 25) reflected on this RA. 

27. Account Receivable Forward Balance: remaining account receivable balance 
after transactions from this remittance cycle have been applied. This will be the 
"account receivable prior balance" on next RA. 

Financial Transactions: Voided Checks 

28. Voided Checks Prior Balance: total dollar amount of checks voided that has not 
been applied to a claim or claim line. 

29. Voided Checks Cycle Increase: dollar amount of checks voided reflected on 
this RA. 

30. Voided Checks Cycle Decrease: dollar amount of checks applied to a claim or 
claim line on this RA. 

31. Voided Checks Net Cycle: net difference in voided checks cycle increase and 
decrease (items 29 and 30) reflected on this RA.  

32. Voided Checks Forward Balance: balance of voided checks that has not been 
applied to a claim or claim line. This will be the "voided checks prior balance" on 
next RA. 

Financial Transactions: Refund Checks 

33. Refund Checks Prior Balance: total dollar amount of checks refunded by the 
provider that has not been applied to a claim or claim line. 

34. Refund Checks Cycle Increase: dollar amount of checks refunded by the 
provider that is reflected on this RA. 
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Circled 
Item 

Remittance Summary Page Explanation 

35. Refund Checks Cycle Decrease: dollar amount of checks refunded by the 
provider that has been applied to a claim or claim line on this RA. 

36. Refund Checks Net Cycle: net difference in the dollar amount of Refund Checks 
Cycle Increase and Decrease (items 34 and 35) reflected on this RA. 

37. Refund Checks Forward Balance: balance of refunded checks from the 
provider that has not been applied to a claim or claim line. This will be the "refund 
checks prior balance" on the next RA. 

Financial Transactions: Net Checks 

38. Net Checks Prior Balance: sum of voided checks and refund checks prior 
balance. 

39. Net Checks Cycle Increase: sum of voided checks and refund checks that is 
reflected on this RA. 

40. Net Checks Cycle Decrease: sum of voided checks and refund checks that has 
been applied to a claim or claim line on this RA. 

41. Net Checks Net Cycle: sum of voided checks and refund checks net cycle 
reflected on this RA. 

42. Net Checks Forward Balance: sum of voided checks and refund checks forward 
balance. This will be the "net checks prior balance" on the next RA. 

Financial Transactions: New Transactions 

43. Refunds and Voided Checks: dollar amount of refund checks and voided 
checks listed on this RA. 

44. Payouts: dollar amount of money paid to the provider this cycle that is not 
reflected in net claim transactions (item 21). 

45. Recoveries: dollar amount of new account receivables recoupment processed 
this cycle. 

46. Net New Financial Transactions: positive or negative net amount of all new 
financial transactions processed this cycle. 

Summary 

47. Net Claim Transactions: net dollar amount of claim transactions reported on the 
RA (from item 21). 

48. Net New Financial Transactions: net dollar amount of all new financial 
transactions processed this cycle (from item 45). 
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Circled 
Item 

Remittance Summary Page Explanation 

49. Change in Account Receivables: net effect dollar amount account receivables 
transactions on this RA (from item 25). 

50. Change in Check Balance: net effect dollar amount of financial transactions 
increasing or decreasing the dollar amount of the check issued to the provider 
with this RA. 

51. Remittance Cycle Total: positive or negative net amount as a result of claim 
transaction and financial transaction activity this cycle. 

52. Check Number: the number of the check issued to the provider associated with 
this RA. 

53. Check Amount: dollar amount of the check issued to the provider associated 
with this RA. 

54. Year-to-date Total Paid (1099): net amount paid to the provider by Alaska 
Medical Assistance for the tax year. 

55. Year-to-date Claims Count: total number of original, debit, credit, and voided 
claims paid for the tax year. 

S.Resubmission Turnaround Document (RTD) 

A Resubmission Turnaround Document (RTD) may accompany the RA. The RTD gives the 
provider the opportunity to correct certain errors on a claim without resubmitting the claim. The 
RTD is a worksheet attached to the back of the remittance advice. The RTD reports:  

 What was entered on the original claim 

 What error occurred 

 Where the error occurred 

 What correction is needed 

All RTDs require a provider response. All claim lines on a remittance advice are held awaiting 
return of the RTD. 

When you receive a Resubmission Turnaround Document, you should: 

1. Read the “Return Reason” messages to determine what information needs to be 
corrected or attached. 

2. Find the blocks on the RTD where the information is missing or incorrect. 

3. Clearly mark any needed changes on the RTD. 

4. Attach any additional requested information (for example, an EOB from an insurance 
carrier). 

5. Have the provider or an assigned representative date and sign the RTD. 
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6. Mail or fax the RTD and attachments only (not the entire remittance advice) to Xerox 
before the date specified on the RTD. (Please refer to the Directory Assistance Appendix 
for address and fax numbers.) RTDs cannot be submitted electronically. 

Once an RTD is generated, the provider has a total of 90 days to correct the errors. The 
deadline is printed on the bottom of the RTD. If no response is received within 60 days, a second 
notice will be sent. The deadline does NOT change. If the response is not received by the RTD 
deadline indicated on the bottom of the RTD, the claim will be denied with an edit code 076.  

Edit code 076 means that the provider has exceeded the filing limit for correcting and submitting 
the RTD. It does not mean that the provider has exceeded the 12-month timely filing limit to 
submit the claim to Alaska Medical Assistance. Once the claim has been denied with an edit 
code of 076, the provider must submit a new claim. 

Note: Do not use the RTD to make an adjustment or to add or void a claim line. Adjustments to 
paid claims must be requested by submitting an 837 transaction or an Adjustment/Void Request 
Form. (Please refer to Completing the Adjustment/Void Request Form later in this section.) 
Additional claim lines must be submitted by filing a new claim either electronically or on paper. 

Figure A-26 and A-27 are an example RTD. Circled items on the example are explained below. 

 
Figure A-26: Resubmission Turnaround Document (RTD) of the Remittance Advice, Part 1 
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Figure A-27: Resubmission Turnaround Document (RTD) of the Remittance Advice, Part 2 

Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

1. Claim Type: a code defining the type of claim filed by the provider. 

2. Provider Number: the Medical Assistance identification number of the billing 
provider. 

3. NPI: the National Provider Identifier of the billing provider. 

4. Provider Name: the name of the billing provider as entered on the claim form. 

5. CCN (Claim Control Number): the 11-digit number assigned to the claim by 
Xerox for processing. 

6. Date: the date this RTD was generated. 

7. Client ID: the 10-digit Medical Assistance identification number assigned to the 
patient who received the services (the recipient). 

8. Recipient Name: the name of the patient. The name appearing on the RA is the 
recipient's name as contained in the eligibility file.  

9. Billing Date: a system-generated date. 

10. Type of Bill: the 3-digit code identifying the billing provider's type of facility, bill 
classification, and frequency, taken from field 4 of the provider's claim form. 

11. Med Rec No (Medical Record Number): the medical record number assigned to 
a claim by the provider for reference purposes. 

12. Co-pay Amt: the recipient cost sharing amount automatically deducted during 
claim processing, if applicable for services rendered to the patient. 
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Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

13. Admission (Date/Hour): the date and the hour that the patient was admitted to 
the hospital. 

14. Admission (Typ): code indicating the need for hospitalization, taken from field 19 
of the provider's claim form (e.g., "3" means "elective"). 

15. Admission (Src): code indicating source of patient's admission, taken from field 
20 of the provider's claim form (e.g., "1" means physician referral). 

16. Status: the patient's status on the last day of the billing period, taken from field 22 
of the claim form (e.g., "01" means routine discharge). 

17. From Date: the beginning date for the spanned dates billed. 

18. Thru Date: the ending date for the spanned dates billed. 

19. Covered: the number of days the patient's services were covered or authorized. 

20. Non-cov Days: the number of days not covered or not authorized. 

21. Sp Prog (Special Program): a code identifying special programs and Medical 
Assistance recipients exempt from cost sharing. 

22. Occur-1 through Occur-5 CD (Code/Date): a code defining a significant event 
relating to this claim that may affect payer processing, and the date of the 
occurrence code. 

23. Occurrence Span CD/From/Thru: a code and associated beginning and ending 
dates that identify an event related to the claim. 

24. Condition Codes: codes used to identify conditions relating to this bill that may 
affect payer processing. 

25. Blood Amt-pts: the amount of whole blood or its equivalent furnished to the 
patient, replaced, and not replaced. 

26. Diagnosis (Prin/Other): ICD-9-CM codes indicating the patient's primary and 
secondary diagnoses. 

27. Procedures - 1 (Code/Date): the procedure performed during surgery and the 
date. 

28. Procedures - 2 (Code/Date): additional procedure performed on the patient 
during hospitalization and the date performed. 

29. Third-party Ind: indicator on the claim form if patient has any other insurance. 
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Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

30. Third-party Amount: the amount of payment by a third-party resource, which has 
been applied toward the services billed on the claim form. 

31. Total Billing Charges: the amount billed to Medical Assistance for the services 
rendered. 

32. Physician (Attending): the provider identification number or name of the 
physician treating or assuming responsibility for a recipient. 

33. Physician (Admitting): the provider identification number or name of the 
physician responsible for admitting the recipient into the hospital. 

34. Value-1 through Value-8 (CD/AMT): codes and amounts identifying monetary 
data necessary for processing. 

35. SA Number: the Service Authorization number as it appeared on the claim 
submitted by the provider. 

36. R Code: the revenue code that identifies the accommodation or ancillary services 
rendered to the patient. 

37. Desc: the description of the revenue code for the services rendered. 

38. Qty: the units of service or number of accommodations days that billed services 
were rendered. 

39. Total Chgs: the total charges relating to services billed on a claim line, or, if 
revenue code is "001," the total charges billed for all services. 

40. Non-covd Chgs: the claim charges that are not covered for specific 
accommodations or ancillary services. 

41. Return Reason Code and Message: the code and description that indicate the 
information needing correction on the RTD. Enter the corrected information in the 
block directly under the existing information. 

42. Received before MM/DD/YY: the date on which the claim represented by the 
RTD will automatically deny if the RTD is not received by Xerox. The RTD allows 
90 days for the information to be provided and received by Xerox. If not received 
after 60 days, a second RTD will automatically generate. The claim will be denied 
if the corrected RTD is not received within 30 days of this second notice. 

43. I hereby amend...laws: statement of certification. 

44. Provider Signature: the signature of the provider or authorized representative. 

45. Date of Signature: the date that the RTD was signed by the provider. 
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Circled 
Item 

Resubmission Turnaround Document (RTD) Claim Page Explanation 

46. Please return to...: address to which the corrected RTD should be returned. 

T.Responding to a Denied Claim 

If a claim was denied, you should: 

 Look at the reason it denied (indicated by the three-digit code in the EOB column; the 
matching description is listed on the EOB page) 

 Compare the denial reason with your records 

 

Example 

If the claim was denied because the recipient was not eligible for Alaska Medical 
Assistance when services were provided, you should check your records for any 
information on the patient's eligibility as well as to make sure the correct date of service 
was entered on the claim. 

 If you have any questions about why the claim denied, you should contact the Tribal 
Organization Coordinator. The coordinator can help resolve problems in many areas, 
including: 

 Retroactive eligibility (a recipient becomes eligible for a time period in the past)  

 Service Authorization discrepancies 

 Third-party liability discrepancies 

 Procedure code denials 

Depending on why the claim denied, the Tribal Organization Coordinator may be able to 
resubmit a corrected claim for you (for example, if you submitted a paper claim and Xerox 
entered information on the claim wrong). In other cases, you may need to submit a new claim 
with corrected information. If neither of these options will resolve the problem, you could file an 
appeal of the denial. Refer to How to File an Appeal. 

U.Appealing a Denied or Reduced Claim 

If a claim payment to a provider is denied or reduced, either for non-coverage or for recovery of 
an overpayment, that provider has the right to appeal. Due dates are strictly adhered to; if the 
appeal is not received on time, it will not be considered. Before appealing, the provider is 
encouraged to try other methods of resolution, such as correcting the claim or making an 
adjustment. 
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7Appeals 

A.Pre-Appeals 

This process is available only for services that providers feel are exceptions to current Medical 
Assistance policies or editing which would normally be applied and result in denial or reduction 
of payment. To utilize this process, submit the claim with appropriate documentation that 
supports the exceptional circumstances to: 

Xerox 
Attention: Pre-Appeal Review 
Post Office Box 240808 
Anchorage, AK 99524-0808 

To prevent confusion with routine correspondence, the claim and supporting documentation are 
to be submitted by mail with a cover sheet clearly marked “Pre-Appeal Review,” or the provider 
may use the Provider Appeal form. The Provider Appeal form can be found in the Forms Section 
of this manual. 

Providers will be notified of the outcome in a future remittance advice statement after the claim is 
processed. 

B.Appeal Levels 

There are three levels to the appeals process: 

 First-level Appeal 

 Second-level Appeal 

 Final-level Appeal 

C.Time Frames for Filing an Appeal 

First-level appeals must be filed within 180 days of the adverse decision date indicated on the 
remittance advice for a claim. Exception: First-level appeals relating to a disputed recoupment 
of an overpayment must be filed within 60 days of the overpayment notice. 

Second-level appeals must be filed within 60 days of the first-level appeal decision, and should 
be submitted to the applicable division or office based on the type of appeal. 

Final-level appeals must be in writing and postmarked within 60 days of the date of the second-
level appeal decision. Final-level appeals are only available after second-level appeals have 
been denied by the Alaska Department of Health and Social Services. Final-level appeals are 
only for challenging timely filing decisions. 

Any appeal submitted after the allowed time period will not be considered.  

D.Types of Decisions that can be Appealed 

Listed below are some examples of items that can be appealed: 
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 Denied or reduced claims (including timely filing) 

 Recoupment of overpayment request 

 Non-certification of hospital admission or length of stay (LOS) 

 Denied or reduced service authorization request (refer to Types of First-Level Appeals 
and Where They Should be Sent for specific details) 

 Non-certification of a service 

 Denied enrollment or disenrollment 

This is not an all-inclusive list of items that can be appealed. Complete lists of decisions that can 
be appealed are discussed under What types of items can I appeal and where do I send them? 
later in this section. 

Timely Filing of Claims and Appeals. Claims must be submitted no later than 12 months from 
the date services were provided to the recipient. This applies to all claims including those that 
must first be filed with a third-party carrier. An appeal based on the provider's failure to file the 
claim before the billing deadline must be submitted no later than 180 days after the date on the 
remittance advice on the claim. If it is determined that the provider’s claim was not filed within 
the required time limit, the appeal will be denied. However, if it is determined that (1) the 
department committed an error on the claim previously submitted by the provider for the same 
service to the same recipient on the same day; or (2) the claim was timely filed but not 
processed; or (3) the provider is able to prove good cause for failure to submit the claim before 
the billing deadline, then the appeal will be approved. 

Xerox will find good cause for a provider's failure to submit a claim before the billing deadline if 
the failure to submit the claim resulted from a condition that was beyond the provider's control or 
was caused by a condition that the provider could not reasonably be expected to prevent. Good 
cause examples are weather conditions causing mail delays or a disaster such as a fire, flood, or 
earthquake. A good cause example does not include provider staffing deficiencies. 

Recoupment of Overpayment Notice. A provider may request a first-level appeal of a 
recoupment of an overpayment notice. The provider must submit the appeal to Xerox no later 
than 60 days after the date of the notice. A written request for the appeal that specifies the basis 
upon which the notice for recoupment of overpayment is challenged should be provided along 
with any supporting documentation; and a copy of the recoupment notice. 

Non-Certification of Hospital Admission or LOS. A provider may request a first-level appeal 
of a non-certification of hospital admission or length of stay that requires prior approval by Qualis 
Health. The provider must submit the appeal to Qualis Health no later than 180 days after the 
date of the non-certification of the hospital admission or length of stay notice. 

In the event of the above-mentioned circumstance, the provider must submit the following items: 
(1) a written request for a first-level appeal that specifies the basis upon which the decision is 
challenged including any supporting documentation; (2) a complete copy of the recipient's 
medical records that support the hospital admission or length of stay and any other supporting 
documentation; and (3) a copy of the original non-certification notice and attachments. 

Denied or Reduced Service Authorization. A provider may request a first-level appeal of a 
decision that denies or reduces service authorization if no later than 180 days after the date of 
that decision; the provider submits a written request for an appeal to a contractor or state 
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agency. The appeal must specify the basis upon which the decision is challenged and include 
any supporting documentation. These types of appeals do not include service authorizations for 
services that require certification by Qualis Health. 

Non-Certification of a Service. A provider may request a first-level appeal of a non-certification 
decision regarding a service that requires certification by Qualis Health in order to obtain service 
authorization. The provider must submit the appeal to Qualis Health no later than 180 days after 
the date of the non-certification decision. The appeal must include the basis upon which the 
decision is challenged and include any supporting documentation.  

Denied Enrollment or Disenrollment. A provider, who has been denied enrollment or who is 
disenrolled from the Alaska Medical Assistance Program for a reason other than a reason in 7 
AAC 105.400 (grounds for sanctioning providers), may appeal the denial or disenrollment by 
submitting a written request that specifies the basis upon which the decision is challenged and 
include any supporting documentation. A provider must submit the appeal to the appropriate 
fiscal intermediary or state office no later than 180 days after the date of the decision to deny. 
The decision for this type of appeal is a final administrative decision and the department shall 
notify the provider of their right to appeal to the superior court under the Alaska Rules of 
Appellate Procedure. 

E.How to File an Appeal 
A provider may submit a first level appeal of a denied or reduced claim within 180 days of the 
date on the remittance advice, except for an appeal of recoupment of overpayment, which must 
be appealed within 60 days of the date of the notice. Appeals filed late may not be considered. 

How to File a First-Level Appeal 

Follow these steps to file a first-level appeal. 

1. Complete the Provider Appeals Form (a copy is included in the Forms section) or submit, 
in writing, the following information: 

 Provider's name 

 Provider's Medicaid Contract ID 

 Name of person Xerox can contact regarding the appeal 

 Phone number of the contact person 

 Recipient's name (related to the appeal) 

 Recipient's Alaska Medical Assistance ID number 

 Date of service related to the appeal 

 Procedure code(s) related to the appeal 

 Reason for the appeal 

2. Attach the following to the appeal:  

 Copy of the remittance advice showing the claim denial or payment reduction 

 Copy of the original claim that was denied or reduced 
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 Any supporting documentation considered relevant to the appeal (for example, 
chart notes) 

3. Send the first-level appeal with the supporting documentation to the address specified on 
the next pages based on the type of first-level appeal being submitted. 

You will be notified in writing regarding the results of the first-level appeal. 

 

First-level appeals must be filed within 180 days of the adverse decision date indicated 
on the RA. Exception: Appeals disputing the recovery of an overpayment must be filed 
within 60 days. All appeals must be submitted in writing, or using the Provider Appeals 
form. Do not attempt to initiate an appeal by telephone. 
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Types of First-Level Appeals and Where They Should be Sent 

Types of First-Level Appeals Address for First-Level Appeals 

 Denied or reduced claim decision 

 Recoupment of overpayment request 

 Denied or reduced service authorization request for 
the following services: 

 Durable medical equipment; prosthetics, 
orthotics; and selected pharmaceutical drugs 

 All non-emergent, medically necessary 
transportation and accommodation services 

 Selected professional services as indicated in 
the fee schedules 

 Services in excess of annual or periodic service 
limitations (vision, mental health, etc.) 

 All respiratory therapy, home healthcare 
services, private duty nursing, and hospice care 

 All outpatient Magnetic Resonance Imaging 
(MRI), Positron Emission Tomography (PET) 
scans, and Emission Computerized Tomography 
(SPECT) scans 

 Chronic and Acute Medical Assistance (CAMA) 
program recipients requiring outpatient radiation 
and chemotherapy 

 Certain maternal/newborn admissions 
(administrative SAs issued by Xerox). Please 
refer to the chart found at 
http://hss.state.ak.us/dhcs/medicaid_medicare/a
uthorization_hcs.htm  

Xerox 
Attn: Appeals 
P.O. Box 240808 
Anchorage, AK 99524-0808 

http://hss.state.ak.us/dhcs/medicaid_medicare/a
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Types of First-Level Appeals Address for First-Level Appeals 

 Psychiatric admissions and continued stays 

 Residential Psychiatric Treatment Center (RPTC) 
admissions and continued stays 

 Non-certification of selected inpatient and/or 
outpatient procedures and diagnoses, regardless of 
length of stay. The Select Diagnoses and 
Procedures Pre-certification List may be obtained 
at http://www.qualishealth.org/sites/default/files/AK-
Medicaid-Precert-List.pdf.  

 Non-certification of an inpatient hospital stay that 
exceeded 3 days 

 Denied or reduced service authorization request for 
certain maternal/newborn admissions (medical 
necessity review from Qualis) Please refer to the 
chart found at 
http://hss.state.ak.us/dhcs/medicaid_medicare/auth
orization_hcs.htm  

Qualis Health 
Attn: Care Management 
Dept/Appeal Review 
10700 Meridian Avenue North, 
Suite 100 
P.O. Box 33400 
Seattle, WA 98133-0400 
Phone: 800.783.9207 
Fax: 800.826.3630 

 Denied or reduced service authorization request for 
substance abuse rehabilitation services in excess 
of annual or periodic service limitations 

Dept. of Health and Social Services
Division of Behavioral Health 
Attn: Claims Appeal Section 
3601 C Street, Suite 878 
Anchorage, AK 99503-5923 

 Denied or reduced service authorization request for 
the following services 

 Administrative wait and swing bed stays at acute 
care facilities 

 All Long Term Care (LTC) facility admissions and 
continued stays 

 Home and Community-Based Waiver services 

 Personal Care Assistant (PCA) services 

Dept. of Health and Social Services
Division of Senior and Disabilities 
Services 
Attn: Claims Appeal Section 
550 W. 8th Avenue 
Anchorage, AK 99501-3518 

 Denied enrollment or disenrollment Refer to the appropriate address for 
the type of service you provide from 
the list below, Types of Second-
Level Appeals and Where They 
Should Be Sent. 

How to File a Second-Level Appeal 

Second-level appeals must also be in writing and must be postmarked within 60 days of the date 
of the first-level decision or within 60 days of the adverse enrollment or service authorization 
decision. Second-level appeals filed after that date may not be considered. Include a copy of the 
first-level appeal decision, a copy of the claim denial or payment notice, a copy of the submitted 
claim, and relevant supporting documentation. Providers will be notified in writing of final 

http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf
http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf
http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf
http://hss.state.ak.us/dhcs/medicaid_medicare/auth
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decisions by the Alaska Division of Health Care Services. Submit second-level appeals to the 
appropriate office for the provider type, as outlined below. 

Follow these steps to file a second-level appeal. 

1. Complete the Provider Appeals Form (a copy is included in the Forms section) or submit, 
in writing, the following information: 

 Provider's name 

 Medicaid Contract ID 

 Name of person the Alaska Division of Health Care Services can contact 
regarding the appeal 

 Phone number of the contact person 

 Recipient's name (related to the appeal) (if applicable) 

 Recipient's Alaska Medical Assistance ID number (if applicable) 

 Date of service related to the appeal (if applicable) 

 Procedure code(s) related to the appeal (if applicable) 

 Description of the issue or decision being appealed 

 Reason for the appeal 

 All information and materials for proper consideration 

2. Attach the following to the appeal: 

 Copy of the first-level appeal decision or a copy of the enrollment or service 
authorization decision being appealed 

 Copy of denial or payment notice 

 Copy of the original submitted claim 

 Any supporting documentation considered relevant to the appeal 

3. Send the second-level appeal with supporting documentation to the address specified on 
the next pages based on the type of appeal being submitted. 

You will be notified in writing of the results of the second-level appeal. 

Except for timely filing appeals, the decision by the Department of Health and Social Services is 
a final administrative decision. The provider has the right to appeal to the Superior Court under 
the Alaska Rules of Appellate Procedure. 

 

First and Second-level appeals must be in writing and postmarked within 60 days of the 
date of the first-level or second-level appeal decision. Do not attempt to initiate an appeal 
by telephone. 
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Types of Second-Level Appeals and Where They Should Be Sent 

Types of Second-Level Appeals Addresses for Second-Level Appeals 

 Mental health physician clinics  

 Mental health rehabilitation services  

 Substance abuse rehabilitation services  

 Inpatient psychiatric services 

Dept. of Health and Social Services  
Division of Behavioral Health  
Attn: Claims Appeal Section  
3601 C Street, Suite 878  
Anchorage, AK 99503-5923 

 Home and Community-based Waiver services  

 Personal Care Assistant (PCA) services  

 Skilled Nursing Facility (SNF) 

 Intermediate Care Facility (ICF) 

 Intermediate Care Facility for Individuals with 
Intellectual and Developmental Disabilities 
(ICF/IDD)and persons with related conditions 

Dept. of Health and Social Services  
Division of Senior and Disabilities 
Services  
Attn: Claims Appeal Section  
550 W. 8th Avenue  
Anchorage, AK 99501-3518 

 Tribal Inpatient Hospital 

 Tribal Outpatient Hospital 

 Tribal Clinic 

Dept. of Health and Social Services  
Attn: Claims Appeal Section  
3601 C St. Ste. 1322 
PO Box 240249  
Anchorage, AK 99524-0249 

 Behavioral Rehabilitation Services Dept. of Health and Social Services  
Office of Children Services, Behavioral 
Rehab. Svcs.  
Attn: Claims Appeal Section  
PO Box 110630  
Juneau, AK 99811-0630 

 Targeted Case Management for children 
eligible under 7 AAC 23.080 (Infant Learning 
Program) 

Dept. of Health and Social Services  
Office of Children Services, Infant 
Learning Program  
Attn: Claims Appeal Section  
PO Box 240249  
Anchorage, AK 99524-0249 
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Types of Second-Level Appeals Addresses for Second-Level Appeals 

 Hospital – inpatient and outpatient  

 Laboratory and X-ray  

 Physician  

 Visual care, dispensing, and ophthalmic 
materials  

 Medical transportation  

 Speech, hearing, and language  

 Home healthcare  

 Children’s services, including Early Periodic 
Screening, Diagnosis, and Treatment (EPSDT), 
podiatry, nutrition services, private duty nursing, 
and hospice care  

 Family planning  

 Outpatient surgical clinics  

 Rural health clinics  

 Prosthetic devices  

 Physical therapy  

 Occupational therapy  

 Prescribed drugs  

 Physician clinics  

 Dental care  

 Chiropractic  

 Advanced Nurse Practitioner (ANP) services 

 Nutrition services for pregnant women  

 Durable Medical Equipment (DME), medical 
supplies and respiratory therapy services  

 Direct-Entry Midwife (DEM) services 

Dept. of Health and Social Services  
Division of Healthcare Services  
Attn: Claims Appeal Section  
4501 Business Park Boulevard, Suite 
24  
Anchorage, AK 99503-7167 

How to File a Final-Level Appeal 

Final-level appeals are available only after second-level appeals have been denied by the 
Alaska Department of Health and Social Services. Providers may pursue only final-level appeals 
that challenge timely filing decisions. Providers should submit in writing a clear description of the 
timely filing issue being appealed to the Commissioner of the Alaska DHSS. The 
Commissioner's office will notify you of the results of the final-level appeal. 
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Types of Final-Level Appeals and Where They Should Be Sent 

Type of Final-Level Appeals Address for Final-Level Appeal 

 Reconsideration of a denied second-level appeal, 
to challenge claims not meeting timely filing only 

Commissioner Office 
Department of Health and Social 
Services 
P.O. Box 110601 
Juneau, AK 99811-0601 

8Claim Payment 

A.The Encounter Rate 

The tribal encounter rate, also known as the “All-Inclusive Rate” (AIR) or “IHS rate,” is used to 
pay tribally-operated facilities if they opt for this rate. 

In 1996, CMS (formerly known as HCFA) and the IHS issued a Memorandum of Understanding 
to implement 100 per cent federal reimbursement to states for Medicaid services to Medicaid 
eligible AI/AN at tribally-operated facilities on the IHS Facility list. 

Tribally-operated facilities may choose to be certified as an FQHC and receive the FQHC rate 
set by the state. Tribally-operated facilities may also opt for the lower outpatient/clinic rate and 
bill physician fees in addition to the facility rate. This requires notification to the State Department 
of Health and Social Services so they can implement system modifications to pay the correct 
rate.  

Payment for services under the agreement will be based on the guidelines in the following table: 

B.Reimbursement Rates for Services Billed Separately  

Types of Service  Reimbursement Rate 

Physician services  Alaska Medical Assistance Physician Fee Schedule

Outpatient Hospital services  A reduced encounter rate 

Ambulatory Surgical Care services  Medicare ASC Fee Schedule 

If your facility chooses this option, you must enroll each physician individually in Alaska Medical 
Assistance in order to bill physician services separately. 

 

Note: Tribal facilities that opt for the lower Hospital (HS), Outpatient (OP), or  
Clinic (CL) encounter rate may not bill for mid-level provider services. 

For each service category, the encounter rate is paid per patient, per day, per Alaska Medical 
Assistance enrollment number and is payment for all services received at the clinic. Multiple 
encounters can occur on the same date of service if delivered by rendering providers enrolled 
under different provider types at different designated facilities.  
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Example 

An Alaska Medical Assistance AI/AN beneficiary could receive a clinic service at a 
primary care setting, a dental service, and a behavioral health service if provided by 
providers enrolled with Alaska Medical Assistance at distinctly separate clinic locations.  

C.Medicaid Cost Sharing 

 
A tribal facility cannot charge American Indians or Alaska Natives for services. 

Eligible, non-Native (non-Tribal beneficiaries) who are enrolled in Alaska Medical Assistance are 
responsible for paying the following cost-sharing amounts to tribal health facilities which treat or 
provide services to non-Tribal beneficiaries: 

 $50 per day or $200 per admission (whichever is less) for inpatient hospital services 

 Five percent of allowable charges for outpatient hospital services 

 $3 per day for physician services 

 $2 for each prescription for prescribed drugs that is filled or refilled 

Providers are responsible for collecting this fee from the recipient; however, you cannot deny 
services to a recipient if he or she cannot pay the cost-sharing amount when you provide the 
services. 

Except for the services noted below, Medical Assistance recipients eligible for services must pay 
the appropriate cost share amounts.  

Tribal health facilities should NOT collect a cost share for the following services, which are 
exempt from cost sharing requirements: 

 Services provided to an American Indian or an Alaska Native by a tribal health 
program 

 Services provided to an American Indian or an Alaska Native that have been referred 
from a tribal health program 

 Services to recipients under 18 years of age at the time of delivery of the service 

 A service provided to a recipient in a long-term care facility (see claim form instructions 
for field 24H, requiring that specific codes be entered to exempt long term care patients) 

 Services to a pregnant woman, including a service provided during the postpartum period 
(identified by eligibility code of “11” on the recipient’s eligibility coupon) 

 Services and supplies for family planning  

 Hospice services 

 Services provided to an individual who is eligible for both Alaska Medical Assistance and 
Medicare, if Medicare is the primary payer for that service 

 Emergency services  
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“Emergency” means inpatient hospital care provided to a recipient admitted 
into the hospital from the emergency room of that hospital and outpatient 
hospital services and physician services provided to a recipient in response to 
the sudden and unexpected onset of an illness or accidental injury, requiring 
immediate medical attention after the onset of the condition to safeguard the 
patient’s life.  

Immediate medical attention is considered medical care that cannot be 
delayed by 24 hours. (See claim form instructions for field 24H, requiring that 
specific codes be entered to exempt patients receiving emergency services) 

 Blindness and disability exam services, identified by the eligibility codes “15” and “25” on 
the recipient’s eligibility coupon 

Payment for Out-of-State Services 

Alaska Medical Assistance recipients may be eligible for payment of medical benefits while 
outside the state of Alaska. This eligibility exists when the individual is temporarily absent and 
intends to return to Alaska. Payment for services provided to Alaska Medical Assistance 
recipients outside the state of Alaska is limited to the lesser of:  

 The billed charges 

 70 per cent of the in-state rate identified for the specific type of provider 

 The rate established by the Medicaid agency in the jurisdiction of the provided service 

The provider must also maintain active enrollment in Alaska Medical Assistance and the 
Medicaid program in his or her state; for details see Out of state provider participation 
requirements.  
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Tribal Clinics 

1What is a Tribal Clinic? 

A Tribal Clinic is a facility that provides healthcare services and is owned or leased by Indian 
Health Service (IHS) or a tribal organization that has a 638 contract or compact. 

2Enrolling a Tribal Clinic 

 

Mental health clinics, substance abuse clinics, and dental clinics must be enrolled 
separately from a tribal clinic provider type. However, behavioral health services 
rendered by a healthcare professional at the tribal clinic within their scope of practice are 
tribal clinic services. These services include any behavioral health service in the Alaska 
Medical Assistance fee schedule applicable to physicians, physician assistants or 
advanced nurse practitioners. 

To enroll as a Tribal Clinic provider type, the healthcare facility must: 

 Be owned or leased by Indian Health Service or a tribal organization with a 638 contract 
or compact. 

 Be listed on the Tribal Facilities List, which is produced by the Alaska Area Office, Indian 
Health Service, and Division of Program Statistics. 

 Offer at least one of the following services: Physician, advanced nurse practitioner, 
physician assistant, nurse midwife, physical therapy, speech-language pathology, 
occupational therapy, audiology, optometry, or podiatry. 

 Enroll each rendering provider of service individually with Alaska Medical Assistance and 
cross reference them with the enrolled clinic. 

 Ensure each healthcare provider employed by the clinic or under contract with the clinic 
is licensed or certified in the State of Alaska, except for physicians who are 
Commissioned Corps Officers; they must maintain licensure in a state or territory of the 
United States. Refer to Enrolling a Tribal Clinic. 

3 Enrolling a Dispensing Provider 

If you have a pharmacy onsite which is staffed by a licensed pharmacist, you must enroll the 
pharmacy separately from the Tribal Clinic provider type. Refer to the Pharmacy Provider Billing 
Manual for additional information. If a pharmacy is not onsite and you are dispensing take-home 
drugs, you must enroll either the tribal clinic or the individual healthcare professional (who can 
dispense drugs within the scope of his or her license) as a dispensing provider. 

 

If you are enrolling as a dispensing tribal clinic, include the DEA number and mail the 
license and certificate of the individual who will be dispensing drugs. Dispensing drugs 
must be covered within the scope of this individual's license. 
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The tribal facility or provider may enroll as a non-dispensing provider in Alaska Medical 
Assistance by using the Provider Enrollment Web Portal at https://enroll.medicaidalaska.com. 
Refer to Enrolling a Tribal Clinic. 

4 Tribal Clinic Services 

Tribal clinics must offer at least one, and may bill for any of the following services covered by 
Alaska Medical Assistance: 

 Physician services 

 Physician Assistant services 

 Advanced Nurse Practitioner services 

 Nurse Midwife services 

 Physical Therapy 

 Speech-language pathology, including licensed Speech-language Pathologist Assistant 
services 

 Occupational therapy, including licensed occupational therapy assistant services 

 Audiology services 

 Optometry services (Optometrist only) 

 Podiatry services 

 Radiology services 

Clinic services may be provided at: 

 The clinic  

 The residence of the patient 

 An appropriate community setting 

The specific procedures for which tribal providers can bill are limited by the CPT and HCPC 
codes covered by Alaska Medical Assistance. Provider billing manuals for the specific type of 
provider (for example, physicians, physical therapists, or advanced nurse practitioners) include 
additional information about coverage limitations. 

 The Alaska Medical Assistance Physician Fee Schedule is published separately on the Xerox 
web site at http://medicaidalaska.com under Providers > Lookups > Fee Schedules. 

 

Note: Some services are not covered by Alaska Medical Assistance. Refer to Services 
Not Covered by Alaska Medical Assistance in the Quick Reference section for general 
guidelines.  

 

 

Example 

Chiropractic, Registered Nurse (RN), and certified nurse anesthetist services are not 
billable under tribal clinics. 

https://enroll.medicaidalaska.com
http://medicaidalaska.com
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5Billing for Tribal Clinic Services 

Tribal clinic providers can bill their services under the tribal clinic NPI and they will be paid at the 
current encounter rate (see The Encounter Rate on page A-125) published in the Federal 
Register. The encounter rate is paid per patient, per day, per Alaska Medical Assistance 
enrollment number and is payment for all services received at the clinic. This includes laboratory 
and x-ray services provided at the clinic and drugs and medical supplies incidental to the 
patient's visit.  

“Incidental to” means that the service is an integral part of the patient’s treatment, is normally 
rendered without charge as a part of a service billed to a third-party payer and is similar to those 
services rendered in a physician’s office or clinic. 

Some clinic healthcare professionals may also enroll separately in order to bill for items that are 
not “incidental” to the clinic visit. 

 

Examples 

Durable Medical Equipment (DME): A patient comes into the clinic with a sprain. The 
clinic treats the patient and prescribes crutches. The sprain treatment is billed under the 
clinic with the rendering provider. The crutches are billed under a separate DME 
provider. 

Prescription Medication: A patient being treated for an inflammatory condition is 
prescribed Humira. The doctor writes the prescription and shows the patient how to 
administer the drug. The patient has the prescription filled at the pharmacy and takes 
the medication home to administer the shot weekly as instructed by the doctor. The 
office visit is billed under the clinic with the rendering provider. The Humira medication is 
billed under the separate pharmacy provider. 

Audiology: During a well child checkup, a doctor determines a child may have trouble 
hearing. The doctor refers them to see an audiologist. The audiologist tests the child 
and determines that she needs a hearing aid. The testing portion of the services is billed 
under the clinic with the audiologist as the rendering provider. The actual hearing aid 
device is billed under the separate audiology provider. 

Physical Therapy: A patient is receiving physical therapy after a stroke. The physical 
therapist decides use of a cane would be beneficial. The physical therapy is billed under 
the clinic with the physical therapist as the rendering provider. The cane is billed under a 
separate DME provider. 
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Example 

Optometry: An optometrist sees a patient for their yearly eye exam and determines that 
he needs glasses. The actual eye exams are billed under the clinic with the optometrist 
as the rendering provider. Rochester Optical, the state-contracted eyewear provider, 
bills the glasses separately. Providers cannot bill for shipping and handling of 
eyeglasses. 

 

Note: Tribal facilities that are reimbursed the encounter rate on the initial 
optometry visit may not seek additional encounter rate reimbursement at the 
time of dispensing; however, they may opt to bill fee for service and receive 
the lower payment per the Alaska Medical Assistance Physician’s Fee 
Schedule under their physician group billing NPI. 

 

Follow these steps to bill for services by a Tribal Clinic provider type: 

 Complete the CMS-1500 Professional Claim form. Refer to How to Complete the 
CMS-1500 in the Billing Guidelines section for specific information on how to fill out the 
form as well as which fields are required. 

 Field 24d: List all services provided using CPT or HCPC procedure codes in the 
Procedures, Services or Supplies field in field 24d. Covered codes for a particular type of 
provider are listed in the individual provider manuals and fee schedules. 

 Field 24j: This is the location for the rendering provider's NPI. The NPI number is 
entered in the unshaded section. The taxonomy code is entered in the shaded section. 
The taxonomy code qualifier ZZ is entered in the shaded section of field 24I. 

 Field 33a: This is the billing NPI; you must enter the NPI for the Tribal Clinic provider 
type in this field. Refer to Guidelines below if you are billing for dispensing take-home 
drugs. 

 Field 33b: The billing provider's taxonomy code is entered in field 33b, preceded by 
qualifier code ZZ. Refer to Billing Guidelines. 

 
Refer to the Billing Guidelines section for more information on general billing. 

A.Billing for Dispensing Services 

The provider must bill for the dispensing services using the NPI submitted on their dispensing 
provider enrollment application. There are several options for billing as a dispensing provider 
depending on enrollment.  

For providers without an onsite pharmacy: Bill the professional services of the provider using 
the non-dispensing NPI (the individual NPI under Rendering Provider field in 24J and the clinic 
NPI under the Billing Provider field in 33a). Bill the pharmacy services by entering the dispensing 
NPI in the Rendering Provider field in 24J and the billing provider (the medical group or clinic) in 
field 33a. Medical group or clinic billing must have the group or the clinic as a Billing Provider in 
field 33a. 
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For providers with an onsite pharmacy: Bill the professional services of the provider using the 
non-dispensing NPI (the individual NPI under Rendering Provider field in 24J and the clinic NPI 
under the Billing Provider field in 33a). Pharmacy services should be billed under Pharmacy.  

For sole proprietors dispensing drugs: the provider may bill with the individual NPI in both the 
Rendering Provider field in 24J and the Billing Provider field in 33a.  

Guidelines 

If you are billing for any of the following services, use the guidelines below: 

 Dispensing take-home drugs. If you are billing for take-home drugs, or dispensing 
drugs that are provided to the patient at the outpatient facility such as infusion therapy 
drugs or Synagis. To be paid for these drugs you must bill according to pharmacy billing 
instructions using the NPI for the pharmacy or dispensing provider. Refer to Enrolling a 
Dispensing Provider. 

Drugs that are provided at the tribal clinic at the time of the visit that are incident to the 
visit are not billed separately. For additional information about billing dispensed drugs, 
refer to the Pharmacy Provider Billing Manual. 

 Anesthesia services must be billed using CPT procedure codes and their 
corresponding basic unit values found in the current edition of the American Society of 
Anesthesiologists (ASA) Relative Value Guide.  

 Each of the ASA procedure codes has a base value unit that will be included in your 
reimbursement. No physical status modifier or physical status procedure code is allowed: 

 Do not add anesthesia base value units to the actual time you submit. 

 Submit the actual minutes spent providing anesthesia services as the units of 
service. 

 Procedure code 01999 will no longer be acceptable for reporting time. 

 Electronic transactions to include Payerpath require the value “MJ” within the 
SV104 element to report time in minutes.  

 ASA procedure code 01967 (Anesth/analg vag delivery) maximum allowable time 
is 360 minutes per day. 

 ASA procedure code 01996 (Hosp manage cont drug admin) performed after 
insertion of an epidural or subarachnoid catheter is allowed once per day. It 
includes all related services performed on that day, such as the visit, removal or 
adjustment of the catheter, dose calculation and administration of the drug. 

 The following is an example of single-line billing and the reimbursement you would 
receive: 

 
Procedure 01400 completed in 70 minutes on January 24, 2012 in an outpatient setting 
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Base Value Units for procedure code 01400  =  4 
4 base value units X $42.90 per unit = $171.60 
70 minutes of time X $3.60 per minute  = $252.00 
Alaska Medical Assistance total reimbursement = $423.60 

 

 Immunizations. Use the appropriate CPT-4 codes to bill for administering the 
immunization. 

How to Bill Immunization CPT Code 90460 and 90461 for ages 0-18 years. Alaska Medical 
Assistance will pay for no more than one 90460 claim per day, regardless of the number of 
injections given. Additionally, a multi-component vaccine, such as MMR, is considered one 
vaccine, and qualifies as a single 90460 injection only (unless a separate injection has already 
been billed as a 90460 that same day, in which case the MMR could qualify for a single unit of 
90461).  

 
Note: Immunizations by Registered Nurses are not reimbursable. 

 

 

Example 

If a recipient received MMR, DTaP/TdaP and pneumococcal vaccines on the same day, 
the claim would be submitted for one unit of 90460, and two units of 90461. 

Laboratory and X-ray Services 

Laboratory or radiology services can be divided into two payment components distinguished by 
modifiers that indicate if the service is “professional” (such as a radiologist reading an x-ray and 
writing a report) or “technical” (such as the technician taking the x-ray image).  

To bill the professional component of diagnostic lab services, use modifier -26. You may be 
reimbursed for diagnostic laboratory services performed in your own laboratory if you have the 
appropriate Clinical Laboratory Improvement Amendments (CLIA) certificate. To bill the technical 
component of diagnostic lab services, use the modifier TC. 

 

Note: Do not use a modifier if billing at an encounter rate; both the professional and 
technical components are included in the encounter rate. 

A laboratory or x-ray service will qualify for payment as a clinic service if it is the only service 
rendered, even if the recipient is not present at the clinic, or the service is rendered through 
telemedicine, or if the clinic provides only the professional or the technical component of the 
service. 
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Example 

A clinic sees a patient and draws blood for diabetes testing. The actual blood test was 
not performed until the following day. The blood test can be billed under the outpatient 
hospital for the date on which it was completed; the clinic visit is billed under the clinic. 

Note: Facilities who opt for the lower outpatient/clinic rate (only one facility in Alaska is 
eligible for this option) will be reimbursed per the established fee or encounter rate for 
the provider type. 

 

 

Note: If a tribal clinic is in the same location as the hospital, all services including 
laboratory and x-ray services must be billed under the outpatient hospital NPI. 

6 How Tribal Clinics are Paid 

Services provided by a tribal clinic are paid an encounter rate (see The Encounter Rate on page 
A-125) which is published by the Indian Health Service. If the rate published by the Indian Health 
Service is announced in the Federal Register after the beginning of the calendar year in which 
the rate is in effect, the paid claims may be adjusted. The department will adjust paid claims 
back to the beginning of the calendar year if there was an increase in the rate for the calendar 
year. If the rate decreases, the department is not required to seek collection of the difference in 
the rates. 

Tribal clinic providers can bill their services under the tribal clinic NPI and they will be paid at the 
current outpatient encounter rate published in the Federal Register. The encounter rate is paid 
per patient, per day, per Alaska Medical Assistance enrollment number and is payment for all 
services received at the clinic. This includes laboratory and x-ray services provided at the clinic 
and drugs and medical supplies incidental to the patient's visit.  

“Incidental to” means that the service is an integral part of the patient’s treatment, is normally 
rendered without charge as a part of a service billed to a third-party payer and is similar to those 
services rendered in a physician’s office or clinic: 

 Tribal facilities that opt for the lower Hospital (HS), Outpatient (OP), or Clinic (CL) 
encounter rate may bill for physician services under the Medical Group (MDG) to receive 
the Fee for Services (FFS) per fee schedule.  

 Tribal facilities that do not opt for the lower rate cannot bill for physician services 
separate from the encounter. 
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Community Health Aides and Community 
Health Practitioners (CHA/Ps)  

1 Enrolling a CHA/P 

Community Health Aides (Level III or Level IV) and Community Health Practitioners (CHA/P) 
must enroll individually in Alaska Medical Assistance.  

To be reimbursed for services, these providers must meet the following conditions: 

 Have current certification by the Community Health Aide Program Certification Board 

 Be employed by a tribal organization owned or leased by the Indian Health Service or a 
tribal organization with a 638 contract or compact which operates a Community Health 
Aide Program in Alaska under the Indian Self-Determination and Education Assistance 
Act 

 Supervised by a licensed physician who is: 

 Enrolled separately as a physician in Alaska Medical Assistance. 

 Willing to assume professional responsibility for the CHA/P services and to ensure 
that the services are medically necessary. 

 

If billing for lab services provided by a CHA/P, the CLIA certificate must be associated 
with the billing medical group. 

Note: A Clinical Laboratory Improvement Amendments (CLIA) certificate of waiver or certificate 
of registration from the Section of Certification and Licensing, Division of Public Health, must be 
submitted to the Enrollment Department in order to be reimbursed for laboratory services. A 
CLIA certificate issued through a waiver process to a laboratory of a tribal health program may 
include one or more village clinic laboratories that perform limited testing (limited testing means 
that no more than 15 tests are performed at all sites per year). The tribal health program must 
include the village clinics to be covered under the waiver process in the CLIA application and 
renewal processes. 

CHA/P services provided by a tribal organization must be billed under the physician medical 
group (MDG) that has the assumed responsibility for the CHA/P services. 

The medical group (MDG) may cover CHA/P services in multiple locations, and should use the 
address of the CHA/P medical group (MDG) as the servicing address. 

2 CHA/P Services 

The procedures listed in the appendix Covered Codes for CHA/Ps are codes approved by the 
Community Health Aide Program Board and the State of Alaska. They are the only codes 
covered for CHA/P providers. CHA/P services may be provided at the village clinic, the 
residence of a patient, or any other appropriate community location. 
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Note: Some services are not covered by Alaska Medical Assistance. Refer to Services 
Not Covered by Alaska Medical Assistance in the Quick Reference section for general 
guidelines.  

Also, provider billing manuals for the specific type of provider (for example, physicians, 
physical therapists, or advanced nurse practitioners) include additional information 
about coverage limitations. 

3Billing for CHA/P Services 

Follow these steps to bill CHA/P services. 

 Complete the CMS-1500 Health Insurance Claim form. (Refer to How to Complete the 
CMS-1500 in the Billing Guidelines section. In addition, refer to the sample of a 
completed CMS-1500 for CHA/P services in the Completed Form Examples Section.)  

 

 CHA/P services must be billed under the affiliated physician’s medical group NPI. 
Therefore, you cannot bill CHA/P services using the Provider ID for a Tribal Clinic 
provider type or any other tribal facility. 

 Effective May 1, 2012, Alaska Medical Assistance will require that all claims 
submitted for dates of service beginning May 1, 2012 include the CHA/P National 
Provider Identifier (NPI) for services rendered by a CHA/P in field 24J on the 
CMS-1500. 

 Also effective for dates of service beginning May 1, 2012, the U1 modifier may no 
longer be submitted in claims to Alaska Medicaid. Continue to use the U1 modifier to 
identify CHA/P services for claims with dates of service before May 1, 2012. 

 List services provided using the CPT or HCPC codes listed on the CHA/P Fee schedule 
in field 24d. Refer to CHA/P Services.  

 Services provided by a Community Health Aide/Community Health Practitioner with 
dates of service before May 1, 2012 require the modifier U1 entered in field 24d. 

 If billing with more than one modifier, list the U1 modifier first. 

 The supervising physician's NPI number is entered in field 24J. 

 Bill services using the NPI submitted for the group enrollment specified for CHA/P 
services; this NPI number is entered in field 33a on the claim form. 

 
CHA/P services are not payable by Medicare or any other insurance carrier. 
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When billing telemedicine services, you must specify the method used: 

 Interactive telemedicine services: use GT 

 Store and forward telemedicine services: use GQ 

Example: 99214 GT 

 

 

If a CHA/P uses a telemedicine method to confer with the supervising physician, the 
CHA/P and the supervising physician may be separately reimbursed for the 
telemedicine visit. To be reimbursed, these visits must meet all the guidelines outlined in 
the Telemedicine section. 

4How CHA/Ps are Paid 

CHA/P services are reimbursed at 85 per cent of the Alaska Medical Assistance Physician Fee 
Schedule or billed charges, whichever is lower (exceptions are noted below).  

A.Exceptions 
 EPSDT screening services are paid at 100 per cent of the Alaska Medical Assistance 

Physician Fee Schedule. 

 For laboratory services, CHA/Ps are paid using the Medicare Fee Schedule. 

 For supplies that are not incidental to the visit, CHA/Ps will be paid the same rate as 
physicians (based on the Physician Fee Schedule). 
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Dental Health Aides (DHAs) 

1Enrolling a DHA 

Primary Dental Health Aides (PDHAs), Dental Health Aides (DHAs) and Dental Health 
Therapists must enroll individually in Alaska Medical Assistance.  

To be reimbursed for services, these providers must meet the following conditions: 

 Have current certification as a DHA by the Community Health Aide Program Certification 
Board 

 Be employed by a tribal organization owned or leased by the Indian Health Service or a 
tribal organization with a 638 contract or compact which operates a community health 
aide program in Alaska under the Indian Self-Determination and Education Assistance 
Act 

 Be supervised by a licensed dentist who is: 

 Enrolled separately as a dentist in Alaska Medical Assistance. 

 Willing to assume professional responsibility for the DHA services and to ensure that 
the services are medically necessary. 

2DHA Services 

A.Enhanced Dental Services for Adults 

Since April 1, 2007, Alaska Medical Assistance has covered preventative and restorative 
services for eligible Alaska Medical Assistance adults. All Enhanced Dental Services for Adults 
require a Service Authorization (SA); in some cases service authorization can also authorize 
dental services retroactively. 

Recipients are allowed $1,150 per fiscal year (July 1 – June 30). If the $1,150 is not used, it will 
not carry over to the following year.  

Covered services include cleanings, exams, crowns, root canals and dentures. Emergent dental 
services are covered, but do not count against the annual cap.  

Key features of the Enhanced Dental Services for Adults are: 

 Once a patient's annual $1,150 limit is spent, they are responsible for additional costs 
(this does not affect services covered as emergent).  

 Recipients requiring upper and lower dentures and/or partials may be eligible to obtain 
both during one fiscal year. Eligible recipients age 21 and over may use two years worth 
of dental benefits in order to obtain both an upper and lower dentures/partials at the 
same time. Service authorizations for these services must include a request for both an 
upper and lower denture and/or partial.  
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 Obtain service authorization before providing any Enhanced Dental Services for Adults. 
This allows the SA to track all provider charges to the recipient, and to stay within the 
recipient's annual cap for services. 

 Bill promptly; if the dentist has not billed for services, other payments may consume the 
maximum allowable amount for rendered services. 

 Providers should work with recipients to help prioritize their dental care needs. If a 
recipient's annual allowed amount for dental services is exceeded, they will be 
responsible for the balance, at the Alaska Medical Assistance reimbursement rate. 
Recipients are responsible for any subsequent nonemergency services, to be charged at 
the regular rate, rather than the Alaska Medical Assistance reimbursement rate. 

The Enhanced Dental Services for Adults program will cover the following services or 
procedures up to the limit of $1,150: 

1. Diagnostic examination or radiographs necessary for routine dental care 

2. Preventive care, including: 

a. Prophylaxis, including necessary scaling, polishing, and instructions 

b. Topical fluoride application and 

c. An anterior removable space maintainer 

3. Restorative care, including amalgams, resins, stainless steel crowns, and full crowns for 
restoration of decayed or fractured teeth; temporary restorations, cement bases, and 
local anesthesia are considered components of a complete restorative procedure and 
may not be billed separately 

4. Endodontics, with the following limitations:  

a. Palliative and sedative treatments may not exceed two times per tooth before a 
definitive treatment 

b. Pulp capping must be necessary for a direct pulp cap of an exposed pulp of a 
permanent tooth 

c. Root canal therapy must include tooth preparation, filling of the root canal, and follow-
up 

d. A separate claim may be made for pin retention and restoration, not to exceed five 
surfaces per tooth 

5. Periodontics, including treatment of pain or acute infection of supporting tissues of the 
teeth, including gingivitis, periodontitis, and periodontal abscess 

6. Prosthodontics, including complete or partial dentures and denture repair or reline; the 
department will pay for replacement of complete or partial dentures only once per five 
calendar years 

7. Oral surgery; local anesthesia, materials, and routine post-operative care are considered 
components of a complete surgical procedure and may not be billed separately 

8. Professional consultation, if medically necessary or as requested by the department 

Effective January 1, 2011, tobacco cessation counseling provided by dentists is covered under 
the Alaska Medical Assistance Adult Enhanced Dental program. Procedure code D1320, 
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Tobacco counseling for the control and prevention of oral disease, must be used when filing a 
claim for this service. 

Under the Enhanced Dental Services for Adults program, providers may bill a recipient for the 
difference between the full reimbursement and the amount remaining in the recipient's annual 
limit if the annual limit would provide less than the full reimbursement for the service. 

If a recipient’s annual limit of $1,150 has already been reached or if the amount due will cause 
their annual limit to be exceeded, providers need to inform them prior to performing the 
procedure of the recipient’s obligation to pay for the service. Notification that this information was 
conveyed to the recipient and that the recipient agreed to pay for any balance above the allowed 
$1,150 must be documented in the recipient’s personal health record. If the provider has a policy 
to charge recipients for missed appointments, the provider may charge the recipient and the 
recipient is responsible for payment. Missed appointments are not covered by Alaska Medical 
Assistance. 

For a PDF of the regulations see: www.hss.state.ak.us/publicnotice/PDF/192.PDF  

 

Note: Some services are not covered by Alaska Medical Assistance. Refer to Services 
Not Covered by Alaska Medical Assistance in the Quick Reference section for general 
guidelines.  

Also, provider billing manuals for the specific type of provider (for example, physicians, 
physical therapists, or advanced nurse practitioners) include additional information 
about coverage limitations. 

Service Authorization for Enhanced Dental Services for Adults  

Before Enhanced Dental Services for Adults are rendered, a service authorization must be 
obtained. The Enhanced Dental Services for Adults are subject to a $1,150 annual expenditure 
cap per state fiscal year (July 1 to June 30). The service authorization is required to assist in 
monitoring of the annual cap. Dentists may request a service authorization by faxing the Service 
Authorization form (AK-SA) to Xerox. 

Tips Regarding Service Authorization for Enhanced Dental Services for Adults 

Fax in your Service Authorization requests for enhanced dental services for adults for faster and 
more efficient service. You will quickly receive a faxed response for your record of what was 
approved, the effective dates of service, and the provider ID number for which you requested the 
SA and the Service Authorization number so that you can enter all the correct information on 
your claims.  

If you are treating a recipient and need a service authorization for Enhanced Dental Services for 
Adults, you can indicate on the fax cover sheet that the patient is in the office for an expedited 
response.  

If you need to amend the SA, you can accomplish this by fax with the word “remove” next to the 
procedure that is no longer needed or the word “add” next to the procedures that you wish to 
add. 

Faxed SA requests arriving before 8 a.m. the following day will be credited for the previous day.  

http://www.hss.state.ak.us/publicnotice/PDF/192.PDF
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Providers must fax Xerox all requests for retroactive SAs for Enhanced Dental Services for 
adults. Reserve the use of the telephone to inquire about units and dollars remaining on a SA 
prior to faxing in your SA request. 

DHA Services Coverage 

DHAs must follow these guidelines regarding procedure codes: 

 Only those procedures listed in Appendix I, Covered Dental Health Aide Codes are 
covered for the indicated types of DHAs. 

 Some procedure codes require a tooth code and/or surface code when billing for the 
service. 

Refer to Appendix I: Dental Health Aide Codes of DHA-covered services. To see a full list of the 
CDT codes in the Enhanced Adult Dental Services coverage category, go to Xerox’s web site, 
http://medicaidalaska.com, click on the Providers tab, then go to Lookups, Fee Schedules. 
Choose the most recently updated Alaska Medical Assistance Dental Fee Schedule; in it, you 
will find sections for children and adults (Enhanced Adult Dental Services and Emergent Dental 
Services).  

 
Dental telemedicine services do not require use of the telemedicine modifiers. 

3 Billing for DHA Services 

 

 DHA services must be billed under the affiliated dental group. Therefore, you cannot 
bill DHA services using the NPI for a Tribal Clinic provider type or any other provider 
number. 

 Effective May 1, 2012, Alaska Medical Assistance will require that all claims 
submitted for dates of service beginning May 1, 2012 include the DHAT National 
Provider Identifier (NPI) for services rendered by a DHAT in field 54 on the ADA 
Claim Form. 

 DHATs in preceptorship must continue billing with the supervising dentist’s NPI in 
field 54 of the ADA claim form. 

To bill DHA services, complete the ADA Dental claim form (J400 ©2006). Refer to How to 
Complete the Dental Claim Form in the Billing Guidelines section. When billing for DHA services, 
you will need to: 

1. Enter the tooth code and/or surface code as required. Tooth numbers or letters in field 27 
and tooth surfaces in field 28. Refer to the fee schedule in the Dental Services manual 
for information on which procedure codes require this information.  

2. List services provided using the CDT procedure codes listed as covered codes for DHAs 
in field 29. 

3. Enter any required remarks in field 35. Remarks are required if the procedure requires 
medical justification or if you provided emergency services. Refer to the fee schedule in 
the Dental Services manual for information on which procedure codes require medical 
justification. 

http://medicaidalaska.com
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4. Bill services using the dental group NPI and related taxonomy in field 49 and the 
supervising dentist’s NPI in field 54. 

5. Keep a photocopy of the ADA claim form for your records and mail the original form to: 

Xerox 
PO Box 240769 
Anchorage, AK 99524-0769 

4How DHAs are Paid 

DHA services are reimbursed at 100 per cent of the Alaska Medical Assistance Dental Fee 
Schedule (which is included in the Dental Services Provider Billing Manual) or billed charges, 
whichever is lower. 
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Tribal Outpatient Hospitals 

1What is a Tribal Outpatient Hospital?  

A hospital operated by a tribal health organization may qualify to enroll with Alaska Medical 
Assistance as any type of hospital facility for which they qualify (General Acute Care, Critical 
Access, etc.) and be paid according to the payment methodology applicable to that type of 
hospital under state regulations.  

2Enrolling a Tribal Outpatient Hospital  

To enroll as a tribal outpatient hospital, the hospital must meet the following conditions: 

 Is owned or leased by Indian Health Service or a tribal organization with a 638 contract 
or compact 

 Is listed on the Tribal Facilities List, which is produced by the Alaska Area Office, Indian 
Health Service, and Division of Program Statistics 

 Does not provide patients with room and board for a continuous 24-hour period 

3 Outpatient Hospital Services 

Outpatient hospital services are billed on a UB-04 form using the appropriate Revenue or HCPC 
procedure code covered by Alaska Medical Assistance for outpatient hospitals. 

Refer to the applicable Alaska Medical Assistance Fee Schedule available on the Xerox web site 
for Outpatient Hospitals. The revenue codes listed in Covered Revenue Codes for Tribal 
Outpatient Hospitals later in this section are the only tribal outpatient hospital services covered 
by Alaska Medical Assistance. 

The following general guidelines apply to all outpatient hospital services:  

 Services must be medically necessary 

 Treatment for outpatient hospital services must be ordered in writing by an attending 
physician 

Standard outpatient hospital services covered by Alaska Medical Assistance include: 

 Emergency room services 

 Operating room services and surgical supplies 

 Anesthesia 

 Recovery room 

 X-ray  

 Laboratory 

 Physical therapy 
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 Occupational therapy 

 Speech-language pathology 

 Audiology services and evaluations and related diagnostics 

 Respiratory therapy 

 Electrocardiography (EKG/ECG) 

 Electroencephalography (EEG) 

 Magnetic Resonance Imaging (MRI)/Positron Emission Tomography 

 Drugs prescribed by the attending physician 

 Tobacco cessation therapy, services and products 

 Central service supplies, which are included with the cost of services 

 Use of equipment ordered by attending physician 

 Clinic services 

 Observation room 

 Services for spontaneous abortions, or miscarriages 

4 Outpatient Hospital Services Requiring Service Authorization 

Some procedures, services, supplies, equipment, and drugs also require authorization. Refer to 
information related to service authorizations for each type of provider in this or other provider 
billing manuals, on your fee schedule, or by contacting the Xerox Provider Inquiry Unit at 
907.644.6800 or 800.770.5650 (toll-free in Alaska). 

 

Note: Radiation and chemotherapy services for cancer treatment provided to CAMA 
recipients must also be authorized.  

5Billing for Tribal Outpatient Hospital Services 

Outpatient Hospitals use the UB-04 form when billing for outpatient hospital services. Refer to 
How to Complete the UB-04 Claim Form in the Billing Guidelines section for specific information 
on how to fill out the form as well as which fields are required. When billing on the UB-04, you 
will need to:  

 Enter the Revenue Code and Description in fields 42 and 43. 

 Enter the billing provider's NPI in field 56. 

 

When billing for diagnostic laboratory procedures, HCPCS codes should be 
used to identify the specific procedure. CPT codes in the range of 80002 to 
89399 may be used to identify any laboratory services (revenue codes 300-
319). 

 List services provided by using the Revenue Codes and descriptions listed later in this 
section. 



 

Tribal Outpatient Hospitals  E-3 

 Enter the Service Authorization number in field 63 if the claim includes a service that 
requires authorization. Refer to the Service Authorization section. 

 Enter the ICD-9-CM diagnosis code in field 67 for the primary discharge diagnosis. 

 

ICD-9-CM 
ICD-9-CM is the coding classification system used to describe diseases and 
operations. It serves an important function for physician reimbursement, hospital 
payments, quality review and benchmarking measurement (http://www.icd-9-
cm.org). 

 Enter an appropriate ICD-9-CM surgical procedure code if you list a charge for the 
operating room or for a surgical procedure. Enter the Procedure Code in field 74. 

 Include any needed attachments. Refer to What to Attach to a Claim in the Billing 
Guidelines section. 

Guidelines 

If you are a physician who is eligible to bill for any of the following services separately, use the 
guidelines below. 

 Anesthesia services must be billed on a CMS-1500 using CPT procedure codes and 
their corresponding basic unit values found in the current edition of the American Society 
of Anesthesiologists (ASA) Relative Value Guide.  

 Each of the ASA procedure codes has a base value unit that will be included in your 
reimbursement. No physical status modifier or physical status procedure code is allowed: 

 Do not add anesthesia base value units to the actual time you submit. 

 Submit the actual minutes spent providing anesthesia services as the units of 
service. 

 Procedure code 01999 will no longer be acceptable for reporting time. 

 Electronic transactions to include Payerpath require the value “MJ” within the 
SV104 element to report time in minutes.  

 ASA procedure code 01967 (Anesth/analg vag delivery) maximum allowable time 
is 360 minutes per day. 

 ASA procedure code 01996 (Hosp manage cont drug admin) performed after 
insertion of an epidural or subarachnoid catheter is allowed once per day. It 
includes all related services performed on that day, such as the visit, removal or 
adjustment of the catheter, dose calculation and administration of the drug. 

 The following is an example of single-line billing and the reimbursement you would 
receive: 

 
Procedure 01400 completed in 70 minutes on January 24, 2012 in an outpatient setting 

 

http://www.icd-9-cm.org
http://www.icd-9-cm.org
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Base Value Units for procedure code 01400  =  4 
4 base value units X $42.90 per unit = $171.60 
70 minutes of time X $3.60 per minute  = $252.00 
Alaska Medical Assistance total reimbursement = $423.60 

 

 Laboratory services. To bill the professional component of diagnostic lab services, use 
modifier 26. You may be reimbursed for diagnostic laboratory services performed in your 
own laboratory, if you have the appropriate Clinical Laboratory Improvement 
Amendments (CLIA) certificate. 

 Surgical Assistants. Physicians acting as surgical assistants must submit a separate 
claim for their services, using a CPT modifier (-80, -81, or -82). If the claim is for a 
second surgical assistant, you must attach an explanation from the surgeon explaining 
the need for a second assistant. This is a covered service only for a tribal hospital 
selecting a reduced outpatient encounter rate (see The Encounter Rate on page A-125) 
in order to bill physician services. 

 

Note: Tribal facilities that opt for the lower Hospital (HS), Outpatient (OP), or Clinic 
(CL) encounter rate may not bill for mid-level provider services. 

6How Tribal Outpatient Hospitals are Paid 

Tribal outpatient hospital services are reimbursed on an encounter rate, which is published in the 
Federal Register by the Indian Health Service. The encounter rate is paid per patient, per day, 
per Alaska Medical Assistance enrollment number and is payment for all services received at the 
hospital (see The Encounter Rate on page A-125), including tribal clinics within tribal hospitals.  

Even if the hospital provides only the professional or technical component of the service, a 
laboratory or x-ray service will qualify for payment as an outpatient hospital service if it is: 

 The only service a patient receives. 

 Rendered for a patient who is not present at the facility. 

 Rendered through telemedicine. 

The encounter rate will be reduced by any other amount you have been paid for services, such 
as payments from other health insurance companies (third-party liability) or from recipients if 
they are not Alaskan Natives or American Indians (non-tribal beneficiaries). Refer to the Billing 
Third-Party Liability section. 

Exceptions 

 If you have completed the separate written agreement to accept the reduced outpatient 
rate, negotiated between IHS and the Center for Medicare and Medicaid Services, to bill 
the physician services separately from the outpatient hospital. 

 If you choose to enroll separately as an Ambulatory Surgical Center (ASC) you will be 
reimbursed at the Medicare ASC facility rates. These rates are considered payment in 
full for all professional and facility fees related to the outpatient surgery. Therefore, 
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professional fees for a surgeon, assistant surgeon, or anesthesiologist are not separately 
reimbursable. 

A.Reimbursement Rates for Services Billed Separately  

Types of Service  Reimbursement Rate 

Physician services  Alaska Medical Assistance Physician Fee Schedule 

Outpatient Hospital services  A reduced encounter rate 

Ambulatory Surgical Care services  Medicare ASC Fee Schedule 

If your facility chooses this option, you must enroll each physician individually in Alaska Medical 
Assistance in order to bill physician services separately. 
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7Covered Revenue Codes for Tribal Outpatient Hospitals 

Revenue Codes1: Outpatient Hospitals Only 

0303 0510 0760 0761 0762 0769 0820 0821 0822 0823 0824 0825 

0829 0830 0831 0832 0833 0834 0835 0839 0840 0841 0842 0843 

0844 0845 0849 0850 0851 0852 0853 0854 0855 0859 0960 0961 

0962 0963 0964 0969 0970 0971 0972 0973 0974 0975 0976 0977 

0978 0979 0981 0982 0983 0985 0986      

Revenue Codes1: Inpatient and Outpatient Hospitals  

0001 0250 0251 0252 0254 0255 0257 0258 0259 0260 0261 

0262 0263 0264 0269 0270 0271 0272 0274 0275 0276 0278 

0279 0280 0289 0290 0292 0293 0299 0300 0301 0302 0304 

0305 0306 0307 0309 0310 0311 0312 0314 0319 0320 0321 

0322 0323 0324 0329 0330 0331 0332 0333 0335 0339 0340 

0341 0342 0343 0344 0349 0350 0351 0352 0359 0360 0361 

0362 0367 0369 0370 0371 0372 0379 0380 0381 0382 0383 

0384 0385 0386 0387 0389 0390 0391 0399 0400 0401 0402 

0403 0404 0409 0410 0412 0413 0419 0420 0421 0422 0423 

0424 0429 0430 0431 0432 0433 0434 0439 0440 0441 0442 

0443 0444 0449 0450 0451 0452 0456 0459 0460 0469 0470 

0471 0472 0479 0480 0481 0482 0483 0489 0490 0499 0610 

0611 0612 0614 0615 0616 0618 0619 0621 0622 0623 0631 

0632 0633 0634 0635 0636 0637 0700 0709 0710 0719 0720 

0721 0722 0723 0724 0729 0730 0731 0732 0739 0740 0749 

0750 0759 0790 0799 0810 0811 0812 0813 0814 0819 0880 

0881 0889 0920 0921 0922 0923 0924 0925 0929 0943 0964 

 

                                                 
1Revenue codes and UB-92, UB-04 claim form information is copyright 2005, 2007, 2008 American Hospital 
Association. Copyright for the members of the National Uniform Billing Committee (NUBC) by the American Hospital 
Association (AHA). 
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Tribal Inpatient Hospitals 

1What is a Tribal Inpatient Hospital? 

A hospital operated by a tribal health organization may qualify to enroll with Alaska Medical 
Assistance as any type of hospital facility for which they qualify (General Acute Care, Critical 
Access, etc.) and be paid according to the payment methodology applicable to that type of 
hospital under state regulations. 

2Enrolling a Tribal Inpatient Hospital 

To enroll as a tribal inpatient hospital, the hospital must meet the following conditions: 

 Is owned or leased by Indian Health Service or a tribal organization with a 638 contract 
or compact. 

 Is listed on the Tribal Facilities List, which is produced by the Alaska Area Office, Indian 
Health Service, Division of Program Statistics. 

 

If eligible, providers must be enrolled in Alaska Medical Assistance individually and 
separately from the tribal facility.  

Swing Bed and Administrative Wait Bed providers must enroll in Alaska Medical Assistance 
separately from the inpatient hospital. 

3Inpatient Hospital Services 

Inpatient hospital services are billed on a UB-04 form using the appropriate Revenue or HCPC 
procedure code covered by Alaska Medical Assistance for inpatient hospitals. 

Refer to the applicable Alaska Medical Assistance Fee Schedule available on the Xerox web site 
for inpatient hospitals. The revenue codes listed in Covered Revenue Codes for Tribal Inpatient 
Hospitals later in this section are the only tribal inpatient hospital services covered by Alaska 
Medical Assistance. 

A.Inpatient Professional Services 

Provided services in any inpatient hospital by a physician, advanced nurse practitioner, 
physician assistant, nurse midwife, or certified registered nurse anesthetist (CRNA) are billable 
services separate from the inpatient hospital encounter rate (see The Encounter Rate in Section 
A). 

Enroll each physician, advanced nurse practitioner, nurse midwife, physician assistant and 
certified registered nurse anesthetist individually and cross-reference the provider with the 
medical group enrollment number. Mid-level providers, including physician assistants and 
certified registered nurse anesthetists must be enrolled with Alaska Medical Assistance, and can 
bill under their medical group number. 

In addition, the following general guidelines apply to all inpatient hospital services. 
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 Services must be medically necessary 

 Admission and treatment services at an inpatient hospital must be ordered in writing by 
an attending physician 

 Admission for surgery must be on the date of surgery except for an emergency or when 
the recipient's physical or mental condition requires extensive preoperative preparation 
or therapy 

 

Private room accommodations are not covered unless justification of medical necessity 
is submitted with the claim. You can use the Certificate of Medical Necessity form in the 
Forms section. 

Standard inpatient hospital services covered by Alaska Medical Assistance include: 

 Routine daily hospital services (includes room, linen service, meals, special diets, 
general nursing service, medical records and admitting service, use of ordinary hospital 
equipment and instruments, routine treatments, routine drugs, and routine supplies) 

 Drugs prescribed by the attending physician 

 Central service supplies (includes the cost of preparing, handling, and storing supplies) 

 Treatment trays, dressings, use of equipment ordered by the attending physician 

 Operating room (includes most standard surgical supplies)  

 Anesthesia 

 Recovery room 

 Normal and cesarean delivery (includes routine supplies) 

 X-ray 

 Laboratory 

 Physical therapy 

 Occupational therapy 

 Speech-language pathology 

 Hearing (audiology) services and evaluations 

 Respiratory therapy 

 Electrocardiography (EKG/ECG) 

 Electroencephalography (EEG) 

 Professional ancillary services 

 Services for spontaneous abortions, or miscarriages 

 The department may make payment for organ transplants and requisite related medical 
care for: 

 Kidney and corneal transplants; service authorization is not required 

 Skin and bone transplants for which the department has given service 
authorization; however, dental implants are not covered 
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 Bone marrow transplants for which the department has given service 
authorization 

 Liver transplants for which the department has given service authorization, for 
persons with biliary atresia or other forms of end-stage liver disease 

 Heart, lung, and heart-lung transplants for which the department has given 
service authorization 

 

Note: Some services are not covered by Alaska Medical Assistance. Refer to Services 
Not Covered by Alaska Medical Assistance in the Quick Reference section for general 
guidelines.  

Also, provider billing manuals for the specific type of provider (for example, physicians, 
physical therapists, or advanced nurse practitioners) include additional information 
about coverage limitations. 

4Inpatient Hospital Services Requiring Service Authorization 

Service authorization from Qualis Health is needed for:  

 Selected inpatient hospital procedures and services related to selected diagnoses: 

 a list of these procedures and services, titled Select Diagnosis and Procedures 
Precertification List, may be found at: 
http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf 

 See Section K: Service Authorization for more information 

 Patient stays that are longer than 3 days (except maternal and newborn stays) 

 Maternal and newborn stays over: 

 48 hours from the date of a vaginal delivery 

 96 hours from the date of a cesarean delivery 

Refer to the table below for the type of authorization needed based on the number of days 
between the admit date, discharge date and the delivery date.  

Type of 
Delivery 

# Days Between Admit Date 
and Discharge Date 

 
Delivery Date 

Type of Service 
Authorization 

Vaginal 2 days or less Any None required 

Vaginal 3 days Day after admit 
date 

Administrative SA 
from Xerox 

Vaginal 3 days or more More than one day 
after admit date 

SA (medical necessity 
review) from Qualis 
Health 

Vaginal Discharge more than 2 days after 
delivery 

Any SA (medical necessity 
review) from Qualis 
Health 

Cesarean 4 days or less Any None required 

http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf


 

F-4 Tribal Inpatient Hospitals 

Type of 
Delivery 

# Days Between Admit Date 
and Discharge Date 

 
Delivery Date 

Type of Service 
Authorization 

Cesarean 5 days Day after admit 
date 

Administrative SA 
from Xerox 

Cesarean 5 days or more More than one day 
after admit date 

SA (medical necessity 
review) from Qualis 
Health 

Cesarean Discharge more than 4 days after 
delivery 

Any SA (medical necessity 
review) from Qualis 
Health 

 

 

If you are submitting claims electronically using an 837I HIPAA transaction, instead of 
requesting an administrative SA from Xerox, you can include the following information in 
the claim's billing note segment (Loop 2300): 

 NTE01 segment: Choose "ADD" 

 NTE02 segment: enter type of claim (maternal or newborn), type of delivery (vaginal 
or cesarean), and delivery date (MM/DD/YY) 

To request an administrative SA from Xerox, fax the following information to Xerox: 

 Provider name 

 Medical Assistance provider identification number 

 Recipient name 

 Recipient Medicaid ID  

 Diagnosis Code 

 Procedure Code (if applicable) 

 Date of Service Range (Admit to Discharge) 

 Date of Delivery/Birth 

 Contact name 

 Phone number 

 Return fax number 

Refer to How to Get a Service Authorization from Qualis Health in the Service Authorization 
section for additional information on requesting a service authorization for inpatient hospital 
services. 

 

The physician or hospital is responsible for receiving service authorization before 
admitting a patient to the hospital. If the admission is urgent or an emergency, you must 
contact Qualis Health via iExchange (How to Get a Service Authorization from Qualis 
Health) within 24 hours or one business day. 
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5Billing for Tribal Inpatient Hospital Services 

 

Alaska Medical Assistance is the "payer of last resort," which means that you must bill all 
other people, companies, or organizations who might pay for the services before billing 
Alaska Medical Assistance. 

Inpatient Hospitals use the UB-04 form when billing for inpatient hospital services, and the 
CMS-1500 for physician services related to the inpatient hospitalization. Refer to How to 
Complete the UB-04 Claim Form in the Billing Guidelines section for specific information on how 
to fill out the form as well as which fields are required. When billing on the UB-04, you will need 
to:  

1. Complete the UB-04 form for inpatient hospital services (do not bill physician services on 
the UB-04; refer to step 2 below). Refer to How to Complete the UB-04 Claim Form in the 
Billing Guidelines section. When billing on the UB-04, you will need to: 

 List services provided by using the revenue codes listed later in this section. Enter 
the Revenue Code and Description in fields 42 and 43. 

 Enter the inpatient hospital NPI in field 56. 

 Enter the Service Authorization number, if applicable. Enter the Service Authorization 
Codes in field 63 (refer to How to Get a Service Authorization in the Service 
Authorization section). 

 Enter an appropriate ICD-9-CM surgical procedure code if you list a charge for the 
operating room or for a surgical procedure. Enter the Principal Procedure Code in 
field 74.  

 Enter the ICD-9-CM diagnosis code for the principal diagnosis that is causing 
hospitalization. Enter the Principle Diagnosis Code in field 87. 

 

ICD-9-CM: 
ICD-9-CM is the coding classification system used to describe diseases and 
operations. It serves an important function for physician reimbursement, hospital 
payments, quality review and benchmarking measurement. (www.icd-9-cm.org)  

 Include any needed attachments. Refer to What to Attach to a Claim in the Billing 
Guidelines section.  

2. Complete the CMS-1500 for physician services related to the inpatient hospitalization. 
When billing for the physician services, you will need to: 

 List the services provided using the CPT or HCPC procedure codes in field 24d. 
Refer to the Alaska Medical Assistance Physician Fee Schedule for valid codes.  

 Enter the rendering physician's NPI in field 24J.  

 Enter the NPI in field 33a for the physician group practice enrollment. Provide the 
qualifier ZZ and the taxonomy code for the group practice in field 33b.  

 Bill only for services the physician has personally provided.  

The services of a physician, advanced nurse practitioner, physician assistant, nurse midwife or 
certified registered nurse anesthetist provided to an inpatient in a hospital must be billed 
separately. Refer to Enrolling a Tribal Inpatient Hospital in this section. 

http://www.icd-9-cm.org
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Guidelines 

 

Physician services are reimbursed under the Alaska Medical Assistance Physician Fee 
Schedule. 

If you are billing for any of the following services, use the guidelines below. 

 Anesthesia services must be billed using CPT procedure codes and their 
corresponding basic unit values found in the current edition of the American Society of 
Anesthesiologists (ASA) Relative Value Guide.  

 Each of the ASA procedure codes has a base value unit that will be included in your 
reimbursement. No physical status modifier or physical status procedure code is allowed: 

 Do not add anesthesia base value units to the actual time you submit. 

 Submit the actual minutes spent providing anesthesia services as the units of 
service. 

 Procedure code 01999 will no longer be acceptable for reporting time. 

 Electronic transactions including Payerpath require the value “MJ” within the 
SV104 element to report time in minutes.  

 ASA procedure code 01967 (Anesth/analg vag delivery) maximum allowable time 
is 360 minutes per day. 

 ASA procedure code 01996 (Hosp manage cont drug admin) performed after 
insertion of an epidural or subarachnoid catheter is allowed once per day. It 
includes all related services performed on that day, such as the visit, removal or 
adjustment of the catheter, dose calculation and administration of the drug. 

 The following is an example of single-line billing and the reimbursement you would 
receive: 

 
Procedure 01400 completed in 70 minutes on January 24, 2012 in an outpatient setting 

 
Base Value Units for procedure code 01400  =  4 
4 base value units X $42.90 per unit = $171.60 
70 minutes of time X $3.60 per minute  = $252.00 
Alaska Medical Assistance total reimbursement = $423.60 

 

 Laboratory Services. To bill the professional component of diagnostic lab services, use 
modifier -26. You may be reimbursed for diagnostic laboratory services performed in your 
own laboratory, if you have the appropriate Clinical Laboratory Improvement 
Amendments (CLIA) certificate. 

 Obstetrical Care. Routine global obstetrical care CPT procedure codes 59400 (vaginal 
delivery) and 59510 (cesarean delivery) are covered only when the patient has third-
party insurance coverage. If the patient does not have third-party insurance, bill for 
routine obstetrical care with the procedure codes listed in the CPT manual. 
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 If you provided ante partum care services - bill the appropriate evaluation and 
management procedure code(s). 

 If you only performed the delivery - bill procedure code 59409 (vaginal delivery only) 
or 59514 (cesarean delivery only). 

 If you performed the delivery and gave postpartum care - bill procedure code 59410 
(vaginal delivery only, including postpartum care) or 59515 (cesarean delivery only, 
including postpartum care). 

 Surgical Assistants. Physicians, physician assistants and advanced nurse practitioners 
acting as surgical assistants must submit a separate claim for their services, using a CPT 
modifier (-80, -81, or -82). If you submit a claim for a second surgical assistant, you must 
attach an explanation from the surgeon explaining the need for a second assistant. 

 Physicians, Physician Assistants or Certified Registered Nurse Anesthetists. 

 Use the supervising physician's, the physician assistant's or certified registered nurse 
anesthetist's NPI in field 24J. 

 Bill a physician service under the group NPI in field 33a with the qualifier ZZ and 
group practice taxonomy code in field 33b. 

 Advanced Nurse Practitioner or Nurse Midwife. ANP/NMWs are required to enroll 
with Alaska Medical Assistance and will be reimbursed based on that enrollment. Refer 
to the Advanced Nurse Practitioner/Nurse Midwife billing manual for specific billing 
guidelines, and to the appropriate provider billing manual when billing for other covered 
ANP/NMW services. Dispensing Advanced Nurse Practitioners, for instance, shall bill 
according to the covered services and billing guidelines found in the Pharmacy Services 
Provider Billing Manual. 

6How Tribal Inpatient Hospitals are Paid 

Inpatient hospital services are reimbursed on a per day (per diem) rate basis. The rate, which is 
published annually in the Federal Register, is payment for all inpatient hospital services, except 
the services of a physician, advanced nurse practitioner, physician assistant, nurse midwife and 
a certified registered nurse anesthetist, provided to one recipient on one day at one tribal 
inpatient hospital. The encounter rate is paid per patient, per day, per Alaska Medical Assistance 
enrollment number and is payment for all services received at the hospital. 

 

Note: The services of a physician, advanced nurse practitioner, physician assistant, 
nurse midwife or certified registered nurse anesthetist must be billed separately on a 
CMS-1500 claim form. 

Inpatient hospital services will be reimbursed only for the approved number of days (refer to 
Inpatient Hospital Services Requiring Service Authorization earlier in this section). The rate will 
be reduced by any other amount you have been paid for services, such as payments from other 
health insurance companies or from recipients if they are not Alaskan Natives or American 
Indians. 
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7Covered Revenue Codes for Tribal Inpatient Hospitals 

Revenue Codes1: Inpatient Hospitals Only 

0100 0101 0110 0111 0112 0113 0114 0116 0117 0118 0119 

0120 0121 0122 0123 0124 0126 0127 0128 0129 0130 0131 

0132 0133 0134 0136 0137 0138 0139 0150 0151 0152 0153 

0154 0156 0157 0158 0159 0160 0164 0167 0169 0170 0171 

0172 0173 0174 0179 0200 0201 0202 0203 0204 0206 0207 

0208 0209 0210 0211 0212 0213 0214 0219 0800 0801 0802 

0803 0804 0809 0900 0901 0902 0903 0904 0911 0914 0915 

0916 0918 0919         

Revenue Codes2: Inpatient and Outpatient Hospitals  

0001 0250 0251 0252 0254 0255 0257 0258 0259 0260 0261 

0262 0263 0264 0269 0270 0271 0272 0274 0275 0276 0278 

0279 0280 0289 0290 0292 0293 0299 0300 0301 0302 0304 

0305 0306 0307 0309 0310 0311 0312 0314 0319 0320 0321 

0322 0323 0324 0329 0330 0331 0332 0333 0335 0339 0340 

0341 0342 0343 0344 0349 0350 0351 0352 0359 0360 0361 

0362 0367 0369 0370 0371 0372 0379 0380 0381 0382 0383 

0384 0385 0386 0387 0389 0390 0391 0399 0400 0401 0402 

0403 0404 0409 0410 0412 0413 0419 0420 0421 0422 0423 

0424 0429 0430 0431 0432 0433 0434 0439 0440 0441 0442 

0443 0444 0449 0450 0451 0452 0456 0459 0460 0469 0470 

0471 0472 0479 0480 0481 0482 0483 0489 0490 0499 0610 

0611 0612 0614 0615 0616 0618 0619 0621 0622 0623 0631 

0632 0633 0634 0635 0636 0637 0700 0709 0710 0719 0720 

0721 0722 0723 0724 0729 0730 0731 0732 0739 0740 0749 

0750 0759 0790 0799 0810 0811 0812 0813 0814 0819 0880 

0881 0889 0920 0921 0922 0923 0924 0925 0929 0943 0964 

                                                 
2 Revenue codes and UB-92, UB-04 claim form information is copyright 2005, 2007, 2008. American Hospital 
Association. Copyright for the members of the National Uniform Billing Committee (NUBC) by the American Hospital 
Association (AHA). 
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Administrative Wait Beds 

1What is an Administrative Wait Bed?  

An Administrative Wait Bed provider offers nursing home care to a patient authorized by Senior 
and Disabilities Services (SDS) as requiring a nursing home level of care and is “waiting” in an 
acute institution for services to be available. This allows the acute setting to receive some 
reimbursement for the bed. Tribal hospitals should apply for administrative wait bed status since 
there are fewer requirements for administrative wait beds than swing beds, outlined as follows: 

 There are no written state or federal regulations. 

 Administrative wait beds are a Medicaid/Alaska Medical Assistance-only program 
(Medicare does not pay for this service). 

 If a hospital meets the enrollment requirements for inpatient hospital for Alaska Medical 
Assistance, they can enroll as an Administrative Wait (AW) provider (does require 
additional enrollment and billing number). 

 The State administers the program under the same rules as swing beds: Status must 
follow an acute stay of at least 3 days and patients are certified to meet nursing home 
level of care. Hospitals must provide proof that the recipient has been accepted at a long 
term care facility, but the bed is not available. Forms for authorization of long term care 
services are the same as for swing beds and must be submitted to Long-Term Care 
Authorizations prior to admission to the bed. 

 There are no further federal or state documentation or reporting requirements. 

 The reimbursement rate is the same as swing beds and covers room, board and 
services. 

 It is often easier to bill Administrative Wait Days upon discharge if proper paperwork has 
been submitted prior to the admission to the bed. 

2Enrolling an Administrative Wait Bed 

The facility must already be a currently enrolled inpatient hospital provider for Alaska Medical 
Assistance. The hospital must then complete the enrollment process with Xerox to be an AW 
provider. 

After receiving an AW billing number, the facility should contact the Department of Health and 
Social Services (DHSS), Division of Senior and Disabilities Services (SDS) to receive 
instructions for submitting paperwork to authorize a nursing home stay. SDS will use a software 
application to enter client information for patients for whom facilities are requesting Long Term 
Care (LTC). The information is used by SDS for tracking clients and is in addition to the forms 
that are faxed to the division. 

Long Term Care Authorizations 
Phone: 907.334.2672 
Email: hss.dsdsltcu@alaska.gov 

mailto:hss.dsdsltcu@alaska.gov
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3Administrative Wait Bed Services 

If a patient in a hospital inpatient setting no longer requires an acute level of care, but will require 
a skilled or intermediate level of care, whether the care will be received in a nursing home 
setting or a home setting, the facility should complete and fax the following to the Alaska 
Department of Health and Social Services, Senior and Disabilities Service at 907.269.3689: 

1. Long Term Care Authorization Form (AK-LTC-1, page 1 and 2),  

2. Request for Long Term Care Authorization (AK-LTC-2)  

3. Mental Illness/Mental Retardation Screening Form (AK-LTC-3)  

 

Note: The AK-LTC -1 may be completed by the hospital or the nursing home; It would be 
helpful if the facility sends documentation of the needed nursing care that would justify 
placement in a nursing facility with these forms.  

If the patient wishes to receive Home and Community-Based Waiver services and may be 
qualified under the Alaska Medical Assistance Program, the hospital completes the form and 
contacts the Nursing Facility Transition Program Coordinator, who will work with the hospital and 
SDS to facilitate waiver services. If a Skilled Nursing Facility (SNF) bed becomes available, the 
hospital may decline that placement while waiting for more suitable waiver services.  

Contact: Program Coordinator, Nursing Facility Transition Program 
907.269.5025 or 800.478.9996 
hss.dsdsltcu@alaska.gov 

Once a patient receives authorization for this continuing level of skilled care, the facility may 
receive reimbursement for AW for the period of time commencing with the authorization date 
through the date the patient is admitted to a nursing home, or the date that the patient's Choice 
Waiver assessment is completed by the Alaska Department of Health and Social Services, or its 
designee and the patient is approved to begin receiving services in the home/community setting. 

Administrative wait days can be authorized in 30-day segments for a maximum period of three 
months. 

4Billing for Administrative Wait Bed Services  

Refer to How to Complete the UB-04 Claim Form found in the Billing Guidelines section of this 
manual. 

A.Long Term Care Authorization Form (AK-LTC-1) Instructions 

Authorization for long term care facility services is requested by the receiving facility on a Long 
Term Care Authorization form (AK-LTC-1). The receiving facility completes Section I and Section 
IV, as appropriate, of the AK-LTC-1 according to the following instructions. 

 If the request is for an initial authorization, the AK-LTC-2 and the MI/MR Supplement 
Assessment Level I (AK-LTC-3) forms must be completed. 

 If the request is for a reauthorization, complete only the AK-LTC-1 form. 

mailto:hss.dsdsltcu@alaska.gov
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The AK-LTC1, AK-LTC2, and the MI/MR Supplement Assessment Level I (AK-LTC-3) forms are 
available on the DSDS Web site at:  

http://hss.state.ak.us/dsds/  

These forms are computer-based, making them easier for facilities to complete and store. 

B.AK-LTC-1 Field Number Explanations and Instructions 

Section I: To Be Completed by the Receiving Facility (All Fields Are Required) 

1. Type of Request: Place an “X” on the applicable box: initial, reauthorization, corrections, 
level of care change, or retroactive request. If “corrections” is marked, identify and 
document the changes needed clearly and concisely. 

2. Recipient Name: Enter the patient’s full name: last, first, and middle initial. 

3. Medicaid ID No.: Enter the recipient’s 10-digit Alaska Medical Assistance identification 
number as it appears on the eligibility coupon/label. 

4. Gender: Place an “X” on the applicable line. 

5. Birth date: Enter the patient’s date of birth using MM-DD-YY characters; for example, 
June 15, 1925: 06-15-25. 

6. Age: Enter the age of the recipient. 

7. Recipient Presently At: Place an “X” on the applicable box: home, acute care, or other 
(please specify in space 7a) 

7a. Name of Facility Currently At: Specify place recipient is currently at (if indicated “other” in 
field 7)  

Requesting Placement at: 
8. Name of Facility: Enter the name of the receiving long term care facility. 

9. Facility I.D. #: Enter the Alaska Medical Assistance provider identification number of the 
receiving long term care facility. 

10. Date of Admission: (Planned or Actual): Enter the planned date of admission to the long 
term care facility or the actual date the patient was admitted. 

11. Period of Care Requested: Enter the “from” and “to” dates requested for period of care 
(maximum 90 days for SNF and 180 days for ICF). 

12. Recommended Level of Care: Place an “X” on the applicable box indicating the level of 
care being recommended: Skilled Nursing Facility (SNF), Intermediate Care Facility 
(ICF), Hospital Swing Bed (Swing), or Administrative Wait Days (AW Days). 

13. Fac. Utilization Review Comm. Signature and Date: A representative of the utilization 
review committee of the receiving long term facility must sign and date here. 

14. Primary Diagnosis: Enter a written description of the primary diagnosis. 

15. Secondary Diagnosis: Enter a written description of the secondary diagnosis, if 
applicable. If an additional diagnosis applies, enter the description on the extra line here. 

16. Medications (requiring LTC): Enter the name of the medication, the dosage, and the 
frequency prescribed by the physician or attach appropriate medication sheets. 

http://hss.state.ak.us/dsds/
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17. Physician Recommended Level of Care: Place an “X” on the applicable box, indicating 
the level of care recommended by the attending physician: Skilled Nursing Facility (SNF), 
Intermediate Care Facility (ICF), Hospital Swing Bed (Swing), or Administrative Wait 
Days (AWD). 

18. Period of Care Requested: Enter the “from” and “to” dates requested for period of care. 

19. Physician Name: Enter the attending physician’s name. 

20. I.D. #: Enter the Alaska Medical Assistance provider identification number of the 
attending physician. 

21. Physician Signature: The attending physician or designee must sign here if signature for 
an Initial Request. 

Note: For reauthorizations, the signature may be “on file.” 

22. Date: Enter the date that the attending physician completed Section II. 

Section III - To Be Completed by SDS 

After completing its portion of the AK-LTC-1, the receiving long term care facility faxes the forms 
to Senior and Disabilities Services (SDS). SDS will review and evaluate the information on the 
form, complete Section III, and notify the facility requesting authorization of the determination. 
Note that the agency name and address at the top of the AK-LTC-1 form have changed. Refer to 
the Alaska Senior and Disabilities Services in the Directory Assistance Appendix. 

The SNF or ICF completes Sections I, II and IV on all initial requests and completes both pages 
1 and 2 on reauthorization requests. Required fields are indicated by an asterisk (“*”). 

Section III - To Be Completed by Nursing, Rehab Personnel or Discharge Planner 

30. *Recipient’s Name: Be sure that the recipient’s name is entered here. 

31. *Current Nursing Needs (Services recipient requires that can only be provided by 
licensed nursing personnel) - Summarize the patient’s current nursing needs. List 
services that can be provided only by licensed nursing personnel (defined earlier in this 
section). 

32. *Rehabilitation Goals: Enter an “X” on the applicable box. If “active rehab” is checked, 
state goals, progress, and projected time frame. 

33. *Discharge Plan: Enter an “X” on the applicable box. If “yes” is checked, state the 
discharge plan with the time frame. If “no” is checked, state the reason of no discharge 
plan. 

34. *Signature of Person Completing This Section: The person completing this section of 
the form must sign here. 

34a. *Printed name of person completing this section: Print the name. 

35.  *Date: Enter the title of the person signing this section of the form. 

36.  *Title: Enter the date that this section was completed. 
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5How Administrative Wait Beds are Paid 

The skilled nursing portion of an Administrative Wait Bed patient’s care is reimbursed at the 
average Alaska Medical Assistance per diem rate for skilled nursing facilities. This rate covers 
room, board and services. 

A.Administrative Wait Bed Revenue Codes and Descriptions 

Code 
Range 

Description   

001  Total Charge   

18X Leaves of Absence  

Charges [including zero charges] for holding a room while the patient is temporarily 
away from the provider. 

 Subcategory (“X”=)  Standard Abbreviation  

 2 = Patient Convenience - charges 
“billable 
(Social leave/Payable; up to 12 days 
per rolling year) 

“LOA/PT CONV CHARGES” 

 5 = Nursing Home (for hospitalization) 
(Acute Care/Non-payable) 

“LOA/NURS HOME”  

19X   

 Subcategory (“X”=)  Standard Abbreviation  

 1 = SNF Level of Care  N/A  

 2 = ICF Level of Care  N/A  

 3 = Administrative Wait Bed Services N/A  

 4 = Swing Bed Services  N/A  

25X  Pharmacy 

Charges for medication produced, manufactured, packaged, controlled, assayed, 
dispensed, and distributed under the direction of licensed pharmacist. 

 Subcategory (“X”=)  Standard Abbreviation  

 7 = Non-prescription  “DRUGS/NONPSCRPT”  
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Code 
Range 

Description   

26X IV Therapy 

Charges for equipment or administration of intravenous solution by specially trained 
personnel to individuals requiring such treatment; used only when a discrete service 
unit exists. 

 Subcategory (“X”=)  Standard Abbreviation  

 1 = Infusion Pump “IV THERAPY/INFSN PUMP”  

 4 = IV Therapy/Supplies “IV THERAPY/SUPPLIES”  

 9 = Other IV Therapy “IV THERAPY/OTHER”  

27X Medical/Surgical Supplies and Devices  

Charges for supply items required for patient care. 

 Subcategory (“X”=)  Standard Abbreviation  

 0 =  General Classification 
(Use “270” for continuous flow 
oxygen) 

“MED-SUR GENERAL”  

 1 = Non-sterile Supply  “MED-SUR SUPPLIES”  

 2 = Sterile Supplies  “STERILE SUPPLY”  

 4 = Prosthetic/Orthotic Devices  “PROSTHETIC DEVICES”  

 9 = Other Supplies/Devices  “OTHER SUPPLIES/DEVICES”  

41X  Respiratory Services 

Charges for administration of oxygen and certain potent drugs through inhalation or 
positive pressure and other forms of rehabilitative therapy, through measurement of 
inhaled and exhaled gases and analysis of blood and evaluation of the patient’s 
ability to exchange oxygen and other gases. 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “RESPIRATORY SVC”  

 2 = Inhalation Service  “INHALATION SVC”  

 9 = Other Respiratory Services  “OTHER RESPIR SVS”  



 

Administrative Wait Beds  G-7 

Code 
Range 

Description   

42X Physical Therapy 

Charges for therapeutic exercises, massage, and utilization of effective properties of 
light, heat, cold, water, electricity, and assistive devices for diagnosis and 
rehabilitation of patients who have neuromuscular, orthopedic, and other disabilities. 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “PHYSICAL THERP”  

 1 = Visit Charge  “PHYS THERP/VISIT”  

 2 = Hourly Charge  “PHYS THERP/HOUR”  

 3 = Group Rate  “PHYS THERP/GROUP”  

 4 = Evaluation or Re-evaluation  “PHYS THERP/EVAL”  

 9 = Other Physical Therapy  “OTHER PHYS THERP”  

43X Occupational Therapy  

Charges for teaching manual skills and independence in personal care to stimulate 
mental and emotional activity. 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “OCCUPATION THER”  

 1 = Visit Charge  “OCCUP THERP/VISIT”  

 2 = Hourly Charge  “OCCUP THERP/HOUR”  

 3 = Group Rate  “OCCUP THERP/GROUP”  

 4 = Evaluation or Re-evaluation  “OCCUP THERP/EVAL”  

 9 = Other Occupational Therapy  “OTHER OCCUP THER”  
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Code 
Range 

Description   

44X Speech-Language Pathology  

Charges for services provided to persons with impaired functional communications 
skills. 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “SPEECH PATHOL”  

 1 = Visit Charge  “SPEECH PATH/VISIT”  

 2 = Hourly Charge  “SPEECH PATH/HOUR”  

 3 = Group Rate  “SPEECH PATH/GROUP”  

 4 = Evaluation or Re-evaluation  “SPEECH PATH/EVAL”  

 9 = Other Speech-Language  “OTHER SPEECH PAT” Pathology  

97X Professional Fees [extension of “96X”] 

Charges for medical professionals that hospitals or third party payers require to be 
separately identified on the billing form. Services that were not identified separately 
prior to uniform billing implementation should not be separately identified on the 
uniform bill. 

 Subcategory (“X”=)  Standard Abbreviation  

 7 = Physical Therapy  “PRO FEE/PHYSI”  
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Swing Bed Providers 

1What is a Swing Bed?  

A Swing Bed (SB) provider is a rural hospital that provides post acute nursing home level of care 
to allow an individual certified as meeting the nursing home level of care to remain in or return to 
their own community; these hospitals have less than 100 beds, with no skilled nursing homes 
within a 50-mile radius. A tribal hospital that is a Critical Access Hospital (CAH), and is 
Medicare/Medicaid certified should enroll as a Swing Bed Provider in order to receive payment 
from both Medicare and Alaska Medical Assistance for eligible patients. Swing beds provide 
increased access to Long Term Care services for rural residents, and are one method to utilize a 
surplus of acute care hospital beds. 

A.Financial Considerations 

Each hospital will need to examine the financial feasibility of adding swing beds: 

 Swing beds allow hospitals to receive some revenue for an otherwise non-paid bed. 

 Swing beds will not affect Critical Access status: Swing beds are exempt from the 96-
hour length of stay limitation. 

 Hospitals have to determine individual staffing capability, i.e., nurses and CNAs to 
provide this service. Is staff available? Is it cost-effective to add these beds?  

 Swing beds will be more financially sound under CAH Medicare allowances if patients 
are eligible. 

 Medicare eligibility is tied to formal employment for at least 40 quarters in a lifetime; 
some Alaska Native elders may not have Medicare. 

B.Pros/Cons 
 Customers could be served closer to home and family. 

 Patients in residence for longer period of time. 

 Patients may be difficult behaviorally. 

 Patients will have varying care needs, some high, some lower. 

 Change in perspective of how care is provided - not acute care. 

C.Service/Staffing Requirements 

In addition to the regular provision of nursing and personal care, the facility must provide 
activities, social services, discharge planning, specialized rehabilitative services, and dental 
services, as needed by patient. 
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D.Hospital Records Requirements 

The following paperwork is needed to comply with the federal regulations: Resident rights; 
admission, transfer and discharge rights; resident behavior and facility practices; separate area 
in chart for swing bed stays. 

2Federal Regulations for Swing Beds 

42 CFR 482.66 Special requirements for hospital providers of Long Term Care services 
(“swing-beds”). 

A hospital that has a Medicare provider agreement must meet the following requirements in 
order to be granted an approval from CMS to provide post-hospital extended care services, as 
specified in §413.1143 of this chapter: 

Eligibility: A hospital must meet the following eligibility requirements: 

 The facility has fewer than 100 hospital beds, excluding beds for newborns and beds in 
intensive care type inpatient units 

 The hospital is located in a rural area. This includes all areas not delineated as 
“urbanized” areas by the Census Bureau, based on the most recent census. 

 The hospital does not have in effect a 24-hour nursing waiver granted under §488.54(c) 
of this chapter. 

 The hospital has not had a swing bed approval terminated within the two years previous 
to application. 

Skilled nursing facility services: The facility is substantially in compliance with the following 
skilled nursing facility requirements contained in subpart B of part 483 of this chapter: 

 Resident rights 

 Admission, transfer and discharge rights 

 Resident behavior and facility practices 

 Patient activities 

 Social services 

 Discharge planning 

 Specialized rehabilitative services 

 Dental services 

A.Swing Beds Data Requirements  

Swing bed hospitals are required to collect federally mandated information on each resident as 
part of the Minimum Data Set (MDS) used as a data collection tool for Medicare and Medicaid 
payment systems. The MDS is a two-page assessment form that reflects the acuity of the 
residents, including diagnoses, treatments and an evaluation of residents’ functional status. The 
Swing Bed Minimum Data Set (SB-MDS) uses the MDS and two subsets of information used to 
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track patient readmission and discharge. The MDS Swing Bed Information Hotline number is 
866.759.5043. 

The SB-MDS is completed by a registered nurse, according to the same schedule used by 
skilled nursing facilities for the SNF PPS. The admission is day one of the stay. The schedule 
includes a 5-day, 14-day, 30-day, 60-day and 90-day assessment. Off-cycle assessments are 
completed to report a clinical change or at the discontinuance of therapies. A readmission/return 
assessment is required after any new acute hospital stay. The SB-MDS must be submitted 
electronically to CMS for Medicare patients. 

 Training on the MDS is available through The Association of Nurse Assessment 
Coordinators at http://www.aanac.org. 

 Contact State of Alaska coordinator for MDS is at 907.334.2482. 

 Critical Access Hospitals are exempt from the MDS requirement for swing beds. 

3Enrolling a Swing Bed  

Once a hospital has policies and procedures in place for the provision of Long Term Care 
services as designated in 42 CFR 482.66, they may submit a request to the State of Alaska, 
Department of Health and Social Service, Division of Health Care Services, Certification and 
Licensing (C&L). Prior to scheduling a survey, C&L reviews the hospital’s request ensuring that 
they are Medicare/Medicaid certified and have met the basic requirements of a swing bed 
hospital. If all the requirements are met and the hospital has begun to provide swing bed 
services, C&L will schedule an onsite survey. No hospital may receive initial swing bed approval 
without an onsite survey of the actual provision of services; it is not possible to adequately 
assess a hospital’s compliance until it provides the services. 

After certification for swing bed provision is approved, the hospital must then complete the 
enrollment process with Xerox to be a Swing Bed Provider. 

In order for a patient to be eligible for coverage of post-hospital swing bed status, they must 
have been hospitalized for medically necessary inpatient treatment for three consecutive 
calendar days, and be 65 years old, disabled, or have end-stage renal disease.  

Swing bed services: 

 must be ordered by a physician. 

 require the skills of technical or professional personnel. 

 must be furnished directly or under the supervision of these personnel. 

 must be provided on a daily basis as needed by the patient. 

Alaska regulations for admitting patients to swing beds are the same as for skilled nursing 
placement found in 07 AAC 140.525-535. The hospital must complete the Long Term Care 
(LTC) Authorization form (AK-LTC-1) and submit it to Senior and Disabilities Services for 
approval of the patients’ level of care. The authorization form should include specifics about the 
patient’s need for skilled nursing care and an explanation of why they will use a swing bed 
instead of SNF placement. Authorizations are approved for 3-month segments. 

http://www.aanac.org


 

H-4 Swing Bed Providers 

Swing bed admission must follow at least a three-day acute hospital stay. Hospitals must use 
the AK-LTC-1, 2 and 3 forms for authorization of long term care services. 

4Nursing Home Authorization and Reauthorization 

A.Nursing Facility Responsibilities 

Initial Admission 

1. Sections I (all but #13,) II, IV of the Long Term Care (LTC) Authorization (AK-LTC-1) 
form must be completed by the acute care discharge planner, community placement 
agency or admitting nursing facility (NF). If the form is completed by some agency other 
than the admitting nursing facility, the completed form must be sent to the NF, which has 
been selected by the recipient. 

2. The admitting NF will then determine whether they can meet the recipient’s needs. If they 
agree to admit the recipient, the NF Utilization Review Committee representative must 
sign line #13 on the AK-LTC-1. 

3. Once the LTC Authorization (AK-LTC-1), Recipient Request for Long Term Care 
(AK-LTC-2) and Mental Illness/Mental Retardation (MI/MR) level I screening (AK-LTC-3) 
are completed, the NF faxes the completed packet of forms to Senior & Disabilities 
Services (DSDS) for approval. Refer to the policy and procedure for MI/MR screening 
(PASARR). 

4. Initial LTC Authorization can be faxed to SDS. SDS adheres to a maximum of 72 working 
hours turn-around time on authorizations. 

5. Approval cannot be given retroactively for admissions prior to the date of the MI/MR 
(PASARR) screening. 

Reauthorizations 

Sections I, II, and IV of the AK-LTC-1 must be completed by the NF and faxed to SDS. 
Reauthorizations may be faxed to SDS. 

Transfers and/or Corrections 

Process is the same as that outlined for initial admissions. Check to see if AK-LTC-3 (MI/MR) is 
on file. 

Level of Care Changes 

The NF must submit a new AK-LTC-1 Authorization if the recipient’s level of care changes. The 
AK-LTC-1 must be completed as outlined in the reauthorization procedure. 

Retroactive Requests 

NF’s can submit retroactive requests by completing an AK-LTC-1 as described in the initial 
admission segment. The NF can be reimbursed retroactively 1 year. The LTC facility may not be 
reimbursed retroactively for services rendered before the Level II PASARR screening was 
completed.  
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5Billing for Swing Bed Services 

Refer to the How to Complete the UB-04 Claim Form found in the Billing Guidelines section of 
this manual. 

6How Swing Beds are Paid 

 Payment for swing bed services will be made only for services which are considered 
post-hospital extended care services that would be provided by a nursing home. 

 For Alaska Medical Assistance patients the skilled nursing portion of the patient’s care is 
reimbursed at the weighted average per patient day of the Alaska Medical Assistance 
rate paid to nursing homes in the previous calendar year (currently $493.67 for the 
calendar year 2012). This payment covers room, board and services. 

 Any acute care services provided to the patient while in swing bed status are reimbursed 
at the normal inpatient hospital rates. 

 For Critical Access Hospitals (CAHs), Medicare Part A will reimburse at cost of care that 
is considered to be reasonably similar to other CAH payments, for the first 100 days of 
swing bed provision. After this time, patients would either need to revert to Alaska 
Medical Assistance payment or be discharged. 
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A.Swing Bed Revenue Codes and Descriptions 

Code 
Range 

Description   

001  Total Charge   

18X Leaves of Absence  

(Charges [including zero charges] for holding a room while the patient is temporarily 
away from the provider.) 

 Subcategory (“X”=)  Standard Abbreviation  

 2 = Patient Convenience - charges 
“billable 
(Social leave/Payable; up to 12 days 
per rolling year) 

“LOA/PT CONV CHARGES” 

 5 = Nursing Home (for hospitalization) 
(Acute Care/Non-payable) 

“LOA/NURS HOME”  

19X   

 Subcategory (“X”=)  Standard Abbreviation  

 1 = SNF Level of Care  N/A  

 2 = ICF Level of Care  N/A  

 3 = Administrative Wait Bed Services N/A  

 4 = Swing Bed Services  N/A  
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Code 
Range 

Description   

25X  Pharmacy 

(Charges for medication produced, manufactured, packaged, controlled, assayed, 
dispensed, and distributed under the direction of licensed pharmacist.) 

 Subcategory (“X”=)  Standard Abbreviation  

 7 = Non-prescription  “DRUGS/NONPSCRPT”  

26X IV Therapy 

(Charges for equipment or administration of intravenous solution by specially trained 
personnel to individuals requiring such treatment; used only when a discrete service 
unit exists.) 

 Subcategory (“X”=)  Standard Abbreviation  

 1 = Infusion Pump  “IV THERAPY/INFSN PUMP”  

 4 = IV Therapy/Supplies  “IV THERAPY/SUPPLIES”  

 9 = Other IV Therapy  “IV THERAPY/OTHER”  

27X Medical/Surgical Supplies and Devices  

(Charges for supply items required for patient care.) 

 Subcategory (“X”=)  Standard Abbreviation  

 0 =  General Classification 
(Use “270” for continuous flow 
oxygen) 

“MED-SUR GENERAL”  

 1 = Non-sterile Supply  “MED-SUR SUPPLIES”  

 2 = Sterile Supplies  “STERILE SUPPLY”  

 4 = Prosthetic/Orthotic Devices  “PROSTHETIC DEVICES”  

 9 = Other Supplies/Devices  “OTHER SUPPLIES/DEVICES”  



 

H-8 Swing Bed Providers 

Code 
Range 

Description   

41X  Respiratory Services 

(Charges for administration of oxygen and certain potent drugs through inhalation or 
positive pressure and other forms of rehabilitative therapy, through measurement of 
inhaled and exhaled gases and analysis of blood and evaluation of the patient’s 
ability to exchange oxygen and other gases.) 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “RESPIRATORY SVC”  

 2 = Inhalation Service  “INHALATION SVC”  

 9 = Other Respiratory Services  “OTHER RESPIR SVS”  

42X Physical Therapy 

(Charges for therapeutic exercises, massage, and utilization of effective properties 
of light, heat, cold, water, electricity, and assistive devices for diagnosis and 
rehabilitation of patients who have neuromuscular, orthopedic, and other 
disabilities.) 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “PHYSICAL THERP”  

 1 = Visit Charge  “PHYS THERP/VISIT”  

 2 = Hourly Charge  “PHYS THERP/HOUR”  

 3 = Group Rate  “PHYS THERP/GROUP”  

 4 = Evaluation or Re-evaluation  “PHYS THERP/EVAL”  

 9 = Other Physical Therapy  “OTHER PHYS THERP”  
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Code 
Range 

Description   

43X Occupational Therapy  

(Charges for teaching manual skills and independence in personal care to stimulate 
mental and emotional activity.) 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “OCCUPATION THER”  

 1 = Visit Charge  “OCCUP THERP/VISIT”  

 2 = Hourly Charge  “OCCUP THERP/HOUR”  

 3 = Group Rate  “OCCUP THERP/GROUP”  

 4 = Evaluation or Re-evaluation  “OCCUP THERP/EVAL”  

 9 = Other Occupational Therapy  “OTHER OCCUP THER”  

44X Speech-Language Pathology  

(Charges for services provided to persons with impaired functional communications 
skills.) 

 Subcategory (“X”=)  Standard Abbreviation  

 0 = General Classification  “SPEECH PATHOL”  

 1 = Visit Charge  “SPEECH PATH/VISIT”  

 2 = Hourly Charge  “SPEECH PATH/HOUR”  

 3 = Group Rate  “SPEECH PATH/GROUP”  

 4 = Evaluation or Re-evaluation  “SPEECH PATH/EVAL”  

 9 = Other Speech-Language  “OTHER SPEECH PAT” Pathology  

97X Professional Fees [extension of “96X”] 

(Charges for medical professionals that hospitals or third party payers require to be 
separately identified on the billing form. Services that were not identified separately 
prior to uniform billing implementation should not be separately identified on the 
uniform bill.) 

 Subcategory (“X”=)  Standard Abbreviation  

 7 = Physical Therapy  “PRO FEE/PHYSI”  
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Tribal Targeted Case Management Services 

1What is Tribal Targeted Case Management (TTCM)? 

Case management services assist eligible individuals in gaining access to needed medical, 
social, educational, and other services in a culturally appropriate manner. TTCM services are 
those case management services targeted to eligible clients who are elders needing care, 
individuals with diabetes, children and adults with health and social service care needs, and 
pregnant women. TTCM services may be delivered in person, by telephone or electronically. 
TTCM services are provided by tribal health organizations in Alaska operating under a 638 
contract or compact. 

Case management is a collaborative, interdisciplinary approach to help medically complex and 
long term patients receive appropriate medical services in a cost-effective manner. Program 
activities include: 

 Working with the recipient/family, physician, and other medical providers to develop a 
coordinated care plan. 

 Assessing the recipient’s personal situation and challenges. 

 Providing information, resources, and referrals to support treatment. 

 Coordinating services provided by healthcare professionals involved in the recipient’s 
medical treatment. 

 Coordinating the services of agencies. 

 Pre-admission monitoring. 

 Discharge planning. 

A.Case Manager Requirements 

Each tribal health organization offering TTCM services will develop their requirements for case 
managers they employ to deliver TTCM services. These requirements may include minimum 
education and/or experience requirements, an educational curriculum or training course, or other 
requirements that the organization determines to be adequate to ensure that quality services are 
rendered. 

A tribal case manager must have: 

 Demonstrated knowledge and understanding about American Indian and Alaska Native 
culture, language, spirituality and traditional values and practices. 

 Education or experience required by the tribal health organization or completed a case 
management training curriculum. 

 Interviewing skills for gathering data and completing needs assessments to develop case 
plans and related reports. 

 Individual and group communication skills. 
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 The ability to learn and work with state, federal and tribal rules, laws and guidelines 
relating to American Indian and Alaska Native child, adult and elder welfare and to gain 
knowledge about community resources and link tribal members with those services.  

2Enrolling a TTCM Services Provider 

To enroll as a provider of TTCM services, a tribal health organization must have at least three 
years of experience in: 

 Working with American Indian and Alaska Native (AI/AN) children, families and elders in 
providing case management services (assessment, case planning, case plan 
implementation, case plan coordination, and case plan reassessment). 

 Experience in coordinating and linking community medical, social, educational, and other 
resources as required by the target population. 

In addition, the tribal organization must have: 

 The administrative capacity to ensure quality of services. 

 A sufficient number of case managers meeting the organization’s training and experience 
requirements to ensure access to Tribal Target Case Management services. 

 An internal process to identify recipients in need of case management services. 

A tribal organization wishing to enroll with Alaska Medical Assistance as a provider of TTCM 
services should contact the Alaska Department of Health and Social Services Tribal Programs at 
907.269.7800 for approval of enrollment.  When enrolling, the tribal organization must provide: 

 A written program outline describing the target population and the services to be 
provided. 

 An approval letter from the Alaska Department of Health and Social Services Tribal 
Programs. 

3TTCM Services 

Tribal Targeted Case Management services include: 

Assessment 

After the need for Tribal Targeted Case Management services has been determined, the tribal 
case manager shall collect data from a family interview and existing available records to assess 
the specific areas of concern, family strengths and resources, community resources and 
extended family resources available to resolve those identified issues. At assessment, the tribal 
case manager makes preliminary decisions about needed medical, social, educational, or other 
services and the level or direction tribal case management will take. 
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Case Planning 

The tribal case manager develops a case plan, in conjunction with the client, the family (where 
applicable), and other team members from the extended family and community to identify the 
goals and objectives, which are designed to resolve the issues of concern identified through the 
assessment process. Case planning includes determining activities to be completed by the tribal 
case manager, the family, client and other team members in support of the client and family. 
These activities include accessing medical, behavioral health, developmental, social, 
educational, vocational, transportation and other services to meet the clients’ needs. 

Case Plan Implementation 

The tribal case manager will link the client and family with appropriate agencies and medical, 
behavioral health, developmental, social, educational, vocational, transportation and other 
services through calling or visiting these resources. The tribal case manager will facilitate 
implementation of agreed-upon services through assisting the client, family, and other team 
members to access them and through ensuring the client and providers fully understand how 
these services support the agreed-upon case plan. 

Case Plan Coordination  

After linkages with medical, behavioral health, developmental, social, educational, vocational, 
transportation and other services have been completed, the tribal case manager will ascertain, 
on an ongoing basis, whether or not the services have been accessed as agreed, and the level 
of involvement of the client and family. Coordination activities include establishing and 
maintaining, with clients and agencies, a referral process that avoids duplication of services to 
the recipient, planning that identifies needs, goals, objectives, and resources in a coordinated 
and integrated fashion with the client, family and other involved agencies, and supporting the 
family to reach the goals of the case plan. Case plan coordination may take place in person, by 
mail (including email) and through telephone contacts with providers and others identified in the 
case plan, as well as meetings with the client, family and other team members to ensure that 
services are being provided and used as agreed. 

Case Plan Reassessment 

In conjunction with the client, family and other team members, the tribal case manager will 
determine whether or not the services identified in the case plan continue to meet the client’s 
needs. Reassessment decisions include: 

 A determination of whether or not the goals and objectives need to be modified due to 
changes in the client’s circumstances. 

 If identified services need to continue, change or terminate. 

 If the case plan itself requires revision. 

Reassessment activities may take place in person, by mail (including email) and through 
telephone contacts with providers and other involved parties. Reassessment will occur at least 
annually, but may be accomplished whenever changes in the client’s circumstances necessitate 
a new assessment to in order to develop a new or revised case plan. 

TTCM services may not duplicate case management services that are already reimbursed under 
another Alaska Medical Assistance provider type, such as mental health or substance abuse 
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rehabilitation, home and community-based waiver services, or children’s case management 
under a Continuing Care Provider Agreement. 

4Billing for TTCM Services 

Bill TTCM services on a CMS-1500 claim form, or, if electronic, in an 837P format. Complete the 
following fields on the CMS-1500 claim form. This same information is required on the electronic 
837P as well as all other fields required for HIPAA compliance. 

 Patient's Name 

 Patient/Recipient ID Number (10 digit Medicaid ID number) 

 From Date of Service 

 Thru Date of Service (cannot span more than one month) 

 Diagnosis (system will not edit on this; for data tracking purposes) 

 Place of Service code 

 Procedure Code - Use T2023 

 Charges 

 Units of Service (1 per month) 

 Total Charge 

 Amount Due 

 Signature of Healthcare Provider 

 Date of Signature 

 Medicaid Provider ID number 

 Provider Name/address/ZIP code/telephone number 

5How TTCM Services are Paid 

TCCM services will be reimbursed at a flat monthly rate for each client with an active case plan 
regardless of the number of contacts made with the client or on behalf of the client.  

Payment rates have been established for the following fiscal years: 

 $258.24 for the period October 1, 2006 through September 30, 2007 

 $265.21 for the period October 1, 2007 through September 30, 2008 

 $272.37 for the period October 1, 2008 through September 30, 2009 

 $279.73 for the period October 1, 2009 through September 30, 2010 

 $287.28 for the period October 1, 2010 through September 30, 2011 

 $295.04 for the period October 1, 2011 through September 30, 2012 
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As of October 1, 2011, the monthly payment rate is a flat state-wide rate based on the average 
cost of TTCM services demonstrated by each of the participating tribal health organizations. 
Each tribal organization choosing to participate in the TTCM program must submit a copy of a 
Medicare Cost report as describe below. Alaska Medical Assistance has determined the FFY 
2012 Medicaid payment rate by extrapolating prior year costs estimates to the year 2012. 

If a new TTCM payment rate cannot be established by October 1st of each year due to delays, 
the prior year's rate will temporarily be paid until a permanent rate can be calculated. If the 
permanent calculated rate is lower than the prior year's rate, the permanent rate will become 
effective the day it is established otherwise it will become effective October 1st of the appropriate 
rate year. 

A copy of each participating tribal organization’s cost report and an audited financial statement 
for the reporting period must be submitted annually to the department to have the rate 
determined for the following year. A method E cost report must be submitted March 1st one and 
one half years after the fiscal year represented in the cost report ends (For example, the FFY 10 
cost report for the year ending 9/30/10 is due 3/1/12). Organizations not filing a Method E cost 
report must submit by March 1st after the end of the fiscal year represented in the cost report 
(For example, the FFY 10 cost report for the year ending 9/30/10 is due 3/1/11). The cost report 
must include a working trial balance that matches audited financials, a crosswalk of post audit 
trial balance accounts to the cost report, and statistics showing an unduplicated number of 
persons served each month during the previous year. Any tribal provider participating in the 
TTCM program who fails to provide a cost report during the prescribed time frames will be 
terminated as a TTCM provider the following fiscal year. 

TTCM is not payable by any other insurance; Alaska Medical Assistance is the only payer for 
this service. 
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Telemedicine 

1What is Telemedicine? 

Telemedicine is identical to a "traditional" health-care visit except it uses a different "mode of 
delivery;” with telemedicine, the healthcare provider and the patient are not in the same physical 
location. Instead, providers use telemedicine applications, such as video, audio, and/or digitized 
image transmissions, to link the patient and the provider. 

 

Alaska Medical Assistance does not cover medical services provided by telephone, 
radio-traffic, or fax machine. 

There are two primary telemedicine methods, or applications: Interactive and store-and-forward. 
With the interactive method, video/camera equipment and/or audio equipment is used to hold a 
"real-time" (live) consultation between a patient and a healthcare provider at a different location. 
The store-and-forward method, however, requires healthcare providers to send digital images, 
sounds, or previously recorded video to another provider at a different location. This "consulting" 
provider then reviews the information and reports his or her findings to the provider who sent the 
information. 

2 Providers That May Not Use Telemedicine 

Most healthcare practitioners who are currently eligible for reimbursement by Alaska Medical 
Assistance may participate in telemedicine. However, the following types of providers cannot 
use telemedicine: 

 Home and Community-Based Waiver 

 Pharmacy 

 Durable Medical Equipment (DME) 

 Transportation 

 Accommodation 

 End-Stage Renal Disease 

 Direct-Entry Midwife 

 Private Duty Nursing 

 Personal Care Attendant 

 Vision care, dispensing, or optician services 



 

J-2 Telemedicine 

Any services provided using telemedicine must be:  

 Within the scope of Medical Assistance's coverage provisions. 

 Within the scope of the healthcare practitioner's license. 

 A service that is appropriate for using a telemedicine method. 

In addition, the provider must ensure that the telemedicine transmission meets all federal and 
state privacy regulations and requirements. 

3 Billing for Telemedicine Services 

Bill a telemedicine service in the same way that you would bill that service if it were provided 
during a face-to-face visit. However, depending on the method used in the telemedicine 
consultation (e.g., interactive or store-and-forward) and on the role of the provider in the 
consultation, you may need to include a modifier on the procedure code. 

 

Example 

A patient falls, hurts their ankle, and receives services from a CHAP in a village clinic. 
The CHAP sets up a face-to-face consultation (interactive telemedicine) with their 
supervising physician working at the hospital in the main hub. The supervising physician 
in turn decides the patient needs to come in for additional services. The physician takes 
x-rays at the hospital and seeks additional consultation from a physician at ANTHC who 
reviews the data received via store-and-forward to determine if additional services are 
needed, and further consults an orthopedic specialist. 

There are three possible roles a healthcare practitioner may take during a telemedicine 
consultation: 

 Presenting Provider: (Interactive Telemedicine Only) Introduces a patient to the 
consulting provider during an interactive telemedicine session (may assist in the 
telemedicine consultation). Uses GT modifier. 

 

The role of a Presenting Provider is allowed only with interactive telemedicine 
consultations. In the previous example, the CHAP is the presenting provider. 

 Referring Provider: Evaluates a patient, determines the need for a consultation, and 
arranges services of a consulting provider for the purpose of diagnosis and treatment. 

 
In the previous example, the supervising physician is the referring provider. 
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 Consulting Provider: Evaluates the patient and/or medical data/images using 
telemedicine mode of delivery upon request of the referring provider. Uses GT or GQ 
modifier. 

 

In the previous example, the consulting provider is the physician at ANTHC. A 
consulting provider may send data he/she has received during a store-and-forward 
telemedicine consultation to another consulting provider (with equal or greater scope of 
practice as determined by his/her occupational license or level of expertise within their 
field of specialty). 

 

 

Currently "accepted practices" within an industry that could be included within 
telemedicine will not be affected by these guidelines.  

Refer to the following table to determine the appropriate procedure code and modifier to use 
when billing for a service provided using telemedicine. 

Provider Role Procedure Code Required 
Telemedicine 
Modifier 

Payment 
Methodology 

Referring Provider Appropriate covered procedure 
code for provider type (e.g., 
physician, nurse practitioner, 
etc) 

None Per established fee 
schedule or 
encounter rate for 
provider type 

Presenting Provider 
(only eligible for 
interactive 
telemedicine 
consultations) 

Covered procedure code for 
brief/minimal evaluation and 
management service for an 
established patient  

GT Per established fee 
schedule or 
encounter rate for 
provider type 

Consulting Provider Appropriate covered procedure 
code for provider type (e.g., 
physician, nurse practitioner, 
etc) 

GT (interactive 
method) 

GQ (store-
and- 
forward 
method) 

Per established fee 
schedule or 
encounter rate for 
provider type 

4 How Telemedicine Services are Paid 
The example provided in Billing for Telemedicine Services shows the possibility of separate 
claim submissions. 

The presenting provider is the CHAP who set up the face-to-face (interactive telemedicine) 
with their supervising physician. This claim would be submitted by the CHAP group, billing the 
appropriate procedure code with the GT modifier (use the U1/GT modifier on claims with dates 
of service before May 1, 2012). The CHAP group would receive reimbursement at 85 per cent of 
the payment per the Alaska Medical Assistance Physician Fee Schedule. 
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Note: Effective for dates of service beginning May 1, 2012, the U1 modifier may no 
longer be submitted in claims to Alaska Medical Assistance. 

 

The referring provider is the supervising physician working at the hospital. This claim will be 
submitted as a professional fee by the tribal clinic or tribal outpatient hospital and be reimbursed 
per the established fee schedule or encounter rate. 

The consulting provider is the physician at ANTHC who received the store-and-forward data. 
This claim will be submitted as a professional fee by ANTHC and will be reimbursed per the 
established fee schedule or encounter rate. 

 

Note: Facilities who opt for the lower outpatient/clinic rate will be reimbursed fee for 
service at a lower payment per the Alaska Medical Assistance Physician’s Fee 
Schedule under their physician group billing NPI. 

 

 

If a CHA/P uses a telemedicine method to consult with his/her supervising physician, the 
CHA/P and the supervising physician may be reimbursed for the telemedicine 
consultation. To be reimbursed, these consultations must meet all the guidelines given in 
this section, as well as the standard coding guidelines. 
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Service Authorization 

1What is Service Authorization? 

Certain services, procedures, and medications covered by Alaska Medical Assistance require 
Service Authorization (SA), formerly known as prior authorization.  

Alaska Medical Assistance (or its representative) reviews these proposed services or items in 
order to determine whether they are medically necessary before a provider renders the service 
or item; therefore, providers should obtain SA first except in cases of medical emergency. If the 
provider does not obtain SA when required, he or she may not be paid for those services. 

 
Service authorization does not guarantee payment. 

Five agencies currently review and approve SAs: 

 Xerox 

 Qualis Health 

 Magellan 

 Medicaid Administration (MMA) 

 Division of Senior and Disability Services (DSDS) 

 Health Care Management (of Qualis Health) 

Each agency provides authorization for specific services. 

2 Determining if a Service Requires Service Authorization 

The following services and supplies require service authorization: 

 Rental of Durable Medical Equipment (DME) 

 Outpatient Magnetic Resonance Imaging (MRI) 

 Positron Emission Tomography (PET) scan 

 Inpatient hospital stays and outpatient services for selected procedures or diagnoses 

 Inpatient hospital stays exceeding 3 days, regardless of procedure or diagnosis 

 Inpatient hospital psychiatric admissions 

 Orthodontia 

 Outpatient hospital radiation and chemotherapy services for cancer treatment for CAMA 
recipients 

 Outpatient mental health services 

 Transportation and accommodations  
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 Oxycodone, Fentanyl patches and other pharmaceuticals listed in the Service 
Authorization Table for Prescription Drugs Appendix. 

 Enhanced adult dental services, prosthodontic dental services, and certain emergent 
adult and children’s dental services 

 

Some other services, supplies, equipment, and drugs also require authorization. You 
should refer to information related to service authorization for each type of provider in 
this or other provider billing manuals, on your fee schedule, or by contacting the Xerox 
Provider Inquiry Unit at 907.644.6800 or 800.770.5650 (toll-free in Alaska). 

3 How to Get a Service Authorization 

Request a service authorization in the following ways, depending on the type of authorization 
needed.  

A.Agencies to Call for Service Authorization 
 Xerox 

 Qualis Health 

 Magellan 

 Medicaid Administration (MMA) 

 Division of Senior and Disability Services (DSDS) 

 Health Care Management (of Qualis Health) 

B.Services Authorized by Xerox 
 Outpatient services 

 MRI* 

 PET scan 

 Chiropractic 

 Vision 

 Nutrition 

 Home health 

 Private duty nursing 

 Hospice 

 Transportation and accommodations* 

                                                 
* Requested by phone. (All others are requested by fax or mail.) 
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 Dental 

 Orthodontia 

 Enhanced Adult Dental Services 

 Other dental procedures 

 Mental health services (to extend service limits) 

 Mental Health Physician Clinic (MHPC) 

 Community Mental Health Clinic (CMHC) 

 Day Treatment Center (DTF) 

 Some pharmaceuticals as indicated in the Service Authorization Table for Prescription 
Drugs Appendix 

 Durable medical equipment (DME) 

 Surgeries 

 Any surgical procedure identified in the fee schedule as requiring a SA that is 
NOT identified in the Select Diagnoses and Procedures Pre-Certification List  

 Examples: Rhinoplasty and blepharoplasty 

C.Services Authorized by Qualis Health 
 Inpatient hospital stays and outpatient services for selected procedures or diagnoses 

which are identified in the Alaska Medicaid Select Diagnoses and Procedures Pre-
Certification List, available on the web at: 
http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf 

 Inpatient hospital stays exceeding 3 days, regardless of procedure or diagnosis 

 Maternal and newborn stays related to childbirth are exceptions to the three day 
benchmark. The maximum number of inpatient hospital days that will be paid for a single 
recipient is 48 hours following a normal vaginal delivery and 96 hours following a 
cesarean delivery unless a service authorization has been obtained. 

 Utilization management review requests 

 Inpatient psychiatric hospital admissions 

 Residential Psychiatric Treatment Center (RPTC) admissions and continued stays 

D.Services Authorized by Division of Senior and Disabilities Services (DSDS) 
 Long-term care facility admissions and continued stays 

 Swing bed and administrative wait beds 

 Personal care assistant services 

 Waiver services 

http://www.qualishealth.org/sites/default/files/AK-Medicaid-Precert-List.pdf
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E.Services Authorized by Department of Behavioral Health 
 Substance Abuse 

F.How to Get a Service Authorization from Xerox 

Electronic requests 

If you have successfully tested for HIPAA-compliant 278 inquiry/response transactions, you may 
file your SA requests electronically. Please keep in mind that you must have practice 
management software that supports these transactions. 

For assistance: 

 Refer to the HIPAA Companion Guide for electronic transactions information at 
http://medicaidalaska.com under HIPAA>Companion Guides. 

 Refer to the Payerpath manual available at http://medicaidalaska.com under 
Provider>Electronic Claims. 

 Refer to the Implementation Guides for electronic transactions information at 
http://www.wpc-edi.com. 

 Contact Xerox’s Electronic Commerce Customer Support (ECCS) at 907.644.6800 or 
800.770.5650 (toll-free in Alaska).  

Written requests 

All written requests for service authorization must be submitted to Xerox’s Service Authorization 
Unit on an AK-SA form. Please refer to How to Complete the Service Authorization Request 
Form (AK-SA) later in this section. A sample form is located in the Forms Section of this manual. 

Providers may need to include the following information with their SA request: 

 Diagnosis & ICD Codes 

 Procedure & ICD/CPT Codes 

 Date of Procedure 

 Inpatient or Outpatient Status 

 Prescription 

 Letter of Medical Need 

 Therapist Assessment 

 Clinical Notes 

 Pricing Information 

 Plan of Care 

 Certificate of Medical Necessity 

 Office Notes - PCP and/or Specialist 

 Hospital Notes 

http://medicaidalaska.com
http://medicaidalaska.com
http://www.wpc-edi.com
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 Radiologic Testing (X-ray, MRI, CT) 

 Laboratory Data 

 Medications 

 PT/OT/ST 

 Other Procedures 

To request a service authorization from Xerox by fax, please use the following fax numbers: 

Department Fax Number 

Behavioral Health 866.653.1435 

Dental 907.644.9861 

Medical and DME 907.644.8131 

Requesting Retroactive Service Authorization  

If you were unable to request service authorization for a service in advance because medical 
necessity did not allow enough time, you can request a “retroactive” service authorization (i.e., 
an authorization for a service after it has already been provided). 

Providers cannot request a retroactive service authorization electronically; they much complete 
an AK-SA form. Complete the Service Authorization Request as you would normally, making 
sure that you also complete fields 3 and 13 as listed below:  

 “Yes” in field 3 

 “Retroactive to [add date of service here]” in field 13 

Dates of service on the claim and the retroactive AK-SA must be identical. 

Send the completed AK-SA to the Service Authorization Unit at Xerox (and wait for a response 
from Xerox before submitting your claim) OR include the AK-SA with the claim when you bill 
Medical Assistance. 

 How to a Get Service Authorization for an Outpatient MRI 

When you call Xerox to get service authorization for an outpatient MRI, you will be asked for the 
following information: 

 Patient's name 

 Patient's Medical Assistance identification number 

 Medicaid Contract ID number under which the MRI will be billed  

 Reason for the MRI (MRI indications listed in "Medical Justification for Outpatient MRIs" 
later in this section are accepted) 

 Date of appointment 



 

K-6 Service Authorization 

The Xerox representative will assist you with the rest of the process for obtaining the service 
authorization. 

G.How to Get a Service Authorization from Qualis Health 
Qualis Health provides utilization management review services to the Alaska Division of 
Healthcare Services. Utilization management includes reviews performed for pre-service, 
continued stay, and respective services. 

Providers are required to submit all utilization management review requests via the Qualis 
Health web-based review system, iEXCHANGE®. 

iEXCHANGE is a browser-based application that uses a secure Internet connection to allow 
healthcare providers to submit utilization review requests electronically. 

Registration Process 
Each organization designates at least two System Administrators for the organization. The 
System Administrators serve as a point of contact for the organization and is responsible for 
signing, managing and completing the registration process for the organization, and for adding 
any Staff User accounts. The System Administrators must be authorized and able to agree to 
the terms and conditions of using iEXCHANGE®. 

How to Register for Qualis Health iEXCHANGE® 
To begin the registration process, locate and complete the appropriate registration forms 
available at http://www.qualishealth.org/healthcare-professionals/iexchange/provider-resources. 

 The highest level executive at your location must complete and sign the Executive 
Agreement. The executive does not need to complete the registration form.  

 The designated iEXCHANGE® System Administrator for the organization must sign the 
System Administrator agreement and complete the registration form.  

 Email, fax or mail the completed registration forms with the signed agreements to Qualis 
Health:  

Qualis Health  
10700 Meridian Ave N. Suite 100 
PO Box 33400  
Seattle, WA 98133  

Attention:  
Laurie Long  
Project Coordinator  
iexchangeinfo@qualishealth.org  
FAX: 206-288-2544 

Once the System Administrator has registered they may add users to iEXCHANGE®. 

How to Submit a Request 
 To access iEXCHANGE, open a web browser and go the Internet address (URL), sent to 

you via email from Qualis Health upon registration with iEXCHANGE  

 Select your group and the type of review requested  

 Enter all necessary information and submit the request  

http://www.qualishealth.org/healthcare-professionals/iexchange/provider-resources
mailto:iexchangeinfo@qualishealth.org
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After Submission 
 Qualis Health can begin the review immediately after a user submits a request. 

 Qualis Health will confirm to the user: 

 That the review was completed. 

 The days authorized (for inpatient stays). 

 The next review due date and their case ID number. 

 A treatment update message displays when the provider selects the group. 

 Updates are triggered if the status has changed or a comment has been added. 

 Providers can view and respond to status updates or communication from Qualis Health. 

Provider education, training schedules and information about web-based review submission via 
iEXCHANGE is available at: http://www.qualishealth.org/healthcare-professionals/iexchange. 

H.Pharmacy Service Authorizations 

Certain medications require service authorization (SA), formerly known as prior authorization, 
before Alaska Medical Assistance covers these medications. The Alaska Division of Health Care 
Services (DHCS) maintains the Prior Authorized Drug List and Interim Prior Authorized Drug List 
on their website http://hss.state.ak.us/dhcs/pharmacy/medpriorauthoriz.htm. 

 

Prescription drugs that require service authorization are also listed in the Service 
Authorization Table for Prescription Drugs Appendix in this manual. 

Unless otherwise indicated on the Prior Authorized Drug List or Interim Prior Authorized Drug 
List, the prescribing healthcare provider must request service authorization by calling the 
Magellan Medicaid Administration Clinical Call Center or faxing them a completed SA form. 
Providers may request medication SA forms from the Magellan Medicaid Administration Clinical 
Call Center or may access them online at http://medicaidalaska.com (select Pharmacy from the 
main menu) and on the Alaska Division of Health Care Services website above. 

For these drugs, the prescribing healthcare provider should send diagnosis information to the 
pharmacy, or make it available to them, in order to expedite the service authorization process. If 
a brand-name multi-source drug is medically necessary, the prescribing healthcare provider 
must write "brand name is medically necessary" on the face of the prescription and state the 
medical necessity. 

In an emergency, a pharmacy may contact the Magellan Medicaid Administration Clinical Call 
Center and request an override for a medication that requires a service authorization. Alaska 
Medical Assistance will authorize up to a five-day supply of the medication; however, the 
prescribing provider must still obtain an SA for the medication. If Medical Assistance denies the 
SA request, the pharmacy will not receive reimbursement for the medication previously 
dispensed.  

 

It is the prescribing provider’s or pharmacist’s responsibility to obtain service 
authorizations and follow prescribing procedures. 

For additional information regarding pharmacy service authorizations and early refill restrictions, 
refer to the Pharmacy Provider Billing Manual. 

http://www.qualishealth.org/healthcare-professionals/iexchange
http://hss.state.ak.us/dhcs/pharmacy/medpriorauthoriz.htm
http://medicaidalaska.com
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I.Pharmacy Authorization provided by Magellan Medicaid Administration 

Magellan Medicaid Administration (MMA) processes all requests for pharmacy-related service 
authorizations (SA). For procedures and methods by which to obtain authorization through MMA, 
please review Service Authorization earlier in this section. 

J.Prescription Eyewear Authorizations 

Providers must request service authorization for contacts and tinted lenses for adults and for 
more than the second pair of glasses for children. The ophthalmologist or optometrist performing 
the vision examination must request service authorization, and the approved authorization must 
accompany the order form. 

K.Prescription Medication Cost Ceiling Authorization 

If a pharmacy submits a claim for a dollar amount exceeding the cost ceiling, the claim will 
initially deny. In cases where a medically necessary medication exceeds this cost ceiling, the 
pharmacy must contact the Magellan Medicaid Administration Technical Call Center to request 
authorization to override the cost ceiling edit. 

L.Step Therapy Authorization 

The step therapy, or step-edit, process is similar to an automated service authorization. Step-
edits enable providers to dispense some medications that require service authorization without 
requesting authorization through the Magellan Medicaid Administration (MMA) Clinical Call 
Center. The pharmacy claims processing system evaluates the recipient’s pharmacy and 
medical claims history to determine whether the claims history or diagnosis on file supports 
approval of service authorization. If the recipient does not meet the automated step-edit criteria, 
the prescriber must request service authorization from the MMA Clinical Call Center.  

M.Pharmacy Call Centers and Pharmacy Level Overrides 

Alaska Medical Assistance provides rapid, timely responses to service authorization requests 
through the Magellan Medicaid Administration service authorization process. Alaska Medical 
Assistance handles authorization by one of three methods: 

 Magellan Medicaid Administration Clinical Call Center 

 Magellan Medicaid Administration Technical Call Center 

 Direct Pharmacy Level Overrides 

The following tables provide the products for each service authorization method.  
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Service Authorization: Clinical Call Center 

Contact the Magellan Medicaid Administration Clinical Call Center: 800.884.3238 

SA request forms can be found at: 
 http://www.hss.state.ak.us/dhcs/pharmacy/medpriorauthoriz.htm 

FAX: 888.603.7696 

For service authorization or override consideration regarding the following 
denial reasons: 

Reason Provider Action 

Service authorization 
required  

Pharmacy provider or prescriber sends fax using 
appropriate form.  

NOTE: Emergency SA requests must be 
requested from the clinical call center. 

 

Service Authorization/Override: Technical Call Center 

Contact the Magellan Medicaid Administration Technical Call Center: 
 800.884.3238/7387 

For override consideration regarding the following denial reasons: 

Reason Provider Action 

Dollar limit Providers should first validate that the appropriate 
quantity has been submitted. Providers should then 
contact the Technical Call Center for override 
consideration. 

Timely filing limits A claim exceeding 366 days from the original DOS will 
deny. Providers should contact the Technical Call Center 
for override consideration. 

Lock-ins Providers should contact the Technical Call Center for 
override consideration. 

 

http://www.hss.state.ak.us/dhcs/pharmacy/medpriorauthoriz.htm
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Direct Provider Level Overrides 

Provider level overrides are allowed for override consideration regarding 
the following denial reasons: 

Reason Provider Action 

ProDUR Providers may override the following ProDUR 
conditions: 

 Therapeutic Duplication  

 Duplicate Ingredient 

 Drug to Drug Interactions 

In order to override when approved conditions are 
met, providers should use appropriate DUR codes to 
indicate the Reason for Service (Conflict), 
Professional Service (Intervention), and Result of 
Service (Outcome).  

COB/TPL Providers may override coordination of benefits (COB) 
rejections using designated override codes only in 
approved conditions after billing all other plans. 

In order to override when approved conditions are 
met, providers should enter the appropriate COB 
codes (Other Coverage Code = 2, 3, or 4).  

N.How to Get a Service Authorization for Transportation or Accommodation 

 

Transportation and accommodation services are authorized to the nearest facility. 
However, for Alaska Natives, transportation and accommodation services may be 
approved for traveling to the nearest tribal health facility (e.g., specialty clinic, 
Ambulatory Surgical Care facility, or inpatient hospital). 

All medically necessary, nonemergency transportation (air, water, or ground) and 
accommodations (e.g., hotel or meals) must be authorized by Xerox. 

Follow these steps to request a service authorization for transportation or accommodation 
services; use the Transportation Authorization and Invoice form (AK-04). 

1. Complete fields 1 to 16 (except field 8 (Service Auth. Number) and field 10 (Authorized 
by)) on the Transportation Authorization and Invoice form (AK-04). Refer to How to 
Complete the Transportation Authorization and Invoice (AK-04) Form. 

2. Call Xerox’s Service Authorization Unit (800.770.5650 (toll-free in Alaska) or 
907.644.6800). You will need to tell the Xerox’s representative the following information:  

 What kind of transportation and/or accommodation services are needed (procedure 
code preprinted on the form) 

 The information from fields 1 to 16 of the Transportation Authorization and Invoice 
form, which you have already completed 
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3. Complete fields 8, 10, 19, and 24 with the information that the Service Authorization Unit 
gives you. 

 

A separate claim form must be completed for each 
transportation/accommodation provider who will be billing for services. 

4. Call the State Travel Office (800.514.7123) to arrange the patient's air or ferry travel. 
Write the Confirmation Code on the Transportation Authorization and Invoice form.  

5. Give the completed Transportation Authorization and Invoice forms to the recipient. The 
recipient will need to give one copy of the form to each transportation or accommodation 
provider who renders services to him/her. 

 

The patient can also call the State Travel Office. However, whoever calls must have the 
Service Authorization number available (given to you by the Service Authorization unit). 

O.Local Transportation for Medicaid Recipients 

Alaska Medical Assistance may provide coverage for local transportation for a Medicaid recipient 
to travel to/from a medical appointment if the transportation request is made by the referring or 
receiving medical provider and if the following criteria are met: 

 The patient for whom local transportation is being requested must be eligible for 
Medicaid. 

 Refer to the patient’s Medicaid eligibility coupon, if available, or Eligibility Verification in 
Section I of your provider manual for other methods for verifying eligibility. Provider billing 
manuals are available at http://medicaidalaska.com/providers/Billing.shtml.  

 The patient’s Medicaid coverage must include transportation benefits. 

 If you are uncertain, a Xerox Service Authorization staff member can verify this 
information when you call for a Service Authorization Number (see below).  

 The transportation must be for an appointment to receive a Medicaid-covered service. 

 The appointment must be medically necessary. 

 The patient must not have access to public transportation. 

 The patient must have no other mode of transportation available to him/her. 

4How to Complete the Transportation Authorization and 
Invoice (AK-04) Form 

Follow these steps to complete the Transportation Authorization and Invoice (AK-04) form. A 
sample form is included in the Completed Forms Examples Section. 

1. Eligibility Checked: Verify the recipient's eligibility and then check the box, initial the 
line, and enter the date. 

2. Emergency/Nonemergency: Check whichever box applies. 

3. Patient's Name (field 1): Enter the patient's first name, middle initial and last name (in 
that order). 

http://medicaidalaska.com/providers/Billing.shtml
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4. Patient's Date of Birth (field 2): Enter the patient's date of birth in MM/DD/YYYY format 
(for example, April 27, 1976 would be 04/27/1976). 

5. Was condition related to patient's employment? An accident or injury? (fields 3a 
and 3b): Select the appropriate boxes to indicate whether the patient's condition is 
related to his or her employment or an accident or injury. 

6. Recipient Identification Number (field 4): (Required) Enter the patient's 10-digit Alaska 
Medical Assistance identification number. 

7. Patient's Sex: (field 5) Select the appropriate box to indicate the patient's gender. 

8. Address (field 6): Enter the patient's address and telephone number. 

9. EPSDT Referral (field 7): If the transportation/accommodation arrangements are being 
made because of an EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) 
screening, select Yes. 

10. Service Auth. Number (field 8): Leave this field blank. When you call Xerox’s Service 
Authorization Unit, the representative will give you the number to enter in this field. 

11. To the best of my knowledge.... (field 9): Sign and date the form (if you are not the 
person calling Xerox for authorization, have the person who is calling sign and date the 
form). Also enter the phone number of the person calling to get authorization. 

12. Authorized by: (field 10): Leave this field blank. When you call Xerox’s Service 
Authorization Unit, enter the name of the person at Xerox who gives you the service 
authorization number (field 8). 

13. Transportation (Origin/Destination) (field 11): Enter the village or city from which the 
patient will begin travel in the Origin field and then enter the city to which the patient will 
be travelling in the Destination field. 

14. Round Trip (Departure Date/Return Date) (field 12): If the trip is a round trip, enter the 
date the patient will be leaving in the Departure Date field and then enter the date the 
patient will be returning in the Return Date field. If it is a one-way trip, complete field 13 
instead. 

15. One Way (Departure Date) (field 13): If the trip is a one-way trip, enter the date the 
patient will be leaving in the Departure Date field. If it is a round trip, complete field 12 
instead. 

16. Transportation (Escort Name) (field 14): Enter the first and last name of the escort 
accompanying the patient. If there is no escort, cross out the escort section of the form 
(fields 14 to 16 and field 21 to 25). 

17. Round Trip (Departure Date/Return Date) (field 15): If the trip is a round trip and there 
will be an escort, enter the date the escort will be leaving in the Departure Date field and 
then enter the date the escort will be returning in the Return Date field. If it is a one-way 
trip, complete field 16 instead. 

18. One Way (Departure Date) (field 16): If the trip is a one-way trip and there will be an 
escort, enter the date the escort will be leaving in the Departure Date field. If it is a round 
trip, complete field 15 instead. 

19. Procedure Code (field 17) and Description (field 18) for patient: These fields are 
preprinted on the form. If the code you need is not on the form, enter the code number on 
a blank line in Column 17 (Procedure Code) and the description on the same line in 
Column 18 (Description). 
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20. Units (field 19) for patient: Leave this field blank. When you call Xerox’s Service 
Authorization Unit, enter the number of units authorized by Xerox for each code. If you 
are using a procedure code that is not pre-printed on the form, enter the number of units 
in column 19 (Units) on the same line that you entered a code and description in 
Columns 17 and 18. 

21. Charges (field 20) for patient: Leave this field blank. 

22. Procedure Code, Modifier, and Description (fields 21 to 23) for escort: The allowed 
codes are pre-printed on the form; you do not need to enter anything in these fields. 

23. Units (field 24) for escort: Leave this field blank. When you call Xerox’s Service 
Authorization Unit, enter the number of units authorized by Xerox for each code. 

24. Charges (field 25) for escort: Leave this field blank. 

25. Actual Patient Service Dates (field 26) to Provider Medicaid I.D. #: Leave these fields 
blank. 

A.Transportation Authorization & Invoice Form Guide and Tips 

Providers may refer to the guides on the following pages when completing a Travel Authorization 
and Invoice form.  

 Transportation Authorization & Invoice Form Guide: An illustrated guide for providers 
completing the Transportation Authorization & Invoice Form. Variations include recipient 
travel with no escort, with an escort, and with an escort with children. 

 Examples of Some Common Travel Situations: Healthcare providers can reference 
these scenarios when they need to request authorization for a patient's travel, or for 
escorts for traveling patients. 
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Figure K-1: Transportation Authorization & Invoice Form Guide (Page 1) 
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Figure K-2: Transportation Authorization & Invoice Form Guide (Page 2) 
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Figure K-3: Examples of Some Common Travel Situations 
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B.How to Get a Service Authorization Using the AK-SA Form 

Follow these steps to request a service authorization using the AK-SA form. 

1. Complete fields 1 through 19 on the Service Authorization Request (AK-SA) form. Refer 
to How to Complete the Service Authorization Request Form (AK-SA). 

2. Keep the back copy of the AK-SA form (the copy that says "Retain for your records" at 
bottom of the page) and mail the other two copies ("Original Copy" and "Fiscal Agent 
Copy" ) to: 

Xerox 
Service Authorization Unit 
P.O. Box 240808 
Anchorage, AK 99524-0808 

Xerox will review the request and approve or deny it based on guidelines from the 
Division of Healthcare Services. You will receive a copy of the approval or denial. 

3. After Xerox returns the AK-SA form, verify all information on it. (Refer to How to Read the 
AK-SA Form Returned by Xerox in this section.) If you find an error, call Xerox’s Provider 
Inquiry immediately (800.770.5650 (toll-free in Alaska) or 907.644.6800). 

Choose one of the following options: 

 If the service authorization is denied and you still want to provide the service: 
Resubmit the service authorization request with additional medical justification or any 
other information requested by the reviewer. The recipient may appeal any denied 
service authorization to the Division of Healthcare Services within 30 days of the denial 
by contacting the Recipient Helpline and requesting a fair hearing. 

 If the service authorization is approved: After the services are provided within the 
dates authorized, submit the claim to Xerox. Include the Service Authorization Number 
(which will be listed in field 20 of the returned AK-SA form) in the appropriate field on the 
claim form. You do not need to include a copy of the approved AK-SA form with the 
claim. 

 

Service authorization does not guarantee payment. All claims, regardless of whether 
the services have been authorized, are subject to all edits within the claims processing 
system. 
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5How to Complete the Service Authorization Request Form 
(AK-SA) 

Follow these steps to complete the Service Authorization Request form (AK-SA). A sample form 
is included after the steps. 

1. Affix Label Here: Stick the patient's Alaska Medical Assistance coupon sticker over 
these fields. 

2. Claim Control Number: Leave this field blank. Xerox enters a unique identifying number 
which they use to track the form. 

3. HCP Phone No. (field 1): (Required field) Enter your telephone number, including the 
area code. 

4. HCP Identification No. (field 2): (Required field) Enter your MCI 

5. Request Is Retroactive? (field 3): (Required field) If you are requesting a service 
authorization for services that have already been provided, select Yes. Otherwise, select 
No. 

 

If you are requesting a retroactive service authorization, you will also need to 
include the date the services were provided in Diagnosis and Medical 
Justification (field 13). 

6. HCP Name and Address (field 4): (Required field) Enter the name and address 
(including city, state, and ZIP code) of the provider requesting service authorization.  

7. Recipient Name (field 5): (Required field) Enter the patient's last name, first name, and 
middle initial. 

8. Recipient ID No. (field 6): (Required field) Enter the recipient's 10-digit Alaska Medical 
Assistance ID number. 

9. Street Address (field 7): Enter the patient's street address. 

10. Sex (field 8): Enter M if the patient is a male; enter F if the patient is a female. 

11. Date of Birth (field 9): (Required field) Enter the date the patient was born in 
MM/DD/YY format (for example, April 27, 1976 would be 04/27/76). 

12. Age (field 10): Enter the age of the patient. 

13. City, State, ZIP Code (field 11): Enter the city, state, and ZIP code for the patient's street 
address (field 7). 

14. Phone Number (field 12): Enter the patient's phone number. 

 

If requesting service authorization after the services have been provided, also 
enter the actual date that the services were provided in this field. 

15. Diagnosis and Medical Justification (field 13): (Required field) Enter the diagnosis for 
the patient and enough medical justification that Xerox can determine whether the 
service is medically justified. If necessary, attach additional information to the Service 
Authorization Request form. 
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16. Primary ICD-9-CM Diagnosis Code (field 14): (Required field) Enter either the 
ICD-9-CM diagnosis code or a brief description of the diagnosis. 

17. Procedure/Drug Code and Mod. (field 15): (Required field) Enter the procedure code 
and modifier for which you are requesting service authorization. 

18. Specific Services Requested (field 16): (Required field) Enter the name/description of 
the procedure or item for which you are requesting service authorization. 

19. Requested Unit/Qty (field 17): (Required field) Enter the number of units of the 
procedure code you are requesting be authorized. 

20. Charges (field 18): (Required field) Enter the total dollar amount (for all units) that you 
charge for the procedure. 

21. To the best of my knowledge... (field 19): (Required field) Have the provider 
requesting the service authorization sign the form and then enter his or her title and the 
date in the space provided. A facsimile signature is accepted. 
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Figure K-4: Service Authorization Request (AK-SA) Form 
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6How to Read the AK-SA Form Returned by Xerox 

Follow these steps to read the Service Authorization Request form (AK-SA) returned by Xerox. 

1. HCP: Your Request is: (field 20): Xerox will indicate whether your request was 
approved, if it was approved with changes, or denied. If your request is approved, Xerox 
will also enter a Service Authorization number (which you need to use when submitting 
claims for the services) and the dates between which the service authorization is active. 
If you provide the service at some time other than between the dates listed, you must 
request an amendment to the service authorization. 

2. Agent Number (field 21): Xerox will enter a number that identifies the person who 
reviewed the service authorization request. 

3. Date (field 22): Xerox enters the date that the service authorization was reviewed in 
MMDDYY format (for example, if the request was reviewed on March 2, 2009, the field 
would have 030209). 

4. Comments/Explanation (field 23): Xerox will enter any comments regarding the request 
or any explanation about why the request was denied or reduced. This information 
serves as provider notification if the service authorization has been denied or reduced. 
Xerox will also send a letter to the patient with this information. 

5. Authorized/Yes (field 24): If a procedure is approved, Xerox will mark this field in the 
appropriate row. 

6. Authorized/No (field 25): If the procedure is denied, Xerox will mark this field in the 
appropriate row. 

7. Approved Unit/Qty (field 26): Xerox will enter the number of units approved. 

8. Approved Amount (field 27): If applicable, Xerox will enter the dollar amount approved 
for the procedure. An entry in this field does not guarantee that you will receive 
payment. 

7How to Update a Service Authorization 

There may be times when you need to modify a service authorization that has already been 
approved by Xerox.  

 

Example 

You may need to change the date that a recipient will be traveling because of weather 
delays or reasons of medical necessity. 

To update a service authorization for transportation or accommodation services, call Xerox’s 
Service Authorization Unit at 800.770.5650 (toll-free in Alaska) or 907.644.6800 and provide the 
following: 

 The service authorization number 

 An explanation of what needs to be changed on the service authorization (for example, 
the dates of service on the SA) 
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 An explanation of why the change is needed 

 

Example 

You may need to change the date that a recipient is scheduled for a PET scan 
for reasons of medical necessity. 

For all other service authorizations approved by Xerox: 

 indicate on the previously approved AK-SA that you are requesting an amendment 

 provide the information listed above 

 return the AK-SA to Xerox 

To request a service authorization from Xerox by fax, use the appropriate department fax 
number: 

Department Fax Number 

Behavioral Health 866.653.1435 

Dental 907.644.9861 

Medical and DME 907.644.8131 

To request a service authorization from Xerox by mail, use the following address: 

Xerox 
Service Authorization Unit 
P.O. Box 240808 
Anchorage, AK 99524-0808 

8How to Submit a Claim for an Authorized Service 

If a service on the claim requires authorization, complete the claim form, entering all the required 
information. (Refer to the Billing Guidelines section for information on completing claim forms.)  

 

Enter the service authorization number in the correct field (for example, field 23 on a 
CMS-1500, field 63 on a UB-04, and field 2 on an ADA Claim form. 

After completing the claim form, you should check the following items: 

 Service authorization number was entered correctly 

 The procedure code listed on the service authorization is on the claim 

 The units and charges listed on the claim for the authorized procedure are not greater 
than what was authorized 

 The service was provided within the dates on the service authorization 



 

Service Authorization  K-23 

9Medical Justification for Outpatient MRIs 

ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Brain, including brain stem 

88.91 70551, 70552, 
70553 

 Acoustic neuroma 

 Intracranial hemorrhage (see the first exception below) 

 Aneurysm 

 A-V malformation 

 Multiple Sclerosis, other demyelinating diseases 

 Tumors – metastasis, pituitary fossa, posterior fossa, 
brain stem, supratentorial 

 Meningomyelocele 

Exceptions: 

 If suspected acute intracranial bleed, CT is better. 

 CT is better for hydrocephalus. 

 CT is better for suspected A-P shunt blockage/failure. 

 Is this follow-up study? When was last study done? An 
MRI of the brain is acceptable if immediately pre-op 
and/or immediately post-op, ordered by Neurosurgeon. 

Chest/Breast 

88.92 71550, 71555  Mediastinal masses 

 Aortic dissection, aneurysm, cardiac trauma 

 CHD 

 Post-op graft function 

 Cardiac tumors 

 Chest wall mass 

 Esophageal tumors 

Heart 

88.92   Tumors of myocardium 

 Congenital disease of great vessels 

 Congenital disease of heart 

 Cardiac chamber thickness/enlargement 

 Velocity flow mapping 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Spinal Canal (cervical, thoracic, lumbar) 

88.93 72141, 72142, 
72146, 72147, 
72148, 72149, 
72156, 72157, 
72158 

 Radiculopathy 

 Disc disease 

 Cord tumor, cord disease 

 Syringo-myelia, Arnold-Chiari malformation 

 Vertebral osteomyelitis 

 Vertebral metastasis 

 Demyelinating disease 

 Post-op MRI of spine should not be done until scarring 
has had a chance to organize (4-6 weeks) 

 Prior back surgery (greater than 6 weeks) with 
persistent pain 

 Clinical evidence of a suspected herniated disc with a 
worsening neurologic deficit 

 Documentation of severe spinal trauma 

 Suspected diagnosis or cancer, infection, tumors, 
osteomyelitis, myelopathy or spinal cord compression 

 Clinical evidence of spinal stenosis 

a.  Chronic pain exacerbated with back extension 
(walking) and relieved by sitting 

b.  Chronic pain which worsens with increased duration 
of walking 

 Documentation of obvious spinal or congenital 
deformity 

 Persistent acute pain and physical evidence of pain 
after a documented trial (3 weeks or longer) or 
treatment consisting of 
a.  Minimal bed rest followed by restriction of activity for 

3 weeks, 

b.  A course of treatment of muscle relaxants, 
nonsteroidal anti-inflammatory drugs and/or pain 
medication during the acute stages, 

c.  Back exercise program or physical therapy lasting 3-
4 weeks, and  

d.  Patient is being considered for surgery. 

 Documentation of chronic pain for at least 3 months 
which is unresolved. 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Upper Extremity 

88.94 73220, 73221, 
73225 

 Bone tumors 

 Soft tissue tumors 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 

 Upper Extremity, Other Than Joint 

88.94 73220  Internal or external derangement of joint(s) 

 Rotator cup tears 

 Avascular necrosis of shoulder or wrist bones 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 

Lower Extremity 

88.94 73720  Osteomyelitis 

 Soft tissue tumors/abscesses 

 Bone tumors 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 

Lower Extremity, Joint(s) 

88.94 73721, 73725  Internal or external disruption of joint(s) 

 Avascular necrosis of femoral head 

 Hermarthrosis 

 Meniscus tears, cruciate injuries 

 Predisposing conditions for meniscus tears: 

a. Recent radiology suggestive of tear but not proven 
by clinical findings 

b. Previous menisectomy with residual symptoms 
corresponding physical evidence of ligamentous 
tear. Recent trauma to knee with localized residual 
pain demonstrated joint instability (Positive Anterior 
Drawer Test, Lackman Test or Pivot Shift Test) 

 Persistent pain and physical evidence of pain after a 
course of treatment with nonsteroidal anti-inflammatory 
agent. Persistent symptoms after a course of physical 
therapy to rule out a tumor if suspected by X-ray 

 Suspected osteonecrosis (such as avascular necrosis 
of femoral head) 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Pelvis 

88.95 72192, 72198  Pelvic mass 

 Staging of bladder cancer, cervical cancer, endometrial 
cancer, prostate cancer 

Eye Orbit, Face, Neck 

88.97 70540  Brachial plexus tumors 

 Orbital masses 

 Head/neck tumor staging 

a. If for sinusitis - a Waters view (X-ray) must be done 
first; MRI pre-op is okay if ordered by ENT (surgeon) 

b. CT is better for middle ear disease r/o 
cholesteatoma 

Abdomen 

88.97 74181, 74185  Liver - varices, masses, cysts, hemangioma, 
hemochromatosis 

 Pancreas - masses 

 Adrenals - masses 

 Renal - masses, staging of tumors, ureters 

 Pelvic - masses, staging of gyn tumors, detection of 
prostate or bladder tumor 

 Retro-peritoneal - masses, staging of tumors, 
localization of undescended testes 

 Vascular - evaluation of vessel abnormalities 

 G-I - masses of G-I tract (esophagus, stomach, bowel, 
colon, appendix, rectum) 
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Billing Third-Party Liability 

1What is Third-Party Liability (TPL)? 

By law, Alaska Medical Assistance funds are to be expended only after all other available 
resources (i.e., third-party resources that assume liability for payment when a person has 
received medical care and services) have been used. Alaska Medical Assistance is the "payer of 
last resort," except for U.S. Public Health Service (PHS) recipients. Therefore, in most cases, 
you are required to bill third-party resources before billing Alaska Medical Assistance. 

If you are aware that a patient is receiving treatment for injuries caused negligently or 
intentionally by another person, business, or organization, you should notify the Alaska Division 
of Health Care Services or Xerox. If known, you can give an example to the Alaska Division of 
Health Care Services or Xerox that proof of liability exists and then bill the responsible party. If 
liability is undetermined, notify the Alaska Division of Health Care Services or Xerox of the 
potential liability and bill Alaska Medical Assistance; payment will not be delayed. 

By law, all third-party resource benefits you receive for Alaska Medical Assistance-covered 
services must be applied against your charges for those services. You must indicate this 
payment on the claim submitted to Alaska Medical Assistance and attach the third-party's 
explanation of benefits (EOB) to the claim form. The resulting Alaska Medical Assistance 
payment for covered services will be the amount remaining after the insurance payment is 
deducted from the Alaska Medical Assistance allowable amount. You will not be reimbursed by 
Alaska Medical Assistance when payment from a third-party payer is equal to or exceeds the 
level of reimbursement that the Alaska Division of Health Care Services allows for the specific 
service. You may not bill the recipient for any unpaid balance of the total charge when the third-
party resource represents all or a portion of the maximum allowable amount. 

2 Providers Must Bill All Other Sources before Billing Alaska 
Medical Assistance 

Alaska Medical Assistance is the "payer of last resort," which means that you must bill all other 
people, companies, or organizations who might pay for the services before billing Alaska Medical 
Assistance. Therefore, if a patient has any other insurance (including Medicare) besides Alaska 
Medical Assistance, you must bill the other insurance before billing Alaska Medical Assistance. 
In most cases, even if you know that a third-party insurance carrier will deny a claim, you still 
have to bill that carrier before billing Alaska Medical Assistance (some exceptions are noted 
below). When submitting a claim to Alaska Medical Assistance, you must attach the explanation 
of benefits (EOB) from the other insurance company. 

Exceptions  

 
You do not have to bill any third-party payer for CHA/P services. 

 If a service is not covered according to the third-party resource or insurance carrier 
benefit booklet, you may attach a copy of the benefit booklet page(s) (instead of an EOB) 
to the claim submitted to Alaska Medical Assistance. The benefit booklet page(s) must 
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specify the patient’s benefit plan name and indicate that the service being billed to Alaska 
Medical Assistance is not covered. 

 If the HCPCS coding manual indicates that a code is not covered by Medicare, you do 
not have to bill Medicare before billing Alaska Medical Assistance. However, you must 
still bill any other third-party coverage that a recipient has. 

 

Even though you do not have to bill Medicare for these codes, it is not 
guaranteed that Alaska Medical Assistance will cover the item or service 
provided. 

 For ongoing services, you may be able to apply for TPL Avoidance, a process that allows 
you to bill Alaska Medical Assistance without having to bill a particular patient/procedure 
code/insurance company combination. Refer to TPL Avoidance later in this section for 
additional information and restrictions. 

3 Determining If a Recipient Has Other Insurance 

If an Alaska Medical Assistance recipient is eligible for other medical insurance programs, this 
information will be included on their Alaska Medical Assistance cards or coupons or on the EVS 
system as "resource codes" (refer to Recipient Eligibility for additional information on checking 
eligibility). If the coupon or EVS system indicate that a recipient has one or more resource 
codes, you must bill the other insurance program before billing Alaska Medical Assistance. 

The resource codes will be a 1- or 2-character code. One character codes, some of which are 
listed below, are generally federal resource codes. A two-character resource code refers to a 
commercial insurance company. A list of these codes and the contact information for the related 
company is updated monthly and is available on the Xerox web site (http://medicaidalaska.com), 
or you can request a copy of the list by calling Xerox. 

The following are some of the most common federal resource codes: 

Resource 
Code 

Description Required to bill before billing Alaska Medical 
Assistance? 

G Medicare Part A Yes 

H Medicare Part B Yes 

J Medicare Parts A and 
B 

Yes 

M CHAMPUS/TRICARE Yes 

Alaska Medical Assistance will reimburse you for the 
CHAMPUS/TRICARE coinsurance and deductible 
amounts on the EOB if they do not exceed the Medical-
Assistance allowed amounts for the procedure code. 

http://medicaidalaska.com
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Resource 
Code 

Description Required to bill before billing Alaska Medical 
Assistance? 

N or N2 Veterans 
Administration 

Yes 

When a patient has VA, Medicare, and Alaska Medical 
Assistance coverage, the patient may choose whether VA 
or Medicare is his/her primary payer. Refer to What to do 
if a Recipient Has VA, Medicare, and Alaska Medical 
Assistance later in this section for more specific policies 
and clarification. 

P AANHS (Alaska Area 
Native Health Service) 
[not primary to Alaska 
Medical Assistance] 

No; you may bill Alaska Medical Assistance first and are 
not required to bill AANHS. 

Individuals who are part Alaska Native or American 
Indian are covered by Alaska Area Native Health Service 
(AANHS), a federal medical program. Those who are 
eligible for both AANHS and Alaska Medical Assistance 
can choose between AANHS and Medical-Assistance 
enrolled healthcare providers for all services covered 
under Alaska Medical Assistance. 

Y No other insurance 
available 

No; bill Alaska Medical Assistance  

 

 

It is the veteran's responsibility to: 

1. Keep annual reviews current with the VA. 

2. Provide the healthcare provider with the information about his or her VA coverage 
at the time of the appointment. 

3. Follow all rules for using VA coverage before using Medicare or Alaska Medical 
Assistance. However, if the VA does not provide coverage for the medical service, 
the Alaska Medical Assistance recipient (veteran) is responsible for providing the 
denial, and must: 

 Get a formal denial in writing from the VA stating why the services for the 
veteran's particular diagnosis and date of service are not available at the VA 
facility or at VA expense. 

 Take a copy of the denial to the healthcare provider so the provider has an 
adequate and valid attachment for the provider's claim submission to Alaska 
Medical Assistance or crossover billing from Medicare. 

4What to do if a Recipient Has VA, Medicare, and Alaska 
Medical Assistance 

Alaska Medical Assistance (Medicaid, Denali KidCare (DKC) and Chronic and Acute Medical 
Assistance (CAMA)) is always the payer of last resort. Therefore, if a patient is eligible for VA, 
Medicare, and Alaska Medical Assistance, all VA and Medicare benefits must be exhausted or 
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you must submit valid documentation of noncoverage from VA or Medicare before you bill 
Alaska Medical Assistance. Valid documentation may include an explanation of benefits showing 
noncoverage or a Medicaid denial letter from the Veterans Administration (refer to Obtaining a 
VA Medicaid Denial Letter for additional information). 

An Alaska Medical Assistance recipient who is eligible for VA and Medicare can use either as 
his/her primary resource. However, the following conditions apply in regards to Alaska Medical 
Assistance paying anything for the claim: 

 If VA is pursued as the recipient's primary payer (instead of Medicare), the claim is 
considered satisfied, and neither Medicare nor Alaska Medical Assistance will pay 
anything more. 

 If Medicare is pursued as the recipient's primary payer (instead of VA),  

 VA will not pay for anything over the amount paid by Medicare. 

 Alaska Medical Assistance may pay the Medicare copay and/or deductible if the 
Medicare Remittance Notice (MRN) and the VA denial are attached to the claim. 

 Alaska Medical Assistance may reimburse according to the applicable Alaska 
Medical Assistance rates if the services billed are non-covered Medicare services 
and a Medicaid denial letter from the VA is attached to the SA request and/or 
claim. (Refer to Obtaining a VA Medicaid Denial Letter below.) 

Therefore, if a recipient is eligible for VA, Medicare, and Alaska Medical Assistance, Alaska 
Medical Assistance will not pay anything for the claim unless you have followed these steps: 

1. Bill VA first and receive a formal denial (in writing) from VA or receive a Medicaid denial 
letter. 

2. Bill Medicare correctly. 

3. Bill Alaska Medical Assistance correctly and attach the denial from VA and the Medicare 
Remittance Notice (MRN). 

 

If you have an applicable Medicaid denial letter from the VA, you do not have to 
bill VA first. Refer to Obtaining a VA Medicaid Denial Letter. 

If these steps are followed and if the claim is billed correctly, Alaska Medical Assistance may pay 
the Medicare copay and/or deductible. 

Explanation 

VA is considered primary because they pay 100 per cent of their allowed amount. 

Medicare is considered secondary because they pay 80 per cent of their allowed amount with a 
20 per cent copay, which Alaska Medical Assistance can cover under the correct billing process. 

However, Alaska Medical Assistance will not use state money for a 20 per cent Medicare copay 
if the claim could have been satisfied with 100 per cent federal funds (VA is federally funded). 

Please refer to the back of the CMS-1500 claim form ("Refers to Government Programs Only") 
for rules and information related to billing multiple federally funded programs. 
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A.Obtaining a VA Medicaid Denial Letter 

To provide freedom of choice for veterans with medical needs, the veteran can request a 
Medicaid denial letter from the Veteran's Administration. This letter, which is for specific 
services, can be submitted to the Alaska Medical Assistance Program as an explanation of 
Veteran benefits. Therefore, if the veteran chooses not to use VA as his/her primary payer, you 
should attach a copy of this letter to any related service authorization requests and/or claims 
sent to Alaska Medical Assistance. 

 

All other Alaska Medical Assistance billing requirements still apply to claims submitted 
with a Medicaid denial letter, including timely filing of claims and exhaustion of all other 
benefit resources (including Medicare) before billing Alaska Medical Assistance. 

A Medicaid denial letter should be requested from the Anchorage office of the Veteran's 
Administration by the veteran. 

Department of Veterans Affairs 
Alaska Healthcare System and Regional Office 
1201 North Muldoon Road 
Anchorage, AK 99504-6104 

907.257.4700 
888.353.7574 

The VA Coordinated Care or Social Work department will mail the Medicaid denial letter to the 
veteran, any affected medical providers identified by the veteran, and Alaska Medical 
Assistance. 

5 What to Do if a Recipient has CHAMPUS-TRICARE and 
Alaska Medical Assistance 

If a patient is eligible for CHAMPUS-TRICARE and Alaska Medical Assistance, you must bill 
CHAMPUS-TRICARE before billing Alaska Medical Assistance. Therefore, you must be enrolled 
with CHAMPUS-TRICARE. Enrolling in CHAMPUS-TRICARE does not mean that you are 
becoming a "network" provider; enrolling just allows you to bill CHAMPUS-TRICARE for services 
you provide. If you need to enroll, go online to http://www.triwest.com and follow the steps to 
become a TRICARE provider. 

 

You may not refuse services to a patient eligible for Alaska Medical Assistance just 
because they are also eligible for CHAMPUS-TRICARE. 

After billing CHAMPUS-TRICARE, you should bill Alaska Medical Assistance using the following 
guidelines: 

 You may bill up to the CHAMPUS-TRICARE allowed amount if the allowed amount has 
been reduced by a copay or deductible. 

http://www.triwest.com
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The EOB must show the same information as what you bill on the claim to 
Alaska Medical Assistance. The EOB should show the patient, dates of 
service, service/procedure provided, allowed amount, copayment and/or 
deductible amounts, and the paid or denied amounts. 

 Attach a copy of the CHAMPUS-TRICARE explanation of benefits (EOB) or Payment 
Voucher to the Alaska Medical Assistance claim. 

 You may bill the patient for the Alaska Medical Assistance copayment (if any). 

 
You may not bill the patient for the CHAMPUS-TRICARE deductible and copayment. 

Alaska Medical Assistance will pay no more than the lower of the: 

 CHAMPUS-TRICARE allowed amount. 

 Alaska Medical Assistance allowed amount. 

If the sum of the CHAMPUS-TRICARE payment, copayment, and deductible is more than the 
Alaska Medical Assistance allowed amount, Alaska Medical Assistance will pay only the 
difference between the CHAMPUS-TRICARE payment and the Alaska Medical Assistance 
allowed amount. 

6TPL Avoidance 

TPL Avoidance is a process that allows you to bill Alaska Medical Assistance without having to 
bill a specified patient/procedure code/insurance company combination. If a third-party carrier 
has denied claims for ongoing services for any of the following reasons, you may be approved 
for TPL Avoidance: 

 

Example 

An ongoing service could be medication management that is a continuing service, not 
just a one-time service 

 The recipient’s yearly or lifetime maximum benefits for an ongoing service have been 
exhausted. 

 The service is not covered by the benefit plan. 

 The servicing provider’s credentials do not meet requirements for coverage by the 
insurance carrier. 

Services that were billed to the TPL carrier incorrectly or services for which required 
authorization was not received in advance are examples of conditions that would not qualify for 
TPL Avoidance. 

 

For each TPL Avoidance, you must complete a separate form. Therefore, you cannot 
request TPL Avoidance for multiple recipients or multiple insurance companies on the 
same form. 
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Depending on the reason for the avoidance, you may have to request an avoidance each year.  

 

Example 

If yearly benefit maximums have been exceeded, the following year you would have to 
reapply for a TPL Avoidance after the yearly maximum for that year was met. 

A.Applying for TPL Avoidance 

Follow these steps to apply for TPL Avoidance. 

1. Complete sections 1 and 2 on the TPL Avoidance Request form. A copy of the form is in 
the Forms Section. 

2. Attach one of the following to the TPL Avoidance Request form. 

a. Explanation of benefits (EOB) from the third-party insurance company 

b. Letter of denial from the third-party insurance company that specifically states the 
reason the service was denied 

c.  Copy of the third-party insurance company's benefit book page(s) that indicates the 
benefit plan name and the service being billed is not covered 

 

EOBs and letters of denial must: 

1. Indicate the specific reason for the claims being denied (for example, yearly 
maximum has been reached) 

2. Be specific to the recipient and the service(s) for which you are requesting 
TPL Avoidance 

3. Include a valid procedure code (or ICD-9 code) and a valid reason for 
noncoverage. 

3. Fax the completed form with the attachments to Xerox at 907.644.8122.  

After the request for TPL Avoidance is reviewed, Xerox will contact you as to whether the 
recipient/procedure code/insurance company combination has been approved for TPL 
Avoidance. Once a TPL Avoidance has been approved, you do not have to attach an EOB to 
claims for that recipient/procedure code/insurance company combination. 

B.Submitting Claims with TPL Avoidance 

 

Because the TPL Avoidance is for a particular procedure code, you may want to bill 
codes with approved TPL Avoidances separately from codes without approved 
Avoidances. By doing so, you can submit a claim for the code(s) on TPL Avoidance 
without having to wait to receive an EOB. 

To submit a claim for the procedure covered by an approved TPL Avoidance, leave the Other 
Health Insurance Coverage field on the claim form blank. You do not need to attach an EOB or 
any other information from the third-party insurance carrier to the claim. 
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If the recipient has coverage with another insurance carrier for which you do not have an 
approved TPL Avoidance, select "Yes" in the Other Health Insurance Coverage field and attach 
an EOB from that carrier to the claim. 

 

You must receive an approved TPL Avoidance notice from Xerox before submitting 
claims without billing TPL. 

Xerox also recommends that you bill codes with approved TPL Avoidances separately from 
codes without approved Avoidances. 
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Figure L-1: TPL-Avoidance Request Form 
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7Medicare Crossover 

Alaska Medical Assistance and Medicare cover many of the same services, but if a patient is 
eligible for both Medicare and Alaska Medical Assistance, you must always bill Medicare before 
billing Alaska Medical Assistance. After Medicare has processed the claim, the claim should 
"cross over" to Alaska Medical Assistance for processing of the coinsurance and deductible not 
paid by Medicare. This crossover is intended to happen automatically via a tape submission so 
that you do not have to physically submit a claim to Alaska Medical Assistance for the services. 

 

If your claims are not automatically crossing over from Medicare, make sure that Alaska 
Medical Assistance has your National Provider Identifier. If Alaska Medical Assistance 
does not have this number, your claims cannot properly cross over. 

 

Submitting a crossover claim directly to Alaska Medical Assistance without waiting for 
the automatic crossover from Medicare to process may cause a denial for duplicate 
claims. 

When Medicare processes the claim, it establishes the allowed amount for the service, 
determines if the patient's deductible has been met, and pays the appropriate percent of the 
Medicare allowable amount after subtracting any unmet deductible. 

You will then receive a Medicare Remittance Notice (MRN). If the Medicare payment information 
has automatically crossed over, a statement similar to the following may appear on the MRN: 

"Medicare payment information has been forwarded to the supplemental insurer indicated on 
your claim." 

A.When to File a Medicare Crossover 

 

Alaska Medical Assistance will pay only for the sum of the coinsurance and deductible, 
minus any third-party insurance payment. Generally, charges not allowed by Medicare 
will not be paid by Alaska Medical Assistance. 

You should submit a crossover claim, with the MRN attached, to Alaska Medical Assistance only 
if the claim has not been processed by Alaska Medical Assistance within 45 days of your 
receiving payment from Medicare. If a claim has been processed by Alaska Medical Assistance, 
it will appear in your remittance advice. 

The crossover claim should include charges only for the "residual amount" (deductible and 
coinsurance). 

B.How to Complete a Crossover Claim 

How you complete a crossover claim varies depending on which claim form you use when 
billing. Refer to CMS-1500 Medicare Crossovers if you are billing for a Tribal Clinic provider type 
or physician services. Refer to UB-04 Medicare Crossovers if you are billing for institutional 
services such as inpatient or outpatient hospital services. Refer to the Completed Form 
Examples Section, as well as the Xerox Web site for more of both UB-04 and CMS-1500 
Medicare Crossover paper claim examples (select Providers, Medicare Crossover). 



 

Billing Third-Party Liability  L-11 

C.CMS-1500 Medicare Crossovers 

Providers should complete the CMS-1500 for Medicare crossover paper claims as they would for 
non-crossover paper claims billing for Medicare. All required fields found in non-crossover claims 
are also required on crossover claims. Additional requirements for the Medicare crossover 
components of these claims are listed below. Important: Only one service line per document is 
permitted. 

Additional requirements for Professional Crossover claims: 

 Field 1: Check both the Medicare and Medicaid box. 

 Field 10d: RESERVED FOR LOCAL USE Enter the Medicare pay date using the 
mm/dd/yy format. 

 Field 11: INSURED'S POLICY GROUP 
OR FECA NUMBER 

Enter the word "MEDICARE". 

 Field 19: RESERVED FOR LOCAL USE Enter the deductible amount using qualifier A1 
and the coinsurance amounts using qualifier 
A2; use a space between the qualifier and the 
amount (e.g., A1 70.00 A2 1.44).  

If there was a third-party payment from a 
source other than Medicare, enter this amount 
using qualifier TP; use a space between the 
qualifier and the amount (e.g., A1 70.00 A2 
1.44 TP 36.00). 

Field 24, shaded part of line 1 (only one service, on one line, per claim form) contains: 

 24f, shaded area: $ CHARGES Enter the Medicare allowed amount. Be sure to 
enter the decimal point. 

 Field 28: TOTAL CHARGE Enter the Medicare billed amount. 

 Field 29: AMOUNT PAID Enter the Medicare paid amount. 

 The EOMB A copy of the Medicare EOMB must be 
attached to the claim. 

 The TPL EOMB If there was a third-party payment from a 
source other than Medicare, a copy of the 
third-party EOMB must be attached to the 
claim. 

For more information on completing the CMS-1500 form, refer to How to Complete the 
CMS-1500 and Instructions. Providers may also download the appropriate claim form 
instructions at http://medicaidalaska.com under Providers>Billing Manuals. 
 

http://medicaidalaska.com
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Figure L-2: Sample CMS-1500 Crossover Paper Claim 
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Sample MRN 
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D.UB-04 Medicare Crossovers 

Scenario: Inpatient Claim Form, with Medicare Deductible and Coinsurance 

In this example: 

 Medicare is Primary 

 Alaska Medical Assistance is Secondary 

Providers should complete the UB-04 for institutional Alaska Medical Assistance crossover 
paper claims as they would for non-crossover paper claims billing for Medicare. All required 
fields found in non-crossover claims are also required on crossover claims. Additional 
requirements for the Medicare crossover component of these claims are listed below. 

Additional requirements for Institutional Medicare crossover claims: 

1. Field 31: Occurrence 
Code/Date 

Enter the Occurrence Code "50" and the Medicare paid 
date in mm/dd/yy format. 

2. Field 39a: Value 
Codes/Amount 

Already filled with Covered days Value Code and Units 

3. Field 40a: Value 
Codes/Amount 

Enter Value Code "A1" and the Medicare deductible in the 
Amount field.  

Note: Medicare is the primary payer in field 50A, therefore, 
the value code for Medicare deductible is A1.  

4. Field 41a: Value 
Codes/Amount 

Enter Value Code "A2" in the Code field. Enter the 
Medicare coinsurance in the Amount field. 

Note: Medicare is the primary payer in field 50A; therefore, 
the value code for Medicare coinsurance is A2.  

5. Field 50A: Payer Name  As Medicare is the primary payer, enter the word 
"Medicare".  

Line A: enter all information pertaining to Medicare. 

6. Field 54:  

 Medicare is the primary 
payer; 

Line A: enter the Medicare Paid Amount. 

 Alaska Medical Assistance 
is the secondary payer; 

Line B: no entry needed. 

7. Field 55B: Est. Amount 
Due 

Enter the Estimated Amount Due from Medicaid; this is the 
sum of the Medicare coinsurance and deductible amount. 

Note: Medicaid is the secondary payer in field 50B; 
therefore, the estimated amount due from Alaska Medical 
Assistance is entered in field 55B.  

8. The Medicare EOMB Attach a copy of the Medicare EOMB to the claim. 

For more information on completing the UB-04 form, refer to How to Complete the UB-04 Claim 
Form. Providers may also download the appropriate claim form instructions at: 
http://medicaidalaska.com under Providers, Billing Manuals. Providers can reference other 
Alaska Medical Assistance crossover paper claim examples under Providers, Medicare 
Crossover. 

http://medicaidalaska.com
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Figure L-3: Sample UB-04 Crossover Paper Claim 
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Figure L-4: Sample Medicare Remittance Advice used in completing UB-04 Crossover 

8How to Bill Alaska Medical Assistance if Medicare Denied a 
Claim 

If Medicare denies a claim because of noncoverage or exhausted benefits, you may bill Alaska 
Medical Assistance for the services if the recipient is eligible for them. You must prepare these 
claims as a regular Alaska Medical Assistance claim and attach the MRN showing the denial. Do 
not use the Medicare crossover format. Refer to Billing Guidelines for information on completing 
claim forms. 

As with other third-party liability, if a service is not covered according to the Medicare benefit 
information (such as The Medicare Handbook), you may attach a copy of the page (with the 
source identified) to the claim instead of attaching an MRN. 
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Tools 

1Xerox Telephone Inquiries 

Questions? Please call Xerox at 907.644.6800 or our in-state toll-free number, 800.770.5650, 
about your participation in Alaska Medical Assistance. The Xerox staff has been fully trained to 
answer most of your questions immediately. The following numbers can help you with other, 
more specific, questions: 

Billing Procedures 
(8:00 a.m. – 5:00 p.m.) in-state toll free 800.770.5650 

  907.644.6800 

Claims & Eligibility Status 
(8:00 a.m. – 5:00 p.m./Claims) in-state toll free 800.770.5650 

(8:00 a.m. – 5:00 p.m./Eligibility)  907.644.6800 

Electronic Data Interchange (EDI) 
 in-state toll free 800.770.5650 

  907.644.6800 

Electronic Commerce Customer Support (ECCS) Coordinator 
  907.644.6800 

Eligibility Verification System (EVS) 
(24-hour access) toll free 800.884.3223 

Enrollment 
(8:00 a.m. – 5:00 p.m.) in-state toll free 800.770.5650 

  907.644.6800 

Fax 

 for EDI Attachments 907.644.8122 or 907.644.8123 

 for Enrollment 907.646.4273 

 for Service Authorization (SA) – Behavioral Health 866.653.1435 

 for Service Authorization (SA) – Dental 907.644.9861 

 for Service Authorization (SA) – Medical and DME 907.644.8131 

 for Provider Inquiry (PI) 907.644.8126 or 907.644.8127 

 for Resubmission Turnaround Documents (RTD) 907.644.8122 or 907.644.8123 

MAP Desk/Clinical Call Center  
 phone 800.884.3238 

 fax 888.603.7696 

Service Authorization (SA) 
(8:00 a.m. – 5:00 p.m., Monday-Saturday)  in-state toll free 800.770.5650 

(12:00 p.m. – 4:00 p.m., Sunday)  
 

907.644.6800 

Provider Inquiry/Provider Services 
(8:00 a.m. – 5:00 p.m.)  in-state toll free 800.770.5650 

  907.644.6800 
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Report Fraud, Waste, Abuse, or Misuse of the Alaska Medical Assistance Program by 
Providers or Recipients 
(24-hour access) toll free 800.256.0930 

2Xerox Addresses 

Adjustment/Voids Xerox 
P.O. Box 240807 
Anchorage, AK 99524-0807 

Appeals 1st Level Submit first level appeals to the applicable office 
as outlined in the Tools section in this manual. 
Address varies depending on type of appeal. 

2nd Level Submit second level appeals to the applicable 
office as outlined in the Tools section of this 
manual. Address varies depending on type of 
appeal. 

Claims  Hospital, ESRD, and LTC Xerox 
P.O. Box 240729 
Anchorage, AK 99524-0729 

Tribal P.O. Box 240649 
Anchorage, AK 99524-0649 

Pharmacy P.O. Box 240649 
Anchorage, AK 99524-0649 

All Others P.O. Box 240769 
Anchorage, AK 99524-0769 

3Alaska Department of Administration 
 Division of Senior Services  907.269.3666 

 CHOICE for Elderly, Adult Protective Services   

 550 W. 8th Ave.  
Anchorage, AK 99501 

Toll Free 800.478.9996 

   

    

4Alaska Department of Health and Social Services 

A.Office of the Commissioner 
 350 Main Street, Room 404 

P.O. Box 110601 
Juneau, AK 99811-0601 

907.465.3030 

B.Office of Children's Services 
 Northern Region 

751 Old Richardson Hwy. #300 
Fairbanks, AK 99701 

907.451.2650 

 Western Region 

BETHEL CHILDREN’S SERVICES 
P.O. Box 328, State Office Building 
Bethel AK, 99559 

907.543.3141 
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 Southcentral 

South-Central Regional 
695 E. Parks Hwy. Unit 3 
(Carrs’ Wasilla Shopping Center) 
Wasilla, AK 99654 

907.357.9780 

 Southeast 

Southeast Regional Office 
Vintage Park 
3025 Clinton Drive, Second Floor 
Juneau, AK 99801 

907.465.3235 

 Anchorage 

Anchorage Regional Office 
323 4th Avenue 
Anchorage, AK 99501 

907.269.4000 

C.Division of Behavioral Health (Substance Abuse and Mental Health Services) 
 P.O. Box 110620 Toll Free 

Juneau, AK 99811-0620 
800.465.4828 

D.Division of Healthcare Services 
 P.O. Box 110660 

Juneau, AK 99811-0660 
907.465.3355 

 Medicaid, Denali KidCare, CAMA 
4501 Business Park Boulevard, Suite 24 
Anchorage, AK 99503-7167 

907.334.2400 

 Health Facilities Licensing and Certification 
4501 Business Park Boulevard, Suite 24, Bldg L 
Anchorage, AK 99503 

907.334.2483 

 Breast and Cervical Cancer Screening 800.410.6266 

 Infant Screening and Testing Programs 907.269.3499 

 Genetic and Specialty Clinics 907.269.3430 

 Medical Care Advisory Committee mcacwebsites@alaska.gov 

 Nutrition Services Office 907.465.3100 

 Family Planning 907.269.3461 

E.Division of Public Assistance (DPA) District Offices 
 Anchorage District Office  907.269.6599 

 400 Gambell Street Fax 907.269.6450 

 Anchorage, AK 99501   

    

 Bethel District Office  907.543.2686 

 P. O. Box 365 Toll Free 800.478.2686 

 Bethel, AK 99559-0365 Fax 907.543.5912 

    
 Eagle River Job Center  907.694.7008 

 11723 Old Glenn Hwy., Space B-4 Fax 907.694.1490 

 Eagle River, AK 99577   

    

 Fairbanks District Office  907.451.2850 

 675 7th Avenue, Station D Toll Free 800.478.2850 

 Fairbanks, AK 99701 Fax 907.451.2923 

    

 Homer District Office  907.226.3040 

 3670 Lake Street #200 Fax 907.235.6176 

 Homer, AK 99603   

    

mailto:mcacwebsites@alaska.gov
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 Juneau Field Office  907.465.3537 

 10002 Glacier Highway, Suite 200 Toll Free 800.478.3537 

 Juneau, AK 99801 Fax 907.465.4657 

    

 Kenai Peninsula Job Center  907.283.2900 

 11312 Kenai Spur Highway, Suite 2 Toll Free 888.478.9032 

 Kenai, AK 99611 Fax 907.283.6619 / 888.248.6619 

    

 Ketchikan District Office  907.225.2135 

 2030 Sea Level Drive, Suite 301 Toll Free 800.478.2135 

 Ketchikan, AK 99901 Fax 907.247.2135 

    

 Kodiak District Office  907.486.3783 

 307 Center Street Toll Free 888.480.3783 

 Kodiak, AK 99615 Fax 907.486.3116 

    

 Kotzebue District Office  907.442.3451 

 P.O. Box 1210 Fax 907.442.2151 

 Kotzebue, AK 99752   

    

 Mat-Su District Office  907.376.3903 

 855 W. Commercial Drive Toll Free 800.478.7778 

 Wasilla, AK 99654 Fax 907.373.1136 

    

 Muldoon District Office  907.269.0001 

 1251 Muldoon Rd., Ste 111B Fax 907.269.0070 

 Anchorage, AK 99504   

    

 Nome District Office  907.443.2237 

 P.O. Box 2110 Toll Free 800.478.2236 

 Nome, AK 99762 Fax 907.443.2307 

    

 Sitka District Office  907.747.8234 

 201 Katlian Street, Suite 107 Toll Free 800.478.8234 

 Sitka, AK 99835 Fax 907.747.8224 

F.Division of Public Assistance (DPA) Regional Offices 
 Central Office  907.465.3347 

 P.O. Box 110640   

 Juneau, AK 99811-0640   

    

 Central Region Anchorage  907.269.6599 

 Anchorage District Office   

 400 Gambell Street   

 Anchorage, AK 99501-2792   

    

 Northern Regional Office (NRO)   907. 451.2850 

 Fairbanks District Office  Toll Free 800.478.2850 

 675 - 7th Avenue, Section D   

 Fairbanks, AK 99701-4592   

    

 Coastal Field Office  907. 269.8950 

 3601 C Street, Suite 410 Toll Free 800.478.4372 
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  P.O. Box 240249   

 Anchorage, AK 99524-0249   

    

 Southeastern Regional Office (SERO)  907.225.2135 

 2030 Sea Level Drive, Suite 301   

 Ketchikan, AK 99901   

G.Division of Public Health (DPH) 
 Community Health & EMS  907.465.3027 

 Epidemiology  907. 269.8000 

 Laboratories  907.334.2100 

 Public Health Nursing  907.465.3150 

 State Medical Examiner  907.334.2200 

 Vital Statistics Juneau 907.465.3391 

  Anchorage 907. 269.0991 

  Fairbanks 907.452.4863 

H.Division of Senior and Disabilities Services 
 550 W. 8th Avenue  907.269.3666 

 Anchorage, AK 99501-3518  907.269.3681 

 CHOICES Medicaid Waivers  907.269.3650 

 Developmental Disabilities Juneau 907.465.2677 

  Anchorage 907.269.3666 

  Fairbanks 907.451.5045 

 Governor's Council on Disabilities and Special Education  907.269.8990 

  Toll Free 888.269.8990 

 Home and Community Based Services  907.269.3666 

 Personal Care Assistant Program  907.269.3666 

  Toll Free 800.478.9996 

 Assisted Living Licensing  907.269.3640 

 Alaska Medicare  907.269.3680 

  Toll Free 800.478.6065 

 Adult Protective Services  907.269.3655 

 Alaska Longevity Program  907.465.4422 

5American Medical Association 
 Order Department  Toll Free 800.621.8335 

 American Medical Association   

 P.O. Box 930876   

 Atlanta, GA 31193-0876   

6American Society of Anesthesiologists Publications 
 520 N. Northwest Highway  847.825.5586 

 Park Ridge, IL 60068-2573 Fax: 847.825.1692 
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7Municipality of Anchorage Health and Human Services 
Commission 
 825 L. Street 907.343.6718 

 Anchorage, AK 99501  

8Commerce Clearing House, Inc. 
 Customer Support 

 4025 W. Peterson Avenue 

 Chicago, IL 60646-6085 

9International Classification of Diseases, 9th Revision, Clinical 
Modification (ICD-9-CM) 
 Solucient, L.L.C. Toll Free 800.568.3282 

 Customer Service Department   

 5400 Data Ct. Suite 100   

 Ann Arbor, MI 48108-8935   

10Web site Navigation 

Adult Protective Services 

http://www.hss.state.ak.us/dsds/aps.htm  

Alaska Administrative Code (AAC) 

http://www.legis.state.ak.us/cgi-bin/folioisa.dll/aac  

Alaska Statutes (AS) 

http://www.legis.state.ak.us/folhome.htm or email library@courts.state.ak.us (for official, printed 
versions of current and superseded Alaska Statutes (AS), regulations (AAC), and court rules) 

Alternate Billing Codes (ABC) 

http://www.alternativelink.com/ali/abc_codes/code_struct.asp  

American Medical Association (AMA) 

http://www.ama-assn.org  

American Society of Anesthesiologists (ASA) Publications 

http://www2.asahq.org/publications  

American Speech-Language-Hearing Association (ASHA) 

http://www.asha.org/default.htm  

Anchorage Health and Human Services 

http://www.muni.org/health1/index.cfm  

http://www.hss.state.ak.us/dsds/aps.htm
http://www.legis.state.ak.us/cgi-bin/folioisa.dll/aac
http://www.legis.state.ak.us/folhome.htm
mailto:library@courts.state.ak.us
http://www.alternativelink.com/ali/abc_codes/code_struct.asp
http://www.ama-assn.org
http://www2.asahq.org/publications
http://www.asha.org/default.htm
http://www.muni.org/health1/index.cfm
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Breast and Cervical Health Check (BCHC) 

http://www.hss.state.ak.us/dph/wcfh/BCHC/provider/default.htm  

Case Management Services 

http://hss.state.ak.us/dhcs/medicaid_medicare/caseman_medicaid.htm  

Center for Medicare and Medicaid Services (CMS) 

http://www.cms.hhs.gov/  

Certification and Licensing 

http://www.hss.state.ak.us/dhcs/cl/  

Chronic and Acute Medical Assistance (CAMA) 

http://hss.state.ak.us/dhcs/CAMA/default.htm  

Code of Federal Regulations (CFR) 

http://www.gpoaccess.gov/cfr/index.html  

Commerce Clearing House, Inc. (CCH) 

http://www.cch.com/  

Current Procedural Terminology (CPT) 

http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-
practice/coding-billing-insurance/cpt.page 

Denali KidCare (DKC) 

http://www.hss.state.ak.us/dhcs/denalikidcare/contact_dkc.htm  

Department of Health and Social Services (DHSS) 

http://www.hss.state.ak.us  

Division of Behavioral Health (DBH) 

http://www.hss.state.ak.us/dbh  

Division of Healthcare Services (DHCS) 

http://www.hss.state.ak.us/dhcs  

Division of Public Assistance (DPA) 

http://www.hss.state.ak.us/dpa  

Division of Public Health (DPH) 

http://www.hss.state.ak.us/dph/  

Division of Senior and Disabilities Services (DSDS) 

http://www.hss.state.ak.us/dsds  

http://www.hss.state.ak.us/dph/wcfh/BCHC/provider/default.htm
http://hss.state.ak.us/dhcs/medicaid_medicare/caseman_medicaid.htm
http://www.cms.hhs.gov/
http://www.hss.state.ak.us/dhcs/cl/
http://hss.state.ak.us/dhcs/CAMA/default.htm
http://www.gpoaccess.gov/cfr/index.html
http://www.cch.com/
http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt.page
http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt.page
http://www.ama-assn.org/ama/pub/physician-resources/solutions-managing-your-practice/coding-billing-insurance/cpt.page
http://www.hss.state.ak.us/dhcs/denalikidcare/contact_dkc.htm
http://www.hss.state.ak.us
http://www.hss.state.ak.us/dbh
http://www.hss.state.ak.us/dhcs
http://www.hss.state.ak.us/dpa
http://www.hss.state.ak.us/dph/
http://www.hss.state.ak.us/dsds
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Early Periodic Screening Diagnosis Treatment (EPSDT) 

http://hss.state.ak.us/dhcs/EPSDT_hcs.htm  

Epidemiology 

http://www.epi.hss.state.ak.us/default.jsp  

Family Planning 

http://www.hss.state.ak.us/dph/wcfh/familyplan.htm  

Xerox 

http://medicaidalaska.com  

Governor’s Council on Disabilities and Special Education 

http://www.hss.state.ak.us/gcdse  

Healthcare Common Procedure Coding System (HCPCS) 

http://www.ama-assn.org/ama/pub/category/9525.html 

Help and Resources Beyond Medicaid and CAMA 

http://hss.state.ak.us/dhcs/medicaid_medicare/helpbeyond_hcs.htm  

Indian Health Service (IHS)  

http://www.ihs.gov  

Infant Screening and Testing 

http://www.hss.state.ak.us/dph/wcfh/screening_testing.htm  

International Classification of Diseases (ICD) 

http://www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/  

Medicaid 
http://www.hss.state.ak.us/dhcs/Medicaid_Medicare/  

Nutrition Services 

http://www.hss.state.ak.us/dpa/programs/nutri/default.htm  

Office of Children's Services (OCS) 

http://www.hss.state.ak.us/ocs  

Payment Error Rate Measurement (PERM) 

http://hss.state.ak.us/perm/default.htm  

Personal Care Assistant (PCA) Program 

http://www.hss.state.ak.us/dsds/pca/default.htm  

Preferred Drug List (PDL) 

http://hss.state.ak.us/dhcs/pdl/default.htm  

http://hss.state.ak.us/dhcs/EPSDT_hcs.htm
http://www.epi.hss.state.ak.us/default.jsp
http://www.hss.state.ak.us/dph/wcfh/familyplan.htm
http://medicaidalaska.com
http://www.hss.state.ak.us/gcdse
http://www.ama-assn.org/ama/pub/category/9525.html
http://hss.state.ak.us/dhcs/medicaid_medicare/helpbeyond_hcs.htm
http://www.ihs.gov
http://www.hss.state.ak.us/dph/wcfh/screening_testing.htm
http://www.cms.hhs.gov/ICD9ProviderDiagnosticCodes/
http://www.hss.state.ak.us/dhcs/Medicaid_Medicare/
http://www.hss.state.ak.us/dpa/programs/nutri/default.htm
http://www.hss.state.ak.us/ocs
http://hss.state.ak.us/perm/default.htm
http://www.hss.state.ak.us/dsds/pca/default.htm
http://hss.state.ak.us/dhcs/pdl/default.htm
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Public Health Nursing 

http://www.hss.state.ak.us/dph/nursing  

Qualis Health 

http://www.qualishealth.org  

Regulation Changes 

http://hss.state.ak.us/apps/publicnotice/regulations.aspx  

Transportation 

http://www.hss.state.ak.us/dhcs/medicaid_medicare/transportation.htm 

http://hss.state.ak.us/dhcs/medicaid_medicare/transportation_medaid.htmWomen, Infants and 
Children (WIC) 

http://www.hss.state.ak.us/dpa/programs/nutri/WIC/default.htm  

Women's, Children's, and Family Health Programs 

http://www.hss.state.ak.us/dph/wcfh/programs.htm  

 

http://www.hss.state.ak.us/dph/nursing
http://www.qualishealth.org
http://hss.state.ak.us/apps/publicnotice/regulations.aspx
http://www.hss.state.ak.us/dhcs/medicaid_medicare/transportation.htm
http://hss.state.ak.us/dhcs/medicaid_medicare/transportation_medaid.htmWomen
http://www.hss.state.ak.us/dpa/programs/nutri/WIC/default.htm
http://www.hss.state.ak.us/dph/wcfh/programs.htm
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Quick Reference 

1How to Get Help 

If you have any questions or problems, you should contact the Tribal Organization Coordinator. 
This coordinator is a central point-of-contact for claims issues who will work with you to resolve 
problems and answer any questions you might have. 

Phone: 907.644.6890 or 800.770.5650 (toll-free in Alaska) 

Fax: 907.644.8122 

Address: P.O. Box 240649, Anchorage, AK 99524-0649 

 

Other phone numbers or addresses that you might need are included in the Directory 
Assistance section. 

When you call the coordinator, please make sure that you have all materials related to the call 
readily available (for example, the remittance advice, claim forms, recipient's Alaska Medical 
Assistance identification number, and the Provider Contract ID number you are calling about). 

2Services Not Covered by Alaska Medical Assistance 

Alaska Medical Assistance does not cover any service that is not medically necessary. 

Alaska Medical Assistance does not cover the services listed below. Some other services may 
not be covered depending on the type of provider. Refer to provider billing manuals for the 
specific provider type for this additional information on non-covered services. 

 

Note: Refer to the provider billing manual for the specific type of provider (for example, 
physicians, physical therapists, or advanced nurse practitioners) for additional 
information about coverage limitations. 

General 

Alaska Medical Assistance does not cover: 

 Services not covered by the recipient’s category of Medical Assistance 

 Services not within the scope of the facility’s licensure, certification, or accreditation 

 Evaluative or periodic checkups, examinations, or immunizations that are in connection 
with the participation, enrollment, attendance, or accomplishment of a program or activity 
unrelated to treating the recipient’s medical or mental health issues, or rehabilitation 
(exceptions: Mammograms, EPSDT screenings, and services required by the department 
for the purpose of determining eligibility) 

 Services or inpatient stays for which authorization is required but not obtained or is 
denied, including but not limited to nonemergency out-of-state services for which 
authorization was not obtained 
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 Services and inpatient days of care due to failure to timely request or perform necessary 
diagnostic studies, procedures, or consultations, or any service that is not properly 
prescribed or that is determined not reasonably necessary for the diagnosis and 
treatment of an illness or injury, or for the correction of an organic system 

 Special or extra charges for services or items normally considered part of routine 
services and optional or special services not directly related to medical care, including 
but not limited to private accommodation charges (unless medically necessary) deluxe 
accommodation charges, and patient convenience items 

 Charges for professional fees in addition to those typically charged within specific cost 
centers, including osteopathic services, except certified registered anesthetist services 

 Routine office medical supplies associated with office visits and procedures. These 
supplies include, but are not limited to, bandages, casts, catheters, dressings, elastic 
wraps, splints, syringes, tape, and gauze. Non-routine supplies can be billed separately. 

 Chiropractic manipulations (unless provided by a physician to recipients under 21)  

 Alternative therapies, procedures, items, drugs, supplies, or services including 
acupuncture, homeopathic and naturopathic remedies, or Ayurvedic medicine 

 Experimental or investigational procedures, items, drugs, supplies, and services including 
those: 

 In Phase I and II clinical trials to determine safety, dosage range, or side effects 

 For which there is inadequate available data to provide a reasonable expectation that 
the treatment or procedure will be at least as effective as non-investigational therapy 

 For which expert opinion suggests additional information or study is needed 

 For which final approval for the appropriate governmental body has not been granted 
for the specific indications proposed 

 Not in accordance with customary standards of medical practice 

 Educational services and supplies 

 Handling and/or conveyance of a specimen for transfer to a laboratory  

 Routine venipuncture performed with a surgical or laboratory procedure  

 Medical services for a person who is in the care and custody of a federal, state, or local 
correctional facility, including juveniles in detention facilities 

 Hair or wrinkle remover 

Ancillary Services 
 Medical testimony 

 Provider travel 

 Telephone and radio calls for medical management or consultation. A consultation is 
defined as an opinion, advice, or other appropriate service of a physician or osteopath 
requested by another physician or osteopath for further evaluation or management of 
patient. If a consulting physician/osteopath assumes responsibility for the continuing care 
of a patient, any subsequent service rendered is no longer considered a consultation. 
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When covered services of a consultant or a specialist are necessary, service 
authorization is not required from Alaska Medical Assistance. 

 Interpreter services 

 CAMA Inpatient Hospital Services 

In addition to the services listed herein, the Chronic and Acute Medical Assistance (CAMA) 
program does not cover: 

 Inpatient hospital stays for CAMA recipients 

 Physician services provided in an inpatient hospital or nursing facility 

Dental Services 
 Children: the department will not pay for the following dental services for recipients 

under 21 years of age:  

 Final restorations in resin or amalgam for more than five surfaces  

 Indirect pulp capping  

 Adults: the department will not pay for the following dental services provided to a 
recipient 21 years of age or older:  

 Panoramic radiograph more than once in a calendar year  

 Final restorations in amalgam or resin for more than five surfaces 

 Dental sealants 

 Restoration of etched enamel or deep grooves without dentin involvement 

 Inlays, overlays, or three-fourth crowns  

 Endodontic apical surgery or retrograde fillings  

 Periodontal surgery  

 Implant or implant-related dental services 

 Orthodontic services 

Drugs 
 A brand-name drug if a therapeutically equivalent generic drug is on the market, unless 

the brand name drug is included on the Alaska Medical Assistance Preferred Drug List 
(PDL) or the prescriber writes on the prescription "brand-name medically necessary drug" 
or "allergic to the inert ingredients of the generic drug” 

 Drugs for which the Centers for Medicare and Medicaid Services (CMS) drug rebate is 
not available 

 Drugs that are prohibited from receiving federal Medicaid matching funds (see 42 CFR 
441.25 at http://www.access.gpo.gov/nara/cfr/waisidx_02/42cfr441_02.html) 

 Drugs for which more than a 30-day supply is ordered per prescription, except for birth 
control drugs and drugs listed on the Alaska Medical Assistance PDL if dispensed in an 
unopened container 

 Drugs used for the symptomatic relief of coughs and colds 

http://www.access.gpo.gov/nara/cfr/waisidx_02/42cfr441_02.html
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 Drugs used to treat infertility, obesity, or baldness 

 Immunizations for adult recipients (21 years of age or older) 

 Oral vitamins, except prenatal; fluoride preparations; folic acid; vitamin A; vitamin K; 
vitamin D; analogs; and B-complex vitamins for renal disease 

 Antabuse dispensing, methadone dispensing and treatment, and alcohol and drug 
detoxification and rehabilitation, unless specifically authorized by Alaska Medical 
Assistance 

 Take-home drugs, oxygen, and supplies not otherwise classified, home IV therapy and 
miscellaneous home dialysis and charges 

Evaluation and Management Services 
 Prolonged physician services; procedure codes for prolonged physician services are 

considered part of the primary service performed at the same time and are therefore not 
covered. However, Physician Standby Service, Requiring Prolonged Physician 
Attendance, Each 30 Minutes (e.g., operative standby, standby cesarean/high risk 
delivery for newborn care) (Code 99360) and Attendance at Delivery (Code 99436) are 
covered. The physician may not provide services to other patients during this time, and 
you must submit medical justification with the claim when billing these 2 procedure 
codes. 

 Case management services 

 Disability exams (unless requested by Alaska Medical Assistance to determine eligibility) 

Hospital Services 
 Personal services not normally associated with hospital care. For example, long distance 

telephone calls, television rental, guest meals, and personal items are not covered. 

 Inpatient services for conditions that do not require hospital care, including but not limited 
to observation, rest cures, respite care, day care, outpatient special residence charges, 
inpatient procedures or testing that can be performed on an outpatient basis, recipients 
who no longer require acute inpatient care, custodial care related to court commitments, 
and leave of absence, including room and bed hold charges 

 

Hospital stays for patients confined to a hospital under a court commitment for 
any reason will be covered only for the amount of time that there is a medical 
reason for the patient to be receiving hospital care. 

 Room and board for parents during a child's hospitalization, for a child during a parent's 
hospitalization, or for any individuals other than the patient, such as a recipient’s friend or 
relative 

 Overnight or weekend absences 

 Days of care needed because necessary diagnostic studies, medical/surgical 
procedures, or consultations were not promptly requested or performed 

 Charges incurred during an inpatient stay or on a daily basis for certain services, such as 
admission charges, technical support charges, and late discharges that are medically 
necessary (for example, revenue codes 220-229). These items are considered part of 
routine services and are not covered by Alaska Medical Assistance. 
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 Nursing services, including but not limited to incremental and private duty nursing 
charges, in addition to room and board (for example, revenue codes 230-239). Payment 
for room and board includes standard nursing service. 

 Flat-rate charges incurred on either a daily basis or total stay basis for ancillary 
(secondary/subordinate) services only (for example, revenue codes 240-249). You 
should bill for more specific charges. 

 Physician assistants or nurses assisting in an operating room. However, physicians or 
advanced nurse practitioners (ANPs) acting as surgical assistants are covered for 
selected procedures. Services of a second surgical assistant will be covered if it is 
medically necessary. 

 

Physicians or ANPs acting as surgical assistants must submit a separate claim 
for their services, using a CPT modifier3 (-80, -81, or -82). If the claim is for a 
second surgical assistant, you must attach an explanation from the surgeon 
explaining the need for a second assistant. 

 Service charges for accommodations that cannot be included in more specific revenue 
center codes 

Preventative Services 
 Preventive services for adult recipients (21 years of age and older). However, some 

preventative services are covered, such as mammograms, pap smears, and prostate-
specific antigen testing. These services are covered when medically necessary and when 
screening for a malignant neoplasm, but not when the service is part of a routine physical 
examination. 

 

Pap smears, if given as part of an EPSDT screening for recipients under age 
21, are covered as part of a physical examination. 

 Physical examinations for adult recipients (21 years of age and older) except if an 
examination is requested by Alaska Medical Assistance to determine eligibility based on 
disability, blindness, or pregnancy 

 Separately identifiable preventive care services, clinic services, medical social services, 
and trauma team response activation charges 

Radiology Services 
 Radiologic contrast material except if the low osmolar contrast material is used in 

intrathecal, intravenous, and intra-arterial injections for a recipient with one of the 
following conditions: 

 History of previous adverse reaction to contrast material other than sensation of 
heat, flushing, or a single episode of nausea or vomiting 

 History of asthma or allergy 

                                                 

3 Current Procedural Terminology (CPT®) is copyright American Medical Association, 2011. All rights reserved. CPT is a registered 
trademark of the American Medical Association. *Updated with October 1, 2011 codes 
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 Significant cardiac dysfunction, including recent or imminent cardiac 
decompensation, severe arrhythmias, unstable angina pectoris, recent myocardial 
infarction, or pulmonary hypertension 

 General severe debilitation 

 Sickle cell disease 

Reproductive System Services 
 Pitocin to initiate or augment labor is considered part of a delivery and is not reimbursed 

separately 

 Hysterectomies performed for sterilization purposes only are not covered; however, 
Alaska Medical Assistance will pay for the hysterectomy if it is performed for medical 
reasons and if you get service authorization from Qualis Health 

 Sterilization for recipients who are under 21 years of age, or who are determined by a 
court to be incompetent, or who are institutionalized in psychiatric facilities. Sterilization 
for family planning purposes for all other recipients is covered. 

 Infertility services 

 Transsexual treatment, therapy, surgery, or other procedures for gender change or 
reassignment 

 Impotence treatment, therapy or services 

 Therapeutic abortions; tribal facilities may not be reimbursed for any services related to a 
therapeutic abortion, including emergency room visits, office visits, etc. 

Surgical Procedures 
 Elective surgery 

 Cosmetic therapy or plastic or cosmetic surgery; however, coverage is available if 
required for the following corrective actions if performed within the normal course of 
treatment or otherwise beginning no later than one year after the event which caused the 
need for that corrective action: 

 repair of an injury 

 improvement of the functioning of a malformed body member 

 correction of a visible disfigurement that would materially affect the recipient’s 
acceptance in society 

 Physician assistants or nurses assisting in operating room. However, physicians or 
advanced nurse practitioners (ANPs) acting as surgical assistants are covered for 
selected procedures. Services of a second surgical assistant will be covered if it is 
medically necessary. 

 

Note: Physicians or ANPs acting as surgical assistants must submit a separate 
claim for their services, using a CPT modifier (-80, -81, or -82). If the claim is for 
a second surgical assistant, you must attach an explanation from the surgeon 
explaining the need for a second assistant. 

 Surgical Trays 
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 Organ transplants and related services, and dental implants. Exception: The department 
may make payment for organ transplants and requisite related medical care for: 

 Kidney and corneal transplants; service authorization is not required;  

 Skin and bone transplants for which the department has given service 
authorization; however, dental implants are not covered;  

 Bone marrow transplants for which the department has given service 
authorization;  

 Liver transplants for which the department has given service authorization, for 
persons with biliary atresia or other forms of end-stage liver disease;  

 Heart, lung, and heart-lung transplants for which the department has given 
service authorization 

Therapies 
 Swimming therapy 

 Maintenance therapy for adults 

 Alternative therapies 

 Cardiac rehabilitation that exceeds Medicare guidelines, recreational therapy, and 
medical rehabilitation day programs 

Tribal Clinic Services 

In addition to the other services listed herein, the following services cannot be billed by a tribal 
clinic: 

 CHA/P services 

 Dental services (except for the following services): 

 Dental fluoride varnish applications 

 Oral evaluations performed by physicians, nurse practitioners and physician 
assistants who have successfully completed Oral Heath or Caries Risk 
Assessment training 

 Mental health clinic services 

 Substance abuse clinic services 

 

Note: Behavioral health services covered under the scope of practice of a 
physician, nurse practitioner, or physician assistant, such as individual, group 
or family therapy are covered tribal clinic services. Refer to the Alaska Medical 
Assistance Physician Fee Schedule for allowed services. 

 Registered Nurse services 

 Pharmacy services 

Weight Loss/Appearance Services 
 Weight loss programs and products 
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 Services related to treatment of obesity or weight reduction. However, if there is sufficient 
medical justification, a gastric bypass may be covered if you receive a service 
authorization. 

 Programs to improve overall fitness (for example, membership fees to a gym are not 
covered) 

 Plastic or cosmetic services for enhancement purposes (see Surgery, Cosmetic therapy 
or plastic or cosmetic surgery above for exceptions) 

References 

For information regarding services for which Alaska Medical Assistance does not cover for any 
provider type, refer to: 

The Alaska Administrative Code: 7 AAC 105-160, including AAC 105.100 

Services that are not reimbursable to hospitals: 7 AAC 105-160, including 7 AAC 140.315 

Chronic and Acute Medical Assistance (CAMA) 
program service limitations: 

7 AAC 48.005 - 7 AAC 48.900 



 

Quick Reference  N-9 

3Eligibility Codes 

Code Code Description 
Tribal 
Clinic/ 
CHA/Ps 

DHAs 
Tribal 
Inpatient 
Hospital 

Tribal 
Outpatient 
Hospital 

11 
Pregnant women (Alaska 
Healthy Baby program) 

X X X X 

15 
Incapacity/pregnancy 
determination 

X    

19 Waiver determination X    

20 
No other eligibility codes 
apply 

X X X X 

21 

Chronic and Acute Medical 
Assistance (CAMA) coverage 
only (refer to restrictions 
under Chronic and Acute 
Medical Assistance (CAMA) 
Services in the Common 
Provider Information section)  

X 

(Non-Tribal 
beneficiaries 
only)

  

X 

(Non-Tribal 
beneficiaries 
only)

24 300 per cent/Institutionalized X X X X 

25 
Disability and blindness 
exams 

X    

30 Adult disabled, waiver only X X X X 

31 
Adult disabled, waiver 
medical 

X X X X 

34 
Adult disabled, waiver 
APA/QMB 

X X X X 

40 Older Alaskan, waiver only X X X X 

41 
Older Alaskan, waiver 
medical 

X X X X 

44 
Older Alaskan, waiver 
APA/QMB 

X X X X 

50 Under 21 X X X X 

51 
Juvenile court ordered 
custody of Health & Social 
Services 

X X X X 

52 Transitional Medicaid X X X X 

53 
Illegal alien/Unqualified alien 
emergency coverage 

X  X X 

54 
Disabled/Supplemental 
Security Income (SSI) child 

X X X X 

67 
QMB only: Eligible only for 
Medicaid payment of 
Medicare deductible and 

X  X X 
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Code Code Description 
Tribal 
Clinic/ 
CHA/Ps 

DHAs 
Tribal 
Inpatient 
Hospital 

Tribal 
Outpatient 
Hospital 

coinsurance for Medicare-
covered services 

68 

Specified Low Income 
Medicare Beneficiary (SLMB) 
– Eligible Only for Medical 
Assistance Payment of 
Medicare Part B Premium  

 

   

69 APA/QMB (Dual eligibility) X X X X 

70 
Mental retardation and 
developmental disabilities, 
waiver only 

X X X X 

71 
Mental retardation and 
developmental disabilities, 
waiver medical 

X X X X 

74 
Mental retardation and 
development disabilities, 
waiver APA and QMB 

X X X X 

78 

Specified Low Income 
Medicare Beneficiary (SLMB) 
Plus – Eligible Only for 
Medical Assistance Payment 
of Medicare Part B Premium 

 

   

80 
Children with medically 
complex conditions, waiver 
only 

X X X X 

81 
Children with medically 
complex conditions, waiver 
medical 

X X X X 

Medicare premiums only; not eligible 
for claim reimbursement.

Medicare premiums only; not eligible 
for claim reimbursement.
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4How to Get a Service Authorization 

Request a service authorization in the following ways, depending on the type of authorization 
needed. Refer to the Service Authorization section for specific information on requesting these 
types of service authorizations. 

Type Contact 

Community Behavioral Health Clinic 
(CBHC) / Mental Health Physician 
Clinic (MHPC) 

Submit your request for service authorization to 
Xerox in writing using the CBHC/MHPC Service 
Authorization Request. Requests may be faxed to 
866.653.1435. 

Dental Services Submit your request for service authorization to 
Xerox in writing using the Service Authorization 
Request form (AK-SA). Requests may be faxed to 
907.644.9861.  

Outpatient Magnetic Resonance 
Imaging (MRI) 

Contact Xerox, Service Authorization Unit 
800.770.5650 [toll-free in Alaska] or 907.644.6800) 

Inpatient hospital stays  Contact Qualis Health IExchange 

Inpatient mental health services Contact Xerox (877.561.6720) 

Oxycodone/Oxycotin® products, 
Fentanyl patches, and Butorphanol 
nasal spray 

Have the prescribing healthcare provider call 
Magellan’s Medicaid Administration Clinical Call 
Center (800.884.3238) or fax (888.603.7696). 

Transportation and accommodation 
services 

Complete the Transportation Authorization and 
Invoice form (AK-04) and then call Xerox’s Service 
Authorization Unit 800.770.5650 [toll-free in Alaska] 
or 907.644.6800) 

All other services Submit your request for service authorization to 
Xerox in writing using the Service Authorization 
Request form (AK-SA)  
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5 Medical Justification for Outpatient MRIs 

ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Brain, including brain stem 

88.91 70551, 70552, 
70553 

 Acoustic neuroma 

 Intracranial hemorrhage (see the first exception below) 

 Aneurysm 

 A-V malformation 

 Multiple Sclerosis, other demyelinating diseases 

 Tumors – metastasis, pituitary fossa, posterior fossa, 
brain stem, supratentorial 

 Meningomyelocele 

Exceptions: 

 If suspected acute intracranial bleed, CT is better. 

 CT is better for hydrocephalus. 

 CT is better for suspected A-P shunt blockage/failure. 

 Is this follow-up study? When was last study done? An 
MRI of the brain is acceptable if immediately pre-op 
and/or immediately post-op, ordered by Neurosurgeon. 

Chest/Breast 

88.92 71550, 71555  Mediastinal masses 

 Aortic dissection, aneurysm, cardiac trauma 

 CHD 

 Post-op graft function 

 Cardiac tumors 

 Chest wall mass 

 Esophageal tumors 

Heart 

88.92   Tumors of myocardium 

 Congenital disease of great vessels 

 Congenital disease of heart 

 Cardiac chamber thickness/enlargement 

 Velocity flow mapping 

Spinal Canal (cervical, thoracic, lumbar) 

88.93 72141, 72142, 
72146, 72147, 
72148, 72149, 
72156, 72157, 
72158 

 Radiculopathy 

 Disc disease 

 Cord tumor, cord disease 

 Syringo-myelia, Arnold-Chiari malformation 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

 Vertebral osteomyelitis 

 Vertebral metastasis 

 Demyelinating disease 

 Post-op MRI of spine should not be done until scarring 
has had a chance to organize (4-6 weeks) 

 Prior back surgery (greater than 6 weeks) with 
persistent pain 

 Clinical evidence of a suspected herniated disc with a 
worsening neurologic deficit 

 Documentation of severe spinal trauma 

 Suspected diagnosis or cancer, infection, tumors, 
osteomyelitis, myelopathy or spinal cord compression 

 Clinical evidence of spinal stenosis 

a.  Chronic pain exacerbated with back extension 
(walking) and relieved by sitting 

b.  Chronic pain which worsens with increased duration 
of walking 

 Documentation of obvious spinal or congenital 
deformity 

 Persistent acute pain and physical evidence of pain 
after a documented trial (3 weeks or longer) or 
treatment consisting of 

a.  Minimal bed rest followed by restriction of activity for 
3 weeks, 

b.  A course of treatment of muscle relaxants, 
nonsteroidal anti-inflammatory drugs and/or pain 
medication during the acute stages, 

c.  Back exercise program or physical therapy lasting 
3-4 weeks, and  

d.  Patient is being considered for surgery. 

 Documentation of chronic pain for at least 3 months 
which is unresolved. 

Upper Extremity 

88.94 73220, 73221, 
73225 

 Bone tumors 

 Soft tissue tumors 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

 Upper Extremity, Other Than Joint 

88.94 73220  Internal or external derangement of joint(s) 

 Rotator cup tears 

 Avascular necrosis of shoulder or wrist bones 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 

Lower Extremity 

88.94 73720  Osteomyelitis 

 Soft tissue tumors/abscesses 

 Bone tumors 

Exceptions: 

 CT or X-ray best for bony lesions or fractures 

Lower Extremity, Joint(s) 

88.94 73721, 73725  Internal or external disruption of joint(s) 

 Avascular necrosis of femoral head 

 Hermarthrosis 

 Meniscus tears, cruciate injuries 

 Predisposing conditions for meniscus tears: 

a. Recent radiology suggestive of tear but not proven 
by clinical findings 

b. Previous menisectomy with residual symptoms 
corresponding physical evidence of ligamentous 
tear. Recent trauma to knee with localized residual 
pain demonstrated joint instability (Positive Anterior 
Drawer Test, Lackman Test or Pivot Shift Test) 

 Persistent pain and physical evidence of pain after a 
course of treatment with nonsteroidal anti-inflammatory 
agent. Persistent symptoms after a course of physical 
therapy to rule out a tumor if suspected by X-ray 

 Suspected osteonecrosis (such as avascular necrosis 
of femoral head) 

Pelvis 

88.95 72192, 72198  Pelvic mass 

 Staging of bladder cancer, cervical cancer, endometrial 
cancer, prostate cancer 
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ICD-9-CM 
Procedure 
Code 

Possible CPT 
Procedure 
Codes 

Indications (Acceptable Medical Justification) for MRI 

Eye Orbit, Face, Neck 

88.97 70540  Brachial plexus tumors 

 Orbital masses 

 Head/neck tumor staging 

a. If for sinusitis - a Waters view (X-ray) must be done 
first; MRI pre-op is okay if ordered by ENT 
(surgeon) 

b. CT is better for middle ear disease r/o 
cholesteatoma 

Abdomen 

88.97 74181, 74185  Liver - varices, masses, cysts, hemangioma, 
hemochromatosis 

 Pancreas - masses 

 Adrenals - masses 

 Renal - masses, staging of tumors, ureters 

 Pelvic - masses, staging of gyn tumors, detection of 
prostate or bladder tumor 

 Retro-peritoneal - masses, staging of tumors, 
localization of undescended testes 

 Vascular - evaluation of vessel abnormalities 

 G-I - masses of G-I tract (esophagus, stomach, bowel, 
colon, appendix, rectum) 

 

6 Determining the Correct Claim Form to Use 

 

Required fields are minimum required when billing on paper; additional fields may be 
required to comply with HIPAA EDI requirements. 

The claim form that you use depends on which type of provider you are billing. 

Provider Type Transaction 
Type 

Paper Claim Form 

Tribal Clinic 837P CMS-1500 (08/05 Version) 

Inpatient Hospital 837I UB-04 

Outpatient Hospital 837I UB-04 
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Provider Type Transaction 
Type 

Paper Claim Form 

Physician services at an inpatient hospital 
(or at an outpatient hospital if your facility 
chose the ASC option; refer to the Tribal 
Outpatient Hospitals section for additional 
information) 

837P CMS-1500 (08/05 Version) 

Physician billing for CHA/P services 837P CMS-1500 (08/05 Version) 

Dentist billing for DHA services 837D Dental claim form (J400 
Version) 

Ambulatory Surgical Center 837I UB-04 

Pharmacy NCPDP NCPDP Universal Claim Form 
(UCF) 

You can submit claims electronically or via mail. Refer to How to Submit a Claim in this section 
for more information. 

Refer to the Billing Guidelines section for instructions on completing the CMS-1500, UB-04, or 
Dental claim form. 

7 Required CMS-1500 Fields 

If a field is indicated as "Required, if applicable", refer to the claim form instructions for specific 
information. 

 

Required fields are minimum required when billing on paper; additional fields may be 
required to comply with HIPAA EDI requirements. 

 

Field # Field ID Tribal Clinic or CHA/Ps 

1. Medicaid Required. 

1a. Insured’s ID # Required. 

2. Patient’s Name Required. 

6. Patient’s Relationship to Insured Required.  

9.-9d. Other Insured’s Name, Policy or Group 
Number, DOB & Sex, Employer’s Name 
or School Name, Insurance Plan or 
Program Name 

Required. 

10. Is Patient’s Condition related to:... Required, if applicable. 

11d. Is There Another Health Benefit Plan? Required. 

17. Name of Referring Physician/ Other Required. 
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Field # Field ID Tribal Clinic or CHA/Ps 

Source 

17a. Non-NPI ID Required. 

17b. NPI of Referring Physician Required. 

21. Diagnosis or Nature of Illness or Injury Required. 

23. Service Authorization Number  Required, if applicable. 

24 A.-G. Supplemental Information Required, if applicable. 

24A. Dates of Service  Required. 

24B. Place of Service Required.  

24C.  EMG (emergency indicator) Required, if applicable.  

24D. Procedures, Medical Services or 
Supplies 

Required.  

24E. Diagnosis Pointer Required. 

24F. $ Charges Required. 

24G. Days or Units Required.  

24H. EPSDT/Family Planning Required. 

24I. ID Qualifier Required, if applicable.  

24J. Rendering Provider NPI Required. 

27.  Accept Assignment? Required, if applicable. 

28. Total Charge Required. 

29. Amount Paid Required, if applicable. 

30. Balance Due Required, if field 29 is used. 

31. Signature of Physician or Supplier 
Including Degree or Credentials 

Required. 

33. Billing Provider’s Information & Phone 
Number 

Required. 

33a. Billing NPI Required. 

33b. Taxonomy attached to Billing NPI Required. 
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8Required ADA Claim Form Fields 

 

Required fields are minimum required when billing on paper; additional fields may be 
required to comply with HIPAA EDI requirements. 

If a field is indicated as "Required, if applicable" refer to the claim form instructions for specific 
information. 

Field # Field ID Dental Health Aides  

2. Predetermination/ 
Service Authorization Code 

Required, if applicable. 

3. Company Plan/Name, Address, City, State, 
ZIP Code 

Required.  

4. Other Dental or Medical Coverage? Required.  

5. Name of Policyholder/Subscriber Required, if applicable.  

6. Date of Birth Required, if applicable.  

7. Gender  Required, if applicable.  

8. Policyholder/Subscriber ID (SSN or ID#) Required, if applicable.  

9. Plan/Group Number Required, if applicable.  

10. Patient’s Relationship to Person Named in 
Item #5 

Required, if applicable.  

11. Other Insurance Company/Dental Benefit 
Plan Name, Address, City, State, ZIP Code 

Required, if applicable.  

12. Policyholder/Subscriber Name (Last, First, 
Middle Initial, Suffix), Address, City, State, 
ZIP Code 

Required.  

15. Policyholder/Subscriber ID  Required.  

24. Procedure Date  Required.  

27. Tooth Number(s) or Letter(s) Required, if applicable. 

28. Tooth Surface Required, if applicable. 

29. Procedure Code Required.  

30. Description of Service Required.  

31. Fee Required.

33. Total Fee Required.  

34.  Place an “X” On Each Missing Tooth Required.  

35. Remarks Required, if applicable.  

38.  Place of Treatment Required. 

39. Number of Enclosures Required. 

40. Is Treatment for Orthodontics? Required.  

41. Date Appliance Placed Required, if applicable.  

42. Months of Treatment Remaining Required, if applicable.  

43. Replacement or Prosthesis? Required, if applicable.  
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Field # Field ID Dental Health Aides  

45. Treatment Resulting From:  Required.

46. Date of Accident Required, if applicable. 

47. Auto Accident State Required, if applicable. 

48. Dentist’s Name, Address, City, State, ZIP 
Code 

Required.  

49. Dentist’s National Provider Identifier Required.  

52a. Additional Provider ID Required.  

53. Dentist Signature Required.  

54. Dentist’s National Provider Identifier Required.  

55. Dentist’s License Number Required.  

56. Treating Dentist’s Address, City, State, ZIP 
Code 

Required.  

56a. Dentist’s Provider Specialty Code Required, if applicable.  

58. Additional Provider ID Required. 
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9Required UB-04 Fields 

If a field is indicated as "Required, if applicable" refer to the claim form instructions for specific 
information. 

 

Required fields are minimum required when billing on paper; additional fields may be 
required to comply with HIPAA EDI requirements. 

 

Field # Field ID 

Inpatient/ 
Outpatient 
Hospital 

Ambulatory Surgery 
Center 

1. Billing Provider Name, Address and 
Telephone Number 

Required Required 

4. Type of Bill Required Required 

6. Statement Covers Period Required Required 

8a.  Patient Name Required Required 

12. Admission/ Start of Care Date Required Required 

13. Admission Hour IP: Required 

OP: Optional 

Optional 

14. Priority (Type) of Visit Required Optional 

15. Source of Referral for Admission or Visit IP: Required 

OP: Optional 

Optional 

16. Discharge Hour IP: Required on 
discharge claims 

OP: Optional 

Optional 

17. Patient Discharge Status IP: Required 

OP: Optional  

Optional 

18.-28. Condition Codes Required 
if applicable  

Required 
if applicable 

29. Accident State Required 
if applicable 

Required 
if applicable 

31.-34. Occurrence Codes and Dates Required 
if applicable 

Required 
if applicable 

35.-36. Occurrence Span Codes and Dates Required 
if applicable  

Required 
if applicable 

39.-41. Value Codes and Amounts IP: Required 

OP: Optional 

Optional 

42. Revenue Code Required Required 
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Field # Field ID 

Inpatient/ 
Outpatient 
Hospital 

Ambulatory Surgery 
Center 

43. Revenue Description Required  Required 

44. HCPCS/Accommodation Rates/ HIPPS 
Rate Codes 

IP: No entry 

OP: Required 
for outpatient lab 
services 

Required  

46. Service Units Required  Required 

47. Total Charges Required  Required 

50. Payer Name Required  Required  

51. Health Plan Identification Number Required 
if applicable 

Required 
if applicable 

52. Release of Information Certification 
Indicator 

Required  Required  

54. Prior Payments Payer Required 
if applicable 

Required 
if applicable 

56. Billing Provider’s National Provider 
Identifier 

Required Required 

57. Other Billing Provider Identifier Required 
 

Required 
 

58. Insured’s Name Required 
if applicable 

Required 
if applicable 

60. Recipient’s Unique Identifier Required Required 

62. Recipient’s Group Number Required 
If applicable 

Required 
If applicable 

63. Service Authorization Code Required 
if applicable 

Required 
if applicable 

67. Principal Diagnosis Code Required 
if applicable 

Required 
if applicable 

67a.-q. Other Diagnosis Codes Required 
if applicable  

Required 
if applicable 

74. Principal Procedure Code and Date IP: Required No entry 

74a.-e. Other Procedure Codes and Dates IP: Required 
if applicable 

No entry 
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10What to Attach to a Claim 

Follow the guidelines below when determining what attachments are needed. You should also 
review specific attachment requirements for your provider type and for the code you are billing. 
Samples of these forms are included in the Forms Section.  

Refer to the Completed Form Examples Section for examples of completed forms. 

If you are billing....  You must attach.... 

A sterilization Sterilization Consent Form (page P-10). 

Refer to Completing the Sterilization Consent Form in the 
Forms section for instructions. 

A hysterectomy Hysterectomy Consent Form (page P-13). 

Refer to Completing the Hysterectomy Consent Form in the 
Forms section for instructions. 

An abortion Certificate to Request Federal (Medicaid) Funds for Abortion 
(page P-8). 

An unlisted procedure code Written explanation (or Service Authorization Request form, if 
you requested an "unlisted code review")  

A claim when the patient has 
other health insurance 

Explanation of benefits (EOB) for the other insurance 

A claim with modifier 62 (2 
surgeons), modifier 66 (surgical 
team), modifier 22 (unusual 
services), multiple modifiers, or 
for a primary care recipient if 
he/she was seen by a healthcare 
provider other than their primary 
care provider 

Certificate of Medical Necessity or statement of medical 
justification 

A claim for an assistant surgeon, 
for a second assistant surgeon, or 
for multiple modifiers 

Operative Report 

For a private room  Certificate of Medical Necessity/Private Room Approval 
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If you are billing....  You must attach.... 

A claim that needs proof of timely 
filing 

Attach one of the following: 

 Copy of the remittance advice (RA) page showing claim 
denial 

 Copy of a Resubmission Turnaround Document (RTD) 

 Copy of the in-process claims page of an RA 

 Electronic claim submission transmission report 

 Correspondence from Xerox, the Division of Healthcare 
Services, or the Department of Public Assistance 

 Court orders or Administrative Hearing documentation 

 

 

If you are billing electronically.... 

After submitting a claim electronically, you must fax any attachments to Xerox (at 
907.644.8122) using the Electronic Claims Attachment Transmittal cover sheet. (A sample is 
in the Forms Section.) The attachments must be faxed the same day that the claim is 
submitted and should include the submitter number, the document control number (or 
medical record number), and the recipient's name or Alaska Medical Assistance ID number 
so that Xerox can correctly match the attachment with the electronic claim.  

1. Create and assign a unique number of your choice to identify your electronic claim.  

2. Write that same identifying number, along with the recipient’s name and Alaska 
Medical Assistance identification number, on all pages of your support documents for 
that claim.  

3. Print out an Electronic Claims Attachment Transmittal from the Forms Section to use 
as a fax coversheet. Write your unique number on this coversheet.  

4. Fax your coversheet and associated claim documentation the same day that you 
submit your electronic claim.  

Use only the fax number for EDI attachments: 907.644.8122 or 907.644.8123. 
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Administrative Information 

1Regulations and Restrictions 

A.Discriminatory Practices 

Federal laws prohibit discrimination against any person in the United States on the grounds of 
race, color, national origin, age, or handicap, which would deny that person participation in or 
benefits of any program or activity with federal financing. In addition, a provider must not 
discriminate against a person receiving Alaska Medical Assistance services who has a third-
party resource. Payments can be made only to providers who comply with federal laws. These 
federal requirements are stated in Title VI of the Civil Rights Act, Section 504 of the 
Rehabilitation Act, and the 1975 Age Discrimination Act. 

Billing for Alaska Medical Assistance services or supplies is considered evidence that the 
provider is complying with the Acts named above. Failure to comply may result in a 
determination by the Department of Health and Social Services that the provider is not qualified 
to participate in Alaska’s Medical Assistance programs. [7 AAC 150.410] 

B.Payment Error Rate Measurement (PERM) 

Once every three years, the Alaska Department of Health and Social Services takes its turn 
participating, along with other states, in the Payment Error Rate Measurement (PERM) project 
instituted by Centers for Medicare and Medicaid Services (CMS). This program audits providers’ 
records to determine the percentage of improper payments made in the Medicaid and Denali 
KidCare programs. This is a federally-mandated program in which all 50 states must participate 
on a rotating basis, once every three years. 

Providers’ participation in this review is crucial to protect Alaska’s access to Medicaid funding. 
The State of Alaska Medical Assistance Program pays over $1 billion every year to providers. A 
high error rate calculated through PERM may lead to significant financial consequences to the 
Alaska Medical Assistance Program. 

In January 1, 2011, CMS began its review of Alaska Medical Assistance claims. If your patient 
records are selected for review, please bear in mind the following: 

 Documents requested will be for claims paid by Alaska Medical Assistance from October 
1, 2010 through September 30, 2011. 

 Requests for medical records will come from A+ Government Solutions, the contractor 
hired by CMS to conduct the review. 

 Sharing patient records with A+ Government Solutions for review is not a breach of 
patient privacy. In fact, you are required by federal law to provide these records. 

 Documentation must be submitted within 75 days of request. The state, however, 
encourages you to turn in documents within 30 days to allow time to make any 
corrections before the deadline. 
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 Past PERM studies (including the one in Alaska) found that the largest sources of 
payment errors were no response or insufficient documentation. Even legitimate claims 
count as errors if CMS does not receive the requested medical documentation on time. 

Healthcare providers share the risk of potentially driving up the error rate by not responding 
appropriately and promptly when documents are requested. Alaska Medical Assistance 
providers have a pivotal role in reducing the PERM by: 

 Verifying eligibility of recipients 

 Appropriately documenting – if the service is not documented, it will be assumed that it 
did not occur and will be considered an error 

 Maintaining records which support the services for which payment is requested  

 Accurate and timely billing  

 Effective internal review process for data processing errors 

 Promptly responding to request for records 

Note: Failure to provide complete and accurate documentation within the specified time period 
will result in an error. Payments for any claims found to be in error will be recovered by the 
Alaska Medical Assistance Program. 

For complete information about PERM, please visit the Centers for Medicare and Medicaid 
Services’ Web site at: https://www.cms.gov/PERM. 

C.Medicaid Provider Fraud Control Unit 

The Medicaid Provider Fraud Control Unit (MFCU) was established in 1992 by the Alaska 
Legislature and operates within the State Attorney General’s Office. The unit is located in 
Anchorage and has statewide jurisdiction.  

Medicaid Provider Fraud Control Unit 
State of Alaska, Department of Law 
310 K Street, Suite 300 
Anchorage, AK 99501 

The MFCU, under federal law 42 CFR 431.107, is entitled to access all provider records and 
information necessary to fully disclose the extent of services or items furnished to Alaska 
Medical Assistance recipients. Accordingly, the MFCU is an authorized representative of the 
Department of Health and Social Services (DHSS) for the purpose of investigating and 
prosecuting Medicaid fraud and the abuse, neglect or financial exploitation of patients in any 
facility that accepts Medicaid funds.  

Pursuant to the Provider Agreement upon enrollment, and on file with the Alaska Department of 
Health and Social Services, Alaska Medical Assistance providers must comply with the MFCU’s 
requests for records or information about claims submitted to Alaska Medical Assistance and 
services provided to Alaska Medical Assistance recipients.  

The vast majority of healthcare providers are honest and dedicated to providing the highest 
quality healthcare to their patients. However, nationally, it is estimated that fraud, waste and 
abuse account for 10 to 20 per cent of the payments made by Medicaid. If the national trend 
holds true for the state of Alaska, these percentages equate to 30 million to 70 million Medicaid 

https://www.cms.gov/PERM
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dollars annually, resulting in a substantial reduction in monies available to provide necessary 
medical services to needy Alaskans. 

Alaska Medical Assistance recipients may not suspect fraud, as they are seldom made aware of 
the procedures or dollar amounts billed to Alaska Medical Assistance. An unscrupulous provider 
can generate a fraudulent payment by: 

 Billing for services not rendered 

 Billing for higher level of services than actually performed 

 Billing for more services than actually performed 

 Charging higher rates for services to Alaska Medical Assistance than others 

 Coding billings to get more reimbursement 

 Providing and billing for unnecessary services 

 Misrepresenting an allowable service in an Alaska Medical Assistance billing 

 Falsely diagnosing so Alaska Medical Assistance will pay for more services 

If you suspect Medicaid healthcare fraud or patient abuse, do your part to protect the integrity of 
Alaska’s Medical Assistance program and the public resources that fund it: 

 Contact the Medicaid Fraud Control Hotline at 907.269.6279 and ask to speak to an 
investigator or simply leave a message.  

 Fax your information to 907.269.6202 

 Call the Crimestopper’s Hotline at 907.561.7867. You need not give your name and you 
may be eligible for a reward. 

 E-mail your information to medfraud@law.state.ak.us 

2Surveillance and Utilization Review Subsystem (SURS) 

As fiscal agent for the Alaska Department of Health and Social Services, Xerox monitors and 
reviews services and claims to detect and prevent fraud, waste, abuse, or misuse of the Alaska 
Medical Assistance Program by recipients and/or providers and administers the Surveillance and 
Utilization Review Subsystem (SURS).  

A.Definition 

SURS is a federally required component for the Alaska Medical Assistance Program. The goal of 
SURS is to provide a manageable approach to the process of aggregating and presenting 
medical care and service delivery data to meet two major concerns: 

 Surveillance The process of monitoring covered services and items by Alaska 
Medical Assistance participants. Surveillance includes use of 
itemized data for overall program management and use of statistics 
to establish norms of care in order to detect improper or illegal 
utilization practices 

mailto:medfraud@law.state.ak.us
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 Utilization Review The process of analyzing and evaluating the delivery and utilization 
of apparently aberrant medical care on a case basis to safeguard 
quality of care and to guard against fraudulent or abusive use of the 
Alaska Medical Assistance Program by either persons and/or 
institutions providing services or persons receiving them. 

B.Administration 

As fiscal agent for the Alaska Department of Health and Social Services, Xerox monitors and 
reviews services and claims for: 

 Fraud 

 Waste 

 Abuse  

 Misuse of Alaska Medical Assistance funds by recipients and/or providers  

Alaska providers should be aware that all claims submitted to Alaska Medical Assistance will be 
subject to computerized analysis and case review. SURS will identify and report suspected 
occurrences to the Division of Healthcare Services, including billing irregularities and overuse of 
services, along with recommendations for potential sanctioning. 

C.Fraud and Abuse Defined 

The Nature of Fraud 

Fraud is the misrepresentation of fact or omission of information with the intent to illegally obtain 
service, payment or other gain. It can be committed by either the recipient or the provider. 

Examples of Fraud by Recipient 

Recipient fraud is making false statements to eligibility workers or failing to reveal resources or 
income to obtain medical assistance.  

The key factors in establishing recipient fraud are: 

 The fraudulent misrepresentation must be represented as a statement of fact by the 
recipient. 

 The fact misrepresented must be material; an incorrect age, for example, would not be 
critical except where age is a crucial factor in determining eligibility. 

 The misrepresentation must be untrue and the person making the misrepresentation 
must know or believe it to be untrue or make it with a reckless disregard of its truth or 
falsity. 

 The misrepresentation must be made for the purpose of obtaining a benefit or a payment 
to which the individual is not entitled. 

Examples of Fraud by Provider 

Provider fraud is knowingly and willingly billing for services not received by the recipient, double 
billing for a single service, or improperly billing to receive reimbursement that the provider is not 
entitled to. 
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The key factors in establishing provider fraud are: 

 The fraudulent misrepresentation must be presented as a statement of fact by the 
provider. 

 The fact misrepresented must be material. An incorrect diagnosis code, for example, 
would not be critical except when the diagnosis code is a crucial factor in determining 
reimbursement for procedures performed. 

 The misrepresentation must be untrue, and the person making the misrepresentation 
must know or believe it to be untrue or make it with reckless disregard of its truth or 
falsity. 

The Nature of Abuse 

Abuse is the overuse of covered services, providing or receiving unnecessary covered services, 
or providing or receiving duplicate services. It can be committed by either the recipient or the 
provider.  

Examples of Abuse by Recipient 

Recipient abuse occurs when the recipient uses medical personnel and facilities to meet 
nonmedical needs, obtains duplicate services, or is uncooperative in accepting treatment plans. 

Factors associated with recipient abuse include the following: 

 Use of contacts with medical professionals and with persons in the waiting rooms of 
practitioners and outpatient facilities for essentially social purposes, relief of loneliness, 
reassurance or as a substitute for more meaningful social activities 

 Recipient with impaired mental health (diagnosed or undiagnosed) inappropriately 
seeking care from physicians in general practice, which would more appropriately be 
provided by specialists or in mental health facilities 

 Recipient being inconvenienced or dissatisfied with medical care provided and seeking 
duplicate care in more congenial and convenient quarters 

 Negligence in caring for durable items (glasses, hearing aids, etc.) as well as desiring to 
keep up with fads of style 

 Manipulation of the program to acquire drugs or supplies for ineligible persons or to be 
sold for personal gain 

 Acquisition of drugs to support narcotics abuse 

 Gullibility in responding to promotional efforts or suggestions of practitioners that they 
receive care or supplies for which they previously had no desire and are unlikely to use 

Examples of Abuse by Provider 

Provider abuse occurs when the medical services provided are reimbursed in excess of those 
required, do not correspond with diagnosis, are insufficient to accomplish the purpose, or are 
otherwise of low quality. 

Factors associated with provider abuse include the following: 
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 Inordinate referral to practitioners or facilities with whom or with which the referring 
practitioner has a financial arrangement or interest (e.g., ownership interest in 
institutional facilities, pharmacies, laboratories, etc.) 

 Use of institutional facilities for care suitable to office treatment or other forms of 
ambulatory care 

 Promotional and sales efforts to provide services for which recipients felt no need and 
which they would be likely to use improperly (e.g., as sometimes happens with hearing 
aids and other prosthetic appliances) 

 An unstructured system for the delivery of medical care that results in duplicate or 
repetitive provision of services instead of transfer of medical records 

 Eccentric patterns of patient care (services that are not medically necessary) 

 Lack of sufficient medical resources (such as not having appropriate, less expensive 
alternative for medical care) 

Reporting Fraud and Abuse 

Recipients and providers should report any suspected fraud and/or abuse to SURS at Xerox’s 
toll-free Fraud Hotline, 800.256.0930. Reports made in writing should be submitted to: 

Xerox 
Surveillance and Utilization Review 
P.O. Box 240808 
Anchorage, AK 99524-0808 

The aforementioned method of reporting suspected fraud or abuse to Xerox in no way restricts 
or relieves a citizen of the right and responsibility to report suspected criminal activity to the 
proper law enforcement authorities. 

If you are aware that a patient is receiving treatment for injuries caused negligently or 
intentionally by another person, business or organization, notify either Xerox or the Division of 
Healthcare Services. If known, give an example to Xerox or the Alaska Division of Health Care 
Services that proof of liability exists and then bill the responsible party. If liability is 
undetermined, notify Xerox or the Alaska Division of Health Care Services of potential liability 
and bill Alaska Medical Assistance; payment will not be delayed. 

Persons knowingly assisting the recipient or the provider in committing fraud are generally 
considered as aiding in the commission of that act, and may be held responsible. 

D.Measuring Program Integrity 

Activities That May Be Used to Measure Program Integrity 

The Department of Health and Social Services (DHSS) or its designee may use the following 
activities for this purpose:  

 Operation of a surveillance, utilization, and review subsystem within the department’s 
system to manage Alaska Medical Assistance information 

 Audit activities designed to investigate fraud, abuse, overuse, or Alaska Medical 
Assistance Program compliance by providers 
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 Utilization review under 7 AAC 160.140 

 Coordination with the Department of Law, the United States Department of Justice, and 
the United States Office of the Inspector General 

The Alaska Department of Health and Social Services or its designee are required to conduct 
fiscal audits of Alaska Medical Assistance providers, including a desk audit, field audit, or both, 
to determine the provider’s compliance with the requirements of 42 U.S.C. The provider must 
allow the department or its designee, the federal government, or the Department of Law access 
to original financial, clinical, and other records documenting care provided to Alaska Medical 
Assistance recipients.  

Statistical Sampling 

The Alaska Department of Health and Social Services or its designee may use statistically valid 
sampling methodologies to select Alaska Medical Assistance claims for review or audit and to 
calculate overpayment amounts to providers that are subject to a fiscal audit under 
7 AAC 160.110 or a quality assurance program review under 7 AAC 160.140. 

Audits with 30 Days Advance Notice  

Normally the Alaska Department of Health and Social Services or its designee will give a 
provider 30 days advance notice of an audit to be conducted. The notice will: 

 Advise the provider that the department or its designee intends to conduct an audit of the 
provider’s records 

 Specify the place where the audit is to be conducted 

 Specify the records that the provider must produce for purposes of the audit 

 Specify the date by which the provider must produce the records and the address to 
which the records are to be delivered or at which they are to be inspected 

 Advise the provider that the provisions of 7 AAC 105.240 apply to the production of the 
records requested 

Audits without Advance Notice 

The Alaska Department of Health and Social Services or its designee may request records and 
perform an audit of those records without advance notice if it has reason to believe, based on 
reliable evidence, that the provider is engaging in a course of conduct or performing an act that 
is in violation of regulatory requirements. In that case, the provider must produce the requested 
records for an immediate audit at the provider’s place of business or other location as specified 
by the department or its designee.  

Following the department’s or its designee’s audit of a provider’s records, the provider will be 
given the written preliminary findings of the audit. The preliminary findings will not identify any 
overpayment amounts. The provider has 30 days after the date of the preliminary findings to 
submit additional documentation or respond to the preliminary findings.  

The department must issue the final audit report to the provider within 30 days after it has 
considered any documentation or response submitted and the audit is complete. The final audit 
report will include audit or review findings and overpayment amounts identified as a result of the 
audit.  
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If the department finds that the provider has not complied with the requirements, the department 
will take one or more of the following actions:  

 Recoup any identified overpayment amount from the provider 

 Impose sanctions against the provider under 7 AAC 105.400 – 7 AAC 105.490 

 Initiate other administrative or other civil actions 

 Refer the matter to another state, federal, or local agency 

Appealing Audit Findings 

A provider may appeal the findings of a final audit and determinations of overpayment amount 
under the audit. An appeal must:  

 Be made in writing and submitted to: 

Commissioner’s Office 
Department of Health and Social Services 
P.O. Box 110601 
Juneau, AK 00811-0601 

 Be submitted to the commissioner within 30 days after the date of the final audit report 

 Contain a description of the finding or determination being appealed, a copy of the 
determination, and the basis upon which the final audit report is challenged 

 Include all information and materials, including any new information that the provider 
requests the commissioner to consider in resolving the appeal 

The commissioner will review the information and materials submitted and consider the following 
factors in reaching a decision:  

 The provider’s error rate in the audit 

 Whether the provider has a prior history of similar audit findings and whether the 
previous findings were corrected 

 Whether the provider received notice of noncompliance previously and whether the 
provider received training regarding the noncompliance 

 Whether the provider submitted false or fraudulent information or omitted material 
information on the Alaska Medical Assistance claims to the department 

 Whether the findings of the audit indicate that the provider poses a health or safety risk to 
recipients 

The commissioner shall issue a decision within 60 days of receipt of the appeal. The decision is 
a final administrative decision. The department will notify providers of their right to appeal the 
final administrative decisions to the superior court under the Alaska Rules of Appellate 
Procedure.  

Definitions 

For regulatory purposes, the following definitions apply: 

 “Audit” means the process of obtaining competent evidentiary material about a provider 
through inspection, observation, inquiry, and confirmation sufficient to support a 
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reasonable basis for determining the provider’s compliance with the legal requirements of 
the Alaska Medical Assistance Program; 

 “Desk audit” means an audit of a provider conducted by the Department of Health and 
Social Services or its designee based upon an examination of a provider’s records 
without a visit to the provider’s place of business or site where the provider maintains 
business records; 

 “Field audit” means an audit of a provider conducted by the Department of Health and 
Social Services or its designee based upon an examination of a provider’s records with 
at least one on-site visit to conduct audit procedures at the provider’s place of business 
or site where the provider maintains business records.  

E.Penalty to Recipient: Restriction 

The Alaska Department of Health and Social Services will, at its discretion, restrict a recipient’s 
choice of providers of items and services if the department finds that the recipient has used an 
item or service paid for under Alaska Medical Assistance or Chronic and Acute Medical 
Assistance at a frequency or in an amount that is not medically necessary. The department will 
notify the recipient of such a finding and request that the recipient choose a single provider to be 
the exclusive provider for the recipient of each item or service that the department designates. 

After designating a provider or providers, the department will mark the identification card or 
medical coupons issued to the recipient with the word “RESTRICTED” and with the name of the 
designated provider or providers of restricted items or services. 

Except in a medical emergency, only a provider designated by the department may provide 
medical services to a recipient whose identification card or medical coupons are marked 
“RESTRICTED.” In the event of a medical emergency, the recipient may choose a provider 
without restriction. 

A medical emergency exists when a recipient has a severe, life-threatening or potentially 
disabling condition that requires intervention within minutes or hours. 

For further information regarding restriction of a recipient’s choice of providers, refer to 
7 AAC 105.600. 

F.Penalty to Provider: Sanctions 

Grounds for sanctioning providers 

Sanctions may be imposed by the Alaska Division of Healthcare Services (DHCS) for any one or 
more of the following reasons: 

1. Presenting or causing to be presented for payment any false or fraudulent claim for 
services or supplies  

2. Submitting or causing to be submitted false information for the purpose of obtaining 
greater compensation than that to which the provider is legally entitled, including charges 
in excess of a rate established by the division or the provider's usual and customary 
charges  
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3. Submitting or causing to be submitted false information for the purpose of meeting 
service authorization requirements  

4. Failing to disclose or make available to the division or its authorized agent records of 
services provided to Alaska Medical Assistance recipients and records of payments 
made for them  

5. Failing to provide and maintain quality services to Alaska Medical Assistance recipients 
within accepted medical community standards as adjudged by a body of professional 
peers equivalently licensed to practice in this state  

6. Engaging in a course of conduct or performing an act considered improper or abusive of 
the Alaska Medical Assistance Program or continuing that conduct following notification 
that it should cease  

7. Breaching the terms of the Alaska Medical Assistance provider agreement or failure to 
comply with the terms of the provider certification on the Alaska Medical Assistance 
claims form  

8. Overusing the Alaska Medical Assistance Program by inducing, or otherwise causing a 
recipient to receive, services or supplies not required or requested by the recipient  

9. Rebating or accepting a fee or portion of a fee or charge for an Alaska Medical 
Assistance recipient referral  

10. Violating any provision of Alaska Statute AS 47.07 or any regulation adopted under it  

11. Submitting a false or fraudulent application for provider status  

12. Violating any law, regulation, or code of ethics governing the conduct of occupations, 
professions or regulated industries  

13. Being convicted of a criminal offense relating to performance of a provider agreement 
with the state or to a negligent practice resulting in death or injury to a patient  

14. Failing to meet standards required by state or federal law for participation, such as 
licensure  

15. Being excluded from the Medicare program because of fraudulent or abusive practices  

16. Following a documented practice of charging recipients for services in an amount above 
payment made by the Alaska Division of Health Care Services  

17. Refusing to execute a new provider agreement when requested to do so  

18. Failing to correct deficiencies in provider operations after receiving written notice of these 
deficiencies from either the Division of Public Assistance, the Division of Public Health, or 
the Division of Behavioral Health  

19. Being formally reprimanded or censured by an association of the provider's peers for 
unethical practices  

20. Being suspended or terminated from participation in another governmental medical 
program such as worker's compensation, crippled children's program, vocational 
rehabilitation services, and Medicare  

21. Failing to repay or make arrangements for repaying identified overpayments or otherwise 
erroneous payment  
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22. Dispensing a lesser quantity of a drug than that prescribed in order to receive multiple 
dispensing fees for one prescription, unless the drug provider is reducing the prescribed 
amount in order to dispense no more than a 30-day supply  

23. Billing for a drug other than the drug dispensed  

24. Billing for an amount in excess of the normal charge to the typical walk-in, cash-paying 
customer  

25. Billing for a prescription refill that was not authorized by the prescriber  

26. Falsely submitting a bill specifying that a prescriber required a specific brand name drug 
rather than a less expensive generic equivalent  

27. Supplying false information on a dispensing fee or drug cost survey initiated by the 
Division of Healthcare Services in order to establish or revise drug reimbursement rates  

28. Failing to submit business records or other information determined by the Division of 
Healthcare Services to be necessary for the administration of the Alaska Medical 
Assistance Program  

29. Being convicted of a crime that involves contributing to the delinquency of a minor or of 
any sex offense as defined in Alaska Statute AS 11 or in the laws of any other jurisdiction 
or allowing an employee who has been convicted of a crime that involves contributing to 
the delinquency of a minor or of any sex offense as defined in Alaska Statute AS 11 or in 
the laws of any other jurisdiction to provide services reimbursed by Alaska Medical 
Assistance 

30. Engaging in, or failing to report, any act of abuse or neglect of a child reportable under 
AS 47.17.010 - 47.17.022, any harm of an elderly or disabled adult reportable under AS 
47.24.010 - 47.24.120, or any other acts reportable under 7 AAC 37.050(b), if the 
personal care assistant learns of the abuse or neglect in connection with work-related 
activities  

31. Engaging in, or threatening a recipient or a member of recipients' household with, 
physical, sexual, or mental abuse or coercion  

32. Failing to remove an employee from contact with a recipient when there is probable 
cause to believe that the employee has engaged in an act identified in number 31 above 
while providing service  

33. Exploiting a recipient for financial gain or failing to remove an employee who has 
exploited a recipient for financial gain  

34. Theft of medication, money, property, supplies, equipment, or other assets of a recipient 
or the division  

35. Failing to report a theft as described in number 34 above;  

36. Failing to remove from contact with a recipient any employee who is under the influence 
of alcohol or drugs while providing services to a recipient or whose use of alcohol or 
drugs interferes with work performance or recipient safety  

37. Violating, or knowingly allowing an employee to violate, state or federal laws regulating 
prescription drugs and controlled substances, including forging prescriptions and 
unlawfully distributing  
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38. Failing to report to the division facts known to the provider or a provider's employee 
regarding the incompetent or illegal practice or conduct of a care provider in connection 
with personal care services  

39. Submitting or causing to be submitted false information under 7 AAC 105.400  

40. Failing to investigate and sanction an employee who has knowingly falsified information 
under 7 AAC 105.400  

41. Failing to make available to the division all records of services provided to a recipient and 
the payments made for those services  

42. Performing, or allowing an employee to perform, a service that is beyond that person's 
professional training  

43. Failing to perform the acts that are within a person's scope of competence and training 
that are necessary to prevent harm or an increase in the risk of harm to a recipient  

44. Violating the disclosure of information provisions of 7 AAC 37.010 – 7 AAC 37.130  

45. Discriminating, or allowing an employee to discriminate, on the basis of race, religion, 
color, national origin, ancestry, or gender in the provision of care to a recipient  

46. Failing to maintain for each recipient a contemporaneous and accurate record of the 
services provided  

47. A healthcare professional's act or failure to act that would constitute grounds for denial, 
suspension, or revocation of that individual's occupational license issued under Alaska 
Statute AS 08.84.120 

Types of Sanctions 

The following sanctions may be invoked against providers, based on the grounds specified 
above: 

1. Suspension or termination from participation in the Alaska Medical Assistance Program 

2. Restriction or withholding of payments to a provider 

3. Referral to a utilization and quality control, peer review organization 

4. Transfer to a closed-end provider agreement not to exceed twelve months or the 
shortening of an already existing closed-end provider agreement 

5. Attendance at provider education sessions 

6. Required service authorization of services 

7. 100 per cent review of the provider’s claims before payment 

8. Referral to the state licensing board for investigation  

9. Referral for fiscal audit under 7 AAC 160.110 and recoupment of overpayments 

10. Public notice of suspension or termination of a provider 

Imposition of Sanction 

The decision as to the sanction to be imposed will be at the discretion of the director of the 
Division of Healthcare Services, except as follows: 
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If a provider has been: 

 Convicted of defrauding the Alaska Medical Assistance Program 

 Previously suspended due to program or recipient abuse 

 Terminated from the Medicare program for abuse, or 

 Convicted of a crime that causes the division to consider the provider as posing a health 
or safety risk to a recipient 

Based upon any of the above, the Division of Healthcare Services will institute proceedings to 
terminate the provider from the Alaska Medical Assistance Program. 

The following factors will be considered in determining the sanction to be imposed: 

 Seriousness of the offense 

 Extent of violations 

 History of prior violations 

 Prior imposition of sanctions 

 Prior provision of provider education 

 Provider’s willingness to obey program rules 

 Sufficiency of a lesser sanction to remedy the problem 

 Actions taken or recommended by peer review groups or licensing boards 
(Effective 8/18/79, Reg. 71. Authority: AS 47.05.010, AS 47.07.050) 

Scope of Sanction 

A sanction may be applied to all known affiliates of a provider. The decision to include an affiliate 
is made on a case-by-case basis after giving due regard to all relevant facts and circumstances. 
Violation, failure or inadequacy of performance may be imputed to a person with whom the 
provider is affiliated where the conduct occurred during the course of the affiliate’s official duty or 
was carried out by her/him with the knowledge or approval of the provider. 

A clinic, group, corporation or other association may not submit a payment claim to the division 
or its fiscal agent for any services or supplies provided by an individual within that organization 
who has been suspended or terminated from the Alaska Medical Assistance Program. Only 
services or supplies provided before the suspension or termination can be billed. If this provision 
is violated, the division may suspend and/or terminate both the organization and the individual 
within the organization who is responsible for the violation. 

(Effective 8/18/79, Reg. 71. Authority: AS 47.05.010, AS 47.07.050) 

Notice of Sanction 

When the department intends to impose sanctions on a provider, it must send written notice to 
the provider by certified mail. If the suspension or termination of the provider’s participation in 
the Alaska Medical Assistance Program or the withholding of payment is proposed, the 
department must notify the provider of the right to appeal under 7 AAC 105.460. The proposed 
sanction is effective 30 days after the date on the notice if the provider does not appeal or 30 
days after the date of the final administrative appeal decision upholding the proposed sanction.  
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A proposed immediate suspension issued under 7 AAC 160.140 of a provider’s participation in 
the Alaska Medical Assistance Program is effective 10 days after the date of the notice. The 
notice must include:  

 The nature of the discrepancy or violation 

 A description of the proposed sanction to be imposed by the department 

 Whether the matter has been referred for fiscal audit under 7 AAC 160.110 

 Any action required of the provider  

 The provider’s right to an appeal under 7 AAC 105.460  

When the findings have been made and a sanction has been imposed on a provider, the 
department will notify: 

 The provider’s known professional societies 

 The Department of Commerce, Community, and Economic Development  

 Any other federal or state agency that the department is aware has an interest 

If a provider’s participation in the Alaska Medical Assistance Program has been suspended or 
terminated, the department will send written notice of that sanction to each recipient for whom 
the provider has submitted a claim for any service provided in the twelve months preceding the 
notice of sanction. The department will send the written notice to the last mailing address of the 
recipient known to the department. The department will also publish notice of the sanction in a 
newspaper of general circulation or use another method of posting or publication.  

Appealing Sanctions 

Within 30 days after receipt of the notice of sanction, the provider may request an appeal and 
include a request for a formal hearing. The request for appeal must:  

 Be in writing,  

 Contain a statement and supporting documents that describe the alleged violations or 
discrepancies,  

 Specify the basis upon which the notice is challenged, and  

 Explain the reasons that the provider is in compliance.  

A provider may request an expedited appeal of a notice of immediate suspension issued under 7 
AAC 160.140. A provider requesting an appeal or expedited appeal must submit the request to: 

Commissioner’s Office 
Department of Health and Social Services 
P.O. Box 110601 
Juneau, AK 00811-0601 
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Forms 
This section contains sample forms which you may need to use when interacting with Alaska 
Medical Assistance. These forms are provided for you to photocopy and submit to Alaska 
Medical Assistance as needed. 

 CMS-1500 Claim form 

 UB-04 Claim form 

 ADA Dental form 

 Service Authorization form 

 Certificate of Medical Necessity 

 Certificate to Request Federal (Medicaid) Funds for Abortion 

 Change of Medicaid Provider Information form 

 Sterilization Consent form 

 Hysterectomy Consent form 

 Electronic Claims Attachment Transmittal form 

 TPL Avoidance Request form 

 Provider Appeals form 

 Long Term Care Authorization form 

 Long Term Care Supplemental Assessment Level 1 form 

 Healthcare forms Order Request/Provider Billing Manual Request form 

 Claim Status Request form 

 Adjustment/Void Request form 
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1CMS-1500 Claim Form 

 
Figure P-1: CMS-1500 Claim Form 
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2UB-04 Claim Form 

 
Figure P-2: UB-04 Claim Form 
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3ADA Dental Form 

 
Figure P-3: ADA Dental Claim Form 
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4Service Authorization Request Form 

 
Figure P-4: Service Authorization Request (AK-SA) 
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5 Certificate of Medical Necessity 

 
Figure P-5: Certificate of Medical Necessity page 1 
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Certificate of Medical Necessity (pg 2). 

 
Figure P-6: Certificate of Medical Necessity page 2 
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6Certificate to Request Federal (Medicaid) Funds for Abortion 

 
Figure P-7: Certificate to Request Federal (Medicaid) Funds for Abortion 
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7Change of Medicaid Provider Information Form 

 
Figure P-8: Change of Medicaid Provider Information Form 
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8Sterilization Consent Form 

 
Figure P-9: Sterilization Consent Form Page 1 
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9Sterilization Consent Form Instructions 
If the claim has a procedure code that indicates a sterilization procedure was performed, the 
sterilization consent form must be attached to the claim. The sterilization consent form attached 
(a copy is provided in the billing manuals) is the only consent form that will be accepted. 

 Doctor or Clinic Name 

 Type of Operation 

 Patient Date of Birth 

 Patient Name 

 Name of Doctor (If IHS, field can be filled in with ANMC or Tribal) 

 Type of Operation 

 Signature of Patient 

 Date signed by Patient 

 Patient Name 

 Type of Operation 

 Signature of Person Obtaining Consent 

 Date signed by Person Obtaining Consent 

 Facility and Address 

 Patient Name 

 Date of Sterilization 

 Type of Operation 

 Be sure the alternate paragraph regarding the time frame has been CROSSED 
out 

 Signature of Physician 

 Date signed by Physician 

Figure P-10: Sterilization Consent Form Page 2 
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10Completing the Sterilization Consent Form 

 

A waiver of the 30-day waiting period between receiving the recipient's consent and 
performing the surgery may be given under the following situations: 

 Premature delivery, if the informed consent was given at least 30 days before the 
expected delivery date, 

 Emergency abdominal surgery. The physician must describe the emergency. 

At least 30 days (and not more than 180 days) before performing the sterilization, you must have 
the voluntary informed consent of the recipient, indicated by his/her completion of the 
Sterilization Consent Form. Refer to the Forms Section for a copy of the Sterilization Consent 
Form. 

Before the recipient signs the consent form, you must inform them orally: 

 About the procedure 

 About alternative methods of family planning and birth control 

 That sterilization is considered irreversible 

 About the discomforts and risks of the surgery and the benefits or advantages of 
sterilization 

 That no federal benefits will be withdrawn if he or she decides not to be sterilized 

You must effectively communicate this information to any individual, regardless of any handicaps 
such as blindness or deafness. If the recipient does not understand the language of the consent 
form or of the person explaining the procedure, you must provide an interpreter. 

Consent cannot be obtained from anyone who is in labor (childbirth), who is under the influence 
of alcohol or other drugs, or who is seeking or obtaining an abortion. 

In addition to being signed by the recipient, the Sterilization Consent Form must be 

 Signed by the person obtaining the recipient consent ("Statement of Person Obtaining 
Consent") certifying that the recipient was informed orally before he or she signed the 
form 

 Signed by the physician, after he or she performed the surgery, certifying that he or she 
told the recipient about the requirements for informed consent, that the recipient is 
mentally competent, and that at least 30 days have passed since the recipient signed the 
consent form. 

 Submitted with the claim for the sterilization. 
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11Hysterectomy Consent Form 

 
Figure P-11: Hysterectomy Consent Form Page 1 
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Hysterectomy Consent Form (pg 2) 

 
Figure P-12: Hysterectomy Consent Form Page 2 
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12Completing the Hysterectomy Consent Form 

Before performing the hysterectomy, you must 

1. Tell the recipient, in writing and orally, that the procedure will cause sterility (will make 
the individual permanently incapable of reproducing). 

2. Have the recipient sign the Hysterectomy Consent Form (refer to the Forms Section for a 
copy of the Hysterectomy Consent Form). 

3. Sign the Hysterectomy Consent Form stating that the recipient was informed orally and in 
writing that the surgery will cause sterility (the person signing the form must be the 
person who informed the recipient) 

 

The Hysterectomy Consent Form does not need to be signed before the surgery if the 
physician performing the surgery states, in writing, that the individual was sterile before 
the procedure and also states the cause of sterility 
 or  
that the hysterectomy was performed because of a life-threatening emergency in which 
prior acknowledgement was not possible. The physician must include a description of the 
emergency. 

When completing the remainder of the Hysterectomy Consent Form, the physician must include 
the medical justification for the procedure. The signed Hysterectomy Consent Form must be 
submitted with the claim for the hysterectomy. 
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13Electronic Claims Attachment Transmittal Form 

 
Figure P-13: Electronic Claims Attachment Transmittal Form 
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14 TPL Avoidance Request Form 

 
Figure P-14: TPL Avoidance Request Form 
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15Provider Appeals Form 

 
Figure P-15: Provider Appeals Form 
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16Long Term Care Authorization Form (AK-LTC-1) 

 
Figure P-16: Long Term Care Authorization Form (AK-LTC-1) (Page 1) 
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Long Term Care Authorization Form (AK-LTC-1) (Pg 2) 

 
Figure P-17: Long Term Care Authorization Form (AK-LTC-1) (Page 2) 
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Long Term Care Authorization Form (AK-LTC-2) 

 
Figure P-18: Long Term Care Authorization Form (AK-LTC-2) (Page 1) 
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17Long Term Care Supplemental Assessment Level 1 Form 

 
Figure P-19: AK-LTC-3 MI/MR Supplemental Assessment Level 1 (Pg 1) 
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Long Term Care Supplemental Assessment Level 1 Form (Pg 2) 

 
Figure P-20: AK-LTC-3 MI/MR Supplemental Assessment Level 1 (Pg 2) 
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Long Term Care Supplemental Assessment Level 1 Form (Pg 3) 

 
Figure P-21: AK-LTC-3 MI/MR Supplemental Assessment Level 1 (Pg 3) 
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18Healthcare forms Order Request/Provider Billing Manual 
Request Form 

 
Figure P-22: Healthcare Forms Order Request Form 
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Healthcare forms Order Request/Provider Billing Manual Request Form (Pg 2) 

 
Figure P-23: Provider Billing Manual Request Form 
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19Adjustment/Void Request Form 

 
Figure P-24: Adjustment/Void Request form 
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 Completed Form Examples 
This section contains examples of completed forms, or mockups, to illustrate proper form 
completion. 

 CMS-1500 Claim form - Clinic 

 CMS-1500 Claim form - CHA/P 

 TPL-Avoidance Request form 

 Transportation Voucher 

 Medicare Crossover Paper Claims 



 

Q-2 Completed Form Examples 

1CMS-1500 Claim Form - Clinic 

 
Figure Q-1: Completed CMS-1500 Claim Form- Clinic Example 
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2CMS-1500 Claim Form - CHA/P 

 
Figure Q-2: Completed CMS-1500 Claim Form - CHA/P Services Example 



 

Q-4 Completed Form Examples 

 

Note: Effective May 1, 2012, Alaska Medical Assistance will require that all claims 
submitted for dates of service beginning May 1, 2012 include the CHA/P National 
Provider Identifier (NPI) for services rendered by a CHA/P in field 24J on the CMS-1500. 

The U1 modifier may no longer be submitted on claims to Alaska Medical Assistance. 
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3TPL-Avoidance Request Form 

 
Figure Q-3: Completed TPL Form Example 



 

Q-6 Completed Form Examples 

4Transportation Voucher 

 
Figure Q-4: Transportation Authorization and Invoice (AK-04) Completed Example 
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5Medicare Crossover Paper Claims 

 
Figure Q-5: Medicare Crossover Paper Claims Completed Example 
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Glossary of Terms 
A 

Adjudicated Claim 

A claim that has reached final disposition, being either paid or denied.  

Adjustment/Void Request Form 

A form that a provider submits to the division to: a) change a paid claim line that was billed or 
processed incorrectly, b) void a paid claim line, or c) repay an overpayment to the division. 

ABC Codes 
Alternative Billing Codes (ABC) consisting of five-character, alphabetic strings that identify 
services, remedies, and/or supplies. Codes are followed by two-character modifiers which 
identify the practitioner type that delivered the care. 

AK-SA 

The Service Authorization Request form used to authorize medical services in advance, when 
required. 

Alaska Medical Assistance Waiver 
Services to keep individuals with disabilities in their home communities and out of institutions, 
hospitals and nursing facilities. Alaska has three Home and Community-Based Waivers: waivers 
for children with complex medical conditions, waivers for children and adults with developmental 
disabilities, and waivers for adults with developmental disabilities who also have physical 
disabilities. 

Alaska Medical Assistance Provider ID Number 

A unique identifier assigned upon enrollment with Alaska Medical Assistance. It is used for 
processing and tracking claims for a particular provider. The ID is usually between 6 and 8 
characters in length. The first 2 characters are letters which indicate the provider type. 

Alaska MMIS 

Alaska Medicaid Management Information System; claims processing.  

Appeal 

An action taken by a provider who disagrees with a claim denial or reduced payment, non-
certification of hospital admission or length of stay, denied or reduced SA request, non-
certification of a service that requires certification by a quality improvement organization, denied 
enrollment, disenrollment, or disputed recoupment of an overpayment. 

B 

Beneficiary (more commonly called "Recipient") 

An individual eligible to receive medical services under Alaska Statutes. 
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C 

CAMA (Chronic and Acute Medical Assistance) 

See "Chronic and Acute Medical Assistance." 

CCN (Claim Control Number) 

An identification number assigned to each Alaska Medical Assistance claim submitted for 
processing, based upon the Julian calendar. Also referred to as "Internal Control Number” (ICN).  

Chronic and Acute Medical Assistance (CAMA) 

CAMA is a state-funded program designed to help needy Alaskans who have specific illnesses 
get the medical care they need to manage those illnesses. It is a program primarily for people 
age 21 through 64 who do not qualify for Alaska Medical Assistance benefits, have very little 
income, and have inadequate or no health insurance.  

Claim Line 

A line item of a claim form identifying the services and/or charges for service for a single 
recipient from a single provider. A UB-04 claim (formerly UB-92), which is processed as one 
claim line, is an exception.  

CMS (Centers for Medicare and Medicaid Services) 

Formerly Healthcare Financing Administration (HCFA), CMS is the Centers for Medicare and 
Medicaid Services. CMS is the federal agency responsible for administering the Medicare, 
Medicaid, State Children’s Health Insurance (SCHIP), Health Insurance Portability and 
Accountability Act (HIPAA), Clinical Laboratory Improvement Amendments (CLIA), and several 
other health-related programs. 

CMS-1500 

Formerly HCFA-1500. The Centers for Medicare and Medicaid Services' Claim form used to bill 
Alaska Medical Assistance for professional healthcare services.  

Cost Sharing 

Copayment. An established amount that is collected from some recipients by providers for some 
of Alaska Medical Assistance services. Payment to the provider is reduced by the cost sharing 
amount. 

CPT®-4(Current Procedural Terminology, Fourth Edition)1 

A listing of descriptive terms and identifying codes for reporting services and procedures 
performed by physicians. CPT-4 is revised and published annually by the American Medical 
Association. 

Crossover Claim 

A claim for services rendered to a recipient eligible for benefits under both Alaska Medical 
Assistance and Medicare programs. Medicare benefits must be processed prior to Alaska 
Medical Assistance benefits.  
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D 

Denali KidCare 

An Alaska Department of Health and Social Services Medical Assistance program to ensure that 
children and teenagers of both working and non-working families can have the health insurance 
they need. Denali KidCare provides excellent health insurance coverage for children and 
teenagers through age 18, and for pregnant women who meet income guidelines. 

Denied Claim 

A claim for which no payment is made to the provider.  

Department of Health and Human Services (DHHS) 

The department of the federal government that administers Medicare and Medicaid programs.  

Department of Health and Social Services (DHSS) 

The department of Alaska State government responsible for State administration of assistance 
programs. 

Division of Behavioral Health (DBH) 

The division within the Alaska Department of Health and Social Services responsible for 
administering outpatient mental health programs, inpatient psychiatric care, residential 
psychiatric treatment centers, program grants, and certifying substance abuse rehabilitation 
programs. 

Division of Healthcare Services (DHCS) 

The division within the Alaska Department of Health and Social Services responsible for 
administering Alaska Medical Assistance and other Medical Assistance programs, including 
CAMA and Denali KidCare.  

Division of Public Assistance (DPA) 

The division within the Alaska Department of Health and Social Services responsible for 
determining eligibility for the Alaska Medical Assistance Program. 

Division of Senior and Disabilities Services (DSDS) 

The division within the Alaska Department of Health and Social Services responsible for 
administering the Personal Care Assistant and Home and Community-Based Waiver programs 
as well as providing service authorization for long term care facilities. 

E 

EDI (Electronic Data Interchange) 

The electronic submission of Medicaid claims for processing. 

Edit 

Verification of appropriateness of claim data.  

Effective Date (of Payments) 

The date on which a new or modified prospective payment rate is determined by the Department 
of Health and Social Services to be effective. [7 AAC 150.990] 
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Eligibility Code 

A category of eligibility assigned to a recipient by the Alaska Division of Public Assistance, 
determining the type of medical services the recipient is eligible to receive. 

Eligible Recipient 

See "Recipient." 

EOB (Explanation of Benefits) 

A notice issued by an insurance company to the recipient or provider of Alaska Medical 
Assistance-covered services that explains the payment or non-payment of a specific claim 
processed. 

EOB Code 

An explanation code appearing on the Alaska Medical Assistance remittance advice for those 
claim charges denied or returned for correction. 

EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) 

A federally mandated program to prevent, or to identify early, and treat potentially disabling 
diseases and conditions in individuals less than 21 years of age as a more cost-effective way to 
provide medical aid to eligible recipients. The program includes an outreach component to 
identify eligible individuals, match them with providers, and enroll them in the program. 

EVS (Eligibility Verification System) 

An automated telephone system maintained by Xerox to help providers determine the Alaska 
Medical Assistance eligibility of their patients. 

Explanation of Benefits 

See "EOB." 

F 

Facility 

An acute care hospital, specialty hospital, nursing facility, intermediate care facility for individuals 
with intellectual and developmental disabilities, psychiatric hospital, rural health clinic, or 
outpatient surgical clinic. [7 AAC 150.990] 

Family Planning (FP) Services 

Those services and materials provided with the purpose of postponing, avoiding, or terminating 
pregnancy, including the dispensing of birth control drugs and devices for males and females, 
and the performance of vasectomies, sterilizations, and abortions for the purpose of avoiding or 
terminating pregnancy, except as limited under 7 AAC 120.140 (f) (2). [7 AAC 160.990] 

Federally Qualified Health Center (FQHC) 
A facility that has filed an agreement with the Alaska Department of Health and Social Services 
to provide federally qualified health center services under Alaska Medical Assistance. [7 AAC 
160.990] 
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Federally Qualified Health Center (FQHC) Visit 

The aggregate of face-to-face encounters, occurring on the same calendar day and at a single 
location, between a federally qualified health center patient and one or more federally qualified 
health center professionals. “Aggregate of face-to-face encounters” does not include:  

 Multiple face-to-face encounters in which, after the first encounter, the patient suffers an 
additional illness or injury requiring additional diagnosis or treatment;  

 A face-to-face encounter for dental or mental health diagnosis or treatment that occurs 
on the same calendar day and single location as one or more face-to-face encounters for 
medical diagnosis or treatment; or  

 Charity care as defined in 7 AAC 145.700.  

Fiscal Agent 

A Fiscal Agent is an organization that reviews, processes and pays provider claims on behalf of 
the Alaska Department of Health and Social Services for Alaska Medical Assistance. Alaska’s 
Fiscal Agent for Alaska Medical Assistance is Xerox. 

FP (Family Planning) 

See "family planning services." 

H 

HCPCS 

Healthcare Common Procedure Coding System. HCPCS is a set of healthcare procedure codes 
based on the American Medical Association's Current Procedural Terminology (CPT®). HCPCS 
includes three levels of codes: 

 Level I consists of CPT1 codes. See “CPT®-4(Current Procedural Terminology, Fourth 
Edition)1” 

 Level II codes are alphanumeric and primarily include non-physician services such as 
ambulance services and prosthetic devices.  

 Level III codes, also called local codes, were eliminated. 

Hospital 

A facility licensed by the Alaska Department of Health and Social Services to provide inpatient 
and outpatient hospital services. [7 AAC 160.990] 

Hospital Inpatient/Outpatient Claim 

The UB-04 (formerly UB-92) used to bill inpatient hospital services. 

I 

ICD (International Classification of Diseases) 

A classification and coding structure of diseases, published by the World Health Organization 
and used by the healthcare community to describe a patient's condition and illness and to 
facilitate the collection of statistical and historical data.  
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ICD-9-CM 

ICD-9-CM is the coding classification system used to describe diseases and operations. It 
serves an important function for physician reimbursement, hospital payments, quality review, 
and benchmarking measurement.  

ICF (Intermediate Care Facility) 

A licensed facility certified to deliver intermediate care services. These services are the:  

 Observation, assessment, and treatment of a recipient with a long-term illness or 
disability, whose condition is relatively stable and where the emphasis is on maintenance 
rather than rehabilitation, or  

 Care for a recipient nearing recovery and discharge, whose condition is relatively stable 
but who continues to require professional medical or nursing supervision. 
[7 AAC 140.510] 

Intermediate Care Facility for Individuals with Intellectual and Developmental Disabilities (ICF/IDD) 

A facility certified as an intermediate care facility for individuals with intellectual and 
developmental disabilities or individuals with related conditions. [7 AAC 160.990] 

Indian Health Service (IHS) 

An agency within the Department of Health and Human Services responsible for providing 
federal health services to American Indians and Alaska Natives. As the principal federal 
healthcare provider and health advocate, the goal of the IHS is to raise the health status of 
Indian and Native peoples to the highest possible level. 

Institutional Claim 

The UB-04 (formerly UB-92) claim form used by institutional providers for inpatient and 
outpatient billing. 

Interdisciplinary Team 

A group of caregivers from different specialties who work together to achieve a team-defined, 
favorable patient outcome. While representation of some disciplines is mandated by regulation 
or necessity, others may participate if resources permit. For instance, a hospice team must 
include a physician, a registered nurse, a social worker, and a spiritual counselor. However, a 
physical therapist and home health representative might be welcome – although optional – 
additions. Ideally, the patient or patient’s representative serves as a team member as well.  

Each member of the interdisciplinary team must be qualified in terms of applicable education 
and training. If the individual's profession requires licensing or certification, that license or 
certification must be current. [7 AAC 12.327; 7 AAC 43.470; 7 AAC 160.990] 

J 

Julian Date 

The consecutively numbered day of the calendar year. It is used to assign a claim control 
number to each claim submitted for Alaska Medical Assistance processing. 
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L 

Long Term Care Facility 

An intermediate care facility for individuals with a developmental disability, or a nursing facility. 

LTC (Long Term Care) 

Medical care services performed in nursing homes. Refer to "Long Term Care Facility."  

M 

Medicaid 

A joint federal and state assistance program created by Title XIX of the Social Security Act 
designed to pay for necessary, covered medical care for individuals who meet the program's 
eligibility requirements. 

Medical Assistance Authorization 

A medical assistance card or coupon issued by the Alaska Division of Public Assistance, that 
identifies a recipient as being eligible for Alaska Medical Assistance, CAMA or Denali KidCare 
coverage during a specific time period.  

Medicare Remittance Notice 

See "MRN." 

MMIS (Medicaid Management Information System) 

See "Alaska MMIS." 

MRN (Medicare Remittance Notice) 

Same as EOB, except notice is issued by Medicare. 

N 

NDC 

National Drug Code. Each drug product listed is assigned an NDC code, a unique 11-digit, 
3-segment number which identifies the labeler, product, and trade package size. 

The first segment, the labeler code, is assigned by the FDA. A labeler is any firm (including a 
repacker or relabeler), that manufactures or distributes the drug under its own name.  

The second segment, the product code, identifies a specific strength, dosage form, and 
formulation for a particular firm.  

The third segment, the package code, identifies package size and type. Both the product and 
package codes are assigned by the firm.  

O 

Outpatient Care 

Hospital services and supplies furnished in the hospital outpatient department or emergency 
room and billed by a hospital in connection with the care of a patient who is not a registered bed 
patient.  
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Outpatient Surgical Clinic 

An ambulatory surgical center which operates as a distinct entity exclusively for the purpose of 
providing surgical services to patients not requiring hospitalization. [7 AAC 150.990] 

P 

PA (Prior Authorization) 

Now called “Service Authorization” (see). [7 AAC 160.990]  

Paid Claim 

A claim that has been processed through the system, approved for payment, and paid. 

Patient Day 

A calendar day of inpatient care, including the day of admission and not the day of discharge. 
[7 AAC 150.990] 

Pended Claim 

A claim that has failed to pass the system edits and requires manual intervention by state or 
fiscal agent personnel before continuing in the processing cycle.  

Physician Collaborator 
 An advanced nurse practitioner, physician assistant, physical therapist, occupational 

therapist, or audiologist who is licensed or registered under AS 08 and who practices 
within the scope of that license or registration 

 A speech pathologist who meets the requirements of 7 AAC 43.926(a) (1)(A) 

 A nurse anesthetist who is licensed under AS 08 and certified to select and administer 
anesthetic and give anesthetic care, and who practices within the scope of that license 
and certification. [7 AAC 160.990] 

Pricing Methodology 

The method for determining the allowable amount Alaska Medical Assistance will reimburse a 
provider for a specific service rendered to an eligible recipient. 

Prior Authorization 

Now called “Service Authorization” (see). [7 AAC 160.990]  

Prior Resource 

An alternative resource available to provide or pay for a service, which must be fully utilized 
before payment will be made on behalf of an eligible recipient by Alaska Medical Assistance. 

Procedure Code 

A specific code (e.g., CPT, HCPCS, or ABC) given to each individual service or procedure, 
which is entered on a Alaska Medical Assistance claim by the provider to identify the services 
rendered to an eligible recipient. 

Provider 

An individual, firm, corporation, association, or institution that provides or has been approved to 
provide medical assistance to a recipient under Alaska Medical Assistance. [7 AAC 160.990]  



 

Glossary of Terms  R-9 

Provider Relations 

Communications between providers and the State (or State fiscal agent) involving provider 
training, provider recruitment, problem resolution, and other provider inquiries. 

Psychiatric Facility 

A licensed hospital facility or part of a licensed hospital facility that is primarily for the diagnosis 
and treatment of mental, emotional, or behavioral disorders. [7 AAC 160.990] 

R 

RA (Remittance Advice) 

The statement mailed to a provider detailing the charges pending, paid, denied, or returned. 
Explanation codes are included for those denied or returned for correction. 

Recipient 

An individual eligible for Alaska Medical Assistance in accordance with State Statutes and 
certified as such by the State.  

Remittance Advice 

See "RA." 

Resource Code 

Medical insurance coverage other than Alaska Medical Assistance, identified on the recipient's 
Alaska Medical Assistance authorization card or coupon. 

Rolling Year 

The twelve-month period commencing with the date of the initial examination, visit or treatment. 

RTD (Resubmission Turnaround Document) 

A page accompanying the remittance advice (RA) that allows the provider to correct certain 
errors on a claim form without having to resubmit the claim. 

Rural Health Clinic 

A facility that has filed an agreement with the Alaska Department of Health and Social Services 
to provide rural health clinic services under Alaska Medical Assistance. [7 AAC 160.990] 

Rural Health Clinic Visit 

The aggregate of face-to-face encounters, occurring on the same calendar day and at a single 
location, between a rural health clinic patient and one or more rural health clinic professionals. 
“Aggregate of face-to-face encounters” does not include:  

 Multiple face-to-face encounters in which, after the first encounter, the patient suffers an 
additional illness or injury requiring additional diagnosis or treatment 

 A face-to-face encounter for dental or mental health diagnosis or treatment that occurs 
on the same calendar day and single location as one or more face-to-face encounters for 
medical diagnosis or treatment 

 Charity care as defined in 7 AAC 145.700 [7 AAC 160.990] 
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S 

SA (Service Authorization) 

Service Authorization. Was previously called “Prior Authorization.” [7 AAC 160.990]  

Sanction 

A disciplinary action imposed by the State on providers or recipients as a result of having 
committed an offense against the program as outlined in the Alaska Administrative Code.  

Service Authorization 

Approval by the department of a certain type and number of units of Alaska Medical Assistance-
covered services before those services are provided. Was previously called “Prior 
Authorization.” [7 AAC 160.990]  

SNF (Skilled Nursing Facility) 

A licensed facility certified to deliver skilled nursing care services to medical care recipients 
under 7 AAC 140.515. These services are the observation, assessment, and treatment of a 
recipient’s unstable condition requiring the care of licensed nursing personnel to identify and 
evaluate the recipient’s need for possible modification of treatment, the initiation of ordered 
medical procedures, or both until the condition improves to the point of stabilization. 
[7 AAC 140.515] 

State Medicaid Plan 

The comprehensive written commitment by an Alaska Medical Assistance agency, submitted 
under Section 1903(a) of the Social Security Act, to administer or supervise the administration of 
an Alaska Medical Assistance Program in accordance with federal and state requirements.  

SUR (Surveillance and Utilization Review) 

Review that builds a statistical base for healthcare delivery and utilization pattern profiles for 
both providers and recipients and generates a listing of potential abuses for review by State 
personnel.  

T 

TEFRA 
Tax Equity and Fiscal Responsibility Act. This is an Alaska Medical Assistance Program for 
children under the age of 19 who meet certain medical and disability guidelines. Only the child’s 
income and resources are considered in applying for TEFRA. The child’s income may be no 
more than 300 per cent of the federal poverty standard and her/his resources must be less than 
$2,000. 

Third-Party Liability (TPL) 

See "TPL." 

Timely Filing 

All claims must be filed within twelve months of the date services were provided to the patient. 
The twelve-month timely filing limit applies to all claims, including those that must first be filed 
with a third-party carrier.  
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Title XIX 

Title Nineteen of the Social Security Act of 1965, which established Medicaid to provide medical 
assistance to certain low income needy individuals and families.  

TPL (Third-Party Liability) 

Health insurance resources other than Alaska Medical Assistance which may or may not be 
responsible for at least partial payment of a claim. 

U 

UB-04 

The Uniform Bill (claim form) used by institutional providers for institutional billing. 

Unlisted Procedure Code 

A specific code (e.g., CPT, HCPCS, or ABC) designated for reporting an unlisted procedure. The 
use of an unlisted code on a claim form requires a written description by the provider of the 
service or procedure rendered to an eligible recipient and the reason no other procedure code 
was appropriate for the service or procedure rendered. This information is to be attached to the 
claim when submitted. 

V 

Verification 

The process of checking the accuracy and correctness of data.  

X 

Xerox 

See "fiscal agent." 
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Appendices 
The following appendices are included in this manual: 

 Appendix A: Alaska Medical Assistance Acronyms and Abbreviations 

 Appendix B: Directory Assistance 

 Appendix C: Web site Navigation 

 Appendix D: Julian Calendar 

 Appendix E: Care Management 

 Appendix F: Hospital Revenue Codes 

 Appendix G: General Covered Codes for CHA/Ps 

 Appendix H: Service Authorization Table for Prescription Drugs 

 Appendix I: Dental Health Aide Codes 

 Appendix J: Revision History 

 

 


