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PURPOSE

To ensure claims are handled in a timely and secure manner.
POLICY   

It is the policy of the Berrien Mental Health Authority (BMHA) that a claims system shall be developed and maintained for the purpose of paying external claims.
STANDARD

All claims, regardless of billing format or claim type, must be processed within 30 days of the date when all necessary information is received to be considered a “clean” claim.  Claims lacking necessary information must be tracked and the provider notified of needed information within 30 days.  Claims not entered into IRIS due to missing information must be tracked manually to ensure processing time frames are consistent with the law.

DEFINITIONS:

Claims:  A provider submitted record, representing an episode of care provided, utilizing the approve form(s) and correct coding.

Clean Claim:  A clean claim meets all the following criteria:

1. The services that constitute the claim have been authorized.

2. The services have been provided and properly documented (including accurate start and stop times when required by code) according to source document requirements.

3. The services must be reimbursable as defined in the master contract between BMHA and the provider.

4. Diagnoses and universal codes and any relevant modifiers identifying the number and type of service or treatment provided are included as required by contract.

5. All data elements required contractually are complete for the consumer.

6. Additional documentation to calculate payment, such as an Explanation of Benefits form (EOB) from a primary insurance carrier are included when necessary.

7. EOB for electronic claims must be securely emailed or faxed to the Claims Specialist

8. The claim has been received by BMHA within the filing limit identified within the Provider’s contract.

9. The service for a consumer cannot overlap with another provider for the same date/time of service unless permissible by the service code.

Forms:  Providers who have been approved to submit paper claim forms may use UB-04 and HCFA-1500 or another BMHA approved format.

Provider:  An individual or entity furnishing Medicaid services under a provider agreement with a Medicaid agency.
PROCEDURE(S)
I. Paper Claim Submission
A. Sorting, Batching and Date Stamping:

1. To facilitate prompt handling of paper claims Providers should submit them to:

Berrien Mental Health Authority

Attention: External Claims 
PO Box 547

Benton Harbor, MI 49023

2. Claims are considered “Received” on the date delivered to BMHA by the postal service or other carrier.  

3. Claims Specialist will:

a. Date stamp the date received on the face of the claim.

b. Claims Specialist will enter the claims into the system in the order received and enter the data as it appears on the claim without alteration.

c. Claims that are not yet entered will be kept in a secure location in order of receipt in a separate folder from entered claims.
d. Claims will be entered within 10 calendar days of receipt when a claim is “clean”

B. Batch/Claim Numbers:
1. Once entered, the BMHA electronic health record and claims system - IRIS will generate a unique identifying number for each entered claim line within a batch with a unique batch number to help identify claims.

2. Multiple consumers and claims can be entered in the same batch.  See Procedure External Professional Claims Payment and Appeal Process 07-80-01.
3. The claim line number will also appear on the provider remittance advice to track claim activity and is used to retrieve the original document for post payment audits and respond to claims inquiries.

C. Claim Date/Clean Claim:
1. A claim will be dated by IRIS on the date it was entered into the system.  It will be a “Clean Claim” once it meets the criteria listed above.

2. A “Clean Claim” will be ready for payment when the claim information has been verified by the Claims Specialist and it is submitted for adjudication and approval in IRIS.

3. The Business Office Manager will review all Clean Claims verified by the Claims Specialist and confirm them for payment or return them to the Claims Specialist for further review; if needed.

4. Once approved by the Business Office Manager, the Accountant will then pay all confirmed claims.
D. Consumer Eligibility:  

BMHA Claims staff are responsible for ensuring appropriate Medicaid eligibility exists within IRIS and for verifying and accounting for any third-party liability.

II. Electronically Entered Claim:
A. Providers may request and receive access to IRIS to input claims for services rendered and authorized pursuant to Policy and Procedure 07-80-01.

B. IRIS will generate a unique identifying number for each entered claim line within a batch with a unique batch number.

C. Multiple consumers and claims can be entered in the same batch.

D. A claim will be processable when a “Clean Claim” is submitted for adjudication and approval in IRIS, after all information is entered and verified by the Claims Specialist.

E. The Business Office Manager will review all Clean Claims verified by the Claims Specialist and confirm them for payment or return them to the Claims Specialist for further review; if needed.

F. Once approved by the Business Office Manager, the Accountant will then pay all confirmed claims.
G. In the event a claim needs to be returned by BMHA for correction or additional information, the claim will have the claim date automatically updated to reflect the date the claim is resubmitted to BMHA.  It will not be considered the “Clean Claim” until it meets the criteria defined above.

III. PROCEDURES FOR ALL CLAIMS REGARDLESS OF SUBMISSION TYPE:

A.   Confidentiality of Claim Documents:
1. The Health Insurance Portability and Accountability Act (HIPAA) require all personal health information be protected and kept confidential.  The contents of medical claims cannot be shared with individuals not involved in the delivery of services or not directly involved in the processing of the claim without authorization from the Consumer or legal guardian. 

2. Claim documents and EOBs must not be left on desk surfaces and in open areas accessible by consumers, visitors or staff members not involved in the processing of the claim. 

B. Retention and Retrieval of Claims:
1. Original paper claim documents are filed by provider in the order of the date received or check date.  

2. Paper claim documents needed for post payment review or for check validation must be copied.  The original document should not be sent to Accounts Payable, Utilization Management, Compliance, or other requestors.

3. Original paper claim documents must be kept for eleven years in accordance with BMHA procedure 10-31-12 for records retention and disposal.
4. Electronic claim submissions are kept for at least eleven years in accordance with BMHA procedure 10-31-12 Records Retention and Disposal
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