REQUEST FOR PROPOSALS
TPL SUPPORT SERVICES
02/23/01

5APPENDIX A: CERTIFICATION STATEMENTS

1.
Certification Regarding Debarment, Suspension, Ineligibility and Voluntary Exclusion ‑ Lower Tier Covered Transactions
2.
Certification For Contracts, Grants, Loans And Cooperative Agreements

3.
Drug Free Workplace Certification Statement

4.
Ownership And Disclosure Form

5.
Minority Business Form

6.
Nonresident Taxpayer Registration Affidavit Income Tax Withholding

7.
W-9 Form

8.
Safeguarding Family And Recipient Information

APPENDIX B: PROCUREMENT LIBRARY MATERIALS

APPENDIX C: MMIS TPL RECIPIENT INQUIRY – FIELD DESCRIPTIONS

APPENDIX D: SELECTED MMIS SOURCE DOCUMENTS

1.
DSS Form 3230

2.
SSA8019

3.
Unsolicited Check

4.
DSS Form 2759 Office Of Child Support Enforcement

5.
Insurance Company Referral Form

6.
Health Insurance Referral Form

7.
Accident Questionnaire

8.
Datamatch Letter

9.
Partners For Healthy Children

10.
CLTC Referral Form

APPENDIX E: VERIFICATION INTERVIEW

APPENDIX F: SELECTED MMIS SCREEN PRINTS, EIM FORMS AND LETTER TEMPLATES

1.
MMDTPL12 Insurance Policy Update Screen
2.
MMDTPL23 Policy-Recipient Update Screen

3.
MMDRSS02 Recipient Information Screen

4.
MMDRSS01 Family Screen

5.
MMDRSS03 Family Members Screen

6.
MMDTPL36 Retro Claims Summary Screen

7.
MMDTPL37 Retro Claim Detail Screen

8.
MMDTPL57 Retro Claim Carrier Payment History Screen

9.
FORM 1158 DHHS Recoupment Request

10.
Benefit Recovery Telephone Interview Form

11.
Resubmit Bill Template Letter

12.
Recipient Refund Template Letter

13.
Recipient Letter Template

14.
Reasonable Effort Letter Template

15.
Adjustment Letter Template

16.
Provider Refund Letter Template

17.
Provider Information Letter Template

18.
Insurer Refund Letter Template

19.
Insurer Non Recip Refund Letter Template

20.
Incorrect Refund Letter Template

21.
DSS Payment To Recipient Letter Template

22.
Correction Form

23.
Error Form

24.
QP Form

25.
RQ Form

26.
Request To Verify Forms

27.
Policy Add – Retro Verification Template RQ

28.
Policy Mod & Add – Retro Maintenance Template

29.
Retro Verification Template RQ#

30.
Policy MOD – Retro Maintenance Template

31.
Employer Verification Template

32.
Carrier Code Request Template

33.
Carrier Code File Update Form

34.
Conversion Information Template

35.
Form 232 – Medicaid Eligibility Record Problem Referral Form

36.
Child Support Policy Memo Template

37.
Fax – Verification Generic Template

38.
PCS Fax Verification Template

39.
Fax – MIVS Template

40.
Form 110 Adjustment Request Form

41.
Form 192 Purchasing Requisition (aka: Check Request) 

APPENDIX G: BENEFIT RECOVERY TIME FRAMES

APPENDIX H: SELECTED MMIS BENEFIT RECOVERY LETTERS

1.
Provider 1st Letter

2.
Provider 2nd Letter

3.
Provider 3rd Letter

4.
Medicare 1st Letter

5.
Insurer 1st Letter (Carrier Letters With Car/Emp Indicator ‘C’ On Policy File)

6.
Employer 1st Letter (Carrier/Employer Letters With Car/Emp Indicator ‘E’ – Alternate Address On Policy File

APPENDIX I: MEDICAID RECIPIENT IDENTIFICATION CARD
Error! Bookmark not defined.
APPENDIX J: REPORTS

1.
MIVS Annual Report FY 99/00

2.
ESC Data Match Letters Produced FY 99/00

3.
TPL5850 TPL Collections Report (Benefit Recovery Statistical Report) 

4.
TPL5600 Third Party Liability Cost Avoidance Report (Cost Avoidance Report For Use In HCFA64 Report)

5.
TPL4000R3 Insurance On Claim

6.
TPL4000R7 Unmatched Carrier Denied

7.
TPL4000R4 Matched Carrier Denied

8.
TPL4000RH Lapsed Policy, Insurance Payment On Claim
9.
TPL0275R1 Policy File Updates By Policy Type (MO)

10.
TPL0276R1 Policy Source Analysis (MO)

11.
TPL0342 Ins Report (Carrier)

12.
TPL0342 Ins Report (Insurer/Employer Alternate Address)

13.
TPL5509 Retro Med (Retro Medicare)

14.
TPL5507 Retro Medicare Automated Adjustments

15.
TPL0325 Retro Initial (Retro Health Provider 1st Letter) aka TPL0340

16.
TPL0328 Retro Foll (Retro Health Provider 2nd Letter) aka TPL0340

17.
TPL0329 Retro Follow 2 Lett (Retro Health Provider 3rd Letter) aka TPL0340

18.
TPL5504 Retro Excluded CCNS

19.
TPLRET1 Retro Extract

20.
TPL0302RWRK Retro Provider Worksheet

21.
TPL0302RADJ Retro 4 Provider Debit

22.
Quarterly Adjustment Summary

23.
Conversion History

24.
Prototype List

APPENDIX K: JOB DESCRIPTIONS FOR FISCAL STAFF

1.
Accounting Tech II

2.
Accountant

APPENDIX L: SAMPLING METHODOLOGY

APPENDIX M: COST SECTION CERTIFICATION SAMPLE AND SCHEDULE A

1.
Cost Section Certification

2.
Schedule A

3.
Sample

APPENDIX N: DHHS NETWORK DIAGRAM




APPENDIX A: CERTIFICATION STATEMENTS
1. Certification Regarding Debarment, Suspension, Ineligibility, And Voluntary Exclusion – Lower Tier Covered Transactions

2. Certification For Contracts, Grants, Loans And Cooperative Agreements

3. Drug Free Workplace Certification Statement

4. Ownership And Disclosure Form

5. Minority Business Form

6. Nonresident Taxpayer Registration Affidavit Income Tax Withholding

7. W-9 Form

8. Safeguarding Family And Recipient Information
DEBARMENT

1.  Certification Regarding Debarment, Suspension, Ineligibility

and Voluntary Exclusion ‑ Lower Tier Covered Transactions
(To Be Supplied to Lower Tier Participants)

By signing and submitting this lower tier proposal, the prospective lower tier participant, as defined in 45 CFR Part 76, certifies to the best of its knowledge and belief that it and its principals:

(a)
are not presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this transaction by any federal department or agency.

(b)
where the prospective lower participant is unable to certify to any of the above, such prospective participant shall attach an explanation to this proposal.

The prospective lower tier participant further agrees by submitting this proposal that it will include this clause entitled Certification Regarding Debarment, Suspension, Ineligibility, and Voluntary Exclusion ‑ Lower Tier Covered Transactions without modification in all lower tier covered transactions and in all solicitations for lower tier covered transactions.

________________________________

Authorized Signature

________________________________

                              




Date

2.  CERTIFICATION FOR CONTRACTS, GRANTS, LOANS,


AND COOPERATIVE AGREEMENTS
The undersigned certifies, to the best of his or her knowledge and belief, that

1.
No Federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with the awarding of any Federal contract, the making of any Federal grant, the making of any Federal loan, the entering into of any cooperative agreement, and the extension, continuation, renewal, amendment, or modification of any Federal contract, grant, loan, or cooperative agreement

2.
If any funds other than Federal appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a Member of Congress, an officer or employee of Congress, or an employee of a Member of Congress in connection with this Federal contract, grant, loan, or cooperative agreement, the undersigned shall complete and submit Standard Form ‑ LLL, "Disclosure Form to Report Lobbying" in accordance with its instructions.

3.
The undersigned shall require that the language of this certification be included in the award documents for all subawards at all tiers (including subcontracts, subgrants, and contracts under grants, loans, and cooperative agreements) and that all subrecipients shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed under Section 1352, Title 31, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than $10,000 and not more than $100,00.0 for such failure.

SIGNATURE: ___________________________________________

TITLE: ________________________________________________

DATE: ________________________________________________

INSTRUCTIONS FOR COMPLETION
OF THE
CERTIFICATION FOR CONTRACTS, GRANTS, LOANS
AND COOPERATIVE AGREEMENTS
RELATING TO RESTRICTIONS ON LOBBYING
The attached form must be completed by all Providers/Contractors who receive $100,000 or more in federal funds through a contractual agreement with the South Carolina Department of Health and Human Services (SCDHHS).  The purpose of the attached form is to certify that none of the federal funds received through the contractual agreement will be used for any lobbying activities.  This form is required by the Federal Government as a result of 31 U.S.C. 1352.  A copy of this form must be completed and returned with all signed contractual agreements exceeding $100,000.

Additionally, should the Provider/Contractor enter into any subcontracts in coordination with the contractual agreement with SCDHHS, the Provider/Contractor is required to have on file a signed copy of this form for any and all subcontracts which exceed the $100,000 level.  This requirement extends to all levels of subcontracting and sub‑subcontracting.

Should the Provider/Contractor (or any of its Subcontractors/ Sub‑subcontractors) use any funds for lobbying activities, an additional form (Standard Form ‑ LLL) will be required. (See #2 on the attached form).  It shall be the responsibility of the Provider/Contractor to notify SCDHHS of this activity and to request from SCDHHS a copy of this form for completion and proper

Should there be any questions concerning this form or the Standard Form ‑ LLL, contact should be made with the Division of Contracts at SCDHHS.

3.  Drug Free Workplace
SECTION 44-107-10 THROUGH SECTION 44-107-90

CODE OF LAWS OF SOUTH CAROLINA, 1976, AS AMENDED

CERTIFICATION STATEMENT
I hereby certify to the State Department of Health and Human Services (SCDHHS) that I will provide a drug-free workplace by:

1.
publishing a statement notifying employees that the unlawful manufacture, distribution, dispensation, possession, or use of a controlled substance is prohibited in the person's workplace and specifying the actions that will be taken against employees for violations of the prohibition:

2.
establishing a drug-free awareness program to inform employees about:

a.
the dangers of drug abuse in the workplace;

b.
the person's policy of maintaining a drug-free workplace;

c.
any available drug counseling, rehabilitation, and employee assistance programs; and

d.
the penalties that may be imposed upon employees for drug violations;

3.
making it a requirement that each employee to be engaged in the performance of the contract be given a copy of the statement required by item 1;

4.
notifying the employee in the statement required by item 1, that as a condition of employment on the contract or grant, the employee will:

a.
abide by the terms of the statement; and

b.
notify the employer of any criminal drug statute conviction for a violation occurring in the workplace no later than five (5) days after the conviction;

5.
notifying the using agency within ten (10) days after receiving notice under item 4,b from an employee or otherwise receiving actual notice of the conviction;

6.
imposing a sanction on, or requiring the satisfactory participation in a drug abuse assistance or rehabilitation program by, any employee convicted, as required by Section 44-107-50; and

7.
making a good faith effort to continue to maintain a drug-free workplace through implementation of items 1, 2, 3, 4, 5 and 6.

I also agree that, in compliance with Section 44-107-50, I shall, within thirty (30) days after receiving notice from an employee of a conviction pursuant to this title:

1.
take appropriate personnel action against the employee up to and including termination; or

2.
require the employee to participate satisfactorily in a drug abuse assistance or rehabilitation program approved for the purposes by a federal, state, or local health, law enforcement, or other appropriate agency.

_________________




____________________________________

Date






Authorized Signature


Revised 1/31/97
4.  Ownership And Disclosure Form
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DISCLOSURE OF OWNERSHIP AND CONTROL INTEREST STATEMENY

1 Identifving Infommation
Name of Entity DBIA Pravider No. Talephone No.
Eireat Addreas Tity. County, Stata Zip Code

1l. Anawer the following questions by checking TYes® or “No”™. If any of the questions ane answemd “Yes™, It names and addresses of individuals of
eNporaticns under Remarks on back of form. Idantily aach ltsm number to te continusd.

A Aulhummylmofuwmﬁmahlwnn:dmamlndiuﬁmrwpurmnwmmdmmm(ssﬁormmm
Inatitution, ortnization, or agency fhat have baan comviched of a criminal offense relatad to the involverment of such persons, or

onganizatiens in any of ihe progrars satabiishad by Tiles XV, XIX, o XX?
Yos Na

B, Are thers any dimcions, oificers, agents, or managing smployees of the institution, agency, or organczation wha have evar been
eonvictnd of 2 criminal offense relatad i iheir involvement in such programs sstablished by Tites VI, XIX, of XX?

Yes No

ﬁ. MMWMMWWWWWMM.W.wmhlw.WHM‘Iudmw.umhr
Mmmmwmmmmu.uwsmmwmmmmmm(ﬂ)
manihe? N

Yes Ne

e ——————————— e et tiA et

i, (a) Tist names, addresses for iIndividuats, or the EIN for crganizations having dirset of indirect ownenship of & controlling Intermst in the
antity. (mumhmummmmm) LEst any additional namas and addressas under “Remarks”
on back of fom, f more than one indivichal b roported and amy of these penons am relatd 1o each oiher, this must ba reported under
Remarks.

Nama Address - EN

&) Type of Entity: e Sole Proprietorship oo Parinemship — Comporation
i, Unincorporated Associations  Other(Spedly) _ . Notfor-Proft

ey nfmdwmmmw,mw.mammm.mammmmefmm.

(d) Am any owners of tha disciosing entity also ownars of ottwr Madicare/iMedicald facillties? {Exampile, soie proprielor, parnership or membecs
of Board of Directors). 1f yes, st names, addresses of individuals and provider numbers.

You No

Nama Addrazs | Provider Number

HCFA Formn 1513 Modifiad by DHHS 10-57
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Iv. (a) Has thare been a change in gwnership or control within the tast year?
If yos, give date Yox No
(h) Do you anticipate any change of ownasship of control within the vear?
If yox, when? . Yos Mo
(¢} Do you anticipata filing for hankruptcy within the year?
If yma, whan? Yes No
V. Ts this faciiity operated by a management company, o leased in whoie of part by ancther organization?
If yws, give the date in change of cpamtions. Yoz No
' Has thers baen a change in Administrator, Director of Nursing or Madical Director within the last year?
Yeos No
Wil (@) s this facility chain affiliatéd? (1f ywa, Ust name, addreas of Corporation, and EIN)
Yos No
Name EIN#
Address
Vil ) 1f the answer to Queston ViLa. 8 Ho, was the faciity sver afifiated with a chain?
' (If YES. list Name, Adrdresa of Corporation and EIN) }
Yos Ne
Narrwe EIN#
Address

O SN S T M——
WHOEVER KNOWINGLY AND WILLFULLY MAKES OR CAUSES TO BE MADE A FALSE STATEMENT OR REPRESENTATION OF THIS
STATEMENT, MAY BE PROSECUTED UNDER APPLICABLE FEDERAL OR STATE LAWS. N ADDITION, KNOWINGLY AND WILLFULLY FAILING
TO FULLY AND ACCURATELY DISCLOSE THE INFORMATION REQUESTED MAY RESULT IN DENIAL OF A REQUEST TO PARTICIPATE OR
WHERE THE ENTITY ALREADY PARTICIPATES. A TERMINATION OF ITS AGREEMENT OR CONTRACT WITH THE STATE AGENCY,

Name MW Represantatve (Typed) Tiie

Signature

Remarks
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INSTRUCTIONS FOR GOMPLETING DISCLOSURE OF OWNERSHIP

AND CONTROL INTEREST STATEMENT
(Form HCFA-1513 Modified by DHHS 10-97)

Wﬁmmmmuamdw,mm,umﬂhﬂmumrnwmmmmeswmbymv.ml,
X1X, and XX. or as a concition of approvas of renewal of 2 contractor agreemient batweon the disciosing entity and the appropriate state agency undar any
ufhamdﬁndmm,aulamamwdmdmamﬂmhmiamw. Failum 1o submit requested information may resuit
in a rafuzal by tha stats agency to antar o 8n agroement or contract with any such antity or in tarmination of axisting agreaments. Thizs form is (o ba

complatad arwnaly.

Genaral Instructions

Fer definitions, procedures and requiremerits, refer io the appropriata
Raguiations;

Title ¥V -42CFR 51a.144
Titte Xvil -42CFR 420.200-206
Title XIX -42CFR 455.100-106
Thie XX -42CFR 228.72-T3

Plokas anawer all quostions as of the cumnt date. if the yma tlock for
any itam is checked, list requested additional information under he
Remarks Section on bagk of fom, misrencing the item number to be
continued. i additional spaca i3 neadad use an attached sheot.

DETAILED INSTRUCTIONS

These hstructions are dasigmad 1o chartly questions on the form.
Instructions are lisind in guestion onder for sasy reference. No
Instuctions have been givan for quastions considared setf-axplanatory.

IT 15 ESSENTIAL THAT ALL APPLICABLE QUESTIONS BE
ANSWERED ACCURATELY AND THAT ALL INFORMATION BE
CURRENT.

tiwm 1- Unider Edaniitying information speciy in what capacity the entity
hdnmumaa:(nsm.mmple.nmo!muwmm.

ftam 1 - Solt-mxplanatory

Jtorn 81 - Lint the names of aX individuals and organizations having direct
o ingiract cwnership intarests, or contmiling intereat sapsminly of in
combingtion amowiting 0 an ownership intemst of % parcent or mone in
the discioting entity.

Dirnct cwswwahip intarest i dafined 33 the possaasion of stock, equity in
capital o &ny Enterast in tha profits of the disclosing entity. A disciosing
antity i difinsd 23 3 Madicare provider or suppiier, o other entity that
fumishes servicas or arranges for fumishing servioes under Medicaid or
tha Matemal and Chid Health progras, of hegith related services under
tha social services program.

Indirwct ownership interest is defined a3 ownerahip interest in an entity
that hax direct of indinect cwnorshio imamet in the disciosing entity. The
amount of inditect cwnarship in tha disciosing entity that ts heid by any
ther entity ix datarminad by multiplying the percentage of ownershio
Interest at sach evel. An indiract owrrership intarast st be roported If
ltmwmmmﬂdﬁm&umhmdhﬂuﬁm
antity. Example: If A cwna 10 parcant of the stock a comoration that
mmmﬂmmmdnmm.mwm
umswmmmmmwbnm.

mmmmmummﬂmmwm«mmt
alldisdﬂdﬂgonﬂlywhkmmbemhhlmdbywuﬂln(lm
Mmmm:umyu:umty.mmuduw.m
ummdu’dnnguﬂneorpuﬂmldmﬁlvﬂ.l..]dnlmm
mmmumﬂsm)dmmwmmm-umu
authority to nominats or nurme members of the Board of Directors or

Trustues of the disciasing antity; the abiiity or authority, axprassed o
rassrvad, to amend or change the bylaws, constitufion, of other
operating or management direction of the disclosing eniity; the right to
control any or ail of the assaty or other praperty of the disclosing entity
upon the sale of dissolution of that entity; tha ablity or authorty,
axpraszad or rasarved, to control the sale of any of all of the asseis, to
ancyumber such assets by way of mergape o other indsbtedness, to
dixsoive tha sntity, or 5 amanga for the sale of transfar of the disdosing
antity o new ownarship or control,

Hems V-V - Changes in Provider Status

Change in provider status is defined as any change in managsment
control. Examples of such changes would Incude: a change in Medical
umm.nmmmm.mmmmummm
mwumm.-mmlnmmmmma
mlngmumpmd\mapﬁhunsmhwlsnmmw
aﬁwhm.«uﬁﬂuwmﬂwﬁmcnﬂmwlﬁ
% paroant or more financial interest in the facliity or in an awning
corparation, or any change of ownership.

For ftams IV - VI1, If tha yas biock is chacked, list additional information
requestsd under Hemarks. Cloarly ilentify which item &5 being
continued.

MN-(n&b)HMuhaabunlmhmmhiuwimmmlaﬁt
yoar or if you anticipate & change. Incicate the data in the appropriate
Space.

ftom V - if the snswer I3 yes, list nama of the management firm and
employer Kentification number (EIN), or the nama of the leasing
organization. A management company is dafined as any orgarization
htmmmmw:mmmmnufmmrufmm
businass, with the owner refaining ultimate legal responsibiity for
operation of the facility.

ttam V1 - If the answer i yes, idenify which has changed (Administrator,
Madical Diractor, or Dirscior of Nursing} and the date the change waa
mada. Ba sue to include name of the hew Administrater, Director o
Nursing or Madieail Director, a3 approprate.

Ham VI - A chain aifiiate is any free-standing haalth cars facility that is
aither owned, contralled, or operatad under lease or contract by an
orgartzation consisting of two or mom free-standing health care facillties
organtzad within o scross State lines which is uhder the ownership of
through ary other device, control and dirsction of a common party.
Chain affSiatss incluce such faciites whather public, privats, charfabls,
or progretary. ‘They alse include subsidiary organizations and holding
corporations.  Provider-based faciliies, such as hoapital-based home
health agencies, are not considersd to be chaln affiliates.





5.  Minority Business Form
State agencies are required by law to report the purchase of supplies, equipment and contractual services from minorities to the Governor's Office of Small and Minority Business.  In order for us to fulfill that obligation, please read this document and provide the information that is required.


(All respondents and/or providers must complete & sign this form)

Provider #: ____________________

Name of Provider: _______________

SSN or EIN: ____________________

What is the legal status of the Provider?

Public ______   Private nonprofit ______   Private for profit ______   NA ‑ Individual _____

Definitions:

Minority Person means a United State citizen who is economically and socially disadvantaged.

Socially disadvantaged individuals means those individuals who have been subject to racial or ethnic prejudice or cultural bias because of their identification as members of a certain group, without regard to their individual qualities.  Such groups include, but are not limited to, Black Americans, Native Americans (including American Indians, Eskimos, Aleuts, and Native Hawaiians), Asian Pacific Americans, women, and other minorities officially designated by the State Budget and Control Board or designated agency.

Economically disadvantaged individuals means those socially disadvantaged individuals whose ability to compete in the free enterprise system has been impaired due to diminished capital and credit opportunities as compared to others in the same business area who are not socially disadvantaged.

A socially and economically disadvantaged small business means any small business concern which:

(1)
At a minimum, is fifty‑one percent (51%) owned by one or more citizens of the United States who are deemed to be socially and economically disadvantaged.

(2)
In the case of a corporation, at a minimum, fifty‑one percent (51 %) of all classes of voting stock of such corporation must be owned by an individual or individuals deemed to be socially and economically disadvantaged.

(3)
In the case of a partnership, at a minimum, fifty‑one percent (51%) of the partnership interest must be owned by an individual or individuals deemed to be socially and economically disadvantaged and whose management and dally business operations are controlled by individuals deemed to be socially and economically disadvantaged.  Such individuals must be involved in the daily management and operations of the business concerned.

Do you or your firm quality as a minority/minority business?  Yes ___ No ___ If yes, do you qualify as:

1.
Minority

2.
Minority Black Female

3.
Non‑Minority Female Caucasian

4.
Other

Are you or is your firm registered with the Governor's Office of Minority Business Enterprises?

Yes ___ No ___ If yes, what is your certification and/or vendor number?  If no, please call 803‑734‑0562 to register.

___________________________________________

Signature (Signature must be by an individual having   authority to enter into legal commitments or contracts)

6.  Nonresident Taxpayer Registration Affidavit Income Tax Withholding
IMPORTANT NOTICE

APPLIES TO NONRESIDENTS ONLY

BIDDER/OFFEROR:



         S.C. WITHHOLDING TAX AMENDMENTS

CODE SECTION 12-9-310(A)(2)(3)

Effective July 1, 1994, Section 49, Appropriations Bill, Part II Amended The Above-Referenced Code Section To Eliminate Withholding From Payments To Nonresident Contractors And Rental Recipients If The Nonresident Is Registered Or Registers With The S.C. Department Of Revenue or The S.C. Secretary of State's Office.  The Nonresident Must Provide An Affidavit To Whomever They Are Contracting With To That Effect.

The Affidavit Will Be Retained By The Entity Or Person Letting The Contract To The Nonresident.  In The Absence of an Affidavit Being Provided, Withholding Will Be Required (Contracts--2%, Rental Or Royalty Recipients--7% For Corporations, Or 5% For Individuals And Partnerships).

The Filing Of The Affidavit Affirming Registration By The Nonresident Eliminates The Requirement To Withhold By Those Letting Contracts To Nonresident As Well As The Posting Of The Surety Bond By The Non Resident.  Enclosed Is An Affidavit And Instructions To Be Used When Contracting With Nonresidents. 

Forms To Register For All Taxes Administered By The South Carolina Department Of Revenue May Be Obtained By Calling The License And Registration Section At 803 898-5872 Or Writing The S.C. Department Of Revenue, Registration Unit, Columbia, S.C. 29214-0140.

Instructions - Nonresident Taxpayer Registration Affidavit

Requirements To Make Withholding Payments:  Code Section 12-9-310 (A) (3) Requires Persons Hiring Or Contracting With A Nonresident Taxpayer To Withhold 2% Of Each Payment Made To The Nonresident Where The Payments Under The Contract Exceed $10,000.00 In Any One Calendar Year.

Code Section 12-9-310 (A)(2) Requires Persons Making Payment To A Nonresident Taxpayer Of Rentals Or Royalties At A Rate Of $1,200.00 Or More A Year For The Use Of Or For The Privilege Of Using Property In South Carolina To Withhold 7% Of The Total Of Each Payment Made To A Nonresident Taxpayer Who Is Not A Corporation And 5% If The Payment Is Made To A Corporation.

Purpose Of Affidavit:  A Person Is Not Required To Withhold Taxes With Regard To Any Nonresident Taxpayer Who Submits An Affidavit Certifying That It Is Registered With The South Carolina Secretary Of State Or The South Carolina Department Of Revenue.

Term And Duration Of Affidavit:  It Is Recommended That An Affidavit Be Obtained From A Nonresident Taxpayer For Each Separate Contract Or Agreement. Otherwise, The Affidavit Submitted By A Nonresident Tax Payer Shall Remain In Effect For A Period Of Three (3) Years, Or For A Lesser Time If The Person Earlier Receives Notice Of Revocation Of Exemption From Withholding From The S.C. Department Of Revenue.
STATE OF SOUTH CAROLINA, DEPARTMENT OF REVENUE 
(I-312)

THIS AFFIDAVIT APPLIES TO NONRESIDENTS ONLY

Nonresident Taxpayer Registration Affidavit, Income Tax Withholding

The Undersigned Nonresident Taxpayer On Oath, Being First Duly Sworn, Hereby Certifies As Follows:

Owner, Partner(s) Or Corporate Name Of Nonresident Taxpayer:

___________________________________________________________________________________

Trade Name (Doing Business As):_____________________________________________________

Mailing Address:___________________________________________________________________

__________________________________________________________________

Federal Identification Number: _______________________________________________________

5.  _________   Hiring Or Contracting With:

Name: _________________________________________________________________

Address: _______________________________________________________________

__________   Receiving Rentals Or Royalties From:

Name: _________________________________________________________________

Address: _______________________________________________________________

I Certify That The Above Named Nonresident Taxpayer Is Currently Registered With:

(Check Appropriate Box):

(     )  The South Carolina Secretary Of State Or

(     )  The South Carolina Department Of Revenue

Date Of Registration____________________________________________________________

I Understand That By This Registration, The Above Named Nonresident Taxpayer Has Agreed To Be

Subject To The Jurisdiction Of The S.C. Department Of Revenue And The Courts Of South Carolina 

To Determine Its South Carolina Tax Liability, Including Estimated Taxes, Together With Any 

Related Interest And Penalties.

I Understand The South Carolina Department Of Revenue May Revoke The Withholding Exemption 

Granted Under Code Section 12-9-310 At Any Time It Determines That The Above Named

Nonresident Taxpayer Is Not Cooperating With The Department In The Determination Of Its Correct 

South Carolina Tax Liability.

The Undersigned Understands That Any False Statement Contained Herein Could Be Punished By Fine, Imprisonment Or Both.

_____________________________________________________________(Seal) _________________

(Signature Of Owner, Partner Or Corporate Officer





Date

If Corporate Officer State Title:__________________________________________________________

__________________________________________________________

(Name - Please Print)

7.  W-9 Form
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Deportmant of the Treasury
\ntermal Revenus Sefvice

8A3-737-4452

MMO

Request for Taxpayer

ldentification Number and Certification

PAGE

Give form to the
requester, Do NOT
send to the IRS,

Name (If = joint aecount o you changed yow name, sée Spciic Instructions on page 2.

Business name, it dilferent, fram abave. (See Spacific Instructionz on page 2.)

Check sppropriate Box:

|:] Individual/Sale proprietor

[ corporation ] Pannership

[l Other m

Address [number, street, and apt. or suite ko,

Piease print or Lype

City, state, ang ZIP* code

Requester's name and address (optlonal)

Taxpayet ldentification Number (TIN)

Enter Julur TIN in the appropriate box. For
indlvi

For other entities, It is your employer

identification number (EIN), i you do not have 2

number, see How to get a TIN on page 2.

Note: /f the account is in more than one name,
see the chart on page 2 for guidelines on whose

number to enter.

uals, this is your social security number
{SSN). Howaver, if yau are a resident afien OR a l ]
sole proprietor, see the instructions on page 2.

Social security numbar

LI S

Liat account numbaris) here (optianal)

OR

Emplayer identification number

For Payees Exempt From Backup
Withholding (See the instructions
on page 2

-2 I O

>

2T Certification

Undler penalttes of parjury, | certify that:

9. The number shown on this form is my correct taxpayer identification number (or 1 am waiting for a number to be issued to maj, and

2. | am not subject to backup withholding because: {a) | am exempt from backup withholding, or (h) | have not been notified by the Internal
Revenue Service (IRS) that | am sublject to backup withhalding as a result of a failure to report all interest or dividends, or (c) the IR5 has
notified me that | am no longer subject to backup withholding.

Certification instructions. You must cross out item 2 above if you have been natified by the IRS that you are currently subject to backup

vithholding because you have failed to report all interest and dividends on your tax retum. For reat estate transactions, item 2 does not apply.

For mortgage interest paid, acquisition or abandonment of secured property, cancelletion of debt, contributions (@ an individual retirament

arrangement {IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification. but you must

provide your eorrect TIN. (See the Instructions on page 2.

Sign

Here Signature

Date »

Purpose of form. A person who Is
required to file an information retum with
the RS must get your correct taxpayer
identification number (TIN) to report, for
example, incomea paid to you, real estate
transactions, morigage interest you pald,
acquisition or abangonment of secured -
property, cancellation of dett, or
contributions you made to an [RA.

Use Form W-8, If you are a U.5. person
(including a resident alien}, to give your
corract TIN to the person requesting it {the
requester) and, when applicable, to:

1, Certify the TIN you are giving Is
correct {or you are waiting for a number to
e issued).

2. Certify you are not subject to backup
withhelding, or

3, Claim exemption from backup
withholding I you are an exempt payae.

If you are & foreigh person, IRS prefars
yau use a Form W-8 (certificate of foraign
status), Afier December 31, 2000, forelgn
persons must use an appropriate Form
w-g,

Note: If 2 requester gives you a form other
thart Form W-9 to request your TIN, you
must use the requester’s fam if it is
substantially similar to this Form W-8,

What ix backup withholding? Fersons
making centain payments 1o you must
withhald and pay to the IRS 31% of such
payments under certain conditions, This is
cailed “backup withhalding." Payments
that may be subject to backup withholding
include interest. dividends. broker and
barter exchange ransactions, rents.
rayaltles, nonemployee pay, and certain
payments from fishing boat operatars, Real
estate ransactions are not subject to
backup withholding,

If you give the requester your carrect
TiN, make the proper certfications, and
report all your taxable interest and
dividends on your tax refurn, payments
you receive will not be subject to backup
withholding. Payments you receive will be
subject to backup withftolding if:

1. You do not furnish your TIN ta the
fequester, or

2. You dao not certify your TIN when
required (see the Part |1 instructions on
wage 2 for detalis), or

3, The RS tells the requester that you
furnished an incorrect 1IN, o

4, The IRS tells you that you are subject
to backup withholding because you did not
repon all your interest and dividends on
your tax return {for reportable interest and
tividends only), or

5. You do not certify to the requester
that you are hot subject to backup
withhalding under 3 above (for reportable
Interest and dividend accounts opened
after 1983 only).

Certain payees and payments are
exampt from backup withholding. See the
Part it instructions and the separate
Instruction= for the Requester of Form
W-9.

Penalties

Failure to furnish TIN. If you fail to furnish
your comect TIN 10 & requester. you are
subject to a penalty of 550 for each such
failure unless your fallure Is due o
reasonable cause and not ta willful neglect.
Clvil panaity for false information with
respact to withholding. if you make a
false statement with ne reasonabla basis
that results in na backup withholding, you
are subject to a $500 penalty.

Criminal panalty for falsifying
infarmation. Witlfully falsifying

certifications or affirrnations may subject
you to criminat penaltes including fines
and/or imprisonment.

Misuse of TINS, If the requester discloses
or uses TINs in viclation of Federal law, tha
requester may be subject to civil and
criminal penaitles.

Cat No. 10231%

Form W-9 (Rev. 11.59)
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Page 2

Specific Instructions

Name. If you are an individual, you must
generally enter the name shown on your
social security card. However, if you have
changed your last name, for instance, due
to marriage, without informing the Social
Security Administration of the name
change. enter your first name, the last
name shown on your social security card,
and your new last name.

If the account is in joint names, list first
and then circle the name of the person or
entity whose number you enter in Part | of
the form.

Sole proprietor. You must enter your
individual name as shown on your social
security card. You may enter your
business, trade, or “doing business as”
name on the business name line.

Other entities. Enter your business
name as shown on required Federal tax
documents. This name should match the
name shown on the charter or other legal
document creating the entity. You may
enter any business, trade, or "doing
business as" name on the business name
line.

Part I—Taxpayer Identification Number
(TIN)

You must enter your TIN in the appropriate
box. If you are a resident alien and you do
not have and are not eligible to get an
SSN, your TIN is your IRS individual
taxpayer identification number (ITIN). Enter
it in the social security number box. If you
do not have an ITIN, see How to get a
TIN below.

If you are a sole proprietor and you have
an EIN, you may enter either your SSN or
EIN. However, using your EIN may result in
unnecessary notices to the requester.

Note: See the chart on this page for further
clarification of name and TIN combinations.

How to get a TIN. If you do not have a
TIN, apply for one immediately. To apply
for an SSN, get Form SS-5, Application for
a Social Security Card, from your local
Social Security Administration office. Get
Form W-7, Application for IRS Individual
Taxpayer Identification Number, to apply
for an ITIN or Form S$S-4, Application for
Employer Identification Number, to apply
for an EIN. You can get Forms W-7 and
SS-4 from the IRS by calling
1-800-TAX-FORM (1-800-829-3676) or
from the IRS’s Internet Web Site at
WWW.irs.gov.

If you do not have a TIN, write "Applied
For" in the space for the TIN, sign and
date the form, and give it to the requester.
For interest and dividend payments, and
certain payments made with respect to
readily tradable instruments, generally you
will have 60 days to get a TIN and give it
to the requester. Other payments are
subject to backup withholding.

Note: Writing “"Applied For” means that
you have already applied for a TIN OR that
you intend to apply for one soon.

Part ll—For Payees Exempt From
Backup Withholding

Individuals (including sole proprietors) ar
not exempt from backup withholding.
Corporations are exempt from backup
withholding for certain payments, such a
interest and dividends. For more
information on exempt payees, see the
separate Instructions for the Requester o
Form W-9.

If you are exempt from backup
withholding, you should still complete thi
form to avoid possible erroneous backy
withholding. Enter your correct TIN in Pal
I, write “Exempt” in Part Il, and sign and
date the form.

If you are a nonresident alien or a forei
entity not subject to backup withholding,
give the requester a completed Form W-
(certification of foreign status).

Part lil—Certification

For a joint account, only the person who:
TIN is shown in Part | should sign (when
required).

1. Interest, dividend, and barter
exchange accounts opened before 19
and broker accounts considered activ
during 1983. You must give your correct
TIN, but you do not have to sign the
certification.

2. Interest, dividend, broker, and
barter exchange accounts opened aft
1983 and broker accounts considered
inactive during 1983. You must sign th
certification or backup withholding will
apply. If you are subject to backup
withholding and you are merely providin:
your correct TIN to the requester, you m
cross out item 2 in the certification befor
signing the form.

3. Real estate transactions. You mus
sign the certification. You may cross out
item 2 of the certification.

4. Other payments. You must give yo
correct TIN, but you do not have to sign
the certification uniess you have been
notified that you have previously given a
incorrect TIN. "Other payments” include
payments made in the course of the
requester’s trade or business for rents,
royalties, goods (other than bills for
merchandise), medical and health care
services (including payments to
corparations), payments to a nonemploy
for services, payments to certain fishing
boat crew members and fishermen, and
gross proceeds paid to attorneys (includ
payments to corporations).

5. Mortgage interest paid by you,
acquisition or abandonment of secu
property, cancellation of debt, qualifi
state tuition program payments, IRA
MSA contributions or distributions, an
pension distributions. You must give y
correct TIN, but you do not have to sign
the certification.

Privacy Act Notice

Section 6109 of the Internal Revenue Ccde
requires you to give your correct TIN to

®

persons who must file information returns
with the IRS to report interest, dividends,
and certain other income paid to you,
mortgage interest you paid. the acquisition
or abandonment of secured property,
cancellation of debt, or contributions you
made to an IRA or MSA. The IRS uses the
numbers for identification purposes and to
help verify the accuracy of your tax return.
The IRS may also provide this information
to the Department of Justice for civil and
criminal litigation, and to cities, states, and
the District of Columbia to carry out their
tax laws.

You must provide your TIN whether or
not you are required to file a tax return.
Payers must generally withhold 31% of
taxable interest, dividend, and certain other
payments to a payee who does not give a
TIN to a payer. Certain penalties may also
apply.

What Name and Number To
Give the Requester

For this type of account: | Give name and SSN of:

1. Individual The individual

2. Two or more The actual owner of the
individuals (joint account or, if combined
account) funds, the first individual

on the account '

The minor 2

3. Custodian account of
a minor (Uniform Gift
to Minors Acy

4. 2. The usual

revocable savings
trust (grantor is
also trustee)

b. So-called trust
account that is not
a legal or valid trust
under state law

5. Sole proprietorship

The grantor-trustee '

The actual owner '

The owner *

For this type of account: | Give name and EIN of:

6. Sole proprietorship The owner *

7. Avalid trust, estate, or | Legal entity *
pension trust

8. Corporate The corporation

9. Association, club,
religious, charitable,
educational, or other
tax-exempt
organization

10. Partnership

11. A broker or registered
nominee

12. Account with the
Department of

iiture in the name

of a public entity (such
as a state or local
government, school
district. or prison) that
receives agricultural
program payments

The organization

The partnership
The broker or nominee

The public entity

" List first and circle the name of the person whose
number you furnish. If only one person on a joint
account has an SSN, that person’s number must be
furnished.

* Circle the minor's name and furnish the minor’s SSN.
? You must show your individual name, but you may also
enter your business or “doing business as” name. You
may use either your SSN or EIN (if you have one).

“List first and circle the name of the legal trust, estate,
or pension trust. (Do not furnish the TIN of the personal
representative.or trustee unless the legal entity itself is
not designated in the account tite.)

Note: If no name is circled when more than one
name is listed, the number will be considered to
be that of the first name listed.





8.  Safeguarding Family And Recipient Information

SAFEGUARDING OF CLIENT INFORMATION

FINAL REGULATIONS

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CHAPTER 126

Statutory Authority: 1976 Code Sections 44-6-90, 44-6-190

Article I

Subarticle 4. Safeguarding of Client Information

Synopsis:

These regulations govern the safeguarding and disclosure of Department-held client information.

Instructions:

New regulations added.

126-170.
General.

A.
Disclosure of Department-held client information is limited to purposes directly connected to the administration of the Department’s programs and grants.

B.
This Subarticle applies to Department-held client information from all programs and grants administered by the Department and applies to all requests for client information received from outside the agency.

C.
In addition to the safeguards provided by this Subarticle the following may apply:

1.
Records maintained in connection with any federally assisted alcohol or drug abuse program are subject to special confidentiality standards contained in the Public Health Service Act. The intent is that those Sections (currently, 42 USC §§ 290dd-3 & 290ee-3), however amended or recodified are referenced here as long as they apply.

2.
Information received by the Department from another agency may continue to be protected by the confidentiality statutes or regulations of that agency. in each instance, the receiver of the information should understand what statutes and regulations apply

126-171.
Protected Information

Protected information is of two (2) general types which include but are not limited to the following:

A.
Information regarding the financial eligibility determination and authorization of payment or benefits:

1.
Names and addresses;

2.
Social and economic conditions or circumstances;

3.
Department evaluation of personal information such as financial status, citizenship, residence, age and other demographic characteristics;

4.
Information received for verifying income, eligibility, and amount of benefits; and

5.
Information received in connection with the identification of a liable third party resource.

B.
Medical Information:

1.
Medical data, including diagnosis and history disabilities;

2.
Medical services provided;

3.
Medical status, psycho behavioral status, and functional ability;

4. Results of laboratory tests; and

5.
Medication records*

126-172.
Purposes Directly Connected to the Administration of the Programs and Grants.

Purposes directly connected to the administration of programs and grants include, but are not limited to:

A.
Establishing eligibility;

B.
Determining the amount of payments or other benefits;

C.
Providing or arranging-for services;

D.
Confirming eligibility for billing purposes;

E.
Conducting or assisting in investigations, prosecutions or criminal or civil proceedings related to the administration of programs or grants; and

F.
Conducting research used in program planning and evaluation, provided that the researcher agrees to be bound

      by the provisions of this Subarticle and any Research Protocol adopted by the Department.

126-173.
Release of information

A.
Access to eligibility information is restricted to persons, agencies, and entities which by their own rules or by contract are subject to confidentiality standards which are comparable to those set forth in this Subarticle. In addition, the information released must be subject to the following by agreement or by attaching the NOTICE directly to the information provided:

NOTICE:
THIS IS CONFIDENTIAL INFORMATION FROM THE RECORDS OF THE SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES. OUR AUTHORIZATION TO RELEASE THIS INFORMATION TO YOU DOES NOT IMPLY PERMISSION TO FURTHER DISCLOSE THIS INFORMATION EVEN WITHIN YOUR OWN ORGANIZATION/AGENCY. RERELEASE OF THIS INFORMATION SHOULD BE GOVERNED BY YOUR OWN CONFIDENTIALITY STANDARDS, CONTRACTUAL RELATIONSHIPS, AND ANY APPLICABLE STATUTES AND REGULATIONS.

B.
Organizations, agencies, and individuals (and their agents, of diseases or as permitted by program rules) that provide services which are paid for by the Department, will at times need to verify program eligibility through the   Department or its agents. The Department and its agents will comply with requests in which the requesting party can furnish information, as specified by the Department, which uniquely identifies the requesting provider of services and the recipient about which information is sought.

C.
With respect to non emergency requests, from any source, for medical information, the Department must be given the original or a legible photocopy of written permission, executed by the individual or someone authorized to make decisions for the individual before complying. Any information supplied must be accompanied by the NOTICE in A. above.

D.
If an emergency exists with respect to medical information, the Department will notify the individual or the authorized representative immediately after supplying the information. Any information supplied must be accompanied by the NOTICE in A. above.

E.
If a court issues a subpoena for agency held information specifically identifying a client,, the Department must either obtain the individual’s consent to release the information, or obtain an order, from a competent court, for the release of the information after apprising the court of the existence of these and any other confidentiality rules which apply. Any information supplied must be accompanied by the NOTICE in A. above.

F.
The Department may release information in accordance with data exchange agreements permitted by federal and state statutes or regulations.

G.
The Department may release general information or statistical information such as total expenditures, the number of clients served, and other information which does not fall within the class of information which can be identified with any particular individual.

E.
The Department is required to release protected information to state and federal auditors, performing bona fide audits of the Department’s operations. When the Department contracts for audits, the contract must bind the auditor to the standards contained in this Subarticle.

126-174.
Distribution of Materials to Recipients and Providers.

A.
The agency may not distribute any materials to recipients or providers unless the material has no political implications provides no commercial advantage to any entity, and is directly related to the administration of programs.

B.
The agency may distribute materials that are directly related to the health, welfare and safety of recipients and providers such as announcements of free medical examinations, availability of surplus food, and consumer protection information.

126-175.
Penalties.

A.
The Department may impose sanctions for violations of the provisions of this Subarticle through its progressive disciplinary procedures for Department personnel.

B.
The intent is that violations of this Subarticle may also be subject to penalty provisions in the Department’s statutes.

Fiscal Impact Statement:

The South Carolina Department of Health and Human Services estimates that there will be approximately five thousand dollars ($5,000.00) in additional cost incurred by the State and its political subdivisions in complying with the provisions of this Subarticle.

ACKNOWLEDGEMENT

I have received and reviewed a copy of this Procedure.

___________________________________     __________

Signature                                                            Date

APPENDIX B: PROCUREMENT LIBRARY MATERIALS

1. EIM Design Documentation

2. User’s Guide For EIM Reporting

3. TPL Subsystem User's Guide

4. Sc MIVS Operations Procedure Manual

5. Sample EIM Recipient File Folder

6. Employer Prototype List

7. Sample Prototype - Springs Industries

8. Sample Conversion Document

9. Conversion/Prototype Checklist

10. Group Conversions 2000 Log

11. Form 192 Log

12. Adjustment Log

13. Sample LQ Objects/Aries Conversion Report

14. Policies Without Recipients

15. TPL0098R01 Policy Recipient Purge Report

APPENDIX C: MMIS TPL RECIPIENT INQUIRY – FIELD DESCRIPTIONS

Clemson University

Information Systems Development

S.C. Medicaid Management Information System

MMIS FIELD DESCRIPTIONS



Field #
Field Name
Field Description

1
COUNTER
Displays the occurrence # of the item selected.  (System generated)

2
RECIP
Displays the name of the recipient who is covered by this policy.  The name is shown in last name, first name, and middle initial format.  (System generated)

3
MID#
Records the recipient's Medicaid ID number. (MMIS required data entry field for policy-recipient add)

4
FAMILY NO
Displays the MMIS family number of the policy-recipient. (System generated)

5
INS CO
Displays the name of the insurance carrier codified in field 8, CARRIER CODE.  (System generated)

6
ENTRY/OPEN
Displays the date the original policy information was entered.  (System generated)

7
POLICY
Records the unique number that will identify the policy to the third party carrier.  (MMIS required data entry field for a policy add)

8
CARRIER

CODE
Records the code assigned to the insurance carrier named in field 5. It is used in conjunction with the policy number listed in field 7.  (MMIS required data entry field for policy add)

9
COMMENTS
Records the payment levels of a major medical policy  (Policy Type = HN), Indemnity or Surgical (POLICY TYPE = HI), or Retro Drug only policy (POLICY TYPE = HN).

10
INSURED

NAME
Records the name of the policyholder in last name, first name, and middle initial order. (MMIS required data entry field for a policy add)

11
SSN
Records the social security number of the policyholder.  

12
DOB
Displays the recipient's date of birth. (System generated)

13
GRP NAME
Records the name of the group through which the policy is held or refers to the name of a non group policy, such as “Mark IV.”

14
DOD
Displays the recipient’s date of death.  All zeros are displayed if the recipient is living.  (System generated)

15
GRP NO
Records the number that identifies the group named in field 13, GRP NAME, or it may record a carrier’s individual plan or contract number if the policy is a non group policy. 

16
POLICY

TYPE
Records the type of policy and influences how TPL claims processing logic will adjudicate a claim.  (MMIS required data entry field for a policy add.)  MMIS recognized TPL policy types are:




HEALTH
CASUALTY



HA
Accident

HC
Cancer

HN
Catastrophic

HS
Medicare Supplemental Part A&B

HB
Medicare Part B Only

HT
Medicare Part A Only

HI
Indemnity
CA 

CC 

CF 

CM 

CO 

CR 

CS
Auto

Crime Victim

Slip & Fall

Malpractice

Cas. Other

Home Owner

School

17
VER
System generated, this field identifies the policy version being displayed. Field entry will show '1' of '1' if there is only one version.  An entry of '1' of '2' or '1' of '3' indicates there are other versions on file that can be accessed by PF keys.




NOTE: The process of adding a policy version is very similar to adding a new policy record and requires re-coding all pertinent policy information.  Fields which the MMIS requires for a policy add are also necessary to create a policy version.

18
GRP ATTN
Records the actual location where an employee works or the name of the place where claims are sent. 




1. If the "EMP/CAR" indicator, field 27, equals “C” (Carrier Code Reference File Address), the GRP ATTN line is left blank unless the employee’s working location is different from the Group Name.  




If the "EMP/CAR" indicator, field 27, equals “E”, the GRP ATTN line and subsequent address information refers to the entity designated to receive claims.

19
LST POL

UPDATE
Displays the date the last update was made to the policy record.

(System generated) 

20
GRP ADDR
Records the street address of the group, or it may display an alternate claims routing address for the entity identified in field 13, GRP NAME.  The meaning is determined by field 27, the "EMP/CAR" indicator. 

21
LST POL
Displays the operator ID who entered the last policy update. (System generated)

22
GRP CITY
Records the city of the entity identified in field 13, GRP NAME.  

23
STATE
Records the state of the entity identified in field 13, GRP NAME.  

24
ZIP
Records the zip code of the entity identified in field 13, GRP NAME.

25
TPL IND 
Field 25 is recipient specific and is assigned by the MMIS when the first policy-recipient record is created.  The indicator appears in several MMIS places including, the recipient file, and the policy subsystem, on each claim record and in the potential action file.  TPL Indicator values are:




HEALTH (H)

CASUALTY (C)

BOTH - HEALTH AND CASUALTY (B)

NONE (N)

26
CASE REP
Records a contact telephone number for the employer and/or insurance company.  When the policy is related to an employer group plan, both telephone numbers are recorded.  

27
EMP/CAR IND
Determines the insurer address to which quarterly retro insurer invoices are addressed.  Recorded values are:




E = GRP ATTN and GRP ADDR related fields listed in the policy record

C = CARRIER CODE address listed in the Carrier Code File (default.)




When the C indicator is coded, the address recorded is the location where the employee works, if applicable.




Note:  The address information displayed on a policy containing an E indicator is the same on all versions. Versions are never created to reflect changes in an alternate billing address.

28
COVERAGE

AS OF
Records the original effective date of policy coverage. 

(Required MMIS data entry field for a policy add)

29
RCP EFF ‑

LAPSE

DATES
Records start and end dates of coverage for a specific policy-recipient.  If there is no lapse in coverage, the end dates are shown as blank. Multiple coverage date ranges may be displayed. 




Note:  Whenever a policy-recipient’s insurance effective date is different from the system default value, which is initially set to the “policy’s” coverage effective date, the user must override the default on the policy-recipient record.  Additionally, the effective date for any subsequent policy-recipient add will always default to that of the first policy-recipient entered on the policy, and can also be overridden.

30
RCP/ENTRY/OPEN
Displays the date that the initial policy-recipient record was added to the MMIS.  (System generated)

31
COVERAGES
Records policy coverage array options.  Policy coverage array options are listed as follows:




A Hosp Inpat
I Retro Drug
Q Dialysis

B Hosp Outpat
J Phys Therapy
R Ambulance

C Surgery
K Eye Exam
S DME (Med Equip)

D Anesthesia
L Glasses
U NH Skilled

F Doct Visit
M Psych Inpat
V NH Intermediate

G Diag Test
N Psych 
X Oral Surgery

H Cost Avoid Drug
P Home Care
Y Dental

32
MAT &
The MAT indicator records whether a recipient has pregnancy MAT DT coverage options. This policy-recipient level indicator acts very similar to a policy coverage array option.  MAT values are:




0 = PREGNANCY NON COVERED SERVICE (default)

1 = PREGNANCY COVERED



MAT-DT records the pregnancy effective date.   Recording of MAT-DT is not procedurally required currently.  

33
LAST

INQUIRY 
Records the date of the last verification inquiry for the policy-recipient.

34
LAST

RESPONSE
Records the date of the last response to a request for coverage verification for the policy-recipient.  This field is neither MMIS nor procedurally required currently.

35
LAST

ACTIVITY
Displays the date of service of the most recently processed claim for the policy-recipient indicated. (System generated)

36
LAST

RECIP UPD
Displays the date the policy-recipient record was last updated.

(System generated)

37
LAST

RECIP UPD ID
Displays the identification of the individual who entered the last update to the policy-recipient record. (System generated)

38
CANCER

IND
An indicator which records that a policy-recipient has been diagnosed as

having cancer. Values are:




0 = NO (default)

1 = YES

39
PPR
A required MMIS data entry field for a policy add, the Post Payment Recovery Indicator directs claims adjudication through either the cost avoidance or retro pay and chase processes.  The PPR value must be set to “1” when the lead is derived from Child Support Enforcement, source codes “4” or “V” (IV-D).  PPR values are:




0 = OK TO C/A

1 = DO NOT C/A




NOTE: The PPR has no effect on the retro Medicare process.

40
SOURCE

CODE
Records the origin of the lead that caused the creation of the policy.

(Required MMIS data entry field for a policy add.)  Valid source codes are:



A ESC Match
M Medicaid HMO
4 IV D Case

B BEERS Match
P Premium Payment
5 Insurance Co

C CHAMPUS
R Reverification *
6 Attorney

D Data match
V IV-D Match
7 Contract

E PHC
1 3230 Form
8 Claim Form

H Highway Dept
2 SSA Form
9 Questionnaire

L CLTC
3 Unsolicited                * Not used



Note: Sources R and 7' are not used.

41
RETRO

SRCH IND/

DATE
Displays whether or not retroactive recovery is necessary, has been started, should be rerun or has been completed. 

(System generated)




This field also displays the date the recipient is selected for the retroactive coverage search process. (System generated)

42
PREMIUM
Records the cost of insurance coverage to the insured.  (MMIS required data entry field for a policy add when four or more coverage array items are marked in connection with an HN policy type)

43
PI

Records the premium frequency amount. (MMIS required data entry field for a policy add when a premium amount is entered with an HN policy type) Values are:




W = Weekly

M = Monthly

Q = Quarterly

S = Semi-Annually

A = Annually

44
S/R
Records the sex and relationship of the recipient to the insured. The description is also printed on retro invoices to insurers.  Values are:




1 = MALE SPONSOR/POLICYHOLDER

2 = FEMALE SPONSOR/POLICYHOLDER

3 = MALE SPOUSE

4 = FEMALE SPOUSE

5 = MALE CHILD

6 = FEMALE CHILD

7 = MALE CHILD HANDICAPPED

8 = FEMALE CHILD HANDICAPPED

A = MALE GOOD FAITH

B = FEMALE GOOD FAITH

C = FEMALE FORMER SPOUSE

D = MALE FORMER SPOUSE

E = MALE CHILD FULL TIME STUDENT

F = FEMALE CHILD FULL TIME STUDENT

G = MALE STEP CHILD

H = FEMALE STEP CHILD

I = MALE WARD

J = FEMALE WARD

K = MALE PARENT, STEP PARENT

L = FEMALE PARENT, STEP PARENT

M = MALE STEP CHILD TEMPORARILY HANDICAPPED

N = FEMALE STEP CHILD TEMPORARILY HANDICAPPED 

P = MALE STEP CHILD FULL TIME STUDENT

Q = FEMALE STEP CHILD FULL TIME STUDENT

R = MALE STEP CHILD PERMANENTLY HANDICAPPED

S = FEMALE STEP CHILD PERMANENTLY HANDICAPPED

T = UNKNOWN SEX AND RELATIONSHIP

U = MALE OTHER GRAND CHILD, NIECE, ETC

V = FEMALE OTHER (GRAND CHILD, ETC)

Y = MALE UNKNOWN RELATIONSHIP

Z = FEMALE UNKNOWN RELATIONSHIP

Note:  MMIS required data entry for all policy-recipients having carrier codes: 614-Champus/Tricare, C46-Paid Prescription Drugs and C15-PCS.  Data entry is also required procedurally when adding or modifying any policy-recipient.  Values one through eight (1-8) occur most often. Other values may be used to reduce insurance company returns of retro invoices for additional information concerning student and/or disability

APPENDIX D: SELECTED MMIS SOURCE DOCUMENTS

1. DSS Form 3230 

2. SSA8019 

3. Unsolicited Check 

4. DSS Form 2759 Office Of Child Support Enforcement 

5. Insurance Company Referral Form 

6. Health Insurance Referral Form 

7. Accident Questionnaire 

8. Datamatch Letter 

9. Partners For Healthy Children 

10. CLTC Referral Form 

1.  DSS Form 3230
[image: image6.png]az/14/ 2881

14:47

8A3-737-4452 MO PAGE 11737
. South Carolina Department of Social Services ;‘:‘:‘ﬂ:}i"ﬁi‘;?ﬁ;?‘rn
MEDICAID THIRD PARTY LIABILITY ok T g e TR e
DATA COLLECTION FORM
' O New ? County of Residence Code:
{1 Reopen * Family Number:
1 Change * Recipient Telephone:
5 & ?

Folicy/Cartificate Holder's Name

Social Security No. of Policy/Certificate Holder

Policy/Certificate Number

2 13

Insurance Company

Employer (If Groug Health Plan) Group Number

.4

Street/P.0. Box

W

Street/P.0. Box

City. State, Zip Coda

City, State, Zip Code

18

Telephonea

Telaphana

"Types of Coverage

M O Major Medicai

R ODrug

D (O Dental

X O Medicare Supplemeant {Medigap)
N O Nursing Home (Long Term Care)

" premium Information:
Fremium Amount $ Per

a. O Premium Payroll Deducted
b. O Premium Paid Directly by Insurad to Company
¢. O Employer Pays 100% of the Premium

* Medicaid Recipients Covered by This Policy:

H O Inpatient Hospital $ Per Day'
C O Cancer
& 0O Surgical

A [JAccident

" Palicy Status:
a. O Policy Will Lapse On:

b. O Policy Lapsed On:

¢. O Medical Goverage is Available; Mot Envolled

Relationship to
Medicaid 1D: Social Security Number: Recipient's Name: Policy/Certificate Holder:
# Remarks: :
22 a3 24
Caseworker Telephona Date:

0535 Form 3230 (OCT 97) Editien of JUL 87 is absolate.






2.  SSA8019
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FORM APPROVED

SOCIA|, SECURITY ANMINSTRATION M8 No, 0960:0323
MEDICAID LISE ONLY
THIRD PARTY LIABILITY INFORMATION STATEMENT CENTROL
{See Revarsa for Paperwork/Privacy Act Notice} NUMBER
1YPE OF CASE FO CODE MEDICAID 1D NO-
[T mumiay ApPUGATION IX} REDETEAMINATION
AFPLICANT B/RECIPIENT'S NAME (Firt qame, sfiddls Initial. lass namel DATE OF BIRTH fManth, dav. year) |SOCIAL SECURITY NUMBER
APPLICANT S/REGIPIENT'S ADDRESS (Nymber and Strast, Aat, No., P.0. Box v Rursl Rouis) TELEPHONE NG finchude armm code)
CITY AND STATE ZH CODE -

e
1. Do you, your spouse, parent or stepparent have any private, group, ar government
health insurance that pays toward the cost of your medical care? (Do not include | .]ves "l no
Medicare or Madicaid.) .
B it "ves," check the appropriste boxes to indicats services ecovered and complete
sectlons La. and b.:

m Hospital ?_q Fhysician fﬂ Qut-Patient %j Emergency M Laboratory Services

. % Prescription [] Dental |. | Other {Explain

A HAME OF POLICY HOLDER SOCIAL SECURITY NUMBER

DATE OF BIRTH (Manith, dav. vead

FELATIONEHIP TO APPLICANT/RECIFIENT -
T sett [ | Spouse ],ﬂ parant | | Other .

NAME AND ARDRESS QF INSURANGE CO. POLIGY NO. GROLP MO./NAME OF EMPLOYER

FEGINNING/ENDING DATES

. [NAME GF POLICY HOLDER [BOCIAL SEGURITY NUMBER
st ST
RELATIONEHIF TO APPLICANT/RECIMENT T PR et [GATE OF BIRTH (Manzh, dey. yaer
[ selt Spo ] Parent |7 Other .
MAIME AND ADDRESS OF INSURANCE GO. FOLICY NO. IR PBBEF o mAmE o ePLOYER
. ENLIAY i
‘ - BEGINNINGIENGING DATEE 007 ©

IL. Do you have, or are you planning, a claim or legat action agalnst @ person or corparation

because of an injury of iinesa? 5
If yas, complate the following: {1 ve B NO

What is the nature of your claim?

] worker's Compensation [T} Autemabile Accident [[] other
'When did the injury or iiness occur? -
What iz the name and address af your attorney? What ia the name and address of the person, corparation, or

inaurance company against which you have filed the claim?

| knaw that anyone who makes or causes to be made & false statemant or pressntation of material fact in an sppication
or for use in determining & right to payment undar the Social Secwrity Act commits a crime punishabla under Fedaral law
andfor Stute law, | affirn that all information | heve given in this documaent is true.

FIGNATURE (g naie, midale initiel. st name)(Write I ink) DATE Month, day, ves!

SIGN

HERE

Forw SOA-B019-UZ (5-88) EF-FF (10-96) 1. STATE NEDIGAR AGENGY GOMY °
2. FOLGER COFY rar






3.  Unsolicited Check
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L
MARY BLACK MEMORIAL HOSPITAL Pryrw Name: HEALTH AND HUMAN SURVICES
SPARTANBURG, 5C Payoc Nurmbeer BOLEID
. Chequo Saim: GLI0AE
. Clugpee Mambers | (aghas
Nutnbi Nauge T D, Raason Code Fallcy. Nuhber Chéque Amoust
71647 Ml SHELST @ TI16/98  |CRPEETH0T 214T.85
Grom CoteN A S1GTE5
CITTBANME DELAWARE 62-0
Bt e wm m D]:R‘flh AC i
100086846 01/10/00 $2,147.85

Pay : Twe Thousand One Hundred Forty Sever Dollars and 85 Cents

_TOTHE
ORDER
OF

HEALTH AND BUMAN SERVICES

REFORTING AND RECEIVABLES DIV.

PO BOX 8355

COLUMBIA, SC 29202 8206 '/"ﬂ 4 & Z %ﬁ

® JO008E3LEW 12031200 20R igsLaaLLm
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Health and Human Services
Form for Medicaid Refunds

PAGE  13/41

Purpose: This'form is to be used far all refund checks made to Medicaid. This form gives the information needed to
properly account for the refund. If the form is incomplets, the provider will be contaeted for the additional information.

Items 1,756 miist b omplatad.

1i:Previder Name

check appropriate box]

[[] Otherinsurance Paid (please complete a — f belaw and attach insurance ECOMB)

a Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization
b Insurance Company Name;

¢ Policy #:

d Policyhoider:

e Group Name/Group:

1 Amount Insurance Faid;

[} Medicare
{ ) Full payment made by Madicare
( ) Deductible not due
{ ) Adjustment made by Medicare

Requested by SHHSFC (please attach a copy of the request)

0 d

Othar, describe in detail reason for refund:

Fatient Name Madicaid 1.D. # |Data(s) of Amount of
(10 digits) Service Meadicaid Payment

Amount of
Refund

Check appropriata bex]

[ Medicaid Remittance Advice (raquired)
| Explanation of Benefits (EOMB) from Insurance Company (i applicable)
[ ]Explanation of Benefits (EOMB) from Medicar (if applicable)

HHSFC Form 205 (3/92) (85 editian obsoleis)
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PAGE 14741
ey 4
. o
, M
- "/ Healthsowrre. :z:r.msauncz SOUTH CARDLINA, INC
SOUTU CAKDLING, NG, RMITTANCE ADVIGE
45 o e e 12 et 1amm
North ¢larletton, S 1949-3013
(243) £84.3904 (#O0) 7203150
- ‘\v
“
MARY BLACK MEMORIAL HOSP FAGE NO. 5
B0 BOK 601058 VENDOR NO. 542232
CHARLOTTE, NC 28260 CHECK NO. 738681
CONTROL RO. 615467
HEALTHSGURCE SOUTH CAROLINA (HESC-111m)
oos CODE QTY CHARGE DISC  ALLOWED DEDUCT COPAY/INS W/HOLD  PAYMENT ADJ
FhEANERKENE
CLAIM # INVOICE # 8882108 PATIENT ACC
MEMBER # NAME SUMEEN, SHANNON DATE APPROVED 10-01-29
AR o300 1 2.00 1.30 1.80 .00 .00 .00 1.50
Q9-2199
LAR Q300 1 45,90 22.50 22.50 9.00 .00 .00 12.50
Q9-21-49
LAB <300 1 = 28.00 14.00 14,00 Q.00 a.00 Q.00 14.00
s-21-89
LAR 0300 1 28.00 .0 i4.00 0,00 o.c0 .00 14.00
Qe-21~-40
LaB azOn 1 25.00 14.00 14.00 0.0k o,00 0.00 14,80
oge21-99
AR o390 1 A%.00 22,30 22.50  0.00 .99 o.40 22 .50
0R-21~99
GLAIM TOTAL 177.00 84.80 33.50 Q.00 o.¢0 .00 @
VAR ERREN
CLAIN # INVGIGE # 6555284 PATIENT ACC .
WEMBER # nave WA sHELEY @ DATE APPROVER - 10-05-99
ROOM-BOARD?PVT 119 . 8 14108.80 D.00 0.00 0.00 a.g0 Q.00 0,00 40
L Ui-i8-98 TO 11-18-8% L {"(
ACTUAL CHARGES 14108.50 0.00 0.00 [-N... ] Q.00 .00 9.00 o
SURGIGAL 21 1] B 4500.00 a.00 4Bg0.08  0.00 a.00 ©.00 4580.00 41
14-16~98 -
CLAIM TOTAL . 4580.00 .00 4590.00 Q.00 4.60 .00 [ 4890.00

NCT





4.  DSS Form 2759 Office Of Child Support Enforcement
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S ————remns

SOUTH CARDLIMA DEPARTHMEHT OF S0CIAL SERVICES
OFFICE OF CHILD SUPPORT ENFORGCEMENT
Florence
Posl Offive Bowx 3,071
Florence, SC 29505
B42-551 475D

Noncustodial Parent:
RECE!VED Home Addrags:

. Sucial Security Mo.:
MAY b} 9 2005 OCSE File Ha.:
Dockat No,:
County Ne
MIVS iy Mo
Custodiel Parant:
Cukw Typa: Intrwsiete Hedical Assietwrcs Only [HAD)

Florence

Dynr Sic/Madan! .
The above-asnilonesd non-curtodinl parant has basn pieced under court crdar ta provide healih insurarce cavargge for Ehe

Tollowing dewpendents.
Nuna S8N .DATE OF BIRTH CIS REGIPIENT ID

Plamas furnSsh mll of iha inforwstlon roquested bulow and provide the necessery insurance cards, policy Enformatlon, wnd
any intornation thei would wilow % claim to ba filad ar services 4o he rendaved. Rotzin a copy for your records and far
future ues o inform thic office of any Incurance changes, Iepzasy or tarminmtion of ewploymant. X¢ the non-custodisl
parent dows not have coversge, plenss note in ihe Remarks soctlon $f depandant cxiveraga iz availahle ar If coversge Has
bewn dunied.

Sibcerely.
1S DEPEMDENT COVERAGE AVAILABLE? /VES MO CThild Support Specialisd
ARE ABOVE DEPENDENTS COVEREDY? Z‘I!s N Child Support Enforcement Administratiion
April 12,' 2000 phe

[I# No, disregard Insursnos portion),
BEGTN/END DATE(S) OF COVERAGE:_ Fwr=FF
GOST OF NEMENDENT COVERAGE:_ 5. dl car liieitds.

TYPES OF COVERAGE:

INSURANCE COHPARY
A Aocldent
€ . Ganesr
POLICYI‘CE!!TI‘FICATE NUNBER B s Dantal

H _ Inpatlent Hospliel

B For Duy

POLICY HOLDER NAME AND SSN H ¥ Major Medical

0 __ Outpstisnt’ Diagnosiic

3 }_/Drug

GROUP/ERPLOYER. MD. AND NARE % _ Hospiial Suyrgloml

GROUP EMPLOYER ADDRESS
Renmrke:

Fighature of Cowy’_l!’p;a'l:njlii






5.  Insurance Company Referral Form
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INSURANCE COMPANY REFERRAL FORM

PUBLIC SAVINGS LIFE INSUBANBE BUMPANY

A SOUTHILIFE COMMARY
303 LEETING STREET @ P.0. BUX 10020 & CHARLESTON, SOLTH CARDUNA 29411 # B02/577-9930

. Date:

Ms, Molly Jackson

Health & Human Serviees Finance Commission
TFL

PO Box R206
Columbia SC 25202-8206

We have made payment on our insured and Medicaid Recipient
as listed below:

NAME OF INSURED

DUR POLICY NUMBER

HMEDICAID ID i

AMOUNT OF PAvMENT § /0. OO

_DATES OF SERVICE R 2E5-5FT7

" PROVIDER M WM
Tl & Mrrpell 4o
Thontroer TC_28. 1o

1f you should have any questions concerning this payment, please
feel free to contact ma.

Yours very truly,

Supervisor
Hospital Claims
-





6.  Health Insurance Referral Form
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SOUTH CAROLINA,
DEPARTMENT OF HEALTH AND HUMAN SERVICES

HEALTH INSURANCE INFORMATION REFERRAL FORM

_This Jornm is designed to give the Medicaid program information which can be used to verify or reverify private health
insuranee coverage for Medicaid recipients,

Date Referral Cotmnpleted

Reeipient Name:

Medicaid ID#; S3N:

Insurance Company Name:

Palicy Number: Group Number:

Insured's Name:

Employer's Name:

Employer's Address:

REASON FOR REFERRAL: (PLEASE SUPPLY AS MUCH INFORMATION AS POSSIBLE)
I.Insurance Explanation of Benefits (EQOB) attached as documentation for an electronic claim.
____ 2.The recipient’s Medicaid ID Card does not list the policy above.
3.Insurance documentation gives information which should be used to update Medicaid's files, such as the following:
a. recipient has never been covered by the policy
|- recipient's coverage ended (date)

c. policy lapsed (date)

d. carrier has changed; new carrier is

€. other

PLEASE ATTACH A COPY OF THE APPROFRIATE DOCUMENTATION TO THIS FORM.
Please send this form to the following address: TPL Health Development and Revenue - DHHS
Post Office Bex 100127
Columbia, SC 29202

Provider Name: .Provider ID#

Provider Contact Person: Phone #: i i
NOTE: This form is not to be used instead of an insurance EOB when you are submitting an Edit Correction Form (ECF).

Febh, 1999




7.  Accident Questionnaire
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ACCIDENT QUESTIONNAIRE (FRONT)

State of South Carolina 5107
DEPARTMENT OF HEALTH AND HUMAN SERVICES
Post Office Box 8206
Columbia, South Carolina  29202-8206

ALCOLU SC 29001

Dear Sir or Mapam:

HEDICAID. HAS PAID SOME MEDICAL BILLS FOR YOU THAT SEEM TO BE TREATMENT FO
AN ACCIDENT. PLEASE FILL-IN THE QUESTIONS ON THE BACK OF THIS LETTER AN
RETURN IT IN THE ENVELOPE ENCLOSED. YOU DO NOT NEED TO PUT A STAMP ON THA
ENVELOPE.

THIS LETTER SHOULD BE RETURNED TO US WITHIN TWO WEEKS,
IF vyoy HAVE PROBLEMS ANSWERING THE QUESTIONS. YOUR COUNTY DEpPARTMENT oF So

- CIAL SERVICES WILL HELP YQU., FAILURE TO RETURN THIS LETTER COULD AFFECT YOU
MEDICAID ELIGIBILITY.

Division oF THIRD PARTY LI1aBILITY
CASUALTY DEPARTMENT

am%,. (e
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MEDICAID ACCIDENT QUESTIONNAIRE (BACK)

a9/21

What is your )
telephone number?
How did you
get hurt?
When did this
. bappen? (date)
Did you hire Your lawyer's
a lawyer? (I Yes () No name is:
Do you have medica] insurance, Policy
in addition 1o Medicaid? {)Yes () No number is;
Insurance
company 15:

If you were hurt in a car accident, please answer these questions:

Who was driving Who owns

the car? (name) the car?

Where was the Who investigated
accident? (city) the arcident?

Who was driving ‘What company had the
the other car? car insurancs?

If someone has been arrested because of hurting you, please answer these questions:

Name of person ‘What jail is that
who hurt you is: person in? (city,county)

If you were hurt at schonl, pleass answer these questions:

School Do you have

- pame: school insurance: () Yes () No
School Insurance School Insurance
FOmMpany nams: policy oumber is:

Diid the accident take place during a sports event?
() Yes () No

If you were burt at someone’s house, not the house you live in, pleass answer these questions:

Address of Who lives
howuse: there? (name)
Phone pumber for Who's fault was
this house: the accident:
Is there homenwner's ) Policy
insurance? () Yes() No oumnber

Homeowner's Insurance Company name is:

. ‘Thank you!





8.  Datamatch Letter
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a7/11/2
State of South Carolina 1172000
DEPARTMENT OF HEALTH AND HUMAN SERVICES
. . Post Office Box 101110
- Columbia, South Carolina 29211
-,

The above-named person has been identified to us by Social Security number as having been employed by your company

within the past I8 months. In accordance with both federal and state regulations as cited on the reverse side of this form,

Is (was) this individual covered by group health insurance? | Insurance Company Name and Address

Yes No Effective date: / /

If o, you do not need to complete and return this form.

Is (was) dependent coverage carried? Yes No

If coverage is lapsed, lapsed date: / !

Policy Holder:

Policy Number:

Group number:

Piense check all items below whick are covered by the employee’s or dependents’ health insurance. If this should be
completed by your insurance company, please forward.

Inpatient Hospital Physical Therapy Ambulance
QOutpatient Hospital Eye Examinations Durable Equipment

N

Surgery Eyeglasses Skilled Nursing Home
Anesthesia Inpatient Psychiatric Intermediate Care
Doctor Office Visits Psychiatric Visits Nursing Home
Diagnostic Tests Home Health Care Oral Surgery
Prescription Drugs Dialysis Dental Care
Deductible Amount §, Percentage benefits paid at: %

Completed by Phone number__ Date

If you have any questions, please call (B03) 252-7070.

Thank you for your cooperation in our efforts to save South Carolina state taxpayer dollars.

Medicaid Insurance Verification Services
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Information about this Request

Periodig:a.ﬂy, a computer program is run which matches Social Security numbers of employees in the Employment Security
Commission files with the Socjal Security numbers of individuals found in Medicaid enrollment files. This letter resulted
from such a match. -~

This letter does not mean that the referenced person s receiving Medicaid benefits nor does it mean that anyone within his/her
household receives those benefits.

The Medicaid program provides medical care to certain eligible individuals, funded by a mixture of foderal and state tax
dollars. Citizens of South Carolina become eligible for Medicaid by receiving Aid to Families with Dependent Children
(AFDC) or Supplemental Security [ncome (851) or by having certain medical conditions and having limited income and
financial resources.

Legal Basis for this Request

In aceordance with the provisions of Title XIX of the Federal Social Security Act of 1935, this Commission is required to
seek reimbursement from all public and privaie sources available for the cost of medical care: rendered to recipients of medical
assistance through the Medicaid propram. Medicaid is the designated payor of last resort; if any other resources are available
to pay the medical expenses of recipients, those resources must be utilized prior to Medicaid.

According to 5.C. Code, Section 43-7-420, all Medicaid recipients have by law assigned all rights to any health insurance
they may have to the Health and Hurnan Services Finance Commission as administrator of the Medicaid program. Pursuant
1o Section 43-7-420, Subsection C, every Medicaid applicant or recipient is considered to have authorizefl all persons, in-
cluding their employers, to release to this Commission all information necessary to enforce that assignment of rights.

How Information Provided will be Used

The information provided will be used solely for recouping Medicaid expenditures from health insurance companies and
will not be disclosed for any other reason.

Plea;e return this completed form in the postage-fiee envelope provided.
If you have questions, please call (803) 232-7070.






9.  Partners For Healthy Children
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Application for South Caralina P

artners for Healthy Chyj
(Free Health Insurance for Childre,

N under Age 19)

It you have Medicaid, you da
not need to fil out this form,

1. Tell us who you are and where you live,

PAGE

MMO

Idren

Last Name (F'arent's/Guardian's) First Name (Parent's/Guardian's) Middle | Phona Whare We Can Reach You
Initial

Mailing Adgress (mage Apanmentt.ot Number) City State Zip Coda County

Street Address, if different (inciude Apartment ot Number) City Stata Zlp Code

2. Tell us who in your family lives with
You anly need to rell us the social security number and answer the
applying. However, if vou give us your social security number,

YOU. Listthe parenit shown in item 1, on the first line below.

question about being a US citizen for the children Sfor whom vou ure

it may help us process your application Jfaster.

Enter GROSS pay, not take home pay, Enter zero {(“0") i

{(See note ghove) How s thia
Last Name First Nama Middie [Sex |Rece | Datw of Socin) Security US Chizem person raisted
Ligt parent(a) and childran List parerrifs) and children |/t Birth Numbay Yea | No | toyou?
Self
3. Tell us how much income your family has.

you are unemployed.

Your Income From Employnwnt

Other Parems Incoma From Employment (i iving in the fomes)

Employer Name and Phone Number

Employer Name and Phona Number

Amount you éam each pay period before taxes: $
a weekly O Every two weeks LI Twice amenth [ Monthly
Hours worked sach pay pericd

Ameunt ather parent eams each pay period before taxes: 3.
[m] weekly O Every two weeks Orwiceamonh O Monthly
Hours worked each pay period| ’

Other Income

How Often Do You
Gat This income?

Whici Family Mernber Geta
This Income?

Child Support

Alimony

Social Secqurity Paymant

Unemployment Banefits

@ lale || e

Other (Please axplain)

4. ATTACH PROOF OF CURRENT INCOME.

We need proof of your income. Please tell us what you attached:
O Copies of pay stubs for the last 4 wesks; ora letter from my employer.

B A copy of the letter | recoived telling me the amount of any benefits received (Social Security, Unemployment, VA, Workers

Compensation, ete); or a copy of any checks receivad.

2 | am seif employed and | have attached a copy of my most recent federal incoma tax form inciuding Schaduie C.

O My family has no income.
Other documents can be used to provide proof of income. I you are

net sure what to send, call our toll-free number 1-388-549-0820

and we will help you. i you do not send proot of Income, processing your apptication may be delayea,

DHHS Form 505 (March 2000)

14/21
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-+ - = we w yuu pay someone to take care of your chiid{ren) under age 12 or to tak
dependent aduit in your household while you work. g s care ot

O Yes ___ (number of children under age 12/adults for wham you pay for care) O No

6. Tell us about aﬁy health insurance you already have for your children.

Tell us the name of your insurance com i
_ ; : : pany or employer, the policy number, and the policyhelders name and
the policyholder's social security number. Even if you already have health insurance, your)éhildren can stil

qualify for Partners for Healthy Children,

insurance Campany or Emplayer

Policy Number

Polieyholder's Name Pollgyholder's SN 1

7. Tell us whether any child received medical services in the last three months.
Did any of your children living with you receive medical services in the past 3 months? If so, Partners for

Healthy Children may be able to nelp pay for those services.

O Yes I No

8. Would you like for the Department of Social Services to contact you to see if the adult(s)

listed in question 2 wish to apply for health insurance? O Yes

0 No

9. Tell us where you got this application.

1Q. Please sign this statement.

| certify that the information | have provided above is true to the best of my knowledge and | give
permission for the State of South Carolina to make any necessary contacts to check my statements. |
have read the list of my rights and responsibilities that is printed below. | know that | could be
penalized if | knowingly give false information. ( certify that the children for whom | am applying are

1).8. citizens or lawiul immigrants,

Signature of applicant:

Date:

11. Mail this completed, signed form, AND PROOF OF INCOME, to:
South Carolina Partners for Healthy Children

Post Office Box 100101

Columbia, South Carolina 29202-3101
If you need mare information, please call this toll-free number: 1-888-549-0820.

Rights and Responsibilities

1. | know that my children under age 19 who are eligible for Partnars for
Healthy Childran can have free health checkups under a speclal Partners
for Healthy Children prevention program called Early and Periadic
Screaning, Diagnosls and Treatment (EPSDT) programs.

2, | knaw that the information | hava given is confidantial, | agree that
medical information about my children can be released only it needed 1o
adminigter this program. .

3, 1 know that any information | have given may be reviewad and verified by
State of South Carolina staf!, Also | understand that | must cooperate fully
with state and federal workers if my case is reviewed, No additional
parmigsion is needed to get varification ac other information.

4. 'know that this application will ba censidered without regard to race,
color, sex, age, handicap, ratigicn, natienal origin or political bealief.

DOHHS Form 505 (March 2000)

5. 1 know that | may request a hearing if | beligve an arar has been made
by the State of South Garoiina in processing my PHC applieation or if | fzel
that I have been discriminated against,

6. I kniow that the State of South Caroling will request and use informatian
from a computer Systom calied the State income and Eligibility Verificatian
System {(JEVS). This computer system compares the Partners far Haalthy
Childtan information about me and cther members of my farmiy with
Information from other agencies. Cther agencies may inglude the intermal
Revenue Servica, Sogial Securty Administration and Employmert Security
Commission. The information will not be given to Immigration and
Naturalization Services (INS)-

7.1 know that Parners for Heattny Children does not pay medical expenses
that a third party, such as a privaty heaith insurance company, i& supposed
to pay. If my children get Panmers for Healthy Ghildren, | give my rights to
any third party payments to the Deparimant of Heaith and Human Sarvices.
These payments may inciude payments fram hospital and health insurance
policies.





10.  CLTC Referral Form
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CLTC REFERRAL FORM

SOUTH CAROLINA
DEPARTMENT OF HEALTH AND HUMAN SERVICES
POST OFFICE BOX 100127
COLUMBEIA, SOUTH CAROLINA 29202

Health Insurance Information Referral Form
.Community Long Term Care

Service Manager:

CLTC Office:

Telephone:

Private insurance information may be available for the CLTC client listed below:

Client’s Name:

CLTC Number:

Soc. Sec. Number:

Medicaid ID Number:

Insurance Co, Name:

{Insurance Company No. 1)

Policy Number(s): _

Group Name/Number:

Employer Name:

Employer Address:

Insurance Co. Name:

(Insirance Company 0. 2)

Policy Number(s):

Group Name/Number:

Employer Name:

Employer Address:

Please return completed form to:

- Department of Health and Human Services
Attention: Program Recovery and Revenue
Post Office Box 100127
Columbia, South Carolina 29202

{0500 CLTC REFERRAL FORM)
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APPENDIX E: VERIFICATION INTERVIEW

MIVS VERIFICATION INTERVIEW

Date:
_________

Person Completing Form: ___________________________________________________________________
Do you represent:
□ Employer
□ Carrier
(Please check one)

Policy Information
Carrier Code: _____________
Carrier Name: _________________________
Policy Number: ____________________________

Insured Name: _________________________

Insured SSN: __________________________

Policy Type:
□ Group
□ Individual

Type of Coverage:

□ Single
□ Family 
□ Policyholder & Dep. Children

□ Policyholder & Spouse 

Group Information

Where to send claims:
□ Carrier
□ Alternate Carrier Address
□ Employer

Group Number: ___________________
        Place of Employment
Name: ____________________________
NAME: _____________________________________

Attention: _______________________
   ADDRESS: _______________________________
Address: __________________________
   CITY: _________________ STATE: __ ZIP: ________

City: _________________ State: _______ Zip:____________

Telephone:
Employer (     )

 
Insurer (     )____ __________________
Policy Dates

Policy Effective Date: 
___/___/_____
(Month/Day/Year)
Last Day to Pay Claims:        ___/__/______ (Month/Day/Year)
Has there ever been a break in coverage? 
□ YES
□ NO

Break Date:
___/___/_____
 Reinstate Date: ___/___/_____

Additional Policy Data

Type:

(HA) Accident
(HN) Drug
(HS) Medicare Supplemental Part A&B

(HC) Cancer
(HN) Dental
(HT) Medicare Supplement Part A

(HO)  HMO
(HN) Vision
(HB) Medicare Supplement Part B

(HN)  Major Medical
(HN) Hospitalization
(HR) Managed Care Plan

Prescription Drugs? 
□ YES
 □ NO


Indemnity:
(HI)





Surgical:
(HN)
How much does it pay?
__________

Surgical Maximum
________

Frequency: ____________


Misc. Maximum
________
Riders: _______________________


Anesthesia?
 □ YES
□ NO

Coverage


Deductible: $______
Co-insurance %: _____________

□ Hospital Inpatient

□ Alcohol/Drug Treatment
□ Dialysis

□ Hospital Outpatient
□ Physical Therapy
□ Ambulance


□ Surgery
□ Routine Eye Exam
□ ME (Durable Medical Equip.)


□ Anesthesia
□ Glasses
□ NH Skilled


□ Doctor Visit
□ Psych Inpatient
□ Family Planning


□ Diagnostic Test
□ Outpatient
□ Oral Surgery


□ Cost Avoid Drug
□ Home Health
□ Routine Dental


□ Retro Drug

Drug covered with another carrier? 
 □ YES     □ NO
Dental covered with another carrier?
□ YES     □ NO

Vision covered with another carrier? 
□ YES     □ NO

Maternity

Is insured spouse maternity covered?
□ YES    □ NO

Is dependent maternity covered?
□ YES    □ NO

Is there are Pre-existing clause?

□ YES    □ NO

Is there a waiting period?
□ YES    □ NO

Covered Dependents

Name
Effective Date
Lapse Date
Sex
MID































Premium: Amount: $ ____________   Frequency: _______________________

□ Employee Only      □ Employee & Spouse      □ Employee & Children      □ Full 

□ Other ___________________________

Comments:

APPENDIX F: SELECTED MMIS SCREEN PRINTS, EIM FORMS AND LETTER TEMPLATES

1. MMDTPL12 Insurance Policy Update Screen

2. MMDTPL23 Policy-Recipient Update Screen 

3. MMDRSS02 Recipient Information Screen

4. MMDRSS01 Family Screen

5. MMDRSS03 Family Members Screen

6. MMDTPL36 Retro Claims Summary Screen

7. MMDTPL37 Retro Claim Detail Screen 

8. MMDTPL57 Retro Claim Carrier Payment History Screen

9. FORM 1158 DHHS Recoupment Request

10. Benefit Recovery Telephone Interview Form

11. Resubmit Bill Template Letter

12. Recipient Refund Template Letter

13. Recipient Letter Template 

14. Reasonable Effort Letter Template 

15. Adjustment Letter Template 

16. Provider Refund Letter Template 

17. Provider Information Letter Template 

18. Insurer Refund Letter Template 

19. Insurer Non Recip Refund Letter Template 

20. Incorrect Refund Letter Template 

21. DSS Payment To Recipient Letter Template 

22. Correction Form 

23. Error Form 

24. QP Form 

25. RQ Form 

26. RTV Form 

27. Policy Add – Retro Verification Template RQ 

28. Policy MOD & ADD – Retro Maintenance Template 

29. Retro Verification Template RQ

30. Policy MOD – Retro Maintenance Template 

31. Employer Verification Template 

32. Carrier Code Request Template 

33. Carrier Code File Update Form

34. Conversion Information Template 

35. Form 232 – Medicaid Eligibility Record Problem Referral Form 

36. Child Support Policy Memo Template 

37. Fax – Verification Generic Template 

38. PCS Fax Verification Template 

39. FAX – MIVS Template 

40. Form 110 Adjustment Request Form 

41. Form 192 Purchasing Requisition (aka: Check Request)

These are current SCDHHS Forms and Templates.  Others may be created or revised with SCDHHS approval.

1.  MMDTPL12 Insurance Policy Update Screen
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2.  MMDTPL23 Policy-Recipient Update Screen
[image: image23.png]A2/15/2081 18:88 8A3-737-4452 MMO PAGE  21/21

ITY ONLINE SYSTEM
RECIPIENT URDATE

lfY HUMBER: CsHeal
LIKEABLE INSUR! 3

B7/14/08

T UPDATE U = TR 4 &
TE OF UPD R o B7/14/9m
XRSRAS %X
EXSUARS KR J &k w/x TPl INDICATOR:
XK Ux/wx & E DATE STEY 14T HAT-DT
KRSRKLAX : ITY DATE: CER

SELECT MEXT FUNCTION

TO POLI RGPE & EMTER 0 RECIPTENT






3.  MMDRSS02 Recipient Information 

[image: image24.png]@2/15/28@81 1@:14  BE3-737-4452

Bl Edt Yiew "Tuckt:; Samion - Oibocs - Heio

MMO

(el @ ol ool e S5 elal

DEMETRY

MalN STREET
GREENVILLE,
18

=]
A7/B1/88 BE/B1/88
ps/@1/08 B6/A1/88
gl/a1/88 @a/@1/88
12/31/87
[}

2a/00/08

REY MO

Fa-

en/e0/80
/98

MMIS Recipient Screen

] we

i
i

aane

Qeaa pa/ag

gpes 90/8@ @a/9
pope Pa/pa 09/8d

IMFa

FaM #; B825618%

EL

Qa/ea
BR /@
op/aa
Ba/8a

a8/8a
ea/98
ea/a8
aa/ee
Bp/08

PAGE

a3/21





4.  MMDRSS01 Family Screen
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5.  MMDRSS03 Family Members Screen
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6.  MMDTPL36 Retro Claims Summary Screen
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7.  MMDTPL37 Retro Claim Detail Screen
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8.  MMDTPL57 Retro Claim Carrier Payment History Screen
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9.  FORM 1158 DHHS Recoupment Request
South Carolina – Accounts Receivable Form

DHHS Recoupment Request

Forward to Accounts Receivable (K-2)







 AR Number (Fiscal Only): ___________________

From: 

_____________________________
Department: 
_____________________________

Recoup From: 
Phone Ext: 
_____________________________


Total Due: 
_____________________________


Debtor Name:
_____________________________


Address: 
_____________________________




_____________________________


SSN or Prov#: _____________________________


Medicaid #:
_____________________________

Date Identified: ____________________________
County Name: _____________________________

Date Due: 
_____________________________
County No. 
_____________________________

Claim or Audit Number(s)
Refund Amount
Date(s) of Service

_________________________
_________________________
_________________________

_________________________
_________________________
_________________________

_________________________
_________________________
_________________________

Debt Classification (Please check one)

The following section must be completed along with any required information before recoupment.

Comments / Special Instructions:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

10.  Benefit Recovery Telephone Interview Form
South Carolina MIVS

Benefit Recovery Telephone Documentation Sheet

Call made to:
Phone #
Contact Name:






_______________________
___________________________


_______________________
___________________________


_______________________
___________________________


_______________________
___________________________





Problem to be Resolved:















Information Received:















Interview Date:   _________________

11.  Resubmit Bill Template Letter
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001
RE:
Patient:

Insured:

Policy #:

Dear Insurer:

Thank you for responding to the attached billing dated.  We are re-submitting the attached billing to you for reconsideration due to the following reason(s):


Claim was denied by your office in error.



Claim was never received by your office.


Rebilling with correct policy information.


You originally asked for additional information and the requested information is attached.

If you have any questions, please contact me at (803) 252-7070 ext..  Thank you for your cooperation with the Medicaid program.

Sincerely,

MIVS Retro Recovery Unit


UCN:

12.  Recipient Refund Template Letter
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
                           Date

Dear Recipient:

On you received medical services at.  You did not pay for the service because you had Medicaid coverage.  A claim was filed with Medicaid by the provider (doctor, pharmacy or hospital) and Medicaid paid the bill for you.

Even though you did not pay for the service, a claim was filed with and the insurance company paid you $ instead of reimbursing Medicaid.

When you became eligible for Medicaid, you signed a statement called “Assignment of Rights” in which you agreed to give Medicaid the right to any money you receive from your private insurance for medical services covered by Medicaid.  The statement also says that if you do not cooperate in making sure that Medicaid is refunded, your eligibility can be terminated.  You signed the agreement in order to receive a Medicaid card.

Please refund to Medicaid the amount of $ that your private insurance paid to you on.  Please make your check payable to:


Department of Health and Human Services

 


Reporting and Receivables Division

 


PO Box 8355

Columbia, SC 29202-8355 

ATTENTION: ACCOUNTS RECEIVABLE


Please indicate on your check your Medicaid ID number which is, and return this letter with your check.

You may contact our office at (803)252-7070, extension if you have any questions.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

UCN:

13.  Recipient Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001
Dear Medicaid Recipient:

When you became eligible for Medicaid, you agreed to assign your rights to your private health insurance with to Medicaid, and to cooperate in doing whatever was necessary to ensure that they paid your medical bills before Medicaid.

 has notified us that you are not currently cooperating.  On you received medical care from .  Your insurance company needs the information checked below:


Details of accident for which you received services


Completed claim form


Student status


Custody status


Completed other Health Insurance Questionnaire

Your insurer indicates that you were sent a request for this information, but you have not responded to their request.  Until they get the information, they cannot pay the bill.

Please provide with the requested information within 14 days.  If you need another copy of a form, you may request it directly from the insurer or from the employer who sponsors the plan.

If you do not cooperate by doing this, your future Medicaid eligibility may be jeopardized.

Please call me at (803)252-7070, extension if you have any questions.

Sincerely,

Benefit Recovery Technician

Medicaid Insurance Verification Services

UCN:

14.  Reasonable Effort Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001
Provider #

Re:
Recipient Name




Medicaid ID#

Dear Provider:

We have received the attached correspondence from you regarding a retro billing request.  We appreciate your response and your attention to this matter.  However, what you have sent will not prevent you from receiving subsequent requests and/or an adjustment to your account for this claim for the following reason:

If you have any questions related to this letter, please contact me at (803) 252-7070, extension .  Thank you for your ongoing cooperation with the Medicaid Program.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

UCN:

15.  Adjustment Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211

       Date
Dear Provider ():

According to the information reported by you to Third Party Liability, we have determined that your account is due an adjustment as follows:


Credit





Amount
$


Debit



The adjustment will appear on a future remittance advice.

T                     C   [C#                     will appear in the “Own Reference Number” column.  

The adjustment is for patient account(s):

MID
Patient
DOS

















If you need further assistance with this notice, please call (803) 252-7070, extension.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

16.  Provider Refund Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
                     Date







Provider #: 

Dear Medicaid Provider:

According to the information on the attached listing, our records indicate that your office has received payment  from a third party carrier for medical services for a Medicaid recipient.  Our information was obtained directly from the insurance company listed.

In addition, our records indicate that no refund has been received from your office on these accounts.  As you are aware, in order to comply with Federal regulations,  as a Medicaid provider, you are required to reimburse Medicaid when payment has been received from a third party carrier for a Medicaid recipient .

If you have already refunded Medicaid, please send a copy of the check.  If you determine that your office has not refunded the amount requested, please refund DHHS within the next 30 days.  In order to properly credit your account, please return a copy of this request with your refund check to:

Department of Health and Human Services

Reporting and Receivables Division

PO Box 8355

Columbia, SC 29202-8355

Attention: Accounts Receivable

If you have any questions concerning our request, please contact our office at (803) 252-7070, extension.  If your office fails to reply with our request, a negative adjustment may occur to your Medicaid remittance for the amount indicated.  Thank you for your support and cooperation in saving South Carolina taxpayer dollars.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

UCN:

Provider #:
MEDICAID RECIPIENT
MID
CARRIER & POLICY #
DOS
CARRIER PAYMENT AMOUNT
CARRIER PAYMENT DATE
AMOUNT DUE MEDICAID





















































































































TOTAL DUE FROM PROVIDER


17.  Provider Information Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001
RE:
Patient:


SSN:



MID:



DOS:



Dear Provider:

Our office received the enclosed letter from indicating additional information is needed in order to make benefit determination on services rendered by you.

Please respond to their request by providing the following information:


Medical Records


Description of Services Rendered


Operative Reports


Medicare EOMB


Other --

Your response should be sent to the following address:

Thank you for your cooperation.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

UCN:

18.  Insurer Refund Letter Template
MEDICAID INSURANCE VERIFICATION SERVICE

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001







UCN:


Insured:


ID#:



Patient:


DOS:



Check #/Date:


Dear Insurer:

A payment of $ was forwarded to our office on for the patient listed above.  You requested that we refund this money to you in correspondence dated.  Please find enclosed check in the amount of $.

If you should have any questions, please feel free to call (803) 252-7070.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

19.  Insurer Non Recip Refund Letter Template
MEDICAID INSURANCE VERIFICATION SERVICE

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211
February 23, 2001
Department of Health and Human Services

Insured:

ID#:

Patient:

DOS:

Check #:

Check Date:

Dear Insurer:

A payment of $ was forwarded to our office on for the patient listed above.  This patient is not a South Carolina Medicaid recipient, therefore we were not due this refund.  Please find enclosed check in the amount of $ .

If you should have any questions, please feel free to call (803) 252-7070, ext..

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

20.  Incorrect Refund Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211

February 23, 2001
Subject:
Incorrect Refund Amount

Provider ID:

Recipient Name:

Medicaid ID #:
Dear Provider:

Thank you for your refund of $, check number for the above-captioned Medicaid recipient.  However,  our records show that Medicaid paid $ on this account.  Although you received $ from the insurance company, you only refunded us $.  Therefore, you still owe Medicaid a balance of $ for this account.

According to Medicaid policy, when you receive an insurance payment on a Medicaid recipient’s account you must refund Medicaid the entire amount of that payment up to the amount Medicaid paid.  Since, by contract with our Agency, you have agreed to accept Medicaid’s payment as payment in full, the account should have a zero balance at the time you receive the insurance payment.

Please remit a refund check for the balance due as soon as possible to prevent your account from being negatively adjusted on a future remittance advice.  Please attach a copy of this letter to the check to ensure proper identification. 

Checks or drafts should be made payable to the South Carolina Department of Health and Human Services and sent to the attention of The Reporting and Receivables Division, Post Office Box 8355, Columbia, SC 29202-8355.   The Department’s IRS ID number is 57-0859576.                                                                                                         
If you have any questions, please do not hesitate to call (803) 252-7070, extension.

Sincerely,

Benefit Recovery Specialist

Medicaid Insurance Verification Services

UCN:


21.  DSS Payment To Recipient Letter Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29211

Memorandum
To:

SC Department of Social Services

From:

Medicaid Insurance Verification Services

Subject:
Insurance Payment Directly to Recipient

Date:

February 23, 2001
We have been notified either by the insurance explanation of benefits or by the recipient that the recipient has received an insurance payment which is in excess of the Medicaid paid amount.  If the medical provider had billed the primary insurance carrier, the provider would have retained the insurance payment and the Medicaid payment would have been reduced or denied.  Currently, the provider considers the claim paid in full even though the Medicaid payment was less than the usual charge for the service.

Recipient Name:



Recipient Medicaid ID:


Insurance Carrier:



Payment Amount:



cc:
Medicaid Recipient

UCN:  :

22.  South Carolina MIVS

  Correction Form
Date Requested:
____________________

Date Returned:
______________________

Time Delivered:
____________________
Date Entered: 

______________________




TPL Reference Data:

Reference Medicaid ID #:
____________________




UserID: ____________

Reference Name: 
______________________________________________

Reference Carrier Code: 
____________________

Reference Policy #:
______________________________________________

UCN #


______________________________________________

Errors:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________





Corrective Actions:

_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________



Corrective Completion Date: 
____________________

Correction Completed By: 
________________________________________

23.  South Carolina MIVS

Error Form

Date Requested:
____________________

Date Returned:
______________________







TPL Reference Data:

Reference Medicaid ID #:
____________________


 
    UserID:  ___________________

Reference Name: 
__________________________________________

Reference Carrier Code: 
__________________________________________________

Reference Policy #:
__________________________________________

UCN #
__________________________________________

Errors:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

Corrective Actions:

Document correction in routing comments    ________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________







24.  South Carolina MIVS

  Questioning a Policy (QP) 
Date Requested:
____________________

Requested by: 

______________________

Medicaid ID #:
____________________
Recipient: 

______________________

Carrier Code: 

____________________
Policy #:

______________________

Date of Service: 
__________  thru  __________





Reason for Request:







__________________________________


Lapse date: 

____________

__________________________________



__________________________________


Eff. Date on MMIS: 
____________




Item: 

______________________



Other Carrier: 
______________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



Reply from Verification:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



Date of Reply: ____________________ 
Verifier: 
______________________

25.  South Carolina MIVS

Retro Questioning a Policy (RQ) 

Retro DCN: 

______________________

Date Requested:
____________________

Requested by: 

______________________

Medicaid ID #:
____________________
Recipient: 

______________________

Carrier Code: 

____________________
Policy #:

______________________

Date of Service: 
__________  thru  __________





Reason for Request:







__________________________________


Lapse date: 

____________

__________________________________



__________________________________


Eff. Date on MMIS: 
____________




Item: 

______________________



Other Carrier: 
______________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



Reply from Verification:

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________



Date of Reply: ____________________ 
Verifier: 

______________________

26.  South Carolina MIVS

Request To Verify Forms
Date Requested:____________________
Requested by: _______________________

Medicaid ID #:
____________________
Recipient Name: 
____________________







Insured SSN: 
____________________
Insured Name: 
____________________







Ins. Co. Name: 
____________________
Policy #:

____________________







Group Name: 
____________________
Group Number:
____________________

Reference UCN :   ____________________
Source: 

____________________

Reason for Request: 


27.  POLICY ADD
RETRO VERIFICATION TEMPLATE
RQ#
COMMENTS:

GROUP POLICIES (POLICY TYPES OTHER THAN HN, COMPLETE SECTIONS B, C, & G)
DOES THE GROUP HAVE A PROTOTYPE?
  YES
(USE STEPS TO VERIFY ON PT AND ENTER INFO IN SECTION A, B & C )

  NO 
(USE GENERIC PT AND COMPLETE INFO IN SECTION B, C, D, E, &F)
SECTION A (for group policies with prototypes ONLY)
STEPS TO VERIFY (GO TO SECTION “F” FOR COVERED DEPN INFO)

STEP #
REQUIRED INFO

1.


2.


3.


4.


5.


6.


SECTION B                  POLICY INFO

Number called to verify:

Ins.  Phone #

Emp. Ph #


Carrier Name







Carrier Code

Policy #




Insured Name (Last, First, MI)








Insured SSN



SECTION C                  COVERED DEPENDENTS
*If no eligible recips are covered OR if the policy lapsed over 6 months ago & there are not $500 in claims --DO NOT ADD THE POLICY.

NAME
Eff. Date(s)
*Elig?
*Lapse Date(s)
S&R
MID




































SECTION D                   GROUP INFO
Employer Name










Group #



Location where employee works







Employer Phone #



Employer Address

Street/PO Box





City




St
Zip





SECTION E                   CLAIMS MAILING ADDRESS

May claims be mailed to the Main Carrier address on MMIS?
YES (SKIP TO SECTION F)
NO, CLAIMS BUT BE MAILED TO: (X one)

EMPLOYER

                          Alternate Carrier Name

ALTERNATE CARRIER



  Street/PO Box





City




St
Zip







SECTION F                 COVERAGE/PREM/DED/CO-INS/ INFO

COVERAGE
COVERED? 
CARVE OUT?
CARVE OUT INS. CO.

Drug




Dental




Psych




Vision

DONT ADD
DONT VERIFY

Premium      Frequency

Co-ins/Ded.

Policy Eff. Date

Policy Lapse Date

$

$
   %



Is Insured/Spouse maternity covered?


Is Dependent maternity covered?


SECTION G               POLICIES NOT MM/HMO OR CARVE OUTS
For these policies, complete SECTIONS B & C and answer questions pertaining to the policy type.

ACCIDENT (HA)  - Do not add if MEDICARE recipient, must pay 24 hrs/day

CANCER (HC) - Do not add if MEDICARE recipient.  
Have cancer claims been paid for recipient?/ Does recipient have cancer?


INDEMINITY If daily pay is not at least $20 -- do not add
Daily Pay Amount
$
Riders?


SURGICAL (HN -Surg) - COMPLETE HI POLICY INFO IF A DAILY PAY AMT IS GIVEN
Surgical Max
$
Misc. Max
$
Anesthesia?


MEDICARE SUPPLEMENT - Are drugs covered by policy? ___ Yes/ ___ No
PART A&B? (HS)

PART A only? (HT)

PART B only? (HR)


28.  POLICY MOD & ADD 
RETRO MAINTENANCE TEMPLATE
RQ#      CC/Policy #(s)
CONTACT NAME:
          

PHONE #: 
 
E/C?:

COMMENTS: 
SECTION A           CARRIER/POLICY INFO

INCORRECT  INFO
CHANGE TO:

CARRIER NAME/CODE


POLICY # 


INSURED NAME 


INSURED SSN 


SECTION B    COVERED DEPENDENT INFO:

CHANGE THE FOLLOWING RECIPIENT INFO ON THE POLICY TO:
MID
Eff. Date
Mat. Ind.
Lapse Date(s)
S&R
Cancer Ind.






















ADD THE FOLLOWING RECIPIENTS TO THE POLICY
NAME
Eff. Date(s)
**Elig?
**Lapse Date(s)
S&R
MID






















**If the  recips has not been Medicaid Elig within the last 6 months OR if the policy lapsed over 6 months ago & there are not $500 in claims --DO NOT ADD THE RECIPIENT TO THE POLICY

These Recipients have never been covered by the policy.  Lapse day after effective date.
MID
















SECTION C   GROUP INFO

DOES GROUP HAVE A PROTOTYPE?


DOES PT REQUIRE RE-VERIFICATION?


WAS POLICY ADDED ACCORDING TO PT?



HAS THERE BEEN A CONVERSION?/EFFECTIVE DATE?*


*COMPLETE POLICY ADD TEMPLATE FOR EACH NEW POLICY
CHANGE GROUP INFO AS FOLLOWS:

INCORRECT INFO
CHANGE TO:
EFFFECTIVE

GROUP #



GROUP NAME



SECTION D   CLAIMS MAILING ADDRESS 

CLAIMS SHOULD BE MAILED TO:
Alternate Carrier/Employer Name


  Street/PO Box




City




St
Zip






SECTION E     POLICY TYPE/COVERAGE INFO

ADDING/REMOVING COVERAGES:

ADD THE FOLLOWING COVERAGES:

EFFECTIVE:


REMOVE THE FOLLOWING COVERAGES:

EFFECTIVE:


LIFETIME MAX REACHED FOR FOLLOWING COVERAGES:

EFFECTIVE:


COVERAGES ARE CARVED OUT: (COMPLETE POLICY ADD TEMPLATE FOR EACH NEW POLICY)
TYPE
NEW CARRIER
CARVE OUT EFFECTIVE

drug



dental



psych



CHANGE POLICY TYPE:
CHANGE POLICY TYPE FROM:
CHANGE POLICY TYPE TO:




29.  RETRO VERIFICATION TEMPLATE

RQ#
COMMENTS:

GROUP POLICIES (POLICY TYPES OTHER THAN HN, COMPLETE SECTIONS B, C, & G)
DOES THE GROUP HAVE A PROTOTYPE?
  YES
(USE STEPS TO VERIFY ON PT AND ENTER INFO IN SECTION A, B & C )

  NO 
(USE GENERIC PT AND COMPLETE INFO IN SECTION B, C, D, E, &F)
SECTION A (for group policies with prototypes ONLY)
STEPS TO VERIFY (GO TO SECTION F FOR COVERED DEPN INFO)

STEP #
REQUIRED INFO

1.


2.


3.


4.


5.


6.


SECTION B                  POLICY INFO

Number called to verify:

Ins.  Phone #

Emp. Ph #


Carrier Name







Carrier Code

Policy #




Insured Name (Last, First, MI)






Insured SSN



SECTION C                  COVERED DEPENDENTS
*If no eligible recips are covered OR if the policy lapsed over 6 months ago & there are not $500 in claims --DO NOT ADD THE POLICY.

NAME
Eff. Date(s)
*Elig?
*Lapse Date(s)
S&R
MID




































SECTION D                   GROUP INFO
Employer Name










Group #



Location where employee works







Employer Phone #



Employer Address

Street/PO Box




City





St
Zip





SECTION E                   CLAIMS MAILING ADDRESS

May claims be mailed to the Main Carrier address on MMIS?
YES (SKIP TO SECTION F)
NO, CLAIMS BUT BE MAILED TO: (X one)

EMPLOYER

                          Alternate Carrier Name

ALTERNATE CARRIER



  Street/PO Box





City




St
Zip






SECTION F                 COVERAGE/PREM/DED/CO-INS/ INFO

COVERAGE
COVERED? 
CARVE OUT?
CARVE OUT INS. CO.

Drug




Dental




Psych




Vision

DONT ADD
DONT VERIFY

Premium      Frequency

Co-ins/Ded.

Policy Eff. Date
        Policy Lapse Date

$

$
   %



Is Insured/Spouse maternity covered?


Is Dependent maternity covered?


SECTION G               POLICIES NOT MM/HMO OR CARVE OUTS
For these policies, complete SECTIONS B & C and answer questions pertaining to the policy type.

ACCIDENT (HA)  - Do not add if MEDICARE recipient, must pay 24 hrs/day

CANCER (HC) - Do not add if MEDICARE recipient.  
Have cancer claims been paid for recipient?/ Does recipient have cancer?


INDEMINITY If daily pay is not at least $20 -- do not add
Daily Pay Amount
$
Riders?


SURGICAL (HN -Surg) - COMPLETE HI POLICY INFO IF A DAILY PAY AMT IS GIVEN
Surgical Max
$
Misc. Max
$
Anesthesia?


MEDICARE SUPPLEMENT - Are drugs covered by policy? ___ Yes/ ___ No
PART A&B? (HS)

PART A only? (HT)

PART B only? (HR)


30.  POLICY MOD 
RETRO MAINTENANCE TEMPLATE
RQ#      CC/Policy #(s)
CONTACT NAME:
          

PHONE #: 
 
E/C?:

COMMENTS: 

SECTION A           CARRIER/POLICY INFO

INCORRECT  INFO
CHANGE TO:

CARRIER NAME/CODE


POLICY # 


INSURED NAME 


INSURED SSN 


SECTION B    COVERED DEPENDENT INFO:

CHANGE THE FOLLOWING RECIPIENT INFO ON THE POLICY TO:
MID
Eff. Date
Mat. Ind.
Lapse Date(s)
S&R
Cancer Ind.






















ADD THE FOLLOWING RECIPIENTS TO THE POLICY
NAME
Eff. Date(s)
**Elig?
**Lapse Date(s)
S&R
MID






















**If the  recips has not been Medicaid Elig within the last 6 months OR if the policy lapsed over 6 months ago & there are not $500 in claims --DO NOT ADD THE RECIPIENT TO THE POLICY

These Recipients have never been covered by the policy.  Lapse day after effective date.
MID
















SECTION C   GROUP INFO

DOES GROUP HAVE A PROTOTYPE?


DOES PT REQUIRE RE-VERIFICATION?


WAS POLICY ADDED ACCORDING TO PT?



HAS THERE BEEN A CONVERSION?/EFFECTIVE DATE?*


*COMPLETE POLICY ADD TEMPLATE FOR EACH NEW POLICY
CHANGE GROUP INFO AS FOLLOWS:
INCORRECT INFO
CHANGE TO:
EFFFECTIVE

GROUP #



GROUP NAME



SECTION D   CLAIMS MAILING ADDRESS 

CLAIMS SHOULD BE MAILED TO:
Alternate Carrier/Employer Name


  Street/PO Box





City




St
Zip





SECTION E     POLICY TYPE/COVERAGE INFO

ADDING/REMOVING COVERAGES:

ADD THE FOLLOWING COVERAGES:

EFFECTIVE:


REMOVE THE FOLLOWING COVERAGES:

EFFECTIVE:


LIFETIME MAX REACHED FOR FOLLOWING COVERAGES:

EFFECTIVE:


COVERAGES ARE CARVED OUT: (COMPLETE POLICY ADD TEMPLATE FOR EACH NEW POLICY)
TYPE
NEW CARRIER
CARVE OUT EFFECTIVE

drug



dental



psych



CHANGE POLICY TYPE:
CHANGE POLICY TYPE FROM:
CHANGE POLICY TYPE TO:




31.  Employer Verification Template
SOUTH CAROLINA 

DEPARTMENT OF HEALTH AND HUMAN SERVICES (DHHS)

DIVISION OF THIRD PARTY LIABILITY

POST OFFICE BOX 101110

COLUMBIA, SOUTH CAROLINA 29211
February 23, 2001






Re:UCN

Dear Jane Doe,

According to Act 516 of the South Carolina General Assembly, all Medicaid recipients have by law assigned all rights to any health insurance they may have to the Department of Health and Human Services as administrator of the Medicaid program.  Pursuant to Section 2, Subsection C of the Act, every Medicaid applicant or recipient is considered to have authorized all persons, including their employers, to release to this commission all information necessary to enforce that assignment of rights.

Please provide the following information on the individual(s) listed below and return to fax# 803-252-0870.

Name of insured person:


Policy number:



Effective dates of coverage:


Members covered



Effective dates

We appreciate your cooperation and should you have any questions, please feel free to call MIVS at 803-252-7070 ext.

Sincerely,

Verification Technician

MIVS Verification Unit
32.  Carrier Code Request Template
Date Information Collected:

Date Code Requested:

Date Code Assigned:

CARRIER CODE REQUEST FORM

UCN:


Payer Name:

Street Address:



Zip:

Post Office Address:




Zip:

City:






State:

Phone:



Phone:

Is this:




Insurance Company

HMO


Self-Insured/TPA

PPO


Self-Insured/Administered Employee

Other

Has this company previously had a different name?  Yes           No               
If yes,

Former Name:
Former Address:
Comments:

Date Prepared:February 23, 2001
Prepared By:

Date Entered on TPL Subsystem:

Entered By:

Date Submitted to SCHA:

Submitted By:

Included in Revision #                         , Dated                                  Mailed                              
Before you request a carrier code, make sure the following questions have been answered.

1.  Does the insurance company have or go by another name?   (Are they a holding company or subsidiary?)

2.  Are they in any way associated with another insurance company?  If yes, in what way?

3.  Whose name appears on the check when they pay claims?

4.  Does anyone else currently administer claims for them?  Has anyone else ever administered claims for them?

33.  Carrier File Update Form
Carrier Code Number:   [Carrier Code Number]   

Carrier Change in Name:     [Carrier Name Changed To]                                        
Carrier Address Change:    [Carrier New Address]                                                                                                                                                                                     

Carrier Telephone Number Change:         [Carrier New Phone Number]        

Carrier Purchase of Another Company:     [New Co. Purchased]                                                                                                                                                             Effective Date of Purchase:   [Purchase date of New Co.]  
Policy Numbers of Company Being Purchased:
        STAY THE SAME

                 CHANGE                      

                           (MMDDYY)
Carrier Being Purchased by: [New Owner of Carrier]                                       
Effective Date of Purchase:       [Date of Purchase]      

Policy Numbers will:
          STAY THE SAME
          CHANGE TO                       ON                          
        



       (MMDDYY)
Change Made By: [Your Name]

34.  Conversion Information Template
INSURANCE CONVERSION INFORMATION

GROUP NAME:



GROUP NUMBER:


CARRIER NAME:


SEND CLAIMS TO:



CONVERSION EFFECTIVE DATE:
CURRENT CARRIERS LAPSE DATE:
CHECK THOSE APPLICABLE:



HOSP IN

RETRO DRUG

DIALYSIS


HOSP OUT

PHYS THERAPY

AMBULANCE


SURGERY

EYE EXAM

DME (MedEq)


ANESTHESIA

GLASSES

NH-Skilled


DOCT-VIST

PSYCH IN

NH-Inter


DIAG TEST

PSYCH OUT

ORAL SURGERY


COST AVOID DRUG

HOME CARE

DENTAL

POSSIBLE CARVE OUT POLICIES:

DRUG
CARRIER NAME:

GROUP#                                                                 

CARRIER ADDRESS:                                                                                                                                           
CARRIER PH#:                                                                    
EFF. DATE:                                         
DENTAL
CARRIER NAME:
GROUP#                                                                 

CARRIER ADDRESS:                                                                                                                                           
CARRIER PH#:                                                                    
EFF. DATE:                                         
PSYCH
CARRIER NAME:
GROUP#                                                                 
CARRIER ADDRESS:                                                                                                                                           
CARRIER PH#:                                                                    
EFF. DATE:                                         
INFORMATION VERIFIED BY:


 DATE:February 23, 2001

35.  FORM 232 – Medicaid Eligibility Record Problem Referral Form
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SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
Medicaid Eligibility Record Problem Referral Form

To: [ 1 Division of Medical Support
PO Box 1520, Columbia, SC 29202-1520

[ ] Medicaid Field Operations
3700 Forest Drive Suite 505, O&.Ew..i_ SC 29204

Check one. Instruciions on back.

{Sender put complete name ard mailing address}

The following problamis} have been found on the Medicaid eligibility record. Pieass resolve within ten working days and make appropriate
changes to the CIS file. Return the completed form to the above address. A claim has been submitted for payment and cannot be paid until

this problem is resolved.

— Recipient Name:
Paymeant Category:
Date of Service:

Medicaid #:

County #:

Claim Control #:

Problem

[ 1Date of Birth
[ 18ex Indicator
[ ]Living Arrangement
[ ]1Date of Death
[ 1Date of Eligibility -

{ J Missing [ [lncorrect dates [ ] Terminated

{ ] Change of Address:

FIELD CURRENT INFGRMATION ON CIS

INFORMATION NEEDED

CORRECTION

{To be complated by DSS)

Resolution

Returned Maif

flYes [ INe

[ 1 Multiple MID #'s
[ ] Payment Category
{ 1 Net lncome Field AWS
[ 1Medicate Part B
[ J Other/Additional Information

[ }Attachments

Date of correctipn:

[ 1 Additional Information:

i ] Daita not correctable because:

[ 1 Attachments

NAME OF DHHS STAFF REQUESTING iNFORMATION:

DATE:

NAME GF D58 STAFF RESOLVING:

DATE:

[
DHHS Form 232 (03/35)
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FORM COMPLETION AND ROUTING INSTRUCTIONS
DHHS STAFF

1. Complete identifying information - recipient name, payment category, date of service, Medicaid identification number, county of residence
number and claim control number (if applicable).

2. Check the appropriate field - mark the field that applies to the problem requiring investigation or correction. Add any clarifying information at
the bottom under otherfadditiona! information., Reminder- Do not use any acronyms or internal terminolegy that can not be readily
understood by all readers.

3. Attach - any information {verification} which can assist the DSS caseworker in their efforts to update or take corrective action i.e. hospital birth
records, DSS Form 1716, DHHS Form 181, Medicare Explanation of Benefits (EOB’s), Physician records, efc.

4, Complete *To” field - by checking the MMRCT screen to identify the payment category. The payment category will determine to which DSS
State Office address listed in this field the Problem Referral form will be sent. Check the appropriate box in the “TO” field on the front of the

forn.

Payment Category 80 (SSI) and Medicare preblems to: All other Payment Category problems to:
Department of Social Services Department of Social Services

Division of Medical Support Medicaid Field Operations

Post Office Box 1520 3700 Forest Drive Suite 505

Columbia, 8. C. 29202-1520 Columbia, 8. C. 29204

m.ﬁ.eEEnna:.m.,m.wa._-,._._nun-wwan:m@immﬁ:E.:n._oomn.o:ﬁsnnm.E.menmmnmnw&nnm,m:m:uﬁa..na.umunncau_ﬁmB&::mma&mmmow
sender. :
6. Keep a copy on file

DSS COUNTY STAFF

1. Review - the case record to clarify the problem identified on the Problem Referral form.

2. Take corrective action -by making all appropriate corrections to CIS andfor case record

3. Anncfate- the Problem Referral form with the resolution or the reason the data was not correctable,
4. Send - the completed form to Medicaid Field Operations at State DSS

STATE DSS STAFF
Division of Medical Support
1. Research - Category 80 and Medicare problem referrals to clarify any discrepancy noted.
2, Annotate - problem referral with the resolution or corrective action taken.
3. Send - 2!l completed referral forms to DHHS at the appropriate address listed below.

Medicaid Field Operations
1. Forward and track - referral form to the appropriate county for review.
2. Follow up - with any forms not completed by the county within the 10 day time frame. .
3. Sead - all completed referral forms to DHHS at the appropriate address listed below.

MCCS  Post Office Box 8309 Columbia, S.C. 29202-8809
DHHS  Post Office Box 8206 Columbia, S.C. 29202-8206 {Identify Division or Dept.)





36.  Child Support Policy Memo Template
Notice to Child Support Enforcement

Department of Social Services
Date:

From:
Medicaid Insurance Verification Services for the Department of  Health and Human Services 

Re:
Child Support Insurance Policy Notification (UCN:)


A policy lapse has been added for the family and the employee has terminated employment.




A recipient has been removed or has not been added to a policy in spite of the court order, employment continues.


An absent parent who has insurance is not cooperating with company policy and the health claims which should be covered by the policy are not being paid.


An employer/insurer is not paying claims for a dependent on whom we have a court order, citing non-residency or some other reason which can be negated by obtaining a Qualified Medical Support Court Order (OMSCO).

OCSE File Number/IV-D Case Number:

Non-Custodial Parent:

SSN:

Employer:

Medicaid Name(s):

Recipient ID Number(s):         

37.  Fax – Verification Generic Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR

SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29201

February 23, 2001
Attention:



Fax #:
Dear Employer:

According to SC Code, Section 43-7-420, of the South Carolina General Assembly, all Medicaid Recipients have by law assigned all rights to any health insurance they may have to the Department of Health and Human Services as administrator of the Medicaid Program.  Every Medicaid recipient or applicant is considered to have authorized all persons, including their employers, to release to this Department all information necessary to enforce that assignment of rights.

Please provide the following information on the individual(s) listed below and return to Fax # .

Name of Insured:

Policy Number:

Deductible Option Chosen



 Effective Dates of  Coverage

Family Members Covered:
                                                                      

Is there Dental Coverage?               Insurance Co. Name:                                              
Are the same family members covered?                                                                           

Effective Dates:                                           
Is there Drug Coverage?                   Insurance Co. Name:                                             
Are the same family members covered?                                                                           

Effective Dates:                                           
We appreciate your cooperation and should you have any questions, please feel free to call Medicaid Insurance Verification Services at (803) 252-7070, extension.

Sincerely,

Verification Technician

Medicaid Insurance Verification Services

UCN:

38.  PCS Fax Verification Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29201

February 23, 2001






UCN:


PCS, Incorporated

PO Box 52175

Phoenix, AZ 85072-2175

Fax #: (602) 661-3001
ATTENTION: MEDICAID DEPARTMENT
According to SC Code, Section 43-7-420, of the South Carolina General Assembly, all Medicaid Recipients have by law assigned all rights to any health insurance they may have to the Department of Health and Human Services as administrator of the Medicaid Program.  Every Medicaid recipient or applicant is considered to have authorized all persons, including their employers, to release to this Department all information necessary to enforce that assignment of rights.

Please provide the following information on the following insured person and return to Fax # .

Name of Insured:


Policy Number:

Type of Coverage (Single or Family)

Carrier/Group Number


      Brand/Generic Co-Pay
Effective Date and Termination Date (if any)
Does this policy cover contraceptives?
( Yes
( No

We appreciate your cooperation and should you have any questions, please feel free to call Medicaid Insurance Verification Services at (803) 252-7070, extension.

Sincerely,

Verification Technician

Medicaid Insurance Verification Services

39.  Fax – MIVS Template
MEDICAID INSURANCE VERIFICATION SERVICES

FOR
SOUTH CAROLINA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

POST OFFICE BOX 101110

COLUMBIA, SC 29201

FAX TRANSMITTAL SHEET

DATE:


TO:



FAX #:


FROM:


FAX #:


TELEPHONE #:



NUMBER OF PAGES (INCLUDING COVER):


COMMENTS:
The information contained in this facsimile message is legally privileged and confidential information intended only for the use of the individual or entity named above.  If the dissemination, distribution or copy of this telecopy is strictly prohibited.  If you have received this telecopy in error, please immediately notify us by telephone and return the original message to us via the U.S. Postal Service to the following address: MIVS, PO Box 101110, Columbia, South Carolina 29211.     Thank you. 

40.  Form 110 Adjustment Request Form
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41.  Form 192 Purchasing Requisition (aka: Check Request)
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APPENDIX G: BENEFIT RECOVERY TIME FRAMES

BENEFIT RECOVERY TIME FRAMES

Item
Pay and Chase
Retro Health
Retro Medicare

Beginning each quarter for: 
Claims paid in prior quarter
Claims paid prior to policy accretion
Claims paid prior to Medicare accretion date on MMIS

Follow-up notices to carriers and providers
~ 120 days from initial invoice
~ 120 days from initial

 invoice
None

Follow-up notices to carriers and providers
None to carriers

~ 180 days from initial provider invoice 
None to carriers

~  180 days from initial  provider invoice
None

Notice of debit
None to carriers

~  9 mos from initial provider invoice
None to carriers

~  9 mos from initial

 provider invoice
None

MMIS auto debit
~  9 mos from initial provider invoice
~  9 mos from initial

 provider invoice
~  30 days from initial

 provider invoice 

APPENDIX H: SELECTED MMIS BENEFIT RECOVERY LETTERS

1. Provider 1st Letter 

2. Provider 2nd Letter 

3. Provider 3rd Letter 

4. Medicare 1st Letter 

5. Insurer 1st Letter (Carrier Letters With ‘C’ Car/Emp Indicator On Policy File)

6. Employer 1st Letter (Carrier/Employer Ltrs With Alt. Address ‘E’ Car/Emp Indicator On Policy File)

(Note:  INSURER AND EMPLOYER 2nd FOLLOW-UP NOTICES ARE FORMATTED THE SAME AS 1st LETTERS EXCEPT “SECOND REQUEST” IS ANNOTATED ON THE 2nd NOTICES.

1.  Provider 1st Letter
[image: image34.png]Az/15/2081 18:22 8A3-737-4452 MMO PAGE  B2/21

State of South Carolina
DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID INSURANCE VERIFICATION SERVICES
Post Office Box 101110
Columbia, South Carolina 29211

dJanuary 11, 2000

PALMETTQ RICHLAND PROVIDER ID: 232488
PALMETTO HEALTH ALLIANCE

5 RICHLAND MEDICAL PARK

COLUMEIA 3C 29203

Dear Medicaid Provider:

in order to comply with federal regulations, the Department of Health and Human Services must ensure that Medicaid
is the payer of last resort. As a Medicaid provider, you are required to make a reasonable effort to collect from other
insurance companies when a Medicaid recipient also has private or group insurance coverage. By doing so, state
and federal tax dollars are saved and more funds are available to pay for Medicaid services.

Our research indicates that the attached lists of claims are for recipients who had other insurance availabie on the
date you rendered services. Please file these claims with the insurance companies indicated on each sheet.

Once you receive a check from the insurance company, please complete the "Your Refund” column on each claims
fist:

& |f the insurance company pays more than Medicaid paid you, refund the entire Medicaid payment.

* [fthe insurance company pays less than Medicaid paid you, only refund the amount the insurance company paid.

*  Attach the Explanation of Benefits (EQB) from the insurance company which explains the payment, and mail your
refund check along with the compieted claims list to the following address:

5C Department of Health and Human Services
Division of Reporting and Receivables

Post Office Box 8355

Columbia, South Carolina 29202-8355

Returning the claims list and the insurer’s EQOB will ensure that your account is properly credited and eliminate the
need for you to complete a Medicaid Refund Check Form {DHHS Form 205).

If the insurance company denies payment on all claims, note "DENIED” on the claims list and send the list and the
EOB which gives the reastTn(s) for denial to Medicaid Insurance Verification Services.

Please respond to this request within 120 days from the date of this letter. If you have any questions about the request,
you may contact us at (803) 262-7070,

Your willingness to provide these services to our clients and your cooperation in saving taxpayer dollars are greatly
appreciated.

Sincerely,

BENEFIT RECOVERY UNIT
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PROVIDER: ID # 1 232488 RECIPIENT: ID #: 1111110903 1 4l/08/2000
NAME PALMETTO RICHLAND NAME: BONNIE K RETROBEATY
ADDRESS: PALMETTO HEALTH ALLIANCE
5 RICHLAND MEDICAL PARK

COLUHBIA sC
29203
INS Ca : AMERICAN HERITAGE LIFE INSURANCE
POLICY HOLDER: BETSILL SJULTA J
POLICY % : RETPOL9907811090301
FOLICY GROUF : MOTHERS HELPERS
GROUP &% : RETPOL9907811090301
PFROVIDER CHECK MEDICAID YOUR
CCN DATES OF SERVICE REFM# DATE PAYMENT REFUND
9851400835550000 10/15/98-10/15/98 S823800208 11/720/98 425.00
95351005385500007 12/11/98~12/11/98 9834500995 12726798 545.00
TOTAL FOR THIS RECIPIENT: . s70.00

PLEASE NOTE:
IF PAYMENT IS DENTED ON ANY OF THESE GCLAIMS AN EXPLANATION OF BENEFITS FROM THE INSURANCE COHPANY
MUST BE ATTACHED To THIS FORM.





2.  Provider 2nd Letter
[image: image36.png]Az/15/2081 18:22 8A3-737-4452 MMO PAGE  B5/21

State of South Carelina
DEPARTMENT QF HEALTH AND HUMAN SERVICES
MEDICAID INSURANCE VERIFICATION SERVICES
Post Office Box 101110
Columbia, South Carolina 25211

May 13, 2000

PALMETTO RICHLAND PROVIDER \D: 232488
PALMETTQ HEALTH ALLIAMCE

5 RICHLAND MEDRICAL PARK

COLUMBIA SC 29203

Dear Medicaid Provider:

In order to comply with Federal regulations, the South Carclina Department of Health and
Human Services must ensure that Medicaid is the payer of last resort. As part of the process
of identifying other payers, we have determined that the attached lists of claims are for re-
cipients who had other insurance available on the date you rendered service.

These lists were originally sent to you four months ago. To date, we have not received a re-
sponse from you indicating that you have filed the claims appropriately,

If you have not yet filed these claims with the indicated insurers, you must do so immediately.
_If you have received payment from the insurers, please refund Medicaid either the amount you
received per claim, or the Medicaid reimbursed amount per claim, whichever is less. If the
insurers have denied payment, please send us a copy of their explanation of benefits showing
the reason for denial.

If you have already made a refund or sent information regarding insurance denials and you
feel this second notice has been sent in error, please mail supporting documentation to
Medicaid Insurance Vetification Services.

Unless we receive a response from yau within forty-five {45) days from the date of this letter,
a negative adjustment may be made to your Medicaid account. If you need assistance, please
contact us at (803) 252-7070.

We appreciate your cooperation with our efforts to save South Carolina tax doliars.

Sincerely,

BENEFIT RECOVERY UNIT
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PROVIDER: 1D # T 232688 RECIPIENT: ID #: 1111110903 2 05/10/2000
NAME : PALMETTO RICHLAND NAME: BONNIE K RETROBEATY
ADDRESS: PALMETTO HEALTH ALLIANCE
5 RICHLAND MEDICAL PARK

COLUMBIA - 5C
29203
INS CO : AMERICAN HERITAGE LIFE INSURANCE
POLICY HOLDER: BETSILL JULTIA o
POLICY # : RETPOL2907311090301
POLICY GROUP : MOTHERS HELPERS
GROUF # : RETPOL99078110303501
FROVIDER CHECK MEDICALD YOUR
CCN DATES OF SERVICE REF® DATE PAYMENT REFUND
9831%008356500002Z 10/15/98-10/15/98 9828800208 11/20/98 $25.00
98351005335500007 12/11/98-12/11/98 9834500995 12/26/98 $45.00
TAOTAL FOR THIS RECIPIENT: $70.00

PLEASE NOTE:
IF PAYMENT IS DENIED OM ANY DF THESE CLAINS AN EXPLANATION OF BENEFITS FROM THE INSURANCE COMPANY
MUST BE ATTACHED TO THIS FORM.





3.  Provider 3rd Letter
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State of South Carolina
DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID INSURANCE VERIFICATION SERVICES
Post Office Box 101110
Columbia, South Carolina 29211

July 11, 2000

PALMETTO RICHLAND : PROVIDER: ID: 232488
PALMETTO HEALTH ALLIANCE

5 RICHLAND MEDICAL PARK

COLUMEIA SC 28203

Dear Medicaid Provider:

To comply with federal regulations that Medicaid be the payer of last resort, we have sent you
first and second notices of primary health insurance coverage for claims paid by Medicaid.
You were requested to file the claims with the private insurers and refund the insurance pay-
ment or report the denial to this office.

Six months have elapsed since you received the first notice, and to date we have not received
a response from you. Therefore, your account will be negatively adjusted on a future remit-
tance. To assist you in identifying the accounts which will be included in the adjustment,
recipient-specific listings of the affected claims are enclosed.

If you have information which would alter the adjustment, please submit the documentation
within thirty (30) days to Medicaid Insurance Verification Services.

If there is no contact from you, the adjustment will appear on a regular remittance advice and
will decrease your payment by $ 70.00. You will be able to identify the adjustment by the
code "T10R408007 in the column labeled "Own Reference Number”.

Cnce the adjustment appears on your remittance, if you still take exception to this adjustment,
you may request an informal reconsideration through the Medicaid Insurance Verification
Services office. If the reconsideration is still not satisfactory, you have the right to appeal.
You must respand in writing within thirty caléndar days of the date of the adjustment, identi-
fying the specific items being appealed. Letters of appeal should be addressed to the South
Carolina Department of Health and Human Services, Division of Appeals and Hearings, Post
QOffice Box 8206, Columbia, SC 29202-8208.

We appreciate your continuing cooperation with the requirements of the Medicaid program
and your assistance in saving taxpayer dollars.

Sincerely,

BENEFIT RECOVERY UNIT
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PROVIDER: ID # : 232488 RECIPIENT: ID #: 1111110903
NAHE : PALMETTO RICHLAND NAME: BONNIE
ADDRESS: PALMETTO HEALTH ALLTANCE
5 RICHLAND MEDICAL FARK
COLUMBIA - 5C
292035
INS CO + AMERICAN HERITAGE LIFE INSURANCE
POLICY HOLDER: BETSILL JULIA J
POLICY ® + RETPOL9997811090301
POLICY GROUP : MOTHERS HELPERS
GROUP # : RETPOL990781109035401
PROVIDER CHECK
CCN DATES DF SERVICE REF# DATE
9831400335550 0007 10/15/98-10/15/98 9528800208 11/20/98
9825100533550000Z 12/11/98-12/11/98 9834500995 12/24/98

PLEASE NOTE:

TOTAL FOR THIS RECTPIENT:

PAGE  B9/21

2 07/08/2000
K RETROBEATY

MEDICAID YOUR
PAYMENT REFUND
$25.00
£65.00
570.00

TIF PAYMENT IS DENIED ON ANY OF THESE CLAIMS AN EXPLANATION OF BENEFITS FROM THE INSURANCE COMPANY

MUST BE ATTACHED TO THIS FORM.





4.  Medicare 1st Letter
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State of South Carolina
DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID INSURANCE VERIFICATION SERVICES
Post Office Box 101110
Columbia, South Carolina 29211

Tanuary 11, 2000

PALMETTO RICHLAND
PALMETTO HEALTH ALLIANCE
5 RICHLAND MEDICAIL PARK
COLUMBIA 5C 29203

Dear Medicaid Provider #232488

The attached printout is a list of claims paid by Medicaid for which Medicare should have been
pritnary due to retroactive Medicare eligibility. '

All of the attached claims must be filed with your Medicare intermediary or carrier. Please contact
your Medicare intermediary or carrier directly for any questions you may have regarding Mecdicare’s
timely filing deadlines or other policies and procedures.

The amount dise Medicaid is 592.89. Your account with Medicaid will be AUTOMATICALLY
ADJUSTED for this entire amount on your 80, 2000 remittance advice and can be identified
by the number “T10 95301 which will appear in the “Own Reference Number” column. DO NOT
SEND A REFUND CHECK.

After you file the claims with Medicare, any coinsurance or deductible amounts due will be paid
through the nomnal automated crossover procedures for in-state providers. Qut-of-state providers
must submit manual crossover clabms to their appropriate program area here at the Department
of Health and Human Services along with the Medicare explanation of benefits.

For inpatient hospital claims with Part B only Medicare coverage, the full amount on the attached
printout will be adjusted. Those inpatient providers, after receiving Medicare payment, should
document the amount received and the remaining Medicaid Lability for Part A charges. Doc-
umentation, should be sent to Medicaid Insurance Verification Services. A credit adjusment will
then be processed for the documented amount.

In the event that you have already refunded Medicaid for these patients or have any questions,
please contact us at (803) 252-7070.

Sincerely,

BENEFIT RECOVERY UNIT
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RUMDAYE: 0170872000
REPORT: TPL&30Q

PROVIOER 1D PROVIDER MAME AWD ADDRESS
232488 PALHETTO RICHLAND
PALEETTO HEALTH ALLIANCE
5 RICHLAND HEDICAL FARK
COLUMBIA SC 29203
CLAIM COMTROL CHECK RECIPIEHT RECIPIENT
HLUHEER DATE HEQICATD I8 HEDICARE 1D
QEI3PEDFTEE500002 12411498 1111114001 2H9507385N

SOUTH CAROLINA HEPARTHEMT DF HEALTH AHD HUMAM SERVICES

HEDECATE HANAGEHENT IHFORMATION SYSTEH

RETROACTIVE HEDICARE

LIHE FIRST DATE

REF HO. RECIFIEHT MAHE
KD  OF SERVICE
9532300818 £ A RETROBAKER o1 11/19598

LAST DATE PROCEDURE
OF SERVILE CORE

11719798
PROVIDER TOTAL:

AMGURHT
PAID

$52.8%
$32.89





5.  Insurer 1st Letter (Carrier Letters With Car/Emp Indicator ‘C’On Policy File
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SOUTH CARDLINA DEPARTMENT OF MEALTH AND HUHAM SERVICES
REFORTING AND RECEIVABLES DIVISION, P.O. BDX 8355, COLUMBIA, S. C. 29202-8355
CLAIKS FOR MEDICAID RECIPIENTS
FEDERAL TAX ID i 570859576

JANUARY 11, 2000

PLUE CRDSS AND BLUE SHIELD OF THE ROCHESTER AREA  X2F
150 EAST HAIN STREET
ROCHESTER NHY lasq?

DEAR INSURER:

ATTACHED IS A LISTING DF CLAIMS PAID BY THE SC DEPARTHENT OF HEALTH AND HUMAN SERVICES FOR HEDICAID CLIENTS.

FEDERAL AND STATE REGULATIONS REQUIRE THAT ALL AVATLABLE RESOURCES HUST BE EXHAUSTED BEFORE THE HEDICAID
PROGRAM ES LIABLE FOR HEDICAL BILLS INCURRED-BY THESE INDIVIDUALS.

QUR RECORDS INDICATE THAT THESE RECIPIENWTS ARE INWSURED UMDER POLICIES ISSUED BY YOUR COHPANY. FURSUANT TO
S.C. CODE, SECTION 43-7-420, THE HEDICAID AGENCY HAS SUBROGATION AND ASSIGHMENT RIGHTS TO THESE POLICIES.

ITEMIZED INSURAHCE CLAIHS ARE ATTACHED. CLAINS PROCESSORS ARE ADVISED THAT BENEFITS SHOULD BE CONFUTED
BASED ON THE TOTAL AHOUNT CHARGED FOR EACH SERVICE, 0T THE HEDICAID ALLOWED AMOUNT.

TO ENSURE YOUR ACCOUNT IS PROPERLY CREDITED, THE ATTACHED LISTING SHOULD BE RETURNED WITH EITHER YOUR
LHECK DR AN ENPLANATION DF BENEFIIS.

CHECKS OR DRAFTS SHOULD BE MADE PAYABLE TO THE SOUTH CAROLINA DEFARTMENT OF HEALTH 4WD Mtk SERVICES
AND SENT TD THE ATTENTION OF THE REPORTING AND RECEIVABLES DIVISION, POST DFFICE BOX 8355, COLUMBIA, SC
20202-8355. THE DEPARTHENT'S IRS ID HUHBER IS 57-0B59576.

PLEASE CONTACT HEDICAID INSURANCE VERIFICATION SERVICES AT (803) 252-~7070 IF MORE INFORHATION IS NEEDED.
SINCERELY ,

BEHEFIT RECOVERY UNIT
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BL/0&6/2000 SOUTH CAROLINA DEPARTHENT OF HEALTH AND HUMAM SERVICES PAGE:
REFOR¥ING AND RECEIVASLES DiVISION, P.0. BOK 8365, COLUMBIA, S. C. 29202-B3IE6
CLATHS FOR_HEDICAID RECIPIENTS
s FEDERAL TAX ID B 570859576
) M2F BLUE CROSS AMD BLUE SHEIELD OF THE ROCHESTER AREA
150 EAST MAIN STREET
ROCHESTER, NY 14647
RECIPIENT BEN L RETRODIAGH
ID MUHBER 1111111004
DATE OF BIRTH 04/18/86
SEX/RELATIONSHIF HALESCHILD
PROVIDER MAHE CHILDRENS DENTISTRY PA PROVE ZAT998 POLICY HOLDER FRANK B JAHES
PROVIDER ADDRESS POLICY W RETPOL9907811100401
7465 HORTHSIDE DRIVE POLICY GROUP LIBERTY LIFE
CHAELESTON, S€ 294204209 POLICY GROUP B RETPOL9907811100401
9814307054701L6700B PRIMARY DIAGHOSLS CODE/DESCRIPTEON V72.2 /DENTAL EXAHINATION
04/03/96-04/03/98 SECONDARY DIAGNOSIS CODE/DESCRIFTION
FIRST DATE LAST DATE PL PROC/HOD PROCEDURE CODE DESCRIPTICN UNITS TOOTHE/ TOTAL HEDICAID
DF SERVICE OF SERVICE SV CODE SURFACE CHARGE PAYHENT
04703598 04/03/98 3 00122 000 RECALL ORAL EXAt o0l r [ 13.00 § 13.00
04/03/98 04/43/98 3 01120 oog PROPHYLAXIS 091 ' [ 17.00 § 17.00
04/03/58 04/03/98 3 01203 000 TOPICAL FLUORIDE ool i 4 .00 § 9.00
ba/03/98 04/03/98 3 10272 000 X-RAY BLTE WINGS THO FILHS 003 £ $ 9.00 % 2.00
04/03/98 04503795 3 00330 0BO K-RAY PAKOREX 901 i g 27.00 % 27.00
CLATH TOTALS % 7E.00 % 75.00
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OUTH CAROLINA MEDICALD RECIPIENTS.
DEPARTHENT OF HEALTH AND HUMAM SERVICES TO THE EXTENT OF THE HEDICAID PAYHENT.
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6.  Employer 1st Letter (Carrier/Employer Letters With Car/Emp Indicator ‘E’ – Alternate Address On Policy File
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SOUTH CAROLINA DEPARTHENT OF HEALTH AMD HUMAN SERVICES
REFORTING AND RECEIVABLES DIVISION, ¥.0. BOX 8355, COLUNBTIA, S. €. 29202-8355
CLAIHS FDR HEDICAID RECIPIENTS
FEDERAL YAX ID # K70BE9576

JENUARY 11, 2008

BIRDS UNLIHLTED

ATTH: MARY ROGERS

101 SOUTHAHPTON ROAD

CLEVELAND GH 13130-1212

BEAR COMPANY:

ATTACHED 15 A LISTING OF CLAIHS PAID BY THE SC DEPARTMENT OF MEALTH AND HUHAN SERVICES FOR HEDICAID CLIENTS.
FEDERAL AND STATE REGULATIONS REQUIRE THAT ALL AVAILABLE RESOMRCES MUST BE EXHAUSTED BEFORE THE HEDICAID
PROGRAN IS LIABLE FOR HEDICAL PILLS INCURRED BY THESE INDIVIDUALS.

DUR RECORDS INDICATE THAT THESE RECIPIENTS ARE LNSURED UNDER POLICIES ISSUED BY YOUR COMPANY. PURSUANT 7O
§.C. CODE, SECTION %43-7-420, THE MEDICAID AGENCY HAS SUBROGATION AND ASSIGHHENT RIGHTS T0 THESE POLICIES.

ITEMIZED INSURAHCE CLAIHS ARE ATTACHED. IF THESE CLATHS HEED PRICR ELIGIBILITY CERTIFICATION, PLEASE
CERTIFY ELIGIBILITY AND FORWARD TD THE INDIVIDUAL OR PARTY RESPUNSIBLE FOR CLATMS PROCESSING.

CLATMS PROCESSORS ARE ADVISED THAT BEHEFITS SHOULD BE COMPUTED BASED ON THE TOTAL AMOUNT CHARGED FOR EACH
SERVICE, HOT THE MEDICAID ALLOMED AHOUNE.

TO EMSURE YOUR ACCOUNT IS PROPERLY CREDITED, THE ATTACHED LISTING SHOULD BE RETURNED WITH EITHER YOUl
CHECK OF AH EXPLANATION DF BEMEFLTS.

CHECKS OR DRAFTS SHOULD BE WADE PAYABLE TO THE SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAH SERVICES AND
SENT TO THE ATTENTION QF THE REPORTING AND RECEIVABLES DIVISION, PGST OFFICE BOX 8355, COLUMBIA, SC
29202-8355, THE DEPARTHENT'S IRS ID WUMBER IS E7-0859576.

PLEASE CONTACT MEDICAID INSURANCE VERIFICATION SERVICES AT {803) 252-7070 IF MORE ENFORMATEOM IS WEEDED.

SIKCERELY ;
BENEFIT RECOVERY UNLT
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SOUTH CARGLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REPORTING AND RECEIVABLES DIVISION, F.D. BOX 835, COLUMBIL, S. C. 29202-8355
CLAINS FOR HEDICAID RECIPIENTS
FEDERAL TAX ID W 570859576

JAKUARY 11, 2000

CARRIER 401 401
401 HAIN STREET
PENDLETON SC 85852-HRE6

DEAR INSURER:

ATTACHED IS A LISTING OF CLAINS PAID BY THE SC DEPARTMENT QOF HEALTH AND HUMAN SERVICES FOR HEDICAID CLIENTS.
FEDERAL AND STATE REGULATIONS REQUIRE THAT ALl AVAILABLE RESQURCES MUST BE EMHAUSTED BEFORE THE HEDICAID
PROCRAH 1S LIABLE FOR MEDICAL BILLS INCURRED BY THESE INDIVIDUALS .

QUR RECORDS INDICATE THAT THESE RECIPIENTS ARE INSURED UNLER POLICIES ISSUED BY YOUR COMPAMY. PURSUANT TO
§.C. CDDE, SECTION 43-7-420, VHE HEDICAXD AGENCY HAS SUBROGATION AMD ASSTGNHENE RIGHTS TO THESE POLICIES.

ITENIZED IHSURAMCE CLAIHS ARE ATTACHED. CUATMS PROCESSORS ARE ADVISED THAT BENEFITS SHOULD BE CONFUTED
BASED ON THE TOTAL AMOUNT CHARGED FOR EACH SERVICE, HOT THE MEDICAID ALLOWED AHOUNT.

§0 ENSURE YOUR ACCOUNT IS PROPERLY CREDITED, THE ATTACHED LISTENG SHOULD BE RETURNED WITH EITHER YOUR
CHECK OR AN EXPLANATION OF BENEFITS.

CHECKS OR DRAFTS SHOULD BE HADE PAYABLE TG THE SOUTH CAROLENA DEPARTHENT OF HEALTH AND HUNAN SERVICES AND
SENT TQ THE ATTENTION OF THE REPORTING AND RECEIVABLES DIVISION, POST OFFICE EOX 8355, COLUNBEA, SC
29202-8355. THE DEPARTHENT'S IRS ID NUHBER IS 57-0859576.

PLEASE CONTACT HEDICAID INSURANCE VERIFICATION SERVICES AT (803) 252-7070 IF HKORE INFORHATION IS NEEDED.

SINCERELY,
BENEFIT RECOVERY UNLIT
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0370872000 SOUTH CARCLINA DEPARTMENT OF HEALTH AND HUHAN SERVICES PAGE : 1
REFORTING ANMD RECEIVABLES DIVISION, P.D. BDX 8355, COLUNBIA, S. C. 29202-8355
€LAINS FOR HEDICAID RECIPIENTS
FEDERAL TAX II # 570859576
401 -

RECIPIENT AUSTIN H RETROMASON

ID _HUMBER 1111130781

DATE OF BIRTH 10/02/8%

SEX/RELATIONSHIP MALE/CHILD

PROVIGER HAME ANDERSON OCONEE PICKENS PROVE 245543 POLICY HOLDER  ALHEDA BROWH

PROVIDER ADDRESS  NORMAN ROBERTSON, EX DIR POLICY & RETPOL9907811070101

200 MCGEE ROAD FOLICY GROUP BIRDS UHLIMITED
ANDERSQN, ST 296252104 FOLICY GROUP # RETPDLS907811070101
4525700388160600A PRINARY DIAGHOSIS CODE/DESCRIPTION 313.81/0PPOSITIONAL DISORDER
06/19/95-06/19/98 SECONDARY DIAGKOSIS CODE/DESCRIPTECH

FIRST DATE LAST DATE PL PROCSHOD PROCEDLRE CODE DESCRIPTICN REHDERING PROVIDER URITS TATAL HEDICALD

OF SERVICE OF SERVICE sV CODE CHARGE  PAYHENT

06/19/98 06419598 nis3} WOO3D 000 mﬂ= ASSESSHENT-MPH PER UH ANDERSCH OCONEE PICK 0ol § 52.00 § 52.00

06519758 06719796 DI53) Wo048 000 DMH PSYCH/MEDICAL ASSESS-H AHDERSON OCONEE PICK o2 % 86.00 % &6, 00

D 15 HIN UNITS

CLAIN TOTALS $ 138.00 § 138.00

63636 26 6T JEIE 36 DI IE K MMM

3 36 MR P36 I DEIEIE B 66 0 D006 2RI EIEDE36 36 A0 M IERE EIEIE I M A X K2
FOR SOUTH CAROLINA HEDICAID RECIPEENTS.
AND HUMAN SERVICES TD THE EXTE!

* THE CLAIWS LISTED ARE

% LEGALLYT ASSIGMED TD THE SC DEPARTMENT OF H

% DEPARTHENT OF HEALTH AND HUMAM SERVICES.

02 I BN 369 9E3¢ JE3€ D

0 WD JE 26 I JEIEMIEIE

**Kt#**#ﬁ**t#ﬂ***ﬂ*k#t*#I***tI*ﬂ*m*ﬂl*Kt****X*‘#tX*#K*X#ﬂ#ﬂ*tl‘#l*!**#

EALTH

6 JEIEJ I HEIEIHEIDEIE FEN WEIEEE M
ACCORDING TO S. C. CODE, SECTIOH 43-7-420,
NT OF THE MEDICAID PAYHENT.

3610 6963 636 263K 2696 36 DEIC I FEDEIEN BLIETE 336 PHIEIE JEIE DEDE DEDE D636 DK JEDE BLIEJEDEI I JEIE JEIEE MM HX W K

36 EICHEIESE M AEN 36 943 MR DEIC ISR L6 EDEHN DO JEIE D636 6 FEIEAC JERFLIEN MO HIETE NI MM N

S IR BEE MHIEE MO 236 396006 JE0EDERE DU DEDE 636 IEIEBEIE IR D66 DEFH 2 NI MR NI KUK WA b3

ALL RIGHTS YO THIRD PARTY PAYHENT ARE *

PLEASE MAKE CHECKS PAYABLE TO THE SC ”

36 363634 636 5 636 BLIEIK 2636 E56 36 FEIEPE ALDE B3 PEIEJETE D646 HLICKE WHFHE
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0370872000 SOUTH CARCLINA DEPARTMENT OF HEALTH AND HUHAN SERVICES PAGE : 1
REFORTING ANMD RECEIVABLES DIVISION, P.D. BDX 8355, COLUNBIA, S. C. 29202-8355
€LAINS FOR HEDICAID RECIPIENTS
FEDERAL TAX II # 570859576
401 -

RECIPIENT AUSTIN H RETROMASON

ID _HUMBER 1111130781

DATE OF BIRTH 10/02/8%

SEX/RELATIONSHIP MALE/CHILD

PROVIGER HAME ANDERSON OCONEE PICKENS PROVE 245543 POLICY HOLDER  ALHEDA BROWH

PROVIDER ADDRESS  NORMAN ROBERTSON, EX DIR POLICY & RETPOL9907811070101

200 MCGEE ROAD FOLICY GROUP BIRDS UHLIMITED
ANDERSQN, ST 296252104 FOLICY GROUP # RETPDLS907811070101
4525700388160600A PRINARY DIAGHOSIS CODE/DESCRIPTION 313.81/0PPOSITIONAL DISORDER
06/19/95-06/19/98 SECONDARY DIAGKOSIS CODE/DESCRIPTECH

FIRST DATE LAST DATE PL PROCSHOD PROCEDLRE CODE DESCRIPTICN REHDERING PROVIDER URITS TATAL HEDICALD

OF SERVICE OF SERVICE sV CODE CHARGE  PAYHENT

06/19/98 06419598 nis3} WOO3D 000 mﬂ= ASSESSHENT-MPH PER UH ANDERSCH OCONEE PICK 0ol § 52.00 § 52.00

06519758 06719796 DI53) Wo048 000 DMH PSYCH/MEDICAL ASSESS-H AHDERSON OCONEE PICK o2 % 86.00 % &6, 00

D 15 HIN UNITS

CLAIN TOTALS $ 138.00 § 138.00

63636 26 6T JEIE 36 DI IE K MMM

3 36 MR P36 I DEIEIE B 66 0 D006 2RI EIEDE36 36 A0 M IERE EIEIE I M A X K2
FOR SOUTH CAROLINA HEDICAID RECIPEENTS.
AND HUMAN SERVICES TD THE EXTE!

* THE CLAIWS LISTED ARE

% LEGALLYT ASSIGMED TD THE SC DEPARTMENT OF H

% DEPARTHENT OF HEALTH AND HUMAM SERVICES.

02 I BN 369 9E3¢ JE3€ D

0 WD JE 26 I JEIEMIEIE

**Kt#**#ﬁ**t#ﬂ***ﬂ*k#t*#I***tI*ﬂ*m*ﬂl*Kt****X*‘#tX*#K*X#ﬂ#ﬂ*tl‘#l*!**#

EALTH

6 JEIEJ I HEIEIHEIDEIE FEN WEIEEE M
ACCORDING TO S. C. CODE, SECTIOH 43-7-420,
NT OF THE MEDICAID PAYHENT.

3610 6963 636 263K 2696 36 DEIC I FEDEIEN BLIETE 336 PHIEIE JEIE DEDE DEDE D636 DK JEDE BLIEJEDEI I JEIE JEIEE MM HX W K

36 EICHEIESE M AEN 36 943 MR DEIC ISR L6 EDEHN DO JEIE D636 6 FEIEAC JERFLIEN MO HIETE NI MM N

S IR BEE MHIEE MO 236 396006 JE0EDERE DU DEDE 636 IEIEBEIE IR D66 DEFH 2 NI MR NI KUK WA b3

ALL RIGHTS YO THIRD PARTY PAYHENT ARE *

PLEASE MAKE CHECKS PAYABLE TO THE SC ”

36 363634 636 5 636 BLIEIK 2636 E56 36 FEIEPE ALDE B3 PEIEJETE D646 HLICKE WHFHE
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QL/08/2000 SOUTH CAROLINA DEFARTMENT OF HEALTH AND HUHAH SERVICES PAGE: 3
REPGRYING AND RECEIVABLES DIVISION, P.0. BOX 8355, COLUMBIA, S. £. 29202-6355
CLAIMS FOR MEDICAID RECIPIENTS
FEDERAL TAX ID # 570859576
401

RECIFIENT AUSTIN H RETROHASON

1D KUMBER 1111110701

DATE OF BIRTH 10/02/84

SEX/RELATIONSHIP MALE/CHILE

PROVIDER HAHE PHARNERICA PROVE 767465 POLICY HOLDER  ALHEDA BROWH

PROVIDER ADDRESS WICHAEL V SWIMDLE RPH POLIEY # RETFQL9207811070101

3351 WREGHTSBORO RD ¥ 403 FOLICY GROUP BIRDS UHLIMITED
AUGUSTA, GA 309092812 PALICY GROUP W RETPOL$907311670101
DATE RA & HDC BRUE HAKE QAN DAYS  REFILL TATAL HEDICAID PRESCRIBING HEDICAID CLAIM &
SUPP CHARGE PAXD PHYSICIAN
12/09/98 248056 0po7L050525  MEURONTIN 300M6 CAPSULE 0053 931 o ¢ 104.23 § 93,88 KHETPAL 99011010310042010
12/09/98 268057 20029321120  PARIL Z0MG TABLET 003k 031 e § 73.48 % &6.21 KHETPAL 4901101031004202D
12/09/98 248058 00074621515 SEPAKDTE S00HG TABLET EC 0931 03t oy # 48,29 % 43.54 KRETPAL 99011010318042030
12/31/96 249218 00054252731 LITHIUH CARBOMATE 300HG CAP piss 031 o0 % 17.29 % 15.83 KHETPAL 9901101031004205D
01/11/99 208058 00076621513  DEPAKDTE BODHG TABLET EC 0031 031 01 # 45.29 $ 43,54 KHETPAL 9945600056000307D
01/14/9% 248057 20029321120  PAXIL 20HG TABLET o3l 031 oL § 7i.48 % 66. 21 KHETPAL 9905500 0560003060
n1/14/99 249218 00054252731 LITHIUM CARBONATE 300MG CAP 0063 031 [ B 8.56 ¢ T.7% KHETPAL 99056 40057000301D
01/20/99  25138% 00064452725  LITHIUH CARBOMATE 30UHG TAB plss B3l mw ¢ 16.79 % 15.20 KHETPAL 9905600057 0003020
FEIEMEIE M 362 l#llmK*!**K!Kl*l#ﬂ#ﬂ*ﬂ*#!l*!*x EIEHEIREIE FE WEE I DN MEIEW AN I 3636 FEIE JEDE 6 N 2 W36 636 MHH ERrilsd

FIEM PN NN P JE 26 2264 3 X

36 FEEI NI BIIE H I I KUK
* THE CLAIHS
# - LEGALLY AS
= DEPARTHENT
PN RN NN RN N

*u*mmxxu*m-**gxmtw**nxx**xmmx*mxzxx**mxxu*x:mmt***mxnxxm*mxmmxmmmxnxmm*:
ACCORDING TO 5.
ARTHENT OF HEALTH AND HUHAN SERVICES TO YHE EXTEI

H AND HUMAN SERVILES.
zxzm:unx*xxuz*xx*-z*muxmxm:xtmt*numzmxw*w*:unxmx*zasxmmzmgxﬂum*xuxmxmtm:x:xtm:mwmmmx:xsm

LISTED ARE FOR SOUT
STGNED TD THE SC DEP
OF HEALTI

0 I JEIE 336 B IE TN N

3600 PEDEIEEI DEEI D DERE 26 NN 36N IEIEIIEIE BIEIEJEIE NP

H CAROLINA HEDICALD RECIPIENTS.

. CADE,

34 REDEE 496 D6 D6 696 N
SECTEON 43-7-420,

ALL

N7 OF THE HEDICAID PAYHEWT. Pil

RIGHTS TO
EASE MAKE C

Imxx*x*mx*x*tu**mmux*xm*mx*xﬁ**x***mxmx*mxmw*x

THIRD PARTY PAYMENT ARE *

HECKS PAYABLE TO THE SC %
*

36 336 I3 MR 43I0 I HEIEM PN AN WX AN
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PAYABLE TO THE 5C

01/08/2000 SOUTH CAROLINA DEPARTHENT OF HEALTH AND HUMAN SERVICES PAGE: &
REFURTING AND RECEIVABLES DIVISION, P.D. BOX 8355, COLUMBIA, S, €. 29202-8355
CLAIHS FOR MEDICAID RECIPIEWTS
FEDERAL TAX ID # 570859576
0T DAGE 2 - AUSTIN W RETRUHASON
PROVIDER HAHE CVS PHARMACY H4286 PROVH 742704 POLICY ROLDER  ALMEDA BROWE
PROVIDER ADDRESS  UAYNE BASKIN POLICY & RETFOLY9078L1070101
E261 CALHOUN HEHORTAL HHY FOLECY GROUP  BIRDS UHLINITED
EASLEY, SC 29640 POLICY CROUP #  RETPDL390781107010%
DAYE RK B NDC DRUG NANE QUAN DAYS REFILL  TOTAL HEDIEAID PRESCRIBING HEDICAID CLAIM %
SUPP CHARGE PALD PHYSICLAN
o6/10/96  U564T0S 00074621533  DEPAKOTE EOOHG THBLET EC olse @90 06 & 259.99 ¢ 23336 7T 9616200673221201D
0641996  OBGGTI0 000293521213  PANIL 30H6 TABLET pese 090 g0 & 19,99 & 12,92 FIIFNR 9818200674221201D
06/19/98 US6GTEL  DOSEE032302  HYDROXYZINE Pa 25HE CAP az7e 090 o $ 26.29 § 22.71  ¥7I9I7 9818200675221201D
W PEI NI IENN fridisid SEIE I IE NI HE HEEIE SEIIE 62 HIEI W I NN DEIEEIEN DEIEIF I 22 PN 96363636 66 JEIE 696 JEIEIE 26 NN 369 6 6 E 3EUEIE I D IEIE AN FEIEPEIEMIE M ENE SN R 6936 MEIE N DEIEIE PEIED L IEIE 6 DN 266 336 JE3EE 336 30 JET 20 B0 K 0EIEIE 36 M A
TOTAL CHARGE/HEDICAID PAYHENT FOR RECIPIENT'S FHARHACY CLATHS s ar4.68 $  790.99
6 NI *Kﬁl*ﬁ**#***ﬂ FEiTiritsidd RIWK N RINN Eifsiiisid FEIEIEJIE MM R HE PEI HIEFIEK N WIEW HHE ll**l***‘*‘**ﬁ******* NI FERE T FEIEIE M0 DEIE 236 N I WA H I N NH 36 MBI MM NX I RN N W W KN
AARDLINA HEDICAID RECTPTENTS. ACCORDING TO S. C. CODE, SECTICH 43-7-420, ALL mwn=dquonqummu PARTY PAYHENT ARE
FLEASE HAKE CHECKS

% THE CLATHS LISTED ARE FOR SOUTH

» LEGALLY ASSIGHED TO THE S DEPARTHENT
% DEPARTHENT OF HEALTH AND HUHAN SERVIC

20 1 3636 0 D26 MEEN DEE B IGHE:

3636 M3 JEIE AL IEN MIEIEN M IEJEE I W2 M3

mMm HEALTH AND HUNAN SERVICES TD THE EXTENT OF THE HEDICAID PAYMENT.

3¢ LI 39 EIEN I MEIEDENEREN K BIEN M MM MR IR AN M FEIE 96 26 JEIDEII0 W IEN JEN N M IENN

*
*
*
*

36 R DE3€ JEAE DEIEE JLOESE BEDENIEHE DG JEE MPEIE AR MMM HNIK K MK




APPENDIX I: MEDICAID RECIPIENT IDENTIFICATION CARD
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The following details an example of a Medicaid 1.D. card and a description of the
elements printed on the card:

W H

on

1

VALID GNLY FOR 03y

EANPREN (AGES BIRTH T
R EED PRESGRIPTIONT PER MONTH.

(04) cARD HO- 180000085

G I ARE AL_‘!.DWEO i R 2 AN LY. NUM BERDC R

(o0

“{rvee [cope |

POLICY NUMBER

1% 10

Al an “n
8
[}
[+]

PERFONE ELIBIBLE
N EER

{23)

(1sayyisy (17} ] (18) “n {20] 21 {an

Part A

This part of the Medicaid card is retained by the recipient and presented to a provider
as verification of Medicaid eligibility. A description of the information included in each
field of the Medicaid L.D. card is provided below. .

(Y

02)

03
()

05 -

This space is used to relay a message to all Medicaid recipients. In addition, for
recipients who are enrolled in Medicaid Managed Care (see page 100-10 for
SCMMCP card reproduction) or who are participating in Medicaid hospice
program, the pame and telephone of the managed care or hospice provider will
be printed in this space.

"Replacement 1.D. Card" is printed here when a recipient's card is replaced
because the original card was lost or ot received.

The mounth and year for which the card is valid.
A control number assigned to each card by State DSS3.

The recipient's county of residence.

a5/ 21
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(06)  The specific payment category under which the recipient receives assistance
(e.g., pregnant women - 87, nursing home - 10, 851 - 80, QMB - 90, MAO -
15).

(o)) The general qualifying category under which the recipient receives assistance
(e.g., aged -10, AFDC - 30},

(08)  The ecight digit case nuinber assigned to the recipient's family.
©9) The name 2and address of the head of bousehold or authorized representative.

(10)  Line indicators for up to four third party insurance carriers providing coverage
for the recipient.

(11)  An alpha character that identifies the type of insurance coverage that the
recipient has. The coverage indicators are:

- Accident Only

- Cancer Only

- Hospital Indemnity Onty

Medicare Supplement - Part A Only
- Medicare Supplement - Part B Only
- Medicare Supplement - Parts A & B
- No Restrictions

ZuwEA™ 0>

(12) A three digit alpha/numeric insurance cartier code that identifies the name of the
insurance company. A listing of insurance carrier codes is furnished elsewhere
in this manual.

(13) The insurance policy number.
(14 The recipient's month and year of birth.
(15) The name(s) of the household members who are e.ligible for Medicaid benefits.

(15a)  Onthe regular Medicaid card, this space will be blank. Ona Medicaid Managed
Care card, if the Medicaid HMO member has reached the $1,000 maximum for
certain specified mental health, alcohot and drug treatment services, an M will
also appear in this field. The "M” means that these services are now covered
outside of the managed care plan.

(16) On a regular Medicaid ecard, this space will be blank. On a Managed Care
program card, this field will contain a pumeric indicator which corresponds with
the provider's name and telephone aumber listed in the message area of the card
(Field 01).
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{an The estimated number of chiropractic service visits remaining in the fiscal year.

(18) A code indicating which of the insurance policies shown in the TYPE field (11)
cover the individual recipient. The word ALL or the letters A, B, C, and/or D
will be found in this field.

(19) The estimated pumber of ambulatory visits remaining in the fiscal year.

(20) The ten digit Medicaid identification number permanently assigned to the
Medicaid recipient.

(21) An alpha character indicating the status of a pregnant woman within the High
Risk Channeling Project. The codes which may be found in this field are H
(High), L (Low), or E (Exempt).

(22)  The recipient's Medicare claim number will appear in this field only when the
state Medicaid agency is paying the Medicare Part B premium.

(23) Messages will appear in the body of the card for recipients whose services are
expanded or subject to prior authorization.

NOTE: The telephone number that out-of-state providers should call for prior
approval of Medicaid services is listed on the back of the Medicaid card.

" HUTEETO FHARMALY PROVIDERS

Thia x8ction i5-10 ba detechad by the Phanmasy Previder. South
Garol limibs mimbursement 19 4 Masmum of 4 prrsplians
per month for aduits with the szzepliens of insulin Syriages,
apecially aulhorized parentetsl thampies and Conip St
pia 13 outiines I the Pharmuccutics Services
- Manusl, Ghilifen (sges bith to 21) am shownd unlimiied
proacripthinia par monih. This 4sctian shoukd be kept far ana

yuwr frich iha month of B,

apecified 1hers

VALID ONLY FOR  JAMUARY 1898

G0 HAT ] eai [+ FAMILY NUMBER . '
oz | 67 | an | 99934818
96-0000085
LYNM DOE
15 PO HOX 108

ANYTOWN 5C

SOUTH CAROLINA PHARMACY CARD 20188

TR a1 1| BOUTH CAROLINA 32 NUMBER of RS
ERIONS ELIGIOLE (% |MEDICAID RUMBER " /- TE[EE
0&70 LYNN DOE 12 gobezesant
Part B

This part of the Medicaid card is detached and retained by the pharmacist.

PAGE  B7/21





[image: image54.png]_B2/15/28R1  1@:46 8A3-737-4452

MMO PAGE  B8/21

NOTE: On the pharmacy portion of the monthly Medicaid card, persons identified as
potentially insured for prescription drug coverage will have an asterisk (*)
printed in the "INS" field alongside their respective name. The use of the
asterisk is limited to those recipients having major medical coverage (policy type
N) or Medicare supplements - parts A and B (policy type $). If an asterisk is
indicated, the pharmacist must review the recipient's portion of the Medicaid
card to determine which policy type, carrier code(s), etc. apply. Specific
information regarding carrier codes .is contained in Chapter 300. If the
recipient's portion of the card is not readily available, providers may also contact
their program representative for jmmediate confirmation of the type of insurance
involved.

Recipients participating in Medicaid Managed Care (HMO or PEP) will receive a
modified Medicaid card which contains a specific message regarding such participation.
The managed care provider's name and telephone number will be listed on the recipient's
pottion of the card. Medicaid HMO program members will also receive a HMO LD.
card which indicates the name of their primary care provider. An example of the card

follows.

ETRECIPIENT(S] A ARE TNDICATOR PARTIGIPA
N A MANAGED GARE PLAN. MOST SERVICES REQUIRE PRIOR
AUTHORIZATION FROM THE PROVIDER OR HMO LISTED BELOW.
15C HMO (803) 555-1234
2 PEP: PEP PROVIDER (803) 555-5678

VALID ONLY FOR 1999

B

CHILDREN (AGES BIRTH 10 21) ARE ALLOWED
UNLMITED PRESCRIPTIONS PER MONTH,

JOHN DOE
PO 80X 100
ANYTOQWN 5C

[TYPE [ GOOE POLICY NUMBER

29199

=T 3

. MEDICAID
MANAGED
CARE
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HOTIGE TO PRARMACY PROVIDERS

Pharm ey e o e unieus they paricipata in 1
B amagen Care M g, (Plan tyrs 1 atad 4t 114 {ap f the Madicald
nard,] Ratimits snd in PRarmasy gy io
O enia raciptwnte and PEP sniofiemt. KT covirigd for Madiasld Munagsy
B e nsalave . detsrminad by tha paficular HMO plan. For WS

wra pot remburanblé undae @ perticalas
Hg alkn may be bied 1o Madieald, The pham hould datmch the
sy vard wnd fataln Tt for ond yRRe ko mantn of (4804,

96-0000085
15

SOUTH GAROLINA PHARMAGCY CARD

MEDICAID
MANAGED
CARE

VALID ONLY FOR  JANUARY

e T AV TUALE
GOy EA A

1999
LFFARILY RUMBERE:Y

oz |87 | 30 | 99934819
JOMN DOE
PO BOX 100
ANYTDWN SC
20199

FSaUTH CAROLIN
- MEDICAID NUMBER %5

NUMBER of Rx's

as7a JOHM DOE 1 12 12 5953481501

NOTE: The "Notice to Pharmacy Providers"

message appearing on the pharmacy

portion of the Medicaid Managed Care card is different from that appearing
on the regular Medicaid card. Please read carefully.

Women participating

in the family planning waiver demonstration project receive a

unique "one-time” Medicaid card. The card is bright yellow and the size of a credit card.

Tt is issued at the beginning of the woman's eligibility for £
includes a message that she is entitled to receive family

ily planning services and
planning prescriptions and

services only. The 10 digit 1.D. number and the inclusive dates of eligibility for family

planning services are listed on the card.

South Carolina Medicaid Card for Family
Planning Prescriptions and Services Only

Name: Jane $. Doe

Gounty: 40 - Richland
Payment Category - 85
Medicaid ID # 0000000001

TO THE RECIPIENT:

This eard may e usad to racetye only family planning prascriptions wnd
sarvicas in the months shown. It munt b shawn to the provider sach
tUme servicas are renderyd. ¢

Thix card may be usad cnly by the persen named on the card, Use of the
card by any othar parsarn 1B tegal and n considerad fraud. A reciplent
found guitty of fraud can be fined nat mory than $10,000 or Imprisaned for
not mare than 1 year, or bath.

TO OUT-OF-STATE-PROVIDERS:

i you provide family plannlng varvicas while the raciplont [a mare than 25
miina outside the etate barder, you must call {803} 253-6138 within 30 days

a9/21




APPENDIX J: REPORTS

1. MIVS Annual Report FY 99/00 

2. ESC Data Match Letters Produced FY 99/00 

3. TPL5850 TPL Collections Report (Benefit Recovery Statistical Report)

4. TPL5600 Third Party Liability Cost Avoidance Report (Cost Avoidance Report For Use In HCFA64 Report)

5. TPL4000R3 Insurance On Claim 

6. TPL4000R7 Unmatched Carrier Denied 

7. TPL4000R4 Matched Carrier Denied 

8. TPL4000RH Lapsed Policy, Insurance Payment On Claim 

9. TPL0275R1 Policy File Updates By Policy Type (MO)

10. TPL0276R1 Policy Source Analysis (MO)

11. TPL0342 Ins Report (Carrier)

12. TPL0342 Ins Report (Insurer/Employer Alternate Address)

13. TPL5509 Retro Med (Retro Medicare)

14. TPL5507 Retro Medicare Automated Adjustments 

15. TPL0325 Retro Initial (Retro Health Provider 1st Letter) aka TPL0340 

16. TPL0328 Retro Foll (Retro Health Provider 2nd Letter) aka TPL0340 

17. TPL0329 Retro Follow 2 Lett (Retro Health Provider 3rd Letter) aka TPL0340 

18. TPL5504 Retro Excluded CCNS 

19. TPLRET1 Retro Extract 

20. TPL0302RWRK Retro Provider Worksheet 

21. TPL0302RADJ Retro 4 Provider Debit 

22. Quarterly Adjustment Summary 

23. Conversion History 

24. Prototype List 

1.  MIVS Annual Report FY 99/00
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South Cerolina MIVE 07/27/2000
Annual Report for FY 89/00 Page 1
Origlnal Veriflcatlons Total: Receipts  Resub Nat
DS 3230 11317 a4 11313
554 8018 378 ara
ESC Match 3593 4503
BEERS Match 0 0
V-0 Mateh [t} 0
CLTC 1680 160
D85 2769 57 57
RTV-UInsolicited Chack 742 742
RTV-Claim Form 83 3 BO
Accident Questionnaire 41 a1
Partners for Healthy Children 5973 14 5958
Reverification Requests Total:
RTV-Raverlfication 0 0
R2 Reparts [£1:0) B 2002
R7 Reports ] 0
RH Reports 222 222
*RTV-RTV 908 Q909
QP 3187 1 3186
QPR 5048 65048
RQ 4081 § = 4878
e
TOTAL VERIFICATION LICNS 41618
Recovery
Health
Checks
Provider 2209
insurer 17745
Correspondence
Provider 2922
Insurer 8428
Total Provider UCNs 6131
Total Ingurer UCNs 26173
TOTAL HEALTH UCNS . 32304
Medicare
Checks 116
Correspondence 62
Total Medicare UCNs 178
—————
TOTAL RECOVERY UCNS 32482
Cesualty Questionnaires 8433

*Thaege does are received from fiscal and likely represent RTVs from Claim Farma and Uncolicited Checks.

ANNUALS900Mally.xls





2.  ESC Data Match Letters Produced FY 99/00
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ESC Data Match Letters Produced FY 99/00

Run Date ESC Generated Letters
Q7/27/99 “1681
10/12/99 4222
01/18/00 4203
04/25/00 4878

* ESC Wage Threshhold was increased.
Production was less than expected.

PAGE

13721





3.  TPL5850 TPL Collections Report (Benefit Recovery Statistical Report
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REPORT HO: TPL3@50 B
EISCAL QUARTER 3-2000

CALENDAR REPORTING QUARTER 2-2000

KEALTH
10/01/99 - 09/30/00 $564,187.08
10/01/98 - 09/30/39 $1,627,186.85
. 10/03/97 - ©09/30/98 4148,536.93
16/01/96 - 09730497 $3,057.87
TOTAL $2,342,968.73
MED | CARE
10/61/9% - 09/30/00 $306,947.13
10401438 - 09/30/99 $115,873.59
10/01/97T - ©09/30/98 $0.00
0/01/96 -~ 09/30/97 $0.00
TOTAL $422,860.78
CASUALTY
10/01/99 =~ 09/30/00 $0.00
10/01/98 =~ 09/30/39 $0.00
. W0/03/97 ~ D9/30/98 $0.00
10/01/96 = 09/30/97 $0.00
TOTAL $0.00

HOTE: THE FLGURES ON THIS REPORT LHCLUDE
COLLEGT IGHS MADE DURIHG THE PERIOD:

APR-MAY-JUN 2000

GRAND TOTAL

$2,765,829.51





4.  TPL5600 Third Party Liability Cost Avoidance Report (Cost Avoidance Report For Use In HCFA64 Report
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5.  TPL4000R3 Insurance On Claim
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RUN DATE 07/18/2000 SC DEPARTMENT OF HEALTH AHD HUMAN SERYICES

REPORT HUMBER: TPL4GDORS

THIRD PARTY LIABILITY CLAINS PROCESSING REPORY
INSURANCE GN CLAIM

DATE PAID AMOUNT PROV ¥ .Vzo<_bm= HAME CCH CARR POLICY NUNBERS
DIAGNOS|S/PROCEDURE: CODE - DEFIHITIOK

RECIFIENT #:

45705700

vEw
=1
TRO

RECIPIENT #:

05/15/00

RECIPIENT #:

05/16/00
:H
D02
F p:

RECIPIENT #:

02/16/00

RECIFPIERT #:

:

06/13/00
PO
PP

. MAME: Ap R ADDRESS:

<00 H00T01-TUOMEY REGIONAL MED GTR 1N O0173004435000004 40T ZOE247

50
924.11 - CONTUSEON OF KHEE
ES17.3 - STRUCK BY OBJ/PERSCH MEC
99282 - E/M EMERGEHCY DEPARTMENT
HAHE: AB K ADDRESS:
$266.15 245548-ANDERSON OCONEE FICKENS 00195009781604004 7a1 22i,
296,83 -~ HANIC-DEPRESSIVE NEC 401 224
59546 -~ DHH TARGETED GASE MANAGE-
WOO0kB - PSYCHIATRIG MEDICAL ASSES
59546 - DMH TARGETED CASE MANAGE-
89546 = DMH TARGETED CASE MANAGE-
59546 © -~ DNH TARGETED CASE MANAGE~
HAME: AB ADDRESS:
$0.00 GPO261-SANTEE FaMILY MEDICAL CTR 00192055510 152004
535.00 - ACUTE GASTRITIS,W/0 MENT MEDIC 247
285.9 - AHEMIA NOS
99215 - E/M OFFICEfOF SER¥ EST PA
HAME: AD ) R ADDRESS:
$0.00 GP1286-ADVANGED ORTHOPED|CS 00080G14246026700A 380G 174
h62, = ACUTE PHARYNGITIS

599.8 =~ URIN TRACT IKFECTION HOS

81052 ~ UVAfDEP STK-TBLT W/O MICRO 1
HAME: AD. ADDRESS :
$0.00 135864-J MARSHALL DEKT iy 00183063760 145004
626.6 ~ MENSTRUAL DISORDER NEC BCBSO WLHZ49

JI1055

- INJ MEDRCXYPROGESTEROKE A
RARBEENUINNE SECTION  SUMNARY #HMENSENSRRN
* +*
NUMBER OF RECIPIENTS REPOQRTED: 1,297 *
- *

#*
DOLLAR AMOUNT REPDRTED: $u4,743.76 *
*

R Lt s f BT EE N I el L]

#

L]

¥ HUNBER OF CLAITHS REPORTED; 1,741 *
#*

*

29150

29525

29003

29353

23554

PAY AMT

PAGE 3y

MESSAGES

GCOUNTY CODE: 43
TPL IKDICATGR: R

$37.50 39 #

COUNTY CODE: Q4
TPL JNDIGATOR: H

$51.80 37 #

$0.00

COUNTY CODE: 38
TPL INPICATOR: K

$81.02

3

COUNTY CODE: ity
TPL IHOJGATOR: H

$59.00

3

COUNTY COBE; 45
TPL INDICATOR: H

$52.35

3





6.  TPL4000R7 Unmatched Carrier Denied
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7.  TPL4000R4 Matched Carrier Denied
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8.  TPL4000RH Lapsed Policy, Insurance Payment On Claim
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RUN DATE 07/18/2000
REFORT HUMBE®: TPLUOQORH

$SC DEPARTMENT OF HEALTH AND RUMAN SERViGES
THIRD PARTY LIABILITY CLAIHS PROGESSING REPORT

LAPSED POLJCY, iNSURANCE PAYMENT ON CLAIM

DATE  PAID AMOUNT EBROV # PROYIDER  NAME GCN - CARR FOLICY NUHBERS
DIAGHOS | S/PROCEDURE: GODE - DEF{HITiON
RECIPIEHT #: KAME: M ADDRESS:
29679
Oh/14/00 $29.21 RHCOB6-SENEGA PEDIATRICS & ADOLES 00164098230182004 XOB  WPP
e b: 382.9 - OTITIS MEDIA HOS
P P: S4uuD - FQHG/RHC MEDICAL ENCOUNTE
RECIP IENT f#: NAME: ADDRESS:
29605
02/29/00 $515.61 251425-5T FRANGIS WOMEN'S/FAHILY  0D18B00E52004100Z 445 501
P D: 381.81 - DYSFUKCT EUSTACHIAR TUBE
poz: 3B2.9 - OTLTiS MEDIA NOS
poa. 38t.h - NONSUEP OTITIS HEDIA KOS
DO4: U7h.12 - HYPERTROPHY AGENDIDS
DO5: 530.81 - ESOPHABEAL REFLUX
RECIPIENT #: NAME: ¢ ADDRESS:
29045
05/12/00 $0.00 GPOITT-AHES COMSULTANTS OF COLA  00194095610267004
p D: 381.30 - CHR SEROUS OM SIMP/HOS 1Mt 2T
¢ P: 00120 - AMES PROCS EXT,MID, iNNER
FEHH NN RN mmn.—-_nz Mf—zzb" FERAH AR
* *
* HUMBER OF RECIPIENTS REPORTED: B *
*
# NUMBER OF GLAIMS REPORTED: 19 #
* #*
* DOLLAR AMOUNT REPORTED: $823.06 *
+*
4 L E2 2 ) + #*H#

FAGE 32

PAY AMT MESSAGES

COUNTY CODE: 37
TPL iHDICATOR: K

$28.00 H

COUNMTY CODE: 23

TPL IKDICATOR: H

$54.39 H

COUNTY CODE: 40
TPL ERDICATOR: H

H #
$322 .40





9.  TPL0275R1 Policy File Updates By Policy Type (MO
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RUN DATE 06/30/2000
REPORT NUMBER FPLOZ275R1

POLICY TYPE
CA - AUTO
CC - CRIME YICTIN
OF - SLIP & FALL
CHM - MALPRACTICE
o - CAS. OTHER
CR - HOME OWNER
¢S - SCHOOL
£ SUBTOTAL :
HA - ACCIDENT
HB = SUPPLMT - B
HC - CAWCER
HI = INDEMKITY
HN = NO RESTRICT
HS - SUPPLMT - A B
HT - SUPPLMT - A
H SUBTOTAL :

GRAND TOTALS :

POLICIES

ADDED
20

o wm F ow O o

29

L)

29

4258

241

4532

4561

SC DEPARTMENT OF HEALTH AND HUMAN SERYIGES
MED JCAID MANAGEMENT INFORMATION SYSTEM

OPEN
21

I
[ =]

o oS o R Fow

i)
|- R

5967
221

6220

4250

POLICY FILE UPDATES BY POLICY TYPE

POLICY-REC|PS ADDED

LAPSED
1

o o o o o o

nNoo oo o

851
2y

877

&78

FOR &/2000

POLICY
SYSTEM TOTAL

13552
658
439
1395
903
116
204

16007
523
72
196
ynu7

116576

8783
241
131038

TOH5

POLICY-RECIP
SYSTEM TOTAL

OPEM  LAPSED
2246 12340
42 614

1 361

38 a8

1M 753

2h 92

52 142
2644 4397
Bi5 179

51 23

339 ™
2535 2083
115247 57109
6452 2427
174 T0
125213 61965
127857 76362

poL1CY-RECIP

TOTALS FOR
CURREMWT ELIGIBLES
QPEN LAPSED
1205 523

24 Job

4% 251

i7 W7

92 453

12 56

24 5
430 8773
in 139
16 13
21 us
1808 1497
TaTH 41315
3738 1484
96 45
84951 44538
86381 53311

POL IGY-REGIP
TOTALS FOR
PRIOR ELIGIBLES
OPEN  LAPSED
1041 817

18 2n8

22 110

21 51

79 300

5 34

28 i
1214 5624
104 1o
35 10

98 29
127 586
36506 15794
2714 9u3
78 25
yoz62 17427
LINT6 23051





10.  TPL0276R1 Policy Source Analysis (MO)
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RUN

REPORT NUMBER TPLO27&R1

DATE 06/30/2000

SOURCE

_.<=u'ezr-xrnmnw>
]

b om W E e N
L]

ESG MATCH
BEERS MATCH
CHAMPUS
DATAMATCH

PHC

HIGHWAY DEPT -
CLTC

MECICAID HMG
PREMIUNM PROJECT
REVERIFI

I¥-D MATCH
3230 FORMS

S5A FORMS

UKSL CHECKS

1¥ [ CASES

1 NSURAKCE GO
ATTORNEYS
CONTRACT

CLAIM FORM
QUESTIONNAIR

TOTALS

POLICIES
ADDED

12

21
1671
&7
132
"

19

1636
10

4561

SC DEPARTHMENT OF HEMLTH AND HUMAN SERVIGES
WMEDIGAID MANAGEMENT INFORMATION SYSTEM

POLICIES
DELETED

10

o

Q\DDQDDODU’!DGQOQOJ‘—"OQ

a1

POLICY SOURCE ANALYSIS

MONTHLY
NET

643
0

12
-3
21
1666
67
132
1

19

627
10

4530

FOR

¥T7D
TOTAL

2326
L)

17

0
5129

15

166

32
w160
249
1070
33
&7
313

15321
370

39965

6/2000

SAME MONTH
LAST YEAR

33
1

12

22
0
5
119

33

nay
i3

2431

¥TD
LAST YEAR

1315
&
141

3343

iz

136
2202
538
4720
386
299
60
222
361

11336
327

25434

CURRENT SYSTEM
TOTAL

7211
118
5552
60
9325
21
a6

1]
573
3048
1917
47618
44B5
4o32
3264
1386
5176

147045

[ .

PERCENT OF
SYSTEM TOTAL

04.90
00,08
03.77
0G.04
06.34
00.01
00.05%
00.00
00.38
0z2.07
dd.mo
32.38
03.05
0z. 74
n2.21
00.94
03.52
00.04
28.67
06.43
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11.  TPL0342 Ins Report (Carrier)
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12.  TPL0342 Ins Report (Insurer/Employer Alternate Address)
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13.  TPL5509 Retro Med (Retro Medicare)
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14.  TPL5507 Retro Medicare Automated Adjustments
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05712799
REFORT MUMBER TPL5507

SOUTH CAROL iNA DEPARTHENT OF HEALTH AND HUMAN SERYICES

RETRO-MED | CARE AUTOMATED ADJUSTMENTS

CLAIM CONTROL NUMBER

99132600016500001H
99132000026500000
9913200003650000U
9915200004650000U
5913200005650000U
9913200006650000U
9913200007650060U
-9913200008450000U
99132¢00094500000
99132800 106500000
99132000 116500006
$913200012650000V
9913200013650000U
99132000 14650000V
99732000 15650060U
9513200016650000U
59132400 176500004
$9132000156500000
9913200019650000
9913204020656000U
99732000216500Q0U
99132000224650060U
9913200023650000U
$513260024650000U
9913280G25650000U
§913200626650000U
9915200027650000U
9913200028650000L
9913200029650000U
99132000306500000
99132G0031650060V
9913200032650000Y
99132000336500001
9913200034650000U
9913200035650000U
9913200036650000L
$513200037650000U
95132000386500Q0V
95913240039650000U
§513200G40650000U
991320004 16500004
9913200042650000%
991320004 36500001
991320608 465000QU
99132000456500000
9913200046650000U
9913200047650000U
9913200048450000U
5913200049650000U
991320400506500000
95132000516500008
5913200052650000U
§5132000536500000

PROVIDER 1D

ABDO30
ABDO36
AB0OB3
ABDO3E
AB0OD9
ABD123
ABO 134
ABO 146
ABO 14T
ABQ152
ABD161
ABD168
AND3TS
ASGO0S
ATT982
A00D91
AD0565
ADOT2Y4
BODO91
BODS56
BOOT 20
CAPQDY
CRFE0Q
CH1743
DE1020
DETIL2
DE 1364
DHEC30D
DHEC31
DHEG38
DHEC39
DMEQDE
DHEDGT
DME115
DHME113
DME138
DME156
DME197
DME24O
DHE262
DME273
DHE2TT
DHEZ80
DME309
DME326
DME337
DME3§1
DHMELS6
DMEGUT
DHEE86
DMEASS
DMETG3
DHET 18

AHOUKT

$203.00
1,348.75
1,680.75
$21y .33
$206.25
$139.50
§618.58
$358.16
166.33
299.25
$501.58
§132.75
$32.79
$402.50
557001
$5,721. 11
$13,690.82
$22,307.93
Su72.22
1,182.53
1,291.98
$143.h5
$107.00
72.24%

$21.50
95 .00
15.20
$368.79
5236.07
$513.71
$209.35
$26.23
$818.66
$278.56
§198.85
81.62
39.82
5536.20 '
$79.28
§209. 42
5755.17
$121.62
§2,092,81
$236.07
$40.81
$1,457.85
$159.03
$164.40

AUTGMATED ADJUSTHMENTS

TOTAL $600,071.19

PAGE:

1





15.  TPL0325 Retro Initial (Retro Health Provider 1st Letter) aka TPL0340
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TPLO3LD
RUN DATE: D7/08/2000

PROYIDER NO.

500577
501692 -
561807
501643
501945
501987
501956
502030
502067
502076
562085
502310
502174
502183
502236
502290
502511
502566
502575
502619
502879
502388
502922

SC CEPARTHMENT OF HEALTH AHB HUMAK SERVICES

RETRO-HEALTH SUHMARY

PRCVIDER NAME

GEDRGETOWM COUNTY EMS
PiCKENS COUNTY AMB SERVICE
CHESTER CD EMER MED SERVIG
AIKEN COUNTY EMS RR
BAMBERG RESCUE SQUARD
LEXIHGTON COUHTY EMS
CHARLESTOK COUNTY EHS
WILLISTON RESCUE SQUAD
BEAUFORT COUNTY ENS
ALLEKDALE CTY RESCUE SQD
HORRY COUNTY EMS

COURTY OF GREENVILLE -EMS
WARSOK CO AMBULAKCE SERYIG
DARLINGTON CO EMS
MEDSHORE AMBULANCE SERVICE
LAURENS COUNTY EMS

COURTY OF CGLLETOR EMERGER
DORCHESTER COUNTY EMS
BERKELEY COUNTY ENS
MEDICAL TRANSPORT SYSTEMS
ORAKGEBURG COUNTY EMS

NEW BORM EMER TRANSPORY SY
UH10K COUNTY EMS DIV WTH

TOTAL FOR 248 PROVIDERS

# OF CLAIMS

- —— -
NNNWN*&QQ\-JM—IMH}—AW-IGFAU:‘U:N

Jargery

-l
L=
o
(=]

PAGE 6

TOTAL MEDICAID PAID

$247.75
$506. 16
$495.07
$560. 49

705.00
250.50

$3,460,170.48





16.  TPL0328 Retro Foll (Retro Health Provider 2nd Letter) aka TPL0340
[image: image72.png]PAGE  B2/31
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TPLO3LO
RUN BATE: ¢5/10/2000

PROVIDER NO.

429453
430188 |
431296
431354
434803
441901
L48525
450780
156640
457520
459038
460403
460972
509041
50013
500345
500577
501692
501807
501945
501587
501996
502067
502174
502183
502290
502575
502600
502619
5025879
502888
502897

RETRO-HEALTH SUHMARY

SG DEPARTMENT OF HEALTH AND HUMAN SERVIGES

PROVICER HAHME

PFROYIBENCE HOSPITAL
BARNWELL COUNTY HOSPITAL
BEVERLY HEALTH &REHABILITA
CLARENDON MEMORLAL HGSPITA
PIEQNORT MEDICAL CENTER
ELLIGTT WHITE SPRINGS MEMD
EDGEF{ELD COUNTY HOSPITAL
AKDERSON MEMORIAL HOSPiTAL
MENCRIAL MED CENTER

RILTON HEAD HOSPITAL'
MCLEOD REG MED CTR PEE DEE
CAROL HAS MEDICAL CEHTER
LAURENS COUNTY HOSPITAL
AUl PIEDMONT WEDICAL CTVR
LANCASTER EMS

OCONEE WEMORIAL HOSP
GEORGETOMH COURTY EMS
PECKENS COUNTY AMS SERVICE
CHESTER CD EMER MED SERVIC
CILLON COUNTY AMBULANCE SE
LEXINGTON COUNTY EMS
CHARLESTON GOUNTY EHS
BEAUFORT COUNTY EMS

MARION CO AMBULANCE SERVIC
DARL INGTON GO EMS

LAURENS COURTY EMS
BERKELEY COUNTY EMS
HANAHAN FIRE & EWS

MED | CAL TRANSPORT SYSTEMS
ORAKGEBURG COUNTY EMS

NEW BORN EMER TRANSPORT SY
GOOSE CREEK FIRE EMS

TOTAL FOR 167 PROVIDERS

# OF CLAIMS

5
17
3
1
2
26
6

-
L8]

N b BRI L0 I R R i RO LS R WP LS QAT

1,970

TOTAL MEDICAID PALD

5813.64
$1,898.86
§7,876.79

$768.00
$2,916.53
32, 477.54

$473.13
$18,6591.20
4570.00
$3141.63
$52,998.07
§16,041.91
$1,214, 24
£98.25
$320.89
$112.50
$51.20
$175.55

$2568. 11

512¢.50

$187.50
$274.25
$150.48
$402.41
851.49
274,50
169.50
$105.00
$93.16
$189.30
$962.00
$45.00

5753, 481,34





17.  TPL0329 Retro Follow 2 Lett (Retro Health Provider 3rd Letter) aka TPL0340
[image: image73.png]PAGE  B4/31

MMO

8A3-737-4452

138

18

az/15/ 2881

TPLO34O

RUN DATE: 07/08/2000

PROVIDER NO.

460403
460972
500041
500130
SR03U5
500577
501692
501807
501905
501987
501296
502067
SO23T4
502183
502290
502575
502619
502897

SC DEPARTMEWT OF HEALTH AND HUMAN SERVICES

RETRO-HEALTH SUMMARY

PROVIDER HAME

CAROLINAS MED|CAL CENTER
LAURENS COUNTY HOSPITAL
AUI PIEDMONT MEDIiCAL CTR
LANCASTER EMS

QCONEE MEMDRIAL HOSP
GEORGETONH COUNTY EHWS
PICKENS COUNTY AMB SERVICE
CHESTER CO EMER MED SERYIG
DILLOK COUNTY AMBULAKCE SE
LEXINGTON COURTY EMS
GHARLESTOR COUNTY EHS
BEAUFORT COUNTY EMS

MAR1ON CO AMBULARCE SERYIC
DARL I KGTON CO EWS

LAURENS COUNTY EHS
BERKELEY COUNTY EMS
HEDCAL TRANSPORT w<mﬂm:m
GODSE CREEK FIRE EMS

TOTAL FOR 153 PROVIDERS

# OF CLAIMS

-
Uy LR U LY L

1,801

TOTAL WEDICAID PAID

516,041,
$a333. o
$98.25
$320.89
$112.50
§51.20
175.55
258,11
120.50
187.50
$274.25
$150.48
$177.41
$503.66
274.50
109.50
£93.16
$45.00

$616,834.88

PAGE

4





18.  TPL5504 Retro Excluded CCNS
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0707 /2000
REPORT HUNBER TPL550%

RETRC EXCLUBED CCHS

E)

CLAIM CONTROL NUWBER SOURCE DATE ENTERED

8202700817 102800M
9T03T00379550200Z
970780008 15000004
97020003025004004
972581388601264004
9728406694 102500M
972950662640 177005
$732300426 104G00M
9734200906550200Z
9T34300207500700A
9802700813550200Z
9505100998102900H
958056026780055004
980681596 TOUSEC0T
980760272 10064004
980760272 10064004
980760272 10064004
98 10404609005600A
981130019910L6800H
9511300200100800H
9811309201 100800M
9811300202 100500M
9811300724 103600M
981140216 16064004
9813400079550300Z
98 14000982 102500H
95155055990 121004
981600 1061005500
9816300666500T00A
$816800624002900Z
9817407512025100T
95183012470055002
95310701573 006000Z
9519101173005 1004
982050058 1160 100A
9B205054330135004
98212001845006004
9822900754003400Z
98240605901602804
982520025T500600A
98252002985006004
9526000461002 100Z
98260093450406005
§826009543042400T
582641502406 11004
98265057460 129008
98266002185C0TG0A
9827200153500600A
952730823 16290004
9528000490220701D
9528000491220701D
9R280004922207019
9828205744009900A

====m=========:===:::===:===:m============:::::===t:::

SOUTH CAROLINA HEALTH AND HUMAK SERVICES fINANCE COMMISSION

05/03/00
au/11/0¢
a5/11/00
an/11/00
oh /11400
05712460
06/13/00
05/12/00
05/1%/00
05/11/00
a7 /05500
aW/26/00
45/11/00
L4/26/00
06/30/00
06/30/00
06/30/00
06/30/00
04726700
/26700
/26706
/26400
04 /26700
06/13/00
04/26/00
05/11/00
06/13/00
07/03/00
06/30/00
Q7/03/00
Q4/26/00
07/63/00
0T/03/00
06/30/00
04/26/00
06/21/00
06/30/00
a7/03/08
/26700
a4/26/00
/26460
07/83/00
04 /26 /00
04/26/00
06/27/00
06/30/00
04/26/00
aL/26/00
06/30/00
95/05/00
45/05/00
§5/05/00
£6/30/00

PAGE:

1
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o07/07 /2000
REPORT NUMBER TPL5504

SOUTH CAROLIKA HEALTH AMD HUMAN SERYIGES FiHAHCE COMMiSSION
RETRO EXCLUBED CCNS

CLAIM CONTROL WUMBER SOURCE DATE ENTERED

0017500564550100Z
0017500700550 100Z
Q017500700550 100Z
0017500966550000Z
0017500966550000Z
0017600619100000L
0617805248007T800A

ETXIIET

07/07/00
06/30/00
a7 /07700
46/30/00
OT/0T/00
06/13/00
07/07/00

PAGE:

42





19.  TPLRET1 Retro Extract
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FRHHRASHEMAXREAD THISII!!

RIS PHERNHHEERRRRHEN

SOME ERRORS IN THIS PROGRAM CAUSE DATA 70 BE

OMITTED FROM TRE OUTPD
SHOULD BE CHECKED OUT
PRODUCI NG JOBS ARE RUN

POINT TO THE MEED FOR A

13

FILES. ALL ERRORS

BEFORE ANY LETTER

AaRY ERRORS COULD
RERUN OF THIS JOB.

IS THE DO-MOT-PROGESS FLAG IS SET, THIS JOB
WitL NOT SWEEP THE AREA AND KO FILES WILL BE

BE OFEHED OR CREATED.

S I N RN IR R S R HEHEER R

IMFUT LETTER PARM: 13WID

TPLRET? : 1HPUT-GDATEODQTOR
TPLRET1 : IMPUT-JDATEQQ19C
TELRET1 : WS-GREG-DATE :

AGLNG DATE : 20000524
COMMIT #00000000%
COMMIT 000000002
COMMIT #000000003
COMMIT #00000000%
COMMIT #000000005
COMMIT #000000006
COMMIT #000000007
COMMIT #000000008
COMMIT #0020009092
COMNIT #000000010
COMMLT #000000011
COMMIT #000000012
COMHIT #000000013
COMMIT #00000001%
COMMIT #000000015
GOMHIT £000000016
CONHIT #C00000017
COMMIT #000C00038
COMHIT #000000012
COWMLY #200000020
COMMIT #000000021
COMMIT #000000022
CONKIT. #000000023
COMMIT #00000002%
COMHIT #040000025
COMMIT #000000026
COMMIT #000000027
COMMIT #0000000268
COMMIT #000000029
COMMIT 000800030
COMMIT #000000031
CONMIT #000000032
COMMIT #000B00033
COMHMIT #000000034
COHMIT 000000035
COMMIT #000000036
COMMIT #000000037
COMNIT #000000033
COMMIT #000000039
COMMIT #000000050
COMHIT #000000041
COHMIT FO00000042
COMMIT #000000043
COMMIT #000000044
COHMIT #000000045
GOMMIT #000000046
COMMIT #000000047
CUMHIT #000000048
COMMIT #000000049

000708
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CONMIT J000000050
CORMIT J0D0000051
COHMIY FO000000052
COMKIT #000000053
COMHIT #00000005Y
COMMIT §0ODD000055
COMMIT 000000056
COMMIT ¥000008057T
COMMIT #000004058

COMHIT #000009059

COMHIT #000000060
COMMIT #000000061
COMMIT #000000062
COMMIT #000000063

COMMIT 000000054
HHNHN MR TPLRETE ERROR HEMEMNERRERH MR b

-
L2
L1
LTS
-
e
L3
LT
E

POGLICY-RECIPIEKT HOT FOUND el
DATABASE SITUATI0N SHOULD NOT EXPST ##
PROGRAHMER ATTENTIOK NECESSARY bkl
TS DATA OMITTED FROW REPORY bkl

JHFORH USER FOR MANUAL IHTERYVERTION *#
RECIPIENT: 2217145002

CCH: 9900500152220005D

POLICY: 587581138

CARREER: 401

FH A I IS A AR
HHHARHARE TPLRETT ERROR 853 R s 3 A4 0

4
-
wH
L1

i
4
3
L1}
**

FOLICY-RECIPIERT HOY FOUND e
DATABASE SITUATION SHOULD HOT EXIST ##
PROGRANMER ATTENTION HECESSARY bl
TFHIS DATA OHITTED FROM REPGRY el

EHFORH USER FOR MANUAL INTERVENT1ON #%
RECIP IENT: 2217144002

CCN: 9900600352220006D

POLICY: 587981138

CARRIER: %01

WA IR DI IR I LN

COMMIT ¥OOOO0006S
COHNIT #000000066
COHHIT #000000067
COMHIT #00000006R
COWMIT #00000006%
COHHIT #000000G70
COMHIT #000000071
COMMIT ¥000090072
COMMIT #000000073
COMMIT . #000000071
COMMIT #a00000075
COHMIT #0C0009076
COHNIT #000000077
COHHIT #000000078
COMMIT: ¥0ODGO000TY
COMNIT 000000080
COHHIT ¥000000081
CONHIT #600900082
COMHIT §0000300083
COHHIT #00000008Y
COHMIT 000000085
COMMIT 000000086
COMMIT 000000087
COMMIT #000000088
COMMIT 000000087
COMMIT 000000050
COMMIT 000000091
COMMIT §000000092
CONNIT ¥000000093
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COMMIT 000000358
COMMIT #00000035%
COMMIT #00D0003E0
COMMIT #000000361

pramreerrE e Y EE S S AL A SE B3 40

RN R R R H

FEEERFFLERELTREAEEDR

#

* +++ |DMS-STATISTICS 4+

# .

# DATE TODAY ===m=r===—=-===--== 07/08/00
* TEME TODAY ===---==-=m==w=m=—--= 13372252
* PAGES READ FROM DATABASE ------ DD259442
® PAGES WRITTEN T0 DATABASE ----- 00010896
* PAGES REQUESTED FROM DATABASE - 04000152
* CALC RECS STORED IW TARGET PG - 00000000
# GALC RECS OVERFLOWED =----~---- 0000000
* V1A RECS 1N TARGET PAGE ~--=--- 00000000
* ¥IA REGS OVERFLOWED ----------- 00000000
* LINES REQUESTED BY IDWS ------- 23110846
* RECS MADE CURR OF RUN UNIT ---- 07378175
* CALLS TG IDHS —=--==-=====-=~=- DT594385
# FRAGNEKTS STORED ==-—====-----= 00135000
“ RECORBS RELQCATED -=---===-==m== 09000009
BE4E 4 R 30RO reepeepe e T T Y LT e Ll
R ERH # #i 4 *H R
SEHHENREEERNHE TPLRETT DIAGNOSTICS #whtssdiniines
#* WS # 3646 B30 06 0 B
PARCP-COUKY : 000181187

PADOC-COUNT : QDOtR118T
RT-CLAIH-COURT : DOAYTS070

RT-CLAIMS BNCLUDED 001219423

R¥-CLAIMS EXCLUDED 000255647
RTC-AUX-REC-COUNT Q012667 14
RTH-AUX~REC-COUNT 000007432
RTH-AUX~REG-COUNE 0000764657
RTD-AUX-REC-COURT 000097098

ERROR-COUNT 400006002
HODIF¥-COURT 000181185

COMMIT COURT 000000361

UNCOMMIT GOUNT

PROYI

FERST PROVIDER RECORDS :
THIRDP PROYIDER RECORDS :
§NSURER LETTER RECORDS : QO0067 66
| KSURER EMPLOYERS BRECS @
IHSURER CARRIER RECS H
MEDiCARE LETTER RECORDS:

DRUG
DRUG
DRUG

000000324
400005491
000007681
000001510

DER LETTER RECORDS

800007 145
000960021
008007432
000097096
o00004a732
000090364

LETTER KEGORDS
EMFLOYERS RECS
CARRIER RECS





20.  TPL0302RWRK Retro Provider Worksheet
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SC DEPARTMENT OF HEALTH AND HUMAN SERVIGES

TPLO3G2RWRK
RETRO PROVIDER WORKSHEET

PROVIDER : 232488 RICHLAND HEMORIAL HOSPITAL

RECLPIENT : 1111118903 RETROBEATY, BOHHIE K

POLLCY DAYS

GARR |ER
CLAIM CONTROL NUMBER DATES OF SERVICE CODE POLICY HUMBER TYPE  STAY nG::m:qm
983 1400835550000Z 10/15/98-10/15/98 119 RETPOLS907811090301 HH Mmo\wan
9835100538550000Z /119812711798 119 RETPOL990T811090301 HM 50/80%
TOTAL AMGUKT DUE UNDER FROVIDER 232486 $70.00 TOTALS

PAGE: 9
RUN DATE: 09/19/2000

HEDICAID CARRIER PAY
PAID PAYMENT STAT
§ 25.00 § 0.00 O
5 45.00 $ 0.00 0
$70.00 $0.00





21.  TPL0302RADJ Retro 4 Provider Debit
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1TPLO302RADT

0 PROVIDER

e

DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID INSURANCE VERIFICATION SERVICES
POST CFFICE BCX 101110
COLAMBIA, SOUTH CAROLINA 25211

MARCH 24, 2000

MCLEOD REG MED CTR PEE DEE ABOCOB

PO BOX 100523
FLORENCE sC 29501

DEAR MEDICAID FROVIDER:

WE RECENTLY SENT YOU A LETTER AND CORRESPONDING CLAIME LISTING CONCERNING AN ADJUSTMENT TQ YOUR ACCOUNT TO
REIMBURSE MEDICRID FOR PAID CLAIMS IN WHICH PRIVATE INSURANCE SHOULD HAVE BEEN PRIMARY TO MEDICAID. THE
ADJUSTMENT {"T1OR40300") RMOUNT HAS BEEN RECALCULATED BASED ON UPDATED INFORMATION OR INSURANCE POLICY
LIMITATIONS. A REPORT DETAILING THE NEW ADJUSTMENT AMOUNT IS ENCLOSED. THIS ADJUSTMENT WILL APPEAR ON THE
REMITTANCE ADVICE DATED MARCH 31, 2000.

TQ REQUEST AN INFORMAL RECONSIDERATION OF ANY CLAIM(S} ON THE ADJUSTMENT REPORT, SEND A WRITTEN REQUEST jise]
MEDICAID INSURRMCE VERIFICATION SERVICES. IF THE DECISION OF THE INFORMAL RECOWSIDERATION SUSTAINS THE
ADJUSTMENT, YOU HAVE THE RIGHT TO FILE A FORMAL APPEAL. A REQUEST FOR FORMAL APPEAL MUST BE MADE WITHIN
THIRTY (30) DAYS OF YCOUR RECEIPT OF THE INFORMAL RECONSIDERATION DECISION. WRITTEW REQUESTS FOR A FORMAL
BPPEAL SHOULD BE DIRECTED TO THE SOUTH CAROLINA DEPARTMENT OF HERLTH AND HUMAN SERVICES, DIVISION OF RPPEALS
AND HEARINGE, POST OFFICE BOX 8206, COLUMBIA, SC 29202-8206.

WE APPRECIATE YOUR CONTINUING COOPERATION WITH THE REQUIREMENTS OF THE MEDICAID PROGRAM AND YOUR ASSISTANCE
I SAVING TAXPRYER DOLLARS.

SINCERELY,

BENEFIT RECOVERY UNIT
5C DEPARTMENT OF HEALTH BND HUMAN SERVICES PAGE:

RETRO PROVIDER ADJUSTMENTS RUN DATE: 03/24/

. BBOOCGE MCLEOD REG MED CTR PEE DEE

a RECIPIERT :
CARRIER POLICY DAYS MEDICAID CARRIER
CLAIM CONTROL NUMBER DATES OF SERVICE  CODE POLICY MUMBER TYPE  STAY COMMENTS PAID PAYMENT
9B35514324048500A 11/10/98-11/10/98 183 HN o 5200/80% 4 387.00 35 387.

4] TOTAL ADJUSTMENT FOR PROVIDER ABQOOS £387.00 TOTALS $387.00 5387,





22.  Quarterly Adjustment Summary
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Reason Mumber of Total Amount
Code Adjustments
H1 40 ($31.672.54)
H2 0 $0.00
H3 [ ($623.34)
Subtotal 45 ($32,295.98)
H4 56 $64,849.23
HS 46 $100,095.79
Subtotal 102 $164,945.02
Medicare Adjustments
Reason Number of Total Amount
Code Adjustments
M1 0 $0.00
M2 Q $0
M3 9 ($10,718.08)
Subtotal 9 ($10,718.08)
M4 19 $15,631.79
M3 16 $26,709.10
Subtotal 35 $42,340.89
192 Check Requests TPL ADJUSTMENT REASON CODES
Deseription
H1 | Heaith solicited debit request
Number of Tatal Amount H2 | Health manual awtomated recovery
Checks H3 | Health unsalicited debit requests
H4 | Health reversal of R4
H35 | Health provider over-refunded
7 $2.630.97 M1 | Medicarc solicited debir request
M2 | Medicare manual autgmated recovery
M3 | Medicare unsolicited debit request
M4 | Medicare reversal of retro Medicare debit
M5 | Medicare provider over-refunded






23.  Conversion History
[image: image82.png]GROUP CONVERSIONS 2000

with cc X0Y. As of 1/1/00 dental is with cc
500.

Anthem dental policies added with separate pol
#. Will lapse 12/31/99 and add w/cc 500 eff
1/1/00. For pols added w/dental on MM, will do
a version as of 1/1/00 to remove the dental and
add dental policy w/cc 500 eff 1/1/00.

CONVERSION ACTION Prototype OLQ Leads Conversion # of
Complete | Received | Complete | Complete | Policies
it == .
Anderson Area Medical Center(not a Will lapse cc B27 12/31/99 and add cc 307 N/A N/A 02/25/00 03/24/00 51
prototype)- Add cc 307 eff 1/1/00 1/1/00.
Arvin Industries - Group had MM and Dental | Will update on an individual basis. For ns N/A N/A N/A N/A

Avondale Mills-As of 1/1/00 cov is with cc

Will lapse pols with cc B64 12/31/99 and add

ns

AVX Corporation - Changed MM from cc 160 | Lapse cc 160 as of 6/30/99 and add cc 401 tb 01/19/00 03/20/00 03/24/00 24
to cc 401 as of 7/1/99. effective 7/1/99. Drugs covered by cc C46 as of 7/20/99
07/01/99.
Bi Lo - As of 1/1/00 cc 134 is no longer an Will lapse all policies on MMIS with cc 134 tb 02/07/00 03/06/00 03/14/00 161
option. They have added cc 401 as a new MM 12/31/99 and verify who the employee chose for 2/1/00
option and cc 401 covers Dental for all options. | coverage.
Cooper Industries - As of 1/1/00 Sumter and Will lapse PHP policies 12/31/99 and will add
Lexington locations no longer use PHP. correct policies 1/1/00. Will do on an individual ns N/A N/A N/A N/A
Premiums changed. Sumter has 999 as of basis. CC 999 now an option for Sumter 6/30/00
1/1/00 location.
DeRoyal - As of 1/1/98 dental is covered with Will be done on individual basis. Will modify tb
CC 500 (Delta Dental). policies on MMIS with CC 284 and remove 6/22/00 N/A N/A N/A N/A
dental (should have never been a part of the maj
med) and will add dental coverage with CC 500
eff 1/1/98.
Dixie Narco - (See Maytag)
Dupont- As of 1/1/00 cc 134 offered as MM Will do a version eff 1/1/00 to change grp # for be 04/07/00 N/A N/A N/A
option and grp # changed for cc C46. cc C46. Will add cc 134 eff 1/1/00 and will leave 04/06/00
cc 134 as dental option for cc 999.
Eagle Electric - As of 1/1/00 MM is now with | Will do individually. Will lapse cc 999 12/31/99 dt N/A N/A N/A N/A
cc 134, and add cc 134 eff 1/1/00. 2/24/00

Revised July 26, 2000
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CONVERSION ACTION Protoiype oLQ Leads | Conversion #of
Complete | Received | Complete | Complete | Policies
Eaton Cufler Hammer - Changed RX cov Will tapse cc C46 12131799 and add cc 466 eff di
from cc C46 Lo cc 466. 1£1/00. Co-pay will vary depending upon what
option employee has on ML )
Fruit of The Loom - Eff 17199 MM changed | Wili lapse cc XOB, €46 and 500 12/31/98 and be 120600 2{01/08 /0200 i7
1o cc B14 for Lexington location only. add ce B14 eff 1/1/9% for the Lexington location 12120/9%
enly. The York location closed 8/30/99.
Galey and Lord - Changed MM eff 12/31/99 Will lapse cc 995 eff 12/31/99 and add cc 445 eff mah 0321400 04/ 10400 D4/21700 76
to cc 445 and Psych with cc A37. 171400, ‘Wil add carve out psych wice A37 eff 022400
171400,
Greenville Hospital - Changed Mivi to cc 153, | Will lapse ce B27 12/31/9% and add cc 153 eff 4 111300 06/25/00 630400 nnnn
Dental conlinues with cc 401. 141400, 121400 .
Hoechst Celanese Corporation - As of i/1/00 | Will lapse all Spartanburg employees 12/31/99 mah
Spartanburg location is no longer a part of the and will verify coverage with CC 134 or IO
company. CC 113, See WP file for new group name.
ILA Waterfront- As of 1/1/00 MM with cc Will do version eff 1/1/00) 10 make Dental ns 417/00 5722400 /1100 45
134 and R¥ wilh cc 728. policies MM. Wilt lapse RX policies with cc 333 4700
12/31/99 and add cc 728 eff 1/1/00.
International Paper- As of 1/1/00 MM is with Will convert individvally. Will lapse cc 160 * be NiA NiA NIA NA
cc 139 for the Sumier, Eastover, Geargelown 12431799 and add cc 139 eff 1/1400. 4110/00
and Spartanburg focations. .
Kmart- As of 5/1/93 MM with cc 134, RX with | Will convert individually. Will 1apse cc X0B be NiA NfA NiA NfA
¢ C15. New HMO option with cc 890, RX 4f30499 and add cc 134/C15 effective 5/1/99. 4126000
with cc 474, : Need io verify which employees chose new )
HMO option.
Lockheed - As of 1/1/00 new HMO option with | Will update individually. Will add pelicies with be N/A NiA NiA NfA
£c 999, cc 999 ff 01/01400. 6127400
Louis Richiformerly Oscar Mayer Foods)- As A version will be done eff 1/1400 on policies th . 3/23/00 05/02/00 5/4/00 81
of 1/1/00 MM with cc B77. Dental is stili with | with cc 134 to change from MM to Dental only. IRI00
cc 134, Will add cc B77 for MM off 1/1/00.

Revised July 26, 2000
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CONVERSION ACTION Prototype OLQ Leads Conversion # of
Complete | Received | Complete | Complete Policies
Maniin Color Fi- Eff 1/1/00 grp switched from Will lapse cc 586 12/31/99 and add cc 153 for ns 24100 244150 249400 22
cc 886 (o ce 153 for MM and from cc 886 to cc MM and cc 298 for RX eff 1/1/00. 1£28f0%
298 for RX.
MeLeod Regional- As of 1/1/00 Dental is with Will lapse ce 727 12/31/99 and add cc 326 eff dt 1713/00 5/08/00 519400 13
ce 326. 141400, 1721400
Mt. Vernon Mills- The retiree plan now has Will convert individually, Wil lapse cc C13 bc N/A NfA NfA N/A
RX cov with cc 355 eff 1/1/00. 12/31/99 and add cc 355 eff I/1/00. 3/14/00
Naa Ya Plastics{not a protoiype)- As of 4/1/99 | Will lapse policies with cc 552 3/31/99 and add b 39400 316/00 32300 28
MM is with cc 533 and RX is with cc 712, policies with cc 533 and cc 712 eff 4/1/9%. NiA
Owens Cotning - As of 1/1/00 cc 403 is no Will deternine which employees chose CC 403 to
longer ai option, the new HMO option isce and will lapse the pols eff 12/31/33 and add ’
134, CC 134 eff 111/00.
Palmetto Health Alliance- As of 7/1/38 Will verify which employees changed oplicns. mah 11415459 36100 H10/00 62
additional options were added with cc 403, cc 8/30/00
401 and cc 922
Perdue Favms-As of 7/1/00 dental option Will convert individually. Will add dental with s NiA [SIEY MiA WA
added. cc 500 eff 7/1/00. THAI00
Phoenix Medical Technology-As of 5/1/00 cov Will lapse cc 315 4/30f00 and will add cc 401 s¢ MNfA 1 4H2RI00 10
is with cc 401, effective 5/1/00. 4121400
Premark Tupperware- As of 1/1/00 cov is Will lapse policies with cc 445 and ce 111 1L] 211100 3/20/00 2200 33
will cc 134. They no longer use cc 443 orce 12431799 and add cc 134 eff 1/1500. 12700
111,
Sara Lee Hosiery- As of 1/1/00 Dental is Will lapse current Dental policies 12/31/99 and if th 58100 5124400 525400 17
optional with cc 500 and the premium amounts | option chosen, will add policy with cc 500 eff 411/00
have changed. The Harisvilke location closed 1/1/00. Will update premiym amounts.
12/97 and the Florence location ctosed 12/99.
Signal Apparel- As of 141100 M now with oo | Will convert individually. Will lapse cc 922 be N4 WA NFA NiA
599 and includes RX cov. and cc A24 eff 12/31/99 and add cc 999 eff 2424400
141400,

Revised July 26, 200G
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option eff 053/01/99. RX no longer with cc 401,
now with cc C46.

remove RX from cc 401 and add with ce C46,

CONVERSION ACTION Prototype OLQ Leads Conversion #of
Complete | Received | Complete | Complete | Policies
A R R R —
Sonoco- As of 1100 MM with cc 445 and Will lapse cc 999 and cc 160 12/31/9% and add be 445100 4£20/00 424100 7
Dental with cc 139, cc 445 and cc 139 eff 1/1/00. 33100
State Employee - As of 1/1/00 Standard and Will add all new policies eff 1/1/00 with RX eff th N/A N/A Nia N7A
Economy option have cc C46 for RX cov. 1#H08. Wikl do a version on all policies eff prior 72000
to 1/1/00 to remove RX from MM and add eff
1/3/00 v/ ccC46. Also on opis 34 and 5 .
premium info changed.
Stone Apparel - No longer has PHP. As of Will lapse CC 445 policies 12/31/99 and add CC ns
/1100 coverage is with CC 922, 922 eff 1/1/00. TN
Sumter Cabinet Co{formerly Korn Indusities)- { Will lapse cc B37 12/31/99 and add cc 401 eff mah 417400 5/16f00 5123100 29
As of 1/1/00 changed MM to cc 401, 17100, Mame change off 12/31/99, No vession 228/00
necessary since cov with new carriet.
TNS Mills - No longer has CC 922 as of Will lapse CC 922 11/30/9% and add either b NiA THBI00 500 17
12/1/99, they now have a choice of either CC999or CC 134 5125000
CC 999 or CC 134.
Torrington Co- As of 1/1/00 MM is with cc Will lapse cc 100 policies 12/31/99 and add cc th S{8/C0 TR0 77
XOT. XOT eff L1700 11760
Wachovia - As of 1/1/00 RX now with ce 333, | Will lapse cc 280 12/31/99 and add cc 333 eff dt NiA 62900 O 4
and MM with ce 134. HLAO0. Will lapse ec 100 12431/99 and add cc 2/28f00
134 eff 1/1/00. Companion POS plan has been
dropped.
Walmart - As of 1/1/00 Walmart no longer Will lapse policies with co 549 and add with th 1715460 2129400 224100 372
uses cc 549. Employees now have the option of | either of the new carriers, T 1100
having cc 401/cc C46 or cc 922/cc A24.
Wellman - As of 1/1/00 MM now with cc 401, | Wil lapse cc 134 12/31/99 and add cc 401 eff bc 22400 36/00 3120000 51
H1A00. L2700
Weslinghouse - Employer now offers Aelna Wil verify who chose the Aetna option and wilt mah

Revised July 26, 2000
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HMCG and Plan B options were dropped
1231199, Grp # for cc 134 changed. Dental
policies with cc 134 became MM policies.

make MM eff .

CONVERSION ACTION Prototype oLQ Leads | Conversion # of
Complete | Received | Complete | Complete | Policies
M — ——
_uﬁnﬁ Point Pepperell- As of 1/1/00) prefix on Will lapse X0B policies effective prior to 1/1/00 mzh 5123700 61400 #13/00 180
MM changed from WPP i WPS and RX is with WPP prefix 12/31/99 and add policies with 515000
with co 712 WPS prefix. Version will be done to remove RX
as of 1/1/00 and add RX with cc 712.
‘White Consolidated - Premiums changed. Wil lapse cc 999 policies 12/31/99. Doa ns NiA 1 20100 10
version with cc 134 policies to change grp # and 142400

Revised July 26, 2000
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enroliment period now in October and
Movember.

GROUP ACTION Prototype Complete
A O Smith- Psych cov is with cc A32 Will correct individually. Will remove psych covs from MM and add with cc ns
effective 111798, Psych should not have been A32 effective 171798 S4R{00
added to MM policy.
American Fiber- Per employer only change is Will do individually. be
increase in deductible amount. 320000
Carolina Furnitare - Premiums changed. Updated premium information on prototype. mah
SF1800
Carolina Nurseries-Salary and hourly Updated prototype. ns
employees have different grp numbers for both : 13600
carriers.
City of Charleston- Premiums and employer | Updated prototype. s
address changed. 51800
Delta Mills-Only change is contact person and Updated prototype. 5¢
number, 55400
Dupont-Added cc 100 retirec option. Always | Updated prototype. be
eff never been added. TG00
Inman Mills-Premium and deductible Updaled prototype. sc
changes. 612700
JPS Textiles- Premiums changed for both Updated prototype. ¢
plans. Af28400
Mail handlers - Address change for PCS. Updated prototype; will do manuaily. b
5125100
Mayfair Mills-Added wo plant locations and Updated protolype. e
changed contact petson and premium amouns. {2600
Michelin- Per employer onfy change is Updated prototype. ns
increase in deductible amount, Open 4121400






[image: image88.png]Miliken- As of 1/1/00 Dental cov with cc 176. | Will do individually. Dental policies will be added with cc 176 eff 1/1/00. ns
Group never had Dental previously so no 3/17/00
conversion necessary.
Mohawk Industries - Premiums changed. Updated premium information on an.wwa. ns
Mt. Vernon Mills - Correct grp #s for cc 401. | Will update group #s for cc 401. be
7/21/00
Pillowtex- Premiums changed. Updated premiums and claims mailing address for dental. ns
1/20/00
Robert Bosch- Premiums changed and group Updated prototype. ns
number for cc 134 changed 4/1/98. 4/21/00
Russell Stover-Closed one plant location on Updated prototype. sc
5/25/00. 7/20/00
Ryan’s - Premiums changed. Updated prototype. tb
4/28/00
S =
antee Print Works- Changed enrolimen pdated prototype. i — ns
period and premiums. 1/20/00
Solutia - Per employer, do not call the plantin | Updated prototype. mah
Greenwood to verify benefits, please call 5/25/00
(888) 726-8616. Nothing else changed.
Wilson Sporting Goods- Per employer only Will do individually. be
change is increase in RX co-pays. 3/20/00

Revised July 26, 2000
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CONVERSION ACTION 0OLQ Leads Conversion
\ X Received noaﬁm.h Complete

Aetna/Prudential - Aetna bought Prudential | Will wait for billings to come back saying Actna handles these claims
{not sure which Prudential locations) now. ’

Corporate Health gm.—wnu:um..._.___boﬁm U.S. | Will lapse CC 521 “Today” or wilh actual lapse date and will add CC NiA MNA MN/A
Healthcare - Corporate Health Management | 100 effective “Tomorrow™.

(CC 521) was bought oul by Aetna {CC L00).

Federal Mogul - As of 12/31/3% CC 441 no Will Tapse policies on MMIS wilh cc 441 eff 12/31/95 and will add-CC 06/05/00 th . 6/16/00
longer adminislers claims, as of 1/1400 CC 568 eff 1/1400 613400

568 administers claims.

Life of Geotgia - Terminated all group New carriess will be verified by group. CC 156 will be lapsed 6/30/98 N/A NfA NfA
policies effective 7/1/98. and new Carrier added 7/1/98. Checked 4/26/00 billing-only single

policies on MMIS. WILL CONVERT BY BILLING.

Maxicare - As of 4/1/99 they no longer Will lapse policies on MMIS with CC 448 and add with new carrier 05/23100 th

fiandle claims for Morth or South Carolina informalion if available. S§24400

Paul —wSé..Q...wEalE - Paul Revere no Will use the “Teday/Tomorcow” rule to lapse policies online with cc 172 N/A NA N/A
Jonger handles dental claims as of 1997, ll and add with cc 2t0. WILL DO ON AN INDIVIDUAL BASIS.

dental claims are handled by Ameritas.

Peoples Security is now Monumental Life WILL DO ON AN INDIVIDUAL BASIS.

Savers LifefOxford Life - Oxford Life is Will lapse ec 231 “Today" and add cc 215 “Tomorrow™. Also policy N/A H 414400
now cartier for supplemental policies only numbet will change. WILL CONVERT BY BILLING

effective 10401559 .

State Mutual Life Assurance/Alimerica State Mutual owned by Allmerica therefore will add policies verified by NfA N/A NfA
Financial-State Muluai Life Assurance Siate Mutual with cc B6D. Policies verified by Allmerica will be added

(CC B60) is now owned by Allmerica with ce 273,

Financial {CC 273).

Third Party Claims Mgmt/Harcvington WILL DO ON AN INDIVIDUAL BASIS. Will lapse CC A85 NiA WA MIA
Benefit Servives - CC A8S5 is now a part of “Today” or with actual lapse date and add CC 912 “Tomerrow".

cCcol1z

Revised July 26, 2000
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My Computer \ Users on 'Sqisvr' (H:)\ Prototypes

Name

Procedures
SCGov'tAssut.wp
A O Smith

A&E Threads
Albany

Alice Manufacturing
Allied Signal
allied Signall
Atnana

Ambler
Ametican Fiber
Anvil

Arvin

Avondale Mills
AVX

BB&T
Becton—Dickenson
Bibb Company
Bi-Lo

Blumenthal
Burlington Industrics
Carolina Fumiture
Carolina Nutsery
CCX Fiberglass
CHAMPUS (Tricare)
CHAMPVA

CHF Indusiries

City of Charleston
City of Columbia
City of North Charleston
CM{

Coleman

Cooper Industries
Crygvae

Dayco

Delta Mills

DeRoyat Textiles
Dillen Yarn

Ducane

Duke Power

DuPont

Duracell

Eagle Electric

Eaton Cutler-Hammer

Federal Ereployce Plan (FEF)

Fielderest Cannon
Faod Lion
Frigidaire Home Products
Fruit of the Loom
Galey & Lord
Gold kist
Greenville Hospital
Greenwood Mills
Hamrick Mills
Hoschst

ILA Waterfront
INA Bearing
Inman
Intzrational Paper
James River Corp
JP5 Textiles
emet Electonics
Kendall.

KMart

¥night Industries
Ko Industries
Lance

Lockheed

Tawes

Mail Hapdlers Benefit Plan
Martin Color Fi

Mayfair

McLeod Regional
Michelin Tire

Milliken

Mohawk Industries

Mt Vernon Mills

39KR

MMO

Type

File Folder

File Folder

‘WaordPerfect 7 Document
‘WordPerfect 7 Docurnent
WordPerfect 7 Docurnent
‘WordPericet 7 Document
‘WardPerfect 7 Document
WordPerfect 7 Documnent
WordPerfect 7 Document
WordPerfact 7 Dacument
WordPerfact 7 Document
WaordPerfect 7 Document
‘WordPerfect 7 Document
WordPerfect 7 Documnent
WordPerfect 7 Document
WordPerfect 7 Docurnent
WordPerfect 7 Document
WordPerfect 7 Document
WordPerfect 7 Document
WordPerfeet 7 Document
WardPerfect 7 Document
WordPerfect 7 Document
WordPerfeet 7 Document
WordPerfeet 7 Pocument
WordPerfeet 7 Document
‘WordPerfect 7 Document
‘WordPerfect 7 Document
WordPerfeet 7 Document
‘WordPerfect 7 Document
WordPerfect 7 Document
‘WordPerfeet 7 Document
WordPerfect 7 Document
WordPerfect 7 Document
WordPerfect 7 Document
WordPerfect 7 Document
WerdPerfeet 7 Document
WardPerfect 7 Document
WordPerfeet 7 Document
WordPerfact 7 Document
WerdPerfect 7 Document
WaordPerfect 7 Document
WordPerfeet 7 Document
WordPerfeet 7 Document
WordPerfact 7 Document
‘Waordperfect 7 Document
WordPerfect 7 Document
WordPerfect 7 Documnent
WordPerfeet 7 Dacument
WardPerfeet 7 Document
WardPerfeet 7 Document
WordPerfeet 7 Document
WordPerfect 7 Document
WordPetfect 7 Docurnent
WerdPerfect 7 Document
WardPerfect 7 Document

‘WordPerfect 7 Document

‘WordPerfect 7 Document
‘WordPerfect 7 Document
WordPerfect 7 Document
WordPerfect 7 Document
WordPetfect 7 Document
WordPerfect 7 Document
WordPerfact 7 Docurment
WordPerfect 7 Document
WordPerfect 7 Document
WordPerfeat 7 Document
‘WordPerfect 7 Document
WordPerfect 7 Documgnt
WordPerfect 7 Document
WordPerfeet 7 Document
WerdPerfeet 7 Docyment
WardPerfect 7 Docurrent
WordPerfect 7 Document
WwordPerfect 7 Document
WardPerfect 7 Document
WordPerfeet 7 Document
WordPerfeet 7 Document

Modified

O7/1272000 9:10 AM
07/12/2000 §:50 AM
05/08/2000 11:55 AM
05/08/2000 1:39 PM
D1/14/2000 12:52 PM
01/06/2000 3:07 PM
(3/23/2000 10:51 AM
03/23/2000 10:51 AM
10/07/1999 2:15 PM
03/17/1999 10:32 AM
03/21/2000 12:30 PM
03/01/2000 10:32 AM
03/03/2000 12:28 PM
03/15/2000 12:48 PM
03/20/2000 10:05 AM
10/21/1999 3:51 FM
04/12/1599 4:33 PM
08/30/1999 8:31 AM
03/14/2000 9:43 AM
02/28/2000 3:27 BM
11/19/1999 5:09 PM
08/25/1999 10:31 AM
05/19/1999 3:08 PM
11/04/1996 3:11 PM
03/30/2000 12:16 PM
12/06/1999 3:33 FM
10/05/1999 3:28 PM
05/08/2000 11:56 AM
QB/26/1999 9:24 AM
08/09/1999 11:49 AM
06/26/2000 2:52 PM
04/05/2000 12:41 PM
04/15/1999 9:13 AM
01/17/2000 2:37 PM
11/09/199% 5:24 PM
05/09/2000 7:19 AM
06/26/2000 2:51 PM
02/04/2000 10:04 AM
03/03/2000 12:1% PM
07/25/1999 4:36 PM
06/21/2000 12:07 PM
09/02/1999 11:46 AM
02/25/2000 12:24 PM
09/23/1999 4:37 FM
09/15/1999 2:48 PM
11/04/1999 3:19 PM
(3/20/2000 12:04 PM
12/21/1999 11:31 AM
06/13/2000 2:46 PM
02/08/2000 1:51 PM
03/17/2000 12:22 FM
02/10/2000 10:38 AM
09/07/1999
10/20/1999
04/17/2000 &
04/11/2000 8:
08/26/1999 10:44
03/31/2000 4:25 F
04/11/2000 7:53 Al
11/16/1999 2:04 PM
04/28/2000 1:29 PM
01/12/2000 10:17 AM
12/21/1999 10:00 AM
06/15/2000 11:41 AM
01/19/2000 11:45 AM
02/14/2000 11;12 AM
09/29/1999 2:21 FM
03/30/1999 2:17 PM
06/28/2000 6:31 PM
05/24/2000 4:06 FM
06/16/2000 10:07 AM
05/25/2000 10:20 AM
03/03/2000 6:10 PM
04/24/2000 5:19 AM
05/31/2000 1:43 PM
09/14/1999 4:26 PM
03/17/2000 1:36 PM
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Osear Meyet-Louis Rich
Owens Corning

Palmeito Health Alliance
Pepsica
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APPENDIX K: JOB DESCRIPTIONS FOR FISCAL STAFF

1. Accounting Tech II 

2. Accountant

1.  Accounting Tech II

JOB DESCRIPTION


Accounting Technician II


Function:
Under general supervision, performs paraprofessional accounting duties including processing transactions; may supervise the posting, updating, and reconciling of records and preparation of summary financial and statistical reports. 

Examples of Work Performed:
.
Processes a variety of financial transactions; screens disbursement, expenditure, and fund transfer requests for accuracy, legality, and authorization.

.
Supervises all or major portions of the posting, balancing, and periodic reconciling of accounting records.

.
Determines the need for and with approval implements transactions from corrections, special adjusted entries, and accounting classification changes. 

Directs the batching and scheduling of financial data input into computerized systems.

.
Directs the operations of various calculating and posting machines.

.
Performs prescribed financial and statistical analyses for review.

.
Gathers and compiles information for reporting purposes (i.e., numbers and types of license applications, tax or fee remittances, travel expenses and mileage, total sales invoices, equipment and supply bids and delinquent accounts).

.
Prepares and edits financial and statistical reports, schedules and statements with accompanying narratives.

.
Coordinates payroll activities (i.e., check distribution, initiating salary and deductions/changes); maintains payroll check registers and leave records.

.
Prepares dual employment, travel reimbursement and other special request forms for approval and processing.

.
Interprets contract and grant stipulations; screens for special review expenditure or reimbursement requests; maintains balances of sponsored program funds.

.
Maintains financial data and reports for references and/or periodic consolidated statements.

.
Assists professional staff in implementing financial procedural changes.

.
Maintains detailed inventories of equipment and property.

.
Confers with external agency financial officials about financial procedures.

.
Performs related duties as required.

2.  Accountant

JOB DESCRIPTION


Accountant

Function:
Under general supervision performs professional accounting duties in the creation and maintenance of accounting records, the review and analysis of financial transactions, and the external or internal agency reporting of financial information.  

Examples of Work Performed:
.
Applies principles of accounting theory to alter and maintain an accounting system, develops methods for recording financial transactions and prepares reports of financial analyses.

.
Uses cost accounting techniques to identify information not ordinarily found in a general accounting system and devises cost standards for measuring expenditures.

.
Supervises clerical personnel recording financial transactions, balancing and reconciling accounts, verifying accounting documents and preparing summary financial statements.

.
Determines fund sources and insures fund availability.

.
Prepares management level reports on cost allocations, revenue and expenditure comparisons and cash flow projections.

.
Interprets accounting system policies, implements accounting procedures and designs accounting forms.

.
Disallows expenditure requests according to grant and contract stipulations or on the basis of fiscal irresponsibility.

.
Supervises the assimilation of payroll information, the processing of payroll changes, the distribution of payroll checks and the accounting control of all payroll deductions.

.
Administers an equipment and property inventory system and supervises the distribution of maintenance and purchase costs to accounts.

.
Identifies and submits budgetary information to a budget officer or departmental administrator.

.
Conducts statistical analysis of investment opportunities; interprets price, yield, and stability factors; and summarizes current and long term economic trends and investment risks.

.
Prepares and maintains special tax accounting records and conducts tax remittance analyses.

APPENDIX L: SAMPLING METHODOLOGY

SCDHHS will monitor the accuracy of the contractor's performance by reviewing a random sample of units of work.  Generally SCDHHS specifies 250 units of work completed with a disposition of closed to the file during the prior month to be dropped into each of the verification and recovery audit queues.  The Contract Management team creates correction forms upon discovery of errors and requests the contractor to review and discuss, if necessary, within five working days.  A monthly audit report is created that lists the units of work found in error, lists the error and the category into which it falls.  There is a summarization of the flat error rates and of the categories of errors to assist in the identification of areas that may need improvement.

APPENDIX M: COST SECTION CERTIFICATION AND SAMPLE SCHEDULE A

1. Cost Section Certification  

2. Schedule A

3. Sample 

1.  Cost Section Certification
The following certification must be submitted with the offer in the cost section of the Business Proposal:

I hereby certify that the price included in this proposal is accurate and binding for a period of one hundred twenty (120) days from the proposal due date and that all charges and estimates are, to the best of my knowledge, accurate and complete.  I further certify that the total cost accurately reflects my total proposal cost, including any applicable discounts, and that the company, which I represent, will provide the proposed services for this amount.

                                               ____________________________________________________

F.E.I.N.  ________________________  or Social Security #  _____________________

2.  Schedule A




START UP

PRODUCTION  PERIOD





PERIOD

# 1

# 2


OPTION YEAR 1

OPTION YEAR 2






07/01/01 - 12/31/01

01/01/02 - 06/30/03

07/01/03 – 06/30/04

07/01/04 - 06/30/05

07/01/05 - 06/30/06
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START UP COST REIMBURSEMENTS
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TOTALS



$   A



$BC-A
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$      HI



3.  Sample

TPL MIVS REIMBURSEMENT CALCULATIONS


PRODUCTION MONTH OF  XXXXXXXX

 
 
 
 
 
 
 
 











TPL Policy File Accretions

1,000










1. 










VERIFICATION REIMBURSEMENT:


1. 



Verification Unit Rate


$20.00












Monthly Verification Reimbursement

$20,000.00












Applicable Reductions:








Timeliness
7.50%
-$1,500.00















Accuracy
0.00%
$0.00
-$1,500.00












Net Monthly Verification Reimbursement

$18,500.00






1. 





Applicable Verification Productivity Bonus
10%
$1,850.00









 



TOTAL VERIFICATION REIMBURSEMENT

$20,350.00



















BENEFIT RECOVERY REIMBURSEMENT:





Benefit Recovery  Unit Rate


$5.00












Monthly Benefit Recovery Reimbursement

$5,000.00












Applicable Reductions:








Timeliness
7.50%
-$375.00















Accuracy
7.50%
-$375.00
-$750.00












Net  Monthly Verification Reimbursement

$4,250.00
1. 











Applicable Benefit Recovery Bonus

10%
$425.00
 












TOTAL BENEFIT RECOVERY  REIMBURSEMENT

$4,675.00



















FLOW THROUGH ITEMS:









Postage

$325.00






Payroll

$21,000.69






Other

$425.00
$21,750.69




















TOTAL MIVS REIMBURSEMENT THIS PERIOD


$46,775.69

APPENDIX N: DHHS NETWORK DIAGRAM
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