State of New Jersey

Department of Human Services
Division of Medical Assistance & Health Services NE W S I E I I E R

Volume 8 No. 44 June 1998

TO: Hespitals - Chief Executive Officer
and Health Maintenence Organizations - For Information

ONLY APPLICABLE TQ: New Jersey, New York and
Pennsylvania DRG Hospitals

Route to: Finance, Acccunting, Billing and Utilization Review Offices
EFFECTIVE: Immediately

SUBJECT: Hospital Readmission

PURPOSE: The purpose of this Newsletteris to remind the above re-

ferenced hospitals that. for Medicaid and NJ KidCare fee-for-
service beneficiaries, 2 “readmission” is defined as being admitied to an acute care
hospital within the defined time span as identified below. For these readmissions,
nospital stays must be combined on the same claim forms for pricing purposes. Also,
new systemic discharge and readmission edits have been added 1o the Division's fiscal
agent claims processing system.

ACTION: At the present time, the new edits are pending claims with the dis-

charge and readmission dates of the same hospital of the same
beneficiary with the same first three digits of the principle diagnosis as described below.
However, on July 1, 1998, the edits will both deny the pending claims and any future
cizims where the ediis apply. The edits are as follows:

1. For New Jersey hospitals, the edit (919) is for within seven (7) days;

2, For Pennsylvania hospitals, the edit (920) is for within thirty-one (31) days;
and

3 For New York hospitals, the edit (924) is for thirty {30) days.

When a denial is received with one of the above-mentioned edit codes, the previously
caid claim must be adjusted by the provider and resubmitted to Unisys to combine
charges for both hospital stays, regardless of the effect on reimbursement.
Adjustments must be completed in accordance with the Adjustment Reguest Form (FD-
999) instructions, (Please see attached examples.) In addition, if the beneficiary was



out of the hospital for any portion of the combined claim period, the days absent must
be recorded as residential days.

On the UB-82 claim form, Form Locators 32 - 35 must contain two separate
occurrence codes and corresponding dates. Occurrence Code 60 and the date of
discharge for the first claim and Occurrence Code 61 and the admit date of the second
claim must be noted on the adjusted UB-92 claim. Instructions on Form Locator 32 -
35 are attached as well as a claim sample for an adjusted claim.

New Jersey DRG hospitals which are non-delegated for utilization review and disagree
with the above-mentioned denial must request an appeal through their hospital's
Utilization Review Organization (URD). Hospitals which are delegated for utilization
review and disagree with the above-mentioned denial must request an appeal through
their hospital's appeal process with the hospital’s final appeal decision rendered by the
Physician Advisor (PA). If an appeal is approved by the URO or PA, the claim must be
submitted along with the approval to Unisys, the Division’s fiscal agent, in writing, on
URQ letterhead or hospital letterhead, and include the beneficiary's name, Eligibility
Identification Number, date(s) of service for the denied claim, provider name and
number, a statement that the hospital stays should not be combined. the reason for the
determination, and an original signature of the hospital or URO Physician Advisor
(Example letter is attached.)

New York and Pennsylvania DRG hospitals which disagree with the above-mentioned
denials must submit an appeal request with the claim and any necessary attachments.
in_writing, on hospital letterhead and include the beneficiary's name, Eligibility
Identification Number, date(s) of service for the denied claim, the provider number, and
the reason why the payment for the hospital stays should not be combined.

New York and Pennsylvania appeal requests should be mailed to:

Division of Meadical Assistance and Health Services
Attn: Hospital Discharge/Readmit Appeals

FP.O Box 712

Mail Code #44

Building 7, Room 302

Trenton, NJ 08625-0712

Hospitals should discard page 6-53 and the "MMIS Claim Adjustment Request Form”
pages from the Fiscal Agent Billing Supplement and replace them with the attached
related pages from this Newsletter,

For further information or questions concerning this Newsletter, please contact Unisys,
the Division's fiscal agent, Provider Services Unit, at 1-800-776-6334

RETAIN THIS NEWSLETTER NUMERICALLY BEHIND THE NEWSLETTER TARB
(BLUE TAE MARKED "5")
Attachments:



SAMPLE DRAFT:

Non-Delegated Hospital URQO Letterhead
or
Delegated Hospital Letterhead

Date of Letter

Hospital Name and Provider Number

Fztient Name and Medicaid Eligibility Identification Number (MEI)
Dates of Service

Dear Unisys Claims Reviewer:

The Hospital's Utilization Review Crganization has reviewed the beneficiary's care and
approved two separate claims for submission

The second admission was medically necessary and was not caused by an errar by the
nospital.

Sincerely,

Jane Doe. M.D.
Physician Advisor



EFFECTIVE: FORM LOCATOR 32 AB-35 AB

DATA ELEMENT: Occur rence Codes and Dates

Definition: The code 2nd zssociated date defining & significant event relating to this bill
that may affect payer process sing

Instruction: If applicablz. entzr one of the two-digit occurrence cedss from the Nationz
Uniform Data Element Specifications. Enter the cccurrence cods cziss in MMDDYY

format.

Field Characteristics; < fizlds (codes)
2 lines
2 pcsitions
zlpha-numeric
lefi-justification (2!l positions fully coded)
; 4 Tiglds (dzates)
Z linss

Values:
Notes: 1) If epplicadle, complete 2l Farm Locators i sequence, 32A through
33A then 32B through 25E.
2) N cccurence code must alwewvs b e accompanied by the associatsd
gats.
3) Fer Inpetient Combinaticn Claims with discharge and resdmission

within 7 days for New Jerssy hospitals, 30 cays for New York
hosgitzls, and 31 days for Pen nsylvania hospitals, list occurrence
eode €0 and the dsts of dis

ischarge for the first =dmission and list
Ccurmrence code E1 and the admit date of the second admission

CLAIM TYPE (S): | QR | INPATIENT OR | OUTPATIENT
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STATE OF NEW JERSEY
DEPARTMENT OF HUMAN SERVICES
DIVISION OF MEDICAL ASSISTANCE & HEALTH SERVICES

MMIS CLAIM ADJUSTMENT REQUEST FORM

ATTACH.: ® Copy of original claims with corrections
= Required claim attachments
=] Copy of Remittance Advics

| 1. Provider Number: | 11213 45|67 4 Reason (Circle One)

(F BT ol 4] Clzim Correction” B
A = S T E-Eo o| 5| Void - Wrong Pravider
1 0] 6] Void - Wrong Recipient
A HOSPITAL 4 0| 7| Void - Sarvice Not Provided
1 3] 7| Insurance Recavery
3. Provicer Addrass: 184 8| 1| LTC Patient Liability Change
b [ ] 8| 2] LTC Leave of Absence Correction
1 Hospital Place LEE] STATE OFFICE USE ONLY A
Anytown, NJ 01234 *Explain Below in ltem & o
City, State Zip Code
| £. Descriotion of the Problsm Combination Claim - change dates of service to
12/19/96 - 1/20/97, chargés combined. Fields 32 & 33
have been correctad,
FLEASE ENTER THE FOLLOWING DATA FROM YOUR REMITTANCE ADVICE
8 Conre! NMuam (N T I
[Scemsibamosr ol 197 (D0 0(6] 0]o]8 00T ]A]
I
7 Recigignt Mame:. Coe Jane
Last First il
'8 Becin Hoo | [ [ [ |
S Fegbiant i 1]2]3]4]5[6]7[8[9[1[0]T]
iMedicaid) Number: '
8 Rzmittance Advice Date '_-‘] U 2 9 | 9 I 7
M MDUDY Y
'@, LastPaye: | | Blus Cross |_' Frudsntial _| State E Unisys
Frovider Signature: J jm Ciate: 11/12/97

Send o Unisys, PO Eox 4802, Tranton, Nu 08650 B
! UNISYS USE ONLY-
| Date: it Ee_uiewer: : = e Fomm

; iﬁl:a!ﬂr E
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ATTACH THE RA
PAGE FOR THE
CLAIM WHICH
PAID



