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Agenda 
 

• CHIP Perinatal Overview 

• First Steps Case Management Program 

• Preferred Administrators Benefits 

• Accessibility & Availability Surveys 

• ICD-10 Implementation Updates 

•   



CHIP Perinatal Overview 

 

• Description of CHIP Perinatal  

• Eligibility 

• Covered Benefits 

• This information is communicated to our members 

via the Member Handbook that you can access on-

line at: 
http://www.epfirst.com/pdf/perinatal_members_Handbook.pdf. 

 

 



CHIP Perinatal Description 

 
CHIP Perinatal provides prenatal care to the 

pregnant woman of the unborn child who is 

not eligible for Medicaid and is at or below 

200% of Federal Poverty Level (FPL). 

 



 
   How much do you know about   
   CHIP Perinatal? 



 
Twelve months of continuous coverage for the unborn child from 
the time that eligibility is determined. 

How long is the Member covered under the 

CHIP Perinatal program?  

No waiting period for coverage.  The 30 day waiting period that applies to 
traditional CHIP does not apply for CHIP Perinatal. 

No out of pocket fees to members. Co-payments that apply to traditional CHIP 
do not apply to CHIP Perinatal. 



Eligibility: Who qualifies? 

A. Uninsured  

 

B. Does not qualify for Medicaid 

 

 C. Texas resident  

 

 D. Meets certain income requirements 

 

 E. All of the above. 

 



Eligibility: Who qualifies? 

 

•   Uninsured  

•   Does not qualify for Medicaid  

•   Texas resident  

•   Meets certain income requirements. 
 
Households with  

– Income greater than 185% FPL, and at or below 200% FPL. 

– Income below 200%, but do not qualify for Medicaid because of 

immigration status. 

 



El Paso First  

CHIP Perinatal ID Card - Member 
 

 

305 306 



What is the difference between rate 

305 and 306? 

 
 

Rate Code: 305 is for members below 185% FPL 

Member will need to apply for Emergency Medicaid to pay for the hospital 

facility services.  

For Hospital Facility Services bill TMHP. 

For Professional Services bill El Paso First Health Plans. 

Rate Code: 306 is for members above 186% FPL. 

For Professional and Facility Services bill El Paso First 

Health Plans. 



A. Up to 20 prenatal visits (more if medically 
necessary) 

B. Limited pharmacy, limited laboratory testing, 
assessments, education and counseling. All these 
services must be related to the pregnancy. 

C. Hospital facility charges and professional   
services charges related to the delivery.  

D. Two postpartum visits for the mother within 60  
days after delivery. 

E. All of the above. 

 

 

What are the Mother’s Benefits? 



Up to 20 prenatal visits (more if medically necessary) 

• First 28 weeks of pregnancy ― one visit every four 
weeks. 

• 28 to 36 weeks of pregnancy ― one visit every two to 
three weeks. 

• 36 weeks to delivery ― one visit per week. 

• Additional prenatal visits allowed if medically 
necessary (authorization required). 

– Limited pharmacy, limited laboratory testing, 
assessments, education and counseling. All these services 
must be related to the pregnancy. 

– Hospital facility charges and professional services charges 
related to the delivery.  Preterm labor that does not result 
in a birth and false labor are not covered benefits. 

– Two postpartum visits for the mother within 60 days after 
delivery. 

 

CHIP Perinatal Benefits - Mother 



 

 

True / False – Physician 

Professional Services 

   

          False 

 

 

 

 

 Medically necessary physician services are not limited to prenatal and 
postpartum care and/or the delivery.  

Medically necessary physician services are limited to prenatal and 

postpartum care and/or the delivery. 



 

 

True / False – Physician Professional 

Services cont.… 

   

         

 

 

  
 

Physician office visits, in-patient, out-patient services,  Laboratory, imaging 

and pathology services, including technical component and/or professional 

interpretation are covered services. 

 

      True 

  



 

 

 True / False – Physician 

Professional Services  

 

   

      Note Limitations: 

•  Specialty Services require a referral/authorization. 

• All services must be related to the care of the unborn 

child. 

 

 

  

                  

 False 

  

Medically necessary medications, biologicals and materials 

administered in Physician’s office are not covered benefits. 

Medically necessary medications, biologicals and materials 

administered in Physician’s office are covered benefits. 



Physician Professional Services 

 

 

 

 
 

• Medically necessary physician services are limited to 

prenatal and postpartum care and/or the delivery. 

 

• Physician office visits, in-patient and out-patient services. 

 

•  Laboratory, imaging and pathology services, including 

technical component and/or professional interpretation. 

 

• Medically necessary medications, biologicals and materials 

administered in Physician’s office. 

 

• Limitations:  

• Requires a referral/authorization for specialty services 

• All services must related to the care of the unborn child. 



Physician Surgical Services – What’s 

covered? 

• Surgeons and assistant surgeons for surgical procedures directly related to 

the labor with delivery of the covered unborn child until birth. 

• Administration of anesthesia by Physician (other than surgeon) or CRNA. 

• Invasive diagnostic procedures directly related to the labor with delivery of 

the unborn child. 

• Hospital-based Physician services (including Physician performed technical 

and interpretive components). 

• Services related to miscarriage or non-viable pregnancy (molar  

      pregnancy, ectopic pregnancy, or a fetus that expired in utero). 



Inpatient Benefits – True / False 

 
 

• Services associated with miscarriage or non-viable 

pregnancy are a covered benefit. 

• Dilation and curettage (D & C procedures). 

• Appropriate provider administered medications. 

• Ultrasounds  

 

Inpatient benefits include: 

     True 



Pregnancy-Related Laboratory 

Tests Covered by CHIP Perinatal 

• Non-stress testing, contraction stress testing, 

hemoglobin or hematocrit repeated once a 

trimester and at 32-36 weeks of pregnancy 

• Complete blood count (CBC) 

• Urinanalysis for protein glucose every visit 

•  Blood type  

•  RH antibody screen (repeat antibody screen 

for Rh negative women at 28 weeks followed 

by RHO immune globulin administration if 

indicated) 

 

• Rubella antibody titer 

• Serology for syphilis, hepatitis B 

surface antigen  

• Cervical cytology 

• Pregnancy test 

•  Gonorrhea test  

• Urine culture 

•  Sickle cell test 

• Tuberculosis (TB) test 

 



Laboratory Tests continued 

 
 • Human Immunodeficiency 

Virus (HIV) antibody screen 

•  Chlamydia test, 

• Multiple marker screens for 

neural tube defects (if the 

client initiates care between 

16 and 20 weeks) 

 

 •  Screen for gestational 

diabetes at 24-28 weeks 

of pregnancy 



Benefits NOT Covered 

• Hospital care not related to delivery. 

• False Labor 

• Mental health 

• Diabetic supplies 

• Durable Medical Equipment (wheel chairs, 
crutches, etc.) 

• Family Planning 

• Colposcopy 



Helpful Websites 
 

 TMHP general inquiries hotline and website:  
1-800-925-9126;   
http://www.tmhp.com/Medicaid/default.aspx  

CHIP Perinatal:   
http://www.hhsc.state.tx.us/chip/perinatal/index.htm  

Billing Processes: 
http://www.hhsc.state.tx.us/chip/perinatal/NewbornClaimsInstructions.pdf  

Vital Statistics Instructions: 
http://www.hhsc.state.tx.us/chip/perinatal/VitalStatisticsInstructions_062807.pdf  

El Paso First: 
http://www.epfirst.com 



Questions ? 

 
 

Stacy Arrieta 
Provider Relations Representative 

298-7198 ext. 1059 

sarrieta@epfirst.com 

mailto:sarrieta@epfirst.com


First Steps 
Case Management Program 

Edna Martinez and Melissa Delgado 
OB Case Managers 

 

Jesse Salomon 
Community Outreach Worker 

        
      
 

        
      
 



First Steps  
 Case Management Program 

 
• A comprehensive, member driven, person 

centered approach to assess our members 
individual needs and assist in identifying their 
unique goals.   

 Our goal -  
• Is to have our members at the center of decision 

making when it comes to their treatment plans, 
goals,  and medical care.   

• Members are encouraged to exercise choice and 
to direct what supports and/or service 
coordination is needed.  
 

 



How will members be identified? 
Every member will be assessed 

• CM will assist member in coordinating prenatal 
care. 

• If member calls and schedules appointment with 
provider please schedule appointment for member 
and refer back to El Paso First Health Plans, so that 
we may document appointment date and time and 
provide member with additional benefit 
information.  

- Case Management process will be followed depending on 
members identified needs 

- Collaboration between Case Manager and Provider  is key 
to successful treatment for high risk members.  

 
 

 



High Risk Authorization 

- Upon identification of a member with a high 
risk diagnosis, provider should submit High 
Risk PA Form.   

- This will prompt our OB Unit to contact member 
and begin Case Management process.  

 

 

 



Hospital Delivery Notification 
- Upon receipt of hospital delivery notification OB Unit 

will make contact with member to assist in scheduling 
postpartum visit. 

- Incentive will be given to member if member complies 
with postpartum visit (as of September 1st, 2013)  

- Collaboration between OB Unit and Provider is essential 
to ensure member complies with postpartum visit, if 
member is non-compliant, El Paso First should be 
notified via fax/telephone/online in order for an 
attempt to be made to reach the member.  

 
 

 



Intake Process 

 

 

 



Authorizations 

 

 

 



Health Services Forms 
Notification of Approval 



Health Services Forms 
Precertification Unit Review  



Health Services Forms  
Request for Additional Information  



Health Services Forms  
Administrative Denial  



Frequently Asked Questions 
• First FOUR ultrasounds DO NOT require a prior 

authorization 
• Alpha Hydroxyprogesterone injections (17p) are a 

covered benefit for all Product Lines (STAR, CHIP 
Perinatal and Preferred Administrators members) 
– auth required -  

• NST (59020 and 59025) DO NOT require a prior 
authorization  

• Referral to a high risk specialist – DOES NOT 
require notification 

• Diabetes Education classes are a benefit for both 
STAR and CHIP Perinate members 
 
 

 



STAR Medicaid - Family Planning 
• Family planning annual exams (annual pap smears) – no 

auth required 
• Laboratory procedures – no auth required 
• Radiology services – non ob related radiology services no 

auth required 
• Contraceptive devices and related procedures – no auth 

required 
• Sterilization and sterilization-related procedures (i.e., 

tubal implants, tubal ligation, vasectomy, and anesthesia 
for sterilization) – auth required for STAR and Preferred 
Administrators 

– Per federal regulation 42 CFR 50, Subpart B, all sterilization procedures require an approved 
Sterilization Consent Form for STAR members. 

 

 
 

 



Hysterectomy 

• Pre-certification required for STAR and Preferred 
Administrators 

– Clinical documentation 

• Doctors Notes 

• Labs 

• Treatment History 

• Ultrasound results 

• 3 day notice prior to procedure 
 

           Please include hysterectomy acknowledgement form for STAR      

                                                 members. 

 

 

 

*Not covered under CHIP and CHIP-Perinatal 



Diabetes Education & Supplies 

• Covered/Non-covered services 

 

 

 

 

El Paso Diabetes 
Association 

 
1220 Montana Avenue   

El Paso, Texas 79905 
(915) 532-6280 

 

UMC of El Paso  
Diabetes 

Management 
Program 

 
4815 Alameda 

Avenue 
El Paso, Texas 79905 

(915) 521-7861 



CHIP Perinatal 
COVERED 

• Oral 
Medication/Insulin 

• Diabetes Education 
Classes  (auth 
required) 
– El Paso Diabetes 

Association 

– UMC of El Paso 
Diabetes Program 

 

 
 

 

NOT A BENEFIT 
Durable medical equipment 
or other medically related 
remedial devices (does NOT 
cover testing strips, lancets, 
monitor). 
EP First can HELP – resources 
available in the community.   
 Call us! 



STAR 
COVERED BENEFITS 
• Two preferred diabetes glucose meters and test strip lines have been 

implemented since November 2012:  
 TRUEresult® System with TRUEtest Test Strips from Nipro Diagnostics, Inc. 
 FreeStyle Lite®, FreeStyle Freedom Lite® and Precision Xtra® Systems and 

test strips from Abbott Diabetes Care 
 If you have any questions or concerns regarding this formulary change 

notification, please contact Navitus Health Solutions Customer Care toll-free 
at 1-877-908-6023 (toll free) or visit www.navitus.com. 

• Oral Medication/Insulin 
• Request for DME (lancets, strips, monitor) is a covered benefit (no auth 

required if limit is not exceeded) check Medicaid Guidelines for max allowed 
• Diabetes Education Classes  (authorization required) 

– El Paso Diabetes Association 
– UMC of El Paso Diabetes Program 

 

 
 

 



Preferred Administrators 
COVERED – Pharmacy Benefit 
• Oral Medication/Insulin 
• DME (lancets, strips, monitor) is a covered benefit 

(no auth required)  
• Go to preferredadmin.net  

– Select link for Prescription Solutions  
– Formulary (Search for covered medication and DME) 

• Diabetes Education Classes  
– El Paso Diabetes Association (auth required) 
– UMC of El Paso Diabetes Program (no auth required) 

 

 
 

 



Case Management Referral Form  



Questions? 

Melissa Delgado 

OB Case Manager 

298-7198 ext. 1168 

mdelgado@epfirst.com 

Edna Martinez 

OB Case Manager 

298-7198 ext. 1078 

martineze@epfirst.com 

Jesse Salomon 

Community Outreach 

Health Worker 

298-7198 ext. 1161 

jsalomon@epfirst.com 
 



Texas Health Steps  



Texas Health Steps 

These checkups will: 

– Help make sure children are growing right. 

– Help make sure children’s teeth are healthy. 

– Help find problems early, if there are any. 

– Tell parents what to expect as their child gets older. 

– Once the child turns six months old, he or she needs 
to see the dentist every six months for a dental 
checkup.  

 



Texas Health Steps 

Texas Health Steps Checkups  
need to be done at these ages: 

3-5 Days 1-2 Weeks 2 Months 4 Months 6 Months 9 Months 

12 Months 15 Months 18 Months 24 Months 30 Months 3 Years 

4 Years 5 Years 6 Years 7 Years 8 Years 9 Years 

10 Years 11 Years 
 

12 Years 13 Years 14 Years 15 Years 

16 Years 17 Years 18 Years 19 Years 20 Years 



 
 

Migrant Postcard 



Maritza Lopez-THSteps Coordinator 

E-mail: mlopez@epfirst.com  

Phone: (915)298-7198 extension 1071 

Lluvia Acuña-Migrant Outreach Coordinator 

E-mail: lacuna@epfirst.com 

Phone:  (915)298-7198 extension 1075 

Adriana Cadena-C.A.R.E. Unit Manager 

E-mail acadena@epfirst.com 

Phone: (915) 298-7198 extension 1127 

 

Contact Information 



ACCESSIBILITY AND 
AVAILABILITY 

Quality Improvement Department 



Background 

• In accordance with the Texas Health and 
Human Services Commission and the Texas 
Department of Insurance mandates, El Paso 
First Health Plans, Inc. is required to monitor 
its Primary Care Providers on an annual basis 
for office accessibility compliance and 24-hour 
availability. 



Definitions 

• Office Accessibility –members must be able 
to schedule an appointment for covered 
services within the time frames mandated by 
TDI and HHSC. 

• After-hours Availability  - PCP and 
Behavioral Health Providers must be available 
24/7 as mandated by TDI and HHSC. 



Office Accessibility Standards for 
Emergency and Urgent Care 

 

• Emergency Services must be provided upon 
member presentation at the service delivery 
site. 

• Urgent Care, including specialty urgent care, 
must be provided within 24 hours of request. 



Office Accessibility Standards for 
Routine Care & Behavioral Health  

• Routine Primary Care must be provided within 
14 days of request. 

• Routine Specialty Care referrals must be 
provided within 30 days of request. 



Office Accessibility Standards for 
Prenatal Care 

• Prenatal Care must be provided within 14 days 
of request. 

• Prenatal Care for High-Risk Pregnancies and 
New Members in the 3rd Trimester must be 
offered within 5 days or immediately if an 
emergency exists. 

 

 



Office Accessibility for  
Preventive Health 

• Preventive Health Services for Adults must be 
provided within 90 days of request. 

• Preventive Health Services for Children: 

– For members under age 20 as soon as practicable. 

– For newborn members, no later than 14 days  

– For all other eligible members no later than 90 
days. 

 



Office Appointment Accessibility Form 

• Visits from Provider Relations Reps for 
completion of the Office Appointment 
Accessibility Form: 
– Accepting new patients 
– Appointment wait times for patients 
– Average number of patients seen at your office on 

daily basis 
– Office accessibility, days and hours office open 
– Disability, language and diverse background 

accommodations 
– After hours availability: physician’s direct contact #, 

nurse triage or answering service 
 



Office Accessibility Wait Time 

 

• TDI and HHSC have also established that a 
member wait at the office should not be 
longer than 15  minutes to be taken to the 
exam room. 



After-Hours Availability 

• The QI Department monitors PCP after-hours 
availability on an annual basis. 

• After-hours are 05:00 pm to -08:30 am, Monday 
through Friday and all day Saturday and Sunday. 

• The QI Nurse Auditor, following a script, conducts 
the after hour calls.  Calls are identified as 
“annual after-hour survey calls”. 

•  Depending on the recording and call-back time, 
calls are classified either compliant or non-
compliant. 

 



Compliant After-Hour Calls 

• Answering services meets the language requirement of the 
major population groups and must be able to contact the 
Provider or other designated medical practitioner. 

• Recording must also meet the language requirements and 
directs member to call another phone number to reach the 
Provider or other designated medical practitioner. Other phone 
number must be answered by someone at the time of the call. 

• Call is transferred to an on-call person and also meets the 
language requirements.  Person on-call must be able to reach 
the Provider or other designated medical practitioner to return 
call to member. 

• Once the Provider or other designated medical practitioner is 
paged, the call must be returned within 30 minutes. 

 
 



Non-Compliant After-Hour Calls 

• Office telephone is answered only during office 
hours. 

• Office telephone is answered by a recording 
instructing the member to leave a message. 

• Office telephone is answered by a recording that 
tells the member to go to the Emergency Room 
for services needed. 

• Office telephone is answered by a recording 
advising the member that a fee will be charged 
for any after-hour calls returned by the provider. 

• Returning after-hour calls past 30 minutes. 



Handling of Non-Compliant 
After-Hour Survey Calls 

• Provider notified of non-compliance with the 
after-hours availability standards via Certified 
letter. 

• Copy of the Accessibility and Availability 
Standards enclosed with letter. 

• Notification of after-hours availability re-survey 
call to be conducted within next few months. 

• Provider Relations Department notified of non-
compliance for purpose of additional education 
on standards.  



2nd Non-Compliant Survey Call 

• Results reviewed by the Medical Director and the Quality 
Improvement Committee. 

• The QIC may recommend appropriate measure be taken to 
address and correct the issues. 

• The QIC reviews and approves sub-committee 
recommendations  

• Corrective action plans may take place immediately to 
amend shortcomings and may include the following 
measures: new policies, additional education, resurveying 
within a specific timeframe. 

• Results recorded in the physician profile sheets during the 
PCP’s re-credentialing file to be reviewed by the 
Credentialing and Peer Review Committee. 
 



Tips for Preventing Non-Compliant 
Availability Telephone Surveys 

• Update your business and after-hour telephone 
numbers with El Paso First. The telephone 
number we have on record is the one we call and 
is given out to members. 

•  If using an answering service, provide the 
answering service with the correct contact 
information – telephone number and/or name of 
the provider that is on-call. 

• Switching the telephone to the after-hours 
recording.  
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• El Paso First recognizes that the Provider’s 
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• El Paso First thanks you for your commitment 
in improving the quality of service offered to 
the community. 

 

 



Contact Information 
• Should you have any questions regarding Accessibility and 

Availability, please contact: 
 
Don Gillis - Quality Improvement Director  at ext 1231 
   or 
Quality Improvement Department at 532-3778 ext 1106 or 1159 
   or 
Stacy Arrieta - Provider Relations Representative at 532-3778 ext. 

1059 
 



 

Claims 
 

 

 

Sonia Lopez 
Director 



Terms and Definitions 
Remittance Advice  (RA) 

A notice sent by the insurance company that contains payment information about a 
claim. 

Explanation of Benefits (EOB) 

A detail notice sent by the insurance company to a member with the result of a 
processed claim and member responsibility. 

 

Clearinghouse Real Time Response Report 

A centralized claims processing for providers and health plans. 

 

Clearinghouse Response/Report 

A detail notice sent by the Clearinghouse to a provider that contains claims submission 
acceptance/rejection. 

 

 



Top 6 Denials 

 
 1. Diagnosis Pointer Required on service Line for Diagnosis Codes 

2. Prior authorization dates do not match claim  
3. No COB Information received with a Secondary Enrollment 
4. Submission Window Exceeded for Claim  
5. No enrollment exists for claim start date  
6. Invalid NPI  number for provider 



Top 4 EDI Clearinghouse 
Rejections 

1. Rendering Provider Taxonomy Code 
missing or invalid.  

2. National Provider ID (NPI) is required for 
this payer.  

3. Invalid Diagnosis code 

4. Composite Diagnosis Code Pointer 
should not be used.  

 



Important Claim 

Submission 

Elements  



Billing Pay–Federal Tax Information 
LOOP 2010AA  



Bill Pay Information  
LOOP 2010AA  

Submit Group NPI Only in Loop 2010AA 



Rendering Provider LOOP 2310B  

Submit Rendering’s INDIVIDUAL NPI Only in 



 
Referring Provider –Information 

LOOP 2010AA  



Diagnosis Indicators 



Verification of Authorization 

 
 
  
 

•The Authorization Number  should be in  BOX 23 
•The authorization Number are 10 Characters Long with 
Prefix of Zero. 
  EXAMPLE:    0000123456 
***************************************************
************* 

DO NOT SEND: 
•CLIA Numbers: 45D0123456 
•Auth Not Needed 
•NOT  on 1st VISIT 
•EXPIRED 
•117044 
•45D0123456  0000123456 

 



Verification of Authorization 
 

 
  
 

 

When authorization is required Do Not leave  

Box 23 Blank. 



Timely Filing 
  Claims must be received by El Paso First within 95 days from DOS 

 
 Corrected claims must be re-submitted within 120 days from the 

R.A. (Remittance Advice) 
 
 When a service is billed to another insurance resource, the filing 

deadline is 95 days from the date of the disposition by the other 
insurance carrier.  
 

 It is strongly recommended providers who submit paper claims 
keep a copy of the documentation they send. It is also 
recommended paper claims be sent by certified mail with return 
receipt requested & a detailed listing of the claims enclosed.  
 



Provider Notification for 
Additional Information 

 
 
  
 

 
•Proof of Timely Filing Documents 
 

•Return Claims  (W-9, Purple or Green Forms) 
 

•Rejected Claims  (Electronic Claim Rejection) 
 

•Remittance Advice- (RA) form Primary Carrier or El Paso First  



Proof of Timely Filing 
  

 

Note: Office notes indicating claims were 
submitted on time or system screen prints 
of claim submissions are not considered 
proof of timely filing. 

 



Proof of Timely Filing 
  Submit a copy of an Electronic Claims 

Report that includes the following 
information:  

 

  Batch submission ID and date 

  Individual claim that is being appealed 

  EL Paso First -assigned batch ID number 

 



 

Subject 



 

Subject 



Claim Resubmission 

 
 
  
 

Can I send my corrected claim electronically? 
 

Yes, 
Only ZERO Paid Claims may be sent  

electronically within 95  day timely filing. 
  

No, 
Claims with partial payments should be submitted on  

paper with a copy of the Remittance Advice and a Corrected 
Claim Form. 

 



Corrected Claim Form 

 
 
  
 



Revised CMS 1500 Paper Claim 
Form: Version 02/12 

 

The National Uniform Claim Committee (NUCC), an industry organization in which 
CMS participates, maintains the CMS 1500 claim form and periodically revises it 

according to industry needs. The NUCC recently revised this form (version 02/12). 
The NUCC changed the form to adequately accommodate and implement ICD-10-

CM diagnosis codes, although the form does include other changes as well.  

 

• More information is available on the NUCC website.  http://www.nucc.org/ 

 

• On June 10, 2013, the White House Office of Management and Budget (OMB) 
approved the revised CMS 1500 claim form, version 02/12, OMB control number, 
0938-1197. The CMS 1500 claim form is the required format for submitting claims 
to Medicare on paper. 

 
  

http://www.nucc.org/


Features of the Revised From 
  

The revised form, among other changes, notably adds the following 
functionality: 

 

• Indicators for differentiating between ICD-9-CM and ICD-10-CM diagnosis 
codes.  

• Expansion of the number of possible diagnosis codes to 12. 

• Qualifiers to identify the following provider roles (on item 17): 

 Ordering 

 Referring 

 Supervising 
 



Tentative Timelines 

 • January 6, 2014:   Medicare begins receiving and processing 
paper claims submitted on the revised CMS 1500 claim form 
(version 02/12). 

 

 • January 6 through March 31, 2014: Dual use period during 
which Medicare continues to receive and process paper claims 
submitted on the old CMS 1500 claim form (version 08/05). 

 

  April 1, 2014:  ONLY Revised CMS 1500 claim form (version 
02/12). 
 



 
 

TPA Global Billing 



 
 A "global service" in medical billing is for 
instances in which a medical provider can bill 
one HCPCS or CPT procedure code for services 
that could other wise be billed individually. 
 
 

 

What Does Global Service Mean in 
Insurance Billing? 



 
 The intent of OB global billing (CPT-4 codes 
59400, 59510, 59610 and 59618) is to offer a 
convenient means of billing for providers who 
render total obstetrical care to a woman 
throughout her pregnancy.   

 

Effective October 1, 2012 

Obstetrical (OB) Global Billing 



• Hospital admission 

• Patient history 

• Physical examination 

• Labor management 

• Postpartum office visit 

• Vaginal or cesarean section delivery 

• Vaginal or cesarean section delivery, 
after previous cesarean delivery 

• Hospital discharge 

• All applicable postoperative care 

 

Global obstetrical (OB) billing consists of Antepartum Care, 
Delivery  and Postpartum care, including the following: 



  

• Antepartum consultations paid to the same 
provider, for dates of service either within the 
from-through period of the global billing or within 
270 days prior to the global OB delivery date. 

 

• Hospital visits that are related to the OB delivery. 

 

 

 
 
Services not separately reimbursable : 
 
 



 

• Postpartum consultations that are related to the  

 delivery, paid to the same provider and within the 
45-day  follow-up period of the global OB delivery 
date. 

 

 
 
Services not separately reimbursable : 
 
 



• The “from-through” billing format (called “from-
to” on the CMS-1500) “from” date of service  

 and the “through” or “to” date of service is the 
date of the delivery.   

 

• Enter a quantity of “1” in the Days or Units field 
(Box 24G). 

 
 

Completing the CMS-1500 
 
 
 



• The claims should be split. 

• A claim should be submitted for the provider who 
performs the antepartum Care. 

• A second claim will be submitted by the provider 
performing the delivery. 

• The provider performing the postpartum care will 
submit a separate claim with the appropriate 
modifier if he/she did not perform the delivery.   

 

 
 

On Call Provider  
Delivery Not Performed 

 
 
 



    Occasionally circumstances prevent the primary 
physician from performing the delivery.  In these 
circumstances, global billing is allowed only when the 
primary physician who provides the  antepartum and 
postpartum care employs another doctor to perform 
the delivery.  The delivering physician may not bill 
Preferred Administrators for the delivery or any other 
maternity service.  

 
 

Hiring Substitute Doctor  
 
 
 



• Providers who accept transfer patients are not 
restricted in the number of visits for which they  

     may be reimbursed up to the delivery. 

• Providers who accept a transfer patient must bill 
appropriate global antepartum codes. 

• Providers must render total obstetrical care during 
the recipient’s remaining pregnancy in order to bill 
globally.   

 
 

Transfer Care  
 
 
 



 

• Providers who bill for global obstetrical care must 
render services during at least four antepartum OB 
visits.  

• The initial pregnancy-related office visit may be 
counted as one of the four visits.  

•  If fewer than four visits are rendered, providers 
must bill services on a per-visit basis. 

 

 
 
 

 Minimum Requirements  
Four OB Visits   

 
 
 



 

 

    To be reimbursed for global claims, Providers 
must verify the recipient’s eligibility for services 
during the month of delivery. 

  

For eligibility, please call 915-532-3778 Press 4 ext 1529. 

 
 

Verifying Eligibility 
 
 
 



 

 

Global claims are subject to the 1 year timely 
filing, based on the delivery date. 

 
 

Billing Limitations 
 
 
 



TPA 

 
 
 
 
 

Coordination of Benefits (COB) 
  
 
 
 
 Primary Carrier 

EOB is Required 



 
 
 
 
 

Primary Carrier Explanation of Benefits (EOB) 

 
  
 
 
 
 



 

 

 

Coordination of Benefits (COB) 
 

 

 
 
 
 
 

CHIP/STAR 
 
 
 
 
 



 

CHIP/STAR 

• Claims are billed Fee for Service. 

– Fee-for-service (FFS) is a payment model where 
services are unbundled and paid for separately.  

• Primary Carrier Explanation of Benefits is 
required. 

 

 
 
 
 
 

Coordination of Benefits (COB) 
  
 
 
 
 



 
 
 
 
 

Coordination of Benefits (COB) 
  
 
 
 
 

Primary 
Carrier EOB 
is Required 



 
 
 
 
 

Primary Carrier Explanation of Benefits (EOB) 

 
  
 
 
 
 



CHIP/STAR 

 
 
 
 
 

Coordination of Benefits (COB) 
  
 
 
 
 

Primary 
Carrier EOB 
is Required 



 
 
 
 
 

Primary Carrier Explanation of Benefits (EOB) 

 
  
 
 
 
 



 

Sonia Lopez, BS, CPC 

Director of Claims 

(915) 532-3778 Ext: 1097  

Provider Care Unit Extension Numbers: 

• 1527 – Medicaid  

• 1512 – CHIP  

• 1509 – Preferred Administrators 

• 1504 – HCO 



Questions? 



Member Services 



Medicaid - Value Added Services 
• Help getting a ride to doctor visits or health classes for Members who 

need a ride  
• Extra dental services up to $295 (initial checkup, x-rays, and a routine 

cleaning) for Members age 21 and older  
• Up to $125 above the Medicaid benefit for contact lenses, lenses, and 

frames  
• Welcome Packet: A $15 value of over-the-counter items if the request 

form is completed and mailed back within 30 days of enrollment 
• One free cell phone per household and free calls or texts from El Paso First 

for related health activities.  
• 1 free car seat per pregnancy for pregnant Members who complete a 

pregnancy class  
• $10 gift card for health related items for pregnant Members completing 

one pregnancy visit within 30 days of enrollment and going to one 
pregnancy class 

 



Medicaid - Value Added Services 
• Home visits to high risk pregnant Members  
• 4 extra food counseling services, above the Medicaid benefit, for 

Members age 20 and younger  
• Up to $25 for any sport registration activity fee, once every 12 

months  
• $15 gift card for health items for Members age 20 and younger 

completing a timely Texas Health Steps visit  
• Gifts of a digital thermometer, a pedometer (per family per year), 

an emergency aid booklet (per family per year) and a school supply 
kit for new Members if requested within 30 days of receiving 
welcome packet  

• $15 gift card for health items for postpartum Members completing 
one postpartum visit within 21-56 days after delivery  
 



CHIP - Value Added Services 
 • Help getting a ride to doctor visits or health classes for CHIP and 

CHIP Perinate Members  

• Extra dental services up to $295 above the CHIP benefit (initial 
checkup, x-rays, and cleaning) for CHIP Members  

• 25% off lenses and frames above the CHIP benefit for CHIP 
Members  

• 20% off  certain contact lenses above the CHIP benefit for CHIP 
Members 

• Welcome Packet: A $15 value of over-the-counter items for new 
CHIP Members if the request form is completed and mailed back 
within 30 days of enrollment  

• One free cell phone per household and free calls or texts from El 
Paso First, for related health activities.  

 

 



CHIP - Value Added Services 
 • Free car seat for pregnant Members who complete a pregnancy class  

• $15 over-the-counter prenatal vitamins packet for new CHIP Perinatal 
Members if request form is completed and mailed back within 30 days of 
enrollment  

• Home visits to new high risk pregnant Members  
• 4 extra food counseling services, above the CHIP benefit, for CHIP 

Members age 18 and younger  
• Up to $25 for any sport registration activity fee, once every 12 months for 

CHIP Members  
• Gifts of a digital thermometer, a pedometer (per family per year), an 

emergency aid booklet (per family per year) and a school supply kit for 
new CHIP and CHIP Perinatal Members if requested within 30 days of 
receiving welcome packet  

• $15 gift card for health items for Members age 3 to 6 and 12 to 19 
completing a timely well-child checkup  
 

 



CHIP-to-TIERS 
 • HHSC is in the early stages of a transition that will bring the 

processing of CHIP applications into the state’s TIERS eligibility 
system. The transition is targeted for Oct. 1, 2013  

• The CHIP-to-TIERS transition should not disrupt the processing 
of children’s health insurance applications.  

• Effective October 1, 2013, the all CHIP ID numbers will be 
changing from an alpha numeric format (i.e. A123456789) to a 
numeric format (i.e. 123456789). El Paso First Health Plans 
will be issuing new ID cards to all its CHIP members at the end 
of September 2013. 

 

 

 



CHIP-to-TIERS Rosters 
 



Preferred Administrators 
Updates on Benefits for Fiscal Year  

October 1, 2012 – September 30, 2013 



 
 

UMC and EPCH Benefits 

Benefit 
Description 

UMC/EPCH  Texas Tech  PPO  Out-of-Network 

UMC/Medical Office 
Visits 

$15.00 Co-pay $25.00 Co-pay $35.00 Co-pay 60% after deductible 

EPCH/Medical Office 
Visits 

$10.00 Co-pay $20.00 Co-pay $30.00 Co-pay 60% after deductible 

Diagnostic X-Ray, 
Pathology 

100% after 
deductible 

100% after 
deductible 

75% after deductible 60% after deductible 

HPV for Female and 
Males (Ages 9 up to 
26 ) 

Covered at 100% Covered at 100% Covered at 100% Not Covered 

Pregnancy for 
Covered Associates 
and Dependents 

Covered under Global 
Maternity 

Covered under Global 
Maternity 

Covered under Global 
Maternity 

Covered under Global Maternity 

Annual Well 
Women’s Exam. One 
per Fiscal Year 

Covered at 100% Covered at 100% Covered at 100% Not Covered 

Mammograms for 
women ages 40 and 
older 

Covered at 100% Covered at  100% Covered at 100% Not Covered 

Mammograms for 
women under 40 
years of age 

Covered at 100% 
after deductible 

Covered at 100% 
after deductible 

Covered at 75% after 
deductible 

60% after deductible 



 
 

UMC/EPCH Deductibles and MOP 

Deductible per 
Fiscal Year 

UMC /Texas 
Tech/EPCH 

PPO Providers Out –of-
Network 

Per Covered Participant $100.00 $1,000 $1,500 

Max Family Deductible  $300.00 $3,000 $4,500 

Out-of-Pocket 
Max Per Fiscal 
Year 

UMC /Texas 
Tech/EPCH 

PPO Providers Out –of-
Network 

Per Covered Participant N/A $3,600 $Unlimited 

Max Family Deductible  N/A $10,800 $Unlimited 

Annual Maximum Per Covered Participant  $2,000,000  



 

 

University Medical Center of El Paso (UMC) 
• Office Co-Pays $15/25/35 
• Inpatient Co-Pays $250/750 
• Does not have Domestic Partners 
• Behavioral Max 30 Visits and Lifetime Max $25,000 
• Does not combine max benefit for Occupational, Physical, and Speech 

Therapy 
 

El Paso Children’s Hospital (EPCH) 
• Office Co-Pays $10/20/30 
• Inpatient Co-Pays $150/200 
• Covers Domestic Partners 
• No Behavioral Max 
• Max Combination Benefit for Occupational, Physical, and Speech 

Therapy of 30 visits per Fiscal Year 
 

 
 

 
Difference between benefits for UMC and EPCH 

 



 

Prior Authorization Flyer 
 

Note: It is the 

Provider’s responsibility 

to request a prior 

authorization for 

services listed on the 

flyer. 



 
Wrap Network 

 



 
Wrap Network 

 
• How to look up a Provider participating with 

MultiPlan: 
– Step 1. To locate a Provider outside of the El Paso 

County click below: 

                 http://www.multiplan.com/ 

– Step 2. Click on Providers and then Search for a Doctor 
or Facility  

– Step 3. Click on the logo that is in front or back of the 
ID card 

– Step 4. Search by location, doctor, hospital or facility 
name 

 



  1. Gestational diabetes screening 

  2. HPV DNA testing 

  3. STI counseling 

  4. HIV screening and counseling 

  5. Contraception to include Voluntary Sterilization and Covered 
Contraceptives to include Female Generic Prescription Drugs and 
contraceptive counseling 

  6. Interpersonal and domestic violence screening and counseling 

  7. Breastfeeding support, supplies, and counseling 

 

 

 

 
Female Preventive Services Covered at 100%  

Effective 10/1/2012 

 



 
 The intent of OB global billing is to offer a 
convenient means of billing for providers who 
render total obstetrical care to a woman 
throughout her pregnancy.   

 

Effective October 1, 2012 

Obstetrical (OB) Global Billing 



• Hospital admission 

• Patient history 

• Physical examination 

• Labor management 

• Postpartum office visit 

• Vaginal or cesarean section delivery 

• Vaginal or cesarean section delivery, 
after previous cesarean delivery 

• Hospital discharge 

• All applicable postoperative care 

 

Global obstetrical (OB) billing consists of Antepartum Care, 
Delivery and Postpartum care, including the following: 

Note: Ultrasounds 

and labs are not 

part of global 

billing.  

They are 

reimbursed at fee 

for service. 



  

• Antepartum consultations paid to the same 
provider, for dates of service either within the 
from-through period of the global billing or within 
270 days prior to the global OB delivery date. 

• Hospital visits that are related to the OB delivery. 

• Postpartum consultations that are related to the  

 delivery, paid to the same provider and within the 
45-day  follow-up period of the global OB delivery 
date. 

 

 
 

 
 
Services not separately reimbursable : 
 
 



Covered Pharmacy OB Benefits 
• Oral Medication/Insulin 

• DME (lancets, strips, monitor) is a covered benefit 
(no auth required)  

• Go to preferredadmin.net  
– Select link for OptumRx 

– Formulary (Search for covered medication and DME) 

• Diabetes Education Classes  
– El Paso Diabetes Association (auth required) 

– UMC of El Paso Diabetes Program (no auth required) 
 

 
 

 



 
Preferred Administrators Network physicians who 

provide services at UMC or EPCH, will have 
professional services paid at the contracted rate.  

The Member’s responsibility will be at the 
UMC/EPCH/Texas Tech benefit coverage level. 

Effective October 1, 2012, Tenet and its affiliates are 
considered an out of network Provider. 

  

 

Important Note to Remember! 



Customer Service Line:  
915-532-3778 press 4 and then extension 1529 
Available Monday to Friday from 7 am to 5 pm 

 Our Customer Service Line is ready to assist you with the following inquiries: 

 Benefit coverage and eligibility questions 

 Requesting ID cards 

 Assistance with a complaint/appeal 

 Requesting  an Explanation of Benefits (EOB)  

 Questions on bills 

 Requesting a Letter of Certificate of Coverage 

 Requesting a Disclosure Form 

 Requesting a Residing Form to update a dependent’s address 

 Requesting a Member Reimbursement Form 

 Verifying Provider Participation 
 
      Or visit us at www.preferredadmin.net to access the Member Handbook, Provider Directory, 

OptumRx formulary and more. 
 

 
 
 
 

 
 

 

Customer Service 



 
Veronica Maldonado-TPA Coordinator 

vmaldonado@epfirst.com 

 298-7198 ext 1073 

  

Michelle Anguiano-Director of TPA 

manguiano@epfirst.com 

 298-7198 ext 1053 

  
 

Contact Information 



EPF-081213-PR-OB Specialty Training 082813 

Thank You for 
Attending Providers! 


