EAP Claims Processing Manual

Billing Requirements

All claims must be submitted on an original red/white CMS-1500 Claim Form via mail. Claims must be mailed, faxes are
not accepted.

The sample CMS-1500 claim form at the end of this section demonstrates how you and your staff must complete a
CMS-1500 claim form.

The following steps must be adhered to ensure prompt claims payment:
1. Claims must be received by eviCore healthcare within 120 calendar days of the date of service.
2. Claims must be submitted with a valid CPT and ICD-10 code.

a. The appropriate/required diagnosis code for EAP services is Z00.00.
b. Valid CPT codes for EAP services are:

Code Description

X8001 Initial Assessment

X8002 Session

X8003 Training

X8004 Crisis Incident Stress Debriefing
X8005 Grief Counseling

X8006 Anger Management

c. All services billed must authorized by eviCore EAP. To receive authorization for service, please contact
the EAP directly at 716-712-2777.

3. Bill for treatment rendered.

4. Box 31 onthe CMS-1500 billing form must indicate the practitioner that rendered the service, including their NPI
(National Provider Identifier) number.

Benefit Guidelines
e EAP services are not subject to member copays.
e Eligibility and benefits limitations should be verified by the practitioner prior to services being rendered. All
billed services require an authorization from eviCore EAP. To obtain an authorization, providers may call the
EAP department at (716)712-2777 or 1-888-276-6632.
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Claims Payment

Payment for services will be sent to the practitioner. Each check will have a check detail explaining payment. The check
detail will identify the member(s) treated and a breakdown of that member’s benefit. See the completed check detail at
the end of this section.

Claims will be paid via paper check or EFT. Providers who wish to apply for EFT payment must complete the form at the

end of this packet, and submit the information to the eviCore Network Management Department.

When inquiring on the status of a claim please contact Jill Campbell at 716-712-2700, Ext 26916 or Theresa Woijcicki at

716-712-2700 Ext 26911.

Note: Please keep in mind when checking the status of a claim you should allow thirty (30) processing days from the

original submission date.

How to Complete a CMS-1500Claim Form

Claims must be submitted on an original red/white CMS-1500 claim form.

Claims must be submitted within 120 days of the date of service or they will be denied for timely filing. The information
on the CMS-1500 claim form must be complete. The following fields are critical to claims processing. Ifinformation is
missing, eviCore healthcare will not be able to process the claim and the claim will be returned to the practitioner.

Please see example claim form below. All highlighted fields are necessary fields.

e Boxla
e Box2

e Box3

e Box5

e Box12
e Box14
e Box21
e Box24A
e Box24B
e Box24D
e Box24E
e Box24F
e Box24G
e Box24)
e Box25
e Box28
e Box31

ID number, including Alpha Prefix — this can be obtained by contacting Palladian EAP.
Patient’sName

Patient’s Date of Birth

Patient’s Address

Patient’s Release of Medical Information

Date of Injury/lliness

ICD10/Diagnosis Code — all EAP claims must use Z00.00

Date(s) of Service — each date of service should be billed with its own line.

Place of Service - this code should refer to the office setting.

CPT Procedure Code — codes should relate to CPT codes listed above in this document.
Diagnosis Pointer — should always refer to diagnosis 1

Billed Charges

Billed Units — should default to ‘1’

Rendering provider NPl number

Practitioner’s Tax Identification Number

Total Billed Charges

Practitioner’s Signature with Date
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e Box32 Practitioner’sName & Address Where Services were Rendered

e Box32a Practitioner NPl number

e Box33 Practitioners billing address

e Box33a Billing office NPl number — may be the same as the practitioner NPl number, depending
on provider set up
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How to Interpret a Provider Voucher

The practitioner will receive a Provider Voucher/Check Detail for every claim eviCore processes. If the provider opts to use
EFT payment instead of paper check, eviCore will mail the provider their voucher. The following information is contained on
the Provider Voucher (see next page).

e Field1 Practitioner’sName and Address

e Field 2 Check/EFT Number

e Field 3 Date of the Provider Voucher

e Field4 Member’slast name, first name and identification number

e Field 5 Claim Number — please note — if the provider submits several claims — this information will

repeat (the example on the following page contains several claims for the same provider).

e Field6 Date of Service

e Field7 CPT Code

e Field8 Billed Amount with totals

e Field9 Contracted Allowed Amount with totals

e Field 10 Total Benefits

e Field 11 Member Co-pay (which will be zero)

e Field 12 Total Net Payment to provider — sum of all claims payments
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] L]

- -
il Eillovicore - healthcare PROVIDER VOUCHER

T30 Cool Springs Bhed, Suite 800
Franklin, TM 37067

Important Plan Information

Yendor Numb er_

n Chec/EFT Mo.:
Check/EFT Date

Date OF Coda Procedurs Description Tistal Allowed Total Mambar
Sarvice Charges  Amount Benefits  Responsibliity

RETIEN I_ FLAN Palladlan EAP GLN\'I:_

OFFICE INFO: OFFICE:
B EAPInm _o gnt 65.00 &5.00 §5.00 000

1
n - B2 EAPSes: 65,00 65.00 §5.00 000
CLANW TOTALS: n 13000 1300 13014} .00
2 Sarvice Ling Explasation n n n
n MET PAYMENT FOR CLAIM $130.00

| TOTAL NET PAYMENT TO PROVIDER 130.00 |

PACE 1 m
alladian Health ool pnngs Bhed, Suite 800 Franklin, T 37067
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eviCore * healthcare

EL ECTRONIC PAYMENT PROGRAM
ENROLLMENT FORM

-
Provider lnformation (Information must match your W-9 tax forms)
Provider Name

Legal Name

Tax |d Number

Address
City
State
Zip
Phone

Fax

Designated Email

-
(Banking Information
Routing Number

Account Number

Bank Name

J

| (we) hereby authorize eviCore healthcare, hereinafter called eviCore, to initiate credit entries to
the checking account indicated on the attached voided check, hereinafter called DEPOSITORY,
and to credit the same to such account. | (we) acknowledge that the

origination transactions to my (our) account must comply with the provisions of U.S. law.

This authorization is to remain in effect until eviCore has received written notification indicating
such. | understand t at the termination is effective thirty- (30) days from the date
that the notificationis received.

Please attach a voided check from the authorized financial institution to this document.

Signature

Date

This form can be emailed to the Network Management Team at: PHNet Management{@evicore.com or returned
with your (rejcredentialing documents. Please allow 30 days processing time.

Palladian Health 400 Buckwalter Place Bivd, Biuffton, SC 26010

v Confidential Information
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