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11.0 Claims Payment and Reporting

11.1  Claims Payment And Reporting Narrative

11.1.1   Functional Area Overview

The New Mexico OmniCaid MMIS Claims Processing subsystem can be divided into four general functional areas:  Electronic Media Capture (EMC), Claims Entry, Claims Pricing and Adjudication, and Claims Payment and Reporting.  This chapter of the System Documentation addresses the Claims Payment and Reporting functional area. EMC is addressed in Chapter 8, Claims Entry is described in Chapter 9 and Claims Pricing and Adjudication is addressed in Chapter 10 of this document.  

The Claims Payment and Reporting function processes all Medicaid claims, credits, adjustments, and financial transactions through the final payment process producing financial and balancing reports, remittance statements and warrants/EFTs for payment to providers. Claims Payment and Reporting is also responsible for updating the online claims history database with payment information after each payment cycle and for managing the claims history archive and retrieval functions. Provider financial summary information is also maintained including claim activity totals and information related to the establishment and maintenance of provider accounts receivable balances. This functional area also includes monthly and on request functions such as the production of client Explanation of Medical Benefits (EOMB) letters and history profile reports.

The MMIS active claims database contains all claims that have not yet been assigned a final disposition of paid or denied. Claims with dispositions of suspended, "to be paid" or "to be denied" are selected from the active claims database for processing by Claims Payment and Reporting.  The selected claims will be used to calculate provider payments, maintain provider accounts receivable balances, produce various remittance and financial reports, and produce MMIS payment transactions for input to the State’s accounting system.

Claims with a status of “to be paid” or “to be denied” will be updated to their final dispositions of paid or denied. They will then be moved to the claims history database and be deleted from the active claims database. Claims with a status of ‘suspended’ will be reported on various remittance reports but their status will not be changed and they will remain on the active claims database. 

Claims payment processing typically occurs on a weekly basis, although the modular design of the Claims Processing Subsystem allows the State complete control over their payment schedule and the flexibility to adjust the payment frequency as needed.

The following list documents the functions performed by the Claims Payment and Reporting area of the Claims Processing Subsystem: 

· Calculate Provider Payments

· Maintain Provider Accounts Receivable Balances

· Assign Cost Centers

· Generate Accounting System Interface Transactions

· Automated Cycle Balancing

· Provider Remittance Reporting

· Payment Cycle Reporting

· EOMB Letters 

· Claims History Profile Reporting

· Claims History Archive and Retrieval

11.1.2   Calculate Provider Payments

During payment processing the reimbursement amounts of all the providers’ original claims, claim credits, replacement claims and financial transactions are accumulated to determine the provider’s net payment amount. It is necessary to determine early in the payment cycle if a provider’s claim activity will result in a positive or negative payment amount so the claims can be sorted appropriately for subsequent accounts receivable processing.

If the provider’s initial payment amount is positive the MMIS will apply all or a portion of the payment amount to any outstanding provider account receivable balances present on the claims financial database. The MMIS maintains a list of all claims applied to a particular A/R balance. If the provider’s payment amount remains positive after any A/R balances are applied, a warrant/EFT will be issued to the provider for the remaining payment amount.

If the provider’s initial payment amount is negative, a credit balance is established on the MMIS financial database along with a list of all claims contributing to the negative balance. This credit balance is created new for each cycle that the provider’s payment is negative. It is necessary to determine if the negative balance is the result of a State generated adjustment or a Fiscal Agent generated adjustment. It may be necessary to create two A/R balances, one for each category of adjustment. 

11.1.3   Maintain Provider Accounts Receivable Balances

There are a number of claim processing scenarios that may result in the provider owing money to the State. Typical examples are when an advance payment has been made to a provider, or as described in the previous section, the providers claim activity for the cycle results in a negative payment amount, usually as the result of claim adjustments or voids.  Refer to Chapter 15, Financial Subsystem, for a complete description of balance types and procedures for manually establishing accounts receivable balances. For purposes of payment processing, A/R balances are classified as either claim A/R, resulting form negative payment amounts, or non-claim A/R for advances and other types of balances. This distinction is made because claims payments are applied toward non-claim balances before claim balances. A further distinction is made for claim A/R balances based on the adjustment reason code. Claim A/R balances resulting from State generated adjustments are paid down prior to balances resulting from Fiscal Agent generated adjustments.

When applying claim payments to existing A/R balances, the system first retrieves all non-claim balance rows in ascending order of their effective dates. Non-claim A/R balance rows also contain either a dollar amount or percentage specifying the maximum amount or percentage of the providers claim payment amount can be applied to the A/R balance this cycle. If no percentage or amount is present that A/R is bypassed. If the provider has more than one non-claim A/R balance with a percent or recovery amount specified, the system selects the oldest one and applies the payment accordingly and then goes on to process any claim related A/R balances. Claim related A/R balances do not have a percentage or amount associated with them; they recover as much as possible from each payment cycle. 

11.1.4 Assign Cost Centers

See Exhibit 11D-5exhb.doc for details.

11.1.5   Generate State Treasury Interface Transactions 

The New Mexico OmniCaid MMIS creates a file of transactions to be sent to the State Treasurer’s office in each payment cycle. This file includes payee (provider) information, warrant /EFT numbers, payment amounts and payment dates, and with a transaction for each warrant/EFT produced. Transactions are also produced for voided, re-issued, spoiled and manual warrants and also voided EFTs.

11.1.6   Automated Cycle Balancing

Claims payment balancing is a critical control process that verifies the accuracy of each claims payment cycle. The New Mexico OmniCaid MMIS includes automated balancing functions to verify that claim counts and dollar amounts remain in balance throughout the claims payment processing cycle and that the cumulative results of each of the daily claims adjudication cycles balances with the payment cycle results. Reports are also produced to provide an audit trail of claims passing through out the payment cycle. These reports can be used to investigate and reconcile any problems that may be detected by the automated balancing process.  

11.1.7   Provider Remittance Reporting

The remittance advice is the primary means of providing information regarding claims billing and payment activity to the provider community.  It contains the information necessary for the providers to resolve issues concerning the adjudication and payment of their claims.  A warrant or EFT is produced for every provider receiving payment depending on the method of payment selected by the provider. A remittance advice is created for each provider with claim activity in a payment cycle regardless of whether a warrant or EFT is produced for the provider. An MCO (Managed Care Organization) may be issued more than one remittance advice in a given week if their payment exceeds the EFT limit of $99,999,999.99. 

11.1.8   Payment Cycle Reporting

The claims payment processing cycle produces many reports for a variety of uses.  Refer to the Reporting Functionality section of this chapter of this document for a complete list of reports and report layouts.  The New Mexico OmniCaid MMIS includes an automated payment cycle balancing process that extracts control totals and amount from the various payment reports as they are produced. These reports can be used to manually balance the payment cycle or to research and reconcile and problems detected by automated balancing. Using the reports listed below user staff can review processing results to ensure that the cumulative results of each daily claims adjudication cycle balance with the payment cycle results.  In addition, critical payment totals are balanced to ensure the internal accuracy of the claims payment cycles. The following reports are used to balance the payment cycle:

· RC005 - Claims Processing Adjudication Summary

· RC063 - PDCS Claim Update Error Report

· RC051 - Preliminary Payment Summary

· RC045 - Final Payment Summary

· RC046 - Final MMIS Warrant Payment Register

· RC104 – Final MMIS EFT Payment Register

· RC050 – Payment Cycle Financial Summary

· RC054 – Remittance Advice

· RC092 – Weekly Adhoc Balancing for Claims

11.1.8.1   RC005 – Claims Processing Adjudication Summary

The Claims Processing Adjudication Summary is produced as part of the daily claims adjudication cycles.  This report lists the processing results of each daily cycle including claims processed, approved, denied, and suspended.  The associated claim counts and dollar amounts are provided for each category.  Separate counts and amounts are provided for each claim type in addition to the cycle totals.  For balancing purposes, the claim counts and total approved amount on the daily adjudication summary should balance with the appropriate daily totals on the Preliminary Payment Summary report.

11.1.8.2   RC063 - PDCS Claim Update Error Report

The PDCS Claim Update Error Report is produced daily by the PDCS/MMIS interface program. The first part of this report lists any edit errors that were detected when transferring the PDCS claims to the MMIS active claims database. The second part of the report shows total claim amounts and counts for original, credit and adjustment claims, as well as a net total payment amount. Totals are printed separately for paid and denied claims. The net totals from this report are balanced back to the daily totals for pharmacy claims on the Preliminary Payment Summary. 

11.1.8.3   RC051 - Preliminary Payment Summary

The Preliminary Payment Summary reports all MMIS and PDCS adjudicated claims that were selected from the active claims database for input to the claims payment cycle.  Claim type totals are provided including reimbursement amount, and the number of paid, denied, and total claims.  Claims for payment as well as history-only claims are totaled together.  The information for each adjudication date is listed separately in reverse chronological order.  The subtotal for each daily cycle, excluding pharmacy claims, should balance to the corresponding claims processing adjudication summary, and the subtotal for each days pharmacy claims should balance to the corresponding days PDCS update error report.

11.1.8.4  RC045 - Final Payment Summary

The Final Payment Summary displays the results of each claims payment cycle including the application of available claim payments to outstanding accounts receivable balances.  This report is organized into three parts.  The top portion of the report lists the counts and dollar amounts for all claims processed for payment (as opposed to history-only transactions) in a payment cycle.  Separate totals are provided for original claims, replacement claims, claim credits, and financial transactions.  The middle section summarizes the financial transactions that are created by the claims payment cycle in order to account for accounts receivable processing.  The information in this section is not used for balancing purposes.  The final section provides totals of history-only transactions.  For internal balancing, the total for this section is summed with the total for section one.  This total should balance with the total reimbursement amount contained on the preliminary payment summary report.

11.1.8.5   RC046 - Final MMIS Warrant Payment Register and RC104 – Final MMIS EFT Payment Register

The Final MMIS Warrant Payment Register lists details of the payment amount calculated by the MMIS during the payment cycle for each provider receiving payment via a warrant.  In addition, a total payment amount is shown.  

The Final MMIS EFT Payment Register lists details of the payment amount calculated by the MMIS the during payment cycle for each provider receiving payment via an EFT.  In addition, a total payment amount is shown.

The combined totals from both reports should balance to the subtotal of section two of the final payment summary report.  This step of the balancing process ensures that all claims processed for payment in a payment cycle are reflected on a warrant or EFT.

In addition to these financial reports, the MMIS produces process summary reports as part of each processing job in the system.  The process summary reports identify the input and output files for each job and also document the number of records read, added, changed, deleted, and written for each file.  System staff and user staffs who are familiar with the processing flow of the system use these reports to verify the processing of the data through the system and ensure that data is not lost.

11.1.8.6 RC050 – Payment Cycle Financial Summary

The Payment Cycle Financial Summary reports by Cost Center the total payments, new A/R’s, total expenditures, history only, and ending period balance by Cost Center for all of the paid claims for the current cycle.  The total number of paid claims, total payments, total new A/R’s, total expenditures, and total paid this cycle are also provided.  The total of the total expenditure column should equal the warrant/EFT total reimbursement amount found on the NMMC4560-RC045-Final Payment Summary Report.

11.1.9    EOMB Letters

The MMIS generates monthly client Explanation of Medical Benefits (EOMB) letters.  The EOMB is a quality control tool that is used to verify that clients are receiving the services billed by providers.  Refer to the Reporting Functionality section of this chapter of the System Documentation for the EOMB letter (report RC044) design.

EOMB letters are sent on a monthly basis.  Only a designated percentage of the clients receive these letters.  That percentage is determined from the EOMB Report Selection Percentage parameter (4574).  The first client selected is based on a random selection process. 

The clients’ reported claims are selected by claims payment date.  The EOMB Month End Date parameter (4583) is used to determine the month of paid claims used for reporting.  

Client’s claims can be excluded from the selection process.  A claim can be excluded for any number of user chosen services.  If a line item on a claim is to be excluded, the whole claim is excluded, even though everything else may be includable.  A client can have such an excluded claim, and their services from other claims during the period will still show up.

User maintained system lists identify claims to be excluded based on:

· Drug Therapeutic codes

System List EOMB Therapeutic Drug Codes Excluded (4598)

· Procedure codes 

System List EOMB Procedure Codes Excluded (4741)

· Revenue Codes 

System List EOMB Revenue Codes Excluded (4742

· ICD codes 

System List EOMB ICD Codes Excluded (4743)

· Diagnosis codes 

System List EOMB Diagnosis Codes Excluded (4744)

Generic descriptions can be defined and used on the report rather than the full description of the service rendered.  Descriptions can be set at the claim level by claim type or for specific Procedure codes, Revenue codes Diagnosis codes, and ICD codes.  The generic descriptions are user maintained through the Reference Text EOMB window.

11.1.10   Claims History Profile Reporting

History profile reports can be requested online via the History Profile Request windows. Using a variety of claims data elements as selection criteria, the History Profile Report provides a detailed analysis of the providers claim activity. Each request is fully edited online to ensure that all indicated selection criteria are valid.  Valid requests are submitted and processed through a batch selection and reporting process.

11.1.11   Claims History Archive and Retrieval 

Claims history contains claims that have been processed through a claims payment cycle with a claim status of “paid” or “denied”.  The MMIS retains these claims on the online claims history database for a minimum of seven years. The claims history database is the primary source of historical adjudicated claims information in the MMIS.  This database is used for auditing, online inquiry, adjustment processing, and reporting functions and is the source of information used to build the MARS, SURS, and Data Warehouse claims history files.

As one of its primary functions, the monthly history archive cycle removes all eligible claims from online history and moves the claim data to the archived claim files. Claims are primarily selected for archive processing once their payment date indicates they are older than seven years plus one month.  This allows for online history to contain the current month of claims, plus seven years of claims history. In some cases claims must be maintained in claims history and available beyond the seven year standard retention period. The following criteria are used to determine extended history retention:

· History Retain Indicator is present on the procedure master record in the Reference Subsystem

Special retention requirements are defined to the MMIS using the History Retain Indicator on the procedure master record.  By entering the appropriate value for this indicator, an authorized user may define extended retention requirements for claims that contain a specified procedure code.  These claims are retained on the claims history database and are identified by the following valid values:

N - standard retention (for a service that can be performed multiple times)

4 - retain for 4 years (for a service that can be performed every four years)

5 - retain for 5 years (for a service that can be performed every five years)

6 - retain for 6 years (for a service that can be performed every six years)

7 - retain for 7 years (for a service that can be performed every seven years)

8 - retain for 8 years (for a service that can be performed every eight years)

9 - retain permanently (for a service that can be performed once or twice in a lifetime).

The value N results in a retention period of up to seven years (standard retention period).  No claim is retained for less than the standard retention period.  

· TPL Billing record exists for the claim

Claims with a current record on the TPL billing database are always retained on the online history database.  

· Claim credit or adjustment is in process

Claims with a credit or replacement in progress are always retained on the online history database. 

Archived Claims may be returned to the database to support audit, adjustment processing or other processing requirements. The MMIS provides an online archived history window that allows authorized users to enter archive history requests.  The online application creates retrieval requests that are processed during a batch cycle.  The batch process selects the claims to be retrieved from the archived claims database using the parameters indicated on the request.  Copies of all selected claims are placed on the claims history database where they are retained for a minimum of 365 days.

As with all major processes within the MMIS, the claims archive and retrieval process creates process summary reports that provide a complete audit trail of claims database update activity.  

11.1.12 Claims 1099 Processing

This is an annual process, which produces: 

· 1099 Forms that are mailed to the providers, for any provider with a profit indicator equal to “Yes” and who has a year-to-date paid claims total greater than zero.  Year-to-date paid claims total includes all claims and financial activity that affects what the provider is paid.  This includes all pay-provider claims and both pay-provider and history-only financial activity depending on the financial reason code assigned to the financial claim.  All financial reason codes and their impacts on the provider’s 1099 year-to-date claims total are listed in the Part A exhibit section of system documentation Chapter 15.

· I.R.S. File containing the 1099 information to be sent to the IRS

· A 1099 Report which is created in two formats

· Ordered by Provider ID

· Ordered by IRS or SSN

11.1.13 Claims X835 Remittance Advice Processing

The X835 remittance advice is a secondary means of providing information regarding claims billing and payment activity to the provider community.  It contains X12 transaction data information necessary for the providers to resolve issues concerning the adjudication and payment of their claims.  A warrant or EFT is produced for every provider receiving payment depending on the method of payment selected by the provider. An X835 remittance advice is created for providers requesting electronic remittance advices and have claim activity in a payment cycle regardless of whether a warrant or EFT is produced for the provider. The provider’s Remittance Advice Media Code (P-RA-MEDM-CD) must be set to ‘E’, and the provider must be set up in TPMS before a provider can be sent X835 transactions. The X835 setup is completed by the NM HIPAA Help Desk.

11.1.14 Claims X820 Premium Payment Processing

The X820 premium payment is a secondary means of providing information regarding claims billing and payment activity to the provider community, specifically Managed Care Organizations (MCOs).  It contains X12 transaction data information necessary for the MCOs to resolve issues concerning the adjudication and payment of their claims.  An EFT is produced for every MCO receiving payment. An X820 premium payment advice is created for MCOs requesting electronic premium payment advices and has claim activity in a payment cycle regardless of whether an EFT is produced for the MCO. An MCO may receive more than one X820 transaction group/EFT payment if they have a payment exceeding the EFT ACH limit of $99,999,999.99 and more than one remittance advice in a given week. 

Currently, there are only four MCO providers that receive the X820 transactions:

· Molina – Trading Partner ID 144191 – Billing Provider ID 000M1808

· Presbyterian – Trading Partner ID 144699 – Billing Provider ID 000M1814

· United Healthcare – Trading Partner ID 145112  Billing Provider ID 16785851

· Blue Cross/Blue Shield – Trading Partner ID 144866 – Billing Provider ID 42101522
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