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12.0  Third Party Liability (TPL)  

12.1  TPL Subsystem Narrative

12.1.1 Subsystem Overview

The Third Party Liability Subsystem Narrative maintains comprehensive current and historical information to support the benefit recovery functions of the New Mexico OmniCaid MMIS.  The Medical Assistance Division (MAD) uses this information to reduce its liability to pay for client Medicaid claims.  The TPL Subsystem ensures that Medicaid is the payer of last resort.

There are two ways claims costs are reduced.  They are:

· Cost Avoidance

· Recovery

Cost avoidance is a process that takes place during claims adjudication.  The Claims Processing Subsystem attempts to match TPL resources and Medicare coverage to claims during adjudication.  When claims are matched, exceptions are posted to the claim and the exception control file specifies whether the claim is denied or paid.  For details on the cost avoidance of claims, please refer to the DSD Claims Pricing and Adjudication Chapter 10.0, Exhibit A, Section 10.5.4.2 Interpreting the TPL Matrix.

Under the recovery method, claims paid by Medicaid may be billed to third parties in the expectation of receiving a recovery payment.  The TPL Subsystem supports the following two types of recovery collection tracking:

· Automatic billing of paid claims

· Establishment of a recovery case

The TPL subsystem maintains information about third parties (e.g., insurance carriers, employers) that provide policy coverage to Medicaid clients.  When appropriate, the MMIS pays claims covered by the policies represented on the resource file and automatically produces billing forms for mailing to the third party.  For details on the pay-and-chase exceptions posted during claims adjudication, please refer to the DSD Claims Pricing and Adjudication Chapter 10.0, Exhibit A, Section 10.5.4.2 Interpreting the TPL Matrix When payments are received, the Fiscal Agent enters the amount of recovery on the TPL billing window.  The system automatically creates history-only adjustment claims for the collected amounts.

A recovery case allows an authorized user to select the claims for which recovery is sought.  If requested, a billing letter is produced.  Based upon user request, the letter includes a claim summary listing each claim associated with the recovery case.  Alternatively, the user may request that notices be produced on a particular frequency.  The billing letter or notice is sent to the person or organization from whom recovery is sought.  When recovery is received, the system allows the user to apply the funds to the recovery case resulting in claim-specific adjustments for the collected amounts.

Following are the functions performed by the New Mexico OmniCaid MMIS TPL Subsystems to support the cost avoidance and recovery methods:

· Maintenance of and Access to Carrier Information

· Automatic Generation of Carrier Correspondence

· TPL Resource Policy Verification

· Retroactive TPL Resource Coverage Change

· Mass TPL Resource Update

· Maintenance of and Access to Health Insurance Premium Payments (HIPP) 

· Maintenance of HIPP Payee Records

· Creation of HIPP Payments

· HIPP Payments Made Outside the MMIS 

· TPL Billing Record Creation

· Maintenance of and Access to TPL Billing

· Automatically Generate TPL Billing Letters

· Billing File Purge Processing

· Create Medical Service Questionnaires

· Create Recovery Cases 

· Maintenance of and Access to Recovery Cases
· Automatically Generate Bills for Recovery Cases

· Automatically Generate Recovery Case Letters

· Automatically Generate on Request Recovery Case Correspondence

· Generate User Messages for Recovery Cases

· Recovery Case Purge Processing
12.1.2 Maintenance of and Access to Carrier Information

TPL carrier records represent the persons and organizations from whom recovery is sought (e.g., insurance carriers, lawyers, employers, etc.).  Authorized MAD or Fiscal Agent users enter all carrier information into online windows.  The TPL Subsystem online edits verify the validity and completeness of data entered.  If data is incomplete or missing, default data is loaded whenever possible. Where default values cannot be applied, user error messages are displayed notifying the user of changes necessary prior to any updates being applied.

The key to the TPL carrier file is the carrier ID.  The following information is retained on the TPL Carrier record:

· Carrier ID:  The six-digit unique ID for the carrier 

· Carrier Type:  The type of carrier (e.g., health insurance, attorney, etc.) 

· Carrier Name:  The name of the carrier

· Carrier Street:  Two street addresses for the carrier

· Carrier City:  The city of the carrier’s address

· Carrier State:  The state of the carrier’s address

· Carrier Zip Code:  The zip code of the carrier’s address

· Representative Name:  The name of the contact at the company or agency 

· Phone:  Up to three phone numbers for the carrier

· Date Added 

· Billing Media (paper, electronic or both)

· Carrier Termination date: The date the carrier is terminated

· Previous Carrier ID: Informational field, used to point to a previous carrier in merged situation 

· Carrier Comment Line: Any informational comments, usually on who’s behalf the carrier is acting 

The Carrier Type, Name, Street Address (1st address line only), City, State, and Zip Code (1st five digits) are the minimum necessary data when adding a new Carrier.  This data is required in order to support TPL Carrier Billing.  The Date Added is system generated.  The Billing Media is currently defaulted to paper billing.  This field is informational only since no electronic billings are currently being produced. Carrier termination date is displayed here but populated using the Mass Change window. Previous Carrier ID and Carrier comments are user entered informational fields.

All carrier maintenance information is written to a control log for reporting and audit trail purposes.

The TPL Subsystem provides inquiry and update access to the carrier database through the TPL Carrier List Window and the TPL Carrier Detail Window.  These windows are discussed separately below.  

12.1.2.1  TPL Carrier List Window

The user enters up to two key fields from the list below on the TPL Carrier List Window:

· Complete Carrier ID

· Complete or partial Carrier Name

· Complete Carrier Address City

If a single TPL carrier record satisfies the criteria, the system displays the TPL Carrier Detail Window.  If more than one TPL carrier record satisfies the inquiry selection criteria, the matches are displayed on the TPL Carrier List Window.  If there are more matching carrier records than can fit on the window, the user may page forward and backward to view additional lines of data.  When the desired carrier record is located, the user may select the record for display.  The selected policy data is displayed on the TPL Carrier Detail Window.

12.1.2.2  TPL Carrier Detail Window

The TPL Carrier Detail Window allows the user to view carrier-specific information.  An authorized user may change all information except the Carrier ID, Date Added and Carrier Termination Date on existing carriers.  The only limitation is that the user may not modify the carrier information so that the minimal required information is not present. 

12.1.3  Automatic Generation of Carrier Correspondence

The following Carrier related letters are automatically generated by the New Mexico OmniCaid MMIS: 

· Carrier Verification Letter -- active resources receive these once a year (generated annually)

· Carrier Billing Letter -- billing records exist on the carrier billing cycle date (generated weekly)

12.1.4  Maintenance of and Access to Resource Information for Medicaid Clients
The TPL resource data contains information about insurance policies that cover Medicaid clients.  Verified and approved TPL resource information is entered online.  As soon as it is updated in the TPL resource tables, the data can be used for claim cost avoidance and post-payment billing.  

TPL resource information is stored by policy.  All clients covered by the policy are listed individually on the client coverage table.  Because policy information is stored only once, duplication of data is avoided.

A single policy can cover individuals from multiple cases.  The client's coverage remains associated with the policy even if his or her eligibility in the case changes.  When policy information is changed on the resource record, the new information automatically applies to all included clients.

Three fields comprise the key to the TPL resource file.  They are carrier ID, policy number, and policy sequence number.  The following information is required for all TPL resource records:

· Carrier ID:  The ID number of the carrier

· Policy Number:  The insurance policy identification number

· Policy Sequence Number:  The unique identifier of the resource record when more than one resource has the same resource type, carrier ID, and policy number

· Policyholder Identification Data:  Policyholder identification data includes the name and two lines of address, city, state, and ZIP code.  If a policyholder Client ID is entered, the policyholder identification data is obtained from the client master file.  Otherwise, the information is taken from the TPL resource record

· Policy Beginning and Ending Dates:  The time period for which the resource record is valid. (The covered clients effective dates must fall within this range of dates)

· Resource Type:  The type of resource record (health insurance, other insurance, pregnant women, absent parent, and an unassigned resource type for future use)

· Coverage Type: The types of coverage extended to all individuals covered by the policy.  A minimum of one coverage type code is required for each resource record.

The following data elements are required and maintained on the TPL resource table for each covered individual:

· Client ID:  The covered individual whose ID must exist on the client master file 

· Client Coverage Beginning Date:  The beginning date of the resource's coverage for this individual.  Prior to this date, the resource provides no coverage for the client.

· Client Coverage Ending Date:  The ending date of the resource's coverage for this individual.  After this date, the resource provides no coverage for the client.

· Relationship Code:  The relationship of the covered individual to the policyholder

The following data elements are supporting information which are retained on the TPL resource record:

· Source of Client Information 

· Policyholder Client ID:  Use of a client ID to identify the policyholder does not imply coverage for that individual.  If the policyholder is a covered client, the policyholder must also be listed as a covered individual.

· Group ID:  The group ID for those resources with a policy type of group

· Employer Name:  The name of the policyholder’s employer

· Employer Address:  (two lines of address, city, state, and ZIP code)

· Group Phone Number: Employer contact phone number

All resource maintenance is written to a control log for reporting and audit trail purposes.
TPL provides inquiry and update access to the TPL resource database using a number of key fields.  Inquiry, update, and entry of new resources are available through the TPL Resource List Window.  Resource information is maintained on multiple windows.  These windows are discussed separately below.  For additional details on window functionality, please refer to Section 12.2, TPL Subsystem Online Functionality. 

12.1.4.1  TPL Resource List Window

The user may enter up to two key fields from the list below on the TPL Resource List Window:

· Complete Client ID

· Complete Carrier ID

· Complete Policy Number

· Complete Policyholder ID 

· Full or partial Policyholder Last Name

· Full or partial Policyholder First Name

· Full Policyholder SSN

If a single TPL resource record satisfies the entered criteria, the TPL Resource Policy Information Window is displayed.  If more than one TPL resource record satisfies the inquiry selection, the matches are displayed on the selection window.  If there are more matching resource records than can fit on the screen, the user may page forward and backward to view additional lines of data.  When the desired resource record is located, the user may select the record for display.  The selected policy data is displayed on the TPL Resource Policy Information Window.  If the “New” control button is selected, then a blank TPL Resource Policy Information Window is displayed for entry of a new resource.

12.1.4.2  TPL Resource Policy Information Window

The TPL Resource Policy Information Window allows the user access to policy information.  The window is accessed from the TPL Resource List Window.  On both updates and additions, the carrier Name and Address fields are always protected fields.  The begin and end dates of the policy are user entered and the client effective dates on the TPL Resource Covered Individuals Window must fall within that begin/end date range.  The carrier name and address information is populated from the carrier database using the carrier ID.  The carrier ID and policy number fields are unprotected during the addition of a new resource.  The resource type, group ID and policy information is updateable.

From this window a user also has the capability to perform a policy copy or mass change copy of an existing policy. This functionality enables the user to copy existing policies without having to re-key all of the policy data when a new policy is required. For example, when the need arises to change policy coverage using this function all data is propagated forward and the user is allowed to modify all enterable data with the exception of carrier ID and Policy number.  However, in the case of mass change copy the prior two fields will be unprotected for entry. Note: That if the original policy being copied was marked as void that indicator will be cleared out on the copy, however, any clients in the policy marked as void must be manually deleted or unmarked.  

12.1.4.3  TPL Resource Policyholder Information Window

The TPL Policyholder Information Window displays information about the TPL resource policyholder.  The user may enter either a client ID or the policyholder information.  If the client ID is entered, the remaining client information is populated from the client database.  Data entered freeform is edited for date and numeric validity. The freeform data is only required when the client ID is not valid or entered. 

12.1.4.4  TPL Resource Covered Individuals Window

The TPL Resource Covered Individuals Window allows authorized users to update and add information about the MMIS clients covered by a specific policy.  The user must enter at least one valid client, his or her effective dates, and the relationship to the policyholder. The client’s begin and end dates must fall within the policy begin and end dates.  The client name, SSN, and date of birth are populated from the client database using his or her ID.  The client void indicator is used to mark a client as void, one that should have never appeared with the specified policy. Once the void indicator has been set and saved that row of client data is now protected. The source of information field allows the user to note where the specific information was obtained.  The claim suspense indicator is currently not used. 

The addition, deletion, and modification of covered individuals could trigger retroactive processing.  Please refer to Section 12.1.6, Retroactive TPL Resource Coverage Change for further information.

12.1.4.5  TPL Resource Coverage Window

The TPL Resource Coverage Window allows an authorized user to maintain the coverage types for the policy.  A minimum of one valid coverage code must be maintained for all resources.  The annual and lifetime exhausted benefits indicators may be updated on this window.  These fields are informational only and are not used anywhere else in TPL processing.

The addition, deletion, and modification of coverage types could trigger retroactive processing.  Please refer to Section 12.1.6, Retroactive TPL Resource Coverage Change for further information on this subject.

12.1.5 TPL Resource Policy Verification

The New Mexico OmniCaid MMIS initiates a policy re-verification process.  This process is primarily a manual process.  The system identifies the need for the verification and produces a letter to begin the manual process.

Policy verification is initiated for active resources.  The verification process produces a carrier verification letter addressed to the resource’s Medicaid eligible client.  The system produces a resource verification letter for all TPL resources using the following criteria:

· At least one client covered by the resource is currently eligible

· The resource indicates open-ended coverage

The resource verification letter is used to determine if the client’s insurance is still current and to request the client to advise the State.

12.1.6  Retroactive TPL Resource Coverage Change

A retroactive TPL resource coverage change applies to a period of time for which claims may have already been adjudicated.  The change may result in the addition or reduction of TPL coverage for a client.  When a retroactive TPL resource coverage change occurs, paid claims for the affected clients which were processed for the retroactive period (up to fifteen months) are adjusted by the Claims Processing Subsystem.  The MMIS makes the appropriate adjustments to the claims based on the differences in the exceptions posted.

A retroactive change may indicate a reduction in TPL coverage, caused by any of the following:

· Elimination of one or more resource coverage types

· Moving forward the client's coverage beginning date

When claims are re-adjudicated after a reduction in coverage, previously posted exceptions may or may not be posted to the claim.  If the previous exception indicated the need to bill the carrier, the system determines whether each billing record associated with the TPL coverage is still valid.  If it is no longer deemed valid, the TPL billing record is automatically closed with a billing denial reason code assigned by the system (previously denied claims are not re-adjudicated).

The retroactive change may indicate an extension of TPL coverage.  An extension of coverage is caused by any of the following:

· Addition of one or more resource coverage types

· Moving back the client's coverage beginning date

· Moving forward the client's coverage ending date

12.1.7  Mass TPL Resource Update

The system allows an authorized user to enter mass updates to TPL resources.  The user can elect to terminate existing resource records by entering only a carrier ID or both a “carrier and group ID.”  To enter a mass TPL resource update, the user must specify the mass change criteria on the TPL Mass Coverage Change Window.  The data elements that must be entered are:

· Carrier ID - must be a valid ID on the TPL carrier file

· Group ID - group ID for the indicated carrier (optional)

· Mass Change Type – type of mass change to be performed

· Effective Date - date the coverage change begins

When a request is entered, it is validated and updated on the mass change request table for processing during batch.   For each request, TPL resource records that have the specified carrier ID or "carrier and group ID" are reviewed.  For a TPL resource record to be selected the policy begin and end dates must contain the entered effective date.

A mass change request record is created for each client affected by the change During the batch mass change process, all paid claims for the client, which match the coverage type and the retroactive period will be reprocessed back through the same “TPL edit module” that Claims uses to determine if it should have originally been denied. When claims are re-processed after an addition or reduction in coverage, previously posted exceptions may or may not be posted to the claim.  If the previous exception indicated the need to recover for the policy, the system determines whether each billing record associated with the TPL coverage is still valid.  If it is no longer deemed valid, the TPL billing record is automatically closed with a billing denial reason code assigned by the system (previously denied claims are not re-processed).

When retroactively covered claims occur, the system automatically creates TPL carrier billing records.  The record contains all claims paid to the provider, which now have TPL coverage.  A separate billing record is produced for each carrier that now has a resource that covers previously paid services.  For example, based on retroactive TPL coverage a provider was paid for claims that should have been covered by two different carriers, each carrier is billed.  

12.1.8  Maintenance of and Access to Health Insurance Premium Payments (HIPP)

The TPL Subsystem automatically generates financial transactions for the payment of insurance policy premiums.  When MAD determines that a third party policy is cost effective, a user establishes the TPL resource as a Health Insurance Premium Payment (HIPP) policy, and the system automatically produces premium payments to the indicated party.

HIPP information is entered and maintained on the TPL Health Insurance Premium Payment Window.

12.1.8.1  Health Insurance Premium Payment Window

A user can determine when a TPL resource is cost effective and enter the information on the TPL Health Insurance Premium Payment Window.  Before HIPP payments can begin, the following fields must be entered:

· HIPP Payee Provider ID - This is the MMIS Provider Master File Provider ID to which the payments are addressed.  The address of the HIPP payee provider is automatically displayed on the window.
· Payee Type - This field indicates whether the payment is sent to the provider, carrier, policyholder, employer, client or other responsible party.  This field is informational only.
· Status Code - This field indicates the status of the policy in relation to HIPP payments.  HIPP payments are produced only for resources with an active status code.
· Premium Begin Date - This is the earliest date that the system produces HIPP payments. Must fall within the policy begin and end dates. 
· Premium End Date - This is the latest date that the system produces HIPP payments. Must fall within the policy begin and end dates. 
· Premium Frequency - This is the frequency with which the system produces HIPP payments for the resource
· Premium amount - This is the amount to be paid to the payee on the indicated frequency.
A record of premium payments including the Transaction Control Number is displayed on the window. 
The user may also specify a back-payment amount.  This field indicates an additional amount to be included in the next HIPP payment.  While this field can be used for any appropriate purpose, its primary function is to provide for overdue premium payments required by the carrier.  After the HIPP payment is produced, the system resets this field to zero.  These payments will be visible in the payment history box on this window.

Cost-effective HIPP data on the TPL resource does not affect the use of the TPL resource in Claims Processing.  A HIPP resource is used in cost avoidance and recovery billing in the same way that a non-HIPP resource is used.  Cost-effective information is only used to create and maintain the financial transactions so that policy premiums can be paid.

12.1.9 Maintenance of HIPP Payee Records

HIPP payments are produced through the Claims Processing Subsystem and can only pay entities on the MMIS provider master database.  Because of this restriction, the HIPP payee must be established on the provider master file before the payee is assigned an active status on the TPL Health Insurance Premium Payment Window.  For HIPP processing, a valid provider record must reside on the MMIS provider file, must have a provider type of HIPP payee, and must have an active provider status assigned.  If HIPP payee information changes, whether client, carrier, employer, policyholder, or other, the file must be updated manually.

12.1.10 Creation of HIPP Payments

MMIS processing includes a weekly HIPP payment process, an actual HIPP payment cycle.

The preliminary cycle shows the payments to be included in the next actual HIPP payment cycle, allowing an authorized user to review the data and make the needed additions and corrections. 

During the actual HIPP payment cycle, financial transaction requests are created and client and provider statuses are verified.  HIPP payment criteria are:

· HIPP status is set to “active”

· HIPP start date is less than the processing date

· HIPP end date is equal to or greater than the processing date

· HIPP last payment date is older than the HIPP frequency

If all of the conditions are met, the system produces requests for financial transactions for the indicated HIPP provider.  The financial transaction reason code is set to “HIPP payment,” and the financial transaction amount is the HIPP payment amount.

In addition, the user can process a one-time premium payment adjustment by entering an amount in the additional disbursement amount field.  The amount entered is added to the scheduled HIPP premium payment amount.  After the HIPP payment is processed, the additional disbursement amount field is reset to zero.  This field allows the user the ability to make back dated premium payment adjustments or any other one-time payment outside the regular payment frequency.  The payment will be displayed in the premium payment box on the HIPP window.

The user also has the flexibility to request a weekly payment by means of the frequency valid value of “R-request”. When this value is entered along with the necessary data and the system determines the request was intended for the weekly cycle then a payment is generated. The coverage period of the payment is denoted by the values in the premium begin and end dates. This also serves as another way for the user to add backdated payments while making detailed notes using the Resource Notes tab for the payment being issued. 

Financial transactions are created for all clients covered by the HIPP resource as of the date of the HIPP payment generation.  The total amount of the HIPP payment is prorated across all included clients in the resource.  For example, if six clients are covered by a HIPP resource on the day that a $300 HIPP payment is made, six separate financial transactions are created: one for each covered client, each for the amount of $50 ($300 divided by six clients).  The financial transactions include the specific client ID; this allows the MMIS to report the amount of HIPP payment made for each client and for the programs of assistance for which the clients are eligible.

12.1.11  HIPP Payments Made Outside the MMIS

In some cases, the HIPP payee must be paid before the system can produce the payment.  In this case, a payment is made outside the MMIS, and the payment is recorded in the client’s claims history.  The authorized user requests a financial transaction in the Claims Processing Subsystem with a reason code of HIPP payment.  The financial transaction is reflected in Claims Processing Subsystem reports and in the TPL Health Insurance Premium Payment reports.

12.1.12  TPL Billing Record Creation

During the claim adjudication cycle, the Claims Processing Subsystem attempts to match resources to claims using the Claims Processing TPL exception matrix.  If a match is found, the system posts either an exception indicating that the service should be cost avoided (denied) or that the claim should be billed, depending upon the exception matrix.  A different exception is posted to each adjusted claim for which a retroactive TPL resource is added for a client.  For each covered paid claim, a separate TPL billing record is produced for each appropriate resource record.  TPL receives the exception file after the Claims Processing Subsystem’s daily claim adjudication cycle.  Each claim with a TPL billing exception code usually has a billing record created.  A parameter is used to control a minimum billing amount for all claims.  If the claim's reimbursement amount is less than the minimum billing parameter amount, no TPL billing letter is created for the claim.

Weekly, TPL billing letters are produced to initiate the recovery process.  The system reviews all billing records to determine whether bills should be produced.  Except for bills specifically requested by a user, billing facsimiles are never produced for closed billing records or for billing records with a reimbursement amount of less than $5. Facsimilies are also not produced for TPL medicare carrier id ‘010576’. This medicare carried id has been setup to be able to associate and identify medicare Part C clients. TPL billing records are automatically closed when a replacement claim’s reimbursement amount is zero, the user enters a billing response that the coverage has been terminated or the mass change process determines that thru retroactive changes we should not have billed originally.  The user, upon entering a valid closure reason code, can close TPL billing records manually.  A closed billing record is not billed again nor is it automatically incorporated in billing processing.  A closed bill with a non-zero reimbursement amount must be reopened to have a bill produced or to apply recovery money to the claim.  Most auto-closed bills cannot be reopened.

TPL Billings occur on paper and are created during the weekly billing cycle.  Paper TPL billing occurs on one of the following TPL paper billing form types:

· UB-04
· CMS-1500
TPL billing forms are paper claim facsimiles.  These TPL billing facsimiles will be produced on pre-printed UB-04 and CMS-1500 claim facsimiles.  The following claim types will be printed on the UB-04 form:  Inpatient, Outpatient, Long Term Care, Home Health, Hospice, Medicare Part A Crossovers and Medicare UB-04 Part B Crossover.  The following claim types will be printed on the CMS-1500 form: Pharmacy, Dental, Practitioner/Physician, Independent Laboratory (X-Ray), Medical Supply, Transportation, Medicare Part B Crossovers and HCBS Waivers.  

A TPL system list (4410) is maintained by the user to print an available HCPCS code along with the description on the facsimile instead of the State-defined procedure code.  OmniCaid validates the State-assigned procedure code found on the claim against System List 4410.  For the valid codes, OmniCaid uses the State-assigned procedure code to read the OmniCaid Reference table to retrieve the “short description,” which is then moved to the facsimile.  OmniCaid then moves the HCPC equivalent code associated with the State-assigned procedure code in System List 4410 to the facsimile so that the third party can recognize the code and respond appropriately to the TPL billing.

The system can produce mailing labels for all billed addresses that have more than a certain number of billing facsimiles.  The labels are produced upon user request.  

Threshold processing ensures that billing facsimiles are not produced for a carrier until a specific total reimbursement amount is reached and a specific number of days have elapsed.  The reimbursement amounts for the open billing records for each carrier are summed.  When the total reimbursement amount exceeds a State-defined parameter, billing facsimiles are produced.  If a particular bill has been on the billing file for more than a parameterized number of days, a billing facsimile is produced, regardless of whether the amount threshold has been met.  When billing production takes place, all billing facsimiles for the carrier are produced.  Bills that are not produced because they did not exceed the threshold are not closed nor are they removed from the billing file.  For billing records that did not produce facsimiles due to the threshold, the information is included on a report.  Billing records that do not meet threshold limits can be used in subsequent months’ billing threshold processing.

12.1.12.1 Online Addition of TPL Billing Records

In rare cases it may be necessary to manually add a TPL billing record.  To facilitate this requirement, a Right Mouse Button (RMB) menu choice is available on the TPL Resource Covered Individuals Window to “Add TPL Bill.”  The menu choice will not be available in inquiry mode.  Authorized users must place the cursor on an individual row, right click, and choose the “Add TPL Bill” menu choice.  A popup window will appear for the user to enter a TCN to be used to create a new TPL billing record.  If the user clicks “Cancel”, then the pop up window will close, and the user will be returned to the TPL Resource Covered Individuals window.  If the user clicks “Save”, then a TPL billing record will be saved on the database for the resource and entered TCN, and the TPL Billing window will be opened displaying the saved billing record.  Before the new bill can be saved, it must pass the following validations:

· The entered TCN may not be for a claim that has already been adjusted.
· The claim document type must be fee for service or an adjustment.
· The claim transaction type must be an original claim or an adjustment.
· The claim may not be a history only claim.
· The claim must be a paid claim.
· The TCN and policy may not already exist on the billing database.
· The client ID of the individual must match the client ID on the entered claim.
· The individual may not be voided
12.1.13  Maintenance of and Access to TPL Billing

TPL billing maintenance allows the user to view the details of the TPL billing record, to enter information related to the billing, and to enter recoveries and denials to the billing record.  Access to TPL billing maintenance is through the TPL Bill List Window and the TPL Bill Detail Window.  

As money is received to be applied to an existing bill, the worker proceeds to the TPL Bill Detail Window.  They enter the date, amount, reason, and FCN in the response box.  The balance due is updated. Once the user enters the received amount and saves the record no other amount can be entered for the same TCN. A history-only claim record is created and a new TCN created in the nightly batch cycle will then apply. The newly created TCN will reflect the total TPL amount collected. The original bill is then closed by the same batch cycle as a “replacement” closure and the new TCN’s uncollected amount (if any) will not be re-billed. 

Recoveries for pharmacy billing records are listed on the PDCS Recovery Report, which is generated weekly.  This report is the basis of manually entered history-only updates to the PDCS claims history file. The New Mexico OmniCaid MMIS claims history file is updated when the history-only adjustment is received from PDCS/Claims interface.   

The same adjudicated billing file used to produce the billing records is used to maintain the non-drug claims associated with the record.  If a claims status changes during daily processing (due to a claim being fully or partially paid, re-adjudicated, or re-priced), Claims Processing creates a record for that claim on the adjudicated billing file.  The system ensures that TPL billing records are consistent with their related claims.  When a paid claim replacement occurs and a related TPL billing record exists, the TPL billing record is updated with the replacement claim’s data, including the transaction control number (TCN) and the claim reimbursement amount.  When a claim is credited and the reimbursement amount of the replacement claim is zero, all associated open billing records are automatically closed.  

The system produces up to two subsequent billings after the original bill for each TPL resource billing record.  After the third billing, additional bills are only produced if the claim's reimbursement amount is greater than a parameterized value.  In this case, billing production continues until the billing record is closed or purged from the file.  Subsequent billings are not produced if the TPL resource that originally created the billing record now indicates that the coverage does not apply.  TPL billings include the claim facsimiles, and a billing summary matrix of all included claims.  

A bill can be reprinted upon request.

Closed bills remain on the billing file and must be reopened in order to apply recovery money.

12.1.13.1  TPL Bill List Window

The user requests access into the TPL post-payment recovery billing database by entering up to two of the following fields on the TPL Bill List Window:

· Client ID

· Full or partial Client Name

· Carrier ID

· Full or partial Carrier Name

· Claim’s first date of service

If a single TPL billing record satisfies the criteria, the system displays the TPL Bill Detail Window.  If more than one TPL billing record satisfies the inquiry selection, the matches are displayed on the selection window.  If there are more matching resource records than can fit on the screen, the user may page forward and backward to view additional lines of data.  When the desired resource record is located, the user may select the record for display.  The selected billing record data is displayed on the TPL Bill Detail Window.

12.1.13.2  TPL Bill Detail Window

The TPL Bill Detail Window displays information about the claim that created the billing record, the client for whom the claim was paid, the client’s resource that matched the claim, and recovery information related to the billing.  A summary of the bills sent is shown.  

The user may enter recovery information on this window by entering information into the response box.  The user enters the date, the amount, the reason, and the financial control number.  The financial control number is verified for existence and that the amount entered does not exceed the total available on the financial transaction.  Then the financial balance is updated on the financial tables and a history-only claims adjustment is created. 

Recovery and denial information remains on the record.  The recovery information is then used to format a claim-specific adjustment request.

In addition, the user may request on this window that the billing facsimile be reproduced.  When this option is selected, a billing facsimile is generated in the next billing facsimile production run.  A request for reprint of a billing facsimile does not alter the production (or non-production) of subsequent billing facsimiles.  The billing facsimile count field reflects the number of bills sent to the carrier for this billing record.  If the user requests a reprint of the bill, this field is not incremented.

If a bill is replaced, the replacement TCN and the amount received on the TCN will be displayed on the window.  These fields are always protected.

12.1.14  Automatically Generate TPL Billing Letters 
· The system automatically produces the following types of TPL billing letters: Carrier Billing Letter -- billing records exist on the carrier billing cycle date.

· TPL Billing Duplicate Denial Letter - This letter is automatically produced when a TPL billing record is denied with a response value that indicates the carrier states the bill is a duplicate or a non-specific carrier denial reason.  This letter requests additional information from the carrier.

· Billing Policyholder-Paid Denial Letter - This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates the carrier states the policyholder has been paid for claims.  This letter is sent to the policyholder of the TPL resource.

· TPL Billing Provider-Paid Denial Letter - This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates the carrier states the provider has been paid for the claim.  This letter is sent to the provider of the paid claim.

· Out of Carrier Timely Filing Letter – This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates that a timely filing period has expired. When entered an automatic request for reprint of the bill is generated and printed for attachment to the letter. 

· Other Denial Letter – This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates that a carrier has denied the bill for some other reason than the letters listed above. When entered an automatic request for reprint of the bill is generated and printed for attachment to the letter. 

· Provider Request Letter - This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates the provider needs to submit additional information about the claim before the carrier will pay for the bill.  There could be multiple missing items.

· Medical Assistance Review Letter – This letter is automatically produced when a TPL non-recovery case TPL billing record is denied with a response value that indicates that the bill is in review process. The user will usually post a pending further research closure reason to the bill until the review is complete.  

12.1.15  Billing File Purge Processing 
Both open and closed TPL resource billing records are purged after a parameter-specified number of months.  The TPL subsystem reports on all purged TPL billing records. 

All closed bills are kept online for one year.  After one year from closed date, bills are archived and purged.  Archived billing records are held up to five years for retrieval for auditing purposes.

12.1.16  Create Medical Service Questionnaires  
The Medical Service Questionnaire (MSQ) is a valuable source of information for investigations of tort liability.  The MSQ is a form on which a client reports information about a tort-related incident to the Fiscal Agent.  The information may be used to initiate recovery activities.

MSQs are triggered automatically when an adjudicated claim indicates that a tort-related service was provided to the client.  The TPL Subsystem receives the adjudicated claim file daily from the Claims Processing Subsystem.  Each claim that indicates a trauma or accident-related service is reviewed to see if an MSQ should be produced. The system identifies trauma or accident-related services on a claim by the posting of any of the exceptions in the following table.  Please see the Claims Subsystem Pricing and Adjudication exhibits in Chapter 10 section 10.5.7  Claims Pricing and Adjudication Edit Exhibit for the criteria for posting each of the edits.
	Exc Code
	Exc Description

	0325
	TRAUMA/ACCIDENT CLAIM

	0396
	E - CMS-1500 AUTO ACC IND INV

	0397
	E - CMS-1500 OTH ACC IND INV

	0635
	E-DENTAL AUTO ACC IND INV

	0636
	E-DENTAL AUTO ACC DATE INV

	0637
	E-DENTAL OTHR ACC IND INV

	0638
	E-DENTAL OTHR ACC DATE INV


 TPL edits ensure that the client does not have the Bypass MSQ indicator set and that multiple MSQs of the same type have not been sent within the previous 12 months.

MSQs are also triggered by a user request.  A user requested MSQ bypasses all duplication edits and will generate a MSQ regardless of the bypass edit.

When the client has returned a completed MSQ, an authorized user enters the response information on the Client Detail Medical Service Questionnaire Window.  The user may also decide to set up a recovery case to begin the recovery process.

The New Mexico Omnicaid MMIS assists the user in tracking MSQs that have been produced.  The MSQ Tracking Report provides information about MSQs that were produced or could have been produced.  For MSQs that have not been returned, the system produces follow-up MSQs.  Follow-up MSQs are also produced during the weekly letter cycle and are identical to the original MSQ.  If the second notice receives no response, a worker message is produced and listed on a report to notify the worker that some action may need to be taken.  

The MMIS determines the MSQ type from indicators on the claim, reference data, and the user.  The four types of MSQs are:

· Automobile accident

· Worker’s Compensation accident

· Claim diagnosis indicating accident

· Other accident

Before an original MSQ is produced, the system edits to ensure that the MSQ is not a duplicate.  A duplicate MSQ is defined as the same or related MSQ type sent to the same client within one year.  If an MSQ is determined to be a duplicate, it is not produced.  The client may receive two MSQs during the same year if the types are different or if the MSQ is produced at a user’s request.  The system also considers the existence of TPL recovery cases in its determination of non-duplication.  The following rules indicate by MSQ type whether an MSQ is considered a duplicate:

· Automobile Accident -- An MSQ is a duplicate if:

· MSQ with a type of automobile accident is being sent or was sent to the same client within the year

· Recovery case with a type of automobile accident or motorcycle accident exists which spans the injury date

· Worker’s Compensation -- An MSQ is a duplicate if:

· MSQ with a type of worker’s compensation is being sent or was sent to the same client within the year

· Recovery case with a type of worker’s compensation exists which spans the injury date

· Diagnosis-Indicated Accident - An MSQ is a duplicate if:

· MSQ of any type is being sent or was sent to the same client within the year

· Recovery case of any type exists which spans the first date of service of the associated claim

· In addition to passing the MSQ duplicate edits, the client must either have more than 20 other potential MSQ claims with a Diagnosis-Indicated Accident MSQ type or the total reimbursement amount of the all the client's Diagnosis-Indicated Accident MSQ type claims must be greater than the dollar amount on TPL subsystem system parameter 8811 (currently set to $100.00) for an MSQ to be produced for a claim with a Diagnosis-Indicated Accident MSQ type.

· Other Accident - An MSQ is a duplicate if:

· MSQ of any type is being sent or was sent to the same client within the year

· Recovery case of any type exists which spans the first date of service of the associated claim

The system produces MSQs weekly.  Responses to MSQs and MSQ tracking are entered on the TPL Medical Service Questionnaire Window.  For details on the MSQ Window, please refer to the Client Subsystem Window documentation, Section 4.2.

12.1.17  Create Recovery Cases  
A recovery case is a means of tracking user-selected claims for which recovery is sought.  The case is created and maintained through a series of windows.  An authorized user can select and group specified claims.  Unlike system-generated TPL billing records, an authorized user creates the billing records associated with a recovery case.  A recovery case may be established to identify, track, and collect amounts owed to MAD for a number of reasons.  The user accesses recovery case information through a separate set of TPL recovery case windows rather than through the TPL billing windows. 

A user determines when to create a new recovery cases.  To create a recovery case, the user selects the new option from the Recovery Case List Window.  The Recovery Case Detail Window is displayed for the user to begin entering recovery case information.

The user enters the client ID, the case type, the responsible user, and the claim start and stop dates.  He or she also enters billing information for the case.  The user may enter his or her ID. If not entered it is defaulted.  Any user may update this field after the recovery case is created.  The field initially displays the User ID of the person creating the case but should be modified if needed to reflect the User ID of the person who has primary responsibility for the recovery case.  The field is also used to generate worker message report lines and route bills and letters associated with the recovery case to the appropriate user.  No additional field level edits take place.

The user then goes to the Client Claims Window to view the client’s claims within the start and stop dates.  Only those claims that are not capitation-related are displayed. The user selects the claims for inclusion in the case.  The claims can be viewed and updated in the Included Claims Window.  

For each recovery case-related claim record displayed on the TPL Recovery Case Included Claims Window, the user may enter a requested amount.  The requested amount field is used to indicate the maximum amount that should be collected for the paid claim.  When not specified by the user, it is set to spaces.  Spaces indicate that there is no amount requested, and the amount that should be collected is the reimbursement amount.  The user may update the field as necessary to indicate a maximum amount to be recovered.

The user may enter zero for the requested amount.  Zero indicates that no more recoveries are expected for the claim.  The requested amount may never be entered as or reduced to a negative number.  While the requested amount is greater than zero, recoveries and denials do not close the claim record.  If the user enters an amount on a closed billing record, the record is not automatically reopened.  The user may enter a requested amount on a claim record associated with a closed recovery case.  The requested amount field is not used for any reporting purposes.

Please refer to Section 12.1.18 Maintenance of and Access of Recovery Cases for details on the windows. 

12.1.18  Maintenance of and Access to Recovery Cases

Once the Recovery Case is created, the TPL Subsystem allows the user to maintain recovery cases through online data entry. 

The recovery case windows allow the user to enter amounts received in satisfaction of a recovery case, whether for an individual claim or for the recovery case as a whole.  The user may enter a judgment amount.  This field indicates the amount of a court-ordered judgment.  Once entered, this field is an upper-limit on the total amount to be collected for the recovery case.  

Recoveries may be entered for each claim included in the recovery case.  To do so, the user enters the amount of recovery, recovery date, recovery reason code, and FCN on the Included Claims Window.  During the next batch cycle, the system creates claim-specific adjustment requests for non-drug claims to be used by Claims Processing.  Recoveries received for drug claims will be listed on the PDCS Recovery Report that is generated weekly.  This report is the basis for manually entered history-only updates to the PDCS files. The New Mexico OmniCaid MMIS claims history will be updated when the adjustment is received from the PDCS/Claims interface.
Alternatively, the user may enter a settlement amount for the entire recovery case.  This is the total amount agreed upon in the settlement.  The settlement amount field indicates the portion of the total amount received by MAD in settlement for the recovery case.  The entry of an amount in this field indicates that the system is to pro-rate the recovery to all associated paid claims. If the settlement amt is less than the total of the lesser reimbursement or requested amounts for each associated claim, then apply the settlement amount as a percentage of the sum.   A claim will not be included in a settlement if a recovery has been entered.  A settlement amount may not be changed once it has been saved.     Also, a settlement amount may not be entered if a recovery has been entered on all associated claim records.  

The system displays the total recovery amount.  This is the total of all recoveries entered for this recovery case.  If recoveries are entered on the individual claims associated with the recovery case, the amounts are included in the total recovery field.  If a settlement amount is entered, the settlement amount is also included in the total recovery field.  Recoveries and adjustments that occur outside the recovery case and are applied to included claims are not included in this field.

Every recovery case has a Case Open Date field and a Case Close Date field.  The Case Open field is system-maintained and is the system date on which the recovery case is created.  The user sets the Case Close Date, which must be a valid date after the Case Open Date and less than or equal to the current date.  

No billings or notices will be produced on a closed recovery case.  A closed recovery case may not be reopened; a new recovery case must be created.  However, users may enter additional recoveries and enter worker messages and correspondence on closed recovery cases.

If adjustments to a claim result in a change to the reimbursement amount, the maximum amount to be collected is determined to be the lesser of the requested amount field or the reimbursement amount.  This is the amount displayed when bills or letters are produced.  If a recovery in excess of this amount is entered, a warning is displayed on the window.

If a claims status changes during daily processing (due to a claim being fully or partially paid, re-adjudicated or re-priced), the system ensures that TPL billing records are consistent with their related claims.  When a paid claim replacement occurs and a related recovery case billing record exists, the billing record is updated with the replacement claim's data, including the transaction control number (TCN) and the claim reimbursement amount.  When a claim is credited, all associated open recovery case billing records are not automatically closed.  The New Mexico OmniCaid MMIS continues to include the claim in the notice until a user manually enters the bill’s closure reason code or the replacement bill’s reimbursement amount is zero.

12.1.18.1  TPL Recovery Case List Window

The user can access a recovery case by searching the list of recovery cases on the TPL Recovery Case List Window.  The user selects the Search Type and specifies one of the following search criteria:

· Client ID

· Recovery Case ID

· Client name (full or partial)

· Recovery Case Type

If no recovery case match is found for the entered criteria, an edit message is displayed.  At this point the user can establish a new recovery case.  Before saving the new recovery case, the user must specify the recovery case payer (i.e., the person or organization from whom recovery is sought) and the claim start and stop dates.

Prior to creating a recovery case, the user determines whether a recovery case already exists for the client.  The New Mexico Omnicaid MMIS allows multiple recovery cases of the same type, covering the same time period, to be established for the same client.

12.1.18.2  Recovery Case Detail Window

A recovery case is related to one specified client.  When a recovery case is established, the user must define the recovery case by specifying the following information on the TPL Recovery Case Detail Window:

· Recovery Case Type

· Client ID associated with the case

· Billing information for the party from whom recovery is expected

· Dates for which claims are associated with the recovery case

The user must specify the time period of the recovery case as well as the paid claims that should be included in the recovery case.  Both are determined by claim selection start and stop dates.  Only claims with a service begin date within this date range may be selected.  The recovery case claim selection start and stop dates may be changed at any time.  However, the dates may not be changed to exclude currently selected claims.  Such claims must first be explicitly excluded from the recovery case. 

12.1.18.3  Recovery Case Client Claims Window

The system reviews the MMIS claims history file and displays all of the claims that fall within the start and stop dates.  The window displays basic information about the claim including TCN, Provider, Claim Type, first date of service, and reimbursement amount.  If no paid claims are found for the client within the recovery case claims start and stop period, an empty window is displayed.  

The user reviews the claims from within the start and stop dates and selects those to be included in the Recovery Case.  The user then proceeds to the TPL Recovery Case Client Claims Window.  

The user may use this window to select additional claims to add to an existing recovery case.  In addition, the user may de-select a previously selected claim so long as no recovery has been entered for the billing record.

12.1.18.4  Recovery Case Included Claims Window

The user can view the claims selected for the recovery case using the TPL Recovery Case Included Claims Window. 

As money is received to be applied to the case, the user places the cursor on the appropriate TCN.  The TCN will appear in the Response Box.  The user will enter the date, the amount, the reason, and the financial control number.  The FCN will be verified for existence and that the amount being applied does not exceed the remaining amount on the FCN.  Then the financial balance is updated on the financial tables and a history only adjustment will be created for the TCN for non-drug claims.  Recoveries received for drug claims will be listed on the PDCS Recovery Report that is generated weekly.   This report is the basis of manually entered history-only updates to the PDCS files. The New Mexico OmniCaid MMIS claims history will be updated when the adjustment is received from the PDCS/Claims interface.   

If an included claim is adjusted, the system reviews the claim to ensure that it should still be included in the recovery case.  Two changes to a claim may indicate that it might no longer be appropriate for inclusion in a recovery case.  First, when the claim’s Client ID is different from the recovery case's Client ID, the claim might be excluded from the recovery case.  Second, when the claim’s begin date of service falls outside the recovery case’s claim start and stop date range, the claim might be excluded from the recovery case.  If the adjustment indicates that the claim might no longer be appropriate for the recovery case, a worker message is generated to the user responsible for the recovery case.  The system does not automatically remove a claim from a recovery case. The worker needs to manually go and exclude the included claim.

The system also generates a worker message report line to the responsible worker ID of a recovery case when a claim that otherwise meets the requirements for inclusion in the recovery case is paid.

Claims selected to be part of a recovery case remain on claims history as long as the recovery case remains on the file.

12.1.18.5  Recovery Case Tort Window

For tort-related recovery cases, the Recovery Case Tort Window allows the user to maintain data related to tort-type recovery cases only.  The user may enter an injury date, and this date is edited for validity.  Lien amount and date, and amended lien amount and date are user-maintained and are not used in recovery case processing.  These fields are used for informational purposes only.

12.1.18.6  Recovery Case Policy Window

For recovery cases involving an insurance company, the Recovery Case Policy Window allows the user to maintain data related to the insurance policy.  The user may enter the group ID, policy number, and policyholder name.  The carrier number may also be entered.  The carrier number is edited for validity, and the carrier name and address is filled in from the carrier tables.  These fields are used for informational purposes only.

12.1.18.7  Recovery Case Notes Window

The Recovery Case Notes Window allows the user to enter up to 500 characters of notes for the case.  This is freeform data and is not edited. 

12.1.19  Automatically Generate Bills for Recovery Cases 
The Recovery Case Detail window includes two fields that support the production of notices.  The user sets the two following required fields to generate a notice to the billed party:

· Notice Frequency - specifies the frequency of the notices that are sent

· Notice Start Date – specifies the billing start date of the notices  

The system generates notices until the case is closed either by receiving the requested recovery amount or the closing of the case by the worker.  Second notices are produced when no recovery or denial is entered on the recovery case within one notice frequency period since the production of the original notice.  Original and subsequent notices are not sent if the recovery case is closed or if the recovery case total due amount is zero.

When a claim is credited, all associated open recovery case billing records are not automatically closed.  The system continues to bill for all included claims until the notice frequency field contains spaces or the total recovery amount is zero.  The user manually sets the notice frequency field and date.

The user may also request that a single bill be produced for the recovery case.  When requested, the user must specify whether the billing is in the form of a letter with an attached claim summary or whether claim facsimiles are produced for the recovery case.  If a billing letter is requested, the letter is produced in the next TPL letter production cycle.  If billing claim facsimile is requested, the facsimiles are produced in the next TPL billing cycle.  Once the recovery case billing is produced, the billing request fields are initialized, allowing the user to request billing production again at a later date.
12.1.20  Automatically Generate Recovery Case Letters  
On a weekly basis, the MMIS produces TPL Subsystem letters.  Letters triggered from responses create an entry in the correspondence file and are sorted in letter type order, produced, and then all entries are deleted from the file.  The file is cleared out to ensure non-duplication of letters.   Recovery case letters are produced similarly.  The MMIS searches the recovery case correspondence file for any letters with a letter date on or earlier than the letter cycle production date.  All letters are sorted in letter type order, and once a letter is produced, it is removed from the file to ensure non-duplication of letters.  The letter production cycle produces no reports of letters sent nor does it maintain any audit trail of letters sent.

12.1.21  Automatically Generate On Request Recovery Case Correspondence  
There are ten recovery case user requested letters.  These letters are requested from the Recovery Case Correspondence Window.

· Recovery Case Policyholder Take Back Warning Letter - This letter informs the recovery case payer that Medicaid has initiated a recovery case against them.  This letter is requested by entering the correct letter code and date on the TPL Recovery Case Correspondence window

· Recovery Case Policyholder Take Back Letter Two – This letter informs the recovery case payer that Medicaid has initiated a recovery case against them.  This letter is requested by entering the correct letter code, and date on the TPL Recovery Case Correspondence window. 

· TPL Recovery Case Additional Claims Letter - This letter is requested by entering the correct letter code, date, and correspondence number on the TPL Recovery Case Correspondence window.  The letter is addressed to the recovery case payer.  A summary of the claims associated with recovery case is produced along with the letter.

· TPL Recovery Case Homeowner Tort Letter - This letter is produced when the worker enters the correct letter code, and date on the TPL Recovery Case Correspondence window.  The letter is addressed to the recovery case payer.  The letter should only be requested for recovery cases with a type of “H” (Homeowner’s Tort).

· TPL Recovery Case Non-Intervention Work Comp Tort Letter - This letter is produced when the worker enters the correct diary letter code, and date on the TPL Recovery Case Correspondence window. The letter is addressed to the recovery case payer.  The letter should only  be requested for recovery cases with a type of “W” (Worker’s Comp). 

· TPL Recovery Case Master Claims History Letter - This letter is produced when the worker enters the correct letter code, and date on the TPL Recovery Case Correspondence window.  This letter is addressed to the recovery cases payer.  Requests for claim history for all claims associated with the recovery case are filled separately from this letter.

· TPL Recovery Case Client Legal Activity Letter - This letter is produced when the worker enters the correct letter code, and date on the TPL Recovery Case Correspondence window.  This letter is addressed to the client indicated on the recovery case.

· TPL Recovery Case Request for Payer Information Letter - This letter is produced when the worker enters the correct letter code, and date on the TPL Recovery Case Correspondence window.  This letter is addressed to the recovery case payer.

· TPL Recovery Case No Interest Letter - This letter is requested by entering the correct letter code, and date on the TPL Recovery Case Correspondence window.  This letter is addressed to the recovery case payer.

· TPL Billing Letter – This letter is requested by entering the correct letter code and date on the TPL Recovery Case Correspondence window. This letter is a generic billing letter. 

12.1.21.1  Recovery Case Correspondence Window

The Recovery Case Correspondence Window allows the user to select various letters regarding the recovery case.  The user selects the letter type and date as well as providing the mailing address.  The letter will be produced in the next batch cycle. 

12.1.22  Generate User Messages for Recovery Cases   
Worker message requests may be entered for a TPL recovery case.  The worker message fields are line entries in a daily report that notifies a user that some action needs to be taken.  There are two parts to a worker message request.  The first part is a user-selected action code indicating which message should be sent.  The second field is the date on which the system action should occur.  The worker message request date may not be prior to the current system date.  The worker message is directed via a report to the user assigned to the recovery case.  Some worker message requests are generated after an indicated number of days.  Instead, the system computes and displays the system action date.

The user may eliminate an existing worker message request.  To eliminate a worker message request, the user must select it from the list of worker messages and select delete.  For most worker message request codes, the worker action date may be changed online.  Dates may not be set to a value earlier than the current date.  When the system performs the action indicated by the worker message request, the entry is eliminated, and the user can enter additional worker message requests.

12.1.23  Recovery Case Purge Processing 
TPL recovery case records are purged as part of calendar year-end processing.  Records closed for more than two years are purged.  Purged TPL recovery case records are placed on a report.
The New Mexico OmniCaid MMIS allows the user to maintain an existing recovery case.  The user may enter recovery amounts for the recovery case as a whole or for individually selected claims.  When a recovery is entered, it automatically results in an adjustment to the associated claim.  To ensure that recovery cases are appropriately maintained, the system automatically produces a worker message when an active recovery case has not been updated within a parameterized number of days.
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