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COMMERCIAL INSURANCE (PROFESSIONAL)

# Indicates a required field. - -
i Type [profassions] = | Step 16 Primary Paid

Provider Information

This panel contains provider informaticn,

Billing Provider ID 0123456789 ID Type MBI Mame Bob SoonerCare, MD
Zip Code Contract Code _ Taxononmy SC Provider Number  100000000D
Referring Provider 1D 10 Type | [=]
Ordering Provider ID ID Type | E" Ordering Zip Code®
Patient Information

Enter the Member ID. If Member ID is walid, the rest of the member infermation will populate.

*Member ID

Last Name First Name Middle
Birth Date

Claim Information

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The
Other Insurance details can be entered on Submit Step 2.

Date Type E Date of Current @

Accident Related | E|
Patient Account Number Expected Delivery Date @
From Date _ To Date _
CLIA Mumber

— *{)Hietlrtsuannelllndudl:_. :lI HMO Copay

Total Charged Amount £0.00




COMMERCIAL INSURANCE (PROFESSIONAL)

Step 20 Primary Paid

Expand All | Collapse All

Select the row number to edit the row. Click the Remave link to remove the entire rew,
# ICD Version Diagnosis Code Action
1
1 *ICD Version | [CD-9-CM | *Diagnosis Code @
Add Reset
TPL Amount Key in the amount
paid by the primary
Insurance
BacktoStep1 | g Continse | Cancel |




COMMERCIAL INSURANCE (PROFESSIONAL)

* Indicates a requirad field. Step 16 P“mary Denled

Claim Type  professional E
Provider Information
This panel contains provider information,
Billing Provider ID 0123456789 ID Type MPI MName Bob SoonerCare, MD
Zip Code Contract Code _ Taxonomy SC Provider Number  100000000D
Referring Provider ID ID Type |:E
Ordering Provider 1D mType | [l Ordering Zip Code®

Patient Information

Enter the Member ID. If Member ID is valid, the rest of the member information will populate.

*Member ID

Last Name First Name Middle
Birth Date

Claim Information

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The
Other Insurance details can be entered on Submit Step 2.

Date Type | |;] Date of Current ®
Accident Related | |:|

Patient Account Number Expected Delivery Date &
From Date _ To Date _
CLIA Number

—)  *Other Insurance IlDE”iEd I:II HMO Copay

Total Charged Amount $0.00




COMMERCIAL INSURANCE (PROFESSIONAL)

Step 30 Primary Denied

Click the Remaowe link to remove the entire row.

*Attachment Type | 0Z-Support Data for Claim

=

Description [nsyrance Denial attached

# Transmission Method File Control # Attachment Type Action
[=] Click to collapse.
“Transmission ,.EHMI!FF_FHF_,TEMFE, E — NO attachment
“Upload File cove_r sheet (Bomse)
required

|

Cancel

—— [sabmit | [ Concel |

Goto Tap




COMMERCIAL INSURANCE (PROFESSIONAL)

Step 36 Primary Denied

Click the Remove link to remove the entire row, \

# Transmission Method File Control # Attachment Type Action

Click to collapse.
[=] Click ta collaps P -

*Transmission Method | Fx-By Fax Attachn;eni
. cover snee
*Attachment Type  OZ-Support Data for Claim = -
required

Description [nsyrance Denial attached

A | | Cancel

[ BacktoStep1| BacktoStep?2| —>  sbmit | Cancel |




Contact Us | Logout

Claims > Claim Receipt

Your Claim was successfully submitted. The claim status is Suspended.
The Claim ID is 2300123987456

| Click Attachment Coversheet(s) to view the claim attachments coversheet(s),
Click Print Preview to view the claim details as they have been saved on the payer's system,

Click Copy to copy member or daim data.
Click View to view the details of the submitted daim.




ATTACHMENT COVER SHEET

Oklahoma Health Care Authority
Electronic Claim Paper Attachment Form
Cover Sheet

Four fields below are required and must match claim.

2. Client ID Number 1000000000
3. Attachment Control 001122334
Number 2001070899555
4. Claim Number 2310001111111
5. Date/Time 7/15/2015 9:41 AM

1. Provider Number

Purpose:

This form is to be used when a claim requiring a paper atttachment is being submitted
electronically. Submission of this completed form along with the required attachment and
electronically submitted claim will allow the appropriate review process to be conducted by the
OHCA.

Instructions:
1. In box 1, fill in the pay to Provider Number that will be used for filing the electronic claim.

2. In box 2, fill in the nine-digit client identification number that was submitted on the electronic
claim.

3. In box 3, fill in the fill in the Attachment Control Number (ACN) that was used for filing the
electronic claim. The ACN on this form must be the same number as the assigned control
number field of the SoonerCare Portal screen (Medicaid on the Web) or the PWK segment of the
837 transaction. Make sure the ACN is clear and legible on the HCA-13. Illegible information
could delay or stop the attachment process. Alphabetic and numeric are the only characters that
should be used in the ACN selection. Do not use dashes and spaces in the ACNs.

4. In box 4, fill in the identification number that was assigned to the electronically submitted claim.
5. Place the completed form on top of the attachment(s) for each electronic claim.
6. Mail to EDS, P.O. Box 18500 OKC, OK 73154, fax 405-947-3394

Note: Do not place another Fax Cover Sheet on top.
*This form is for use with electronically filed claims requiring attachments.

" - -
Sender’'s Name: Phone Number:
This fax contains confidential information and is intended only for the individuzl named. If you are not the named addressee you should not disseminate, distribute or copy this fax. Pleass
notify the sender immediately by phone if you have received this e-fax by mistake and destroy the fax you received. Fax transmission cannot be guaranteed to be secure or error-free as
information could be intercepted, corruptad, lost, destroyed, arrive late or incomplete. The sender therefore does not accept liability for any errors or omissions in the contents of this
message, which arise a5 a result of fax transmission.

OKLA HCA HCA-13
Revised 06/24/09

Print | Close |



HMO COPAY (PROFESSIONAL)

reiess B raurea e Claim Type |professional [=] Step 16 HMO Copay

Prowider Information

This panel contains provider information.

Billing Provider ID (123456789 ID Type MPI mame Bob SoonerCare, MD
Zip Code Contract Code _ Taxormomy SC Provider Number 100000000D
Referring Provider ID 1D Type | E"
Ordaring Provider TD 10 Typa | E" Ordering Zip Coda
Patient Information

Enter the Member ID. If Member ID is wvalid, the rest of the member information will populate.

“Member 1D
Last Name First Name Middle
Birth Date

Claim Information

Enter infarmation applicable to the claim. If Other Insurance infoarmation needs to be entered, then Include should be selected in the Other Insurance droepdown. The
Other Insurance details can be entered on Submit Step 2.

Cate Type | E Date of Current® &
Accident Related | E'
Patient Account Number Expected Delivery Date®
From Date _ To Date
CLIA Nwmber - -
*Other Insurance |pgne E' HMO Copay ﬂ

Total Charged Amount £0.00




CLAIM SUBMISSON 0 HMO COPAY

Step 31 Attachment

AWhen billing for the copay, only submit one line of
service with the amount of the copay, as the billed
amount

AThe process for sending your attachment is the
same as for commercial insurance: you can fax or
upload your documentation

d Make sure to use the Fax Cover Sheet
generated by the Portal if you choose Fax
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COMMERCIAL INSURANCE (INSTITUTIONAL)

* Indicates a required field. . .
Claim Type [Tpatant = | Step 16 Primary Paid

Provider Information

If Surgical Procedure Code(s) are to be submitted with the claim, an Operating Provider ID is required.

Billing Prowvider I  100000000D ID Type NFI Name Bob SooneCare, MD
Zip Code Contract Code D Taxonomy SC Provider Mumber 100000000D
Institutional Provider ID [ (123456789 | ID Type [NPI “ |
Attending Provider ID | | ID Type | " |
Operating Provider ID | | ID Type | [ |
Referring Provider ID | | ID Type | - |

Patient Information

Enter the Member ID. If Member ID is valid, the rest of the member information will populate.

“*Member ID

Last Name First Name Middle
Birth Date

Claim Information

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The Other
Insurance details can be entered on Submit Step 2.

*Cowvered Dates @ | | - *l | Covered Days I:I
*Admission Date/Hour & | | —| | (hh:rmm) Discharge Hour & I:I (hh:mm)
* Admission Type @ | | *Admission Source & | |
*+aAdmitting ICD Version *Admitting Diagnosis & | |

*pPatient Status &

| “Tvpeotom [

| Other Insurance | Include |~ —

Patient Account Number

HMO Copay |po [

Total Charged Amount =0.00




COMMERCIAL INSURANCE (INSTITUTIONAL)
Step 20 Primary Paid

Select the row number to edit the row. Click the Remowe link to remove the entire row.

# ICD Version Diagnosis Code POA

1

1 *ICD Version |[[CD-2-CM W *Diagnosis Code &

Present on Admission | v|

d Reset |

Only one emergency diagnosis code is allowed per claim.

ICD Version |[CD-9-CM W Diagnosis Cude9| |

Select the row number to edit the row. Click the Remowe link to remove the entire row.
Prior Amount Estimated Amount Due Action

# Payer Code

1

Estimated Amount Due

1 *Payer Code | v| *Prior Amount I I

——> | Add || Reset |




COMMERCIAL INSURANCE (INSTITUTIONAL)

* Indicates a required field.

T - | Step 10 Primary Denied

Provider Information

If Surgical Procedure Code(s) are to be submitted with the claim, an Qperating Provider ID is required.

Billing Provider ID 100000000D ID Type MNFI Name Bob SoonerCare, MD
Zip Code Contract Code _ Taxonomy SC Provider Number 100000000D
Institutional Provider ID | 0123456789 | ID Type |[MPI ~ |
Attending Provider ID | | ID Type | " |
Operating Provider ID | | ID Type | [ |
Referring Provider ID | | ID Type | ~ |

Patient Information

Enter the Member ID. If Member ID is valid, the rest of the member information will populate.
*Member ID

Last Name First Name Middle
Birth Date

Claim Information

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The Other
Insurance details can be entered on Submit Step 2.

*Cowered Dates o | | = *l | Covered Days I:l
*Admission Date,/Hour 9 | | —| | (hh:mm) Discharge Hour® I:l (hh:mm)
*+ Admission Type & | | *Admission Source @ | |
* Admitting ICD Version = Admitting Diagnosis © | |
*Patient Status & | | *Type of Bill —|
Patient Account Number | | Other Insurance Denied D ——
HMO Copay |no o

Total Charged Amount =0.00




COMMERCIAL INSURANCE (INSTITUTIONAL)

Click the Remowe link to remove the entire row,

Step 30 Primary Denied

—

#

Transmission Method

File

Control #

Attachment Type Action

[ Click to collapse.

*Transmission Method || FT-File Transfer

*Upload File

*Attachment Type | 0OZ-Support Data for Claim

/

NO attachment
cover sheet
required

Description  [nsyrance Denial attached

&

Cancel

—— BacktoStep1| Backtostep?|

—  Swmit [ Concel |

Go to Top




COMMERCIAL INSURANCE (INSTITUTIONAL)

Step 30 Primary Denied

Click the Remove link to remove the entire row. \

# Transmission Method File Control # Attachment Type Action

Click to collapse.
[=] Click to collapse = _
t

T | " Attachmen
*Attachment Type  OZ-Support Data for Claim = cover sheet

Description [nsurance Denial attached TeqUIred

Add Cance|

—— BacktoStep1| BacktoStep2 —— st | Gl |




Contact Us | Logout

Claims > Claim Receipt

Your Claim was successfully submitted. The claim status is Suspended.
The Claim ID is 2300123987456

| Click Attachment Coversheet(s) to view the claim attachments coversheet(s),
Click Print Preview to view the claim details as they have been saved on the payer's system,

Click Copy to copy member or daim data.
Click View to view the details of the submitted daim.




ATTACHMENT COVER SHEET

Oklahoma Health Care Authority
Electronic Claim Paper Attachment Form
Cover Sheet

Four fields below are required and must match claim.

- Drovider Number 100000000D
2. Client ID Number 001122334

3. Attachment Control ), \24599555

4. Claim Number 2310001111111
5. Date/Time 7/15/2015 9:41 AM

Purpose:

This form is to be used when a claim requiring a paper atttachment is being submitted
electronically. Submission of this completed form along with the required attachment and
electronically submitted claim will allow the appropriate review process to be conducted by the
OHCA.

Instructions:
1. In box 1, fill in the pay to Provider Number that will be used for filing the electronic claim.

2. In box 2, fill in the nine-digit client identification number that was submitted on the electronic
claim.

3. In box 3, fill in the fill in the Attachment Control Number (ACN) that was used for filing the
electronic claim. The ACN on this form must be the same number as the assigned control
number field of the SoonerCare Portal screen (Medicaid on the Web) or the PWK segment of the
837 transaction. Make sure the ACN is clear and legible on the HCA-13. Illegible information
could delay or stop the attachment process. Alphabetic and numeric are the only characters that
should be used in the ACN selection. Do not use dashes and spaces in the ACNs.

4. In box 4, fill in the identification number that was assigned to the electronically submitted claim.
5. Place the completed form on top of the attachment(s) for each electronic claim.
6. Mail to EDS, P.O. Box 18500 OKC, OK 73154, fax 405-947-3394

Note: Do not place another Fax Cover Sheet on top.
*This form is for use with electronically filed claims requiring attachments.

Sender's Name: Phone Number:

This fax contzins confidential information and is intended enly for the individuzl named. If you are not the named address=e you should not disseminate, distribute or copy this fax. Pleass
notify the sender immediately by phone if you have received this e-fax by mistake and destroy the fax you received. Fax transmission cannot be guaranteed to be secure or error-free as
information could be intercepted, corrupted, lost, destroyed, arrive late or incomplete. The sender therefore does not accept liability for any errors or omissions in the contents of this
message, which arise as a result of fax transmission.

OKLA HCA HCA-13
Revised 06/24/09

Print

Close |



INSTITUTIONAL CLAIM 0 HMO COPAY

* Indicates a required field.

Claim Type [Topatient < Step 16 HMO Copay

Provider Information

If Surgical Procedure Code(s) are to be submitted with the claim, an Operating Provider ID i1s required.

Billing Provider ID 100000000D ID Type MFI mame BOb SoonerCare, MD
Zip Code Contract Code _ Taxonomy sSC Provider Number 100000000D
Institutional Provider ID 0123456789 ID Type |MPI ~ |
Attending Provider ID | | ID Type | [ |
Operating Provider ID | | ID Type | [ |
Referring Provider ID | | ID Type | ~ |

Patient Information

Enter the Member ID. If Member 1D is valid, the rest of the member information will populate.

*Member ID

Last Name First Name Middle
Birth Date

Claim Information

Enter information applicable to the claim. If Other Insurance information needs to be entered, then Include should be selected in the Other Insurance dropdown. The Other
Insurance details can be entered on Submit Step 2.

*Cowvered Dates @ | | = *l | Covered Days I:I
*Admission Date/Hour & | | —| | (hh:mm) Discharge Hour ®& I:l (hh:mm)
*+admission Type & | | *admission Source & | |
* Admitting ICD Version *Admitting Diagnosis & | |
*patient Status @ | | =Type of Bill |:|
Patient Account Number | Other Insurance |NDnE [

— HMOD Copay Yes [

Total Charged Amount =0.00




CLAIM SUBMISSON 0 HMO COPAY

Step 31 Attachment

AWhen billing for the copay, only submit one line of
service with the amount of the copay, as the billed
amount

AThe process for sending your attachment is the
same as for commercial insurance; you can fax or
upload your documentation

d Make sure to use the Fax Cover Sheet
generated by the Portal if you choose Fax
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