SECTION IV

Claims


The LME shall honor provider billings as long as a clean claim is filed in time to meet DHHS billing requirements. For services covered by state funds allocated by the DMH/DD/SAS, billings shall be honored in accordance with the IPRS timely filing provisions, described in the following paragraphs.

The provider must submit a “clean” claim within sixty (60) days of providing a service. The LME will pay claims in accordance with the Division of Mental Health, Developmental Disabilities, and Substance Abuse prompt pay requirements, set forth as follows:  within eighteen (18) calendar days after the LME receives a claim from a provider, the LME shall either (a) approve payment of the claim, (b) deny payment of the claim.  If the LME approves payment, the claim shall be paid within thirty (30) days after making approval. If payment is denied the denial will appear in the Carelink system and you will receive an explanation of benefits through US Mail.

The LME shall disallow claims for state funded services in the event and to the extent the claim is incomplete, does not conform to the applicable service authorization, or is otherwise incorrect or untimely.  Any claim disallowed shall be returned to the provider with an explanation for the disallowance.  The LME shall allow providers to re-submit a disallowed billing for reconsideration, so long as the re-submission occurs within the filing timeframes outlined above.  The LME shall cooperate with its contract providers in the prompt reconciliation of disallowed billings. Providers are encouraged to bill promptly upon completion of services to maximize opportunities for needed re-submittals. 

The LME shall not pay claims submitted after the time period allowed by DHHS billing requirements, which is sixty (60) days from the date the service is provided. 

Electronic Connectivity Requirements

· All billing for IPRS/State services must be submitted electronically through the Cumberland County LME Carelink billing system. 

· Contract Agency staff that will be using the Carelink billing system must be trained by the LME before access is given to the Carelink billing system.  A user ID and password will be given to Contract Agency staff after training has been completed.  A training manual will also be provided to each training participant.  

· Billing not submitted within sixty (60) days of service will not be accepted.

· Billing with fatal errors must be resubmitted electronically within sixty (60) days of providing the service.
Electronic Billing Computer Requirements

In order to use the Cumberland County LME Carelink billing system, the provider must have an Internet connection (high speed is preferred but not required).  Utilization of Internet Explorer 5.5 or greater is required.

Billing Contact/Carelink Training: Accounting Supervisor at (910) 222-6410
Technical Contact: Information System Liaison at (910) 222-6043 

Claims Filing Requirements: Area Authority/LME Fee Collection Policy and Minimum Fee/Sliding Scale Fee Schedule

Medicaid Services – www.dhhs.state.nc.us/dma/home.htm. The providers shall not charge or receive any payment from an eligible Medicaid person for covered services except for co-payments and sums payable by third party payers under coordination of benefits provisions.

State Funded Services - The LME shall work with its providers to pursue all applicable first and third party payments for services in order to maximize the usage of public resources.  In the event that a consumer has third party coverage or is determined to be able to pay any portion of the cost of services, in accordance with the LME’s sliding fee scale (non-Medicaid covered individuals and services only), the PROVIDER shall coordinate benefits so that costs for services, otherwise payable by DHHS, are avoided or recovered from a liable first or third party payer.  After screening, consumers who qualify for Basic Benefits only, as defined in the State Plan and have third party coverage will be referred to their insurance provider for services.  

In compliance with GS122C-146:  “The area authority and its contractual agencies shall prepare fee schedules for services and shall make every reasonable effort to collect appropriate reimbursement for costs in providing these services from individuals or entities able to pay, including insurance and third-party payment…”

The Area Program Sliding Fee Scale can be found on the LME website at: www.ccmentalhealth.org under Provider Information and in the Appendix of this manual.

The LME shall obtain, or require its contracted providers to obtain, all relevant payor information from each consumer to be served, his or her guardian, and/or family.  This information should be collected at the consumer’s first encounter with the LME or its contract provider, but no later than the submission of the first claim for service.  The LME shall provide available information to each provider involved with the consumer and require the provider to collect the remaining information, if applicable.

In accordance to the State Standardized Contract “The PROVIDER is responsible for billing for all first and third party payment.”

Medicaid Pass Through Billing

For providers who can not bill Medicaid directly and must bill using the LME Medicaid number (Currently Therapeutic Foster Care Providers), please take note of the following. 

The provider should be certain to put their CU number (also known as the attending provider number) on all submissions to Medicaid.  Where to put the CU number is dependent on what format is used in billing to Medicaid.  

	MEDICAID FORMAT
	FIELD

	UB04
	3a.  Patient Control Number

	CMS-1500
	26.  Patient's Acct. Number

	837
	CLM (Loop 2300-CLM01)

	NCECS
	Patient Account Number


If the CU number is not used in the proper location when billing, it will result in a delay in payment to the provider.  

RAs (Remittance Advice) are received in the Accounts Payable Office about fourteen (14) days after the check-write.  If copies are needed, the provider will need to request them by calling Business and Finance Manager at 222-6408. 

If a provider needs a copy of the VO authorization for one of the Medicaid services Targeted Case Management or Therapeutic Foster Care, please see the Appendix of the Manual and use the VO authorization request form.

The False Claims Act/ Whistleblower Protections

The purpose of this section is to inform and educate CCLME (Cumberland County Local Management Entity) contractors about the Federal False Claims Act (“FCA”) and to provide general information regarding CCLME’s efforts to detect and prevent fraud, waste, and abuse with respect to its billing activities. CCLME expects its provider agency officers and employees to observe high standards of business and personal ethics in the conduct of their duties and responsibilities. We expect that all agencies that are part of the Cumberland County LME Provider Network to practice honesty and integrity in fulfilling responsibilities and comply with all applicable laws and regulations. 

The Federal False Claims Act is a law that bars a person or entity from “knowingly” presenting or causing to be presented a false or fraudulent claim for payment or approval to the federal government, and from “knowingly” making, using or causing to be made a false record or statement to get a false or fraudulent claim paid or approved by the federal government.  The Act also prohibits a person or entity from conspiring to defraud the government by getting a false or fraudulent claim allowed or paid.  These prohibitions extend to claims submitted to federal health care programs, such as Medicare or Medicaid. 

The Federal False Claims Act 31 

 HYPERLINK "http://www.taf.org/federalfca.htm" U.S.C.

 HYPERLINK "http://www.taf.org/federalfca.htm"  §§ 3729-3733 broadly defines the terms “knowing” and “knowingly.”  Specifically, knowledge will have been proven for purposes of the Federal False Claims Act if the person or entity:  (1) has actual knowledge of the information; (2) acts in deliberate ignorance of the truth or falsity of the information; or (3) acts in reckless disregard of the truth or falsity of the information.  The law provides that a specific intent to defraud is not required in order to prove that the law has been violated.  Examples of potential false claims include knowingly billing Medicare for services that were not provided, billing for services that were provided but not medically necessary, submitting inaccurate or misleading claims for actual services provided, or making false statements to obtain payment for products or services.

Under the False Claims Act those who knowingly submit, or cause another person or entity to submit, false claims for payment of government funds are liable for three times the government’s damages plus civil penalties of $5,500 to $11,000 per false claim. In addition to being liable for damages and civil penalties, violating the Federal False Claims Act can subject a person or entity to exclusion from participation in federal health care programs, such as Medicare and Medicaid.

Public and private sector employees are important sources of information about fraud regarding public funds. The federal False Claims Act, after amendments in 1986 (P.L. 99-562, 100 Stat. 3153), has encouraged disclosures by both private and public employees that have led to the recovery of billions of dollars fraudulently obtained from the government. 

Private persons are permitted to bring civil actions for violations of the Federal False Claims Act on behalf of the United States (also known as “qui tam” actions) and are entitled to receive percentages of monies obtained through settlements, penalties and/or fines collected. Persons bringing these claims (also known as “whistleblowers” or “relators”) are granted protection under the law.  Specifically, Section H of the False Claims Act (Amended May 2009) provides for RELIEF FROM RETALIATORY ACTIONS:

(1) IN GENERAL.—Any employee, contractor, or agent shall be entitled to all relief necessary to make that employee, contractor, or agent whole, if that employee, contractor, or agent is discharged, demoted, suspended, threatened, harassed, or in any other manner discriminated against in the terms and conditions of employment because of lawful acts done by the employee, contractor, or agent on behalf of the employee, contractor, or agent or associated others in furtherance of other efforts to stop 1 or more violations of this subchapter.

(2)  RELIEF.—Relief under paragraph (1) shall include reinstatement with the same seniority status that employee, contractor, or agent would have had but for the discrimination, 2 times the amount of back pay, interest on the back pay, and compensation for any special damages sustained as a result of the discrimination, including litigation costs and reasonable attorneys’ fees. An action under this subsection may be brought in the appropriate district court of the United States for the relief provided in this subsection.

CCLME will make every effort to detect and prevent fraud, waste and abuse before it occurs through education, training, and compliance audits.  These efforts will include, without limitation: distribution of this procedure to all contractors; compliance audits that aid in the ability to detect and report suspected fraud, waste, and abuse; and by conducting an annual external audit.

CCLME requires all contractors or agents acting on its behalf to comply with all federal and state laws and regulations governing the administration and operation of health care entities.

CCLME prohibits its contractors or agents acting on its behalf from knowingly submitting to any federal or state funded program a claim for payment approval or reimbursement that includes false or fraudulent information or is based on false or fraudulent documentation.

Any person having knowledge or information regarding suspected fraud, waste, or abuse by CCLME contractors, should promptly contact your immediate supervisor or one of the following individuals:

Area Director

Chief Financial Officer

Compliance Officer

Customer Services

 

CCLME will report all allegations of suspected fraud, waste or abuse and will take prompt and effective remedial action where appropriate. 

CCLME strictly prohibits retaliation in any form against an individual who makes a good faith report of suspected fraud, waste or abuse; files a complaint under the various false claims acts; or participates in an investigation or litigation under the various false claims acts.  Any retaliatory action is subject to appropriate disciplinary action, up to and including termination of the business relationship with CCLME.

Section 6023 of the Deficit Reduction Act (DRA) of 2005 requires providers receiving annual Medicaid payments of $5 million or more to educate employees, contractors, and agents about Federal and State fraud and false claims laws and the whistleblower protections available under those laws. Providers will be asked to submit annually (beginning in September 2007) a Letter of Attestation to DMA to show they are in compliance with this law. Additional information may be obtained from the DMA webpage http://www.dhhs.state.nc.us/dma/fca/index.htm. 

Compliance with Section 6023 of the DRA is a condition of receiving Medicaid payments. 

The False Claims Act is about more than money. It is also about discouraging fraud and changing the culture of corporate America. As Sen. Charles Grassley (R-IA) and Rep. Howard Berman (D-CA) have noted:

"Studies estimate the fraud deterred thus far by the qui tam provisions runs into the hundreds of billions of dollars. Instead of encouraging or rewarding a culture of deceit, corporations now spend substantial sums on sophisticated and meaningful compliance programs. That change in the corporate culture -- and in the values-based decisions that ordinary Americans make daily in the workplace -- may be the law's most durable legacy.”
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