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What will be covered...



v
What will be covered...

* Benefits of electronic claim submission
* Required enroliment forms

« Submission contact information

« Signing on to Allscripts-Payerpath

« Creating and viewing claims

« Submitting a Dental claim form

« Copy claims feature

* View the remittance advice
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Electronic Data Interchange (EDI)

« Eliminates supply costs
* Preprinted forms
 Envelopes and postage
« Allscripts-Payerpath claim submission is free

« Eliminates time-consuming processes and reduces claim errors
« Document sorting and filing
« Built-in validation checks

» Quicker processing and notification
 Check claim status within 48 hours of submission



EDI Enrollment Documents

www.medicaid.nv.gov
Scroll down to EDI Enrollment Forms

Announcements

Web Announcement 1258
Reminders for Provider Types 64 and
65 Regarding Hospice Forms

Web Announcement 1257
Qutpatient Physician-Administered
Drug Claims That Denied or Voided
with Edit Code 0162 to be Reprocessed

Web Announcement 1256
Attention All Providers: New Form for
Requesting Termination of Service with
Existing Provider

Web Announcement 1255
Payerpath Claim Submission Training
for November 2016

Web Announcement 1254
2016 Annual Medicaid Conference
Presentations and Survey

View All Web Announcements

Featured Links

Authorization Criteria
DHCFP Home

EDI Enrollment Forms and
Information

EVS User Manual
Online Provider Enrollment
Provider Login (EVS)

Nevada Departments of
Health and Human Services

Division of Health Care Financing and Policy Provider Portal

Authorizatio () alenda

Electronic Claims / EDI

Electronic billing (also called Electronic Data Interchange or "EDI") speeds payment
and eliminates costs associated with paper claims. You can submit electronic claims
through a clearinghouse or through your existing, HIPAA-compliant business
management coftware.

If you have a M questions, please contact our EDI Coordinator at:
Telephone: (

Fax: (775) =

EDI Enrollment Forms

EDI enrollment forms are for completion and submission by active or enrolling Nevada
Medicaid and Nevada Check Up providers only.

Form Number

Title

FA-35 Electronic Transaction Agreement for Service Centers
FA-36 Service Center Operational Infermation

FA-37 Service Center Authorization

FA-39 Payerpath Enroliment

EDI Announcements

Payerpath Claim Submission Training for November 2016 Oct. 24, 2016

Sept. 29,
Payerpath Claim Submission Training for October 2016 20?6
Payerpath Claim Submission Training for September 2016 Sept. 1, 2016

Payerpath Claim Submission Training for August 2016 July 19, 2016

June 24,

Contact Us

DHCFP Home

Q

Notifications

Enroliment Termination
Frequently Asked Questions
(FAQs) [Review]

If you are a Medicaid provider
whose revalidation
application has not
processed by your
termination due date, you will
not have access to the
Provider Web Portal the day
after your termination date.
This will prevent any prior
authorizations (PAs) from
being submitted for approval
Please ensure that you have
submitted your revalidation
application to Hewlett
Packard Enterprise at least
10 business days prior to
your termination date to
ensure that your application
is processed on time.

Provider Links

Billing Information

E-Prescribing

Forms

Provider Enrollment
Provider Newsletters

Provider Training



http://www.medicaid.nv.gov/
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Allscripts-Payerpath Enrollment Documents

« Enrolled providers may submit electronic Nevada Medicaid and Nevada Check Up claims
free of charge through Allscripts-Payerpath.

« Simply complete Service Center Authorization form (FA-37) and the Allscripts-Payerpath
Enrollment form (FA-39) located on the Electronic Claims/EDI webpage and submit your

documents for processing.
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Required Registration Forms

« Enrollment forms for Allscripts-Payerpath: www.medicaid.nv.gov

« Send in one FA-37 (Service Center Authorization) form for each Group National Provider
|dentifier/Atypical Provider Identifier (NPI/API) unless billing each rendering provider as an individual

AND

« Send in one FA-39 (Payerpath Enrollment) form and include the names of all those who will be using
this Payerpath account


http://www.medicaid.nv.gov/
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Form Submission and Contact Information

« Completed registration forms are to be mailed to:
Nevada Medicaid
P.O. Box 30042
Reno, Nevada 89520-3042

« Faxed to: 775-335-8502
 Emailed to: NVMMIS.EDIsupport@dxc.com

« Upload forms to: www.medicaid.nv.gov then login to Electronic Verification System (EVS)
website to upload documents

» [For assistance, call 1-877-638-3472, option 2, select then option O and then select option
3 to speak with an EDI Coordinator



Getting Started



Accessing Payerpath

On the Electronic Claims/EDI webpage, scroll down to the Allscripts-Payerpath link.

PayerPath Claim Submission Training for August 2014(Updated August 26, 2014) July 25, 2014
PayerPath Claim Submission Training July 10, 2014
EDI Announcement: Dual Use for 4010/5010 Formats Ends June 30, 2012 June 5, 2012
Anesthesia Services Claims Submitted Electronically (Updated May 31, 2012) May 4, 2012
EDI Anncuncement: Newvada Medicaid Version 5010 Sclution Limits Diagnosis Codes on 837P Transactions. Apr.jly, 2012
EDI Annocuncement: Prepare for March 321, 2012, End Date for Dual Use of 5010 and D.0 Formats Jan. s, 2012
Instructions for EDI Enrcllment Decnber 2011
Payerpath

Enrolled providers may submit electronic Nevada Medicaid and Nevada Check Up claims free of charge through Allscripts-Payerpath.
Service Center Directory
The Service Center Directory is a list of commercial clearinghouses currently registered with Hewlett Packard Enterprise. The list

contains links to each clearinghouse’s web site.
Service Center Directory

Provider Billing Manual: EDI Chapter

The EDI chapter in the Provider Billing Manual provides answers to commonly asked EDI questions.
Read the chapter...

Service Center User Manual
The Service Center User Manual contains technical instructions for submitting and retrieving electronic transactions. This includes SFTP
guidelines, transaction testing and handling login problems. EDI registration instructions are also included.

Service Center User Manual

EDI Companion Guides

Transaction 270/271 - Health Care Eligibility Inquiry and Response February 2015
Transaction 271U — Unsolicited Transaction — HIPAA Version 5010 February 2013
Transaction 277U - Unsolicited 277 Claims Status Response - HIPAA Version 5010 October 2012

Transaction 820 - Health Care Premium Payment - HIPAA Version 5010 October 2012
Transaction 834 - Benefit Enrollment and Maintenance - HIPAA Version 5010 October 2012
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Payerpath Login Screen

t:.‘:?

=% Allscripts

Payerpath

Revenue Cycle Management

Payerpath Login Allscripts

www.payerpath.com

Select Payerpath Login

EDI Enroliment

Contact Sales

Sales
1-800-334-8534

'\ Inside Sales

opt. 4)

1-800-877-5678 (opt. 4,

11


http://www.payerpath.com/
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Login Page

Enter Customer Name
Enter User Name
Enter Password

LSl Alscripts Payerpath Login

Remember My Credentials ]

I Bage Help

I Eoraat your Password?
I Forgot your Usemame?
 Change your Password

12
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Welcome Page

8 Alscripts (L

Claims Patients Reports Maintenance Help Tools

e

Knowledge Center

Select New
Remit Reports

Select

&

Messages

You have not set up any Claims filters.

Create Filter

13
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Welcome Page

Please select Knowledge Center.

e

Claims Patients Reports Maintenance Help Tools
Knowledge Center

Quick Links

9 8 &

New Messages Payer Reports Remit Reports
My Filters Claims Fiters

You have not set up any Claims filters.

Ceseiter

14
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Knowledge Center

Please select General Information.

IOl Knowledge Center

Claims Patients Reports Maintenance Help Tools

Welcome to the all-new Knowledge Center

Training Materials - Here, you will find resources designed to help you fully utilize this web portal. All documentation can be found divided into categories via the navigation bar to
Claims the left

General Information

ANSI Code Sats

Miscellaneous

15



v

Training Materials Claims

Please select Dental User Guide.

o IS go il Knowledge Center
Claims  Patients  Repors  Maintenance  Help  Tools

Categories General Information

Training Materials - NV Medicaid Dental Claim Field Values
Claims

General Information NV Medicaid Institutional Claim Field Valuss

NV Medicaid Professional Claim Field Values
ANSI Code Sets -

ADA2002 Claim Field Valuas
Miscellaneous Report Enhancements

Payerpath [CD-10 Ready_Set Go

Payerpath Changes in 4.11

Professional Lser Manual

Institutional Ll*r Manual

Dental User Guide

16
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Payerpath Dental Claims User Guide

8026 BVS £116)0) [ el e@ = Tocts | £l Sign | Comment This is the Dental

IIEE' = Claims User Guide.

: [P Table of Contents
& || =P Basics

=P File claims
&

[P Dental claims
filing process

#{P Create a dental
claim

[P correct errors an
claims that did not

Please select the

B oo o Claims Management System (Dental Save icon or Print

I ot 2t ot semt e e icon in the top left
cornetr.

== Allscripts-

claims that are
sent to payers
[P view dental claims
P craim status
overview
=P Secondary Dental
claims
# [P React to payer
responses
#-[F Use the Daily
Balancing Reports
# [P Use the Management
Reports
E P Use the re port filters
# [P Use the maintenance
features and tools
=P Appendix

Copymight © 2016 Allscripts Healthcare, LLC
andior is. affilates. ANl Rights Resenved
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Learning Check

1. What is the website address you would use to directly login to Allscripts-Payerpath?

2. What is one of the first things you should do when getting started with Allscripts-
Payerpath?
a. Print your remittance advice
b. Submit a claim
c. Copy a claim
d. Visit the Knowledge Center

3. Which documents should you review and/or print?
a. Payerpath Dental COB Instructions

b. Payerpath Dental User Guide
c. All of the above
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Submitting Dental Claim Form

# Allscripts
Patens  Reports  Mainteance  Help  Tools .
— Creating a new
T caim
e A =il =l
';“ x k’”il |_n l—_IIEI — Please select
' ' Claims, then scroll

S st z down to View

You have nar $or up any Claims fllers. C I a.l m S .
Customer Support
in Maviadia Call [677) 438 3472 opt. 2, then opt, 0, then opt. 3 | HoreFri 8:00 &M to 5:00 #M BT | Email - pyenmis edsupport@ha om

19
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Claims List Filter

== Allscripts
Claims Patients Reports Maintenance Help Tools

My Claim Filters |
Select Select: >
Dental 2012 teme: = -

Selection Criteria |

Form Type: |Dental 2012 e

AL | AL |
W Danta
Payer Group: | Denta Payer Name:

ChOOSG from CERErTe =

Billing Provider: | o cia90n443

Untransmitted NP! 1546247281 v

(Clalms not yet Claim Status:
jALL |

sent) or Rl e 9

Transmitted =

(Clal m S th at h ave ype: an:rr:m Secondary Both —

been Sent) Create Date: | | ]
Date Of Service: ] |

Procedure Code:

Patiant Account &:

I Apply Filter I
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View Claims

# Allscripts
Claims Patients Reports Maintenance Help Tools

Pal Name &

“*Claims not modified within 90 days will be deleted

"Claims in Blue are assigned 10 Print Mail or Unassigned Payer™

v Actions ¥ 0 selected
Status v Location ¥ PatName * PatAcct v Payer NPI Created v Sent Ack Revd Charges v Pald
NV TRAININ CLAIM TEMF NV MEDIC 10010010C 04/16/16 $0.00 S0.0 Se | eCt “V”
NV TRAININ( CLAIM TEMF NV MEDK 04/16/16 3 ) $0 00 .
NV TRAININ CLAIM TEMF NV MEDIC 1001 04/16116 $0.00 $0.00 for VI eW
reman 2 EMF NV N 16 $ $0.00
Previously entered claims will be  PEEETEgE: 000 000 ¥ H
displayed on the Untransmitted CABLTEW (ot ovortl Il
- - - - EMF NV M 16 $0.00 $0.00 k
Claims List. Claims mustbe ina | iy
“‘P” (Passed) status before they A TEME NV 000  $000 Y H
can be sent. AIM TEME NV 616 000 000 ¥ i
MF NV 16 $0.00 000 V H
CLAIM TEMF NV MEDIC 10010010( 16 0 300
NV TRAININ( CLAIM TEMF NV ME 6 $0.00 $0.0 H
NV TRAININC CLAIM TEMFENV M 000 ¥V H
NV TRAININC HILL. THOMA: HILLTHOMA NV M $53 $000 ¥V H
; » » Jump To:l 1 16 v Displaying tems 1 - 15 of 26

Untransmitted claims are
retained in the system for 90

days.

21



ow to Create a Claim Template

Allscripts: [GLLYEEEIRENESEYIE]

Claims Patients Reports Maintenance Help Tools

Back To List Form Fields (27) Electronic Fields (1)

HEADER INFORMATION

1. Type of Transacson (Mark a4 applcatbis DoxaE)

(O statement of Actual Sanvicas O Fegquact for Fredetarmination / Prasuthorization O ersormee xx

2. Pragetesminiason | Freauthorzation Mumbar POLICY HOLDER/SUBSCRIBER INFORMATION
(For Insurance Company Named in £3)

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION 12. PolicyhpisarSubscriber Name (Last, First, Middle Iniisl, SuMx), Adgress, CRy, Stats, ZIp Code

e o San PP oo I

MNEWADA MEDICAID

13. Dat of Birth (MMDDVCCYY) 14. Gendar 15. PalicyhoiderSubecriner IC (SSN or ID¥)
I HeflaMell |
OTHER COVERAGE 16. Plan/Group Number 17. Empioyer Name

4. Other Dantal or Medieal coverage? (f both, compiete 5-11 for dental any. )
nana () pantrr () meaezr ) som ()

5. Name of Policyholder/Subscriber In 24 (Last, First, Midale Initial, Sufx)

PATIENT INFORMATION

6. Date of Sifth (MMDDACCYY) 7. Gendar 3. Pollcyhalder'Subscrbar ID (SEM ar I0F) 18. Relationshig ta PalicyholderiSubscriber In 12

B [u0r0.0 sl leltlsmatss SCl0ll down to the
| et O e O s O o O [— | I bottom of the page
and select Copy

11. Other Insuranca Company/Dental BenaM Flan Mame, Address. Ciy, Stats, Zip Code Z1. Data of Birth (MMDDVCSYY) 22, Sander Patent IDMACCOUNE (AsEigned
e nuer)
wm OrOu IM TEMPLATE

Patient MName: | Account: CLAIM TEMPLATE
[Select Edit

22



How to Create a Claim Template

e A||scr|'pt5' ADA Dental - NV Dental

Claims Patients Reports Maintenance Help Toaols

Back To List Eorm Fields (20} [Electronic Fislds

HEADER INFORMA TION

1. Tt of Tanrehaston (M SN Sphe shis: bases)

() Sosement of Achust Servicas Raguest for Fradetenmination | Fresuthanzation | EFS0T/Tiele w0

2 Frecetemniaton | PeesuToriTanon Mumbe: FOLICY HOLDER/SUB SCRIBER INFORMATION
(For Insurance Company Named in #3

INSURANCE COMPANY/DENTAL BEMEFIT PLAN INFORMATION 12 Policyholden Subec st Hame (Last, Fast

3. Bompmeyitin barme, Addeess, Gy, State, Tip Code
N BMEDICAID

sememren Sclect OK

S THER COVERAGE
4. Over Damtsl o Mol soverage? (F Both, complete 515 for dentsd orky )
3 ) —y )
morm () et U0 meaxer L mem 1

S, hisrme of PolcpholdenSutacriser in B4 fLant Fims, Nicdis bl Su)

6. Diste of B (MMADCUCCTY) | 7. Gender 8 PukcyhokdenSubacstes 0 (S5 of I08) 15, Relancrmbe 1o Polcyhote: Sutacriber in 813 Abovs 15 Reneress For Fuue Lne
i v O rDuQ sor ) cpoime ) Depencent coia () cmer
2. Flaneoug Humber 11 Fasents Relstonshiz 3 Person named in 5 20, ame (Lt Firsi, Widdie infisl Suff), Address. Cily, Saate, Zip Code

O oo O I
sar L) spsas L) Depensem L) omar L)

11, Cohes ingvrens e CompammpDentel Dene Plan Kame, Addeps. Ciy, Fite. 2 Code 2. Dot of Deth (MMWDCCO ) IL Genges E1 Patent Diicoounst (Lesgned
- . by Densat|
] e -
MO rQouO CLAIM TEMEL

Fatient Name: | Account CLAIM TEMPLATE
| Select Edit ~|
Claim 1 of 15

23



How to Create a Claim Template

2. Predeterminiation / Preauthorization Mumber

INSURANCE COMFPANY/DENTAL BENEFIT PLAN INFORMATION

3. Company/Pian Mame, Address, City, State, Zip Code
N MEDICAID

OTHER COVERAGE

4. Other Dental or Medical coverage? (If both, complete 5-11 for dental anly_)

.y ] —
MNone L/ Dental? ./ Medical? Both ./

5. Mame of Policyholden'Subscriber in #4 (Last, First, Middle Initial, Suffic)

6. Date of Birth (MMDDICCY™Y) 7. Gender 8. Policyholder/Subscriber ID {SSM or IDF)
=1 " - e
m S F u
9. Plan/Group Number 10. Patient's Relationship to Person named in #5

Ty .- ~ ™y
Self ./ Spouse ./ Dependent ./ Other ./

11. Other Insurance Company/Dental Benefit Plan Mame, Address, City, State, Zip Code

RECORDS OF SERVICES PROVIDED

24. Procedure Date 25. Area | 26. Tooth |27. Tooth | 28. Tooth | 29. Procedure 2893
(MRMDIDACCY ™) of Oral System Mumber(s) | Surface Code
i Cavity o Letten(s)

e o e mu AN Key in all of the Red
12. Policyhoilden'Subscriber Name (Last, First, Middie Initial. Suffic), Address, City, State, Zip Code h ig h I ig hted Se C-ti O n S
.1 on the ADA C|a|m

I D | form

13. Date of Birth (MMDDACCY ™) 14. Gender 15. Policyholdeg
&

Lt F u
16. Plan/Group Mumber 17. Employer Name

PATIENT INFORMATION

18. Relationship to Policyholder/Subsc riber in #12 Above 19. Reserved For Future Use

Selt Dependent Child ) Cther ()

Spouse

20. Name (Last, First, Middle Iniial, Suffix), Address, City, State, Zip Code

21. Date of Birth (MMDDACCYY) 22. Gender 23. Patient IDVAccount® (Assigned

[= Y .y o~ by Dentist)
LA =) ) A CLAIM TEMPL

Diag Pointer 20b. Qty 30. Description 31 Fes 31a. Otner Fee DEL
(Includes 31a)

24



How to Create a Claim Template

=4 Allscripts
Claims Patiants Reports Maintenance Help

Teceiernineeion | Presviioreion Humber

INSURANCE COMPAMNY/DENTAL BENEFIT PLAN INFORMATION

3 ComparmPian hame, Asdnen, City. State, Zip Code

OTHER COVERAGE

& Diher Dental or ke e 7 (I bofh, complede 5-11 for denisl only

tore Derial? Macical? Both

5. Hame of PolicyholderSubmssitas in M4 iLast. First. Wiicls Iniial Suf

7. Gender B, Polic yhkded St iter 1D (S3H o 108)
8. PieniGroup Kusber 10 Padents Relyborsiup o Person ramed in 85

Self Spoune Deperdert

11 Dftas irmusrercs ComparyDisnisl Benaft Pian Mame_addeess. Gy

Siade Tig Code

(D26

Patient Name: Account CLAIM TEMPLATE
Select Edit '

Claim 3 of 16

Tools

FOLICY HOLDER/SUB SCRIBER INFORMATION
(For Insurance Company Named in #3)

12. PolieyholderSutacriber Marme (Last, First, Alicdle infsal. Suffs

13. e of Birih (WDOACCT 14. Gender
v M o NoN e |

16, PlardGroun Member 17, Erngloyer Mams

PATIENT INFORMATION

5 Pl ok Sula fiber i 112 Abdes

Ageress City, Sune, T Code

15

15. Rstdrvea For Fuluse Uie

set & spoiee Dependent Chid Ofer
M). Hame [Lind, Fiesd, ke Indial, Sufix). Address. City, State. Tip Code
e oiNcGER
11 Gender 23 Patert Dikcoounsd (Assignad
- s
M F CLAIM TEMPL
290, Oty 30. Dderigmar 3. Fed 3a. Omher Féd
rehan 3a)

Scroll down to the
bottom of the
page and select
Save & Run Edits

to save all
changes

Sl
= ]
]
]

Unda Save &
Changes [l]  Fen Edita

25



How to Create a Claim Template

2. Predeterminiation / Preauthornization Mumber

INSURANCE COMPANY/DENT

All the updates will be
saved to the
document and will no
longer be highlighted

3. Company/Plan Mame, Address, City, St
Ny MEDICAID

OTHER COVERAGE
4. Gther Dental or Medical coverage? (If b =

7~ ~ —
Mone Dental? ./ Medical? Both ./

5. Mame of Policyholder/Subscriber in #4 (Last, First, Middle |nitial, Suffix)

6. Date of Birth (MM/DDHCCYY) T. Gender

EJ M OO uO

10. Patient's Relationship to Person named in 25

8. Policyholder’Subscriber 1D (SSMN or 106E)

9. Plan'Group Mumber

Self Spouse ) Dependent ./ Other

I ree—— C ~0|| down to the
next Red
highlighted fields

RECORDS OF SERVICES PR

POLICY HOLDER/SUBSCRIBER INFORMATION
(For Insurance Company Named in #3)

12. Pualicyholder/Subscriber Name {Last, First. Middle Initial, Suffic), Address_ City. State, Zip Code
ALE GINGER
150 SOUTH FIRST STREET

REMNOC P 895020000

13. Date of Birth (MMDDICCY ™) 14, Gender 15. PolicyholderSubseniber 1D (SSM or 1D
w O @® y O | 200000000

16. Plan/Group Number 17. Employer Hame

FPATIENT INFORMATION

12. Relationship to Policyholder/Subscriber in #12 Above

sSeif ®) spouse () Dependentchid () Other ()

20. Mame (Last, First, Middie Initial, Suffic), Address, City, State, Zip Code

19. Resenved For Future Use

ALE GINGER
21. Date of Birth (MMDDRCCYY) 22. Gender 23. Patient IDVACCOUNEE {Assignea
= — —~ = by Dentist)

L= F S A CLAIM TEMPL

1 |||0a/04r2016 ] DO0120 [ |

24_ Procedurs Date 25, Area | 26. Tooth |27. Tooth | 28 Tooth | 29. Procedure 20a_ Diag Pointer 20b. Oty 30. Description 31. Fes 31a. Other Fes
(MMDOFCCY ™) of Oral System MNumber(s) | Surface Code {Includes 31a)
-~ Canvity or Letter(s)

] $100.00

DEL

]

Update Field 23 and
enter new Patient

ID/Account #

26
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How to Create a Claim Template

= Allscripts

Claims Patients Reports
Eenett
R R ERVICES PR D

-~

1

22, Gender

Scroll down to the
bottom of the
page and select
Save & Run Edits
to save all

changes.

27



How to Create a Claim Template

% Allscripts
Claims Patients Reports Maintenance

v

33, Minseg Teeth information (Piace 80 7 0n each masaing 150t

¢ 5 & 7 8 9 10 1 12 13 14 5 18

sazss ARl ‘ Use the drop-

down menu in
e i Field 34 and

S B Select ICD-10

AUTHORIZATION

ent plan

1 o8 (Corrgletn 4142

wsert ardion Soratue xn * - e

42, Moeths of Trestment Nemanng 43 Maptacement of Proshesn? 44 Dete Prior Pacement (VAT
o (®) vy (Compmetn 44
t paymert of Toe Gartal baredts ctherawe papatie 1o me 45, Trestment Resustng Som
sl ensry

Occupasonsl nessingry Aato seudent Otver aeticdent Nooe @

Sutacrter Spratae Cete pr . - s -
46, Dete of Accidert (NMDOICC &7 Acts Accident Siste

BILLING DENTIST OR DENTAL ENTITY TREATING DENTIST AND TREATMENT LOCATION INFORMATION

e (Last. First) | Addeess, Coy, 5 herey cemty thet the procedures a3 indc ated by cete

complenes

— R | oy in all of the Red
highlighted sections on

the ADA claim form

Patient Name ALE GINGER  Account: ALEGDY

Select Edit v

Flaim A~ 4T




How to Create a Claim Template

#% Allscripts

Patient Mame: ALE, GINGER
Salact Edit

Claim 4 of 17

Claims Patients Reports Maintenance Help Tools
BY wiping Taeth inSormanon (PRE B0 7 08 8508 MRIHNG H00th) 4. Dasgrerts Cooe List Quabe ] 0C 10 = A ¥13. Oner Feeisl
34 5 8 8w 12 1% 14 1 % | 34g CugnoamCoasss | [ERER Ll T 1 Fid $100.00
Errary Aagrown » 2 (7742 4 | F7am
2 3 -] ® 3E M 12 B o1 17 = =
35 Memasis
AUTHORIZATION ANCILLARY CLAIM/TREATMENT INFORMATION
of Trastserk _ o g 1 sfice )
Code Frobeg e [
o Codes b Probessionel Clars o G
ad e
your ups s cieclosune of my profesied hesEh intormation io
1 OO 0N Wl T Clae 40 in Trastsent for Orihosonscs’ 41, Date Apchanc s Plac e (MME
o | o isiap 4147y B s (Complete 4142 =l
Fadertfusrdien Sionatue . 43, Wiora of Trastment Femaneg 41 Repiscement of Prostress & Date Prior Piec ement (MBMDDVCCY Y
Mo ) ya [Complele 44
o4 e of e caeisl baradty piteains Cayathe 51 me 45, Treafrent Fesyling from
e Dedoow namesd Jeri o dendal enit,
¥ il Leddt e Otfed BEERIEN rione
Cete ] F Aceisend (MADIVCCT Y] W] &7

EILLING DENTIST OR DENTAL ENTITY

48, ame Lt First) | Acaress. CR,

e, D Goce

IMG

Sk

REND L 8%

48 KF

82 Prome bt E2a Asmonsl Provider 1D

Account: ALEGH

TREATING DENTIST AND TREATMENT LOCATION INFORMATION

ie A1 i EIOGERNS (157 PIOCSSUNES Tl recLUETe mulSicls sk or s Sesn

£3. 1 haretyy cacy
compiaed

B proc scure e inccated b

W |

Sagresal (Toeating Dental Dans

RS 1000011 00 55 License husmioer

56, Adkdress, Ciy, Soate 558 Provider Speciakty Code

£T. Phons Mumbar 5B Addmonsl Provider 1D

P

Scroll down to the
bottom of the page and
select Save & Run Edits
to save all changes

29
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How to Create a Claim Template

=4 Allscripts

Claims FPatients Reports: Maintenance

HEADER INFORMATION

pe of Transacscn [kark ol Bp

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION
Sisde, Tip Code

N MEDICAID

1. Scroll down to the
bottom of the page to
confirm the claim has no
additional edits by locating
No Errors

Tools

POLICY HOLDER!/ /SUBSCRIBER INFORMATION
(Fer Insurance Company Named in #3)

ot phoickes Fubacriber hame (Last First Middls inded Suff) Acdress. City Stsle. Tip Cooe
GINGER
SCITH FIR EET
REMNG
V3. Dede of Birth O der
11560 w o, () | D0000000C
PanGrowp Mumber | 17, Empioyer Hame

22, Ganer

| 2. Scroll down to the bottom of

the page and select Send to
mark the claim for processing.
Once the claim has been sent
you are unable to make any

changes to the claim form.

30



How to Print & Save Your Claim

# Allscripts

Patient Mame: ALE, GINGER
Ma Errors
Claim 4 of 17

Claims Patients Reports Maintenance
HEADER INFORMATION
1. Type of Transacson [Maric ol sppi:pbis baoes,
Staiwment sl Sarvices Raguest for Frecetsmminration | Frasuthorizaion

2 Brpdeterminestion | Prasuthonsalon bbbt

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

OTHER COVERAGE

& Oaver Dernal o iedicel cowerage? (W bodh, compleie 517 dor dentall only

Fone Demai? el

5. tame of PolcyhoktenSubscriber in 84 (Laat. First. Micdie Intial, St

6. (Dute of Brsh ()

U PG Mursbe Prasianl's Ralstonat 1 Paron narmed n IS
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Scroll down to the
bottom of the page and
select the Print button
to print a copy of claim
form
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How to Print & Save Your Claim

HEADER INFORMATION

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

OTHER COVERAGE

A pop up window will

: appear. Select the J340D
Form (ICD-10)-With Form,
then select the Print button
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How to Print & Save Your Claim

ToC Mage " A | Il ! SN
Jontal Claim Fo
Al
N .
1

..................................................................

A pop up window
will show the

J340D Form (ICD-
10)-With Form in a
gt Report Viewer,
e then select the
Preview button
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How to Print & Save Your Claim

<™ -1

INBIUNANCE COMPAMNY DENTAL 1

NV'MEDICAID

C -. .. C DEMBUBRSONIBEM tMFrOommMAY -,
e Save button or P SER.
H FIRST STREEY

RENO N 895020000
i - - b’ -
' 1 O1Me80 09000000000
4
v :
5
FATIENT InFORmAT) "
.
X
ALE, GINGER
X

ALEGOT
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How to Print & Save Your Claim

Ft el e 1]ra | = e (s [-]| [H] B |

Tools Fill & Sign

Comment
|

I
|
Rt
|
|
|

ADA Amer

can Dental Association® Dental Claim Form

[ HEADER INFORMATION

|
|
|
|

INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION

POLICYHOLDER/'SUBSCRIBER INFORMATION

ALE, GINGER
150 SOUTH FIRST STREET

NV MEDICAID

RENO NV 895020000

01/01/1960 X'+ 100000000000

OTHER COVERAGE

PATIENT INFORMATION =T

X
ALE, GINGER
X
ALEGO1

To close the pop up
window for the PDF

document, select the Red
X in the right hand corner
of the window

35



v

How to Print & Save Your Claim

r -
= https//www.payerpath.co

s Page 1 || of v PR scict Fomat M - Preview Print Help

ADA American Dental Association” Dental Claim Form

HEADER INFORMATION

| ; , .
]rou(’vmnmquum:mmuxmn_vm.'.:- ON | TO Close the pop up WIndOW

—{ ALE, GINGER

| INSURANCE COMPANY/DENTAL BENEFIT PLAN INFORMATION | 150 SOUTH FIRST STREET for the Report Vlewer
NV MEDICAID |
1 RENO NV 895020000 document’

01/01/1960 X 00000000000 | SeIeCt the Red x In the rlght
hand corner of the window

OTHER COVERAGE

PATIENT INFORMATION

[
|
1
|
l
!x

| ALE, GINGER

ALEGO1

RECORD OF SERVICES PROVIDED

04/04/20186 D0120 A 1 100.00




Back to Untransmitted Claims List

=% Allscripts

Claims Patients Reports Maintenance Help

HEADER |

x able oS
Pisquesd for Precisterminaton | PrsmShorizaton

2. Pracelermini

IDENTAL BENEFIT PLAN INFORMATION

Scroll up to the top of
the page and select the

button that reads Back
to List

B. Pole phoidenSatacrier ID (558 o IDF

¥ PlaniGeoup Member 10l Patiends Pelionshio in Person named in #

Sell Spunse Dependent Omer

1. Oothad Wilarane s

Falient Name: ALE. GINGER  Account ALEGO
Mo Ermors
Claim 4 of 17

Tools

POLICY HOLDER/SUBSCRIBER INFORMATION
(Fer Insurance Company Named in #3)

12 PolcyokiarSubsontes Mo (Last, Fust. i infsl Suft, Adcres, City, State. Tp Coce

ALE GINGER

modzerSubee e 01 SEH o 1D

18 Fian

FATIENT INFORMATION

£ Rrlationhip i PolicyhoideoSutes rier in 512 Abowe 15. Resenved For Futune Lise

1. Wlicichs sl

ALE GINGER

il IEMAL il [ ASdihe

Fange

SH

Strg
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5
aty
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Untransmitted Claims List

3 selocted

NV MEDIC 10010010 D40

Other options
available from the
Untransmitted I ui  pay
Claims List include [Sg" . Tl Other options available from
selecting any . the Untransmitted Claims List
claims to Print M i1 clude selecting any claims in
U o Passed Status to Print or

AV TRANING HILL. THOMA' HILLTHOMA NV MEDIC 1004
¥ mark for Send

AM TEME NV MEDIC 10010010

bV
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Viewing Remittance Advice



v

Remittance Detall

# Allscripts
Select Reports

Resources Quick Links

Knowledge Center

Claims Filters -

You have not set up any Claims filters.

Create Filter
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Remittance Report Filter

Remittance Report Filter

Claims Patients Reports Maintenance

Help Tools

Select Criteria I

@® 0-90 Days (O 91+ Days

Check Amount:

Check Number:

Check Date:

From Through
Report Date: |04/16/2016 =] [04r2312016 =1 I
Payer: IAJI Payers ~ |
NPI:
View: [VIRead ¥ Unread [ ] Deleted

(I Display Downloadable Reports Only

From Through

|

[ = ; Select
T Apply Filter
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Remittance Detall List

- -

e /\|Helilo]i 3l Remittance Detail List |

Claims Patients Reports Maintenance Help Tools

Check Data will be listed: Payer, NPI, Check No, Check Amount, Check Date, Received Date and Status

-
_| NV Medicad Professional 210002480191411 $5,74485 0771272013 7/7720135:03.00 AM R H =
[] NV Medicaid Professional 210002480138786 $4,909.39 07/05/2013 6/30/2013 S:04:37 AM R H 3 View
[7] NV Medicaid Professional 210002480186066 $4,660.83 06/28/2013 6/23/2013 456553 AM R H E| w
[] NV Medicaid Professional 210002480183559 $9,760.75 06/21/2013 6/16/2013 4:37.07PM R H ﬂ View
["] NV Medicaid Professional 210002480178481 $4,43592 06/07/2013 6&/2/2013 45143 AM R H View
} [] NV Medicaid Professional 210002480175928 $7,708.32 05/31/2013 S/26/2013 5:03.05AM R H El View
["] NV Medicaid Professional 210002480173295 $2,000.59 05/24/2013 S/19/2013 45541 AM R H = View
[] NV Medicaid Professional 210002480170713 $3,781.44 05/17/2013 S/112/2013 4:56:36 AM R H E| Vview
i [] NV Medicaid Professional 210002480168121 $1,599.84 05/10/2013 S/5/2013 4:56:22AM R H ﬂ View
E [] NV Medicaid Professional 210002480165429 $4,435.92 0S/03/2013 4/28/2013 427:37TPM R H View
[71 NV Medicaid Professional 210002480162845 $2,181.60 04/26/2013 472172013 45413 AM R H £ View ~
@ . 4 4 E:I [ Displaying items 1 - 12 of 12 A




Remittance Advice

=2 Allscripts
NV Medicaid - 835 Remittances

Customer Name

Claim Information

Claim Status Total Biec $145 a2

FLET Ciasm Numv ICN:  20131S370148830 Total Prov Pax S145.44

Rend Prov Service Date Pr Mods Rmrk Cd Billed Allowed Deduct Colns Grp /R /Oty 7 Adi Amt Prov Adi Ca/ Amt Prov Paid Pat Bal Due
05 Jul - 08 Jul 2013 H2014 $145 44 s145 44
$0.00 $0.00 $145.44

ta
ts

Sip s Re s Qty ¢+ Adj Asnt Prow Adj Ca Aumt

Rowk Cd

$363.60

]
v
0o

p—— Name of Insured

Prowv Paid

Rend Prov Service Date er Pat ACCOU nt . Amt Prov Adi Cdr Amt

Total Billed

Insurance ID Number

k : Service Date = =

Amount
Total Provider

S Procedure Code

Paid Amount

otal B
CLAIM TEMPLET Claim Numv ICN 201319370148540 Total Prov Paid $14S as
Rend Prov Service Date Proc Mods Rowk Cd Billed Allowed Deduct Colns Grp /Rc / Qty / Adj Amt Prov Adj Cd/ Amt Prov Paid Pat Bal Due
05 Jul - 08 Jut 2013 2014 $145 44 $14% aa $0.00
$145 22 $0.00 $0.00 $0.00 $0.00 $0.00 $145 22 $0.00
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Learning Check

1. You should always copy the template before entering claim information.
a. Yes

b. No

2. From the Welcome page, where do you go to start your submission of a claim?
a. Tools

b. Reports
c. Claims
d. Help

3. Will your claim be automatically submitted once it’s in a passed status?
a. Yes

b. No
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Nevada Medicaid Contact Information

EDI Help Desk
Phone: (877) 638-3472 (select option 2, then select option 0, then select 3)
Email NVMMIS.EDIsupport@dxc.com

Mailing Address:
Nevada Medicaid
EDI Coordinator
P.O. Box 30042
Reno, NV 89520-3042

Nevada Provider Training
Email NevadaProviderTraining@dxc.com
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Thank You



