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I. PURPOSE: To establish policies and procedures for the processing of claims.  

II. APPLICATION: All Board operated and contracted programs.

III. REFERENCE: Michigan Department of Health and Human Services (MDHHS)/Community Mental Health Services Program (CMHSP) Managed Mental Health Supports and Services Contract.

IV. DEFINITIONS:
	A. CLEAN CLAIM
	A claim that is completed in the format specified by Community Mental Health for Central Michigan (CMHCM) and that can be processed without obtaining additional information from the provider of service or a third party. It does not include a claim from a provider who is under investigation for fraud or abuse, or a claim under review for medical necessity.

	
	

	B. PROVIDER
	One that provides mental health services and/or supports under contract with CMHCM.

	
	

	C. LIABLE THIRD PARTY
	Refers to any health insurance plan or carrier (e.g., individual, group, employer-related, self-insured, or self-funded plan or commercial carrier, automobile insurance and workers compensation) or program (e.g., Medicare) that has liability for all or part of a recipient's covered benefit.


	
V. POLICY:
A.	Community Mental Health for Central Michigan (CMHCM) will pay approved clean claims within 30 days of receipt.
B.	CMHCM will assume liability for claims for services that meet the following criteria:
1.	The service provider has billed other liable third parties prior to billing CMHCM, and
2.	The service has been pre-authorized by CMHCM, or
3.	The service has been pre-authorized by another CMHSP on an emergency basis to a consumer who is a resident of the CMHCM service area, or
4.	The service is delivered under a contract between CMHCM and a service provider, or
5.	The service is provided on an emergency basis by an approved member of the CMHCM provider panel, and it can be determined that, but for the urgency of the need, the service would have been pre-authorized by CMHCM.
6. 	The claim is adjudicated, submitted, and clean.
C. During the fiscal year, all clean claims must be submitted within 60 days of the date of service.
D. At fiscal year end, all claims must be submitted by 5 p.m. on October 25th. If October 25th falls on a weekend or holiday, claims must be submitted by 5 p.m. on the next working day. 
E. Reconsiders will not be processed for rate differences when over 60 days from the date of service.
F. Denied claims may be appealed in accordance with the Provider Network Management Appeals Policy, 3.100.002.  

VI.	PROCEDURES:  
A. 	Claims - General
1. Claims are to be submitted in batches that contain dates of service for one month. There should not be two months of service dates combined in the same batch.
2. Claims received through the mail will be date stamped by the mail clerk when received and forwarded to the Accounts Payable Department for processing.
3. Claims received through CMHCM’s CIGMMO electronic health record software are time stamped when submitted.
4. It is the provider’s responsibility to review the claim adjudication report prior to submitting claims. Any errors must be corrected before submission.
5. Each claim will be scrutinized in order to validate contracted covered service, rates, third party insurance, and pre-authorization.
6. When a claim is approved, it will be paid. 
7. When a paper claim is denied, an explanation of the denial will be sent via letter in the US mail.
8. When an electronic claim is denied, the provider will receive notification via the Explanation of Benefits (EOB). 
9. When a claim is denied, it is the responsibility of the provider to make necessary corrections and resubmit within 60 days of the date of service.
10. Internal auditing of claims processing will be performed to ensure accuracy and timeliness. 
11. Denied claims may be appealed to the CMHCM Chief Financial Officer following the procedure outlined in the Provider Network Management Manual, Appeals Policy 3.100.002.
B.	Hospital Claims
1.  Clean Claim Processing
a. 	Claims for psychiatric inpatient hospital services should be submitted using the paper form UB-04.
b. 	All claims should be submitted within 90 days from the date of discharge for a consumer eligible for Medicaid only. 
c. 	Claims that require coordination of benefits (COB), for individuals that have a third-party insurance provider in addition to Medicaid, are to be submitted within 90 days after receipt of the third-party payor’s EOB.
d. 	Accounts Payable staff will review the claim for verification of inpatient dates approved, county of residence, and insurance policies.
e. 	Claims where the consumer has Medicaid secondary, the Accounts Payable clerk will enter the authorization in the claims processing system and remit payment.
f.	Clean claims will be paid within 30 days following receipt.	
2. 	Hospital Denials 
a. Any denial of billed service days will be noted with a written letter including the reason or with partial payment and Explanation of Benefits.
b. If the hospital disagrees with the denial, a retrospective review can be requested.
3. 	Request for a retrospective review
a. 	Hospitals are asked to submit a Request for a Retrospective Review under the following circumstances: 
1) if they disagree with a denial
2) if CMHCM staff were not aware of the admission
b.  	No retrospective review is necessary for an individual that has Medicaid secondary.
c. If the hospital and CMHCM are still unable to reach a satisfactory resolution, the hospital may file an appeal in writing.
d. Formal appeals to the Chief Clinical Officer (CCO) must be filed within 30 calendar days of the date that the provider receives the initial denial of the Retrospective and Reconsideration Review.
e. If the hospital is not satisfied with the CCO’s action, they may appeal within 10 days of receipt of the CCO’s response to the Executive Director.
f. The following procedure should be followed for a request for a hospital retrospective review: 
1) Within 30 days of denial, a hospital can request a Retrospective Review of dates not approved for payment.
2) Retrospective Reviews are sent to the Accounts Payable Department.
3) Accounts Payable will send the Retrospective Review request to the Crisis Mobilization and Intervention Team (CMIT) for review.
4) Retrospective Review documentation should be scanned into the consumer’s electronic medical record (CIGMMO).
5) After clinical review:
a) If approved, the authorization will be entered into CIGMMO and the Retrospective Review form sent to Payables to process the payment.
b) If the Retrospective Review is denied, the CMIT Supervisor will conduct a Reconsideration Review of the denial.
c) If the Retrospective Review and Reconsideration Review are both denied, the Retrospective Review form is sent to Payables to process a letter of denial, giving the hospital 30 days to appeal to the CCO.
4. Formal Appeal
a. Appeals must be made to the CCO within 30 days of the date of the Retrospective Review and Reconsideration Review denial letter, with a copy to Accounts Payable.
b. Decision by the CCO is communicated to the hospital and if:
1) Approved – The Appeals Section of the Retrospective Review form is completed and forwarded to Accounts Payable and CMIT to update the authorization. CMIT will notify Accounts Payable when the authorization is updated so that payment can be made.
2) Denied – The Appeals Section of the Retrospective Review form is completed and forwarded to Accounts Payable and CMIT for their records.
5. Appeal of Appeal
a. The hospital has 10 days from the receipt of the CCO denial to appeal to the Executive Director.
b. Decision by the Executive Director is communicated to the hospital by letter and:
1) Approved – A copy of the letter to the hospital is sent to Accounts Payable and CMIT. CMIT will notify Accounts Payable when the authorization is completed.
2) Denial – A copy of the letter to the hospital is sent to Accounts Payable and CMIT for their records.
C. 	End of Fiscal Year Claims
1. At fiscal year-end all claims must be submitted by 5 p.m. on October 25th. If October 25th falls on a weekend or holiday, claims must be submitted by 5 p.m. on the next working day.
2. Electronic batches must not include claims from two different fiscal years.
3. Requests for claims reconsiders must be submitted by October 15th to allow time for processing and possible rebills.
4. Requests for a waiver of the 60-day restrictions must be requested by October 15th to allow time for processing.
D. 	Reconsiders
1. 	Provider sends an email request to payables@cmhcm.org
a. All future correspondence regarding a specific reconsider will be made using the original email thread/string.
b. The subject line of the request must say “Reconsider” and include the agency name and the consumer’s initials.
c. The body of the email request should include the following information and in this order/format:
1) Consumer name and CMHCM ID number
2) Claim number - NOT THE BATCH NUMBER
3) Dates of service
4) Dollar amount to be reconsidered
5) Billing Service Code
6) Reason for the reconsider request
7) Indicate if this reconsider will be re-billed
2. 	Accounts Payable will review, process the reconsider, and email the provider when the reconsider is completed.
3. 	If the reconsider needs to be re-billed, CMHCM will coordinate with the provider the timing of processing the reconsider and the replacement billing via the original email thread/string.
4. 	Provider will need to rebill within the deadline set by Accounts Payable or the replacement billing may be denied.
5.	Accounts Payable staff will reply to the original email thread/string indicating the deadline to submit.
6. 	Before the provider submits the replacement billing batch, the provider needs to reply to the original email thread/string, with the batch number of the replacement billing. This will ensure that all of the necessary information is provided. The replacement batch should only include the claims that have been reconsidered that need to be re-billed.
E.	60-Day Restriction
1. 	Provider emails payables@cmhcm.org to request the 60-day restriction be lifted.
a. 	All future correspondence regarding the request will be made using the original email thread/string. 
b. 	The subject line of the email should read: “60-day restriction” and include their agency name and consumer’s initials
c. 	The email should include the following and in this order/format:
1) Consumer name and CMHCM ID number
2) Batch number
3) Reason for the request – why is the claim(s) being submitted late?
4) All emails between the provider and the CMHCM staff, such as the case holder, must be included as supporting documentation.
d.  	Accounts Payable staff will review the request and discuss with the Chief Financial Officer, if necessary.
e. 	The decision will be communicated to the provider by Accounts Payable staff.
2.	If the request is approved, BEFORE the batch is submitted, the provider will email payables@cmhcm.org the batch number they are ready to submit. Only those claims approved should be included in the batch.
3. 	Accounts Payable staff will have the 60-day restriction removed and email the provider, notifying them they have 24 hours or less, depending on timing of the request, to submit the batch.
4.  	As soon as the batch is processed, the 60-day restriction will be reinstated.
5.	If the request is denied, the provider can appeal using the Provider Network Management Appeal Process, 3.100.002.  
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