Baltimore City Colorectal Cancer Control Program:  

Procedures for Paying for CRC Screening Services 

January 2010
The following outlines steps and procedures for paying for services offered by Baltimore City CRC Control Program at ___________  Hospital.

1. Determine client eligibility for the program:

· Client must live in Baltimore City

· Client must have an income equal to and no more than 250% current Federal Poverty Guidelines. 
· Client must either have:
· no health insurance, 

· Medicare Part A only. If client has Medicare part A, the program will pay for colonoscopy as screening is not covered by Medicare part A. 

· commercial insurance that does not cover CRC screening.
· Client cannot have certain medical conditions or symptoms and cannot be up to date with screening by program guidelines.

2. Determine services the ______  Hospital CRC Control Program will routinely cover.  NOTE: Program does not fund treatment of screening complications and does not fund diagnostic or treatment services.

3. Obtain contracts with providers/facilities for covered services, if needed.

4. Find providers to whom you may “link” or refer clients for services not covered by the ________  Hospital CRC Control Program.

5. Notify clients at the time they enroll and sign the consent about:

· which services are and are not covered under the program;

· which providers are covered;

· how the client should expect bills to be paid; and 

· what to do if the client receives a bill.

6. Notify providers how to bill the ________ Hospital CRC Control Program for a client who is participating in the Program.

7. Receive and date-stamp bills.

8. Verify client eligibility for payment:

· Have the [Administrative Case Manager] check clinical records and verify that the client is eligible for payment of the services being billed.

9. Approve services for payment:

· Have the [Administrative Case Manager] review the bills and determine, item by item, whether the service was appropriate for the CRC screening and included in the local Program’s covered services. 

· Determine that the results of the visit(s), procedure(s), and pathology test(s) have been received by the _________Hospital CRC Screening Program. 

· Make contact with providers, if needed, to clarify the purpose of the test, etc. to determine if indicated for payment by the CRC Control Program.

· See Attached Letter to Provider for documenting additional information needed or documenting why the payment was not approved.

10. Determine the amount that will be paid, by CPT code(s) on the HCFA 1500 and/or code(s) on the UB-92 if HSCRC Regulated rates for services billed.

· Determine from the CPT code what the approved payment rate should be for each service that is approved for payment, and write that amount on the HCFA 1500 (invoice) next to the billed amount.  Payment should be: 

· Medicare rates for screening (for colorectal cancer screening:  colonoscopy, polypectomy, and associated pathology and office visits;

·  HSCRC rates for services with HSCRC regulated rates (e.g. hospital facilities, some ambulatory surgical centers, some laboratory fees).

11. Process bills for payment according to usual hospital methods.

12. Notify provider and client of items that are denied by the Program.

· Notify client of items on bills that will not be paid by the _________Hospital CRC Control Program.  

· Advise the provider and the client that the client may be billed by the provider for items that were not covered by the ________Hospital CRC Control Program.

Sample letter to provider requesting additional information, documentation, …prior to paying for services billed.  This page should have boxes in front of the lines—but some printers don’t print them!

____________ Hospital Colorectal Cancer Control Program

Date: _______________________

To Whom It May Concern:

Your bill for services was received; however, it cannot be processed due to the following:

Bill was not on HCFA 1500

Bill was not on UB-92

Client not participating

Medical Provider not participating (see attached)

Procedure or service not covered under this program

 Program does not cover __________________________________________   

 Client responsible for bill

 Submitted over ____ months from Date(s) of Service

 Need the following documentation before processing bill:

 Document that this procedure/service was directly related to colorectal cancer screening services 

 Send in a copy of Client’s Explanation of Benefits or Denial by insurer

 Send in a copy of report

 Send in a computer printout indicating bill sent to ____within the [     ] month time limit
 Form Incomplete - Need:

 Patient's SS# (Please call if no SS#)    

 Provider's Tax Code #



 Total charge or balance due

 Diagnosis Code for ________Cancer or a preliminary code leading to a final 

Diagnosis Code

 

 Please return original claim for proof of timely billing

 
 Please allow 6 weeks for payment from processed date -          /          /  


 Documentation provided does not support a direct relationship between the service

provided and colorectal cancer screening services


 Other: 
Please submit additional information, if requested. If you have any questions, you may call me at _______________.  Please send information to: _____________________________

         
Sincerely,
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