“AHCCCS

* Arizona Health Care Cost Containment System

Claims submission using the

[ ] .

AHCCCS Online portal. ° .
@

e Claim Type Professional (1500 Form) . ® @ ¢

* Claim Type Institutional (UB Form) ® . ‘

e Claim Type Dental (ADA Form) & . . ‘

e ..o.



AHCCCS

a Health Care Cost Containment System

5010 Online Claim
Submission

Claim Type Professional
(1500 Form)



AHCCCS

Arizona Health Care Cost Containment System

A https://www.azahcccs.gov/

Agencies Services OpenBooks

AHCCCS 2

Arizona Health Care Cos

AHCCCS Online

https://www.azahcccs.gov/

el W

L ~-ac| aaHcces

Current Providers




AHCCCS
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FAQ | LogIn |

Arizona Health Care Cost Containment
System
Our first care is your heaith care

Register for an AHCCCS Online account.

To learn more about AHCCCS Online,
Click Here

Hospital Assessment

Vigw Hospital Assessmant Invoice

Wake & Hospital Assessmant Fayment

Health Plan Links

Vigw Health Plzn Links

AHCCCS

Arizona Health Care Cost Containment System

Arizona’s Official Web Sita

Thank you %or visiting AHCCCS Online. In order to use tie site, you must have an actve acccunt. Please login or register 2 new account.
For questions, please contact our Customer Support Center at (602) $17-4451,

#% ATTENTION - SHARING ACCOUNTS IS FROHIBITED! *#

Please remember that sharing account logins is prohibited and violates the AHCCCS User Acceptance Agreement. You should NOT share your

uszr name and password with any other individuals. Each user must have their own web account. Access to the web site can be terminated if the
User Acceptance Agreement is violated.

AHCCCS Online User Manuals

Sign In

Username

o

Passwerd

Forgot your Password? Click Here

» Passwords are case-sansitive, After 3 failed attempts, within 15 minutes, your account will be locked out, and you will either
need to contact your Master Account holder to unlock your accourt or use the Password Recovery featura,

Enter Username

Enter Password

Frivacy Policy | Contazt AHCCCS | HIPAA | © Coayright AHCCCS

801 E. Jeffersen, Phoenix, AZ 85034
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Arizona's Dfficial Wek Site

Main | FAQ | LogOut |

Claim Status

Claims Submission

EFT Enrcllment

Member Verification

Mewborn Hotification

Prior Authorization Inguiry

Prior Authaorization Submission

Provider Verification

Provider Re-Enrallment/Revalidation

Support and Manuals

AHCCCS Online User Manuals

AHCCCS Online Learn Mare

Frequently Asked Questions

Account Information

Username: Trainingd1

Usear: Albert Escobedo

Type: Master

IP: 170.568.81.110

Provider ID: 231725

Main Page

4k For security purposes, your session will be logged out after 15 minutes of inactivity. 4

AHCCCS Online is an AHCCCS website designed for registered providers.
It offers the convenience and efficiency of several online services.

CLAIM STATUS

Claim Status allows providers to check the status of Fee-For-Service claims submitted to AHCCCS. If a recipient is enrolled in a capitated Health Plan, the He;
inguiries.
For a listing of the Health Plan contact information, please click on Health Plan Listing.

CLAIM SUBMISSION

Claim Submission allows providers to submit Professional, Dantal and Institutional claims to AHCCCS for nightly processing. Claims submittad prior to 4:00 PM
night. Claims submitted aftzr 4:00 PM Friday will be processad the following Monday. The status of the claims can bz viewed anline by searching for the claim |
processing time may take 24-72 hours, depending on the number of claims processed and the time of the submission.

MEMBER VERIFICATION

Eligibility and Enrcllment Status zllows providers to verify an AHCCCS recipient's eligibility and their enrollment in a Health Plan. Providers can also obtain Mad
party coverage information for 2 recipient.

NEWBORMN NOTIFICATION

Mewborn Motification allows providers to submit newborn information to AHCCCS during the hours when the COM Center is not available. Status of these subm
wieb site within 48 business hours.

PROVIDER VERIFICATION

Provider Information allows providers to update their correspondence addrasses. Providers may also view (but not update) their Service and Pay-To Addresses
Signatures.
For further information, pleasa click on AHCCCS Provider Registration.

PROVIDER RE-ENROLLMENT/REVALIDATION

Provider Re-Enrollment/Revalidation allows providers to submit their re-enrollment information electronically. Providers who were registered with AHCCCS prio
mail or e-mail when it is time to re-enroll. All data must be submitted by the indicated timeframe on the letter or the AHCCCS identification number will be terr
Providers must wait to receive a re-enrollment notice. If documents are reczived prior to the re-enrollment notices being mailed cut, the decumeants will be pre
system reguirements. Data may be submitted by authorized signers on file with AHCCCS. For further information, please click on AHCCCS Provider Re-Enrollm:

PRIOR AUTHORIZATION INQUIRY

Select Claims Submission on the Menu

AHCCCS

Arizona Health Care Cost Containment System



_Claim Submission

Claim Submission

Claims submitted to AHCCCS prior to 4:00 PM, Monday through Friday, will b2 processed within 24 to 48 hours. Once the claim has been sent for processing, it can ne longer be modified via
the web. After the processing deadline, corrections will need to be submitted as a Replacement or Void. The claim will not be accepted if any reguired data elements are missing. The claim
will also be rejected if the recipient is not eligible for coverage at the time the sarvice is rendered. Claims will be processed under the following Identification Mumber (Mon-Parson Entity):

Payer/Receiver Electronic Transmitter Identification Number: 366004751

MOTE: You cannot view the processing status of claims submitted by other users.

Enter New Claim
T',.rpeufclaim: Go...

View Claim Processing Status
Submission Date(s): - Go...

Select Professional in the =

Click GO...

AI ICCCS Reachingacross Arizonato provide comprehensive ;
quality health care forthose in need

Arizona Health Care Cost Containment System




AHCCCS

Arizono Health Care Cost Contminment System

Main | FAQ | LogQut |
“ Professional Claim Submission

Llaim Status llelp

T * Indicates 2 requirad field.
Claims Submission

EFT Enrcllment Submitter Providers Patient'Subscriber Ambulance Other Payer Atachments Claim Information Service Lines

Memiber Verification

Organization Name: TEST/CASE
Electronic Transmitter ID Number: 55222
Information Contact Name: Escobedo, Albart

Information Contact Telephone Number: £02-417-4562

Pricr Authorization Inquiry

Pricr Authorization Submission

Provider Verification

I
|
|
|
Newborr Netification I
|
|
I
|

Provider Re-Enrollment/Revalidation

Save H Submit H Cancel

Support and Manuals

AHCCCS Qnline User Manuals ‘

AHCCCS Onling Learn More ‘

Frequently Asked Questions ‘

This is the Submitter screen— verify the correct provider information (some providers

may have more than 1 ID)

p) Select the Providers tab next

AHCCCS

Arizona Health Care Cost Containment System



Professional Claim Submission

Bubmitter Frowviders Patient/Subscriber Ambulance Other Payer Aftachments Claim Information Service Lines

Billing Provider Rendering Provider Referming Provider Service Facility

Billing Provider

* Tax ID: 123455739 ) con @ 1M
Provider Commercial Number: 221725
* CMMS MNational Provider ID (NPI): Find
“ Entity Type: : Parson : Mon-Persomn Entity
Health Care Provider Taxono my Code:

Provider Name: TEST/CASE
Information Contact Mame:
Imformation Contact Telephone Mumber: 024174000

Service Locator Code/Address: |01 EI ;EIIEIEN;EFE.EZRESSODT]4

Pay-To Locator Code/Address: |01 EI gﬁEENiEFiEZRSSF?DTJJl

[ Save ] [ Submit ] [ Cancel ]

This is the Billing Provider screen — fill out all the areas marked by red asterisks

Tax ID — enter biller or group tax ID

Provider Commercial Number — enter in the 6 digit AHCCCS ID here- if you do not
have a valid NPI# leave that field blank

CMMS National Provider ID (NPI) — enter valid NPI#, leaving the Provider
Commercial Number blank

Entity type — select “person” if the id number belongs to a person or “non-
person” if a company is identified

Click “Find” — provider information should be displayed

Select the Rendering Provider tab next




Professional Claim Submission

Hzlp
* Indicates a required field.

Submitter Providers Patient!Subscriber Ambulance Cther Payer Adtachments Claim Information Service Lines

Billing Provider Rendering Provider Refering Provider Service Facility

Provider Commercial Number:

* CMMS National Provider ID (NPI): 920009200 Find

* Entity Type: () parzon () Non-Bersan Entity
Provider Name:

Performing Health Care Provider Taxonomy Code:

[ Save H Submit H Cancel ]

This is the Rendering Provider screen— fill out all areas marked with red asterisks,
refer to previousslide since all definitionsremain the same

CMMS National Provider ID (NPI) — Enter NPI

Click “Find” — the provider information should be displayed

Select the Referring Provider tab next, if there is a referring provider. Select the
Patient/Subscriber tab next, if there is not a referring provider

AHCCCS

Arizona Health Care Cost Containment System




Referring Provider Tab — to be filled out only for specific providers
. PLEASE REFER TO THE LIST BELOW.

Professional Claim Submission

Help
* Indicates a required field.

Submitter Providers Patient’Subscriber Ambulance Other Payer Aftachments Claim Information Service Lines

Billing Provider Rendering Provider Refarring Provider Service Facility

Referring Provider (Person)

Provider Commercial Number:

CMMS National Provider ID (NPI):

Provider Name:

[ Save ” Submit ][ Cancel ]

The following services require submission of a Referring/Ordering provider:

v’ Laboratory, Radiology, Medical and Surgical Supplies, Respiratory DME, Enteral
and Parenteral Therapy, Durable Medical Equipment, Drugs (J-Codes), Temporary
K and Q codes, Orthotics, Prosthetics, Vision codes (V-codes), 97001-97546

Ordering providers must be M.D.O., Optometrist, Physician Assistant, Registered
Nurse Practitioner, Dentist, Podiatrist, Psychologist or Certified Nurse Midwife.

| Here is the link where you can find this information in the AHCCCS Provider Manual:



https://www.azahcccs.gov/PlansProviders/Downloads/FFSProviderManual/FFS_Chap05.pdf

Professional Claim Submission

Hzlp
* Indicates a required field.

Submitter Providers Pafient/Subscriber Ambulancs Other Payer Attachments Claim Information Service Lines

Insured or Subscriber
* Member ID Number/Date of Birth: 428734047 10/15/1840 Find

Person Name: TEST, MEMBER
Gender: M

801 E JEFFERSOM 5T
PHOENIX, AZ B3008

* Payer Responsibility: | P - Primary El

Residential Address:

NOTE: AHCCCS no longer accepts ADOC claims.

[ Save H Submit ][ Cancel ]

This is the Patient/Subscriber screen—fill out all areas marked with red asterisks

Member ID Number/Date of Birth - Enter the members AHCCCS information (ID and
Date of Birth)

Payer Responsibility- Enter the Payer Responsibility information by selecting
P-Primary

Click “Find”- member information should be displayed

To send an attachment, select the Attachments tab. If you do not have an
attachment, select the Claim Information tab. For today’s training, we will be
choosing to send an attachment.




Professional Claim Submission

Help
* Indicates a reguired field.

Submitter Providers Patient’Subscriber Ambulance Other Payer Attachments Claim Information Service Lines
Report Type *° Report Transmission *° Control Number **
1 B4 - Referral Form E| EL - Electronically Only |E| ADST34047021817
2 ] [~]
3 ] [~]
4 ] [~]
Attachments {1-10): 2 E| E|
6 ] [~]
7 ] [~]
8 ] [~]
9 ] [~]
10 E2 ]

** Reguired ONLY if Attachment information is submitted.

1 This is the Claim Attachments screen

Report Type - Click the v and select B4 — Referral Form
Report Transmission - Click the v and select EL — Electronically Only

Control Number - Enter the PWK number. We recommend you use the members
AHCCCS ID followed by the Date of Service, making sure the “A” in the ID is
capitalized (see the next screen for additional information)

Select the Claim Information tab




Example of a PWK number using a member’s AHCCCS ID and the Date of Service

AHCCCS ID (9-character AHCCCS ID) A12345678
The A in AHCCCSID must be a capital letter

Date of Service 08/05/15
PWK for Claim 1, Document 1 A12345678080515

Different AHCCCS ID member with the Same Date of Services

AHCCCS ID (9-character AHCCCS ID) A87654321
The A in AHCCCSID must be a capital letter

Date of Service 08/05/15
PWK for Claim 2, Document 2 A87654321080515

The combination of the member’s AHCCCS ID and the Date of Service is what makes
the PWK number uniqueto each claim.

PWK? The PWKis a number that you will create for each document you want
to submit, this number will allow the system to link the attachment to

the appropriate claim. Ensure there are no spaces and you use a capital
letter. 13




Submitter Providers Patient'Subscriber Ambulance Other Payer Attachments Ciaim Information Service Lines

Original Reference Number: _’ Replacement _) Void

Prior Authorization Number:
* Patient Control Number: AS3724247

Medical Record ID Number:

Initial Treatment Date:

Date of Current Injury: (Accident)
“" Patient's Condition Related To: j Employment ; Other Accident i Auto Accident
""" Place in which accident occurred: E] (State)
Special Program Indicator: 3
* Provider Signature on File: @ yvo: o

* Provider Accept Assignment: @ accigned Accepted on Clinical Lab Services Only _’ Not Assigned

* Benefit Assignment: ) ves ' No @ Not Applicable

* Release of Information Consent: | @ informed Consent | Yes

EPSDT Screening Referral: = v.. No (Mutually Defined)

This is the Claim Information screen— fill out all the areas marked by red asterisks
Patient Control Number - Enter the members AHCCCS ID or Patient Acct Number

Provider Signature on File— select “yes” since you are a billing agency & you havethe
provider’s signature on file

Provider Accept Assignment — select “Assigned” if you are accepting payment from
AHCCCS

Benefit Assignment — select “Not Applicable”

Release of Information Consent — select “Informed Consent”, if a signed consent by
the patient to release medical data is on file




Patient'Subscriber

* standard: () jcp-g @ op-10 * Diagnosis Codes: 1 FREs38

ra

* Diagnosis Code Pointers:
* Service Dates: O
#* Line Charges: = = * Place of Service Code (POS): |88 - CTHER UNMLISTED FACILITY

T Quantity: 2 ) Minutes @ Units Modifier Codes: & 2

*# HCPCS Code: Prescription Date:
Mational Drug Code: FPrescription #/Identifier:
*FNDC Quantity / Measure: El : {Performing HC Prowvidear)
Immunization Batch Mumber: Patient Count:
Indicators:
Provider Control Mumber:
“Fother Payer: i i Procedure Code/Qualifier

S P [y Lo | Inits Do F ¢ o -

This is the Service Lines screen —fill out all areas marked with red asterisks

Diagnosis Code — Enter ICD-10 Diagnosis Codes, you can enter more than one code

Diagnosis Code Pointers— Select the number of diagnosis codes you have entered. In
our example, we entered 1 diagnosis code and then selected 1 under the Diagnosis
Code Pointer

Service Dates— enter the date service was provide
Line Charges— enter billingcharges per line
Quantity — enter in units/days

HCPCS Code — enter the procedure code

Place of Service Code (POS) — click ¥ and choose from the list

Modifier Code — if applicable, you can enter up to 4 codes




Professional Claim Submission

Submitier FProviders

Hel
* Indicabes a reguired fielc

Patieni'Subscriber Ambulance Other Payear Attachments Claim Information Service Lines

Diagnosis or Nature of Iliness or Injury { Relate Items 1 - 12 by line to the Diagnosis Code Pointer)

* Stamdard:

* Diagnosis Code Pointers:

# Sarvice Dates:

#* Line Charges:

= Quantity:

* HOPCS Code:

Mational Drug Code:

TTNDC Quantity f Measure:
Immunization Batch Mumber:
Indicators:

Provider Control Mumber:
**“other Payer:

“TMedicare:

Other Adjustment(s):
**pDurable Medical Equipment:

“Tordering Physician:

Emd
Date

Lime Begin

MNo. Date

@ 1cp-9 @ 1co-10

POS HCPCS Mod Mod Mod Mod NDC NDC Diag Dlag Dlag Dlag Dlag l)lag Diag Dlag Diag Diag Diag Diag Min.

#* Diagnosis Codes: 1 FEs29 2 =

) = o

1[0 200 2[00 200 sE [ [0 s [E o [E 20 [E 22 B 12 [
E = Place of Service Code (POS): | [=]
) Minutes @ Unies Modifier Codes: © z = =

Prescription Date:

*Fprescription # /Identifier:

[ [=] Taxonomy Code: {Performing HC Provider)

Patient Cownt:

Emergency [ epsoT [

Primary ID Paid Aimount 5 Umnits Procedure Code/Qualifier

L =

Madicare Copay S

L [=]

ES

Paid Amount $ Units Procedure Code/Qualifier

Medicare Deductibla £ Madicare Coinsurance $

HoPCS Purchas= Price £ Rentzl Price = Length of Madical Necessity {Days)

Plan ID Last Name First Mames

City

** all or none of the information is required for the line aor group.

Madicare T

Line = =
1 2 =2 4 CodeUnits 1 T 9 10 11 Selens

E+ 1 1/1/2017 1/1/2017 99

Type
12 Umnits Charges A i

AD120 T o =4 ur 14.54 o

Totals: $14.549 $0.00

-

T ]

[ Save Submit

| [ ]

Cancel ]

Click Add - when you have entered all information under the Service Line section

At the bottom of the screen, the Service Line/s entered will populate, after which the
Service Line section fields will clear allowingyou to add another service line




** all or none of the information is required for the line or group.

Mod Mod Mod Mod NDC NDC Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag  Min./ Line e

LineBegin o 4 pate POSHCPCS

Mo. Date 1 2 3 4 CodeUmits 1 2 3 4 5 6 7 8 9 10 11 12 Units 'YP® Charges P2 Unils
Amount
B/1 yyp017 11017 39 mot20 TN . 0 2000 UN @ 14.54 o
B2  1/31/20071/31/2017 99 50215 TN 0.000 100.000 UN  150.00 0.000

Totals: $§164.54  %0.00

** all or none of the information is required for the line or group.

_ _ _ _ _ . _ . _ _ _ _ _ _ _ . Medicare
Line Begin Mod Mod Mod Mod NDC NDC Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag  Min./ Line _ P
Mo. Date End Date POSHCPCS " " oy Codeunits 1 2 3 4 5 6 7 8 9 10 11 12 Units WP Charges A p“"::““"ﬁ
H/1 oyoyzo17p1/01/2017 99 A0120 TN . . . . 0.000_ 2,000 UN 14,54 _0.000_
m;f? 01/31/2017 01/31/2017 99 50215 TN 0.000 100.000 UN 150.00 0.000

Totals: 5164.54  $0.00

Top screen The Service Line will allow you to continue to Add more lines unless you
click the edit »” or the remove button X

Bottomscreen When you have entered all Service Lines whether you edited or removed
items, you will have the option to Update the changes

Reachingacross Arizonato provide comprehensive
. ; 17
quality health care forthose inneed

Arizona Health Care Cost Containment System




- Submitter FProviders Psatient'Subscriber Ambulance DOther Payer Attachments Claim Information Service Lines -

Diagnosis or Nature of Illness or Inju {Relate Items 1 - 12 by line to the Diagnosis Co Pointer)
* Standard: Co-10 * Diagnosis Codes: 1 RO388 2 3 4 L
7 E: ] 9 10 11 12

* Diagnosis Code Pointers: 1 [ | =z [ =[] 4[] s[] s [0 2[00 o[ 20 ] 21 [ 22 [
#* Service Dates: -
# Line Charges: 5 * Place of Service Code {(POS): | EI
2 2 4

= Quantity:

* HCPCS Code:

MNational Drug Code:
FFMDC Quantity /Measure:

Immunization Batch Number:

Modifier Codes: *

Prescription Date:

“*prescription # /Identifier: |

[=]

Taxonomy Code: {Parforming HC Provider)

Patient Count:

Indicators:

Emergency l:l EPSDT I:I

Provider Control Number:

**0other Payer: Primary ID Paid Amount 5 Units Procedure Code/Qualifier

S

Medicare Copay S

L =

[ I=]

**Medicare: Paid Amount 5 Units Procedure Code/Qualifier

Other Adjustment(s): Medicare Deductibla £ Madicare Coinsurance $

**pDurable Medical Equipment: HCPCS Purchase Price £ Rentzl Price 5 Length of Madical Necessity {Days)

**ordering Physician: Plan ID Last Namea First Mame

City

**= all or none of the information is required for the line or group.

Line Begin Emnd

Lime

POS HCPCS Mod Mod Mod Mod NDIC NDC Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Diag Min./

MNo. Date Date 1 2 2 4 CodeUnits 1 2 2 4 5 & 7 a 9 10 11 12 Units " Charges
E1 1/2/2017 1/2/2017 95 A0120 TN a z ™ 14.54 o
Ed.2 1f2/20171/2/2017 25 S0215 TN _  _  _ _ a_ 100 ™ 150.00 _ o_ _
Totals: 5164.54 S0.00
« i | 3
[ save ][ Submit ][ Cancel |

When you have completed entering all the relevantclaim/s information, click Submit

AHCCCS

Arizona Health Care Cost Containment System



Professional Claim Submission

Hzlp
* Indicates a reguired field.

Claim Entry Confirmation

Transmission Status:
Claim Type:

Patient Account Number:
Confirmation Code:

Error:

Attachments

Successful
Professional
ASE734547
pP-265

Beginning with services incurred on 7/1/2013, all MEMT claims must be submitted with the new AHCCCS standard Daily Trip Report. Effective with service dates
8/1/2013 and forward, any non-emergency transport claim that is submitted without the standard Daily Trip Report will be denied. 1t is the provider's
responsibility to maintain all documentation that supports each transport service claimed. Please click here to submit an attachment.

[ View Claim ][ Enter New Claim ]

| This is the Claim Entry Confirmation screen ‘

The Transmission status will let you know the claim was submitted successfully

You have 2 options: View Claim to give you a summary of the claim that will be sent
to AHCCCS or Enter New Claim

Select the “View Claim” button

Reachingacross Arizonato provide comprehensive
. i 19
quality health care forthose inneed

Arizona Health Care Cost Containment System




Arizona Health Care Cost Containment System
Professional Claim Submission

12 DiASAS AMm

Print Date: 6/ L9/2

Confirmation Code: P-30

Submittor

Organizatinns NMarme: TELT/ Cane
toforemation Contact Narme: facobedo. Aloet
Information Contact Telephone #; G022 - 417 4262
Hhlectronic Transemittear 103 992202
Toax ID: 1 2343670% SY)
Natsonel Provider 1D (NPI):

Swr C -t L « 231728 (TERT/CAse)

Provider Taxononvy Code

Camrvon

Tttty Type
Information Contact Nane
Information Contact Telephone #:

Service Addross:

Pay To Provider Addrass:

Proaviber Caomemmecinl Numibear/ NMames 221729 TEAT/CASBR)
Entity Type: Parscn
Nationsl Provider 10 (NSI):
Codes
National Provider 1D (NPX )
Laboratory or Facility Name:
Addreann:

Roforring Provider
National Provider 10 (NS1):

-— 3 e

Member 1D Number/Name: ABLI4AST7I2 (TESTARAICORD. NEW )
Date of Birth: CL/03/1993
Cmnders W
MRosidential Addraan: &
e

€ JEFFERSON
AZ m303®

R e

Prck up Addrenns
Orop- ol Location Mare:
ODrop - off Addrass:

Service Lines
= Summary

Code Units a -

P O6/1B/3012 06718 »» A0iz0 TH ©.000
2 oce/1e/301206/18 »» mo2im TN 0.000
(-] Details

Mod Mod Mod fMod NOC A0C Olea Diea Diea Dieas Diea Dieg Diea Dieas
POS e Cs 2 2 a2 K 2 - o o z I Qumntity

Attachmoents

Ty Tramsrmension Control Number

Attachmvents (1-10)

*OBNOVAIVNN

o

Other Payoer Information

Inswred Idontifien ]
A/ Bncritrar Narme: ()
tasured Addrass (City )
Paymr Prinary 10
Payer Mame:
Payer Addrass (City):
P prerenmibaalety o
Tasured Growp or Policy Mumber:
Insured Group Nanve:
Individual Relstionahip:
Tnsurance Type:
Claiens Filkng Tndicaton:
Darmalit Ascigormimnt
Camrtifc e
Fmbwane of Toformetion:
Payer Anvawnt Pads
D mte Clairvs il

Oviginal Re e Mumber:
Prior Authorization Number:
Patiant's Control Numbar: ACCOUNT NUMBER
Medical Record 10 Numbers
Emitial Trmatommnt Oate:
Date of Current Injurys
Patient s condition releted to:
Place b which accident
occurved:
Sprme bl Bragrans Tode ator:
Provider Signature on File: Yes
Crovider Accapt Assiganimants Assione
Banefit Acsignment: Not Applicable
Halaase of Information Consants Informed Comsent
EPSOT Screeaning Relarrals

Condition Indicator{s): 2
>

Coding Standard: 1CO-%

Disgnesis Codal=)

Lane
Charass . ...ount
2.000 UN TR ©.00 ©.00 0o ©.00 <
110.000 uUN 168.30 ©.00 ©.00 ©.00 ©.00 0.00
Totabs: B2.8e s0.00 $0.00 so.00 $0.00 so.00

C == €

|

The summary screen will be displayed and you can now review the entire information

you entered for this claim




Claim Submission

Claims submitted to AHCCCS prior to 4:00 PM, Monday through Friday, will be processed within 24 to 48 hours. Once the claim has been sent for processing, it can no longer be madified via
tha web. After the processing deadline, corrections will nead to be submitted as a Replacement or Void. The claim will not be accepted if any required data elements are missing. The claim
will also be rejected if the racipient is not eligible for coverage at the time the service is rendered. Claims will be processed under the following Identification Number {Mon-Person Entity):

Payer/Receiver Electronic Transmitter Identification Number: 366004751

MNOTE: You cannot view the processing status of claims submitted by other users.

Enter New Claim

Type of Claim;: | Professional El Go...

View Claim Processing Status
Submission Date{s): -

Enter New Claim — If you enter the “Type of Claim” and click “go” in this area, you will
be re-directed back to the main screen

View Claim Processing Status — If you enter data here by either entering the day of
service or by entering a span and click the “go” in this area, you can view the
processing status for this claim

AHCCCS

Arizona Health Care Cost Containment System



Claim Submission Status

Creation Submission Service Prov. Billing Prov.

NPI NP1

Processing

Patient Account # Date From Date Thru Status CRN Adjudication

Date/Time

Date/Time

Date/Time

Institutional 06/01/16 01:50 PM  0&/01/16 01:50 PM 953939959 06/01/16 06/01/16 Processed 06/01/16 02:55 PM
Institutional 12/30/16 03:12 PM  12/30/16 03:12 PM  A98155234 12/30/16 12/30/1& Processed 12/31/16 09:00 AM
Professional 04/29/16 09:54 &AM 04/28/16 05:54 AM  A95233554 04/25/16 04/29/16 Processad 04/23/16 12:00 PM
Profassional 05/26/16 09:25 AM  05/26/16 09:25 AM  A93535939 05/26/16  05/26/16 Processed 05/25/16 12:00 PM
Professional 06/06/16 10:52 AM  06/0&/16 10:52 AM  A9353593% 06/01/16  0&/04/16 Processed 06/05/16 12:00 PM
Professional 06/13/16 02:15 PM  06/13/16 02:15 PM  A95295953% 06/01/16 06/01/16 Processed 06/13/16 02:55 PM
Profassional 06/16/16 01:15 PM  0&/15/16 01:15 PM 95935939 0&/01/16  0&/01/1& Processed 0&/15/16 02:5% PM
Profassional 06/27/16 01:26 PM  06/27/16 01:26 PM  AS3995939 06/01/16  06/01/16 Processed 06/27/16 02:5% PM
Professional 06/23/16 01:52 PM  06/23/16 01:52 PM  A95%3593 13667635150 1366765190 06/01/16 06/01/16 Processed 06/23/16 03:00 PM
Professional 06/20/16 11:17 AM  06/30/16 11:17 AM  A9529595 12658800390 1265880090 06/20/16 06/27/16 Processed 06/30/16 12:00 PM
Professional 07/08/16 10:23 &AM 07/08/16 10:33 AM  A932353930 06/01/16 06/05/16 Processed 07/08/16 12:00 PM
Profassional 07/11/16 01:40 PM  07/11/16 01:40 PM  A9939959359 06/01f/16  06/01/1& Processed 07/11/16 02:00 PM
Professional 11/15/16 10:34 &AM 11/18/16 10:34 &M A98155234 11/16/16 11/16/1& Processed 11/15/16 12:00 PM
Professional 11/21/16 02:36 PM 11/21/16 02:36 PM  A98155234 11/21/16  11/21/16 Processed 11/21/16 03:00 PM
Professional 11/22/16 09:55% &AM 11/22/16 09:5% AM  A98155234 11/22/16 11/22/16 Processed 11/22/16 12:00 PM
Profassional 11/25/16 02:08 PM  11/25/16 02:08 PM  A98155224 11/22/16  11/32/1& Processed 11/25/16 02:00 PM

Record Count:

Entering a span of months allows you to see previous claims submitted. These are

16

only SNAPSHOTS of the claims.

You have the optionto view the Claim Processing Status by entering the day of service
or enter a span

< Previous

AHCCCS
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i Health Care Cost Containment System

Arizona

5010 Online Claim
Submission

Institutional (UB Form)



Claim Submission

Claimz submitted to AHCCCS prior to 4:00 PM, Monday through Friday, will be processed within 24 to 48 hours, Once the claim has been sent for processing, it can no longer be modified via
the web. After the processing deadline, corrections will need to be submitted as a Replacement or Void. The claim will not be accepted if any reguired data elements are missing. The claim
will also be rejected if the recipient is not eligible for coverage at the time the service is rendered. Claims will be processed under the following Identification Number [Mon-Person Entity):

Payer/Receiver Electronic Transmitter Identification Number: 886004791

NOTE: You cannot view the processing status of claims submitted by cthar usars,

Enter New Claim

Type of Claim:| Institutional | Go...

Profeszional

View Claim Processing Status
Submission Date(s): - Go...

Enter New Claim — Select Institution on the «

Clickon “Go”.
/ \H CCCS Reachingacross Arizonato provide comprehensive .
quality health care forthose inneed
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Institutional Claim Submission

Submitter Providers Pstient/Subscriber

Other Payer Codes/Values Aitachmants Claim Information

Service Lines

Halp
* Indicates a required field.

Organization Name: TEST/CASE
Electronic Transmitter ID Number: 33222
Information Contact Name: AHCCCs

Information Contact Telephone Number:  602-999-9999

Save Submit Cancel

This is the Submitter screen— verify the correct providerinformation (some providers

have more than 1 ID)

p) Select the Providers tab next

AHCCCS

Arizona Health Care Cost Containment System

Reachingacross Arizonato provide comprehensive
quality health care forthose inneed
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Institutional Claim Submission

Hzlp
* Indicates a reguired field.

Submitter Providers Patient/Subscriber Other Payer CodesValues Aftachments Claim Information Service Lines

Billing Provider Referring Provider Service Facility Attending Provider  Operating Provider

Billing Provider
# Tax ID: 123456780 ssn @ gy

Provider Commercial Number:

* CMMS5 Mational Provider ID (NPI): 0o0o0oo0og Find

* Entity Type: person @ Non-Person Entity

Health Care Provider Taxonomy Code:
Provider Name:

Information Contact Name:

Information Contact Telephone Number:
Service Locator Code/Address:

Pay-To Locator Code/Address:

[ Save ][ Submit ][ Cancel ]

This is the Billing screen — fill out all the areas marked by red asterisks
Tax ID — enter biller or group tax ID

CMMS National Provider ID (NPI) — enter valid NPI#, leaving the Provider
Commercial Number blank (Hospital or facility can only bill using the NPI number)

Entity type — select “non-person”

Click Find — either hospital or facility information should be displayed

Select the Referring tab next




Institutional Claim Submission

Submitter Providers Patient’Subseriber Other Payer CodesValues Attachments Claim Information Sernvice Lines

Billing Provider Referring Provider Service Facilty Attending Provider Operating Provider

Referring Provider {Person)

Provider Commercial Number:

CHMMS National Provider ID (NPI):

Provider Name:

Save ][ Submit ][ Cancel ]

1 This is the Referring Provider screen

CMMS National Provider ID— Enter NPl number

Click Find — the Referring Provider information should be displayed

Select the Attending Provider tab next

A I ICCCS Reachingacross Arizonato provide comprehensive .

) : quality health care forthose inneed
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Institutional Claim Submission

Submitter Providers Patient’Subscriber Other Payer CodesWalues Attachments Claim Information Service Lines
Billing Provider Referring Provider Service Facilty Attending Provider Operating Provider

Attending Physician

Provider Commercial Number:

Mational Provider ID (NPI):

Person Name:

[ Save ][ Submit ][ Cancel ]

This is the Attending Provider screen — required for Institutional/UB

National Provider ID (NPI) - Enter NPl number

Click Find — the Attending Provider information should be displayed

Select the Patient/Subscriber tab next

A I ICCCS Reachingacross Arizonato provide comprehensive

) : quality health care forthose inneed
Arizona Health Care Cost Containment System
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Institutional Claim Submission

Halp
* Indicates a required field.

Submitter Providers Patient/Subscriber Other Payer Codes/Values Aftachmeanis Claim Information Senvice Lines

* Member ID Number/Date of Birth: 454322010 01011855 Find

Person Name: TEST, MEMBER. S
Gender: F

701 E JEFFERSON
PHX, AZ 83039

* Payer Responsibility: | P - Frimary E

Residential Address:
NOTE: AHCCCS na longer accepts ADOC claims,

Save | Submit | Cancel |

This is the Patient/Subscriber screen — fill out all the areas marked by red asterisks

Member ID number/Date of Birth — Enter the members AHCCCS ID and date of birth

Payer Responsibility— select P-Primary

Click Find — member information should be displayed

Select the Codes/Valuestab next

ez Reachingacross Arizonato provide comprehensive
quality health care forthoseinneed
Arizona Health Care Cost Containment System
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Institutional Claim Submission

Hzlp
* Indicates 2 reguired field.

Submitter Providers Patient’Subscriber Other Payer CodesMValues Attachments Claim Information Service Lines

Procedure Codes Diagnosis Codes Condition Codes Dccurrence Codes Wzlue Codes

Procedure Information

** Principal Code/Date:

Code Date ** Code Date **

1 2

3 4

Other Procedures {1-12): 3 6
7 8

9 10

11 12

“* Required ONLY if Procedure Code is submitted.
[ Save ] [ Submit ] [ Cancel ]

1 This is the Codes/Values screen

Principal Code/Date — If billing for inpatient, enter procedure code/s and date

Select the Diagnosis Codes tab next

Reachingacross Arizonato provide comprehensive
. i 31
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Institutional Claim Submission

Halp
* Indicates a required field.

Submitter Providers Patient’Subscrber COther Payer CodesValues Attachments Claim Information Service Lines

Procedure Codes Disgnaosis Codas Condition Codes Occurrence Codes Walue Codes

Diagnosis Information
* Principal Diagnosis Code: R6889 Present on Admission: |E|

Admitting Diagnosis Code:

1 2 3 4
External Cause of Injury Codes (1-12): 5 G 7 a
9 10 11 12
Code Present on Admission Code Present on Admission

1 =l 2 ]

3 B ]

Other Diagnosis [1-12): ] |E| 6 |E|

[ — [ —

1 This is the Diagnosis Codes tab

Principal Diagnosis Code — Enter the Principal Diagnosis Code

For the rest of the fields on this screen, enter information if they apply to you

Select the Claim Information tab next

A I ICCCS Reachingacross Arizonato provide comprehensive .

) : quality health care forthose inneed
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Submitter Providers Patient’Subscriber Crther Payer CodesMalues Attachments Claim Information Serice Lines

Claim Information

* Provider Accept Assignment: @ Assignad o Accepted on Clinical Lab Services Only ) Not Assigned Admission Type:
* Benefit Assignment: (7 yes () g @ ot apglicable * Admission Date:

* Release of Information: @ Informed Consent | Yes Admission Time:

* Patient Control Number: 220000800 Discharge Time:

* Patient Status: |30 - STILL PATIENT E " Statement Frur;;::

Admission Source: |E| * Claim Form Bill Type:

Delay Reason Code |Z| Medical Record ID #:

* Total Claim Charge Amount § 4440 (Total for all servica lines) Original Reference #:
* Facility Type Code: |21 - SKILLED NURSING FACILITY |E| Prior Authorization #:

* Standard: () 1cp-3 @ 1cD-10 Location:

{HHMM)

[HHMM)

|E| (Auto Accident State)

This is the Claim information screen — fill out all the areas marked by red asterisks

Provider Accept Assignment — select “Assigned” if you are accepting payment from

AHCCCS

Benefit Assignment — select “Not Applicable”

Release of Information Consent — select “Informed Consent” if a signed consent by

the patient to release medical datais on file

Patient Control Number — Enter patients acct # or AHCCCS ID depending on your

office

Patient Status— click the v and choose from the list
E al I\ ¥\ ¥ $te T quality health care forthose inneed

Arizona Health Care Cost Containment System




-Institutional claim submission -

Help
* Indicates a required field.

Submitter Providers Patient'Subscriber Crther Payer CodesMalues Attachrnenis Claim Information Service Lines
Claim Information
* Provider Accept Assignment: @ Assignad | :'Accepted on Clinical Lab Services Only ) Not Assigned Admission Type: E
* Benefit Assignment: () yex () g @ pot Applicable * Admission Date; 12012018
q —
# i T (HHMM)
Release of Information: @ 1nformed Consent ) Yes Admission Time:
= Patient Control Number: 92022220 Discharge Time: [HHMM)
* patient Status: | 30- STILL PATIENT B2 * Statement Frors;’;f oUOZ0T - DU20T
Admission Source: IZ| # Claim Form Bill Type: 212 [Criginal)
Delay Reason Code Izl Medical Record ID #:
#* Total Claim Charge Amount $ 44440 (Total for all servic lines) Original Reference #:
* Facility Type Code: |31 - SKILLED NURSIMNG FACILITY Izl Prior Authorization #:
* gtandard: () ;cp-3 @ 10D-10 Location: |Z| (Auto Accident State)
1 -
Patient's Reason(s) for Visit: 2 Additional Information:
o

Continuationin the Claim information screen

Total Claim Charge Amount — Enter the total charges from the whole claim
Facility Type Code —click the ¥ and choose from the list

Standard — select ICD-10

If inpatient— Enter Admission type - clickthe « and choose from the list

11 If inpatient— Enter Admission date — Enter the date the member was seen

12 If inpatient— Enter Admission/Discharge time

13 Statement From/To Date — Enter span date or single date

14 Select the Service Lines tab next




Institutional Claim Submission

Hzlp
* Indicates a reguired field.

Submitter Providers. Patient/Subscriber Other Payer CodesValues Aftachments Claim Information Sernvice Lines
Service Line
o207 - 207 . _
* Service Dates: * Service Unit Count: 21 ) Days @ units
“* Revenue Code: * Line Item Charge Amount: 5 4420.00

** HCPCS: Mon-Covered Charge Amount: %

Mational Drug Code (5-4-2 Format): Medicare Deductible/Quantity: &

NDC Quantity/Measurement: E| Medicare Copayment/Quantity &

Procedure Modifiers: 1 2 3 4 Medicare Coinsurance,/Quantity: &

Provider Control Number: Date Claim Paid:
Prescription Number/Reference ID: |E|
Add

** Either Revenua Code or HCPCS Code required for the service line.

This is the Service Lines screen - fill out all the areas marked by red asterisks
Service Dates — Enter the date(s) of service

Revenue Code — Enter a Revenue Code

Service Unit Count — enter the unit or daysyou are billing

Line Item Charge Amount — Enter the dollaramount that will be charged to the line
billed

Click Add to complete the entry - you can enter additional lines, if needed
ATV " qualityhealthcare forthose inneed -
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Prescription Number/Reference 1D: [ l l VI

Add
“* Either Revenue Code or HCPCS Code required for the service line,

Medicare Medicare Medicare Line Item Service Non Provider

PO ";d ";‘ ";‘":‘ m" IJI Deductible Quantity Coinsurance Quantity Copayment Quantity Charge Unit Covered Control
Amount Amount Amount Amount ou mount Numbe:

B/1 o192 0 06/01/16 06/30/16 0 0 0 4,440.00  30UN
Totals:  $0.00 $0.00 $0.00 $4,440.00 $0.00
< >
[ Save || Submit || Cancel |

2 Click Submit if you are done

1 All added lines will appear at the bottom of the screen

Reachingacross Arizonato provide comprehensive
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Institutional Claim Submission

Halp

* Indicates 2 required field.

Claim Entry Confirmation

Transmission Status: Successhul
Claim Type: Institutional
Patient Account Number: 9999955399
Confirmation Code: 1-30

Error:

Attachments Beginning with services incurred on 7/1/2013, all NEMT claims must be submitted with the new AHCCCS standard Daily Trip Report. Effective with service dates
8/1/20132 and forward, any non-emergancy transport claim that is submitted without the standard Daily Trip Report will be denied. It is the provider's
respansibility to maintain zll documentation that supports each transport service claimed, Please click here to submit 2n attachment.

ViewClaim | EnterNewClam |

This is the Claim Entry Confirmation screen

The Transmission status will let you know the claim was submitted successfully

You have 2 options: View Claim to give you a summary of the claim that will be sent
to AHCCCS or Enter a New Claim

Reachingacross Arizonato provide comprehensive
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i Health Care Cost Containment System
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5010 Online Claim
Submission
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Form)



Claim Submission

Claims submitted to AHCCCS prior to 4:00 PM, Monday through Friday, will be processed within 24 to 48 hours. Once the clzim has been sent for processing, it can no longer be modified via
the web. After the processing deadline, corrections will need to be submitted 2= a Replacement or Void. The claim will not be accepted if any required data elements are missing. The claim
will alsa be rejected if the recipient is not eligibla for coverage at the time the service is rendered, Claims will be processed under the following Identification Numbear (Non-Person Entity):
Payer/Receiver Electronic Transmitter Identification Number: 856004751
’ ﬁ

MOTE: You cannot view the processing status of claims submitted by other users.

Enter New Claim

Type of Claim: hd Go...

Professional

Institutional

View Claim Processing Status
Submission Date(s): - Go...

1 En w Claim — Select Dental in the «

AHCCCS

Arizona Health Care Cost Containment System



Dental Claim Submission

Hzlp
# Indicates 2 reguired field.

Submitter Providers. Patient'Subscriber Other Payer Aftachmenis Tooth Status Claim Information Service Lines

. Submitter |
Organization Name: TEST/CASE
Electronic Transmitter ID Number: 33222
Information Contact Name: Escobedo, Albert
Information Contact Telephone Number: £02-417-4562

[ Save H Submit H Cancel ]

This is the Submitter screen— verify the correct provider information (some providers

have more than 1 ID)

p) Select the Providers tab next

AHCCCS

Arizona Health Care Cost Containment System




Dental Claim Submission

Submitter

Hal;
* Indicates a reguired field

Providers Patient/Subscriber Other Payer Attachments Tooth Status Clainn Information Service Lines

Billing Provider Rendering Provider Referring Provider Service Facility

Billing Provider

R —

* Tax ID: 123456780 ) sy @ g1y

Provider Commercial Number:

* CMMS National Provider ID (NPI): 0000000090 Find

* Entity Type: |@ iparson () Non-Parson Entity

** Health Care Provider Taxonomy Code:

Provider Name:

Information Contact Name:

This is the Billing Provider screen — fill out all the areas marked by red asterisks

Tax ID — enter biller or group tax ID

CMMS National Provider ID (NPI) — enter valid NPI#, leaving the Provider
Commercial Number blank

Entity type — select “person” if the ID belongsto a person, or “non-person” if a
company is identified

Health Care Provider Taxonomy Code (When/if required depending on service)

Click Find — providerinformation should be displayed

Select the Patient/Subscriber tab next



http://www.healthlink.com/tech_tip_taxonomy_code.asp

Dental Claim Submission

Halp
* Indicates a required field.

Submitter Providers Patient’Subscriber Other Payer Attachmeants Toaoth Status Claim Information Service Lines

#* Member ID Number/Date of Birth: ASS724047 1041511948 Find

Person Mame: TEST, MEMBER
Gender: M

. , B01 E JEFFERSOMN 5T
Residential Address: BHOENIX, AZ 25008

* Payer Responsibility: | P - Primary El

NOTE: AHCCCS no longer accepts ADOC claims,

[ Save ” Submit ][ Cancel ]

This is the Patient/Subscriber screen — fill out all the areas marked by red asterisks

Member ID Number/Date of Birth — Enter members AHCCCS ID and Date of Birth

Payer Responsibility— Select a Payer Responsibility using the v P - Primary
Select the Claim Information tab next

A I ICCCS Reachingacross Arizonato provide comprehensive
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* Patient Control Number: AS2724847
* Place of Service: 11-0OFFICE 3
Date of Current Injury: {Accident)
** Patient's Condition Related To: | |Employment || Other Accident | Auto Accident

“*" Place in which Accident Occurred: E| (State)

* Provider Signature on File: 0 Yes ' No
* Provider Accept Assignment: @ Aszigned ' Not Assigned
* Benefit Assignment: Yes ) No ‘9 Not Applicable

Yes

Special Program Code: 3

This is the Claim Information screen —fill out all the areas marked by red asterisks

Patient Control Number — Enter the members AHCCCS ID or Patient Acct Number

Place of Service —click the ¥ and choose from the list

Provider Signature — select “yes “ if you are a billingagency & you have the provider’s
signature on file

Provider Accept Assignment — select “Assigned” if you are accepting payment from
AHCCCS

Benefit Assignment — select “Not Applicable”

Release of Information Consent — select “Informed Consent” if a signed consent by
the patient to release medical data is on file

Select the Service Lines tab




. Dental Claim Submission .

Help
* Indicates a required field.

Submitter FProviders FPatient’Subscriber Other Fayer Attaschments Tooth Status Claim Information Service Lines

Diagnosis Codes{Relate Items Principal, 1, 2, or 2 by line to the Diagnosis Code Pointer)

=** standard: ) ;cp-g @ [cp-10 Principal Diagnosis Code: RE530 Other Diagnosis Codes: 1 2 3

Universal National Tooth Designation System

* Sarvice Date: O01/01/2017 “** Diagnosis Code Pointers: principal 2B 2 E = E
* Faa: $ D2302 Place of Serwvice: EI
* ADA Procedure Code: Line Item Control Mumber:
ADA Modifier Codes: 1 2 = 4 Oral Cavity Designation Codes: 1 2 = 4 =5

Procedure Count:

Tooth Number:

Tooth Surface (1-5): 1 |0 -Ccclusal [~ | = Il ~| = [+] = [=] s [=]

*“other Payer: Primary ID Paid Amount £ Units Procedure Code/Qualifiar El
**Medicare: Faid Amount 5 Units Procedure Code/Qualifier El
Other Adjustment(s): Medicare Deductible £ Medicare Coinsurance
Date Claim Paid: Other Payer Medicare Other Adjustments
**Rendering Provider: Taxonomy Code Last/ O rganization Mame El
First Mams= MPI Commercial #
Add

= Al or none of the information is required for the line or group.
¥ peguired OMNLY if diagnosis codes are enterad.

This is the Service Lines screen —fill out all the areas marked by red asterisks and

additional information required specifically for Dental Claims (i.e. Principal Diagnosis
code, Diagnosis Code Pointer, tooth number, and tooth surface)

Principal Diagnosis Code — Enter Principal Diagnosis Code

Service Date — Enter Service Date

ADA Procedure Code — Enter ADA Procedure Code

Reachingacross Arizonato provide comprehensive
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. Dental Claim Submission .

Help
* Indicates a required field.

Submitter FProviders FPatient’Subscriber Other Fayer Attaschments Tooth Status Claim Information Service Lines

Diagnosis Codes{Relate Items Principal, 1, 2, or 2 by line to the Diagnosis Code Pointer)

=** standard: ) ;cp-g @ [cp-10 Principal Diagnosis Code: RE530 Other Diagnosis Codes: 1 2 3

Universal National Tooth Designation System

* Sarvice Date: O01/01/2017 “** Diagnosis Code Pointers: principal 2B 2 E = E
* Faa: $ D2302 Place of Serwvice: EI
* ADA Procedure Code: Line Item Control Mumber:
ADA Modifier Codes: 1 2 = 4 Oral Cavity Designation Codes: 1 2 = 4 =5

Procedure Count:

Tooth Number:

Tooth Surface (1-5): 1 |0 -Ccclusal [~ | = Il ~| = [+] = [=] s [=]

*“other Payer: Primary ID Paid Amount £ Units Procedure Code/Qualifiar El
**Medicare: Faid Amount 5 Units Procedure Code/Qualifier El
Other Adjustment(s): Medicare Deductible £ Medicare Coinsurance
Date Claim Paid: Other Payer Medicare Other Adjustments
**Rendering Provider: Taxonomy Code Last/ O rganization Mame El
First Mams= MPI Commercial #
Add

= Al or none of the information is required for the line or group.

¥ peguired OMNLY if diagnosis codes are enterad.

Continuationin the Service Lines screen

Tooth Number — Enter Tooth Number

Tooth Surface — click the v and choose from the list as needed for 1 through 5

Diagnosis Code Pointer — Select Principal

Click Add to complete the entry - you can enter additional lines, if needed

Reachingacross Arizonato provide comprehensive
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+ Serwvice Date:

* Fee:

= ADA Proceadure Code:
ADA Modifier Codes:
Procedure Coumnt:
Tooth NMumber:

Tooth Surface (1-5):
TFother Payer:
TFMedicare:

Other Adjustmenti{s):
Date Claim Paid:

TRendering Provider:

Mod Mod Mod Mod Tooth Surfa

=% Diagnosis Code Pointers: principal [ 1 [= 2 @ = @
s Place of Services: [=1
Line Ttem Contral Mumber:
1 = 3 4 Oral Cavity Designation Codes: 1 =] = - E]
1 [=] = [=] = [=] = [=] = [=]

Brimary IC Paid Amount £ Wnits Procedure Code/Qualifier

(=]

Paid Ameount = Units Procadurse Code/Qualifier

Medicare Deductible $ Medicare Coinsurance $

Sther Payer Madicare Other Adjustrments

Taxonomy Code Last/Orrganization Mame

[=]

First Mame MPL &/

Cammercial

Add

== Al or non= of the information is required for the line or g

" Required ONLY if diagnosis codas are enf

ce Surface Surface Surface Surface
= -3 =

- ++ a

0L/01,17 D2392

Totals: $208.00 H0.00 S0.00 S0.00
(11} |
[ Save ] [ Submit ] [ Cancel ]
Privacy Policy | Contact AHCOCOCS | HIPASA | & Copyright AHCCCS
801 E. Jafferson. Phoanix, AZ 85034

Click “Add” when you have completed entering all information under the Service Line

section

At the bottom of the screen, the Service Line/s entered will populate, after which the

Service

Line section fields will clear allowingyou to add another service line.

When the claim is completed, click Submit

AHCCCS

Arizona Health Care Cost Containment System
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Dental Claim Submission

Help
* Indicates a2 reguired field.

Claim Entry Confirmation

Transmission Status: Successful
Claim Typea: Dental
Patient Account Number: ASH734947
Confirmation Code: D-40
Error:

Attachments Beginning with services incurred on 7/1/2013, all NEMT claims must be submitted with the new AHCCCS standard Daily Trip Report. Effective with service dates
8/1/2013 and forward, any non-emergency transport claim that is submitted without the standard Daily Trip Report will be denied. It is the provider's
responsibility to maintain all documentation that supports each transport service claimed. Please dick here to submit an attachment.

View Claim ][ Enter New Claim

1 This is the Claim Entry Confirmation screen

The Transmission status will let you know the claim was submitted successfully

You have 2 options: View Claim to give you a summary of the claim that will be sent
to AHCCCS or Enter a New Claim
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Questions?
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_Contact Information and Survey Link_

ProviderTrainingFFS@azahcccs.gov

Claim Customer Service 602-417-7670
Option 4 — Claims
Option 5 — Provider registration
Option 6 — Fee For Service

Please take a few minutes to complete a survey on
today’s training session. We appreciate your feedback.
Here is the survey link:
https://www.surveymonkey.com/r/CLBKXF6

Reachingacross Arizonato provide comprehensive
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mailto:ProviderTrainingFFS@azahcccs.gov
https://www.surveymonkey.com/r/CLBKXF6
https://www.surveymonkey.com/r/CLBKXF6

Thank You.
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