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Provider Setup for Transportation Claims in QClaims

It is necessary to create a provider file when submitting transportation claims electronically to the CBO
in Qclaims. The provider set up consists of two fields; the Group Practice field and the Group Provider
field. The Group Practice field is used for the entry of the payee name data. The Group Provider field is
used for the entry of the individual rendering provider. The Group practice and Group Provider data will
be the same for transportation provider set up. If you are already signed up for Qclaims for other
services you will not need to add another Group Practice record for transportation. Skip to the
instructions for adding a Group Provider.

Set up for taxi or service cars:

Group Practice Set Up

A\

Click Setup and from the drop down box select Providers.

Click Add located on the right of the Search tab to add the Group Practice record.

You are now on the Edit tab and a provider profile screen will display.

On the Edit tab select the Group Practice option.

Use the tab key to navigate through this screen.

In the Group Name field enter your payee name.

The Provider Code field will automatically fill. This field can be updated.

In the Tax ID field enter the payee Tax ID number.

Select the Type of Tax ID listed (SSN — Social Security number, EIN/TIN- Federal Identification
Number).

YV V VYV VVY

Enter the NPl number associated to the payee name.
Click the Accept Icon located at the top of the Edit tab.

Y V

Group Provider Set Up

> Click Setup and from the drop down box select Providers.

Click Add located on the right of the Search tab to add a Group Provider record.

You are now on the Edit tab and a provider profile screen will display.

On the Edit tab select the Group Provider option.

Use the tab key to navigate through this screen.

In the Group field your payee name should be listed. If not choose it from the drop down box.
Leave the first name field blank and go to the last name field.

Enter your payee name in the last name field.

The Provider Code field will automatically fill. This field can be updated.

In the Tax ID field enter the payee Tax ID number.

Select the Type of Tax ID listed (SSN — Social Security number, EIN/TIN- Federal Identification
Number).

VVVYVYVVVYVYYVYYVY
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Enter the NPl number associated to the payee name.
Click the Accept Icon located at the top of the Edit tab.

Set up instructions for private auto (parent/guardian):

Group Practice Set Up

A\

YV V VYV VVVYYVYYVY

Click Setup and from the drop down box select Providers.

Click Add located on the right of the Search tab to add the Group Practice record.
You are now on the Edit tab and a provider profile screen will display.

On the Edit tab select the Group Practice option.

Use the tab key to navigate through this screen.

In the Group Name field enter your name (Last Name, First Name).

The Provider Code field will automatically fill. This field can be updated.

In the Tax ID field enter your Social Security number.

Select the Type of Tax ID listed (SSN — Social Security number).

In the NPI number field enter the number 9 ten times. Parents do not have an NPl number.
Click the Accept Icon located at the top of the Edit tab.

Group Provider Set Up

A\ 4

VVVVYVYVVVVYYVYYVVYVY

Click Setup and from the drop down box select Providers.

Click Add located on the right of the Search tab to add a Group Provider record.

You are now on the Edit tab and a provider profile screen will display.

On the Edit tab select the Group Provider option.

Use the tab key to navigate through this screen.

In the Group field your name should be listed. If not choose it from the drop down box.
Leave the first name field blank and go to the last name field.

Enter your name in the last name field (Last Name, First Name).

The Provider Code field will automatically fill. This field can be updated.

In the Tax ID field enter your Social Security number.

Select the Type of Tax ID listed (SSN — Social Security number)

In the NPI number field enter the number 9 ten times. Parents do not have an NPl number.
Click the Accept Icon located at the top of the Edit tab.
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How to Create a Transportation Claim in QClaims

To create a transportation claim in QClaims, open a new claim by first clicking on File and selecting Batch
Manager from the drop down box. The Batch Manager screen will open. Next, open a new claim form by
clicking New.

[®] Qclaims 4.0.7 - CQuest America ‘Z”E”X‘

E- Batch Manager

. () Appeal BlueCrossBlueShield CBO
- Search Filter [Wiewing Last Month - 5i11/12] 0 Batches Found
Claims I iturti Claims }
File |Labe\ |# Claims |Tma\ § Create Date Transmit Date Status Tags —II
I [ Mew I AL Import l ‘ B Open | ‘ M Deleteifrchive ‘ ‘ % Lahel ‘ | B Repont ‘
ge h
Ready | 201 2-08-11

You are now on the CMS-1500 Tab for generating a new claim.

T



Select the Payer ID on the claim form by clicking on the magnifying glass located to the right of the Payer

ID field. To submit claims to the CBO the Payer ID should be the EI-CBO (CQuest).

» Enter the participant’s demographic information (see the image below).

++ Box 1a: Child’s six digit EI Number

< Box 2: Child’s Name (Last, First)

+* Box 3: Child’s date of birth

+*» Box 5: Child’s Address (street, city, zip code and state)

[®] Qclaims 4.0.7 - CQuest America

poHs

Claim Editor - amonroe 06-11

KIREZ

(DI o ]| a0 || Ko |

CMS-1500 ] Payars [ Patient [ Provider ] Diaghosis [ Semices ] Transportation ] Chiropractic [Aﬁachments ] All Fields

(1500 )
HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 0885

Payer D l:lNu Payer Selected
Mallbos

Bill To Primary

PICA PICA
1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER | 1a. INSURED'S LD, NUMBER
D;‘Mﬂn‘mve ] D(Mm.m'm! 8 D S ssny D.hmnaw |:| o |:| e D 10y Q Syne
2 PATIENT'S NAME (Last Narme, First Name, Middle it 3. PATIENTS BIRTH DATE SEX 4 INSURED'S NAME (Last Name, First Name, Middle Inital
B v [
5 PATIENT'S ADDRESS (No,, Srest] . PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS [No., Sveel)
EEWD EpﬂuseDChllﬂD DMEID
amy STATE | 8. PATIENT STATUS g STATE
singe [ ] wamea[ | omer[ ]
2P CODE TELEPHONE finciuoe Area Godel 2P CODE TELEPHONE (Includs Area Codal
Full-Tme Part-Time|
Employed D Student Stutent

9 OTHER INSURED'S NAME [Last Name, Frst Name, Middle Initial)

a OTHER INSURED'S FOLICY OR GROUP NUMBER

b. OTHER INSURED'S DATE OF BIRTH

SEX
£l L |

. EMPLOYER'S NAME OR SCHOOL NAME

10,15 PATIENT'S CONDITION RELATED TO:

a EMPLOYMENT? (Current or Prévicus)

[ves

b, AUTE ACCIDENT?
[ves
© OTHER AGGIDENT?
YES

11_INSURED'S POLICY GROUF OR FECA NUMBER

D INFORMATION ——— | 4— CARRIER ——|

2. INSURED'S DATE OF BIRTH SEX

Edw E whg ‘0

PLACE (State) [b. EMPLOYER'S NAME DR SGHODL NAME

[wo

. INSURANGE PLAN NAME OR PROGRAM NAME

NU

. INSURANCE PLAN NAME OR PROGRAM NAME

100, RESERVED FOR LOCAL USE

d. IS THERE ANOTHER HEALTH BENEFIT PLANT

O O

 ys, retum to and complete itern 8 a-d

PATIENT AND

below.

SIGNED | [_]

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
10 Process Iis claim, | also request payment of ovemment benefits &ther to mysell or 16 the pary wha acoepts assignment

DATE |

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefts 1o the undersigned physician or supplier for
services cescrived below.

SIGNED | [_]

14. DATE OF GURRENT: ILLNESS First symptom) ORt 15, IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |15, DATES PATIENT UNABLE TO WORK IN GURRENT OCCUPATION
INJURY {Accicent} OR GIVE FIRST DATE
PREGNANCY{LMP) FRGM o
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. Q|18 HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
CIWPE |76, e Q[ rmom ™

19. RESERVED FOR LOCAL USE

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to llem 24E by Line)

20. OUTSIDE LAB? 3 CHARGES
Oves o | |
j 2 ﬁélgBIECAID RESUBMISSION  ORIGINAL REF. NO,

| No Warnings

Severity

Warning

stus

Status

| trevous | 4nea

e J[ e |

lgnore Al H B map ]

Save the current record and go to the first record

201 2-0811

Now scroll down so that Box 24 A is displayed

Service Line One

> InBox 24 A, enter in the first date of service. The “From” and “To” dates must be the same.
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Enter place of service “99” in Box 24 B.
Enter the procedure code in Box 24 D.
+* The procedure code for service car base rate is A0120
+* The procedure code for taxi base rate is A0O100
++» The procedure code for private auto rate(parents) is AO090
Enter the billed amount for the procedure coded listed in Box 24 F.
Enter mileage (for one way) in Box 24 G.
+* When using procedure code A0120 or A0100 enter number “1” in Box 24 G. Note:
Although these codes represent a base rate a value of one must be entered in this field
in order for the claim to be submitted successfully.
Enter the NPl number in Box 24 J.
«*» The NPI number can be selected by checking on the magnifying glass located in the box.
(Parents will not have an NPl number however you should still click on the magnifying

glass and proceed to the next step)

K/
0‘0

Select the Group Provider entry from the Provider Search box that appears.

X3

*

Box 31 will autofill with the Provider Name and box 33 will auto fill with the payee name

Parents Only: The first line of the claims should represent travel from the residence to the destination.

The second line of the claim represents travel from the destination to the residence. The total of three

trips of transportation, to and from the residence and the destination can be billed on a single claim

form. Steps for box 24 A through 24 G can be repeated to add two more additional transportation

dates. Once the place of service (99), procedure code (A0090) and mileage have been entered, for the

dates billed, parents should proceed to the paragraph on page 11 for instructions on entering the

departure and destination addressed. There is also a claim example on page 11 as well.

Service Line Two

In Box 24 A (2), enter in the first date of service. The “From” and “To” dates must be the same.
++ The same date of service is used.

> Enter place of service “99” in Box 24 B (2).

» Enter the procedure code in Box 24 D (2).

@

% The procedure code for non-employee attendant is T2001

> Enter the billed amount for the procedure coded listed in Box 24 F (2).
» Enter mileage in Box 24 G (2).

@

< When using procedure code T2001, enter number “1” in Box 24 G. Note: Although this
code represent a base rate a value of one must be entered in this field in order for the
claim to be submitted successfully.

Service Line Three

In Box 24 A (3), enter in the first date of service. The “From” and “To” dates must be the same.

> Enter place of service “99” in Box 24 B (3).
> Enter the procedure code in Box 24 D (3).



«*» The procedure code for service car mileage is A0425
> Enter the billed amount for the procedure coded listed in Box 24 F (3).
» Enter mileage in Box 24 G (3).

% When using procedure code A0425 the exact number of miles one way is entered in Box
24 G.

Transportation Providers: The first three lines of the claim should represent travel from the residence to
the destination. The last three claim lines of the claim represent travel from the destination to the
residence. If the transportation provider did not provide transportation back to the residence than the
last three lines should remain blank. However, if the transportation provider provided transportation
back to the residence then the last three lines of service on the claim form should be completed using
the same instructions as above. An example is listed below of how the charges and procedure codes
should be entered on the claim form.

**See Appendix 1 for additional information regarding transportation procedure codes.

Transportation Provider CMS 1500 Claim Example

r'] Qclaims 4.0.7 - CQuest America

File Edit Setup Reports Help

E- Claim Editor - amonroe 06-11

R T T

CMS-1500 ] Payers [ Patient [ Provider ] Diagnosis [ Semcek] Transportation ]}hlrupracl\c [ Atachments ] All Figlds
I [ S
@ INSURANCE PLAN NAME OR PROGRAM NAME 104, RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
[lves [Tvo  sryes, retum to and complete iem 9 s
BACK OF FORM BEFORE COMPLETING & SIGNING THIS FDRM 13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AJJTHDRIZED PERSON'S SIGNATURE | of any medical i ezsary payment of medical benelits o the undersigned physician or supglier for
10 DIoASS I a1 460 rsuest aymet of Gowenment banerts the 1 mysallo 5 e party wha ACoepts Ansighment Seices described belon
ekaw,
SioNED | N oxte | sionen | .
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. |16, DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
<\NJURY iAccident) OR GIVE FIRST DATE ! H
PREGNANCY(LMP) [ FROM & 1o
17. NAME OF REFERRING PROVIDER OR OTHER SOURCE 17a. q 18, HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
[CIMPE | 176 | ner Q| rmom ©
19. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? 3 CHARGES.
s e | |
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate items 1. 2, 3 or 4 to tem 24E by Line) j 22 hDJgBIEC.MD RESUBMISSION ORIGINAL REF. NO,
. a __
23. PRIOR AUTHORIZATION NUMBER
2
24. A DATE(S) OF SERVICE B. C. D F‘HDGEDURE& SERVICES. OR SUPPLIES E. F. G. H. 1 J. z
From To PLACECF Explain Unusual Gircumstances) DIAGNOSIS O | © RENDERING =}
[SERACE | EMG CF‘TJHCPCS | MODIFIER POINTER § CHARGES NS | R | QuAL PROVIDER ID. # "E
S I Q=
2012-06-08 Eas | O a0t | | | paal 1[0 e Q5
e
[ Q)z
2012-06-08 Hog .| O | 72001 \ | | 287 4O e Qe
_ ] 1 I Qg
2012-0608 & Hoe .| O [aoas | | | 124 4O e Qg
=] S Az
2012-06-08 98 .| O | #0120 | | | 833 1|0 e D\g
O Q=
0120608 [ s .| O | 2001 | | | 287 1[0 we q/8
] I Qx
201 2-06-08 Fos .| O |an42s | | 424 40 e Q=
25. FEDERAL TAX 1.D. NUMBER SSN EIN 26, PATIENT'S ACCOUNT NO. 27, ACCEPT ASSIGNMENT? 28. TOTAL CHARGE 29, AMOUNT PAID 30. BALANCE DUE
CIC]  nowe| [ves  [wo 30.68 .00
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32 SERVICE FACILITY LOCATION INFORMATION 33 BILLING PROVIDER INFO & PH #
INCLUDING DEGREES OR GREDENTIALS
\
Clton-person | @ QP Q> QF Q,
| [No Warnings Patient_ Provider.Payer
Field Severity Warning Status
4 Previous “ & Next ” \f Wetity “ « lgnore: “ Ignore All ” Map... ]
Box 26: Patient Account Number | |2012-08-11

[ 10



Parent CMS 1500 Claim Example

File Edit Setup Reports Admin  Help

100 e Yo b |
CMS-1500 | Payers | Patient | Provider | Diagnosis | Semice

o Transportation | Chiropractic | atachrents | AlFields |
5. PATIENT'S ADDRESS (Mo.. Streat) 6. PATIENT RELATIONSHI 7. INSURED'S ADDRESS (No., Street)

1215 South St sen[5] spouse[cni[ ] omer[T] |1215 South 5t ‘
cmy STATE | 8. RESERVED FOR NUCC USE cImy STATE 4
Springfield I Springfield I |9_
ZIP CODE TELEPHONE (include Area Code) ZIP CODE TELEPHONE (Include Area Code) E
62704 B2704 5
(8
8. OTHER INSURED'S MAME {Last Name, First Name, Middle Initial) 10. IS PATIENT'S COMDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER =
8
a. OTHER INSURED'S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Pravious) a. INSURED'S DATE OF BIRTH SEX g
Oves  [no 2005-03-02 E O 2
b. RESERVED FOR NUCC USE b AUTO AGCIDENT? PLACE (State] [ b, OTHER CLAIM 1D (Designated by MUCC) E
D YES NO z
c. RESERVED FOR NUCC USE ¢, OTHER AGCIDENT? & INSURAMNGE PLAN NAME OR PROGRAM NAME E
w
D YES NO E
d. INSURAMCE PLAN NAME OR PROGRAM NAME 10d. CLAIM CODES [Designated by NUCC) d. IS THERE ANOTHER HEALTH BENEFIT PLANT E
D\!ES DNO ¥ yas, complete items 9, 9a, and 9d.
READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13, INSURED'S Of AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necassary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
siGhED L5 L pare 20050526 [ senep LM | Y
14. DATE OF CURRENT ILLNESS, INJURY, or PEGNRNCY (LMP) 15. OTHER DRIE_ 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION A
QUAL [ QUAL. [ E FROM B
iNRME OF REFERRING PROVIDER OR OTHER SOURCE D MPE 17a. * 18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES
|_| 170. | NP1 @ From B T E
19, ADDITIONAL GLAIM INFORMATION (Designated by NUGC) 20, OUTSIDE LABT $ CHARGES
Oves o |
21 DIAGNDSIS OR NATURE OF ILLNESS OR INJURY Relats A-L to servica line below (24E) 16D Ind [ 22. RESUBMISSION
- . CODE |_| ORIGINAL REF, NO.
al B I| cl .l )
23, PRIOR AUTHORIZATION NUMBER
el F. L al L ‘(! IOR AUTHO ON NU E]J
[ J 1 K Ll
24. A DATE(S) OF SERVICE B. c. D. PROCEDURES, SERVICES, OR SUPPLIES E F. a. H. . J =
From To oF (Explain Unusual Cireumstances) DIAGHOSIS B R e RENDERING =]
MM [ss] ¥Y MM DD YY |SERVCE | EMG | CPT/HCPCS | MODIFIER POINTER £ CHARGES UNTS | P | QUAL PROVIDER ID. ¥ ';’.
: O Q)=
017-04-02 [E2017-04-02 [Fas .| | aoomo \ | | 348 150 C\E;
w
: g Q)=
1 7-04-07 [Eon17-04-18 [Eag | | aonen | | | 345 150w Qe
. O Q7
2017-04-06 [E2017-04-08 [Fas .| | aooeo \ | | 348 150 Qs
: g Q)
2017-04-06 [E2017-0406 [Eoa .| | ao0o0 | | | 345 15 [0 we /5
=z
: O Qlz
2017-04-17 [E2017-0417 [Fag .| | aooeo | | | 348 150 g
: g Qz
20170417 E2017-0417 [Eo9 .| |aooso | | | 345 150 e Q|
25. FEDERAL TAX |.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27, ﬁ\CCEF‘T ASSIGNMENT? | 28, TOTAL CHARGE 29. AMOUNT PAID 30, Rsve for NUCC Use |
of Qont, Claams, soe Dack!
TRARRTRQN lv”_‘ RORRINNA 'v‘v:c [ anTn nnan

After the claim form has been completed, the next step will be to enter the departure and destination
addresses. To enter the address information for each service line, click the Transportation tab. Once the
Transportation tab has been selected the Depart/Dest sub tab appears.

[ 11



[®] qclaims 4.0.7 - CQuest America ‘:||E|g‘
O T = T

E- Claim Editor - amonroe 06-12

14)[ <] (][ accent || Fage || X Delete

7 | B PreviewED! | ™' Save | ¢ Close

1of1

Status |Hold (warnings) E
CMS-1500 } Payers } Patient l Provider l Diagnosis } Senices [ Transportaji tic } Aftachments | All Fields
ServicelLine | COBInfo | NDC | DME/OXY | Rental | EPO | | oepartmest | )
¥ ELCBO Transportation Detail NS—
Vehicle
‘ehicle License Plalawtl:|
Departure
StreetAuuress‘
city state| | zip J
Departure Time (hhmm) ‘ ‘ Code |D- Medical Services E”
Destination
Street Address
city e |
Arrival Time (hhmm) ‘ Code |D - Medical Services E”
# | From To | POS | TOS \ Procedure | Mods [BES | Charge | Units Provider |
1/2012-06-08 fele] AD120 8.23 1 [+]
Line 2 m + 2|2012-06-08 a9 T2001 287 1 E
3/2012-06-08 99 AD425 4.24 4
4/2012-06-08 93 A0120 8.23 1
5/2012-06-08 99 T2001 287 1
6/2012-06-08 93 AD425 4.24 4 (]
| slear Total 3068 Patient Paid
I 10 Warnings Patient:  Provider:  Payer. EI-CBO (CQuest) -
Field Severity W¥arning Status
PROVIDER-NP| High Billing Provider must match to an entry in the SolAce Provider list. Pending
FPATIEMNT-MAME High Firstand last name must be specified. Fending
PATIENT-ADDRESS High Address must be specified, use TRANSIENT'if no known address Fending 4
‘ 4 Previous H & pext H W werity H  lenore H Ignore A1l H E¥ map... ]
Ready 2012-06-12

You are now on the EI-CBO Transportation Address Detail subscreen.

Note: For each service line the Departure and Destination fields must be completed.
Line One

>

Y V V

A\

Click and highlight line # 1 near the bottom of the screen

Enter the vehicle license number in the Vehicle License Plate# filed

Enter the transportation provider’s address in the Departure section of the screen

Enter the participants address in the Destination section of the screen. For best results, the state
should be selected from the drop down box next to the state field.

Enter the departure time in the Departure Time field.

B3

s A colon will auto fill in the Departure Time field.
Select the Code from the drop down box in the Code field

R-Residence (use when the address entered is the participants address)

% D-Medical Services (use when the address entered is the transportation provider’s
address)

12



Line Two

> Click and highlight Line # 2.
> Enter the transportation provider’s address in the Departure section of the screen
> Enter the departure time in the Departure Time field.
A colon will auto fill in the Departure Time field.
» Select the Code from the drop down box in the Code field.
%+ R-Residence (use when the address entered is the participants address)
+» D-Medical Services (use when the address entered is the transportation provider’s
address)

Line Three

» Click on line three located in the lower part of the screen.
«»+ This will highlight the third line and the EI-CBO Transportation Detail for the third line of
service will appear.
> Enter the transportation provider’s address in the Departure section of the screen.
> Enter the departure time in the Departure Time field.
A colon will auto fill in the Departure Time field.
» Select the Code from the drop down box in the Code field.

@

% R-Residence (use when the address entered is the participants address)

+» D-Medical Services (use when the address entered is the transportation provider’s
address)

As previously mentioned, the first three lines represent travel from the residence to the destination. The
last three lines represent travel from the destination to the residence. If the transportation provider did
not provide transportation back to the residence then the claim is complete. However, if the
transportation provider did provide transportation back to the residence then continue to complete the
Departure and Destination information for the remaining lines of service.

When the final departure and destination addresses have been entered and all high severity warnings (if
any) have been resolved, the claim can be submitted.

*See Appendix 2 for more detailed information on Warnings



How to Submit a Completed Claim Form to the El- Central Billing Office

The claim can be transmitted by clicking the “Save” icon. A Ready to Send box will appear in the middle

of the screen.

[ Ready to Send _|
ﬁ_. Congratulations! This batch is ready to send.

() Stay in Editor
O Add a Mew Record
(0 Cloge this Batch

@ |Goto Message Center|

——

> Select “Go to Message Center” from the options listed.

» Click “OK”.
+*» Once arriving at the Message Center a Process Outbound box will appear. Verify

that the claim to be transmitted is check under the Select column.
» Click the “Generate” icon inside the Process Outbound box to submit the claim to the CBO

for payment consideration.

@Prncess Outbound El
[select — [Fie [Laber [Type  [Totar# [Totais [created [#tosena [asgs [mon-Asgs
 [20110421-01  amonroe 04-21 837P 1 30.8811-04-21 12.43 1 oo 3068
2010022602 LINDA-NPIREQUIRED  837P 1 49.9610-022510:09 1 4008 0.00

¥ Selection Properties

Batch: 20110421-01 (837P)
Payer #ToSend  TotalAssiged §  TotalMon-Asg§  To Mailbox
364345660 1 0.00 .68 38434 - Early Intervention CBO - CQuest America

7~ —
[ Status paper claims to 'Sent Paper' ‘ 9 ea=te N Close
[] Always show this screen automatically = =
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Submitting Multiple Claims to the El- Central Billing Office

Multiple claims may be submitted to the CBO in a batch. After the completion of the first claim the Add
button, located on the Claim Editor screen can be selected to create additional claims. Once a batch of
claims has been completed, they can be submitted by:
» Clicking Save on the final claim.
> Clicking File and selecting Bach Manager from the drop down box.
++ This will take the user to the Batch Manager screen. The batch of claims can be viewed
in the center of the screen.
%+ Clicking the batch will highlight the batch of claims
+*» Double clicking the batch will allow the user to enter into the Batch Editor screen.
v'All of the claims entered in the batch are listed on the Batch Editor screen.
Claims that are completed should have the “Ready to Send” status.
» Submit the claim(s) by clicking the Transmit icon located at the top of the Batch Editor screen.

@

%+ Once the Transmit icon has been clicked the Message Center will appear with the

Process Outbound box.

[®) Qclaims 4.0.7 - CQuest America \Z”iwg\
B & Ly o
E- Batch Editor - amonroe 06-12 4% Transmit | & Report Close
B37P Baich 20120612-01
Batch Label [amanrae 06-12 (%] Map Used [Default 1500;1 E
Status |Hold {manualy |j #of Records 1
Create Date |201 2-06-12 09:56:35 Tatal charges 30.68
Transmit Date # of Warnings 1
# Ingsured IO |AcctNa |PanentName DOB Dog Payer ID Fravider ID |Asg |Tata\ § Status Mailbox
1235641 none Clavin, Cliff 2005-01-02 2012-06-08 364345660 228999111 N 30,68 Hold (manual) 36434
+ Add H 7 Edit “ Mooy || #oeee || @Beon || [d PreviewEDs ] | stas
Ready 2012-06-12
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> Verify that the batch to be sent is checked and click the Generate button (see the Process
Outbound screen shot for details).

Appendix 1
A0120 1 Service car, base rate
A0120 1 Service care, return
A0425 loaded mileage Service car, mileage
T2001 1 Non-employee attendant
A0100 1 Taxi, base rate
A0100 1 Taxi, return
A0425 loaded mileage Taxi, mileage
T2001 1 Non-employee attendant
A0090 1 Private auto (Parents)

Transportation codes can only be billed for loaded mileage. Loaded mileage means
that the child is in the vehicle and is being transported to and from an El service.



Appendix 2
Warnings

Any possible errors that may prevent the claim from being submitted successfully are displayed in this
area. Each warning has a different level of severity. All high severity warnings will prevent QClaims from
submitting the claim, these warnings should been addressed and resolved. After the discrepancy has
been resolved the warning will be removed.

Medium or low severity warnings will not prevent the claim from being transmitted. The two medium
level warnings (1)“The claim must have at least a primary diagnosis.” and (2)“The service line should
reference a diagnosis code.” will appear in the Warning section of the screen. These warnings will not
prevent the claim from being transmitted and can be bypassed by highlighting clicking “Ignore”. The
warning status will then change from “Pending” to “Ignore”. (Note: QClaims can take the user to the
source of the warning for correction by double clicking on the warning.)

A high severity warning related to Patient-Signature —Source can be resolved by clicking the Patient tab
and filling in the appropriate code in the Signature field under the Patient tab. The drop down box next
to the Signature field may be used to select the appropriate code (S- Signed authorization form for CMS-
1500 block 12).

When the final departure and destination addresses have been entered and all high severity warnings (if
any) have been resolved, the claim can be submitted.



