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Billing Insurance: The Benton-Franklin Story
By Bonnie Hall, Client Services Manager

In 1995, the Benton-Franklin Health District 

(BFHD) was looking for new sources of revenue to 

sustain our agency. Eighty percent of our funding 

came from our district’s cities and counties. We 

were experiencing the highest growth rate in the 

nation, but these contributions weren’t keeping 

pace. Then the formula for funding public health 

was changed at the legislative level, the cities 

were no longer required to contribute and their 

contribution was replaced by a portion of the 

motor vehicle excise tax.

At the time, we charged five dollars for each 

childhood vaccination. Clients who couldn’t pay 

at the time of service signed 

a “no pay” form, and those 

charges were written off. 

Our first objectives were to bill 

Medicaid for immunization 

and the First Steps programs, 

Maternity Support Services 

and what was then Maternity 

Case Management. We also 

wanted to begin sending 

monthly billing statements 

for clients who could afford 

to pay but didn’t have the 

money at the time of service. 

We planned to bill Medicare and Medicaid 

electronically and eventually add some private 

insurance companies.

To further set the stage, in those days, we 

occupied a drafty old building that the City of 

Richland owned and wanted to level for a new 

police station. Ice would form on the insides of 

the windows each winter. The health district 

desperately needed a bigger, better space. In 

1999 we moved but we found that our “new” 

building was actually forty percent smaller. It had 

an unfinished basement with a low ceiling and a 

sloping floor that fed into a drain. The space had 

even been used for autopsies! 

Such is the life of public 

health! With drywall, fresh 

paint and carpet it became 

our new Billing Department. 

Soon after moving in, we 

realized that we were not 

alone. A family of skunks 

lived under the building on 

the other side of a new wall…

until we had them relocated.

Once, the sprinkler system 

for the property burst and 

flooded the office soaking 

boxes of billing records.



But it was Initiative 695 that caused the real 

trouble. It repealed the motor vehicle excise 

tax which had been a replacement  source for 

the cities’ contribution to public health across 

Washington State. The repeal took a huge bite 

out of district funds and our revenue crisis 

worsened. Our population continued to grow and 

it became increasingly difficult for local families 

to find physicians willing to accept new patients. 

We also experience a seasonal influx of people 

for agriculture. The health district started seeing 

more clients with insurance benefits who couldn’t 

afford to pay at the time of service. In response, 

we began billing for more services, including 

TB, travel clinic, HIV and STD testing; HIV case 

management; mass flu clinics; and the First Steps 

services.

Initially we billed private insurances as a courtesy 

from a non-contract position. We then developed 

a billing relationship with Group Health using an 

MOU (Memorandum of Understanding). It was 

eventually rolled into a formal contract. Now 

we bill Medicare, Medicaid, eight contracted 

insurances, and many non-contracted insurances.

Currently, we use monthly statement and invoice 

billing for over a thousand local businesses, 

food establishments, and funeral homes. 

Billing of clients and insurance has enabled 

the district to serve more people and reduce 

write-offs considerably. Insurance billing is now 

incorporated into Benton-Franklin’s district-

wide goals. We continue to learn new ways 

to improve our processes, increase our billing 

capabilities, and improve our contracting terms. 

We are constantly looking at ways to improve our 

fee establishment policy and review processes 

as well. There continues to be a great need for 

financial stability for all LHJs. We don’t see that 

changing any time soon. At Benton-Franklin 

Health District, insurance billing is essential to 

the long-term sustainability of the services we 

provide.



“Billing is a mystery to many in public health.” 

“We want to be able to help people get vaccinated.”

“We have to pay staff and keep the lights on too.” 

“We need to start thinking like a business.”

“Getting agency and leadership buy-in is an ace up your sleeve.”

“Give billing a try and get started.”

—Washington State ARRA Immunization Reimbursement Project Workgroup Members  





Disclaimer

• This booklet was prepared as a service to the local health jurisdictions 
in Washington State. The information provided is only intended to be a 
general summary. It is not intended to take the place of either the written 
law or regulations. We encourage readers to review the specific statutes, 
regulations, and other interpretive materials for a full and accurate 
statement of their contents. The person or persons relying upon these 
guidelines does so at his or her own risk.

• This document represents the collective best effort of the authors to 
provide a guide on how to bill insurance plans in Washington State 
(specifically Medicaid, Medicare and private insurance carriers) for 
immunization services. It is not a contract and is not legally binding on the 
entity providing it.

• Compliance with the guidelines found in this document does not guarantee 
that the insurance carrier, public or private, will pay all or any portion of 
the cost of the immunization.

• The local governments that have generated, distributed or provided this 
document do not control whether the insurance carrier, public or private, 
will pay all or any portion of the cost of the immunization and does not 
guarantee payment by the insurance carrier will occur.

• The local governments that have generated, distributed or provided 
this document are not responsible for any out-of-pocket expense or 
cost related to an immunization that is not paid by the private or public 
insurance carriers or that arises out of the occurrence of a patient receiving 
an immunization.

• This booklet was current at the time it was published. Billing processes 
and websites change frequently. 
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Introduction and 
Background
The Local Health Jurisdiction Immunization Billing 
Resource Guide is an outcome of the Washington 
State American Recovery and Reinvestment Act 
(ARRA) Immunization Reimbursement Project. 
It was developed by the Washington State 
Immunization Reimbursement Workgroup during 
a series of meetings held between May 2010 and 
August 2011. 

The Workgroup consisted of representatives 
from the Washington State Department of Health 
(DOH), the Centers for Disease Control and 
Prevention (CDC), and five of the Local Health 
Jurisdictions (LHJs) who are pioneering efforts to 
bill private health insurance plans across the state:

 Benton-Franklin Health District

 Grays Harbor County Public Health and  
 Social Services Department

 Jefferson County Public Health

 Spokane Regional Health District

 Walla Walla County Public Health

An initial task of the Workgroup was to survey 
Washington counties about their current billing 
practices. It developed and distributed The Survey 
of Local Public Health Agencies in Washington 
State of 2010i, which was completed by 92 percent 
of the 39 counties in Washington. The survey 
found that while nearly nine in ten Local Health 
Jurisdictions (LHJs; agencies) offer immunizations, 

i  Available at http://jeffersoncountypublichealth.

org/index.php?publications-data-resources

only one-third bill private insurance for this 
service. It also identified several barriers that LHJs 
encounter while attempting to bill insurance plans 
for immunization services. Lack of knowledge—
of billing private health carriers and Medicare in 
particular—was identified as a significant barrier 
to obtaining reimbursement for care of insured 
clients. 

Public Health serves clients with public, private 
or commercial insurance. Insurance plans have 
an obligation to pay for covered services for their 
members. But until recently, health departments 
and districts absorbed the cost of providing 
care to insurance plan members. As traditional 
funding streams to support LHJs shrink, agencies 
must look elsewhere to ensure vaccines are 
readily available and the public health safety net 
is maintained. 

Insurance plans recognize that preventive care 
offers the best approach to protecting the health 
of beneficiaries and reducing their health care 
costs. 



2  |  Local Health Jurisdiction Immunization Bill ing Resource Guide

and documents with detailed information about 
a wide variety of billing-related topics. Also 
included are the Internet addresses of many 
organizations that serve the billing needs of 
health care providers, including LHJs. 

This Local Health Jurisdiction Immunization 
Billing Resource Guide is primarily intended for 
Washington State LHJs in the early stages of 
billing health insurance, especially private plans. 
It may also be useful as a reference and training 
resource for seasoned billers. Finance managers, 
nursing directors, and billers are most likely to 
find the guide useful, as would anyone interested 
in a better understanding of how billing works 
within a decentralized public health care system.

 

Funding for the development of this guide was provided 

through the Centers for Disease Control and Prevention 

(CDC)  Washington State Department of Health (DOH) 

ARRA Immunization Reimbursement Project Grant 

No. 3H23IP022548-0751. Its contents are solely the 

responsibility of the authors and do not necessarily 

represent the official views of CDC or DOH.

Yet, economically stressed families are facing 
increased difficulty in meeting out-of-pocket 
costs for immunization. Billing is the bridge 
between improving access to care for clients and 
expanding partnerships between LHJs and the 
larger healthcare system. 

LHJs may be increasingly motivated to bill 
insurance plans in order to meet the needs of 
their clients and to compensate for declining 
revenue. This guide presents instructions, tips, 
and resources to support public health billing 
programs. The first chapter outlines an approach 
to exploring the potential of insurance billing 
to benefit your organization and community. 
Chapter 2 is an overview of important billing 
basics. The remaining three chapters contain 
information specific to billing private insurance, 
Medicare, and Medicaid. Appendices include 
forms, policies, fee schedules and other resources 
that LHJs in Washington State have developed 
in the course of billing insurance carriers for 
immunization and other services. Throughout 
this resource guide, there are links to websites 
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Set the Stage
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fit into a bigger picture of planning, budget and 
policy development, organizational objectives, 
grants, programs, and community priorities. 

Billing is one way to think and act more like a 
business. Billing allows health departments and 
districts to identify and tap into existing sources 
of revenue to survive, even thrive, through 
tough economic times when people often need 
care most. Patients with private or commercial 
insurance pay premiums for health care benefits 
covered by their health plans. It only makes 
sense that health agencies would bill commercial 
insurance for the health care they provide to plan 
members. 

Vaccinate without Losing 
Your Shirt

To stay financially viable in the face of changing 
economic circumstances, LHJs are rethinking 
many aspects of how they do business. They 
are working to understand what kind of services 
they deliver, who gets those services, and what 
sources of payment are available to help cover 
the costs.  Billing for services is one way to offset 
the costs of services. The choice to bill, or to bill 

1. Set the Stage
“Governmental public health 

departments are responsible for 
creating and maintaining conditions 

that keep people healthy.”i  

Think Like a Business

Increasingly, local health jurisdictions (LHJs or 
agencies) must balance goals—such as preventing 
communicable disease—with the practical 
aspects of running a business. Economic factors 
have changed the financial landscape for most, if 
not all, LHJs in Washington State. In turn, agencies 
have responded in ways that reflect the unique 
nature of communities they serve by:

• Reducing costs

• Creating efficiencies

• Charging more 

• Seeking new sources of revenue or funding

• Scaling back or discontinuing 
services, hours, or programs

• Expanding existing programs and/or 
creating new programs or services

This manual is a guide to billing Medicare, 
Medicaid, and private insurance for immunization, 
but these activities do not exist in isolation. They 

i  From Taking Care of Business: A Collaboration 

to Define Local Health Department Business 

Processes. Copyright 2006 by Public Health 

Informatics Institute. All rights reserved.
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resources effectively.
• Provide measurable public health service.

In addition to building a culture of accountability 
and quality improvement, the plan’s overall 
recommendation is that we “refocus the work we 
do to better respond to the changing threats to 
public health. While maintaining communicable 
disease capacity, we will focus efforts to promote 
healthy starts and wellness and better partner 
with the healthcare system to improve access 
[emphasis added].”

Health agencies have provided services to 
members of their community for many years. 
They provide access to services for clients with 
public and private or commercial insurance. 
In the past, health departments and districts 
absorbed the cost of providing care to insured 
patients. They cannot absorb those costs any 
longer. Insured patients have benefits covered by 
their health plans. Health plans have an obligation 
to pay for those services. Billing is the bridge 

more comprehensively, must be integrated with 
other important decisions such as, “How do we 
determine costs?” or “How do we set fees?” With 
so many interrelated issues, it can be difficult to 
know where to begin. 

The following sections address five aspects of 
establishing a sustainable billing program:

• Public Health Recommendations
• Business Processes Analysis 
• Assessment of the 

Community and Clients
• Costs
• Fees
• Mentoring

Public Health 
Recommendations

According to the Washington State Public Health 
Improvement Plan for 2010i, public health is at a 
crossroads and must transform to:

• Maintain past successes of 
communicable disease prevention 
and responsiveness to new threats 
such as pandemic influenza (H1N1).

• Confront emerging challenges of chronic 
disease and preventable illness.

• Use increasingly limited 

i   www.doh.wa.gov/PHIP/doc/

partner/phip/10phip.pdf
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process. This is the foundation for deciding 
what information system is the best fit for your 
business needs.  

For more information about conducting a business 
analysis, we recommend the “Collaborative 
Requirements Development Methodology” 
contained in Taking Care of Business: A 
Collaboration to Define Local Health Department 
Business Processes, a free online publication of 
The Public Health Informatics Institute and the 
National Association of County & City Health 
Officials (NACCHO).i

i  Public Health Informatics Institute. (2006). 

Taking Care of Business: A Collaboration to Define 

Local Health Department Business Processes. 

Decatur, GA: Public Health Informatics Institute.

between improving access to care for clients and 
expanding partnerships between LHJs and the 
larger healthcare system.

Business Process

Understanding the business processes for the 
services your LHJ provides is the first step in 
developing the kind of information system that 
will meet the business and billing needs of your 
department. Each health department must 
thoroughly understand the steps involved in 
providing a service—from checking a client into 
the clinic, to delivering the service, to billing 
and paying staff. The people involved in each 
step associated with delivering the service 
should collaborate on an analysis of the business 
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effectiveness and efficiency (redesign business 
processes), and describe what the information 
system must do to support those tasks (define 
system requirements).”ii  

This analysis is ideally accomplished before billing 
software or related information systems are 
acquired.

ii  http://phii.org/resources/doc/Taking_Care_of_

Business.pdf#search=”taking care of business”

Taking Care of Business describes the three steps 
of Collaborative Requirements Development 
Methodologyi which brings staff together to 
“think through the tasks that are performed to 
meet specific public health objectives (analyze 
business processes), rethink the tasks to increase 

i   Taking Care of Business: A Collaboration 

to Define Local Health Department Business 

Processes. Copyright 2006 by Public Health 

Informatics Institute. All rights reserved. 

Figure 1.1. 
Public Health 

Informatics 
Institute 

Collaborative 
Requirements 
Development 
Methodology
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and transmits claims information). Others offer 
a choice of clearinghouses. Some systems can 
support other business aspects for the LHJ 
besides billing.

In addition to system capacity and features, 
consider the quality of customer service that 
would be offered. When you call with a question, 
how soon will someone pick up the phone? If you 
have a technical issue, will you reach someone 
with the knowledge to answer? Inquire about 
the company’s staff turnover rate. Request a trial 
period to ensure the system meets expectations 
after purchase. Connecting with others who 
use the system can provide information about 
working with the vendor. 

Be sure to consult your LHJ’s bidding procedures 
and local codes when developing a protocol to 
evaluate potential candidates. Before making 
your final selection, check the references of each 
company under consideration.

Billing System Selection

Like everything else, health care billing is 
increasingly reliant on interrelated software 
and computer systems to manage records and 
conduct transactions. Billing on paper, though 
still possible, is on its way out. The Collaborative 
Requirements Development Methodology will 
enable you to answer the question, “What do we 
want our billing system to be able to do?” The 
next step is to identify a system that will do those 
things well and affordably.

You may also want to check with other public 
health departments or providers in your area 
to see what systems they use. First hand 
information from them about what works well 
and what doesn’t can be very useful. Request a 
system demonstration and be sure to ask about 
flexibility, maintenance, and expansion options. 
The system you select should be a good fit for 
your organization now and be flexible enough to 
expand and grow with you.

There are numerous factors to consider in 
selecting a billing system. Traditional billing 
software operates on computers in your office. 
Application service provider (ASP) or “cloud-
based” systems process data at the software 
company’s data center or another remote 
location. Most Health Insurance Portability and 
Accountability Act (HIPAA) compliant systems 
have the capacity to balance accounts and 
track receivables, co-payments, co-insurance, 
allowable fees, and coding. Some are tied to a 
specific clearinghouse (an entity that aggregates 
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• What are our priorities as a 
health department?

• What is the community support 
for those priorities?

• Assess your client base:

• Who is requesting services?

• Who is receiving services?

• How many insured clients 
are you serving?

• Which health insurance plans 
are carried by clients? 

• Is cost an obstacle to care? For whom?

Community and Clients

A successful LHJ billing process for immunization 
includes consideration of the unique attributes of 
your community and clients. 

Assess your community:

• What are our demographics and 
how are they changing?

• What underserved populations 
are present?

• How strong is the current demand for 
LHJ services? How is it likely to change?
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Fees and Fee Structure

It’s important that the benefits of billing for 
services outweigh the cost and effort of billing. 
It is also important for the health department 
to retain the flexibility of providing or assuring 
services to the community and for clients who 
may have limited resources. Both goals are 
attainable through an adequate fee schedule and 
a policy for using a sliding fee scale when needed. 

All clients and plans are charged the same “Usual 
and Customary” (U & C) fee for the same type of 
care. In the past, U & C fees were often set as low as 
possible in order to maximize access. Maximizing 
access remains a primary public health objective, 
but U & C fees should be set and structured 
differently in connection with an immunization 
program designed to both maximize access and 
recoup costs. 

Setting the fee schedule at too low a rate 
undervalues the care being provided and sends 
a false message to clients and insurers about 
what it costs the health department to deliver 
the service. The cost of delivering the service 
in the health department draws on alternate 
fund sources (e.g., tax dollars, public and private 
grants, volunteers etc.,) , but that does not change 
the cost to deliver the service.  It is important that 
fees reflect the full cost of providing the service. 

Conversely, fees set too high can turn away 
clients and insurers. Ideally, fees would cover all 
program costs but not generate a profit. In setting 

Costs

All relevant costs must be identified and analyzed 
before a fee schedule can be created. A strong cost 
assessment includes all expenses associated with 
delivering the service and can help determine a 
reasonable fee schedule to cover or off-set those 
costs. 

Three interactive “cost calculator” spreadsheets 
developed for private clinics by the Arizona 
Chapter of the American Academy of Pediatricsi 
may serve as models for assessing LHJ costs 
related to vaccinations. They are reproduced 
in Appendix V and available for download 
from Jefferson County Public Health at http://
je f fer s oncount y pub l i c hea l th .or g / index .
php?publications-data-resources. 

• Vaccine Inventory Value Calculator—
used to calculate the actual dollar value 
of your inventory of vaccines at any 
given time based on purchase price.ii

• Vaccine Product-Related 
Cost Calculator—2011

• Vaccine Administration Cost Calculator

i  The calculators were originally created by 

AzAAP Council Co-Chair Dr. Jeff Couchman.

ii  Please note the “Inventory Value” of state 

supplied vaccines could be represented by actual 

costs ($0). Alternatively the cost calculator 

could be used as a forecasting tool for situations 

where state supplied vaccines are anticipated 

to be in short supply or unavailable.
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Consider linking any proposed fee schedule with 
a new or revised policy to allow  sliding fee scale 
discounts for specific populations (for example, 
see Appendices C, D, E, and F). If your agency will 
be billing private insurers for the first time, joining 
additional insurance networks or improving 
access in some other way, project how client 
numbers and LHJ services will change over time. 

In reality, many LHJs set their fees lower than 
the break-even point and compensate for write-
offs with funds from other sources. As the “other 
sources” that support immunization services 
grow scarce, billing private insurance for services 
to their members can help make up the difference. 

When an LHJ enters a billing relationship with 
a private insurer and becomes an in-network 
provider, the plan can increase access as more 
members are likely to use the clinic for services. 
Program revenue may increase because the 
majority of private plans reimburse at a higher 
rate than Medicaid. Also, generally, private 
insurance allows a provider to bill administration 
fees at a higher rate. This includes when disease 
consultation is provided along with vaccines that 
contains multiple antigens (e.g., MMR, DTaP, 
etc.). LHJs that that provide these services to 
insured patients can bill private insurance for  
these allowed fees and expect to be reimbursed. 
This could significantly increase the revenue 
generated from immunization services. (Note: 
The Washington State Medicaid Program does 
not currently recognize these codes. They can 
be used for non-Medicaid VFC eligible children, 
but the total of all the multiple administration 

fees, it’s important to recognize the LHJ role as 
a public safety net and avoid direct competition 
with private businesses whenever possible. 

The question, “What is the minimum we have 
to charge to supplement this program and not 
create a barrier to folks?” then becomes, “What 
does it actually cost to sustain this program? How 
can we set and structure fees so that costs are 
recouped while access to care is maintained?” 
Checking with other health departments can help 
your LHJ get a sense of what an appropriate fee 
schedule may be. Reviewing information from 
the American Academy of Pediatrics on the cost 
of immunization may also help give you a sense of 
how to calculate the cost of the service and set an 
adequate fee schedule. 

Reimbursement may vary from health plan to 
health plan, and most are reluctant to reveal their 
reimbursement rates. Before contracting with an 
insurer check with other health departments to 
see what they are being reimbursed by payers. 
Remember, your fee schedule will be a driver 
behind what your reimbursement will be. Make 
sure you know as much about reimbursement 
rates as possible before setting your fee schedule.  

A fourth cost calculator from the Arizona 
Chapter of the American Academy of Pediatrics, 
the “Vaccine Cost and Payment Comparison 
Sheet” (see Appendix V or download at http://
je f fer s o ncount y pub l i c hea l th .or g / index .
php?publications-data-resources), can help 
identify significant gaps between existing costs 
and fees which support the need to increase or 
reduce fees.
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departments to expand their knowledge about 
billing and create a resource pool and information 
sharing network to support one another in taking 
advantage of opportunities to boost revenue 
through billing for services they provide. 

Because the world of insurance billing is 
constantly evolving, a public health information 
sharing and mentoring network is important to 
support the initiation and sustainability of billing 
by health departments. It’s easier to build or 
maintain skills, and to find solutions to problems, 
when you connect with other billers in the wider 
LHJ community. Resources for LHJs include talking 
with colleagues from other jurisdictions and 
visiting their billing departments. Creating a more 
formal network, such as a public health email 
user group or setting up conference calls from 
time to time, facilitates the exchange of billing 
information. Other resources include local billing 
or office manager workgroups, conferences and 
vendor presentations. Vaccine manufacturers 
may also have coding information specific to their 
products and may be able to assist.

Vaccines for Children (VFC)  

The VFC Program is a federally funded program to 
provide vaccines for the benefit of children who 
otherwise might not be vaccinated due to inability 
to pay. Children eligible for vaccine supplied 
through the VFC Program are Medicaid eligible, 
uninsured, ‘underinsured’ (have insurance that 
does not cover all required vaccines), or are 
American Indian/Alaska Native. 

fees cannot go over the federal VFC vaccine 
administration cap set for WA at $15.60 per dose. 
More information on this topic is covered in 
Chapters 3 and 5.

Tapping the private insurance industry for 
payment of services being rendered to their 
members is critical. The combination of higher 
fees and reimbursement, policies to protect 
vulnerable populations, and a growing clientele 
can improve the overall financial outlook for an 
LHJ.

Mentoring

Most health departments and districts bill 
Medicaid for vaccines administered to clients 
covered by the Medicaid Program. Some health 
departments don’t bill public or private insurers 
for services. Some bill both public and private 
insurers. There are staff in LHJs across the state 
with significant knowledge and experience 
with billing public and private insurance. The 
environment of public health is changing, and 
the value of billing is becoming more apparent. 
It is more important than ever for health 
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Figure 1.2. 
Sample 

CMS-1500 
claim form 

for the DBA 
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Figure1.3. 
Sample 
CMS-1500 
claim form 
for the DBA 
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Washington Vaccine Association 
(WVA) and the Dosage Based 
Assessment (DBA)

Through the Washington Vaccine Association, 
commercial health plans, insurers, and other 
payers now pay an assessment to support the 
Washington State Childhood Vaccine Program’s 
vaccine purchases for insured children less than 
19 years of age. Health plans are assessed a fee 
based on each vaccine administered to a child 
covered by the plan. This is called the Dosage 
Based Assessment or DBA. The Washington 
Vaccine Association Board sets the assessment 
rate. The WVA collects the assessments from 
the payers and transfers the funds to the state. 
The DBA does not apply to vaccines for Medicaid 
clients.

Why the DBA is Important

Through the State Childhood Vaccine Program, 
the state Department of Health buys vaccines 
at federal contract rates and distributes them 
to physicians, clinics, hospitals, and other 
providers at no charge. The vaccine can then be 
administered to any child less than 19 years of 
age who comes in for a vaccination.

Providers continue to receive vaccines at no 
charge from the Washington State Department of 
Health while clinics avoid the financial and staffing 
load necessary to purchase private vaccine on 
their own. Providers are not required to maintain 
separate inventories or accounting processes for 
public and private purchase vaccines.  

The VFC Program ensures that all vaccines 
recommended by the Advisory Committee on 
Immunization Practices (ACIP) are available to 
enrolled providers for all eligible children less 
than 19 years of age. 

Washington’s Universal Vaccine 
Supply Policy

From 1993 until 2009, Washington’s Universal 
Vaccine Supply Policy allowed the use of state 
funds to purchase ACIP approved vaccines off 
of the CDC contract to benefit children ineligible 
for the VFC Program. The policy created a single 
vaccine purchase and distribution system for 
all children in Washington less than 19 years of 
age, regardless of insurance status. Washington 
State continued its Universal Vaccine Purchase 
Policy through legislation creating a private non-
profit organization, the Washington Vaccine 
Association (WVA), in 2010. The WVA now 
collects assessments for vaccine purchases for 
children who are not eligible for the VFC Program.
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What You Should Do

Local health jurisdictions are encouraged to 
complete the dosage based assessment when 
they vaccinate insured children. This supports 
the funding of the universal childhood vaccine 
program. LHJs, as safety net providers, are 
not required to complete the dosage-based 
assessment. If your LHJ can bill using the dosage 
based assessment method, you should. 

Related Resources

Additional information can be found on 
the WVA web-site at www.wavaccine.org/
wavaccine.nsf/pages/for-providers.html

You may also contact the WVA 
directly for information and technical 
assistance at 1-888-928-2224.  

The WVA Assessment Grid: www.wavaccine.
org/wavaccine.nsf/pages/AssessmentGrid.html

A DBA sample form: www.wavaccine.org/
wavaccine.nsf/documents/DBAFormSample.
html/$File/DBA_Sample%20Forms.pdf

Frequently asked questions: www.wavaccine.
org/wavaccine.nsf/pages/faqs.html  

Forms and charts: www.wavaccine.org/
wavaccine.nsf/pages/forms-charts.html

For more information regarding the Washington 
Vaccine Association (WVA) go to www.
wavaccine.org/wavaccine.nsf/pages/home.html 

Billing and the DBA Process

LHJs are encouraged to bill insurance plans for 
the costs of administering vaccines to insured 
patients. They are also encouraged to complete 
the DBA process so health plans can be assessed 
for vaccines delivered to their members by 
the health department. The process involves 
submitting two different CMS-1500 forms to the 
insurance plan. The first form is completed to 
account for the administration of the vaccine, 
office visit, and other charges incurred by the LHJ. 
The second accounts for the use of state-supplied 
vaccine only and constitutes the WVA assessment 
to reimburse the state. 

Steps to the DBA process include:

1. Submit the usual CMS-1500 form for the 
administration of the vaccine, office visit, and 
other charges, just as you always have, but 
without the vaccine codes and modifiers. 

2. Submit a second CMS-1500 form that 
contains the vaccine codes and the dosage-
based assessment charges, which you’ll find 
on the WVA Assessment Grid (available at the 
website below). 

3. Submit both forms to the appropriate health 
plan, insurance company, or third party 
administrator (TPA), not to the WVA.

4. Electronic billing systems can be set up to 
create both the service fee claim and the 
dosage based assessment. Contact your 
billing system vendor for help with this. Your 
vendor may contact the WVA for assistance 
as well.
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The CMS-1500 Health 
Insurance Claim Form

The CMS-1500 form is the standard for submitting 
health insurance claims on paper to private 
insurers, Medicare and Medicaid. Instructions 
on completing the form can be found online 
with various insurance carriers and the Centers 
for Medicare & Medicaid Services (CMS) such as 
www.cms.gov/MLNProducts/downloads/form_
cms-1500_fact_sheet.pdf.

In order to purchase claim forms, contact the 
U.S. Government Printing Office at 1-866-512-
1800, local printing companies in your area, 
and/or office supply stores. Each of these 
vendors sells the CMS-1500 claim form in its 
various configurations (single part, multi-part, 
continuous feed, laser, etc). The only acceptable 
claim forms are printed in Flint J-6983 Red OCR 
(or exact match). The particular ink color enables 
the completed forms to be scanned for data while 
excluding the form elements. Photocopies of the 
CMS-1500 form cannot be used for submission of 
claims, since copies may not accurately replicate 
the scale and OCR color of the form. 

The National Uniform Claim Committee (NUCC)i  
releases an annual, updated version of its 
1500 Health Insurance Claim Form Reference 
Instruction Manual. To view a copy of the current 
CMS-1500 Claim Form go to: www.nucc.org, 
then click on “1500 Claim Form” at the top of the 
screen.

i  www.nucc.org

2. Billing Basics

National Provider 
Identifier (NPI) 

The Heath Insurance Portability and Accountability 
Act (HIPAA) requires heath care providers to 
obtain a National Provider Identifier (NPI) for 
use in standard HIPAA transactions including 
insurance billing. Providers obtain an NPI from 
the Centers for Medicare and Medicaid Services 
(CMS). The NPI number never expires and will 
not change as the result of job or relocation. It is 
intended as a unique identifier for all health plans 
to utilize. 

With the exception of atypical providers, 
Washington Department of Social and Health 
Services (DSHS) requires all health care providers 
(individual, organization, and subparts of an 
organization) to obtain an NPI if they submit 
electronic and paper claims. NPI numbers are 
essential to most insurance enrollment and 
billing processes. To learn more about the NPI, 
visit the NPI website at http://hrsa.dshs.wa.gov/
dshshipaa.
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Figure 2.1. 
Example 

of a 
Completed 
CMS-1500 

Form 
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Medicare supplies a similar report, the 
Explanation of Medicare Benefits (EOMB), and 
Medicaid sends Remittance Advices (RAs, also 
called 835s). These forms all accomplish the same 
purpose—to explain the status of a claim. 

More specifically, an EOB, EOMB or RA is likely to 
include:

• Negotiated or Allowed Amount: 
The in-network rate that was 
negotiated for the service. Otherwise 
this will be the recognized amount 
under the member’s plan.

• Paid Amount: The actual amount paid by 
the insurer for the item or service, after co-
insurance and deductibles are factored in.

• Copay Amount: Identifies the 
amount the patient owes as a co-
payment for this service. 

• Deductible Amount: This is the amount 
of the patient deductible that applies 
to the “submitted charges” or the 
“negotiated or allowed amount.” 

• Pending or Not Payable: Portions of the 
claim amount may be pending or is denied. 

• See Remarks or Message Codes: 
These explain the reason(s) that an 
amount is pended or denied. 

Don’t hesitate to contract an insurer with 
questions about how to interpret an EOB or its 
equivalent.

Current Procedural 
Terminology (CPT®) 

Current Procedural Terminology (CPT)i  is the 
most widely accepted medical nomenclature 
used to report medical procedures and services 
under public and private health insurance 
programs. Since everyone uses the same codes 
to mean the same thing, they ensure uniformity. 
Codes identify the immunization and other 
services provided by the LHJ on claim forms and 
other billing materials. Vaccines, administration, 
and office visits are reported using separate 
codes. In contrast to the thousands of CPT codes 
in existence, about seventy codes related to 
immunizations are referenced in this guide. Many 
are found in Chapter 4, Billing Medicare. 

Explanation of Benefits 
(EOBs, EOMBs and ARs)

After the insurance carrier receives and processes 
a completed CMS-1500 form, it sends the LHJ a 
status report called an Explanation of Benefits 
(EOB). There is no standard format for how 
insurance companies report payment information 
on their EOBs. EOBs typically include a listing of 
the services provided, the amount billed, any 
insurance payments and the amount due from 
the patient. The EOB is sometimes accompanied 
by an insurance benefits check. 

i  Current Procedural Terminology CPT® is registered 

trademark of the American Medical Association.
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the EOB document. Some claims are only partly 
denied. In these situations, a client balance 
remains in the form of a co-pay or cost share 
that can be billed to the patient or, if necessary, 
written off. 

Don’t worry if the denial code, and even the 
explanation of the code, doesn’t seem to make 
sense. This can happen with some frequency, 
at least initially. Perhaps the best and quickest 
way to get to the bottom of a denial is to call the 
insurance plan and ask for help interpreting the 
message code. A provider services representative 
can also advise you of what, if anything, needs to 
be resubmitted. 

Re-bill Opportunities  

Sometimes you will find, as you scan through a 
payment voucher or EOB, that the same charge 
for one patient was paid while the identical 
service for another patient was denied. Learn the 

Denials

Unfortunately, some number of the “remarks” or 
“message codes” you receive will likely indicate 
denial of payment. Denials occur for many 
reasons. They are a fact of life and will happen 
regardless of how carefully you submit the initial 
billing. Some denied claims will ultimately be paid 
if they are rebilled. Others will not. 

The most common reasons LHJs are denied 
payment are:

• no coverage on date of service

• not a contracted provider

• not a covered service

• coding errors

• applied to deductible 

A denial doesn’t necessarily translate into a write-
off. The key is to understand the reason for the 
denial, and to correct and resubmit the claim as 
appropriate. Once you become accustomed to 
filing claims, interpreting denial codes won’t be 
that difficult and you’ll generally know what to 
expect of each insurance company. If you receive 
a denial from a contracted carrier, definitely 
follow up on it.

Interpreting the Remarks or Message 
Codes

If an insurance plan denies payment of the claim, 
it will list one or more reasons for this in the form 
of a remark or denial code on the EOB. Often 
message codes are listed on the back page of 



 Chapter 2.  Bill ing Basics |  25

can improve and streamline the claims submittal 
process still further. Rather than submitting 
claims to each payer separately—including 
private insurance, Medicare and Medicaid—the 
LHJ transmits all claims to the clearinghouse 
which checks them for errors and efficiently 
and securely transmits them to the appropriate 
carrier for payment. 

Any clearinghouse should provide: 

• Rapid claims processing and 
reimbursement – often in 10 days or less

• Rapid identification of claim errors

• A single location to manage 
electronic claims for all payers

• Easy Internet and telephone access 
to knowledgeable support

Many clearinghouses can also provide:

• Eligibility verification

• Electronic remittance which updates 
your accounting automatically 

• Claim Status Reports 

• Printed Claims – Have out of network (“non-
par”) claims automatically dropped to paper 
but still be able to track them electronically

• Patient statement services 

• Personal training and support 
provided by billing experts 

• Affordability

If you are unsure whether your agency would 
benefit from the services of a clearinghouse, 

reason for this. If it occurred because the clients 
had different coverage plans, it should show 
a patient billable balance for one and there is 
nothing further to rebill. Bill the patient for the 
balance according to your LHJ’s policies.  

If the EOB calls for a provider write-off, be sure 
you understand the reason and verify it against 
your contractual agreement before writing it 
off. Sometimes a claim is denied incorrectly and 
you can request an appeal or reprocessing of the 
claim.

Things Change

Make a note of other types of inconsistent claims 
processing and also question them. Occasionally 
you will start seeing denials for care that have 
previously been paid by the same carrier. This 
can happen as a result of internal changes to a 
company’s claims processing system. If the denial 
doesn’t look right, ask about it and resubmit the 
claim if appropriate. 

By working your denials, you will become familiar 
with how each insurance company processes 
claims. You will learn which denials can be 
resubmitted for payment, and what needs to 
be written off or billed to patients. Learning this 
process well may allow you to collect the patient 
balance from the clients at the time of service.  

Clearinghouses

Electronic medical billing has many potential 
advantages over paper, especially time savings. 
For agencies billing multiple plans, a clearinghouse 
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Eligibility Verification 

Health insurance membership cards contain 
important information and it’s advisable for LHJs 
to retain copies of them in client files. However, 
membership cards do not necessarily ensure 
that a person is eligible to receive healthcare 
benefits. Since lack of eligibility is a primary 
reason why insurance companies reject claims for 
reimbursement, it’s essential to verify a client’s 
insurance status before they are seen. If you don’t 
verify eligibility in advance of care, and it turns out 
that the client doesn’t have adequate coverage, 
the only options are to seek payment from the 
client or write off the expense of providing care. 

Eligibility verification should also include a 
determination of applicable deductibles, co-
pay, co-insurance and other requirements and 
limitations. Oftentimes, clients are mistaken 
about the details of their coverage(s). If a client 
belongs to more than one plan, an online database 
will help you recognize this. 

consider a trial period with a clearinghouse that 
offers a month to month subscription option. 
Contact customer service in advance and ask for 
a quick tour of their control panel—the location 
online where you’ll be managing your claims. 
Make certain that claim errors and rejections 
are reported in plain language, not as shorthand 
numeric codes.

“Free” may not mean best value or even lowest 
cost over the long run.  Decide whether you need 
full service help or help with only a portion of the 
process. You’ll find that clearinghouses run the 
gamut between “spoon fed” to “bare bones.” 
In between these two extremes are integrated 
billing systems that utilize a clearinghouse 
while retaining some of the work in-house. Be 
sure to observe your organization’s bidding 
and contracting policies before making any 
commitments to a clearinghouse that charges for 
its services. 

Office Ally (www.officeally.com) is a full service 
clearinghouse offering web-based billing 
submission services free to providers. Office Ally 
has the ability to electronically submit claims to 
over 500 participating health plans. Its features 
include:

• An easy-to-use browser-tool allows 
direct data entry of claims. 

• Claims for most health plans can be 
transmitted and tracked in one place. 

• Claims can be submitted at 
any time, day or night. 

• Claims from all practice management 
software packages are accepted. 
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sites. Participants are required to enter into a 
common contractual framework that addresses 
HIPAA requirements and other information 
sharing issues. 

You can also access eligibility verification 
information directly from private insurance 
company websites. This may be a preferred 
option if your LHJ interacts with only a few 
companies and whenever there is a problem with 
one of the online databases you typically use. 
Request log in information for each company well 
before you’re likely to need it. If all else fails, don’t 
hesitate to pick up the telephone and request 
eligibility information from a provider services 
representative. 

The accuracy of every database has certain 
limitations but most are updated in near real time.
In any case, eligibility verification is no guarantee 
of payment. End results may be different from 
what is listed in the database.

To determine current eligibility, consider 
subscribing to one or more online databases such 
as those maintained by OneHealthPort (www.
onehealthport.com) or the Council for Affordable 
Quality Healthcare (CAQH) (www.caqh.org). 

The OneHealthPort and CAQH databases 
were designed for sharing clinical information 
securely and are free to use. They give provider 
organizations online access to major local 
health plans, hospitals and other services—
through one website and one common security 
umbrella. OneHealthPort is also a useful resource 
for accessing insurance benefits and claims 
information for a variety of insurance carriers.

Before participating in an online database, an 
LHJ will need to identify one person to serve as 
the account administrator. The administrator 
will have the authority to add multiple users as 
needed. He or she will obtain a single digital ID to 
sign on across all participating insurance company 
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the primary resource for immunization at back-
to-school time. When a parent or guardian is 
notified that a child lacks a particular vaccination, 
it may be impossible to get into a clinic right away. 
In light of this, schools in some areas routinely 
refer parents to health departments or district 
facilities.  

In its role as a public safety net, LHJs benefit 
underserved populations. LHJs also benefit 
insurers by enhancing access to care. Improved 
access translates to plan members who are better 
protected from communicable diseases and, over 
time, reduced health care costs for payers. 

LHJs face no restrictions on which companies 
they can bill, but many private health insurance 
companies are unfamiliar with the work of LHJs 
in Washington State and may be hesitant to 
reimburse the costs of care. Since LHJ billing of 
private insurance is in its early stages, payers may 
have little or no information on how many or how 
frequently their members use public health. They 
may not understand how agencies pay for the 
services they provide or what those services truly 
cost.

If billing insurance carriers becomes a priority for 
your organization, three questions to ask include:

• Will the benefits of billing 
outweigh the costs?

• Will the LHJ bill all, or only a select few, 
private health insurance carriers?

• Will the LHJ contract with any of the 
insurance companies it bills?

3. Billing Private 
Health Insurance

Introduction

There are nearly thirty private health insurance 
companies and over eighty third party 
administrators operating in Washington State. 
Many insurance plan members look to LHJ 
clinics for healthcare services—immunization 
in particular. Billing relationships with private 
insurance companies can have a significant 
impact on an LHJ’s bottom line and enhance its 
ability to consistently support the health and well 
being of the community. 

LHJ clinics may provide healthcare to populations 
that private insurers are less accustomed to 
serving. For example, when a privately insured 
family is new to an area and lacks a medical 
home, an LHJ may provide the types of services 
that are needed right away. LHJs are frequently 
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must bill established fees across the board to 
everybody, patients and insurers alike. Then, 
your contracts will dictate your required write off 
amounts and what balance you’re allowed to bill 
the clients (the “balance bill”). 

When you approach a private health insurance 
company about contracting with your LHJ, you are 
beginning a new relationship with that business. 
Your first stop for information will likely be the 
company website. Look for a link to the Provider 
Relations, Health Plan Quality Assurance or 
Claims Management Departments, read through 
the information and then pick up the telephone. 
Call the company and ask, “How do I work with 
you? Is it best to have a contract with you?” Some 
company representatives may be able to explain 
the advantages and disadvantages of having a 
contract. 

Be prepared for carriers to express reluctance to 
contract with your organization. This may happen 
when a company lacks familiarity with public 
health and isn’t aware that your LHJ provides 
care to its members. If this is your experience, 
don’t give up. If the first answer is “no,” call back 

Choose to Contract/Not 
Contract

Learn which private health insurance plans are 
most common in your community by asking 
clients who access your services what health 
plan(s) they carry. Then, consider becoming an 
“in-network” provider by establishing contracts 
with one or more of the most common plans. 
It may not be worth the effort to evaluate and 
process a contract if a company insures only a few 
of your clients. The number of clients needed to 
support the contracting process is something that 
each LHJ must decide for itself.

Contracts offer legal protections for the company 
and for the LHJ. They also help ensure a certain 
standard of care for your clients. Contracts 
usually, but don’t always, establish higher rates of 
reimbursement for in-network providers. Ideally, 
allowable reimbursement amounts would be 100 
percent of the LHJ’s Usual & Customary fees. 
For each immunization or service, the contract 
will also determine how the final paid amount is 
calculated. The write-off amount is the difference 
between your fee and the contracted allowed 
amount. The contract language will determine 
whether the difference between the allowed 
amount and the paid amount can potentially be 
billed to the client. 

For example, if your fee is $25, and the insurance 
allows $20, the write off amount is $5. If the 
insurance only pays 80 percent of the allowed 
amount ($16), then you may be able to charge 
the patient the remaining 20 percent ($4). You 
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Consider the following questions while deciding 
whether or not to contract with an insurance 
carrier:

• What are your agency billing priorities?

• How many plan members 
do you see regularly?

• Which programs or services 
do those clients utilize?

• What experiences have other LHJs had 
in contracting with this provider? 

• Are the proposed reimbursement 
rates adequate to cover costs?

• Can your agency manage the 
time lag for reimbursement?

• Would the benefits of contracting outweigh 
the disadvantages? 

Provider Service 
Representatives 

The process of billing private health insurance 
companies isn’t necessarily an impersonal one. 
Questions will arise that are specific to your LHJ 
and it’s beneficial to know who to call when you 
need important information quickly. Develop 
at least one contact—a key person in Provider 
Relations, Health Plan Quality Assurance or 
Claims Management Department—who is your 
“gold mine” for information. That contact will 
vary from plan to plan.

and talk to more people. Educate each provider 
relations contact on the services you provide to 
their members and why. For example, “We’re 
seeing more of your (plan) clients because they 
can’t get into a clinic in a timely way. You have 
underserved plan members in this community.  
Here is how we can help you make sure your 
members receive covered services…” 

When you are ready to proceed with the contract 
development, request a copy of the appropriate 
standardized contract—often called a Provider 
Services Agreement. Ask if they have contracts 
tailored to public health. Specifically ask for the 
current fee schedule as well. Companies may 
be reluctant to disseminate their current fee 
schedules. If you don’t receive the fee schedule 
even after specifically asking for it, send another 
request accompanied by a spreadsheet containing 
your top CPT codesi  and descriptions. Ask the 
company to complete the spreadsheet by adding 
the reimbursement rates for those codes. 

i  CPT copyright 2011 American Medical Association. 

All rights reserved. CPT is a registered trademark 

of the American Medical Association.
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Usually agreements or contracts include 
guidelines that are explicitly stated. Additional 
guidelines are not spelled out in the agreement 
itself but, instead, are incorporated as exhibits or 
by reference.  

Carefully consider all of the contract exhibits 
and addendums which may include provisions 
addressing:

• Credentialing responsibilities

• Fee schedules

• Legislative and regulatory requirements

Obtain and review all of the guidelines and other 
documents referenced in the contract.

Contract Review

Provider Services Agreements (“contracts”) 
impose billing requirements, provider obligations, 
payment points and other terms which vary from 
company to company. Make a photo copy of 
each prospective contract, highlight what works, 
cross-out what doesn’t, and write notes in the 
margins. Use this version as a reference in your 
negotiations.

As you review a prospective contract, consider 
how the contract terms would be implemented 
within your organization. For example, if your 
agency has a small staff to handle immunization 
and billing through the busy flu season, make sure 
the contract allows enough time to catch up with 
claims once the push is over. 

Some companies are organized by service or 
provider type. From the start, you may want to 
request a specialist with expertise in serving LHJs. 
Eventually you should be able to contact company 
representatives more or less directly and avoid 
the general customer service contact numbers 
and email addresses altogether. 

Contract Basics

A contract between an LHJ and a private insurance 
company will contain elements or guidelines on 
topics such as:

• Standard of care 
• Accessibility
• Insurance
• Quality management
• Records
• Payments, underpayments, co-payments, 

coinsurance, deductibles, overpayments
• Audits
• Coordination of benefits
• Excluded services
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Many insurance firms operate in multiple states 
and their contracts may not be fully consistent 
with the laws of Washington State. 

Negotiations

Insurance companies have standard provider 
agreements that they may be reluctant to alter—
even in situations where the contract language 
or terms are clearly inappropriate to LHJs. 
Each agency must decide for itself whether to 
attempt to negotiate a contract. Your best asset 
in negotiations is a convincing case for improving 
health care access for the insurance company’s 
membership. 

If you choose to negotiate, it pays to be prepared. 
The more you know about how your LHJ is meeting 
the health care needs of a particular carrier the 
better. Document the number of members that 
your organization is seeing on a monthly or annual 
basis. Which services do these individuals and 
families typically seek? Be prepared to share some 
stories of how your organization is responding to 
the needs of insurance plan members. 

Research the range of immunization and other 
benefits and reimbursement rates that insurers 
offer in your area. Obtain and review copies of 
contracts and fee schedules from other LHJs. 
Compare and contrast them. If particular language 
or terms contained in the proposed contract 
would be problematic for your agency, you may 
want to craft and propose language specific 
to your situation. This being said, customizing 
contracts takes time. Many LHJs and insurance 
companies alike have been unwilling to make 

The fundamental question that most LHJs ask 
while considering a contract is, “Can we afford 
to accept the reimbursement rates that the 
carrier is offering?” “Preferred,” or “in network” 
contracted providers, are reimbursed according 
to rates set by the contract and listed in the 
insurance company’s fee schedule. 

Pay particular attention to all contract language 
related to reimbursement. The ideal provision 
will indicate that services are to be paid at the 
rates submitted or “as billed.” 

Ask your legal advisor(s) to determine if the 
contract is consistent with all applicable laws. 
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If the proposed fee schedule is inadequate to 
cover costs, you may want to make a counter 
proposal based on a cost analysis. One tool 
available for this is the Vaccine Cost and Payment 
Comparison Spreadsheet (Appendix V and 
http://jeffersoncountypublichealth.org/index.
php?publications-data-resources).

In the past, LHJs have successfully negotiated the 
following:

• Fee schedules including lab services
• Billing timelines
• Provisions that do not apply to LHJs
• Insurance requirements

If contract negotiations stall, your organization 
could pursue a business relationship built around 
a Memorandum of Understanding (MOU) as 
an alternative. For example, either you or the 
insurance company could ask, “Why don’t we 
work under an MOU instead?”

the time investment, but this is changing. Simple, 
straightforward modifications have the greatest 
chance of success.

Negotiations can help resolve some of the 
difficulties and barriers that the standard provider 
services agreements often present, such as 
liability insurance requirements and the duration 
of claim periods. During negotiations, an LHJ may 
request that provisions geared more towards 
private providers (such as having admitting 
privileges at local hospitals and a physician on-
call) be removed. If your LHJ cannot comply with 
a provision of the standard agreement, consider 
an alternative approach. For example, it may be 
possible to comply by submitting a statement 
explaining how a particular situation would be 
managed by your agency.
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a contract with that insurer. Once a contract is in 
place with the LHJ, there is no need to reopen it in 
order to credential and add or remove providers. 

An LHJ can initiate the credentialing process 
soon after the decision is made to pursue a 
contract with a particular carrier (i.e. to become 
a “preferred provider” or “in-network provider”). 
Consider identifying an administrator to serve as a 
liaison with insurance companies for the purpose 
of credentialing. Doctors and other practitioners 
may be too busy with clients to answer calls 
from insurers. They may lack the information to 
answer questions, for example, about the LHJ’s 
DEA registration or liability coverage. Whoever 
is doing the credentialing at the LHJ should be 
the primary point of contact for the insurance 
company. 

The newly credentialed practitioner will receive 
a welcome letter that confirms that credentialing 
has been completed successfully. At that point, 
be sure to inform the LHJ billing department that 
the provider has now been accepted within that 
particular plan’s network.  

Credentialing Application

The credentialing application process involves 
gathering and submitting information about the 
provider for the insurance carrier to evaluate. This 
information will include birth date, social security 
number, and address as well as education and 
work history.

Under the best of circumstances, it can take 
weeks to finalize the terms of a contract and get 
final approvals. Hang in there!

MOU (Memorandum of 
Understanding)

An insurance company may propose a written 
document called an MOU in lieu of, or in addition 
to, a Provider Services Agreement or other 
contract type. AN MOU can be a good option when 
the company is unwilling or unable to modify a 
standard contract to the degree necessary for the 
LHJ. A successful relationship developed through 
an MOU may evolve into an agency-specific 
contract at some point in the future. 

Although MOUs can be written so as to be legally 
binding, an MOU is often less formal and won’t 
necessarily be enforceable. Unless your legal 
advisor(s) indicate otherwise, don’t expect to 
have any recourse if the terms of an MOU are no 
longer observed by the insurance company. 

Credentialing

Credentialing is the process used to determine 
the current clinical competence of a provider and 
whether that person is eligible to participate in 
a particular insurance company network. Often, 
providers will be referred to as practitioners in 
insurance documents. Certain providers, usually 
doctors and ARNPs, will need to be credentialed 
individually by each private insurer. Once 
credentialing is complete, you’re ready to pursue 
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Some insurance companies provide a 
credentialing application form for the LHJ to 
complete. If not, download the current version of 
the “WA Practitioner Agreement” (WPA) through 
the Washington State Association Medical Staff 
Services (WAMSS) website at www.wamss.
org under the heading “Tools.” The WAMSS is a 
professional credentialing organization designed 
to serve licensed independent practitioners. 

An administrator will need an hour or more 
to complete the forms for a given provider for 
the first time. Afterwards, essentially the same 
information will be used to complete forms 
for additional carriers so be sure to maintain a 
completed WPA form, or equivalent, on file for 
each provider. 

Submit credentialing forms together with the 
required supporting documentation. Ninety days 
or more may elapse before you hear back from 
the insurance company. The administrator should 
be in communication with each practitioner 
throughout the credentialing process. Arrange 
with them to intercept any correspondence or 
forms related to credentialing that are addressed 
to the practitioner. You may be asked to supply 
additional information at any time.

Credentialing Databases

For LHJs intending to contract with multiple 
insurance companies, online databases 
streamline the credentialing process enormously. 
When credentialing information for providers 
is uploaded to one or more databases, the 
paperwork needed for this purpose is greatly 

reduced. From then on, each time the LHJ 
approaches a new insurance company with 
membership in the particular online database, a 
much shorter paper application can be used for 
each provider. 

OneHealthPort (http://www.onehealthport.com/
services/providersource_live.php) is a database 
and statewide system for centralized collection, 
verification and distribution of provider data to 
be used for credentialing and privileging. In 2009, 
the Washington State Legislature passed SB 5346 
to simplify health care administration. It called 
on the Office of the Insurance Commissioner 
(OIC) to appoint a private sector organization 
to lead implementation of the bill. The OIC 
designated the Washington Healthcare Forum 
and OneHealthPort to serve in this capacity. 

Another credentialing database of interest to 
LHJs is managed by The Council for Affordable 
Quality Healthcare (CAQH) (www.caqh.org). 
CAQH is a nonprofit alliance of health plans and 
trade associations. There is no cost for LHJs 
to participate in the CAQH or OneHealthPort 
databases. 
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Figure 3.1. 
An example 

of the first 
page of the 

Washington 
Practitioner 
Application 

The complete 
application is 

available at 
www.wamss.
org under the 

heading “Tools.”
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Credentialing information can be made available 
by permission to any other member insurance 
firm. Be aware that not all private health insurance 
companies are OneHealthPort and/or CAQH 
members. Online credentialing databases require 
updates to provider information periodically. The 
credentialing entity will send email notifications 
to the credentialing administrator and also to the 
providers. 

Periodically, insurance companies will require 
that providers re-credential. Re-credentialing 
can take the form of a comprehensive “provider 
profile packet,” sent to the LHJ by the insurance 
carrier, or as a simple letter or email reminder 
asking for a limited amount of information. The 
frequency of re-credentialing will vary. Providers 
will be notified by insurance companies when re-
credentialing is necessary. 

Take action on the request for re-credentialing as 
soon as possible because there will be a time limit 
for providing updated information. If a provider 
loses credentialing due to a late response, the 
LHJ may have to start the credentialing process 
from the beginning. Re-credentialing is unrelated 
to the process of license renewal and is on a 
different timeline. 

Each individual practitioner is responsible for 
maintaining their licensure. The LHJ administration 
is responsible for maintaining the organization’s 
liability insurance and its DEA license.

LHJs and Private Insurance 
Billing

If your LHJ already has experience billing Medicaid 
and/or Medicare, it may not be as difficult as 
you might expect to expand your billing system 
to include private plans. In addition, once you 
have the capacity and knowledge to bill private 
insurance for immunization, it may involve a 
relatively small effort to expand billing to cover 
additional health care services. 

LHJs can always bill Usual and Customary Fees to 
private insurance with a completed CMS-1500 
form. After the claim is filed electronically, it 
will usually be a couple of weeks until you hear 
back from the insurance company. Responses to 
paper claims require a month or longer. In the 
interim, you have the option of contacting the 
carrier to ask about the claim’s status online or 
over the phone. Have the LHJ tax ID number or 
NPI number, provider name and date of service, 
and the patient’s insurance policy number handy. 

As you submit claims, you will learn more from 
“denials” than the successes. Think of denials as 
feedback, not final decisions. Thoroughly explore 
the reason for a claim’s denial, make necessary 
corrections and resubmit for payment.



 Chapter 3.  Bill  Private Health Insurance |  41

Confidentiality in Billing

There may be a desire on the part of the client to 
keep services such as HPV and HepB vaccinations 
confidential. Provide a form or questionnaire for 
clients to select their preferred payment method. 
These methods should include the option to pay 
full fee at the time of service or to, in other words, 
opt out of insurance billing (see Appendix  T). 

Bill Without a Contract

The billing relationship between an LHJ and a 
private insurer is governed by all applicable laws. 
It may be defined further through a contract, or 
any other written agreement, that the insurer and 
the LHJ choose to develop and enter into together. 
Such documents are not necessary in order for an 
LHJ to bill a private insurance company. However, 
non-contracted insurers still require providers to 
be credentialed, as appropriate, for their services 
to be eligible for reimbursement. In the absence 
of a contract, the LHJ can bill clients for balances 
left unpaid by the insurance plan. In other words, 
there is no requirement to write off unpaid 
balances where no contract exists. 

Billing involves time and effort on the part of the 
LHJ, but private health insurance companies do 
not penalize organizations for submitting bills. 
While some of the bills you submit will likely 
be rejected, others will garner at least some 
payment. When private plans compensate for 
care from non-contracted providers, they may 
do so at the requested rate, at a reduced rate 

compared to their contracted providers, or they 
may not pay at all. Some companies pay the same 
rate whether there is a contract in place or not.

Keep in mind that insurance plans and policies 
change from time to time. Non-contract 
companies that have rejected claims for 
immunization in the past won’t necessarily reject 
them in the future. The reverse is also true. If you 
have been paid in the past, it’s possible you could 
experience rejections down the road. 

Non-contracted insurers typically send their 
payments directly to clients rather than the LHJ. 
The assumption is that the client paid for the 
service up front. Because an LHJ may occasionally 
receive reimbursement after the client has paid 
in full for a service, it’s necessary to have a policy 
and process in place to immediately refund the 
client whenever this occurs.

The LHJ will receive a statement from the insurer 
indicating whether the LHJ or the client has 
received the reimbursement. If the LHJ provided 
the service, but didn’t collect for it, the client 
won’t necessarily forward the reimbursement 
that he or she receives. The LHJ may either bill 
the client or write off the expense consistent with 
its policies.

Information to Bill

In order to bill private insurance, you will need 
to gather information about the patient, the 
insurance plan and the service(s) provided to 
include in the electronic claim or on a CMS-1500 
form (See Figure 2.1 on page 22).
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whether the patient is in, or out of, their 
insurance company network. Collect the co-
pay as required.

3. Out of Pocket (Stop Loss) Amounts: 
Determine the out of pocket (stop loss) 
amounts for each coverage level and service 
type for plans in and out of their network. 

4. Co-Insurance Amounts and Percents: Get 
the detailed co-insurance amounts for each 
coverage level and service type. 

5. Limitations: Determine the patient’s medical 
coverage limitations.

6. Determine the Patient’s Primary Care 
Provider: In some cases, the payer will give 
you information about the patient’s primary 
care provider, including physician name and 
phone number. 

More valuable information about the patient may 
be revealed by the database, according to the 
individual insurance plan.

If there are questions regarding the claim, the 
insurance plan will contact your LHJ using the 
standard agency information provided on the 
form. Usually carriers screen claims for format 
and then for patient eligibility. 

Client Receipt for 
Reimbursement 

If your organization decides not to bill private 
plans, there are some relatively simple ways to 
help your clients seek reimbursement on their 
own. 

Request the client’s name and insurance 
membership card. Read and copy both sides of 
the card and scan it as appropriate. Ask for the 
name(s) of their insurance company(ies), policy 
number(s), group number(s), physical address 
and phone number. Verify that the information 
given by the patient and the information in the 
eligibility database are correct. By collecting 
detailed benefit information, you can help clients 
understand what to expect from the LHJ billing 
process. 

From the insurance plan identification card or 
website, obtain the following:

• Patient’s full name, ID numbers, birth 
date and the subscriber’s name

• Billing contact phone number

• Appropriate claims address

• Coding information (CPT and ICD 
codes for the services provided)

• Your provider ID

The following information is usually available 
through the database or by calling the insurance 
company directly. 

1. Deductible Amounts: For each coverage 
level, determine the deductible amounts 
that have been applied previously during the 
year as well as the remaining balance. Verify 
that any deductible applies to immunization 
services.

2. Co-payment Amounts: Determine the co-
payment amounts required for each type 
of service. Make sure these amounts reflect 
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In the course of billing claims to contracted 
payers, you will learn about each of their billing 
requirements. For example, you might encounter 
a company that requires you to collect co-
payments for immunization. 

Especially when a contract is in place, be sure to 
follow up on any denial codes you may receive on 
the EOB.

Co-insurance

A number of clients will have membership in two 
or more health insurance plans. If your LHJ is 
contracted with the secondary payer, you would 
still typically bill the primary insurer. Use the 
denial from the primary to bill the secondary plan. 
The LHJ is never in the roll of determining which 
insurance is primarily responsible for a claim. 

When a client has Medicaid and/or Medicare 
as well as private insurance, Medicaid and/
or Medicare require that you bill the private 
insurance first.  Medicaid is always the last payer. 

Preauthorization

In some cases preauthorization is needed for 
immunization; other times it’s not. The insurance 
company membership card may indicate 
whether or not a client can self refer. You may 
want to contact the insurance carrier or online 
database for information about preauthorization 
requirements or to determine if your agency can 
collect funds at the time of service. 

Unlike Medicaid, Medicare and Labor & Industries 
(L & I), most private insurance companies will 
reimburse patients directly. Some plans reimburse 
from receipts alone; many others also require a 
CMS-1500 or other appropriate claim form. 

Access plan-specific patient claim forms at 
insurance carrier websites. Download and print 
the standard blank forms for patients as needed 
or print a number in advance for self service 
access in the client area. Before reprinting, check 
if the claim form has been updated. 

Consider providing the following information to 
clients on the form or receipt: 

• Agency Tax ID
• NPI
• Procedure and Diagnosis Codes [CPT 

& ICD-9 (until October 1, 2013)]
• Itemized services with dates and amounts

It’s important to provide some coaching on how 
to complete the form. You may want to provide 
clients with a billing department phone number 
so they can ask questions later. 

Bill with a Contract

While contracted with a private insurance carrier, 
the billing process will remain largely unchanged.  
As long as the client has a single insurer, billing 
is fairly straight forward. You still need to 
gather client information, service codes and the 
appropriate NPI number(s) to complete the CMS-
1500 claim form. However, the reimbursement 
rates will now be based on the contracted terms. 
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The education and counseling codes can also 
be used for non-Medicaid Vaccines for Children 
(VFC) eligible patients—children less than 19 
years of age who are uninsured, underinsured, or 
Native American or Alaskan Native.  However, the 
total of all the administration fees for a specific 
combination vaccine cannot exceed the federal 
VFC cap set for WA Stateat $15.60 per dose.  

No provider can currently bill using multiple 
administration fees for combination vaccines 
administered to a child less than 19 years of 
age enrolled in the Washington State Medicaid 
Program.  As per the Medicaid State Plan, they 
only reimburse $5.96 per vaccine dose for these 
children.   

The Current Procedural Terminology (CPT ®) 
codes 90460 and 90461 replaced codes 90465-
90468 on January 1, 2011. Code 90460 is reported 
once for counseling associated with the first 
vaccine component. Code 90461 is additionally 
reported for the counseling associated with 
each additional component of the combination 
vaccine.   The American Academy of Pediatrics 
provides guidance on pediatric immunization 
administrative codes through its website at http://
practice.aap.org/content.aspx?aid=2980.

Time Limits
Know time limitations for filing claims. Time 
limits can vary with the company. Private health 
insurance companies set their own time limits for 
filing. When contracting with health plans, you 
may want to negotiate billing time limitations 
so they fit well with your organization’s business 
schedule.

Administration Fees for Pediatric 
Combination Vaccines 

Combination  vaccines are those vaccines that 
contain multiple vaccine components. Some 
combination vaccines such as MMR (mumps, 
measles and rubella) or DTaP (Diphtheria, tetanus 
and acellular pertussis) have been around for 
a long time. Other combination vaccines are 
relatively new, such as Pentacel, a combination 
vaccine including DTaP, Hib, and IPV or polio 
vaccine components.  

Private insurance allows providers to claim 
multiple administration fees when they provide 
education and counseling with  a combination 
vaccine. The administration fee can be applied to 
each antigen in the vaccine. For example, if MMR 
vaccine is given, and education and counseling 
are provided for the mumps, measles and rubella 
components, an administration fee can be applied 
for each antigen. Private insurance can be billed 
the multiple administration fees for public- or 
private-purchase vaccine given to their members.  
All providers (including LHJs) should bill their 
Usual & Customary rate for each administration 
code.  

Billing Medicare
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invasive pneumococcal disease, hepatitis B, 
and influenza. Medicare and Railroad Medicare 
are both federal insurance plans, but billing 
enrollment for Medicare and Railroad Medicare 
are accomplished through two separate processes. 
Reimbursement rates for immunization are the 
same for Medicare and Railroad Medicare.  

Local health jurisdictions must enroll in the 
Medicare program to be eligible to receive 
Medicare payment for covered services provided 
to Medicare beneficiaries. LHJs must enroll even 
if immunizations are the only service they will 
provide to beneficiaries. 

Medicare and Vaccines

Any individual or entity meeting State licensure 
requirements may qualify to bill Medicare for 
furnishing and administering the influenza and/or 
pneumococcal vaccines to Medicare beneficiaries 
enrolled under Part B. 

Medicare Part B pays for pneumococcal vaccines, 
influenza virus vaccines, and their administration 
without coinsurance or deductibles. It is 
inappropriate to require a client to pay for the 
vaccination up front and to file their own claim 
for reimbursement. All Medicare providers are 
required to file claims on behalf of the client per 
§1848(g)(4)(A) of the Social Security Act. 

Medicare providers of immunization services 
can choose from a variety of billing methods 
depending on their needs. Regardless of the 
method you choose, be sure to determine the 
current time limitation for filing claims.

4. Billing Medicare
Your local health jurisdiction (LHJ) will likely 
provide immunization services to Medicare 
beneficiaries. This section provides information 
to help you navigate the enrollment and billing 
processes for Medicare and, to a lesser degree, 
Railroad Medicare. More complete information 
for new Medicare billers can be found at www.
noridianmedicare.com/p-medb/welcome/index.
html#cms-links. It includes links to the Medicare 
Learning Network® as well as a CMS-1500 claim 
form tutorial.

What is Medicare?

Medicare is the nation’s largest health insurance 
program. It was established by the U.S. Congress 
in 1965. Medicare provides care for people over 
65 and people of all ages with certain disabilities. 
Doctor’s services, outpatient care, and other 
medical services, such as immunization, are 
covered under Part B of the program. Medicare 
preventive services include vaccinations against 
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administration. Part B deductible and coinsurance 
do apply for hepatitis B vaccine. 

Consult the Medicare Benefit Policy Manual 
(currently Pub. 100-02, chapter 15, section 
50.4.4.2) for coverage requirements for vaccines.

Mandatory Assignment

The Benefits Improvement and Protection Act of 
2000 mandates all drugs and biologicals be paid 
based on mandatory assignment. Therefore, all 
providers of influenza virus and pneumococcal 
vaccines must accept assignment for the vaccine.i 

Online Assistance for LHJs 
and Medicare Beneficiaries

Online assistance for Medicare enrollment for 
LHJs is maintained by the Centers for Medicare 
& Medicaid Services (CMS) (www.cms.gov) and 
independent contractors known as fee-for-
service contractors. Noridian Administrative 
Services, LLC (www.noridianmedicare.com) is 
the Medicare fee-for-service contractor serving 
Washington when this guide was published 
and is responsible for processing enrollment 
materials. Fee-for-service contractor information 
is available to download from the CMS Medicare 
Provider-Supplier Enrollment website (www.
cms.gov/MedicareProviderSupEnroll). Medicare 
information for beneficiaries and their families 
can be found at http://Medicare.gov.

i www.cms.gov/manuals/downloads/

clm104c18.pdf pg. 21

Pneumococcal Vaccine

Typically, the pneumococcal vaccine is 
administered once in a lifetime. Medicare began 
paying for pneumococcal vaccine in 1981. Claims 
are paid for beneficiaries who are at high risk of 
pneumococcal disease and have not received a 
pneumococcal vaccine within the last five years 
or are revaccinated because they are unsure of 
their vaccination status. 

Since the pneumococcal vaccine benefit does not 
require any client coinsurance or deductible, a 
Medicare client has a right to receive this benefit 
without incurring any out-of-pocket expense. 
Medicare does not pay solely for counseling and 
education for pneumococcal vaccinations. 

Influenza Virus Vaccine

Coverage of the influenza virus vaccine and 
its administration was added to the Medicare 
Program on May 1, 1993. Typically, one influenza 
vaccination is allowable per influenza virus 
season. Medicare may provide coverage for more 
than one influenza vaccination per flu season if it 
is reasonable and medically necessary.

Hepatitis B Vaccine

LHJs that operate as clinics offering a range 
of medical and/or immunization services 
may provide hepatitis B vaccine to Medicare 
beneficiaries when its administration is ordered 
by a doctor of medicine or osteopathy. Part B of 
Medicare covers the hepatitis B vaccine and its 
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Since most enrollment forms are updated from 
time to time, be sure to identify and submit the 
current versions. 

Provider Enrollment, Chain 
and Ownership System 
(PECOS)

Enrollment through Internet-based PECOS has 
advantages over the paper-based enrollment 
process. Fewer staff hours are needed to apply 
online because PECOS is a menu driven process 
that tailors questions to the applicant. It ensures 
that only current versions of forms are submitted. 
Plus, PECOS makes it easier to check and update 
information for accuracy over time.

Before beginning with PECOS, make sure you have 
Internet Explorer version 5.5 or higher and the 
most recent version of Adobe Acrobat Reader. 
A  PECOS enrollment example is available online: 
www.cms.gov/MedicareProviderSupEnroll/
downloads/PECOSWebScreenExample.pdf.

Enroll in Medicare on 
Paper or Electronically

The Medicare enrollment application for LHJs is 
Form CMS 855B (Medicare Enrollment Application 
for Clinics, Group Practices, and Certain Other 
Suppliers). 

Complete the online application through the 
CMS Provider Enrollment, Chain and Ownership 
System (PECOS) or download and print a paper 
copy of Form CMS 855B at the Medicare Provider-
Supplier Enrollment website: www.cms.gov/
MedicareProviderSupEnroll. 

Enroll in Railroad Medicare through Palmetto GBA 
Medicare at www.palmettogba.com/palmetto/
providers.nsf/DocsCatHome/Railroad%20
Medicare. In “Top Links”, click on Provider 
Enrollment. You will still need to enroll with the 
local carrier (Noridian www.noridianmedicare.
com), and if you intend to bill electronically, 
request a Railroad Medicare Provider Transaction 
Access Number (PTAN) through the Railroad 
Medicare Provider Enrollment materials located 
on the Palmetto GBA Medicare Provider 
Enrollment webpage. 

The Railroad Medicare Roster Billing Guide 
for Influenza and Pneumonia Immunization to 
Medicare Part B is available at www.palmettogba.
com/Palmetto/Providers.nsf/files/PalmettoGBA_
Influenza_and_Pneumococcal_Roster_Billing_
Packet.pdf/$FIle/PalmettoGBA_Influenza_and_
Pneumococcal_Roster_Billing_Packet.pdf.
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National Provider Identifier (NPI)

CMS requires LHJs to obtain a National Provider 
Identifier (NPI) prior to enrolling or updating their 
enrollment record with Medicare. If you do not 
have an NPI, please contact the NPI Enumerator at 
https://nppes.cms.hhs.gov or call the Enumerator 
at 1-800-465-3203 or TTY 1-800-692-2326. 

Additional Application Forms

Two other forms are routinely submitted with an 
enrollment application: 

1. The Electronic Funds Transfer (EFT) 
Authorization Agreement (Form CMS 588) is 
mandatory. The CMS-588 must be signed by 
the authorized official that signs the Medicare 
enrollment application. 

Register to Use PECOS 

Registered users of PECOS may view or update 
existing enrollment and user information, view 
the status of applications submitted to Medicare 
through the PECOS website, and voluntarily 
withdraw enrollment in Medicare. 

In order to utilize PECOS, the local health 
organization’s Authorized User (AU) must register 
in the PECOS Identification and Authentication 
System (PECOS I&A) when accessing PECOS 
for the first time. The AU creates a user ID and 
password linked to the organization’s National 
Provider Identifier (NPI). After the CMS External 
User Services (EUS) Help Desk authenticates the 
AU, that person will be able to manage access to 
the account for other individuals and themselves.

Figure 4.1. 
PECOS 
Welcome 
Page 
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CMS website for more information on billing 
requirements.

Type of Medicare Supplier

PECOS and Form CMS-855B ask you to properly 
identify your LHJ supplier type. Most LHJs fall into 
the category of “Mass Immunizer” or “Other.” 

If your LHJ provides Part B services in addition 
to the influenza virus and/or pneumococcal 
vaccinations and wishes to bill for these other 
services, identify your clinic or organization 
as “Other” and write in the words “Group 
Practice.” If your LHJ will bill Medicare only for 
mass immunization programs, enroll as a Mass 
Immunizer. Call Noridian at 1-888-608-8816 if 
you have questions about Supplier Type or any 
other aspect of enrollment.

Roster Billing (influenza 
virus and/or pneumococcal 
vaccinations only) 

CMS initiated a streamlined billing process in 
1993 known as roster billing. Paper claims for 
roster billing of Medicare-covered vaccinations 
are exempt from the HIPAA electronic billing 
requirement under a ruling published August 
15, 2003.i  The process was developed to enable 
LHJs and other providers to submit health 
care claims to Medicare contractors for large 
groups of individuals for influenza virus and/

i  To reference the ruling, go to http://edocket.

access.gpo.gov/2003/pdf/03-20955.pdf

2. The Medicare Participating Physician or 
Supplier Agreement (Form CMS 460) is 
optional but increases the amount of 
Medicare reimbursement to an LHJ by 5 
percent. 

Noridian Administrative Services LLC (NAS) 
offers an online “Provider Interactive Enrollment 
Interview” to help identify the forms and 
documentation needed to enroll. Link to the 
Noridian Enrollment website for Medicare Part 
B at www.noridianmedicare.com/p-medb/enroll.

Mailing Medicare Enrollment 
Materials

Mail the completed paper application forms and 
any supporting documentation to the Medicare 
fee-for-service contractor (i.e. Noridian), not 
CMS. Regardless of whether the application 
is completed on paper or online, the provider 
must mail a signed certification statement to the 
Medicare contractor. The date that the statement 
is received affects the billing effective date for 
providers. The current NAS address for provider 
enrollment is on the “Contacts” page of the NAS 
website. 

If your LHJ is already enrolled in Medicare, but 
has not submitted a CMS-855B since 2003, you 
are required to submit a complete application. 
Providers should follow the instructions for 
completing an initial enrollment application.

Refer to the Medicare Claims Processing Manual, 
Chapter 18, Sections 10-10.5 at www.cms.hhs.
gov/manuals/downloads/clm104c18.pdf on the 
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Figure 4.2. 
Excerpt 
from Form 
CMS 855B 
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or pneumococcal vaccinations. Medicare has 
not developed roster billing for hepatitis B 
vaccinations.

Since the pneumococcal vaccine benefit does not 
require any client coinsurance or deductible, a 
Medicare client has a right to receive this benefit 
without incurring any out-of-pocket expense. 
Medicare does not pay solely for counseling and 
education for pneumococcal vaccinations. 

Roster billing can be done electronically or on 
paper. It uses a simplified CMS-1500 claim form 
or electronic equivalent and requires LHJs to 
accept assignment on both vaccines and their 
administration. The information from the client 
roster list and the abbreviated CMS-1500 form is 
used by Medicare to create individual claims for 
Medicare to process. 

LHJs submitting Part B claims are not required to 
immunize at least five beneficiaries on the same 
date in order to qualify for roster billing. However, 
the rosters should not be used for single patient 
bills, and the date of service for each vaccination 
administered must be entered.

LHJs that do not mass immunize should continue 
to bill for the influenza and pneumococcal vaccine 
using the normal billing method, i.e., submission 
of a CMS-1500 form or electronic billing for each 
client. The agency will still be required to accept 
assignment on vaccine. 

Using the CMS-1500 Claim Form for 
Roster Billing

Roster billers must use CMS-1500 claim forms 
that are preprinted to include standardized 
information particular to the LHJ. A single copy of 
the completed CMS-1500 form is then attached 
to each completed roster form.

Medicare providers are responsible for filling out 
required items on the claims forms with correct 
information obtained from the client. You can 
find Medicare CMS-1500 completion and coding 
instructions, as well as the print specifications 
in Chapter 26 of the Medicare Claims Processing 
Manual (Pub.100-04).i  

The roster must have the client’s name (first and 
last), address, gender, Medicare Health Insurance 
Claim (HIC) number, date of birth and the client’s 
signature. The client’s name and Medicare HIC 
number must be submitted as it appears on the 
Medicare card. This information must be legible 
in order for NAS to process the roster correctly. 
Illegible information may not be processed 
correctly and will result in incorrect or delayed 
reimbursement.

From the provider, a stamped “signature on 
file” statement is acceptable on a roster claim 
to qualify as an actual signature. The provider 
must already have a signed authorization on file 
to bill Medicare for services rendered. This stamp 
must be in box 12 of the CM-1500 claim form or 
on each line of the roster. If all the requirements 

i  www.cms.gov/manuals/downloads/clm104c26.pdf
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are not met, NAS will return the claim without 
processing. A single stamp on the top or bottom 
of the roster is not acceptable. Quotation marks 
used to indicate that the statement should be 
copied from the line above are not acceptable; 
this stamp must be on each line of the roster.

The blocks listed in Table 4ai on the following page 
can be preprinted on a modified Form CMS-1500 
for entities using roster billing for influenza virus 
vaccine, pneumococcal, and/or administration 
claims submitted to Medicare contractors.

i  Source: Noridian Administrative Services LLC Flu 

Book – Influenza and Pneumococcal Vaccinations 

Medicare Part B Roster Billing Guide December 

2010  www.noridianmedicare.com/p-medb/forms/

docs/influenza_vaccine_roster_brochure.pdf
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Table 4a.: Information to include in pre-printed CMS-1500 Claim forms 
CMS 1500 Influenza Pneumococcal

Item 1 “X” in the Medicare box.

Item 2 “SEE ATTACHED ROSTER” must be entered.

Item 11 “NONE” must be entered. If this phrase isn’t entered as shown here, the claim(s) will be returned without 
processing.

Item 12 A “Signature on File” must be either in item 12 OR on every line of the roster. If requirements are not met, 
the claim will be returned without processing.

Item 21 “V04.81” DO NOT USE THE LETTER O. “V03.82” DO NOT USE THE LETTER O.

Item 24 The Date of Service (one per CMS-1500 Claim Form) should be entered in 6 or 8-digit format (MM/DD/YY or 
MM/DD/CCYY). Do not submit alpha dates (E.g. November 2, 2011). Rosters with alphabetical dates will be 
returned without processing.

Item 24B “60” (Mass Immunization Clinic) Any other place of service entered will cause delays in processing.

Item 24D Only one CPT/HCPCS code is to be submitted per line. If no procedure codes are submitted, the claim will be 
returned without processing.

“90658” (vaccine) only valid until December 31, 2010. New 
Influenza Codes effective October 1, 2010 (replace 90658) per 
CR7234
Q2035 Afluria vacc, 3 yrs &>, im
Q2036 Flulaval vacc, 3 yrs &>, im
Q2037 Fluvirin vacc, 3 yrs &>, im
Q2038 Fluzone vacc, 3 yrs &>, im
Q2039 NOS flu vacc, 3 yrs&>, im
“G0008” (administration)

“90732” (vaccine) and
“G0009” (administration)

Item 24E Link “1” to reference the appropriate diagnosis code in Item 21. Do not submit the actual diagnosis code.

Item 24F The charge for one service to each beneficiary must be entered. The amount should be entered with dollars 
and cents. Hyphens should not be used to indicate cents. IF the entity is not charging for the vaccine or its 
administration, it should enter 0.00 on the appropriate line for that item.

Item 27 “X” in the YES box.

Item 28 The total charge for one service to each beneficiary must be entered. The amount should be entered with 
dollars and cents. Hyphens should not be used to indicate cents.

Item 29 Enter the digit “0” or leave blank.

Item 31 Submit signature and the date the form was signed. If requirements are not met, the claim will be returned 
without processing.

Item 33 Provider name and address.

Item 33a Submit NPI number in lower left corner of Item 33.

Item 33b Leave Blank.
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Bill Flu and Pneumococcal Vaccines 
Separately

Influenza and pneumococcal vaccine roster billing 
must be handled separately. For each type of 
vaccine and each date of service, submit separate 
claim forms accompanied by separate roster bills.

You can find Medicare CMS-1500 completion and 
coding instructions, as well as print specifications 
in Chapter 26, Completing and Processing Form 
CMS-1500 Data Set, of the Medicare Claims 
Processing Manual (Pub.100-04)i  or contact 
NAS.ii Additional information on the CMS-1500 
form can be found at on the CMS website.iii   

i  www.cms.gov/manuals/downloads/clm104c26.pdf

ii  www.noridianmedicare.com

iii  www.cms.hhs.gov/

ElectronicBillingEDITrans/16_1500.asp

Table 4b. Helpful Hints Checklist for CMS-1500 Claim Form
Use preprinted red drop-out ink

If claim corrections are needed, submit a new CMS-1500 claim form (not a corrected claim)

Submit rosters of no more than 20 beneficiaries per CMS-1500 form

The CMS-1500 form must be submitted with a roster

Item 11:  Never left blank (enter NONE)

Item 12: Client signature must be filled in or signature on the roster

Item 19: Include donated vaccine, reflect CPT in narrative

Item 21: Diagnosis

Item 24A: Make sure the claim date of service matches roster date (alphanumeric not acceptable)

Item 24D: Submit appropriate CPT codes

Item 24J: Submit individual NPI in the detail line (if applicable)

Item 27: Must accept assignment

Item 31: Include both the provider signature and the date

Item 33A: Roster NPIs (10 digit numeric) must match CMS-1500 form NPIs
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Figure 4.3. CMS-
1500 Claim Form 

Influenza (FLU) 
Template i

i Source: Noridian 

Administrative 

Services LLC Flu 

Book – Influenza 

and Pneumococcal 

Vaccinations 

Medicare Part 

B Roster Billing 

Guide December 

2010  www.

noridianmedicare.

com/p-medb/

forms/docs/

influenza_vaccine_

roster_brochure.pdf
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Figure 4.4. CMS-
1500 Claim Form 
Pneumococcal 
(PPV) Templatei 

i  Source: Noridian 

Administrative 

Services LLC Flu 

Book – Influenza 

and Pneumococcal 

Vaccinations Medicare 

Part B Roster Billing 

Guide December 

2010  www.

noridianmedicare.

com/p-medb/

forms/docs/

influenza_vaccine_

roster_brochure.pdf
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Table 4c.: Roster Template Instructions
NOTE: Roster forms containing missing or invalid beneficiary information will be returned without processing.

Corresponding Number Influenza (FLU ) Vaccine 
Roster Form

Pneumococcal (PPV) 
Vaccine Roster Form

1. Provider Name Name of the provider submitting the flu roster.

2. Date of Service MUST match the date submitted in Item 24A of the CMS-1500 Claim Form. If no date 
is submitted in item 24A, different dates of services may be submitted on the rosters. 
Alpha dates are not acceptable.

3. NPI MUST match the NPI submitted on the CMS-1500 Claim Form. If the NPI does not match 
EXACTLY in ALL submitted areas, the claim will be returned without processing.

The valid format for a NPI number is 10 numerics beginning with a 1, 2, 3, or 4. If an 
invalid format is submitted, the claim will be returned without processing.

4. Beneficiary’s Health 
Insurance Card # (HIC)

SUBMIT the beneficiary’s Medicare number exactly as it appears on the Medicare card. 
HIC numbers are most commonly in the format of nine numbers followed by one alpha 
character. DO NOT have a separate column for the alpha character; doing so would 
cause the HIC to be invalid and the claim would be returned without processing.

5. Date of Birth SUBMIT the beneficiary’s date of birth (MM/DD/CCYY)

6. Patient’s Sex CHECK the appropriate box.

7. First Name SUBMIT the beneficiary’s first name exactly as it appears on the Medicare card.

8. Last Name SUBMIT the beneficiary’s last name exactly as it appears on the Medicare card.

9. Middle Initial SUBMIT the beneficiary’s middle initial.

10. Patient’s Street Address SUBMIT the beneficiary’s street address.

10a. Patient’s City SUBMIT the beneficiary’s city.

10b. Patient’s State SUBMIT the beneficiary’s state.

10c. Patient’s Zip SUBMIT the beneficiary’s zip.

11. Patient Signature Beneficiary’s actual signature. A Signature on File statement is acceptable as long as it is 
submitted on EVERY line of the roster or in item 12 on the CMS-1500 (08-05) Claim Form.

12. Control # for Contractor For use by the Contractor only.

Roster Templates
Rosters are developed by the LHJ with information 
particular to the organization. Rosters should 
be submitted with legible information. If the 
information on the roster is not typed, then the 

information should be printed clearly; illegible 
information may cause incorrect payments, 
denials, or delays in processing. An acceptable 
roster form must include the following 
information: 
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Table 4d. Helpful Hints Checklist for Roster Form 2010-2011 
(Influenza or Pneumococcal (PPV) Vaccine Roster)

Use correct NAS roster (one of two) - Influenza or pneumococcal

Roster must be on white paper (cannot process colored paper)

Non Medicare client - use a thick black marker to cross off name(s)

Use only black or blue ink (some ink colors not recognized by OCR scanner)

Include enough spacing between the lines so information is read correctly and legibly

Submit roster with a CMS-1500 claim form

Confirm client Medicare Health Insurance Claim (HIC) # on roster

Include HIC # EXACTLY as it appears on the Medicare card

HIC # is nine numbers followed by one or two alpha

Four or more invalid/missing HIC #s on roster will cause rejection

Date of Birth (DOB) must be reflected on the roster

Each client address (with city, state and zip) must be reflected on the roster

The date of service should be submitted in one of two places: 1) Item 24A on the CMS-1500 form, OR 2) at 
the top of the roster form in the area designated as “Date of Service.” If dates are submitted in both of these 
places the dates must match; 

Gender box must be marked

The client’s signature may be indicated in one of two places. A signature on file statement may be submitted 
in Item 12 on the CMS-1500 form or the actual patient’s signature or a signature on file statement may be 
submitted on each line of the roster. A single stamp on the top or bottom of the roster is NOT acceptable. 
Quotes or any other “shortcut” used to indicate that the statement should be copied from the line above is 
NOT acceptable. The actual signature or the signature indicator must be legible.

Medicare providers may not list other covered services with the influenza virus and/or pneumococcal vaccine 
and administration on the modified Form CMS-1500 form. Other covered services are subject to more 
comprehensive data requirements that the roster billing process is not designed to accommodate. Providers 
must bill other services using normal Medicare Part B claims filing procedures and forms.

In addition the following information must be on the PPV Roster:

IMPORTANT: Ask beneficiaries if they have been vaccinated with PPV.

• Rely on patients’ memory to determine prior vaccination status.
• If patients are uncertain whether they have been vaccinated 

within the past 5 years, administer the vaccine. 
• If patients are certain that they have been vaccinated within the past 5 years, do not revaccinate.
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Figure 4.5. 
Influenza 

(FLU) Vaccine 
Roster Form i

i  Source: Noridian 

Administrative 

Services LLC Flu 

Book – Influenza 

and Pneumococcal 

Vaccinations 

Medicare Part 

B Roster Billing 

Guide December 

2010  www.

noridianmedicare.

com/p-medb/

forms/docs/

influenza_vaccine_

roster_brochure.pdf
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Figure 4.6. 
Pneumococcal 
(PPV) Vaccine 
Roster Formi 

i  Source: Noridian 

Administrative 

Services LLC Flu 

Book – Influenza 

and Pneumococcal 

Vaccinations 

Medicare Part 

B Roster Billing 

Guide December 

2010  www.

noridianmedicare.

com/p-medb/

forms/docs/

influenza_vaccine_

roster_brochure.pdf
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support, or use HIPAA compliant free billing 
software that is supplied by Medicare carriers 
such as NAS. Medicare contractors are allowed 
to collect a fee to recoup their costs (currently 
up to $25) if a provider requests a Medicare 
contractor to mail an initial disk or update disks 
for this free software. In Washington, contact 
NAS for additional information on EDI, software 
vendors, billing services and clearinghouses at 
www.edissweb.com/cgp/index.html. 

How Electronic Claims Submission 
Works

The claim is electronically transmitted in data 
“packets” from the provider’s computer system 
to the Medicare contractor’s. The Medicare 
contractor then performs a series of edits. The 

Electronic Billing

CMS generally requires electronic submission of 
billing claims through the Medicare Electronic 
Data Interchange (EDI) and submission of 
electronic media claims (EMC). EDI allows 
for electronic transmission of roster claims 
as well. Access the CMS Electronic Billing 
and EDI Transactions website at www.cms.
gov/ElectronicBillingEDITrans/01_Overview.
asp#TopOfPage. 

LHJs should enroll in EDI whether they intend 
to submit claims themselves or engage a billing 
service or clearinghouse. In the enrollment 
agreement, the provider accepts responsibility 
for safeguarding of client data. The LHJ, in turn, 
requires any billing service or clearinghouse that 
they may engage to assist with transmission 
of client data to sign an agreement to meet 
the same security and privacy requirements as 
required by CMS and HIPAA. As part of their EDI 
Enrollment, each provider must submit a written 
notice to their Medicare contractor (i.e. NAS) 
specifying which transactions a billing service or 
clearinghouse is authorized to submit or receive 
on behalf of the provider, and must notify that 
same Medicare contractor whenever there is a 
change.

Providers need to obtain appropriate software 
and secure transmission capability to transmit 
claims to the EDI bulletin system directly or to 
a billing vendor. LHJs can purchase software 
from a vendor, contract with a billing service 
or clearinghouse for software or programming 
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of doing this is having to meet the testing or 
certification requirements of each payer which 
can take weeks or longer. Additionally, if your LHJ 
will need to submit claims to multiple payers, it 
will require billing staff to understand multiple 
transmission methods, error codes, claim 
status reports, file names and file types. It may 
be necessary to purchase additional software 
components to meet the separate requirements 
of each insurer. 

Eligibility Verification for 
Medicare

A person’s eligibility for Medicare Part B coverage 
is indicated on their Medicare card. The Medicare 
card clearly displays Part A and/or Part B. The 
Social Security Administration can be reached 
by phone at 1-800-772-1213 to provide detailed 
information related to Medicare eligibility 
and enrollment. Prospective Medicare clients 
can also visit www.ssa.gov. LHJs will need to 
verify eligibility by asking to view the card or by 
registering with a free service, such as Cortex 
EDI Electronic Biller (www.cortexedi.com) in 
combination with information gathered from the 
client to help confirm eligibility.

initial edits are to determine if the claims in a 
batch meet the basic requirements of the HIPAA 
standard. If errors are detected at this level, 
the entire batch of claims would be rejected for 
correction and resubmission. 

Claims that pass these initial edits, commonly 
known as front-end edits or pre-edits, are 
then edited against implementation guide 
requirements in those HIPAA claim standards. 
If errors are detected at this level, only the 
individual claims that included those errors would 
be rejected for correction and resubmission. 
Once the first two levels of edits are passed, each 
claim is edited for compliance with Medicare 
coverage and payment policy requirements. Edits 
at this level could result in rejection of individual 
claims for correction, or denial of individual 
claims. In each case, the submitter of the batch 
or of the individual claims is sent a response that 
indicates the error to be corrected or the reason 
for the denial. After successful transmission, 
an acknowledgement report is generated and 
is either transmitted back to the submitter of 
each claim, or placed in an electronic mailbox for 
downloading by that submitter.

For more information contact Noridian or refer to 
the Medicare Claims Processing Manual (Pub.100-
04), Chapter 24.i 

NAS System or Clearinghouse?

Cost savings is the main advantage to an LHJ of 
submitting Medicare claims directly to EDI using 
the NAS system and software. The disadvantage 

i  www.cms.gov/manuals/downloads/clm104c24.pdf
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HCPCS Codes
Healthcare Common Procedure Coding System 
numbers (HCPCS Codes) are codes used to 
represent healthcare services by Medicare and 
monitored by CMS, the Centers for Medicare and 
Medicaid Services. They are based on the CPT 
Codes (Current Procedural Technology codes) 
developed and copyrighted by the American 
Medical Association. 

 

Table 4e. CPT/HCPCS Codes and Descriptions for Influenza Virus Vaccinations

CPT/HCPCS Code Description

90655 Influenza virus vaccine, split virus, preservative free, when administered to 
children 6-35 months of age, for intramuscular use

90656 Influenza virus vaccine, split virus, preservative free, when administered to 
individuals 3 years and above, for intramuscular use

90657 Influenza virus vaccine, split virus, when administered to children 6-35 months 
of age, for intramuscular use

90660 Influenza vaccine, live, for intranasal use

90662 Influenza virus vaccine, split virus, preservative free, enhanced immunogenicity 
via increase antigen content, for intramuscular use. (High Dose)

G0008 Administration of influenza virus vaccine

Table 4f. Diagnosis Codes and Descriptions for Influenza Virus Vaccinations

CPT/HCPCS Code Description

V04.8 Influenza vaccination with dates of service prior to 10/01/2003

V04.81 Influenza vaccination with dates of service 10/01/2003 and later

V06.6 Influenza and pneumococcal (Effective October 1, 2006, providers must report 
diagnosis code V06.6 on claims when the purpose of the visit was to receive 
both vaccinations during the same visit)

The source for the information contained in the 
following tables is the 2010-2011 Immunizers’ 
Question & Answer Guide to Medicare Part B 
& Medicaid Coverage of Seasonal Influenza and 
Pneumococcal Vaccinations.i  

i  www.cms.gov/AdultImmunization/Down

loads/20102011ImmunizersGuide.pdf
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Table 4g. CPT/HCPCS Codes and Descriptions for Pneumococcal Vaccinations

CPT/HCPCS Code Description

90669 Pneumococcal conjugate vaccine, polyvalent, for children under 5 years, for 
intramuscular use

90670 Pneumococcal conjugate vaccine, 13-valent, for intramuscular use

90732 Pneumococcal polysaccharide vaccine, 23-valent, adult or immunosuppressed 
patient dosage, for use in individuals 2 years or older, for subcutaneous or 
intramuscular use

G0009 Administration of pneumococcal vaccine when no physician fee schedule 
service on the same day

Table 4h. Diagnosis Codes and Descriptions for Pneumococcal Vaccinations

CPT/HCPCS Code Description

V03.82 Pneumococcal Vaccination

V06.6 Pneumococcal and Influenza (Effective October 1, 2006, providers must report 
diagnosis code V06.6 on claims when the purpose of the visit was to receive 
both vaccinations during the same visit)
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Table 4i. HCPCS Codes and Descriptions for Multi-Dose Pneumococcal Vaccinations

CPT/HCPCS Code Description

Q2035 Influenza virus vaccine, split virus, when administered to individuals 3 years of 
age and older, for intramuscular use (Afluria)

Q2036 Influenza virus vaccine, split virus, when administered to individuals 3 years of 
age and older, for intramuscular use (Flulaval)

Q2037 Influenza virus vaccine, split virus, when administered to individuals 3 years of 
age and older, for intramuscular use (Fluvirin)

Q2038 Influenza virus vaccine, split virus, when administered to individuals 3 years of 
age and older, for intramuscular use (Fluzone)

Q2039 Influenza virus vaccine, split virus, when administered to individuals 3 years of 
age and older, for intramuscular use (Not Otherwise Specified)

G Codes

G Codes are used to designate the administration 
of a vaccine. 

For example, when billing for influenza virus vaccine 
administration only, billers should list only HCPCS 
code G0008 in block 24D of the CMS-1500 claim 
form. When billing for the influenza virus vaccine 
only, billers should list only HCPCS code 90658 in 
block 24D of the CMS-1500 form. The same applies 
for pneumococcal and hepatitis B billing using 
pneumococcal and hepatitis B HCPCS codes.

When a vaccine and the administration of the 
vaccine are furnished by two different entities, the 
entities should submit separate claims. 

Q Codes 

Q Codes are used to designate multi-dose flu 
vaccines. 

Providers may only bill Medicare for one of the 
HCPCS codes that appropriately describes the 
specific vaccine product administered, even where 
the vaccine involves multiple doses.

Please note: The HCPCS codes Q2035, Q2036, Q2037, Q2038 and Q2039 (as listed in the table above) replace the CPT 

code 90658 previously used for Medicare payment. It is very important to distinguish between the various CPT and 

HCPCS codes which describe the different formulations of the influenza vaccines (i.e. pediatric dose, regular dose, 

high dose, preservative free, etc.). As a reference, the quarterly Part B drug pricing files includes a set of National Drug 

Code (NDC) to HCPCS crosswalks available online at www.cms.gov/McrPartBDrugAvgSalesPrice on the Centers for 

Medicare & Medicaid Services (CMS) website.



68  |  Local Health Jurisdiction Immunization Bill ing Resource Guide

Look for the current version of the approved notice 
in the CMS Manual System Pub 100-04 Medicare 
Claims Processing (www.cms.gov/Transmittals). 
A CMS booklet with more information on the 
ABN is available at www.cms.gov/MLNProducts/
downloads/ABN_Booklet_ICN006266.pdf.

By signing an Advanced Client Notice, a client 
agrees to be responsible for items or services out-
of-pocket or through any insurance other than 
Medicare that the client may have. The LHJ may 
bill and collect funds from the client immediately 
after an ABN is signed, unless prohibited from 
collecting in advance of the Medicare payment 
determination by other applicable Medicare 
policy, State or local law. 

Advanced Client Notice 
(ABN)

An Advance Beneficiary Notice of Noncoverage 
(ABN), Form CMS-R-131, is a standardized notice 
that the LHJ designee must give to a Medicare 
beneficiary before providing certain items or 
services, including Medicare Part B (outpatient) 
services. The ABN must be issued when the health 
care provider believes that Medicare may not 
pay for an item or service that Medicare usually 
covers because it is not considered medically 
reasonable and necessary for this patient in this 
particular instance. 

ABNs are only provided to beneficiaries enrolled 
in Original (Fee-For-Service) Medicare. The ABN 
allows the client to make an informed decision 
about whether to receive services and accept 
financial responsibility for those services if 
Medicare does not pay. The ABN serves as proof 
that the beneficiary had knowledge prior to 
receiving the service that Medicare might not 
pay. If the LHJ does not deliver a valid ABN to the 
beneficiary when required by statute, the client 
cannot be billed for the service and the provider 
may be held financially liable. 

The ABN also serves as an optional notice that 
LHJs may use to forewarn beneficiaries of their 
financial liability prior to providing care that 
Medicare never covers. ABN issuance is not 
required in order to bill a beneficiary for an item 
or service that is not a Medicare benefit and thus, 
never covered.
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Figure 4.7. 
Example of 

an Advanced 
Beneficiary 

Notice of 
Noncoverage 

(ABN)
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Stay Informed

Medicare reimbursement rates change 
periodically. Providers are encouraged to enroll 
in a relevant CMS electronic mailing list at www.
cms.gov/AboutWebsite/20_EmailUpdates.asp.

If Medicare ultimately denies payment of the 
related claim, the LHJ retains the funds collected 
from the client. If Medicare finds the LHJ liable 
or subsequently pays all or part of the claim for 
items or services previously paid by the client 
to the LHJ, the LHJ must refund the client the 
proper amount in a timely manner. Refunds are 
considered prompt when made within 30 days of 
notice of denial from Medicare or within fifteen 
days after a determination on an appeal if an 
appeal is made.

GA Modifier

The GA modifier indicates that a waiver of liability 
statement is on file with the LHJ. The GA modifier 
should be used with the ABN on Form CMS-1500 
when the claim is billed to Medicare. 

Billing Medicaid



Chapter 5

Billing Medicaid
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The Department of Social and Health Services 
website (http://hrsa.dshs.wa.gov) provides 
eligibility and enrollment information to people 
interested in obtaining Medicaid coverage. Special 
benefit packages are available to children in 
certain circumstances based on the child’s status, 
not the parent’s. Claims for Medicaid services are 
paid by the DSHS ProviderOne System through 
the Medicaid Payment Administration (MPA). 

• The primary Web portal for health 
care providers in Washington 
State is ProviderOne http://hrsa.
dshs.wa.gov/providerone.

• For more information about Medicaid 
at the federal level visit www.cms.gov/
MedicaidGenInfo 

Immunizations and 
Medicaid

Immunizations are important to Medicaid 
populations which are considered to have an 
elevated risk of communicable disease.i  Medicaid 
services are made available by the Department 
of Social and Health Services (DSHS) through 
managed care, called Healthy Options, or as fee-
for-service. Client participation is divided about 
50-50 between the two different methods. 

Healthy Options provides no cost healthcare 
services for people on Medicaid or receiving 
Temporary Assistance for Needy Families (TANF). 

i  www.gwumc.edu/sphhs/departments/healthpolicy/

CHPR/downloads/Medicaid_Immunization_Study.pdf

5. Billing Medicaid

Medicaid in Washington

Medicaid is the nation’s single largest source 
of health insurance for children and adults. 
Since 1965, Medicaid has been administered 
by Washington State through a cost share with 
the federal government. Unlike the Medicare 
entitlement program, Medicaid is a means-tested, 
needs-based social welfare or social protection 
program rather than a social insurance program. 
Some people are eligible for both Medicare and 
Medicaid. “Medical Assistance” is the general 
name for Washington’s healthcare programs 
which are administered by the Department of 
Social and Health Services. 

Medicaid is available only to certain low-income 
individuals and families who qualify for an 
eligibility group as determined by each state. 
Benefit packages for particular groups range 
from complete major medical to family planning 
or other specific services only. Usually, Medicaid 
reimbursement is considered payment in full.  
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Become a Medicaid 
Provider

In 2010, ProviderOne became the Department of 
Social and Health Services (DSHS) primary provider 
payment system. ProviderOne consolidates 
virtually all of the agency’s health-care and 
social service provider billings and payments. 
All medical transactions, including vaccines and 
their administration, can now be processed in 
ProviderOne, including claims, eligibility inquiries, 
and adjustments. 

The following ProviderOne and DSHS online 
resources may be of particular interest to LHJs:

• Access the ProviderOne information 
page for providers at http://hrsa.dshs.
wa.gov/providerone/providers.htm. 

• The ProviderOne System User Manual 
is available at http://hrsa.dshs.wa.gove/
providerone/Provider%20System%20
User%20Manual%20.htm.

• The ProviderOne training page offers 
live webinars, manuals and recorded 
step-by-step instructions called 
E-Learning at http://hrsa.dshs.wa.gov/
providerone/Provider%20Training.htm.

• The ProviderOne Billing and Resource 
Guide contains important general 
billing information at http://hrsa.
dshs.wa.gov/download/ProviderOne_
Billing_and_Resource_Guide.html.

Healthy Options plans cover immunizations 
except vaccines for international travel purposes 
only. The pediatric benefit includes all vaccines 
recommended by the Advisory Committee on 
Immunization Practices (ACIP). 

Healthy Options currently offers a choice between 
seven health care plans. Healthy Options clients do 
not need a referral in order to be seen by LHJs for 
immunization, STDs, TB, and family planning. Fee-
for-service beneficiaries of immunization services 
may also self-refer. LHJs bill for immunization 
directly through the ProviderOne System for fee-
for-service clients and the Healthy Option plan for 
managed care clients. 

LHJs are required to accept Medicaid’s 
reimbursement rate as the full payment amount 
and are not allowed to charge any variance or 
balance remaining to the client.  A write-off or 
adjustment must be made (see Chapter 2. Billing 
Basics).
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At the completion of the security process, the 
security administrator will be able to add and 
manage additional ProviderOne users and assign 
profiles to them. A list of ProviderOne security 
profiles is available online (http://hrsa.dshs.
wa.gov/providerone/documentation/Security/
EXT%20Provider%20security%20Profiles.doc). 
Each staff member will be assigned one or more 
of these profiles for the appropriate access to 
ProviderOne. Profiles control the actions you can 
do and data you can access. 

For example, staff with the appropriate security 
profile can:

• Complete initial registration activities

• Maintain the organizations provider 
file (changes to contact information, 
associated providers, taxonomies, etc.)

• Submit claims

• Check client eligibility

• Access remittance advices

Additional ProviderOne readiness activities 
depend on transactions and provider type. 
Access http://hrsa.dshs.wa.gov/providerone/
Registration.htm for instructions to guide you 
through the appropriate steps for security, 
registration and testing activities for direct data 
entry, HIPAA batch files, providers who use a 
billing agent or clearinghouse, and others. 

• The information on injectable drugs in the 
Physician-Related Services/Healthcare 
Professional Services Billing Instructions 
provides information on billing Medicaid 
for immunization of adults at http://maa.
dshs.wa.gov/download/Billing_Instructions_
Webpages/Physician-Related_Services.html.

• The information on  injectable drugs in 
the Early Periodic Screening, Diagnosis 
& Treatment (EPSDT) Program Billing 
Instructions provides information on billing 
immunization for individuals under 21 
years of age at http://maa.dshs.wa.gov/
download/Billing_Instructions_Webpages/
Physician-Related_Services.html. 

Security Requirements

In order to enroll in Medicaid, your organization 
must first identify a ProviderOne security 
administrator and obtain log on credentials 
from DSHS. DSHS will provide one initial logon 
domain, username and password for each 
National Provider Identifier (NPI) you have 
reported to DSHS. To obtain initial security 
credentials, the security administrator should 
email provideronesecurity@dshs.wa.gov with the 
subject line “Request for Provider Supplemental 
Information Request Form.” Complete one form 
for each “pay to” NPI for your organization. 

More information on the security process can be 
found at http://hrsa.dshs.wa.gov/providerone/
Security.htm.
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Complete instructions on using the Business 
Process Wizard refer to the manual, Enrolling as 
a Facility, Agency, Organization Provider (http://
hrsa.dshs.wa.gov/providerone/Provider%20
System%20User%20Manual.htm)

Application Tracking

Resume or track a ProviderOne application at 
www.waproviderone.org/ecams/jsp/common/
pgTrackPrvdrApplctn.jsp. You will need your 
Application ID and either the Social Security 
Number (SSN) or Federal Employer Identification 
Number (FEIN) to log back in.

ProviderOne Enrollment Basics

The ProviderOne security process enables you 
to begin an enrollment application for your 
organization. Access the enrollment application 
at www.waproviderone.org/ecams/jsp/common/
pgNewPrvdrEnrollment.jsp. The ProviderOne 
Enrollment “Business Process Wizard” will guide 
you through a series of required steps. 

Before accessing the Business Process Wizard, 
you must identify your organization as one 
of the following provider types: Individual; 
Group; Attending/Servicing, Facility/Agency/
Organization/Institution, Tribe, or Billing Agent/
Clearinghouse. LHJs will generally select “Fac/
Agncy/Orgn/Inst.” If you need assistance choosing 
which provider type to enroll as, contact Provider 
Enrollment at 1-800-562-3022 ext. 16137. Have 
your NPI number ready when you call. 

The first step of the Wizard involves entering 
basic information such as:

• Tax ID

• Organization Name

• Federal Tax ID Number

• NPI (National Provider Identifier): Providers 
have an NPI obtained from the Centers for 
Medicare and Medicaid Services (CMS) and 
reported to DSHS. Use your group NPI in 
the appropriate locations and you Attending 
Provider NPI in the appropriate locations.

• UBI (Unified Business Identifier)

• W-9 Entity Type

• Other Organizational Information
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Provider Location

Every provider enrolling with an NPI number must 
have an NPI “base location” which is identified by 
three addresses: 1) the physical location; 2) the 
mailing address; and 3) the pay-to address. The NPI 
base location is used to anchor all of the provider’s 
NPI-related specializations and related details. In 
situations where an LHJ utilizes multiple locations, 
each additional office or clinic is referred to as a 
NPI “servicing location” and referenced by two 
addresses: the location and mailing addresses.

Provider Taxonomy

In the medical billing and payment world, “provider 
taxonomy” refers to the national provider 
classification system defined by the Centers for 
Medicare and Medicaid Services (CMS). This 
national classification system was defined as part of 
the National Provider Identification (NPI) rule of the 

Health Insurance Portability and Accountability 
Act (HIPAA). The national provider taxonomy 
codes identify a provider’s type and area of 
specialization.

One of the top reasons claims are denied in 
ProviderOne is for missing or incorrect taxonomy 
codes. DSHS assigns one or multiple national 
provider taxonomy to each NPI based on type 
and specialty. These national codes are a subset 
of the national provider taxonomy codes that are 
recognized as valid for DSHS-covered services 
and payment. DSHS taxonomy codes are 10 
characters in length and include both letters and 
numerals. The first two digits are provider type, 
the next two digits are provider specialty, and 
the next five digits are provider subspecialty. The 
last character is reserved for future use so it will 
display as an “X.” 
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Taxonomy codes:
• Identify a provider’s type and area of 

specialization for the services being billed.

• Must be associated with the provider 
file AND the service you are billing must 
be allowed under the taxonomy. 

• Are required on claims for billing providers.

• Are required on claims for servicing 
providers, if applicable.

• Are not required for either the 
referring or attending provider.

Tips:  

a. Review the recorded webinar or 
PowerPoint slides on Billing Using 
Taxonomies on Claims on the training 
page at http://hrsa.dshs.wa.gov/
providerone/Provider%20Training.htm. 

b. Read the fact sheet Using Taxonomy 
in ProviderOne at http://hrsa.dshs.
wa.gov/providerone/Providers/Fact%20
Sheets/P1PR009%20taxonomy.pdf. 

c. Numbered Memo 10-22 contains details 
on taxonomy code requirements and 
instructs where to place them on a claim 
at http://hrsa.dshs.wa.gov/download/
Memos/2010Memos/10-22.pdf. 

d. DSHS maintains a ProviderOne taxonomy 
tool that allows Washington State 
healthcare providers to review and print 
the taxonomies on their DSHS provider 
file. The tool is for viewing only and is 
located at https://fortress.wa.gov/dshs/
npicaphrsa/P1Taxonomy/StartPage.aspx. 

 DSHS has no way of knowing which 
taxonomies were used if you registered your 
NPI at the national level—there is no national 
database for accessing taxonomies from 
CMS.  

Billing with Taxonomy Codes

LHJs should bill using the taxonomy code(s) 
associated with their file in ProviderOne that was 
validated during the enrollment process. During 
claims processing, ProviderOne will also validate 
that the taxonomy is associated with the provider 
and that the service is allowed by the taxonomy. 
ProviderOne claims processing is specific to the 
10-digit taxonomy. If you have a general and 
specialty taxonomy assigned, you should choose 
the one that is most descriptive of the service.

Electronic Data Interchange (EDI)

EDI refers to electronic transmission of data over 
computer networks for Medicaid. EDI Information 
is required for LHJs utilizing FTP Secured Batch 
or Web Batch submittals/retrievals or intending 
to retrieve Prior Authorizations Forms known as 
“835s.”

EDI Submission Method

There are four possible EDI submission methods: 
Web Batch; Billing Agent/Clearinghouse; FTP 
Batch and Web Interactive. Multiple modes of 
submission can be linked to each NPI. Web Batch 
is most often used by providers who submit their 
own HIPAA batch transactions. FTP Secured Batch 
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is used for submitting and retrieving batches at a 
secure web folder assigned to you by DSHS. This 
method was designed with clearinghouses and 
billing agents in mind.

Servicing Provider Information

The Servicing Provider is the person who actually 
provides the health care services rather than the 
organization or group, such as the LHJ. Servicing 
Providers are identified by their NPI, ProviderOne 
ID and Social Security numbers. If a provider does 
not exist in the database, you will be prompted to 
add that person. 

See “How to Enroll a Servicing Provider” at http://
hrsa.dshs.wa.gov/providerone/Provider%20
System%20User%20Manual.htm for more 
information.

Types of Medicaid 
Coverage

Benefit Services Packages are different types of 
coverage offered through the Medicaid program. 
A complete list of types and their descriptions 
is contained in Appendix E of the ProviderOne 
Billing and Resource Guide (http://hrsa.dshs.
wa.gov/download/ProviderOne_Billing_and_
Resource_Guide.html). 

At the time of publication, DSHS maintained 13 
different benefit services packages to meet a wide 
diversity of needs including family planning and 

the coverage of Medicare premiums. Examples of 
packages include:

• QMB (Qualifying Medicare Benefits Only)
• Family Planning Only
• Primary Insurance and Medicaid
• CNP (Categorically Needy Program)
• GAU (General Assistance—Unemployable)
• LCP—MNP (Limited Casualty Program—

Medically Needy Program)

The Categorically Needy Program (CNP) has 
the largest scope of care and includes services 
such as doctors, dentists, physical therapy and 
eye exams. By contrast, the Emergency Related 
Services Only (ESRO) program has coverage for 
a specific medical condition. Prior authorization 
may be required and services not related to the 
medical condition are not covered. 

When you identity someone through the client 
eligibility verification process, ProviderOne will 
display that person’s Benefit Services Package 
and list all of their covered services. 

Client Eligibility 
Verification

Each family member covered by Medicaid gets a 
“Services Card.” The Services Card is a permanent 
card that is active while an individual is eligible 
for medical assistance. The card only includes the 
client’s name and ID number. Verify each client’s 
Medicaid eligibility prior to providing services. 
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Take note that eligibility information in 
ProviderOne is not overwritten. If the client 
shows a particular coverage on the day of service, 
and later that coverage changes, the previous 
eligibility information will still be visible. It’s highly 
recommended for health departments to capture 
and retain the eligibility screen shot at the time 
that service is rendered. This proof of eligibility 
will be useful if the claim is denied. Eligibility 
denials are particularly common with Medicaid 
and reprocessing with additional documentation 
is often necessary.

Access ProviderOne to submit an eligibility inquiry 
using one of these methods:

• Search for eligibility information via 

ProviderOne at www.waproviderone.org. 

• Submit an electronic individual or batch 

270/271 inquiry to ProviderOne. 

• Swipe the client services card 

using a magnetic card reader.

• Use a Medical Eligibility Vendor to access 

information on your behalf (See ProviderOne 

Billing and Resource Guide Appendix H ).i  

• Alternative methods for checking 

eligibility are available: 

• Call the Interactive ProviderOne Voice 

Response (IVR) (See ProviderOne Billing 

and Resource Guide Appendix B ).ii  

• Call a customer service 

representative at 1-800-562-3022. 

If a client has lost the Services Card, call the 
Medical Assistance Helpline at 1-800-562-3022. 
Medical assistance coverage is not transferable. If 
you suspect that a client has presented a Services 
Card belonging to someone else, request to see a 
photo ID or another form of identification. 

i  http://hrsa.dshs.wa.gov/download/
ProviderOne_Billing_and_Resource_Guide.html
ii  http://hrsa.dshs.wa.gov/download/
ProviderOne_Billing_and_Resource_Guide.html

MAGNETIC STRIP

Figure 5.1. State 
of Washington 
Services Card
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Figure 5.2. Check for eligibility using 
ProviderOne’s benefit inquiry search feature

 
Follow the additional steps described in the Client 
Eligibility, Benefit Packages, and Coverage Limits 
section of the ProviderOne Billing and Resource 
Guide for more information on the topic of 
eligibility and getting paid for services covered 
through Medical Assistance.i  Watch a recorded 
webinar or Powerpoint slides, Interpreting Client 
Eligibility Information, at http://hrsa.dshs.wa.gov/
providerone/Provider%20Training.htm.

Magnetic Card Readers

To use the optional readers for the Services 
Cards, an LHJ will need: (1) a reader compatible 
with the Services Cards and the network used by 
ProviderOne for eligibility data; and (2) a monthly 
subscription to the eligibility data. The magnetic 
card readers (with a monthly subscription) allow 
providers to “swipe” the Services Card and 
immediately receive eligibility information. There 
are at least two kinds of card readers.

i   http://hrsa.dshs.wa.gov/download/
ProviderOne_Billing_and_Resource_Guide.html

• Mini Magnetic Card Readers attach to a 
computer via a USB connection. Internet 
access is required. Eligibility information 
is accessed through secure login to the 
vendor’s website and seen on the computer 
screen. Providers can print the screen.

• Desktop Magnetic Card Readers use either 
the Internet or an analog phone line 
to send inquiries and receive eligibility 
information. Eligibility information is 
printed line by line similar to a cash 
register or credit card receipt.

If a provider purchases a compatible reader 
and intends to use it only to access eligibility 
information through ProviderOne, they will likely 
be able to install it without outside assistance. 
DSHS does not provide, sell, or endorse card 
readers. If your LHJ chooses to purchase a card 
reader, shop for the vendor and model that best 
meets your needs. 
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To ensure that providers would have at least one 
option for a reader compatible with the Services 
Card, the vendor for ProviderOne is required to 
make readers available for purchase by providers 
who request them. 

Visit the MedData website for detailed information 
about compatible models, specifications, 
and the eligibility subscription service: www.
meddatahealth.com/MedData/ProviderOne or 
call MedData at 1-877-633-3282. You may also 
send inquiries to support@meddatahealth.com.

Medicaid Claims and 
Billing

The “Submit Fee-for-Service Claims to Medical 
Assistance” section of the ProviderOne Billing 
and Resource Guide describes the following key 

steps in submitting a claim to DSHS for Medicaid-
covered services:

1. Determine the claim submission method
2. Determine if a claim needs backup
3. Submit new claims and backup via direct data 

entry into ProviderOne, online batch claims 
submission, and paper

4. Submit Medicare cross-over claims
5. Inquire about the status of a claim
6. Adjust, resubmit or void a claim

Medicaid providers currently have up to one year 
to file a claim for reimbursement but if a claim has 
been denied, the provider has up to three years 
to seek reimbursement. LHJs are required to 
accept Medicaid’s reimbursement rate as the full 
payment amount and are not allowed to charge 
any variance or balance remaining to the client.  
A write off or adjustment must be made instead.

Once you are familiar with DSHS billing 
requirements for Medicaid, you can access 
ProviderOne directly by clicking “Use Provider 
One” at the top of the ProviderOne home page at 
http://hrsa.dshs.wa.gov/providerone. 

Medicaid is always the last payer so be sure 
to determine if another payer exists. You will 
be required in most instances to submit an 
Explanation of Medicare Benefits (EOMB) from 
Medicare or an Explanation of Benefits (EOB) 
from another primary insurer as backup to 
Medicaid claims. If Medicare NEVER covers 
a procedure code, you can bill it directly to 
Medicaid. If Medicare sometimes covers the 
service, Medicare must be billed first.
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Common billing pitfalls include failing to include 
required back up information with your claim or 
billing services to DSHS that were not first billed 
to the primary payer. 

Paper Claim Submission 

If you intend to bill Medicaid on paper, follow the 
“Tips for Successful Paper Billing” at http://hrsa.
dshs.wa.gov/providerone/Providers/Fact%20
Sheets/P1PR018.pdf. Paper billing requires the 
use of CMS-1500 claim forms. Medicare crossover 
claims are also submitted on the CMS-1500 form. 
The only acceptable claim forms are printed in 
Flint J-6983 Red OCR ink (or exact match).

Direct Data Entry (DDE)

ProviderOne enables you to electronically submit 
new claims, check claim status, submit adjustment 
claims, revive denied claims, and attach electronic 
backup documentation to claims. Processing of 
DDE claims is much more rapid than that of paper 
claims. Billing electronically, either through a 
HIPAA-compliant batch claim (through a billing 
agent or clearinghouse) or keying directly into 
ProviderOne, is always faster. Claims entered 
online are often paid within one week whereas 
paper claims can take up to 45 days to process.

Billing Medicaid Clients

There are limited circumstances in which a 
provider may bill a Medicaid client for covered 
or noncovered services. The Agreement to Pay 

for Healthcare Services (DSHS 13-879 form) 
documents when these limited circumstances 
are met. The signed and completed form must be 
kept on file for six years in case of an audit. 

The DSHS 13-879 form was created through 
when DSHS revised WAC 388-502-0160, Billing 
a Client, effective May 27, 2010. This important 
revision, summarized at http://hrsa.dshs.wa.gov/
download/memos/2010Memos/10-25.pdf, also:

• Specifies the limited circumstances in 
which a fee-for-service or managed care 
client may choose to self-pay for healthcare 
services using the DSHS 13-879 form; 

• Specifies the limited circumstances in which 
a provider may bill a fee-for-service client 
without a signed DSHS 13-879 form; and 

• Identifies circumstances in which a 
provider may not bill a client even when 
the client has signed DSHS 13-879 form.

• Describes the circumstances when a 
provider must refund a client’s payment.

For clients with limited English proficiency, the 
DSHS 13-879 form must be the version translated 
in the client’s primary language. If necessary, this 
form must also be interpreted for the client. If the 
agreement is interpreted, the interpreter must 
also sign it. All other requirements for the DSHS 
13-879 form apply.
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Figure 5.3. 
Agreement 
to Pay for 
Healthcare 
Services 
Form (DSHS 
12-879)
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The Agreement to Pay for Healthcare Services form, 
DSHS 13-879 (including translated versions) may 
be found at http://www.dshs.wa.gov/msa/forms/
eforms.html.

Providers are responsible for verifying: 

• The client is eligible to receive 
medical assistance services on the 
date that services are provided. 

• Whether the client is enrolled with a DSHS-
contracted managed care organization (MCO).

• Limitations on services within the scope of 
the eligible client’s medical program (WAC 
388-501-0050(4)(a) and 388-501-0065).

• The client is informed of the limitations 
on the specific service(s) requested. 

• All applicable DSHS or DSHS-
contracted MCO processes necessary 
to obtain authorization for the 
requested services are exhausted.

• That translation or interpretation is provided 
to clients with limited English proficiency 
(LEP) who agree to be billed for services.

• That all DSHS or DSHS-contracted MCO 
requirements have been fulfilled. The 
provider must keep on file all documentation 
proving fulfillment of those requirements. 

Learn more about billing a client through the 
webinar and slide presentation at http://maa.dshs.
wa.gov/pdf/provider/Webinar/BillingaClientFinal.
pdf.
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Remittance Advice

A remittance and status report (RA) is a report 
produced by DSHS claims processing system (known 
as the Medicaid Management Information System 

or MMIS) that provides detailed information 
concerning submitted claims and other financial 
transactions. Clearinghouses refer to RAs as 
“835s.” You can view and upload RAs from 
ProviderOne, and the information contained in 
RAs is also searchable.

Figure 5.4. 
Front Page 
of the RA

Figure 5.5. 
The Summary 
Page of the RA



 Chapter 5.  Bill  Medicaid |  87

On the summary page of the RA:

a. Check number.
b. Date of payment. 
c. Total payment you received on 

your check (warrant) or EFT. 
d. Total of the paid claims on this RA. 
e. Deduction due to a claim adjustment 

from the total paid amount. 
f. Deduction due to an audit 

overpayment ($700). 
g. Deduction due to an IRS Lien ($1700).

Read more about RAs at http://hrsa.dshs.
wa.gov/download/ProviderOne_Billing_
and_Resource_Guide/DSHS_RA.pdf.

ProviderOne answers frequently asked 
questions about RAs at http://hrsa.dshs.
wa.gov/providerone/Providers/Q&A/
FAQRemittanceAdvice.pdf. 

Completing the CMS-1500 
Claim Form 

All Medicaid claims are submitted using the CMS-
1500 claim form through ProviderOne. Refer to 
the ProviderOne Billing and Resource Guide for 
general instructions on completing the CMS-1500 
Claim Form. 

Medical Coding for 
Medicaid

Medicaid billing requires the use of Current 
Procedure Terminology (CPT®); and Level II 
Healthcare Common Procedure Coding System 
(HCPCS) for services related to immunization and 
other injectable drugs. Procedures performed 
must match the description and guidelines from 
the most current CPT or HCPCS manual for all 
Medicaid covered services.
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Modifiers

When multiples of the same procedure are 
performed on the same day, providers must bill 
with the appropriate modifier. They must bill 
all the services on the same claim form to be 
considered for payment. Modifying numbers and 
letters are separated from the primary code with 
a dash, e.g. 99211-25 or 90700-SL. 

25  

If an immunization is the only service provided, 
use the CMS-1500 form to bill only for the 
administration of the vaccine and the vaccine 
itself (if appropriate). If a significant and 
separately identifiable condition exists and is 
reflected by the diagnosis, bill the Evaluation and 
Management (E&M) code with modifier 25. If you 
bill the E&M code without modifier 25 on the 
same date of service as a vaccine administration, 
DSHS will deny the E&M code. 

However, if an immunization is the only service 
provided (e.g., an immunization only clinic) and 
a brief history of the client must be obtained 
prior to the administration of the vaccine, you 
may bill 99211 with modifier 25 (as 99211-25).  
The brief history must be documented in the 
client record. Note that meningococcal vaccines 
(CPT procedure codes 90733 and 90734) require 
eligibility preauthorization.

SL

The SL modifier must be used with immunization 
procedure codes to identify the vaccines are 
obtained from the Department of Health (DOH).

Medicaid Fee Schedules

The DSHS fee schedule for immunization and travel 
vaccines can be accessed at under “Injectable 
Drugs” via a link at http://hrsa.dshs.wa.gov/
RBRVS/Index.html. Billing does not distinguish 
between “travel only” and vaccinations for other 
reasons. 
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child’s health status and find possible health 
problems. A screening includes all of the following 
elements:

• Complete health and developmental history
• A full physical examination
• Appropriate behavioral health and 

substance abuse screening
• Health education and counseling 

based on age and health history
• Appropriate vision testing
• Appropriate hearing testing
• Appropriate laboratory testing
• Dental screening services
• Immunization (shots)

All EPSDT screening elements must be performed 
or ordered for the visit to be considered an EPSDT 
screening.

Early and Periodic 
Screening, Diagnosis 
and Treatment (EPSDT) 
Program

The Early and Periodic Screening, Diagnosis 
and Treatment (EPSDT) program is a preventive 
health care benefit for children and youth. The 
program provides complete, periodic health 
screenings to clients under age 21. The screenings 
can help identify potential physical and/or 
behavioral health conditions. Diagnostic testing 
and medically necessary treatment to correct 
or improve physical and mental illnesses or 
conditions are also available through the EPSDT 
program. 

When requested, screenings are done according 
to a recommended schedule to fully assess each 
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LHJs can bill for services related to EPSDT— 
such as laboratory work, hearing tests, x-rays, 
or immunization administration—using the 
appropriate procedure and screening code(s) 
(99381 - 99395) on the same CMS-1500 claim 
form. Use the appropriate diagnosis code when 
billing any EPSDT screening service (99381-
99395).

When physicians and ARNPs identify problems 
during a screening examination, they may treat 
the client or may refer the client to another 
provider. Physicians and ARNPs are not limited 
to the procedure codes listed in the EPSDT billing 
instructions.i  They may also use the current 
Physician-Related Services (RBRVSii) Billing 
Instructions as necessary. Any office, laboratory, 
radiology, immunization, or other procedure 
rendered as part of follow-up treatment must 
be billed on a separate CMS-1500 form from the 
screening examination.

Refer to the Early and Periodic Screening, 
Diagnosis, and Treatment (EPSDT) Billing 
Instructions for immunization billing information 
for clients under 21 years of age at http://hrsa.
dshs.wa.gov/download/Billing_Instructions_
Webpages/EPSDT.html. 

Immunizations covered under the EPSDT program 
are listed in the EPSDT Fee Schedule available at 
http://hrsa.dshs.wa.gov/RBRVS/Index.html.

i  http://hrsa.dshs.wa.gov/download/Billing_

Instructions_Webpages/EPSDT.html

ii  RBRVS stands for “Resource Based 

Relative Value Scale.”

Clients 18 Years of Age and 
Younger—Vaccine “Free 
from DOH”

The Washington State Childhood Immunization 
Program supplies free vaccines to enrolled 
providers for children 0-18 years only. For the 
current list of No Cost Immunizations, contact the 
immunization coordinator in your office or check 
the Immunization and Child Profile Office website 
at www.doh.wa.gov/cfh/immunize.

Bill for the administration only by reporting the 
procedure code for the vaccine along with the 
SL modifier (e.g. 90707-SL). DSHS pays $5.96 
per dose for the administration of each of these 
vaccines provided from DOH. Do not bill CPT 
codes 90471-90472 for administration. 
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required by Medicaid. The Q codes replace the 
influenza vaccine CPT code 90658. This does not 
apply for administration   of influenza vaccine to 
Medicaid children less than 19 years of age.i

Clients 21 Years of Age and 
Older

The Department of Health supplies free vaccines 
for children 0-18 years only. For older clients, 
you can bill for the cost of the vaccine itself by 
reporting the procedure code for the vaccine 
given. ProviderOne reimburses providers for 
the vaccine using the maximum allowable fee 
schedule. However, immunization services may 
not always be a covered benefit for this age group.

Bill for the administration of the vaccine using 
CPT codes 90471 (one vaccine) and 90472 (each 
additional vaccine). Reimbursement is limited 
to one unit of 90471 and one unit of 90472 
(maximum of two vaccines). Providers must 
bill 90471 and 90472 on the same claim as the 
procedure code for the vaccine.  

Dosage Based Assessment 
(DBA) Billing

DBA billing process does not apply to any 
Medicaid claims (See page 16).

i  http://hrsa.dshs.wa.gov/Download/
Billing_Instructions/Physician-
Related_Svcs/Section_C.pdf 

Clients 18 Years of Age and 
Younger—“Not Free from 
DOH”

Bill DSHS for the cost of the vaccine itself by 
reporting the procedure code for the vaccine 
given. DO NOT use the SL modifier with these 
vaccines. DSHS pays for the vaccine using the 
maximum allowable fee schedule. 

Bill DSHS for the vaccine administration using 
either CPT codes 90471 or 90472. Payment 
for immunization administration is limited to a 
maximum of two administration codes (e.g., one 
unit of 90471 and one unit of 90472). Providers 
must bill administration codes on the same claim 
form as the procedure code for the vaccine. 

Clients 19-20 Years of Age

Bill DSHS for the cost of the vaccine itself by 
reporting the procedure code for the vaccine 
given. (DO NOT use the SL modifier with any of 
the vaccines for clients 19-20 years of age.) DSHS 
pays for the vaccine using the maximum allowable 
fee schedule. Bill using CPT codes 90471 (one 
vaccine) and 90472 (each additional vaccine). 
Payment is limited to one unit of 90471and 
one unit of 90472 (maximum of two vaccines). 
Providers must bill 90471 and 90472 on the same 
claim as the procedure code for the vaccine. 
The Medicare Q codes used for administration 
of influenza vaccine (see page 66) are now also 
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Additional Resources

Be sure to check the Washington State 
Medicaid Providers website for updates 
to billing procedures and forms http://
hrsa.dshs.wa.gov/provider. 

Select the “Medicaid Forms” link or go directly 
to http://hrsa.dshs.wa.gov/mpforms.shtml. 
Some forms that were previously DSHS forms 
now belong to the Washington State Health 
Care Authority (HCA).  If you do not find the 
form you need on the DSHS site, please select 
the Medicaid Forms link. If you are still not able 
to locate the desired form, contact Health Care 
Authority Print and Productions Services at 
ASKMEDICAID@dshs.wa.gov for assistance.

Stay Informed

The Medicaid Program offers a variety of 
learning opportunities for providers at http://
hrsa.dshs.wa.gov/provider/training.shtml.

Review the Discovery log for known issues 
and workarounds at http://hrsa.dshs.wa.gov/
ProviderOne/documentation/DiscoveryLog.xls.

Sign up for an email list for ProviderOne 
at http://listserv.wa.gov/archives/
providerone_provider_readiness.htm.

Sign up for other DSHS email lists for information 
about policy, rates, and other information at 
https://fortress.wa.gov/dshs/hrsalistsrvsignup.
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Beneficiary – Person or persons covered by the 
health insurance plan.

Capitation – A fixed payment paid per patient 
enrolled over a defined period of time, paid to 
a health plan or provider. This covers the costs 
associated with the patients health care services. 
This payment is not affected by the type or 
number of services provided.

Charity Care – When medical care is provided at 
no cost or at reduced cost to a patient that cannot 
afford to pay.

Clean Claim – Medical billing term for a 
complete submitted insurance claim that has 
all the necessary correct information without 
any omissions or mistakes that allows it to be 
processed and paid promptly.

Clearinghouse – This is a service that transmits 
claims to insurance carriers. Prior to submitting 
claims the clearinghouse scrubs claims and 
checks for errors. This minimizes the amount 
of rejected claims as most errors can be easily 
corrected. Clearinghouses electronically transmit 
claim information that is compliant with the strict 
HIPPA standards (this is one of the medical billing 
terms we see a lot more of lately).

CMS – Centers for Medicaid and Medicare 
Services. Federal agency which administers 
Medicare, Medicaid, HIPPA, and other health 
programs. Formerly known as the HCFA (Health 
Care Financing Administration). You’ll notice that 
CMS it the source of a lot of medical billing terms.

A. Glossary

AMA – American Medical Association. The AMA 
is the largest association of doctors in the United 
States. They publish the Journal of American 
Medical Association which is one of the most 
widely circulated medical journals in the world. 

Aging – One of the medical billing terms referring 
to the unpaid insurance claims or patient balances 
that are due past 30 days. Most medical billing 
software’s have the ability to generate a separate 
report for insurance aging and patient aging. 
These reports typically list balances by 30, 60, 90, 
and 120 day increments.

Appeal – When an insurance plan does not pay 
for treatment, an appeal (either by the provider or 
patient) is the process of objecting this decision. 
The insurer may require documentation when 
processing an appeal and typically has a formal 
policy or process established for submitting an 
appeal. Many times the process and associated 
forms can be found on the insurance providers 
web site.

Applied to Deductible – You typically see these 
medical billing terms on the patient statement. 
This is the amount of the charges, determined 
by the patients insurance plan, the patient owes 
the provider. Many plans have a maximum annual 
deductible that once met is then covered by the 
insurance provider.

Assignment of Benefits – Insurance payments 
that are paid to the doctor or hospital for a 
patients treatment.
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corresponding ICD-9 diagnosis code. Established 
by the American Medical Association. This is one 
of the medical billing terms we use a lot.

Credentialing – This is an application process 
for a provider to participate with an insurance 
carrier. Many carriers now request credentialing 
through CAQH. CAQH credentialing process is 
a universal system now accepted by insurance 
company networks.

Credit Balance – The balance that is shown in 
the “Balance” or “Amount Due” column of your 
account statement with a minus sign after the 
amount (for example $50-). It may also be shown 
in parenthesis; ($50). The provider may owe the 
patient a refund.

Crossover claim – When claim information is 
automatically sent from Medicare the secondary 
insurance such as Medicaid.

Date of Service (DOS) – Date that health care 
services were provided.

Deductible – amount patient must pay before 
insurance coverage begins. For example, a patient 
could have a $1000 deductible per year before 
their health insurance will begin paying. This 
could take several doctor’s visits or prescriptions 
to reach the deductible.

Demographics – Physical characteristics of a 
patient such as age, sex, address, etc. necessary 
for filing a claim.

DOB – Abbreviation for Date of Birth

CMS 1500 – Medical claim form established by 
CMS to submit paper claims to Medicare and 
Medicaid. Most commercial insurance carriers 
also require paper claims be submitted on CMS-
1500’s. The form is distinguished by it’s red ink.

Coding – Medical Billing Coding involves taking the 
doctors notes from a patient visit and translating 
them into the proper ICD-9 code for diagnosis and 
CPT codes for treatment.

Co-Insurance – Percentage or amount defined 
in the insurance plan for which the patient is 
responsible. Most plans have a ratio of 90/10 
or 80/20, 70/30, etc. For example the insurance 
carrier pays 80% and the patient pays 20%.

Collection Ratio – This is in reference to the 
providers accounts receivable. It’s the ratio of the 
payments received to the total amount of money 
owed on the providers accounts.

Contractual Adjustment – The amount of charges 
a provider or hospital agrees to write off and not 
charge the patient per the contract terms with 
the insurance company.

Coordination of Benefits – When a patient is 
covered by more than one insurance plan. One 
insurance carrier is designated as the primary 
carrier and the other as secondary.

Co-Pay – Amount paid by patient at each visit as 
defined by the insured plan.

CPT Code – Current Procedural Terminology. This 
is a 5 digit code assigned for reporting a procedure 
performed by the physician. The CPT has a 
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Downcoding – When the insurance company 
reduces the code (and corresponding amount) of a 
claim when there is no documentation to support 
the level of service submitted by the provider. The 
insurers computer processing system converts 
the code submitted down to the closest code in 
use which usually reduces the payment.

Duplicate Coverage Inquiry (DCI) – Request by 
an insurance company or group medical plan by 
another insurance company or medical plan to 
determine if other coverage exists.

Dx – Abbreviation for diagnosis code (ICD-9 or 
ICD-10 code).

Electronic Claim – Claim information is sent 
electronically from the billing software to the 
clearinghouse or directly to the insurance carrier. 
The claim file must be in a standard electronic 
format as defined by the receiver.

Electronic Funds Transfer (EFT) – An electronic 
paperless means of transferring money. This 
allows funds to be transferred, credited, or 
debited to a bank account and eliminates the 
need for paper checks.

E/M – Evaluation and Management section of 
the CPT codes. These are the CPT codes 99201 
thru 99499 most used by physicians to access (or 
evaluate) a patients treatment needs.

EMR – Electronic Medical Records. Also referred 
to as EHR (Electronic Health Records). This is a 
medical record in digital format of a patients 
hospital or provider treatment.

Enrollee – Individual covered by health insurance.

EOB – Explanation of Benefits. One of the medical 
billing terms for the statement that comes with 
the insurance company payment to the provider 
explaining payment details, covered charges, write 
offs, and patient responsibilities and deductibles.

ERA – Electronic Remittance Advice. This is an 
electronic version of an insurance EOB that 
provides details of insurance claim payments. These 
are formatted in according to the HIPAA X12N 835 
standard.

Fee For Service – Insurance where the provider 
is paid for each service or procedure provided. 
Typically allows patient to choose provider and 
hospital. Some policies require the patient to pay 
provider directly for services and submit a claim to 
the carrier for reimbursement. The trade-off for this 
flexibility is usually higher deductibles and co-pays. 

Fee Schedule – Cost associated with each treatment 
CPT medical billing codes.

Financial Responsibility – The portion of the 
charges that are the responsibility of the patient or 
insured.

Fiscal Intermediary (FI) – A Medicare representative 
who processes Medicare claims.

Formulary – A list of prescription drug costs which 
an insurance company will provide reimbursement 
for.

Fraud – When a provider receives payment or a 
patient obtains services by deliberate, dishonest, or 
misleading means.
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Healthcare Insurance – Insurance coverage to 
cover the cost of medical care necessary as a result 
of illness or injury. May be an individual policy or 
family policy which covers the beneficiary’s family 
members. May include coverage for disability or 
accidental death or dismemberment.

Heathcare Provider – Typically a physician, 
hospital, nursing facility, or laboratory that 
provides medical care services. Not to be confused 
with insurance providers or the organization that 
provides insurance coverage. 

Health Care Reform Act – Health care legislation 
championed by President Obama in 2010 to 
provide improved individual health care insurance 
or national health care insurance for Americans. 
Also referred to as the Health Care Reform Bill or 
the Obama Health Care Plan.

HIC – Health Insurance Claim. This is a number 
assigned by the the Social Security Administration 
to a person to identify them as a Medicare 
beneficiary. This unique number is used when 
processing Medicare claims.

HIPAA – Health Insurance Portability and 
Accountability Act. Several federal regulations 
intended to improve the efficiency and 
effectiveness of health care and establish privacy 
and security laws for medical records. HIPAA has 
introduced a lot of new medical billing terms into 
our vocabulary lately.

HMO – Health Maintenance Organization. A type 
of health care plan that places restrictions on 
treatments.

Group Name – Name of the group or insurance 
plan that insures the patient. 

Group Number – Number assigned by insurance 
company to identify the group under which a 
patient is insured.

Guarantor – A responsible party and/or insured 
party who is not a patient.

HCFA – Health Care Financing Administration. 
Now know as CMS (see above in Medical Billing 
Terms).

HCPCS – Health Care Financing Administration 
Common Procedure Coding System. (pronounced 
“hick-picks”). Three level system of codes. CPT 
is Level I. A standardized medical coding system 
used to describe specific items or services 
provided when delivering health services. May 
also be referred to as a procedure code in the 
medical billing glossary.

The three HCPCS levels are: 

• Level I – American Medical Associations 
Current Procedural Terminology (CPT) codes.

• Level II – The alphanumeric codes which 
include mostly non-physician items or 
services such as medical supplies, ambulatory 
services, prosthesis, etc. These are items 
and services not covered by CPT (Level I) 
procedures.

• Level III – Local codes used by state Medicaid 
organizations, Medicare contractors, 
and private insurers for specific areas or 
programs.
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support of a licensed health care provider such 
as a physician, physicians assistant, nurse, nurse 
practitioner, etc.

Medical Coder – Analyzes patient charts and 
assigns the appropriate code. These codes are 
derived from ICD-9 codes (soon to be ICD-10) 
and corresponding CPT treatment codes and any 
related CPT modifiers.

Medical Billing Specialist – Processes insurance 
claims for payment of services performed by a 
physician or other health care provider. Ensures 
patient medical billing codes, diagnosis, and 
insurance information are entered correctly and 
submitted to insurance payer. Enters insurance 
payment information and processes patient 
statements and payments. Performs tasks 
vital to the financial operation of a practice. 
Knowledgeable in medical billing terminology.

Medical Necessity – Medical service or procedure 
that is performed on for treatment of an illness 
or injury that is not considered investigational, 
cosmetic, or experimental.

Medical Record Number – A unique number 
assigned by the provider or health care facility to 
identify the patient medical record.

MSP – Medicare Secondary Payer.

ICD-9 Code – Also know as ICD-9-CM. International 
Classification of Diseases classification system 
used to assign codes to patient diagnosis. This is a 
3 to 5 digit number.

ICD 10 Code – 10th revision of the International 
Classification of Diseases. Uses 3 to 7 digit. 
Includes additional digits to allow more available 
codes. The U.S. Department of Health and Human 
Services has set an implementation deadline of 
October, 2013 for ICD-10.

Indemnity – Also referred to as fee-for-service. 
This is a type of commercial insurance were the 
patient can use any provider or hospital

In-Network (or Participating) – An insurance plan 
in which a provider signs a contract to participate 
in. The provider agrees to accept a discounted 
rate for procedures.

MAC – Medicare Administrative Contractor.

Managed Care Plan – Insurance plan requiring 
patient to see doctors and hospitals that are 
contracted with the managed care insurance 
company. Medical emergencies or urgent care 
are exceptions when out of the managed care 
plan service area.

Maximum Out of Pocket – The maximum amount 
the insured is responsible for paying for eligible 
health plan expenses. When this maximum limit is 
reached, the insurance typically then pays 100% 
of eligible expenses.

Medical Assistant – A health care worker who 
performs administrative and clinical duties in 
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N/C – Non-Covered Charge. A procedure not 
covered by the patients health insurance plan.

Network Provider – Health care provider who is 
contracted with an insurance provider to provide 
care at a negotiated cost.

Nonparticipation – When a healthcare provider 
chooses not to accept Medicare-approved 
payment amounts as payment in full.

NOS – Not Otherwise Specified. Used in ICD for 
unspecified diagnosis.

NPI Number – National Provider Identifier. A 
unique 10 digit identification number required 
by HIPAA and assigned through the National Plan 
and Provider Enumeration System (NPPES).

OIG – Office of Inspector General – Part of 
department of Health and Human Services. 
Establish compliance requirements to combat 
healthcare fraud and abuse. Has guidelines for 
billing services and individual and small group 
physician practices.

Out-of Network (or Non-Participating) – A 
provider that does not have a contract with the 
insurance carrier. Patients usually responsible for 
a greater portion of the charges or may have to 
pay all the charges for using an out-of network 
provider.

Out-Of-Pocket Maximum – The maximum the 
patient must pay under insurance policy. Anything 
above this limit is the insurers obligation. Out-of-
pocket maximums can apply to all coverage or to 
a specific benefit category such as prescriptions.

Medical Savings Account – Tax exempt account 
for paying medical expenses administered by 
a third party to reimburse a patient for eligible 
health care expenses. Typically provided by 
employer where the employee contributes 
regularly to the account before taxes and submits 
claims or receipts for reimbursement. Sometimes 
also referred to in medical billing terminology as 
a Medical Spending Account.

Medicare – Insurance provided by federal 
government for people over 65 or people under 
65 with certain restrictions. There are 2 parts: 

• Medicare Part A – Hospital coverage
• Medicare Part B – Physicians visits and 

outpatient procedures
• Medicare Part D – Medicare insurance for 

prescription drug costs for anyone enrolled 
in Medicare Part A or B.

Medicare Coinsurance Days – Medical billing 
terminology for inpatient hospital coverage from 
day 61 to day 90 of a continuous hospitalization. 
The patient is responsible for paying for part of 
the costs during those days. After the 90th day, 
the patient enters “Lifetime Reserve Days.” 

Medicaid – Insurance coverage for low income 
patients. Funded by Federal and state government 
and administered by states. 

Modifier – Modifier to a CPT treatment code 
that provide additional information to insurance 
payers for procedures or services that have been 
altered or “modified” in some way. Modifiers are 
important to explain additional procedures and 
obtain reimbursement for them.
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PPO – Preferred Provider Organization. 
Commercial insurance plan where the patient can 
use any doctor or hospital within the network. 
Similar to an HMO.

Practice Management Software – software used 
for the daily operations of a providers office. 
Typically used for appointment scheduling and 
billing.

Preauthorization – Requirement of insurance 
plan for primary care doctor to notify the patient 
insurance carrier of certain medical procedures 
(such as outpatient surgery) for those procedures 
to be considered a covered expense.

Pre-Certification – Sometimes required by the 
patients insurance company to determine medical 
necessity for the services proposed or rendered. 
This doesn’t guarantee the benefits will be paid.

Predetermination – Maximum payment insurance 
will pay towards surgery, consultation, or other 
medical care – determined before treatment.

Pre-existing Condition (PEC) – A medical condition 
that has been diagnosed or treated within a 
certain specified period of time just before the 
patients effective date of coverage. A Pre-existing 
condition may not be covered for a determined 
amount of time as defined in the insurance terms 
of coverage (typically 6 to 12 months).

Pre-existing Condition Exclusion – When 
insurance coverage is denied for the insured 
when a pre-existing medical condition existed 
when the health plan coverage became effective.

Outpatient – Typically treatment in a physicians 
office, clinic, or day surgery facility lasting less 
than one day.

Palmetto GBA – An administrator of Medicare 
health insurance for the Centers for Medicare 
& Medicaid Services (CMS) in the US and 
its territories. A wholly owned subsidiary of 
BlueCross BlueShield of South Carolina based in 
Columbia, South Carolina.

Patient Responsibility – The amount a patient is 
responsible for paying that is not covered by the 
insurance plan.

PCP – Primary Care Physician – Usually 
the physician who provides initial care and 
coordinates additional care if necessary.

POS – Point-of-Service plan. Medical billing 
terminology for a flexible type of HMO (Health 
Maintenance Organization) plan where patients 
have the freedom to use (or self-refer to) non-
HMO network providers. When a non-HMO 
specialist is seen without referral from the 
Primary Care Physician (self-referral), they have 
to pay a higher deductible and a percentage of 
the coinsurance.

POS (Used on Claims) – Place of Service. Medical 
billing terminology used on medical insurance 
claims – such as the CMS 1500 block 24B. A two 
digit code which defines where the procedure 
was performed. For example 11 is for the doctors 
office, 12 is for home, 21 is for inpatient hospital, 
etc.
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RVU – Relative Value Amount. This is the average 
amount Medicare will pay a provider or hospital 
for a procedure (CPT-4). This amount varies 
depending on geographic location.

Self-Referral – When a patient sees a specialist 
without a primary physician referral.

Self Pay – Payment made at the time of service 
by the patient.

Secondary Insurance Claim – claim for insurance 
coverage paid after the primary insurance makes 
payment. Secondary insurance is typically used to 
cover gaps in insurance coverage.

Secondary Procedure – When a second CPT 
procedure is performed during the same physician 
visit as the primary procedure.

Security Standard – Provides guidance for 
developing and implementing policies and 
procedures to guard and mitigate compromises 
to security. The HIPAA security standard is kind 
of a sub-set or compliment to the HIPAA privacy 
standard. Where the HIPAA policy privacy 
requirements apply to all patient Protected 
Health Information (PHI), HIPAA policy security 
laws apply more specifically to electronic PHI.

SOF – Signature on File. 

Software As A Service (SAAS) – One of the 
medical billing terms for a software application 
that is hosted on a server and accessible over 
the Internet. SAAS relieves the user of software 
maintenance and support and the need to install 
and run an application on an individual local PC 

Premium – The amount the insured or their 
employer pays (usually monthly) to the health 
insurance company for coverage.

Privacy Rule – The HIPAA privacy standard 
establishes requirements for disclosing what 
the HIPAA privacy law calls Protected Health 
Information (PHI). PHI is any information on 
a patient about the status of their health, 
treatment, or payments.

Provider – Physician or medical care facility 
(hospital) who provides health care services.

PTAN – Provider Transaction Access Number. Also 
known as the legacy Medicare number.

Referral – When one provider (usually a family 
doctor) refers a patient to another provider 
(typically a specialist).

Remittance Advice (R/A) – A document supplied 
by the insurance payer with information on claims 
submitted for payment. Contains explanations for 
rejected or denied claims. Also referred to as an 
EOB (Explanation of Benefits).

Responsible Party – The person responsible for 
paying a patients medical bill. Also referred to as 
the guarantor.

Revenue Code – Medical billing terminology 
for a 3-digit number used on hospital bills to 
tell the insurer where the patient was when 
they received treatment, or what type of item a 
patient received.
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Tertiary Insurance Claim – Claim for insurance 
coverage paid in addition to primary and 
secondary insurance. Tertiary insurance covers 
gaps in coverage the primary and secondary 
insurance may not cover.

Third Party Administrator (TPA) – An 
independent corporate entity or person (third 
party) who administers group benefits, claims 
and administration for a self-insured company or 
group.

TIN – Tax Identification Number. Also known as 
Employer Identification Number (EIN).

TOP – Triple Option Plan. An insurance plan which 
offers the enrolled a choice of a more traditional 
plan, an HMO, or a PPO. This is also commonly 
referred to as a cafeteria plan.

TOS – Type of Service. Description of the category 
of service performed.

UB04 – Claim form for hospitals, clinics, or any 
provider billing for facility fees similar to CMS 
1500. Replaces the UB92 form.

Unbundling – Submitting several CPT treatment 
codes when only one code is necessary. 

Untimely Submission – Medical claim submitted 
after the time frame allowed by the insurance 
payer. Claims submitted after this date are denied.

Upcoding – An illegal practice of assigning an 
ICD-9 diagnosis code that does not agree with the 
patient records for the purpose of increasing the 
reimbursement from the insurance payor.

or server. Many medical billing applications are 
available as SAAS.

Specialist – Physician who specializes in a specific 
area of medicine, such as urology, cardiology, 
orthopedics, oncology, etc. Some healthcare 
plans require beneficiaries to obtain a referral 
from their primary care doctor before making an 
appointment to see a Specialist.

Subscriber – Medical billing term to describe 
the employee for group policies. For individual 
policies the subscriber describes the policyholder. 

Superbill – One of the medical billing terms 
for the form the provider uses to document 
the treatment and diagnosis for a patient visit. 
Typically includes several commonly used ICD-9 
diagnosis and CPT procedural codes. One of the 
most frequently used medical billing terms.

Supplemental Insurance – Additional insurance 
policy that covers claims fro deductibles and 
coinsurance. Frequently used to cover these 
expenses not covered by Medicare.

TAR – Treatment Authorization Request. An 
authorization number given by insurance 
companies prior to treatment in order to receive 
payment for services rendered.

Taxonomy Code – Specialty standard codes 
used to indicate a providers specialty sometimes 
required to process a claim.

Term Date – Date the insurance contract expired 
or the date a subscriber or dependent ceases to 
be eligible.
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UPIN – Unique Physician Identification Number. 6 
digit physician identification number created by 
CMS. Discontinued in 2007 and replaced by NPI 
number.

Usual Customary & Reasonable(UCR) – The 
allowable coverage limits (fee schedule) 
determined by the patients insurance company 
to limit the maximum amount they will pay for a 
given service or item as defined in the contract 
with the patient.

Utilization Limit – The limits that Medicare 
sets on how many times certain services can be 
provided within a year. The patients claim can be 
denied if the services exceed this limit.

Utilization Review (UR) – Review or audit 
conducted to reduce unnecessary inpatient or 
outpatient medical services or procedures.
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B. Acronyms
AAR After Action Report

AARP American Association of Retired Persons

ABCD Access to Baby and Child Dentistry

ABCDE Access to Baby and Child Dentistry Expanded

ACIP Advisory Committee on Immunization Practices

ADA American’s with Disabilities Act

ADN Alcohol Drug Network

AIDS Acquired Immune Deficiency Syndrome

AMA American Medical Association

ANA American Nurses Association

APHA American Public Health Association

APHL Association of Public Health Laboratories

AWC Association of Washington Cities

BHP Basic Health Plan

CA Children’s Administration (DCFS)

CD Communicable Disease

CDC Centers for Disease Control & Prevention (Federal)

CF Conversion Factor

CHC Community Health Center

CHIP Children’s Health Insurance Program

CHLF Community Health Leadership Forum

CMS Center for Medicare and Medicaid Services

CNP Categorically Needy Program

CP Child Profile

CPS Child Protective Services 

CPT Current Procedural Terminology

CSHCN Children with Special Health Care Needs

CSO Community Service Offices (DSHS)

DBA Dosage Based Assessment

DCFS Division of Children and Family Services (DSHS)

DEA Drug Enforcement Administration Number

DEM Department of Emergency Management

DOH Department of Health (State)

DPT Diptheria/Pertussis/Tetanus Vaccine

DRG Diagnosis Related Group

DSHS Department of Social & Health Services (State)

DTaP Diphtheria, Tetanus and Accellular Pertussis Vaccine

DTP Diphtheria, Tetanus and Pertussis Vaccine

E&M Evaluation and Management Service 

EDI Electronic Data Interchange

EFSS Early Family Support Services (DCFS)

EIP Early Intervention Program (DCFS)

EMS Emergency Medical Services

EOB Explanation of Benefits

EPA Environmental Protection Agency

EPH Environmental Public Health

EPI Epidemiology

FDA Food and Drug Administration

FEMA Federal Emergency Management Agency

FFS Fee For Service

FP Family Planning

FPL Federal Poverty Level

FQHC Federally Qualified Health Center

FS First Steps

GAU General Assistance - Unemployable

GPCI Geographic Practice Cost Index

HAV Hepatitis A Virus Vaccine

HBV Hepatitis B Virus Vaccine

HCA Health Care Authority

HCCW Healthy Child Care Washington

HCFA Health Care Financing Administration (Federal)

HCPCS HCFA Common Procedure Coding System

HEDIS Health Pan Employer Data and Information Set
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MMR Measles/Mumps/Rubella Vaccine

MMWR Morbidity and Mortality Weekly Report

MNP Medically Needy Program

MOU Memorandum of Understanding

MSA Medical Savings Account

MSS Maternity Support Services

NACCHO National Association of City and County Health Officials

NACO National Association of Counties

NALBOH National Association of Local Boards of Health

NCHS National Center for Health Statistics

NFP Nurse Family Partnership

NIH National Institutes of Health (Federal)

NIOSH National Institute for Occupational Safety and Health (CDC)

NCQA National Committee for Quality Assurance

NPPES National Plan & Provider Enumeration System

NPI National Provider Identifier Number

NPP Notice of Privacy Practice

NWCPHP Northwest Center for Public Health Practice

OMB Office of Management & Budget

OSHA Occupational Safety & Health Administration

PCCM Primary Care Case Management

PCP Primary Care Provider

PCV7 Pneumococcal Conjugate Vaccine

PEBB Public Employee Benefits Board

PH Public Health

PHELF Public Health Executive Leadership Forum

PHEPR Public Health Emergency Preparedness & Response

PHIMS Public Health Information Management System

PHIN Public Health Information Network

PHIP Public Health Improvement Partnership

PHN Public Health Nurse

PHO Physician Hospital Organization

HFA Healthy Families America

HHA Home Health Agency

HHS Department of Health and Human Services Federal)

Hib Haemophilus Influenza, type b

HIPAA Health Insurance Portability & Accountability Act

HIV Human Immunodeficiency Virus

HMO Health Maintenance Organization

HO Healthy Options

HPSA Health Professional Shortage Area

HPV Human Papilloma Virus Vaccine

HRSA Health Resources & Services Administration

ICD-9-CM      International Classification of Diseases, 9th   
                       Revision, Clinical Modification

ICM Infant Case Management

ICS Incident Command System

IDS Integrated Delivery System

IHS Indian Health Service (Federal)

ISN Integrated Service Network

IPA Independent Practice Association

IPV Inactivated Polio Vaccine

ITN Infant Toddler Network

IVR Interactive Voice Response

L&I Department of Labor and Industries (State)

LCP Limited Casualty Program

LHD Local Health Department or District

LHJ Local Health Jurisdiction

LHO Local Health Officer

MAA Medical Assistance Administration

MCBS Medicare Current Beneficiary Survey

MCH Maternal and Child Health

MCR Medicare Cost Report

MCV4 Meningococcal Conjugate Vaccine

MEI Medicare Economic Index
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PHS U.S. Public Health Service

PIO Public Information Officer

POD Point of Dispensing

POS Point of Service

PPO Preferred Provider Organization

PPS Prospective Payment System

PRO Peer Review Organization

PSRO Professional Standards Review Organization

QA Quality Assurance

QMB Qualifying Medicare Beneficiary 

RA Remittance Advice

RBRVS Resource-Based Relative Value Scale

RCW Revised Code of Washington

RHC Rural Health Center

RVU Relative Value Unit

SBOH State Board of Health

SFTP Secure File Transfer Protocol

SNF Skilled Nursing Facility

SSI Supplemental Security Income

SSN Social Security Number

STD Sexually Transmitted Disease

TANF Temporary Assistance for Needy Families

TB Tuberculosis

Td Tetanus, Diphtheria Vaccine

Tdap Tetanus, Diphtheria, and Pertussis Vaccine

TIN Tax Identification Number

Title XIX Section of Social Security Act funding Medicaid

Title XVIII Section of Social Security Act funding Medicare

UBI Unified Business Identifier Number

UCR Usual, Customary and Reasonable

UR Utilization Review

VFC Vaccine for Children Program

VPS Volume Performance Standards

WAC Washington Administrative Code

WACO Washington Association of County Officials

WIC Women, Infant & Children Nutrition Program

WSAC Washington State Association of Counties

WSALPHO    Washington State Association of Local Public Health Officials

WSNA Washington State Nurses Association

WSPHA Washington State Public Health Association

WVA Washington Vaccine Association
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C. JCPH Clinical Services Financial & Operations 
Guidelines



C- 02  |  Local Health Jurisdiction Immunization Bill ing Resource Guide



 Appendices |   C-03



C- 04  |  Local Health Jurisdiction Immunization Bill ing Resource Guide



 Appendices |   C-05



C- 06  |  Local Health Jurisdiction Immunization Bill ing Resource Guide



 Appendices |   D-01

D. JCPH Community Health Fees
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E. Spokane Health District Fee Policy
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F. JCPH Traveler Adult Fee
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G. BFPH Unclaimed Property
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H. DBA Sample Forms
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I. JCPH Immune Globulin After HEP A
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J. Kinship Caregiver Declaration





 Appendices |   K-01

K. Spokane Write Off Policy
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L. Agreement to Pay Form – Benton Franklin





 Appendices |   M-01

M. Client Registration Form
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N. Credentialing Information Sheet
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O. Encounter Form – Jefferson





 Appendices |   P-01

P. Encounter Form – WallaWalla
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Q. Fee Waiver for Financial Hardship Form
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R. Immunization Consent – Grays Harbor
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S. Immunization Consent – Spokane
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T. Immunization Consent – Jefferson
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U. Travel Appointment Form – Benton Franklin
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V1. Sliding Fee Schedule – Grays Harbor
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V2. Sliding Fee Scale - Jefferson
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V3. Fee Schedule - Jefferson
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V4a.Vaccine Administration Cost Calculator
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V4b. Vaccine Cost and Payment Comparison 
Spreadsheet
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V4c. Vaccine Inventory Value
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V4d. Vaccine Product-Related Cost Calculator 2011
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More about this Guide

This billing resource guide was compiled by Jefferson County 
Public Health (JCPH), a member of the Washington State American 
Reinvestment & Recovery Act (ARRA) Immunization Reimbursement 
Project Workgroup. JCPH has billed private insurance plans for 
immunization services since 1991. Jean Baldwin, an RN with 
Multnomah County Health Department in Oregon, joined the JCPH 
staff that year as the CD & Immunizations Program Coordinator. 
She soon realized that the JCPH immunization program was 
providing free services that should be billed to insurance plans. Jean 
motivated the billing staff to set up a billing process with the three 
insurance plans that covered the majority of our insured families. 
Over the years other plans were added to our billing process; 
JCPH is currently billing all plans in order to maintain capacity and 
infrastructure and continue immunization services for Jefferson 
County residents. Jean is now an ARNP and the JCPH Director.
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