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CLAIMS SUBMISSION

eMedNY is the name of the electronic New York State Medicaid system. The eMedNY system allows
New York Medicaid providers to submit claims and receive payments for Medicaid-covered
services provided to eligible members.

eMedNY offers several innovative technical and architectural features, facilitating the
adjudication and payment of claims and providing extensive support and convenience
for its users.

The information contained within this document was created in concert by DOH and eMedNY.
More information about eMedNY can be found at www.emedny.org.
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For eMedNY Billing Guideline questions, please contact
the eMedNY Call Center 1-800-343-9000.
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PURPOSE STATEMENT

1. Purpose Statement
The purpose of this document is to augment the General Billing Guidelines for professional claims with the NYS Medicaid
specific requirements and expectations for Hearing Aid/Audiology services.

For providers new to NYS Medicaid, it is required to read the General Professional Billing Guidelines available at
www.emedny.org by clicking: General Professional Billing Guidelines.
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CLAIMS SUBMISSION

2. Claims Submission

Hearing Aid/Audiology Services providers can submit their claims to NYS Medicaid in electronic or paper formats.

2.1 Electronic Claims

Hearing Aid/Audiology Services providers who choose to submit their Medicaid claims electronically are required to use
the HIPAA 837 Professional (837P) transaction.

2.2 Paper Claims

Hearing Aid/Audiology Services providers who choose to submit their claims on paper forms must use the New York
State eMedNY-150003 claim form.

To view a sample Hearing Aid/Audiology Services eMedNY - 150003 claim form, see Appendix A below.

2.3 Hearing Aid/Audiology Services Billing Instructions

This subsection of the Billing Guidelines covers the specific NYS Medicaid billing requirements for Hearing Aid/Audiology
Services providers. Although the instructions that follow are based on the eMedNY-150003 paper claim form, they are
also intended as a guideline for electronic billers to find out what information they need to provide in their claims. For
further electronic claim submission information, refer to the eMedNY 5010 Companion Guide which is available at
www.emedny.org by clicking: eMedNY Transaction Information Standard Companion Guide CAQH - CORE CG X12.

It is important that providers adhere to the instructions outlined below. Claims that do not conform to the eMedNY
requirements as described throughout this document may be rejected, pended, or denied.

2.3.1 eMedNY-150003 Claim Form Field Instructions
Name of Referring Physician or Other Source (Field 19)

837P Ref: Loop 2310A NM1

Enter the ordering provider's name in this field.
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CLAIMS SUBMISSION

Date of Service (Field 24A)

837P Ref: Loop 2400 DTP03 when DTP01 =472

Enter the date on which the service was rendered in the format MM/DD/YY.

NOTES:

@ A service date must be entered for each procedure code listed.

€ In accordance with New York State policy, hearing aids must be dispensed within six months of the Ordering
date. A claim form must be submitted within 90 days from the Date of Service entered on the claim form.

& When billing for an ear mold subsequent to a patient’s loss of eligibility, the Date of Service should be the date
on which the ear mold impression was taken. The circumstances for this billing situation are outlined in the

Policy Guidelines available at www.emedny.org by clicking on the link to the webpage as follows: Hearing Aid
Manual.
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REMITTANCE ADVICE

3. Remittance Advice

The Remittance Advice is an electronic, PDF or paper statement issued by eMedNY that contains the status of claim
transactions processed by eMedNY during a specific reporting period. Statements contain the following information:

L

eeceece

A listing of all claims (identified by several items of information submitted on the claim) that have entered the
computerized processing system during the corresponding cycle

The status of each claim (denied, paid or pended) after processing

The eMedNY edits (errors) that resulted in a claim denied or pended

Subtotals and grand totals of claims and dollar amounts

Other pertinent financial information such as recoupment, negative balances, etc.

The General Remittance Advice Guidelines contains information on selecting a remittance advice format, remittance
sort options, and descriptions of the paper Remittance Advice layout. This document is available at www.emedny.org by
clicking: General Remittance Billing Guidelines.
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APPENDIX A CLAIM SAMPLES

APPENDIX A
CLAIM SAMPLES

The eMedNY Billing Guideline Appendix A: Claim Samples contains an image of a claim with sample data.
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APPENDIX A CLAIM SAMPLES

MEDICAL ASSISTANCE HEALTH INSURANCE | onLy TOoBE |ACODEV ORIGINAL THANSACTICN GONTROL NUMBER
DT
CLAIM FORM TITLE XIX PROGRAM N oo
| PATIENT AND INSURED (SUBSCRIBER) INFORMATION PAID CLAIM § e e e e s
o1 PATIENT'S NAME (Firsi, midle, fast 2. DATE OF BIRTH A, TOTAL ANNUAL | 3. INSURED'S NAME (First name, midde inftal, lasi name)
o FAMILY INCOME
gJANESMITH 0;5/201,9,9/0
3 . ¥ A, PATIENT X MEDICARE NI R C.
cr; 4. PATIENTS ADDRESS (Siee!, G, Sale. Zp Code] [5. INSUREDS SEX |54 PATENTSSEX |6, MEDICARE NUMBE A MEDICAID NUMBER
> X XiX[1121314 5 (X
E 5B. PATIENT'S TELEPHONE NUMBER 6B. PRIVATE INSURANCE NUMBER GROUP NO. RECIPROCITY NO.
m
z { )
g 6C. PATIENT'S EMPLOYER, OCCUPATION OR SCHOOL | 7. PATIENT'S RELATIONSHIP TO INSURED 8. INSURED'S EMPLOYER OR OCCUPATION
T F_ SPOUSE _CHID  OTHER
= P
% 9. QTHER HEMTHMMWE-E;I; Name | 10. WAS CONDITION RELATED TO 11. INSURED'S ADDRESS (Street, City, State, Zip Code)
o Polcy Holdar, Pian Name and Adduss, and Polcy or PATIENTS CRIME
35| | Frets imiges Msmeer EMPLOYMENT I:] I:E VICTIM
m
=
AUTQ I:‘ l___l OTHER
ACCIDENT LIABILITY
12 DATE 13
PATIENT'S OR AUTHORIZED SIGNATURE MM ! oo ‘ YY | INSURED'S SIGNATURE
I PHYSICIAN OR SUPPLIER INFORMATION (REFER TO REVERSE BEFORE COMPLETING AND SIGNING)
4.DATE OF ONSET | 15.FIRST CONSULTED | 16,HAS PATIENT EVER HAD SAME | 16A EMERGENCY 17.DATE PATIENT MAY | 18.DATES OF DISABILITY FROM 0
OF CONDITION FOR CONDITION OR SIMILAR SYMPTOMS RELATED RETURN TO WORK TOTAL  PARTIAL |
M | oo | v | wm | bo | vy |vES NO YES nol wmm | oo | vy v | oo | v | ww | bbb | vy
19.NAME OF REFERRING PHYSICIAN OR OTHER SOURCE 19A,ADDRESS (OR SIGNATURE SHF ONLY} 19B.PROF CD| 19C.IDENTIFICATION NUMBER 19D.DX CODE
|
] 1 (1111213141561 718191] | | « | | |
20. NATIONAL DRUG CODE 204 UNIT[ 208 QUANTITY 200.C0ST INDC nfo antered to the Ief of this heid wil only be associated with the st claim ine below
I A (B Y O VA S O OO (W OO {90 A DN Y I Y O
21.NAME OF FACILITY WHERE SERVICES RENDERED (7 other than home or office} | 21A. ADDRESS OF FAGILITY 22 WAS LABORATORY WORK PERFORMED | LAB CHARGES
OUTSIDE YOUR OFFICE ]
YESO  NoO |
22A. SERVICE PROVIDER NAME 228 PROF CD | 22C IDENTIFICATION NUMBER 220 BTERILIZATION 22E STATUS CODE
‘ ‘ | ASORTION CODE

3. DIAGNOSIS OR NATURE OF ILLNESS. RELATE DIAGNOSIS TO PROCEDURE IN COLUMN 24H BY REFERENCE TO NUMBERS 1, 2, 3 ETC. OR DX CODE §22F. ¥ N Jee Y N Je2H Y N
W |FOsSiBLE EPSOT FAMILY
1 DISABILITY CITHP PLANNING

2 73 PIGR APPROVAL NUWBER T PAVWIT SOURCE GO
2 0121314|5|6(718|9|0(1[4]1] |
e FrN oS EZORN P T TR LR w 7N 7K 7L
i puace | pRoceoure | oo | moo | oo | Mop | biaNosis cooe a CHARGES
M MD DY Y b UNTS

otd sial ol aialusiasid 1| 1] 1|1 Jslateol 10 ]|t tdasotal L i,
0\9|1\4|1IO11\45{0HO\ 0 I O ) O A O = 531 G P O O
otsl1lal 110|114 |visizttel 1 | 1|1 |1 |slelosl 11| 111 tal2] 11 ( 1nslo 10111111,
I 8 R 2 AN N N N N AR NN AR N AN SRR NS SRR N RN
dadad e bvuiet ol ol aho te o pdoa e p b e g A0 0F e 1) BT
AT AR R P A AU E SR LA U ARE L AR A WS RS S
phad sl abrepnd ol ol ol wbin we fo tl th e loay dsn b i s 0] 0005

FROM THROUGH 24N, PROC CD 240 MOD|

tegny ‘
VST j o= | e | A 0 L Y O e [ 0 O 4 0 0 [ ey
25. CERTIFIGATION 26. ACCEPT ASSIGNMENT 7. TOTAL CHARGE 28. AMOUNT PAID 29. BALANCE DUE

(I CERTIFY THAT THE STATEMENTS ON THE REVERSE SIDE APPLY TO THIS BILL

AND ARE MADE A PART HEREOF) YES [:l D NG I |

30. EMPLOYER IDENTIFICATION NUMBER/ 31. PHYSICIAN'S OR SUPPLIER'S NAME, ADDRESS, ZIP CODE
James Strong SOCIAL SECURITY NUMBER )
SIGNATURE OF PHYSICIAN OR SUPPLIER ABC Hea”ng Ald
254 PROVIDER IDENTIFIGATION NUMBER 312 Main Street
111/2|ala|s|6l7l8]le QVIown N R
258 MEDICAID GROUF IDENTIFICATION NUMBER 25C, LOCA- 25D. SA__ | 32A. MY FEE HAS BEEN PAID
; TOR CODE EXcP cooel o ~
[ 1 G N O 0/0]3 TELEPHONE NUMBER ( ) EXT.
COUNTY OF SUBMITTAL 25E. DATE SIGNED 32. PATIENT'S ACCOUNT. NUMBER DO NOT WRITE IN THIS SPACE. ( [ ) EMEDNY
A 9/10 -150003
09 [2e 40 | | | | | | | || IXIX1]2]3[4]6[X

33, OTHER AEFERAING ORDERING PROVIDER 3. PROF CO |35. CASE MANAGER 1D

ID/LICENSE NO

T (5 ) O 11171l Ay
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