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I. CHIROPRACTORS ELIGIBLE TO PARTICIPATE

All chiropractors licensed to practice in Iowa and certified eligible to participate in the
Medicare program are eligible to participate in the Medicaid program. Chiropractors in
other states are also eligible to participate, providing they are similarly qualified.

II. DESCRIPTION

Payment will be made for the same chiropractic procedures payable under Title XVIII of
the Social Security Act. Chiropractic manipulative therapy (CMT) which is eligible for
reimbursement is specifically limited by Medicaid to the manual manipulation (i.e., by use
of the hands) of the spine for the purpose of correcting a subluxation demonstrated by
x-ray. For the purpose of Medicaid, subluxation means an incomplete dislocation, off-
centering, misalignment, fixation, or abnormal spacing of the vertebrae. The chiropractic
preferred definition of subluxation is the alteration of the normal dynamics, anatomical or
physiological relationship of contiguous articular structures.

No other diagnostic or therapeutic service furnished by a chiropractor or under his/her order
is covered under the Medicaid program.

Manual devices (those devices that are hand-held with the thrust of the force of the device
being controlled manually) may be used by the chiropractor in performing manipulation of
the spine. However, no additional payment is allowed for the use of the device or for the
device itself.

III. INDICATIONS AND LIMITATIONS OF COVERAGE

The patient must have a significant health problem in the form of a neuromusculoskeletal
condition necessitating treatments. The manual manipulative services rendered must have
a direct therapeutic relationship to the patient’s condition. The mere statement or diagnosis
of “pain” is not sufficient to support medical necessity for the treatments.
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Spinal axis aches, strains, sprains, nerve pains and functional mechanical disabilities of the
spine are considered to be reasonable and necessary therapeutic grounds for CMT. The
level of spinal subluxation must bear a direct causal relationship to the patient’s symptoms
and the symptoms must be directly related to the level of the subluxation that has been
diagnosed.

Symptoms are usually related directly to specific anatomic spine areas. Occasionally,
symptoms are more generalized and associated with several adjacent anatomic sites of
subluxation. In such cases, the symptoms involving body structures should relate to the
areas of subluxation in the documentation.

Medicaid covers four categories of conditions:

♦ Acute. A patient’s condition is considered to be acute when the patient is being treated
for a new injury that is substantiated by x-ray date, first date of treatment and diagnosis
that are reasonably proximate.

The result of chiropractic treatment is expected to be an improvement in, arrest or
retardation of the patient’s acute condition. This result should be obtained within a
reasonable and generally predictable period of time.

Some patients with acute conditions may require several weeks of treatment, while
others require a much shorter duration of treatment. Initially, services may be more
frequent, but Medicaid would expect to see a decrease in frequency as a result of the
improvement in the patient’s condition.

♦ Chronic. A patient’s condition is considered chronic when it is not expected to
completely resolve but where continued therapy can be expected to result in some
functional improvement. Once the functional status has remained stable (unchanged for
four weeks) for a given condition, further manipulation treatment is considered
maintenance therapy and is not covered.

♦ Exacerbation. An exacerbation is a temporary marked deterioration of the patient’s
pre-existing condition documented in the clinical record due to flare-up of the condition
being treated. This must be documented in the patient’s clinical record, including the
date of occurrence, nature of the onset, or other pertinent factors that will support the
reasonableness and necessity of treatments for this condition.

♦ Recurrence. A recurrence is a return of symptoms of a previously treated condition
that has been quiescent for 30 or more days. This may require the reinstitution of
therapy.
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Medicaid limits the coverage of chiropractic services to the hands-on manual manipulation
of the spine for symptomatology associated with spinal subluxation.

Maintenance therapy (such as therapy that is performed to stabilize a chronic condition or
to prevent deterioration) is not a Medicaid benefit. Once the maximum therapeutic benefit
has been achieved for a given condition, ongoing maintenance therapy is not considered to
be reasonable and necessary under the Medicaid program.

Coverage will be denied if there is not a reasonable expectation that the continuation of
treatment would result in improvement of the patient’s condition. Continued repetitive
treatment without a clearly defined clinical end point is considered maintenance therapy
and is not covered.

Medicaid does not cover the use of chiropractic manipulative treatment to prevent disease,
promote health, prolong and enhance the quality of life, or to treat most other spinal disease
or other pathological disorders. Examples of these include, but are not limited to,
rheumatoid arthritis, muscular dystrophy, multiple sclerosis, pneumonia, and emphysema.

IV. DOCUMENTING X-RAY

An x-ray must document the primary region of spinal subluxation. Exception: No x-ray is
required for pregnant women and children aged 18 and under.

The documenting x-ray must be taken at a time reasonably near the initiation of treatment,
i.e., no more than 12 months before or three months after the initiation of treatment.

In certain cases of chronic subluxation, an older x-ray may be accepted, provided the
patient’s health record indicates the condition has existed longer than 12 months and there
are reasonable grounds for concluding that the condition is progressing. X-rays need not be
repeated unless there is a new condition.

The x-ray films must be labeled with the patient’s name and date the x-ray was taken, and
must be marked right or left. You must make the x-ray available to Medicaid when
requested and have a written report, including interpretation and diagnosis, present in the
patient’s clinical record.
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Medicaid has not approved use of magnetic resonance (MRI) or videofluoroscopy to
determine the diagnosis of subluxation for chiropractic manipulations. Only diagnostic
x-rays can be used to support the diagnosis.

Chiropractors are authorized to order a documenting x-ray whether or not the chiropractor
owns or possesses x-ray equipment. Any x-rays so ordered are payable to the x-ray
provider.

Chiropractors who provide x-rays are reimbursed at the physician fee schedule rate.
Payable x-rays are limited to those Current Procedural Terminology (CPT) procedure codes
that are appropriate to determine the presence of a subluxation of the spine. These codes
are: 72010, 72020, 72040, 72050, 72052, 72070, 72080, 72100, 72170, 72190.

Consistent with CPT, chiropractors may bill the professional, technical, or professional and
technical components for x-rays, as appropriate.

Payment for documenting x-rays is limited to one per condition. No payment will be made
for subsequent x-rays, absent a new condition. A claim for a documenting x-ray related to
the onset of a new condition is payable only if the x-ray is taken no more than 12 months
before or three months after the initiation of treatment for the new condition.

V. COVERED CPT CODES

Covered procedures for chiropractic manipulative treatment are:

98940 Spinal, one or two regions
98941 Spinal, three or four regions
98942 Spinal, five regions

If services are provided as the result of a Care for Kids (EPSDT) examination, you must
also use modifier -Z1.

Generally, Medicaid limits chiropractic manipulative treatment to one code per day per
patient. You are not required to bill excluded services.
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VI. COVERED ICD-9 CODES

Each CPT code billed requires two diagnoses: 1) the subluxation region and 2) the
neuromusculoskeletal condition necessitating the treatment (a Category I, II or III
diagnosis). All ICD-9 codes must be coded to the highest level of specificity and the
primary diagnosis must be supported by x-ray.

Primary ICD-9 Diagnosis Codes

739.0 Head region (occipitocervical region)

739.1 Cervical

739.2 Thoracic region

739.3 Lumbar region

739.4 Sacral region

739.5 Pelvic region

Any treatments beyond the utilization guidelines listed must be submitted with documen-
tation to support the medical necessity. If documentation is not submitted, the claim will
be denied for lack of information. The claim may be resubmitted with documentation for
reconsideration:

♦ Category I diagnoses generally require short term treatment (12 manipulations per
12-month period).

♦ Category II diagnoses generally require moderate term treatment (18 manipulations per
12-month period).

♦ Category III diagnoses generally require longer term treatment (24 manipulations per
12-month period).

♦ The utilization guideline for diagnostic combinations within or between categories is 28
manipulations per 12-month period.
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ICD-9 CATEGORY I

307.81 Tension headache

721.0 Cervical spondylosis without myelopathy

721.2 Thoracic spondylosis without myelopathy

721.3 Lumbosacral spondylosis without myelopathy

723.1 Cervicalgia

724.1 Pain in thoracic spine

724.2 Lumbago

724.5 Backache, unspecified

784.0 Headache

ICD-9 CATEGORY II

353.0 Brachial plexus lesions

353.1 Lumbosacral plexus lesions

353.2 Cervical root lesions, NEC

353.3 Thoracic root lesions, NEC

353.4 Lumbosacral root lesions, NEC

353.8 Other nerve root and plexus disorders

719.48 Pain in joint (other specified sites, must specify site)

720.1 Spinal enthesopathy

722.91 Calcification of intervertebral cartilage or disc, cervical region

722.92 Calcification of intervertebral cartilage or disc, thoracic region

722.93 Calcification of intervertebral cartilage or disc, lumbar region

723.0 Spinal stenosis in cervical region

723.2 Cervicocranial syndrome

723.3 Cervicobrachial syndrome

723.4 Brachial neuritis or radiculitis, NOC

723.5 Torticollis, unspecified

724.01 Spinal stenosis, thoracic region

724.02 Spinal stenosis, lumbar region

724.4 Thoracic or lumbosacral neuritis or radiculitis

724.6 Disorders of sacrum, ankylosis
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724.79 Disorders of coccyx, coccygodynia

724.8 Other symptoms referable to back, facet syndrome

729.1 Myalgia and myositis, unspecified

729.4 Fascitis, unspecified

738.4 Acquired spondylolisthesis

756.12 Spondylolisthesis

846.0 Sprains and strains of sacroiliac region, lumbosacral (joint; ligament)

846.1 Sprains and strains of sacroiliac region, sacroiliac ligament

846.2 Sprains and strains of sacroiliac region, sacrospinous (ligament)

846.3 Sprains and strains of sacroiliac region, sacrotuberous (ligament)

846.8 Sprains and strains of sacroiliac region, other specified sites of sacroiliac
region

847.0 Sprains and strains, neck

847.1 Sprains and strains, thoracic

847.2 Sprains and strains, lumbar

847.3 Sprains and strains, sacrum

847.4 Sprains and strains, coccyx

ICD-9 CATEGORY III

721.7 Traumatic spondylopathy

722.0 Displacement of cervical intervertebral disc without myelopathy

722.10 Displacement of lumbar intervertebral disc without myelopathy

722.11 Displacement of thoracic intervertebral disc without myelopathy

722.4 Degeneration of cervical intervertebral disc

722.51 Degeneration of thoracic or thoracolumbar intervertebral disc

722.52 Degeneration of lumbar or lumbosacral intervertebral disc

722.81 Post laminectomy syndrome, cervical region

722.82 Post laminectomy syndrome, thoracic region

722.83 Post laminectomy syndrome, lumbar region

724.3 Sciatica
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VII. CLAIM/FISCAL RECORD

All information reported on the HCFA-1500 must be supported by the documentation in
the clinical record.

Chiropractic claims require two diagnoses for each subluxation, a subluxation diagnosis
(nonallopathic, ICD-9 codes 739.0-739.5) and a secondary diagnosis from one of the three
categories, this diagnosis being the cause of the subluxation.

Since the chiropractor may bill for manipulations of up to five separate regions (a
subluxation in each region), this diagnostic requirement may lead to five different
subluxation diagnoses and five different neuromusculoskeletal diagnoses. Select up to two
subluxation diagnoses (739.0-739.5) and two corresponding Category I, II or III diagnoses
codes.

When billing for CMT for more than one region, the chiropractor may have more than one
x-ray. The x-ray date and initiation of treatment date that corresponds with the claim form
must be entered.

Even though the claim form will only contain the diagnoses, x-ray date or initiation date for
one or two regions treated, if CMT for more than two regions is being billed, the clinical
record MUST document the reasons for treating the other regions.

VIII. DOCUMENTATION REQUIREMENTS

The following information must be documented in the patient’s clinical record on the initial
visit:

♦ History. Describe the chief complaint, including the symptoms present that caused the
patient to seek chiropractic treatment.

♦ Present illness. This can include any of the following as appropriate:

• Mechanism of trauma
• Quality and character of problem or symptoms
• Intensity of symptoms
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• Frequency of symptoms occurring
• Location and radiation of symptoms
• Onset of symptoms
• Duration of symptoms
• Aggravating or relieving factors of symptoms
• Prior interventions, treatments, including medications
• Secondary complaints

♦ Family history, if pertinent.

♦ Past health history. This may include:

• General health statement
• Prior illness(es)
• Surgical history
• Prior injuries or traumas
• Past hospitalizations as appropriate
• Medications

♦ Physical examination. Musculoskeletal, neurologic or other findings documenting the
diagnosis must be present.

♦ Diagnosis. Including:

• The spinal region of subluxation, and
• Either a Category I, II or III diagnosis

♦ Treatment plan. Include the following:

• Therapeutic modalities to effect cure or relief (patient education and exercise
training)

• The level of care that is recommended (the duration and frequency of visits)

• Specific goals that are to be achieved with treatment

• The quantitative measures that will be used to evaluate the effectiveness of
treatment
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♦ Initial treatment date. The following information must be documented on subsequent
visits.

• A subjective record of the patient’s complaint
• Physical findings to support manipulation in a region or segment being treated
• Assessment of change in patient condition as appropriate
• Record of specific region(s) manipulated

Failure to document that the chiropractic spinal manipulation is reasonable and necessary
may result in claim denials. Documentation must be legible and made available to
Medicaid upon request. Failure to do so may result in claim denials.



Iowa
Department
of
Human
Services

CHAPTER SUBJECT:

BILLING AND PAYMENT

CHIROPRACTIC SERVICES

CHAPTER PAGE

F - 1
DATE

April 1, 1998

I. INSTRUCTIONS AND CLAIM FORM

A. Instructions for Completing the Claim Form

The table below contains information that will aid in the completion of the
HCFA-1500 claim form. The table follows the form by field number and name,
giving a brief description of the information to be entered, and whether providing
information in that field is required, optional or conditional of the individual
recipient’s situation.

A star (*) in the instructions area of the table indicates a new item or change in policy
for Iowa Medicaid providers.

For electronic media claim (EMC) submitters, refer also to your EMC specifications
for claim completion instructions.

FIELD
NUMBER

FIELD NAME/
DESCRIPTION INSTRUCTIONS

1. CHECK ONE OPTIONAL – Check the applicable program block.

1a. INSURED’S ID

NUMBER

REQUIRED – Enter the recipient’s Medicaid ID number
found on the Medical Assistance Eligibility Card. It
should consist of seven digits followed by a letter, i.e.,
1234567A.

2. PATIENT’S NAME REQUIRED – Enter the last name, first name and middle
initial of the recipient. Use the Medical Assistance
Eligibility Card for verification.

3. PATIENT’S

BIRTHDATE

OPTIONAL – Enter the patient’s birth month, day, year and
sex. Completing this field may expedite processing of
your claim.
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4. INSURED’S

NAME

CONDITIONAL* – If the recipient is covered under some-
one else’s insurance, enter the name of the person under
which the insurance exists. This could be insurance
covering the recipient as a result of a work or auto related
accident.

Note: This section of the form is separated by a border, so
that information on this other insurance follows directly
below, even though the numbering does not.

5. PATIENT’S

ADDRESS

OPTIONAL – Enter the address and phone number of the
patient, if available.

6. PATIENT

RELATIONSHIP

TO INSURED

CONDITIONAL* – If the recipient is covered under another
person’s insurance, mark the appropriate box to indicate
relation.

7. INSURED’S

ADDRESS

CONDITIONAL* – Enter the address and phone number of
the insured person indicated in field number 4.

8. PATIENT STATUS OPTIONAL – Check boxes corresponding to the patient’s
current marital and occupational status.

9a-d. OTHER

INSURED’S

NAME

CONDITIONAL* – If the recipient carries other insurance,
enter the name under which that insurance exists, as well
as the policy or group number, the employer or school
name under which coverage is offered and the name of the
plan or program.

10. IS PATIENT’S

CONDITION

RELATED TO

CONDITIONAL* – Check the appropriate box to indicate
whether or not treatment billed on this claim is for a
condition that is somehow work or accident related. If the
patient’s condition is related to employment or an accident,
and other insurance has denied payment, complete 11d,
marking the “YES” and “NO” boxes.

10d. RESERVED FOR

LOCAL USE

OPTIONAL – No entry required.
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11a-c. INSURED’S

POLICY GROUP

OR FECA NUMBER

AND OTHER

INFORMATION

CONDITIONAL* – This field continues with information
related to field 4. If the recipient is covered under
someone else’s insurance, enter the policy number and
other requested information as known.

11d. IS THERE

ANOTHER

HEALTH

BENEFIT

PLAN?

CONDITIONAL – If payment has been received from
another insurance, or the medical resource codes on the
eligibility card indicate other insurance exists, check
“YES” and enter payment amount in field 29.

If you have received a denial of payment from another
insurance, check both “YES” and “NO” to indicate that
there is other insurance, but that the benefits were denied.

Note: Auditing will be performed on a random basis to
ensure correct billing.

12. PATIENT’S OR

AUTHORIZED

PERSON’S

SIGNATURE

OPTIONAL – No entry required.

13. INSURED OR

AUTHORIZED

PERSON’S

SIGNATURE

OPTIONAL – No entry required.

14. DATE OF

CURRENT ILL-
NESS, INJURY,
PREGNANCY

CONDITIONAL* – Chiropractors must enter the date of the
onset of treatment as month, day and year. All others – no
entry required.

15. IF THE PATIENT

HAS HAD SAME

OR SIMILAR

ILLNESS…

CONDITIONAL – Chiropractors must enter the current
x-ray date as month, day and year. All others – no entry
required.

16. DATES PATIENT

UNABLE TO

WORK…

OPTIONAL – No entry required.
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17. NAME OF

REFERRING

PHYSICIAN OR

OTHER SOURCE

CONDITIONAL – Required if the referring physician does
not have a Medicaid number.

17a. ID NUMBER OF

REFERRING

PHYSICIAN

CONDITIONAL* –

If the patient is a MediPASS recipient and the MediPASS
physician authorized service, enter the seven-digit
MediPASS authorization number.

If this claim is for consultation, independent lab or DME,
enter the Iowa Medicaid number of the referring or
prescribing physician.

If the patient is on lock-in and the lock-in physician
authorized service, enter the seven-digit authorization
number.

18. HOSPITALI-
ZATION DATES

RELATED TO…

OPTIONAL – No entry required.

19. RESERVED FOR

LOCAL USE

REQUIRED – If the patient is pregnant, write “Y –
Pregnant.”

20. OUTSIDE LAB OPTIONAL – No entry required.

21. DIAGNOSIS OR

NATURE OF

ILLNESS

REQUIRED – Indicate the applicable ICD-9-CM diagnosis
codes in order of importance (1-primary; 2-secondary; 3-
tertiary; and 4-quaternary) to a maximum of four
diagnoses.

22. MEDICAID

RESUBMISSION

CODE…

OPTIONAL – No entry required.

23. PRIOR

AUTHORIZATION

NUMBER

CONDITIONAL* – Enter the prior authorization number
issued by Consultec.
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24. A DATE(S) OF

SERVICE

REQUIRED – Enter month, day and year under both the
From and To categories for each procedure, service or
supply. If the From-To dates span more than one calendar
month, represent each month on a separate line. Because
eligibility is approved on a month-by-month basis,
spanning or overlapping billing months could cause the
entire claim to be denied.

24. B PLACE OF

SERVICE

REQUIRED – Using the chart below, enter the number
corresponding to the place service was provided. Do not
use alphabetic characters.

11 Office
12 Home
21 Inpatient Hospital
22 Outpatient Hospital
23 Emergency Room – Hospital
24 Ambulatory Surgical Center
25 Birthing Center
26 Military Treatment Facility
31 Skilled Nursing
32 Nursing Facility
33 Custodial Care Facility
34 Hospice
41 Ambulance – land
42 Ambulance – air or water
51 Inpatient Psychiatric Facility
52 Psychiatric Facility – partial hospitalization
53 Community Mental Health Center
54 Intermediate Care Facility/Mentally Retarded
55 Residential Substance Abuse Treatment Facility
56 Psychiatric Residential Treatment Center
61 Comprehensive Inpatient Rehabilitation Facility
62 Comprehensive Outpatient Rehabilitation Facility
65 End-stage Renal Disease Treatment
71 State or Local Public Health Clinic
72 Rural Health Clinic
81 Independent Laboratory
99 Other Unlisted Facility
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24. C TYPE OF SERVICE OPTIONAL – No entry required.

24. D PROCEDURES,
SERVICES OR

SUPPLIES

REQUIRED – Enter the appropriate five-digit procedure
code and any necessary modifier for each of the dates of
service. DO NOT list services for which no fees were
charged.

24. E DIAGNOSIS CODE REQUIRED – Indicate the corresponding diagnosis code
from field 21 by entering the number of its position, i.e., 3.
DO NOT write the actual diagnosis code in this field.
Doing so will cause the claim to deny. There is a
maximum of four diagnosis codes per claim.

24. F $ CHARGES REQUIRED – Enter the usual and customary charge for
each line item.

24. G DAYS OR UNITS REQUIRED – Enter the number of times this procedure was
performed or number of supply items dispensed. If the
procedure code specifies the number of units, then enter
“1.” When billing general anesthesia, the units of service
must reflect the total minutes of general anesthesia.

24. H EPSDT/FAMILY

PLANNING

OPTIONAL* – Enter an “F” if the services on this claim
line are for family planning. Enter an “E” if the services
on this claim line are the result of an EPSDT Care for Kids
screening.

24. I EMG OPTIONAL – No entry required.

24. J COB OPTIONAL – No entry required.

24. K RESERVED FOR

LOCAL USE

CONDITIONAL* – Enter the treating provider’s individual
seven-digit Iowa Medicaid provider number when the
provider number given in field 33 is that of a group and/or
is not that of the treating provider.

25. FEDERAL TAX

ID NUMBER

OPTIONAL – No entry required.

26. PATIENT’S

ACCOUNT

NUMBER

OPTIONAL – Enter the account number assigned to the
patient by the provider of service. This field is limited to
10 alpha/numeric characters.
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27. ACCEPT

ASSIGNMENT?
OPTIONAL – No entry required.

28. TOTAL CLAIM

CHARGE

REQUIRED – Enter the total of the line item charges. If
more than one claim form is used to bill services
performed, each claim form must be separately totaled. Do
not carry over any charges to another claim form.

29. AMOUNT PAID CONDITIONAL* – Enter only the amount paid by other
insurance. Recipient co-payments, Medicare payments or
previous Medicaid payments are not listed on this claim.

30. BALANCE DUE REQUIRED* – Enter the amount of total charges less the
amount entered in field 29.

31. SIGNATURE OF

PHYSICIAN OR

SUPPLIER

REQUIRED – The signature of either the physician or
authorized representative and the original filing date must
be entered. If the signature is computer-generated block
letters, the signature must be initialed. A signature stamp
may be used.

32. NAME AND

ADDRESS OF

FACILITY…

CONDITIONAL – If other than a home or office, enter the
name and address of the facility where the service(s) were
rendered.

33. PHYSICIAN’S,
SUPPLIER’S

BILLING NAME…

REQUIRED* – Enter the complete name and address of the
billing physician or service supplier.

GRP # REQUIRED – Enter the seven-digit Iowa Medicaid number
of the billing provider.

If this number identifies a group or an individual provider
other than the provider of service, the treating provider’s
Iowa Medicaid number must be entered in field 24K for
each line.

BACK OF
FORM

NOTE REQUIRED – The back of the claim form must be intact on
every claim form submitted.
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B. Facsimile of Claim Form, HCFA-1500 (front and back)

(See the following pages.)
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II. REMITTANCE ADVICE AND FIELD DESCRIPTIONS

A. Remittance Advice Explanation

To simplify your accounts receivable reconciliation and posting functions, you will
receive a comprehensive Remittance Advice with each Medicaid payment. The
Remittance Advice is also available on magnetic computer tape for automated account
receivable posting.

The Remittance Advice is separated into categories indicating the status of those
claims listed below. Categories of the Remittance Advice include paid, denied and
suspended claims. PAID indicates all processed claims, credits and adjustments for
which there is full or partial reimbursement. DENIED represents all processed claims
for which no reimbursement is made. SUSPENDED reflects claims which are
currently in process pending resolution of one or more issues (recipient eligibility
determination, reduction of charges, third party benefit determination, etc.).

Suspended claims may or may not print depending on which option was specified on
the Medicaid Provider Application at the time of enrollment. You chose one of the
following:

♦ Print suspended claims only once.
♦ Print all suspended claims until paid or denied.
♦ Do not print suspended claims.

Note that claim credits or recoupments (reversed) appear as regular claims with the
exception that the transaction control number contains a “1” in the twelfth position
and reimbursement appears as a negative amount. An adjustment to a previously paid
claim produces two transactions on the Remittance Advice. The first appears as a
credit to negate the claim; the second is the replacement or adjusted claim, containing
a “2” in the twelfth position of the transaction control number.
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If the total of the credit amounts exceeds that of reimbursement made, the resulting
difference (amount of credit – the amount of reimbursement) is carried forward and
no check is issued. Subsequent reimbursement will be applied to the credit balance,
as well, until the credit balance is exhausted.

An example of the Remittance Advice and a detailed field-by-field description of each
informational line follows. It is important to study these examples to gain a thorough
understanding of each element as each Remittance Advice contains important
information about claims and expected reimbursement.

Regardless of one’s understanding of the Remittance Advice, it is sometimes
necessary to contact the fiscal agent with questions. When doing so, keep the
Remittance Advice handy and refer to the transaction control number of the particular
claim. This will result in timely, accurate information about the claim in question.

B. Facsimile of Remittance Advice and Detailed Field Descriptions

(See the following pages.)
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C. Remittance Advice Field Descriptions

1. Billing provider’s name as specified on the Medicaid Provider Enrollment
Application.

2. Remittance Advice number.

3. Date claim paid.

4. Billing provider’s Medicaid (Title XIX) number.

5. Remittance Advice page number.

6. Type of claim used to bill Medicaid.

7. Status of following claims:

♦ Paid – claims for which reimbursement is being made.
♦ Denied – claims for which no reimbursement is being made.
♦ Suspended – claims in process. These claims have not yet been paid or

denied.

8. Recipient’s last and first name.

9. Recipient’s Medicaid (Title XIX) number.

10. Transaction control number assigned to each claim by the fiscal agent. Please
use this number when making claim inquires.

11. Total charges submitted by provider.

12. Total amount applied to this claim from other resources, i.e., other insurance or
spenddown.

13. Total amount of Medicaid reimbursement as allowed for this claim.

14. Total amount of recipient copayment deducted from this claim.

15. Medical record number as assigned by provider; 10 characters are printable.
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16. Explanation of benefits code for informational purposes or to explain why a
claim denied. Refer to the end of Remittance Advice for explanation of the EOB
code.

17. Line item number.

18. The first date of service for the billed procedure.

19. The procedure code for the rendered service.

20. The number of units of rendered service.

21. Charge submitted by provider for line item.

22. Amount applied to this line item from other resources, i.e., other insurance,
spenddown.

23. Amount of Medicaid reimbursement as allowed for this line item.

24. Amount of recipient copayment deducted for this line item.

25. Treating provider’s Medicaid (Title XIX) number.

26. Allowed charge source code:

B Billed charge
F Fee schedule
M Manually priced
N Provider charge rate
P Group therapy
Q EPSDT total screen over 17 years
R EPSDT total under 18 years
S EPSDT partial over 17 years
T EPSDT partial under 18 years
U Gynecology fee
V Obstetrics fee
W Child fee
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27. Remittance totals (found at the end of the Remittance Advice):

♦ Number of paid original claims, the amount billed by the provider and the
amount allowed and reimbursed by Medicaid.

♦ Number of paid adjusted claims, amount billed by provider and amount
allowed and reimbursed by Medicaid.

♦ Number of denied original claims and amount billed by provider.

♦ Number of denied adjusted claims and amount billed by provider.

♦ Number of pended claims (in process) and amount billed by provider.

♦ Amount of check.

28. Description of individual explanation of benefits codes. The EOB code leads,
followed by important information and advice.
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III. PROBLEMS WITH SUBMITTED CLAIMS

To inquire as to why a claim was denied or why a claim payment was not what you
expected, please complete form 470-3744, Provider Inquiry. Attach copies of the claim,
the Remittance Advice, and any supporting documentation you want to have considered,
such as additional medical records. Send these to:

Consultec, Attn: Provider Inquiry
PO Box 14422
Des Moines, Iowa 50306-3422

To make an adjustment to a claim following receipt of the Remittance Advice, use form
470-0040, Credit/Adjustment Request. Use the Credit/Adjustment Request to notify the
fiscal agent to take an action against a paid claim, such as when:

♦ A paid claim amount needs to be changed, or
♦ Money needs to be credited back, or
♦ An entire remittance advice should be canceled.

Send this form to:

Consultec, Attn: Credits and Adjustments
PO Box 14422
Des Moines, Iowa 50306-3422

Do not use this form when a claim has been denied. Denied claims must be resubmitted.

A. Facsimile of Provider Inquiry, 470-3744

You can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.

B. Facsimile of Credit/Adjustment Request, 470-0040

You can obtain this form by printing or copying the sample in the manual or
contacting the fiscal agent. A facsimile of the form follows.
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PROVIDER INQUIRY
Attach supporting documentation. Check applicable boxes: ❐ Claim copy ❐ Remittance copy

❏ Other pertinent information for possible claim reprocessing.

1. 17-DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FOR CONSULTEC RESPONSE

I
N
Q
U
I
R
Y

A

1. 17–DIGIT TCN

2. NATURE OF INQUIRY

(Please do not write below this line)
FOR CONSULTEC RESPONSE

I
N
Q
U
I
R
Y

B

Provider Signature/Date: MAIL TO: CONSULTEC
P. O. BOX 14422
DES MOINES IA 50306-3422

Consultec Signature/Date:

7-digit Medicaid Provider
ID#

Telephone

Provider
Please
Complete:

Name
Street
City, St
Zip

(FOR CONSULTEC USE ONLY)

PR Inquiry Log #

Received Date Stamp:

470-3744 (Rev. 4/00)
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CREDIT/ADJUSTMENT REQUEST
Do not use this form if your claim was denied. Resubmit denied claims.

SECTION A: Check the most appropriate action and complete steps for that request.

❏ CLAIM ADJUSTMENT

♦ Attach a complete copy of claim.
(If electronic, use next step.)

♦ Attach a copy of the Remittance
Advice with corrections in red ink.

♦ Complete Sections B and C.

❏ CLAIM CREDIT

♦ Attach a copy of
the Remittance
Advice.

♦ Complete Sections
B and C.

❏ CANCELLATION OF ENTIRE
REMITTANCE ADVICE

♦ Use only if all claims on Remittance Advice
are incorrect. This option is rarely used.

♦ Attach the check and Remittance Advice.

♦ Skip Section B. Complete Section C.

SECTION B:

1. 17-digit
TCN

2. Pay-to Provider #: 4. 8-character Iowa Medicaid Recipient ID:
(e.g., 1234567A)

3. Provider Name and Address:

5. Reason for Adjustment or Credit Request:

Provider/Representative Signature:
SECTION C:

Date:

CONSULTEC USE ONLY: REMARKS/STATUS

Return All Requests To: Consultec
PO Box 14422
Des Moines, IA 50306-3422

470-0040 (Rev. 4/00)
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CHIROPRACTIC SERVICES MANUAL TRANSMITTAL NO. 98-1

ISSUED BY: Division of Medical Services, Iowa Department of Human Services

SUBJECT: Chiropractic Services Manual, Title Page, revised; Table of Contents (page 4),
revised; Chapter E, Coverage and Limitations, pages 1 through 3, revised; pages
4 through 10, new; and Chapter F, Billing and Payment, pages 1 through 17,
revised.

Chapter E is revised to change the billing codes to be used by chiropractors, set out the utilization
criteria for providers, and remove the x-ray requirement for children under the age of 18.

These changes are being made to make the Medicaid policy comparable to the Medicare policy.

Chapter F is revised to update billing and payment instructions.

Date Effective

April 1, 1998

Material Superseded

Remove the following pages from the Chiropractic Services Manual and destroy them:

Page Date

Contents (page 4) October 1, 1992
Chapter E

1 September 1, 1992
2 July 1, 1987
3 January 1, 1998

Chapter F
1 October 1, 1992
2 Undated
3, 4 12/90
5, 6 October 1, 1992
7-10 January 1, 1994
11-14 October 1, 1992
15-18 Undated
19, 20 October 1, 1992
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Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.
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Employees’ Manual, Title 8

Medicaid Appendix

Iowa Department of Human Services October 23, 2000

CHIROPRACTIC SERVICES PROVIDER MANUAL TRANSMITTAL NO. 00-1

ISSUED BY: Division of Medical Services, Iowa Department of Human Services

SUBJECT: Chiropractic Services Provider Manual, Table of Contents (page 4), revised;
Chapter E, Coverage and Limitations, pages 3 and 4, revised; and Chapter F,
Billing and Payment, pages 18 through 21, new.

Summary

Chapter E is revised to indicate new policy allowing chiropractors to provide, order and be
reimbursed for selected x-ray procedures they perform in their offices. This revision specifies
the criteria and limitations under which chiropractors may bill for these services and lists the
x-ray CPT codes for which chiropractors may submit claims.

Chapter F is revised to update billing and payment instructions by providing for an inquiry
process for denied claims or if claim payment was not in the amount expected. Two forms are
added: 470-3744, Provider Inquiry; and 470-0040, Credit/Adjustment Request.

Complete the Provider Inquiry if you wish to inquire about a denied claim or if claim payment
was not as expected. Complete the Credit/Adjustment Request to notify Consultec that: a paid
claim amount needs to be changed; or funds need to be credited back; or an entire Remittance
Advice should be canceled.

Date Effective

September 1, 2000

Material Superseded

Remove the following pages from Chiropractic Services Provider Manual and destroy them.

Page Date

Table of Contents (page 4) April 1, 1998
Chapter E

3, 4 April 1, 1998

Additional Information

If any portion of this manual is not clear, please direct your inquiries to Consultec, fiscal agent
for the Department of Human Services.


	TABLE OF CONTENTS
	CHAPTER E COVERAGE AND LIMITATIONS
	GENERAL LETTERS
	I.	CHIROPRACTORS ELIGIBLE TO PARTICIPATE
	II.	DESCRIPTION
	III.	INDICATIONS AND LIMITATIONS OF COVERAGE
	IV.	DOCUMENTING X-RAY
	V.	COVERED CPT CODES
	VI.	COVERED ICD-9 CODES
	VII.	CLAIM/FISCAL RECORD
	VIII.	DOCUMENTATION REQUIREMENTS
	CHAPTER F BILLING AND PAYMENT
	I.	INSTRUCTIONS AND CLAIM FORM
	A.	Instructions for Completing the Claim Form
	B.	Facsimile of Claim Form, HCFA-1500 (front and back)

	II.	REMITTANCE ADVICE AND FIELD DESCRIPTIONS
	A.	Remittance Advice Explanation
	B.	Facsimile of Remittance Advice and Detailed Field Descriptions
	C.	Remittance Advice Field Descriptions

	III.	PROBLEMS WITH SUBMITTED CLAIMS
	A.	Facsimile of Provider Inquiry, 470-3744
	B.	Facsimile of Credit/Adjustment Request, 470-0040


