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Presenter Notes
Presentation Notes
Welcome to the Iowa Medicaid Claims and Billing Training! 
Today’s session provides a high-level overview of Fee-for-Service (FFS) claims and billing. We’ll walk through the most common provider issues and share tips to help reduce delays, denials, and payment problems.
A reference section will be included at the end of the presentation, and you’ll be able to access this training and related materials on our website under Provider Services > Provider Training a few weeks after today’s session.

This training focuses solely on Iowa Medicaid Fee-for-Service. Presentations from each Managed Care Organization (MCO) will follow separately.





Topics
Provider Claims and Billing

 Electronic Billing Standards

 Timely Filing, Provider Inquiry Guidance, Get in Touch

 Remittance Advice

 Top 10 Claim Denials

 Resources
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Presenter Notes
Presentation Notes
Here’s what we’ll be covering today: We’ll start with an overview of provider claims and billing, followed by electronic billing standards. Then we’ll walk through timely filing rules, how to submit inquiries, and ways to contact us. We’ll also explain how to read your Remittance Advice, highlight the top 10 claim denial reasons, and wrap up with helpful resources to support your billing success.



Fee-for-Service Claims and Billing

Electronic Billing Standards

Provider Inquiry Guidance

Top 10 Claim Denials

Presenter Notes
Presentation Notes
Let’s shift gears and dive into the essentials of claims and billing—key processes that keep your practice running smoothly and ensure timely reimbursement. 



Fee-for-Service (FFS) Electronic 
Billing Standards

Fee-for-Service (FFS) Guidance

Presenter Notes
Presentation Notes
We will begin with the FFS Electronic Billing Standards as all claims submitted to Iowa Medicaid are only accepted by electronic means.



Fee-for-Service Electronic Billing Standards
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All claim submissions must comply with the Mandatory Electronic Billing Requirements 
Informational Letter IL 2022-MC-FFS:

Ability PC-ACE Pro (Billing Software via EDISS)
 Free billing software provided by Iowa Medicaid
 Accessible through EDISS
 No cost for submitting FFS member claims

 Provider’s Own Billing Software/Third-Party Vendors/Clearinghouse
 Providers may use their own billing systems, third-party vendors or clearinghouse
 Strongly encouraged to register with Iowa Medicaid Portal Access (IMPA)
 IMPA registration ensure access to accurate remittance and claim data

Presenter Notes
Presentation Notes
Here are the ways to Meet the Requirement
Use an EDI clearinghouse that supports FFS claims, via the free software ABILITY PC-ACE Pro, or
Submit through your own third-party billing vendor, if it supports electronic submission

If using a third-party vendor, ensure you and your vendor is enrolled in the Iowa Medicaid Portal Access (IMPA) system for accurate Claim Status, Payment Details, Denial Codes & Descriptions, Service Line Breakdown, Member Eligibility Snapshots, TPL, Spenddown Information, and Claim History. As you can see it is extremely beneficial for everything that you do that is related to FFS to have access to IMPA. If you haven’t enrolled or your 3rd party biller has not enrolled, please enroll as soon as possible.

We’ll cover IMPA in more detail in the following slides





Utilize EDI Support Services 

 Contact your EDI Help Desk for:
• Technical assistance
• EDI Enrollment issues
• Electronic claim rejections

 They also provide training materials, newsletters, and updates on EDI requirements.

 Track and Reconcile Claims
• Use Electronic Remittance Advice (ERA) to match payments with submitted claims.
• Address denials or discrepancies promptly using EDI tools.

 Toolbox
• Contact EDI Support Services
• Software/Connectivity - medicaid – edissweb, and 
• EDISS Quick Reference for the PC-ACE User Guide
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Fee-for-Service Electronic Billing Standards (cont.)

Presenter Notes
Presentation Notes
On this slide we are focusing only on the EDISS billing software PC-ACE pro as a free service for billing software for Iowa Medicaid. 
Start with the basics: EDI Support Services is your go-to resource for navigating the technical side of electronic claim submission. Whether you're new to EDI or troubleshooting a specific issue, they’re here to help.
Contact your EDI Help Desk for:
Technical assistance with connectivity, file formats, or transmission errors
Enrollment support if you're having trouble getting set up or updating your EDI profile
Claim rejection resolution—they can help you understand why a claim was rejected and how to fix it
Stay informed: EDI Support Services also provide training materials, newsletters, and updates on changing EDI requirements, so your team stays compliant and efficient.
Track and Reconcile Claims Effectively
Use Electronic Remittance Advice (ERA): ERA allows you to match payments to submitted claims quickly and accurately—no more guesswork or manual reconciliation.
Resolve issues faster: If a claim is denied or a payment doesn’t match, EDI tools help you identify the problem and take corrective action without delay.
Avoid delays and rework: Promptly addressing discrepancies using ERA and EDI tools reduces the need for phone calls and manual intervention, saving time and improving cash flow.
Final Tip
Encourage your billing team to build a strong relationship with EDI Support Services. Proactive communication and training can prevent issues before they arise and ensure smoother claim processing.








https://www.edissweb.com/med/index.html
https://www.edissweb.com/web/medicaid/software
https://hhs.iowa.gov/media/12622/download?inline


Key Point: Use IMPA to review remits and interpret Medicaid guidelines 

 How to read a remittance Advice: Billing Iowa Medicaid manual. Section “O” IV. BILLING IOWA 
MEDICAID

 Diagnose common errors: Recognize issues like billing incarceration, secondary billing, or missing or 
incorrect modifiers.

  Correct billing processes: Learn appropriate remediation steps for each denial type to minimize 
future errors.
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Fee-for-Service Electronic Billing Standards (cont.)

Presenter Notes
Presentation Notes
We’ll be talking a lot about Iowa Medicaid Portal Access (IMPA)—a key resource every provider should be using for claims and billing.
What IMPA Can Do for You
Identify Common Billing Errors
IMPA helps you catch frequent issues early, such as:
Claims submitted for incarcerated individuals
Missing or incorrect modifiers
Errors in secondary billing
Spotting these problems upfront means fewer denials and quicker resolutions.
Fix Billing Issues Efficiently
Once you understand why a claim was denied, IMPA provides the tools to correct it. This helps reduce:
Repeat submissions
Ongoing denials
Time spent troubleshooting
It ultimately improves your claim success rate.
📄 Access Remittance Advice (RA) Directly
Providers and third-party billers can download accurate, up-to-date RA documents straight from the portal. These include:
Payment details
Denials
Adjustments
No more waiting or relying on someone else to forward critical information.
🚫 Prevent Delays and Miscommunication
When remittance advice is shared manually, it can lead to:
Delays
Missing data
Costly billing mistakes
IMPA removes that bottleneck by giving billers direct access.
🔁 Streamline Claims Follow-Up
With real-time access to claims data, billers can:
Spot issues faster
Take immediate action
Keep the billing cycle moving smoothly

https://hhs.iowa.gov/media/7740/download?inline
https://hhs.iowa.gov/media/7740/download?inline
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Fee-for-Service Electronic Billing Standards (cont.)

 Use this link to stay up to date on Iowa Medicaid Electronic Billing Requirements: 
Claims & Billing | Health & Human Services

 Use this link to find trainings related to you: 
     Medicaid Provider Trainings | Health & Human Services

 IMPA Registration Guide: 
https://secureapp.dhs.state.ia.us/impa/Assets/IMPAUserRegistration.pdf

 

Presenter Notes
Presentation Notes
Important: Individual IMPA Accounts Required
Please note that provider accounts within the Iowa Medicaid Portal Application (IMPA) must not be shared. Each user is required to establish their own individual account. 
Here are some key points to keep in mind when setting up your access:
Email Requirement IMPA requires each user to have a valid email address. If you do not currently have one, we recommend creating an account through a free email provider. Please be assured that emails sent through IMPA will not contain sensitive or protected health information.
Group Functionality Certain features within IMPA—such as access to Electronic Remittance Advices—require users to be part of a group. If you are responsible for setting up your organization’s IMPA access, including remittance advice functionality, please refer to the guidance document on creating and managing groups.



https://hhs.iowa.gov/medicaid/provider-services/claims-billing
https://hhs.iowa.gov/medicaid/provider-services/provider-trainings
https://secureapp.dhs.state.ia.us/impa/Assets/IMPAUserRegistration.pdf


Use the Iowa Medicaid Portal Access (IMPA system) for submitting FFS Claim supporting documents.

 Providers only need to submit supporting documents within 7 business days of submitting the medical 
claim, when such documents are necessary to process a claim. 

 Providers are not required to resubmit documentation that has previously been uploaded when 
submitting additional materials.
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Fee-for-Service Electronic Billing Standards (cont.)

Presenter Notes
Presentation Notes
Reminders when you need to upload supporting documentation. When billing Fee-for-Service (FFS) claims, you must use the Iowa Medicaid Portal Access (IMPA) system to upload any required supporting documentation. We’ll walk through the steps on the next slide.
Key Reminders:
Supporting documents are only needed when essential to process the claim.
If required, documentation must be uploaded to IMPA within 7 business days of submitting the claim.
Be sure to submit all required documentation at the time of claim submission.
Claims may be denied under Edit 268 if documentation is missing, incorrect, or incomplete—even if something was uploaded.
Example: For sterilization procedures, a Consent for Sterilization form is required. If this form is missing—even if other documents are submitted—the claim will be denied for lack of documentation.





https://secureapp.dhs.state.ia.us/impa/Default.aspx
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1. Go to File>Upload File, select Electronic Billing Attachments (do NOT select “Documents to IME”)

2. Choose “Claim Attachment” in the Document Type dropdown.

3. Enter a 16-digit Attachment Control Number (ACN) using the member ID + date of service (DOS) (ie – 
1234567A08012019).

4. If you get a duplicate file name error, add_2, _3, etc. to the end of the ACN. Do not use form 470-5403 with 
electronic billing uploads. 

How to submit claim documentation into IMPA

Fee-for-Service Electronic Billing Standards (cont.)

Presenter Notes
Presentation Notes
To assist in submitting claims into IMPA and some helpful hints, I will briefly go through the steps with you.
Go to File > Upload File
Select Electronic Billing Attachments
Important: Do not choose “Documents to IME”
In the Document Type dropdown, select Claim Attachment
Enter a 16-digit Attachment Control Number (ACN)
Format: Member ID + Date of Service (MMDDYYYY)
If you receive a duplicate file name error, simply add _2, _3, etc. to the end of the ACN




Remittance Advice (RA)
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Presenter Notes
Presentation Notes
In this section we will briefly go through the most common misunderstood sections on your remittance advice (RA). The RA isn’t just a payment summary—it’s a guide that tells you what happened with each claim and what steps to take next.
Remittance advice is like a receipt that comes with a gift card.
Imagine someone sends you a gift card in the mail. Along with it, there's a note explaining:
Who sent it
How much it's worth
What it's for
Any special instructions or breakdowns (like if part of it is for lunch and part for coffee)
That note is the remittance advice—it doesn't carry the money itself, but it explains the payment. In healthcare, it's the document that tells a provider how much they’re being paid by Medicaid (or another payer), what services were covered, and if any adjustments or denials were made.

If a claim was paid, the RA shows how much was reimbursed and by whom (Medicaid, TPL, or the member).
If a claim was denied or adjusted, the RA includes EOB codes and descriptions that explain why—and what needs to be corrected.
It also shows how many claims were affected by each denial reason, helping you spot patterns and prioritize follow-up.
Use the RA to:
Reconcile payments
Identify and fix billing errors
Resubmit or appeal denied claims
Track patient responsibility (like co-pays)
In short, the RA gives you a clear roadmap for resolving issues and keeping your billing on track.
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Remittance Advice (RA)
The Remittance Advice is separated into categories indicating the status of those claims: 

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.).

All Providers Chapter IV. Billing Iowa Medicaid

Presenter Notes
Presentation Notes
Iowa Medicaid Remittance Advice (RA) provides the status of submitted claims and is categorized as Paid, Denied, or Suspended.
Paid: Claims with full, partial or $0 reimbursement. Medicaid may show a claim as “paid” even if the RA lists “$0 paid.” This often confuses providers, but it simply means the allowable amount for that line has already been met—through prior payments, adjustments, or other sources. No new money was issued, but the claim was resolved.
Denied: Claims processed with no payment
Suspended: Claims pending resolution of issues like eligibility or third-party liability
Remit Review & Claim Support Review remits via IMPA, to address any denials. For questions, call the call center—don’t rely on email alone.
 
For full guidance, refer to the Provider Manual – Chapter 4 Billing, use the link on the screen to access this very important resource.


https://hhs.iowa.gov/media/4305/download?inline
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Remittance Advice (RA)
What is an Electronic Remittance Advice (ERA)?

 835 Transaction
 Electronic version of the Standard Paper Remit (SPR)
 A notice of payments and adjustments sent to providers, billers, and suppliers
 Explains the reimbursement decisions of the payer, including:

• Reasons for payments
• Adjustments

How to receive Electronic Remittance Advice (ERA)?

 Add the 835 transaction to your profile in EDISS Connect
 Remits can be sent to a Billing Service/Clearinghouse or directly back to your facility

Note: If choosing the direction, connectivity will need to be established with a Network Service Vendor.

All Providers Chapter IV. Billing Iowa Medicaid

Presenter Notes
Presentation Notes
What Is an ERA (Electronic Remittance Advice)?
The ERA is the electronic version of the paper remit (SPR).
ERA (Electronic Remittance Advice) is the digital version of the paper remit. It explains claim payments and adjustments, follows the 835 format, and helps automate billing and reconciliation. To receive it, providers must enroll in EDISS Connect and set up routing—either to a billing service or directly (with a network vendor).
IMPA Remit is a web-based view of the same info—real-time claim status, denials, and payment details—accessible through the IMPA portal. It’s easy to use and great for quick lookups, but not downloadable.
Bottom line: Use ERA for automation and IMPA for clarity and troubleshooting. Both are essential tools for efficient Medicaid billing.


https://hhs.iowa.gov/media/4305/download?inline


UB-04 (Inpatient)Remittance Advice 
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M. Amount of Deposit Total check amount for claims paid on this Remittance Advice 

N. EOB Code Explanation of Benefits (EOB) code or denial code 

O. Description of the denial EOB 

P. Number of claims that denied for the EOB code described

123 Description of the Denial EOB

$000,000.00

10

N O P

M

Presenter Notes
Presentation Notes
Let’s begin our brief overview with the UB-04 Inpatient RA. This example is a direct copy of what you will find when you access the All Providers – Chapter 4 – Billing Iowa Medicaid provider manual on the HHS website.
Line M – represents the Amount of Deposit This is the total payment issued via EFT for all paid claims in this remittance. Why it matters: It reflects the actual deposit the provider should expect. Use this to match your remittance advice to bank records. Note: Check numbers are not issued; the warrant number is for internal use only.
Line N – EOB Code (Explanation of Benefits) This is a standardized code that explains why a claim or line item was denied or adjusted. Why it matters: Each code points to a specific issue—such as missing documentation or non-covered services—and helps you determine how to resolve the denial.
Line O – Description of the Denial EOB This provides a brief explanation of the EOB code listed in Line N. Why it matters: It gives context for the denial and helps guide corrective action or appeals. Understanding the description can reduce future denials.
Line P – Number of Claims Denied for the EOB Code This shows how many claims were denied due to the specific EOB code listed. Why it matters: Helps you identify recurring issues, prioritize corrections, and streamline appeals to improve future claim approvals.



CMS 1500 - Remittance Advice 
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9. EOB denial reason code if entire claim denied.
    (Full description of denial can be found on the last page of the Remittance Advice statement.)

12. CPT or HCPCS code and modifier billed

Q

9

17 18 19

R S T X

12

1 2 3

4 5 6 7 8

10 11 13 14 15 16

IAMC8000-R001 (CP-0-12)
AS OF XX/XX/XX

IOWA DEPARTMENT OF HUMAN SERVICES
MEDICAID MANAGEMENT INFORMATION SYSTEM

REMITTANCE ADVICE

RUN DATE

TO: RA NO. WARR NO. DATE PAID PROVIDER NUMBER: PAGE:

****PATIENT NAME ****
LAST         FIRST MI

RECIP ID/
        LINE

TRANS-CONTROL-NUMBER/
SVC-DATE  PROC/MODS  UNITS

BILLED
AMT.

OTHER
SOURCES

PAID BY
MCAID

COPAY
AMT.

MED RCD NUM/
PERF.PROV.

S EOB EOB

***CLAIM TYPE: HCFA 1600 ***CLAIM STATUS: PAID

000 000

CLAIMS-THIS CLAIM TYPE/THIS CLAIM STATUS. TOTALS

9999
9999x 24
999xx

Presenter Notes
Presentation Notes
Here is an example of the most misunderstood CMS 1500 RAs
Line 9 – EOB Denial Reason Code (Full Claim Denied) This is the short denial code shown when an entire claim is denied. Why it matters: It points to the reason for denial. The full description is found on the last page of the RA and helps you understand what went wrong and how to fix it.
Line 12 – Procedure Code with Modifier This shows the CPT or HCPCS code for the service or supply provided, along with any modifier that explains how or why it was performed. Why it matters: Accurate coding—including modifiers—is essential for proper payment. Incorrect or missing modifiers can lead to denials or underpayments. Always ensure codes match documentation and payer rules.
Let’s go through 2 more slides of the CMS 1500




CMS 1500 - Remittance Advice 
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R S T X

12

1 2 3

4 5
6

7 8

10 11 13 14 15 16

IAMC8000-R001 (CP-0-12)
AS OF XX/XX/XX

IOWA DEPARTMENT OF HUMAN SERVICES
MEDICAID MANAGEMENT INFORMATION SYSTEM

REMITTANCE ADVICE

RUN DATE

TO: RA NO. WARR NO. DATE PAID PROVIDER NUMBER: PAGE:

****PATIENT NAME ****
LAST         FIRST MI

RECIP ID/
        LINE

TRANS-CONTROL-NUMBER/
SVC-DATE  PROC/MODS  UNITS

BILLED
AMT.

OTHER
SOURCES

PAID BY
MCAID

COPAY
AMT.

MED RCD NUM/
PERF.PROV.

S EOB EOB

***CLAIM TYPE: HCFA 1600 ***CLAIM STATUS: PAID

CLAIMS-THIS CLAIM TYPE/THIS CLAIM STATUS. TOTALS

14. Billed amount on this line

15. Amount paid by Medicaid on this line

16. Copayment amount on this line

Presenter Notes
Presentation Notes
Line 14 – Billed Amount This is the total amount you submitted for the service on this specific claim line. Why it matters: Confirms the charge was received correctly. Errors here can affect reimbursement.
Line 15 – Paid by Medicaid This shows how much Iowa Medicaid paid for the service on this line. Why it matters: Helps you reconcile payments and identify underpayments or denials.
Line 16 – Copayment Amount This reflects the member’s required co-payment, if applicable. Why it matters: Indicates what the member owes and clarifies how payment was split between Medicaid and the member.




CMS 1500 - Remittance Advice 
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Y
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000 000
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000 000
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6

7 8

10 11 13 14 15 16

IAMC8000-R001 (CP-0-12)
AS OF XX/XX/XX

IOWA DEPARTMENT OF HUMAN SERVICES
MEDICAID MANAGEMENT INFORMATION SYSTEM

REMITTANCE ADVICE

RUN DATE

TO: RA NO. WARR NO. DATE PAID PROVIDER NUMBER: PAGE:

****PATIENT NAME ****
LAST         FIRST MI

RECIP ID/
        LINE

TRANS-CONTROL-NUMBER/
SVC-DATE  PROC/MODS  UNITS

BILLED
AMT.

OTHER
SOURCES

PAID BY
MCAID

COPAY
AMT.

MED RCD NUM/
PERF.PROV.

S EOB EOB

***CLAIM TYPE: HCFA 1600 ***CLAIM STATUS: PAID

CLAIMS-THIS CLAIM TYPE/THIS CLAIM STATUS. TOTALS

18. “S” Source of payment. 
      Examples within the All Providers Chapter 4 Billing Manual:
 
19. EOB denial reason code

Source Code Description
A Anesthesia
B Billed charge
C Percentage of charges
D Inpatient per diem rate
E EAC priced plus dispense fee
F Fee schedule

Presenter Notes
Presentation Notes
Line 18 – Source of Payment This line shows who paid for the service—Medicaid, third-party insurance (TPL), or the patient. Why it matters: Helps you reconcile payments, identify TPL or patient responsibility, and catch misrouted claims.
Line 19 – EOB Denial Reason Code This code explains why a claim or line item was denied. Why it matters: Guides you on what went wrong, what to fix, and whether to resubmit or appeal.
Why These Lines Matter Together They help you track payment sources, understand denials, and take quick corrective action. For help interpreting codes, reach out to Iowa Medicaid Provider Services.





CMS 1500 - Remittance Advice 
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M. Total check amount for claims paid on this Remittance Advice
N. EOB code or denial code
O. Description of the denial EOB
P. Number of claims that denied for the EOB code described

123 Description of the Denia EOB

000,000

10

Presenter Notes
Presentation Notes
 These lines help providers track payments and understand why certain claims were denied:
Line M – Amount of Deposit This is the total payment issued via EFT for all paid claims in this remittance. Why it matters: It reflects the actual deposit the provider should expect. Use this to match your remittance advice to bank records. Check numbers are not issued; the warrant number is for internal use only.
Line N – EOB Code (Explanation of Benefits) This is a standardized code that explains why a claim or line item was denied or adjusted. Why it matters: Each code identifies a specific issue—such as missing documentation or non-covered services—and helps guide corrections or appeals.
Line O – Description of the Denial EOB This provides a brief explanation of the EOB code listed in Line N. Why it matters: It offers context for the denial and helps you determine how to resolve the issue and prevent future denials.
Line P – Number of Claims Denied for the EOB Code This shows how many claims were denied for the specific EOB code. Why it matters: It helps you spot recurring issues, prioritize fixes, and improve claim acceptance rates.
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Adjustment Request

An adjustment is an electronic request for Medicaid to make a change to a previously paid claim.

 Work with EDI or your 3rd party vendor to request an adjustment request.

A recoupment is a request for Medicaid to take back the entire, original claim payment. 

 You would use the Recoupment Request, to notify Iowa Medicaid to take an action against a paid claim 
when money needs to be credited back.  

 Denied claims must be resubmitted in the normal claim submission process. Denied claims cannot be 
adjusted or recouped.

Presenter Notes
Presentation Notes
Let’s talk about Adjustment requests - After receiving a paid claim when a paid claim amount needs to be changed you would Work with EDI or your 3rd party vendor to request an adjustment request.
For example, if a claim was originally billed with one unit of service and should have been billed as two units, an Adjustment Request is required. Reminder: requests for adjustments on paid claims will not be processed if more than 365 days have elapsed between the date of payment of the claim in question and the date. 
Recoupment Requests: A recoupment is a request for Medicaid to take back the entire, original claim payment. This is to notify Iowa Medicaid to take an action against a paid claim when money needs to be credited back.  
Note:  Do not use the Adjustment Request when a claim has been denied.  Denied claims must be resubmitted.
When reading your remittance advice, please look at the explanation of benefits to know if the claim has been denied or paid. 
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Remittance Advice (RA)
Top Denials to Watch

 Incarceration

 Missing Modifier (e.g., mental health claims per IL 1613)

 Billing Secondary Insurance

 Timely Filing

 Prior Authorization mismatch

TIP: For smoother and faster provider services questions regarding your RA, have your TCN ready or claim information 
which includes, NPI, Member ID, DOS, and billed amount.

Presenter Notes
Presentation Notes
Denials to watch - 
Incarceration – Risk: Claims denied if patient was incarcerated at time of service. Action: Verify incarceration status during eligibility checks before billing.
Missing Modifier– Risk: Absent or incorrect modifiers trigger automatic denials. Action: Apply correct payer‑specific modifiers and use system edits to flag missing ones.
Billing Secondary Insurance – Risk: Missing or wrong secondary payer info stops payment. Action: Confirm coordination of benefits at registration and submit primary EOB promptly.
Timely Filing – Risk: Claims filed after payer deadline are rejected. Action: Track filing limits, set reminders, and escalate unresolved documentation quickly.
Prior Authorization Mismatch – Risk: Authorization details don’t match billed service, provider, or date. Action: Confirm PA covers exact CPT, location, and provider before submission.
TIP: For smoother and faster provider services questions regarding your RA, have your TCN ready or claim information which includes, NPI, Member ID, DOS, and billed amount.
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Remittance Advice (RA)

Be Aware:

 Medicare Crossover Billing: Use correct SBR09 codes: MA, MB, 16, CI. Include EOB, AMT, CAS segments for 
processing accuracy.

 Timely Filing Process: Claims outside the time window must follow the ETP process. Proof of timely submission is 
required.

 Waiver Claims: If Prior Authorization is missing/incorrect, work with the member's case manager. 

 IL 2372 Eligibility Recovery Claim Guidance: Resubmissions must include full documentation: claim form, provider 
inquiry, MCO letter, eligibility proof, and service documentation.

Presenter Notes
Presentation Notes
We will not go into great depth about Medicare, but here are some helpful pieces of information.
Medicare Crossover Billing – Risk: Incorrect SBR09 codes or missing segments cause processing delays. Your Action: Use correct MA/MB/16/CI codes and include EOB, AMT, CAS data before submission.
When billing a professional (837P) or an institutional (837I) the following claim filing indicators should be used in 2320 SBR09,: 
MA- Medicare part A 
MB - Medicare part B 
16 - Medicare HMO (replacement plans/supplement) 
CI - commercial insurance ONLY(For TPL).  

We see a lot of repetitive issues with the Timely Filing Process. The risk in filing late your late claims are automatically denied. Your Action: Claims outside of the timely filing process must follow the exception to policy process and keep proof of timely submission required.
Regarding Waiver Claims – There is a Risk that there is missing, or wrong prior authorization stops payment. Your Action: Coordinate with member’s case manager to confirm PA details before service.
And finally, IL 2372 addresses Eligibility Recovery – Risk: Incomplete resubmission packets delay recovery. Your Action: Include claim form, provider inquiry, MCO letter, eligibility proof, and service documentation every time.

Missing any piece can delay or block payment.





Top 10 Claim Denials
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Presenter Notes
Presentation Notes
Now that we’ve explored the most common misunderstandings surrounding Remittance Advices (RAs), we’re ready to dive into the top 10 claim denials in Iowa Medicaid. Whether these denials are new to you or all too familiar, you’re not alone. This list was extracted from all claims submitted to Fee-for-Service (FFS), and year after year, we continue to see the same patterns emerge. These denials are often simple to resolve—and by recognizing them early, you can take proactive steps to correct issues and ensure accurate, timely payment.



Top 10 Claim Denials

Identify trending denials: Below are top 10 utilized edits across denied claims:

 (EOB 001) Exact Duplicate Claim
 (EOB 094) Billing Provider NPI/Taxonomy/Zip combination invalid 
 (EOB 081) Recipient is Medicare eligible, and claim was not sent as a Crossover Claim
 (EOB 090) Member’s third-party insurance payment or denial was not indicated on claim
 (EOB 157) No provider rate found
 (EOB 177) Procedure not allowed for date of service – refer to fee schedule
 (EOB 178) Member has an MCO for date of service
 (EOB 480) Member is medically needy and has a spenddown
 (EOB 097) Service not covered for recipient; limited or no Medicaid benefits for date of service
 (EOB 097) Service not covered for recipient; limited or no Medicaid benefits for date of service
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Presenter Notes
Presentation Notes
We help providers spot billing patterns, avoid repeat mistakes, and reduce rework—leading to faster, more accurate payments and stronger support for Iowa Medicaid members. Since EOB explanations often lack clarity around the root issues, we’ll break down each one to help you better understand and resolve them effectively.



Exact Duplicate Claim (EOB 001)

      Issue: Claim submitted more than once for the same service/date. 

      Common Issues:
 Paid at $0, When reviewing the remittance advice, the claim may pay out at $0. This represents a “paid” 

claim, this is NOT a denial.
 Do not resubmit!

     Fix: Avoid resubmitting identical claims. Use modifiers if services were repeated legitimately. 

     Track and Respond to Denials Promptly
 Review remittance advice for denial codes and reasons.
 Use denial edit guides to understand and correct issues (e.g., duplicate claims, missing COB).
 Resubmit corrected claims.

Resources: 
IL 966 - Duplicate Claim Submission 

Top 10 Claim Denials, (cont.)
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Presentation Notes
We will cover all of the top ten claim denials by starting with the issue, common pitfalls and finally a resolution.
Duplicate Claim Submission – What You Need to Know
Sometimes a claim is submitted more than once for the same service or date. This often happens when a provider sees a $0 payment on the remittance advice and assumes the claim wasn’t paid. In reality, Iowa Medicaid may have already processed the claim.
Example: A provider bills $1,000. A third-party insurer pays $800. Medicaid’s allowable amount is $750, so no additional payment is made—resulting in a $0 Medicaid payment. This still counts as a paid claim.
Key Reminders:
A claim paid at $0 may still be considered fully processed.
Do not resubmit identical claims unless services were repeated.
If services were repeated, use modifiers to distinguish them.
Always review your remittance advice carefully before taking action.


https://secureapp.dhs.state.ia.us/IMPA/Information/ViewDocument.aspx?viewdocument=78c3077a-9b9e-4d2f-bdd6-da7a6211f109


Invalid Billing Provider NPI/Taxonomy/ZIP (EOB 094) 

      Issue: Provider’s NPI, taxonomy, and ZIP code combo doesn’t match Medicaid records.

      Fix: 
 The provider must use the correct combination of NPI, taxonomy, and ZIP code that 

matches their enrollment with Iowa Medicaid. 

 If you are unsure, please double-check all provider enrollment data to ensure accuracy. 
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Top 10 Claim Denials, (cont.)

Presenter Notes
Presentation Notes
Issue - (EOB 094) – Invalid Billing Provider NPI/Taxonomy/ZIP The billing provider’s NPI, taxonomy, and ZIP code combination does not match the records on file with Iowa Medicaid. This mismatch causes the claim to be rejected.
Why It Happens:
The provider may be using an outdated or incorrect taxonomy code.
The ZIP code may not align with the location on file.
The NPI may be valid but not linked correctly to the taxonomy and ZIP in Medicaid’s system.
Resolution:
Use the exact combination of NPI, taxonomy, and ZIP code that matches your Iowa Medicaid enrollment.
Verify this information by checking your “Welcome Letter” OR emailing IMEProviderEnrollment@HHS.Iowa.Gov OR call provider services.
NOTE: Always keep your Enrollment “Welcome Letter”



Medicare Eligible, Not a Crossover Claim (EOB 081) 
Issue: Member is a dual eligible and Medicare eligible services must be submitted as secondary to Medicaid. 

Step Action Details/Codes

Step 1 Identify Claim Type Professional (837P) or Institutional (837I)

Step 2 Determine Insurance Type Use correct indicator: MA – Medicare Part A, MB – Medicare Part B, 16 – 
Medicare HMO (Replacement/Supplement), CI – Commercial Insurance 
(Third Party Liability)

Step 3 Enter Medicare Payment 
Information

Loop 2320 AMT – Medicare paid amounts

Step 4 Enter Cost Sharing Details Loop 2430 CAS – Deductibles, Coininsurance, Copays

IL 2157 “Lesser than logic” information affects how Medicaid calculates payment after Medicare. Refer to IL 2157 Medicare 
Part A and Part B Crossover Claims for Dually Eligible Medicare and Medicaid Members
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Issue: (EOB 081) – Medicare Eligible, Not a Crossover Claim
This denial occurs when claims for Medicare-eligible members are not submitted correctly. Remember: all other insurances, including Medicare, must be billed before Medicaid, as Iowa Medicaid is the payer of last resort.
As noted on this slide—and previously discussed—I’ve included the appropriate action steps and submission details to help you correctly process these types of claims.
Timely Filing & Exceptions Claims must be submitted within Iowa Medicaid’s timely filing guidelines. If submitted outside the allowable window, providers must follow the Exception to Policy (ETP) procedure.
Reminder: Informational Letter (IL) 2157 outlines “lesser than logic,” which affects how Medicaid calculates payment after Medicare.






Missing Third Party Insurance Info (EOB 090) 
      
      Issue: Member has other insurance, but no payment or denial info was submitted on the
  claim.

      Fix: Ensure third party payments and denials are reflected on the claim accurately. 

 For Fee-for-Service claims, use the Eligibility Verification System (ELVS) to confirm Third 
Party Liability (TPL) before submission.

 If the member’s file needs to be updated use this form to update member’s TPL:  
Fee-for-Service Members Insurance Update or the member can call member service to

     update. 

 For clarification regarding Fee-for-Service claims after processing, refer to Informational 
Letter (IL) 1668 - IL 1668 Submitting Claims to the IME after Third Party Liability (TPL) 
Adjudication
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Issue: (EOB 090)– Missing Other Insurance Information
Why It Happens:
This edit is triggered when a member has other insurance coverage, but the submitted claim does not include payment or denial information from that insurer.
When a member has other insurance, the provider does not indicate TPL on the claim. 

Resolution:
Provider must indicate TPL when submitting the claim
Attach the commercial insurance Explanation of Benefits (EOB) or denial notice and resubmit the claim.
Use the Eligibility Verification System (ELVS) to confirm Third Party Liability (TPL).
If a claim is denied due to Third Party Liability (TPL), but the provider has confirmed that the member does not have other insurance coverage, the provider must submit the fee for service member’s insurance update form or instruct the member to contact Member Services to resolve the discrepancy.
If clarification is needed after the claim is processed, refer to Informational Letter 1668 for guidance.
 Reminder: Always include complete documentation when other insurance is involved to avoid unnecessary denials.



https://hhs.iowa.gov/media/6030/


No Provider Rate Found (EOB 157) 

      Issue: No Medicaid rate exists for the billed procedure.

      Fix: 
 Check the fee schedule. 
 Ensure procedure code is valid for provider type.
 Billing with correct modifiers. 

Use Correct Coding and Fee Schedules:
 Reference the Iowa Medicaid Fee Schedule and National Correct Coding Initiative 

(NCCI) edits.
 Avoid billing for non-covered services or using outdated codes.
 Apply modifiers like NU for new DME items when required.
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Issue: EOB 157 No Medicaid Rate Established for Procedure Code
Why It Happens:
This edit occurs when Iowa Medicaid does not have a rate on file for the submitted procedure code, or the code may not be valid for the provider’s type.
Resolution:
Check the Iowa Medicaid fee schedule to confirm whether the procedure code is covered.
Verify that the procedure code is appropriate and billable for your provider type—some codes are restricted to certain specialties.
If the code isn’t listed or allowed, consider alternative codes or contact Provider Services for guidance before resubmitting.
Ensure that you are billing with the correct modifiers. 




Procedure Not Allowed for Date of Service (EOB 177) 

      Issue: Procedure code isn’t valid for the billed date.

      Fix: 
 Refer to the Iowa Medicaid fee schedule. 

 Verify that the procedure code is active and able to bill. 
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Issue: EOB 177 – Procedure Code Not Valid for Date of Service
Why It Happens:
This edit is triggered when the procedure code submitted is not valid for the specific date of service on the claim. It may occur if the code was retired, not yet active, or temporarily restricted during the billed period.
Resolution:
Refer to the Iowa Medicaid fee schedule to verify that the procedure code was active and allowable on the date of service.
Ensure you're using the correct version of the code set and that the code aligns with the billing date.
Tip: Always double-check code validity on the fee schedule for the date of service before submitting claims to avoid unnecessary denials.
--------------------------------------




Member Has MCO Coverage (EOB 178) 

      Issue: Member was enrolled in a Managed Care Organization (MCO).
      
      Fix: 

 Verify eligibility for date of service.

 Submit claim to the appropriate MCO, not Fee-for-Service Medicaid.
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Issue–  EOB 178 
Claim Submitted to Fee-for-Service Instead of Managed Care
Why It Happens:
This edit is triggered when a claim is submitted to Fee-for-Service Medicaid for a member who is actually enrolled in a Managed Care Organization (MCO). Since the member has MCO coverage, Fee-for-Service Medicaid will not process the claim.
Resolution:
Use the Eligibility Verification System (ELVS) to confirm the member’s current coverage and MCO assignment before billing.
 Reminder: Submitting to the correct payer the first time helps avoid delays and ensures timely reimbursement.
Identify the member’s assigned MCO and resubmit the claim directly to that organization.





Medically Needy with Spenddown (EOB 480) 

      Issue: Member must meet spenddown before Medicaid pays.

      Fix: 
 Include qualifying medical expenses to meet spenddown threshold.

 Ensure that you are reviewing the member’s eligibility for spenddown. 
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Issue:– (EOB 480) Medically Needy Member Has Not Met Spenddown Requirement
Why It Happens:
This edit appears when a member is enrolled in the Medically Needy program and has not yet met their spenddown threshold. Spenddown functions like an income-based deductible—members must incur a set amount in medical expenses before Medicaid coverage begins.
Resolution:
Ensure that you are reviewing the member’s eligibility for spenddown.
Include qualifying medical expenses with the claim to help the member meet their spenddown requirement.
Qualifying expenses may come from multiple providers, not just the one submitting the claim.
Coordinate with the member or other providers to ensure all applicable expenses are submitted and properly documented.





Member Had Limited or No Medicaid Coverage on Date of Service (EOB 097) 

      Issue: Member had limited or no Medicaid coverage on the date of service. 

      Fix: 
 Check coverage before providing service, every time! 

 Eligibility Verification System (ELVS) is Iowa Medicaid’s source of truth and is accurate in 
real time.
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Issue:– (EOB 097) Member Had Limited or No Medicaid Coverage on Date of Service
Why It Happens:
This edit is triggered when a member has restricted Medicaid coverage—such as being a Qualified Medicare Beneficiary (QMB), Specified Low-Income Medicare Beneficiary (SLMB), or similar aid type—on the date of service. If eligibility isn’t verified for the specific date, the claim may be denied.
Resolution:
Always check coverage before providing services—every time.




Service Not Covered for Recipient – Incarcerated Individual (EOB 097) 

      Issue: Member had limited or no Medicaid coverage on date of service. As a
    reminder an incarcerated individual are only eligible for in-patient hospital
    services. 
      
      Fix: Confirm eligibility for the date before billing. Avoid billing non-covered services.

      Incarcerated Eligibility Services:  Iowa Code 441-75.12

Fee-for-Service (FFS) Guidance

Top 10 Claim Denials, (cont.)

Presenter Notes
Presentation Notes
Issue: – (EOB 097) Service Not Covered for Recipient – Incarcerated Individual
Why it happens is primarily due to a provider not knowing that an individual is technically incarcerated and not understanding what services are allowed for payment by Iowa Medicaid. 

Definition of Incarceration: "An incarcerated individual is someone housed in a public correctional facility—this includes jails, prisons, work release programs, halfway houses, or residential facilities where they are serving a sentence.“
Probation or Parole Status: "Members released on probation or parole are not considered incarcerated and are eligible for full Medicaid benefits."
Covered Services During Incarceration: "Medicaid provides limited coverage for incarcerated members, including: Inpatient hospital services 
Benefit Changes After 30 Days: "If a member is incarcerated for more than 30 days, then their eligibility changes to limited benefits only."
Retroactive Enrollment Adjustments: "Because incarceration data may be delayed by up to 45 days, providers should expect retroactive enrollment adjustments."
Resolution: Always check the member’s status in ELVS, ask the member and understand what is covered and not covered for incarcerated members. 

Change to: Full Medicaid is not available to individuals considered to be inmates. This includes prescriptions or any outpatient services. • The following are considered to be inmates of a public institution, and are not eligible for full Medicaid: o A Department of Corrections (DOC) inmate (regardless of the inmate’s status, i.e. convicted, awaiting trial, etc.) o An inmate of a jail (regardless of the inmate’s status, i.e. convicted, awaiting trial, etc.) o Someone who is on work release and living in a halfway house / residential facility o Someone who is serving a sentence in a halfway house / residential facility. • An inmate released on probation or parole, even if living in a halfway house/residential facility, are not considered incarcerated and can get full Medicaid, if otherwise eligible. • Individuals on work release and living in a halfway house or residential facility are not eligible for full Medicaid.
 Limited Medicaid for Inmates: o Individuals who are incarcerated may be eligible for limited Medicaid coverage when they are admitted to a medical institution such as a hospital. o Payment is limited to inpatient hospital services, only. • Anytime the Department becomes aware of a Medicaid member becoming incarcerated (either through a reported change or through an electronic data match, the Department suspends Medicaid to limited Medicaid benefits only. • A monthly data file is received from IDOC and county jails to alert the Department of member incarceration status. • When the inmate is released into a non-incarcerated status, Medicaid benefits are switched from limited to full as soon as it is known to the agency.
 




Top Claim Denial Remedies
Patient Eligibility Verification
Why It Matters

Eligibility issues are a top cause of claim denials. Avoid delays by verifying coverage before appointments.

Best Practices
Use the Eligibility Verification Information System (ELVS)
Establish a robust verification process
Check for:

 Lapsed coverage
 Incorrect patient details

Pro Tip - Proactive checks = fewer denials + faster reimbursement

  
   Access the ELVS Portal Training: Eligibility Verification Information System (ELVS) 

Need Help with ELVS
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Top Claim Denial Remedies
Pre-Appointment Checks – Why They Matter
Verify insurance coverage before the patient arrives to catch issues early, such as:
Lapsed coverage
Incorrect personal or policy information
Benefits of Proactive Verification
Fewer claim denials
Faster payment turnaround
Improved patient experience
Reduced administrative burden





https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fhhs.iowa.gov%2Fmedia%2F10591%2Fdownload%3Finline&wdOrigin=BROWSELINK


Top Claim Denial Remedies

Coordination of Benefits (COB)
Why It’s Important
      For patients with multiple insurance plans, COB ensures claims are processed correctly and denials

      are avoided.

Key Concepts
 Third Party Liability (TPL): Does the member have Medicare or other insurance?
 Verify Coverage: Confirm primary and secondary plans before submitting claims.
 Billing Sequence Matters: Bill Medicaid only after billing the primary insurance.

Reminder: 
Medicaid is the payor of last resort. Submitting claims in the wrong order can lead to COB-related 
denials.
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Why  Coordination of Benefits (COB) Matters: "Claim denials often occur when patients have multiple insurance plans and COB isn't properly handled.“ 
Accurate Coordination of Benefits COB handling ensures that claims are submitted to the correct payer first.
It helps Medicaid know whether another insurer has already paid or denied the claim.
Missing or incorrect Coordination of Benefits COB information often leads to denials, especially edits like Edit 265.
Verification Is Key: "Providers should verify all insurance plans and determine which is primary and which is secondary before submitting claims."
Proper Billing Sequence: "Always bill the primary insurance first—Medicaid should only be billed after the primary payer has processed the claim.“ Medicaid is a payor of last resort and will only pay up to the Medicaid allowable amount. 
Denial Prevention: "Accurate coordination of benefits handling avoids unnecessary denials and ensures timely payment."




Top Claim Denial Remedies
Coding Accuracy
Why It Matters
      Medicaid plans require specific codes and modifiers. Accurate coding is essential for claim

      approval and reimbursement.

Key Actions
 Know Your Codes: Train staff on Medicaid-specific coding rules and modifiers

Medical Necessity: Medicaid reimburses only medically necessary care 

 Definitions may vary by plan

 Timely Documentation: Submit supporting documentation within 7 days of claim submission 

 Supports claim validity and speeds up reimbursement

Common Pitfall: Incorrect or missing codes = denied claims Late documentation = delayed payments
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Coding Accuracy: Strict Medicaid Standards: Medicaid only pays for services deemed medically necessary—and definitions vary by plan.
Medically Necessary: Iowa Medicaid considers a service “medically necessary” if it is the safest, most appropriate care—consistent with the patient’s diagnosis and accepted medical standards—intended to prevent, diagnose, treat, or improve a condition that poses health risks or functional problems, and not provided for convenience. For members under 21, the broader EPSDT rule applies, covering any service that can correct or improve a physical or mental condition, even if not covered for adults.

Know the Plan Criteria: Providers must understand what each plan considers medically necessary to align care and documentation.
Support with Documentation: Submitting letters of medical necessity when required strengthens claims and increases approval rates.
If your claim requires supporting documentation, ensure that you are submitting these within 7 days of claim submission. 
Alright, we’ve made it through the Top 10 claim denials—




Claims and Billing Wrap Up

Fee-for-Service (FFS) Guidance

Presenter Notes
Presentation Notes
Let’s wrap up with a quick overview of Timely Filing Guidelines, Provider Inquiry Guidance, Informational Letters and some top best practice reminders. 



Timely Filing Guidelines
Initial Claims: Must be submitted within 
365 days from the date of service.

Important Notes:
 Claims not paid or denied (e.g., 

rejected by a clearinghouse or 
returned for errors) are not 
considered filed for timely 
submission.

 IL 1899 – Timely filing guidelines: 
Timely Filing Reminder

Date of Service

Submit within 365 from the date of 
service

Claim Paid or Denied

If denied, resubmit within 365 days of 
2nd denial but not more than 2 years
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Let’s start with Timely Filing guidelines
Per Iowa Administrative Code, all claims must be submitted for payment within 365 days from the date of service. 
Corrected Claims Submission
A provider’s request for an adjustment to a paid claim or a resubmission of a denied claim must be received by the Iowa Medicaid within 365 days from the date that the claim was paid or denied in order for it to be reconsidered.
If the claim is submitted within the first 365 days and it is denied for a second time, providers have 365 days from that denial date to make a correction and resubmit the claim, not to exceed two years from the date of service.
If it does not fall within these timely filing guidelines the claim will be denied. 



https://secureapp.dhs.state.ia.us/IMPA/Information/ViewDocument.aspx?viewdocument=56109d10-8b16-450a-b031-7ef9b6c2a95b


Provider Inquiry Guidance
Provider Inquiry Form - Provider Inquiry Form

Iowa Medicaid providers use Provider Inquiry forms to formally request:

 Information: Claim specific issues
 Requesting Medical Services/policy review of Healthcare Common Procedure Coding System (HCPCS) and 

review of fee schedule for HCPCS code

 Disputing denial of a previously reviewed claim
 Submit via US Mail only using Form 470-3744.
 Do not use this form to submit documentation or resubmit claims.
 Once reviewed, a response letter will be mailed. If disputed, a new inquiry can be submitted.
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Using the Provider Inquiry Form Effectively
1. What You Can Use It For:
Ask about claim status, denials, or payment issues
Submit general Medicaid policy questions
Request HCPCS code or fee schedule reviews for specific codes
Dispute previously reviewed claim denials (must include supporting documents and reference the TCN)
Best Practices for Submitting Inquiries
Always include:
Member ID
Date of Service (DOS)
Transaction Control Number (TCN)
Denial code
Attachments (supporting documentation)
Use only for formal inquiries—not for general billing questions or resubmissions
Track your submission and follow up if needed
Common Mistake to Avoid
Do not use the Provider Inquiry form to submit documentation for denied claims (Form 470-3744)
If a claim was denied due to missing documentation, simply resubmit the claim with the required documents
Proper Use of the Provider Inquiry Form
Inquire about payment or medical determination for a specific claim
Ask about general Medicaid policy issues
Review & Next Steps
Inquiries are reviewed and responded to by mail
If you disagree with the outcome, you may resubmit
Response letters will include guidance for next steps, such as corrections or additional documentation





https://hhs.iowa.gov/media/5226/download?inline


Informational Letters (IL)

Fee-for-Service (FFS) Guidance

What Are Informational Letters?
 Official communications from                         

Iowa Medicaid

 Share updates on:
• Policy changes
• Billing procedures
• System enhancements
• Provider guidance

 Issued regularly to keep providers informed 
and compliant

Why They Matter: 

 Help providers maintain compliance

 Clarify operational processes

 Announce upcoming system or policy 
changes

 Ensure timely action and preparation

   For more details, visit: Information Letters

Presenter Notes
Presentation Notes
Stay Informed with Informational Letters Informational Letters (ILs) from Iowa Medicaid provide essential updates on policy changes, billing procedures, system enhancements, and operational guidance. They help providers stay compliant, prevent denials, and ensure accurate reimbursement.
Make sure your billing and administrative teams are subscribed and reviewing ILs regularly—many denials result from outdated practices. You can register on the HHS website, and we’ve included instructions in the Resources section.


https://secureapp.dhs.state.ia.us/IMPA/Information/Bulletins.aspx


Best Practices

Top 4 Provider Claims Best Practices – Iowa Medicaid

1. Submit Claims Electronically - Iowa Medicaid requires electronic submission for Fee-for-Service.

 Ensure all claim submissions follow IL 2022-MC-FFS

 Submit FFS claims through your clearinghouse, Ability PC-ACE Pro or Electronic Data Interchange (EDI) 
Clearinghouse.

        2.  Patient Eligibility Verification – ELVS: Eligibility & Verification Information System | Health & Human Services

 Eligibility issues are a frequent cause of claim denials. 

 Conducting insurance coverage checks before appointments can identify potential issues, such as lapsed 
coverage or incorrect patient information.
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Now that we’ve explored the importance of Informational Letters and how they help providers stay informed and compliant, let’s wrap up with 4 final takeaways to reinforce what matters most from today’s session. 
Submit Claims Electronically Iowa Medicaid requires electronic submission for all Fee-for-Service claims—paper claims are no longer accepted. Electronic filing ensures faster payments, fewer errors, and long-term compliance. Follow IL 2022-MC-FFS for guidance, and submit via IMPA, third-party billers, PC-ACE Pro, or EDI Clearinghouses.
Verify Patient Eligibility – ELVS Eligibility issues are a leading cause of claim denials. Use the real-time ELVS system to verify coverage before appointments. Integrating eligibility checks into your workflow helps prevent denials and supports timely reimbursement.


https://hhs.iowa.gov/medicaid/provider-services/eligibility-verification-information-system


Top 4 Provider Claims Best Practices – Iowa Medicaid

3. Coordination of Benefits (COB)

 For patients with multiple insurance plans, coordination of benefits is essential. 

 Providers should verify patients’ secondary insurance plans and determine the primary and 
secondary plans before submitting claims. Billing Medicaid only after billing the primary 
insurance can prevent COB-related claim denials.
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3. Coordination of Benefits (COB)
Why It Matters: COB is critical when patients have more than one insurance plan. Submitting claims in the wrong order can lead to automatic denials.
Verification First: Providers should verify all insurance plans and determine which is primary and which is secondary before submitting claims.
Billing Sequence Tip: Always bill the primary insurance first. Medicaid should only be billed after the primary payer has processed the claim.
 



Top 5 Provider Claims Best Practices – Iowa Medicaid

4.  Coding Accuracy and Documentation requirements

 Providers must make sure that to submit claims with the correct NPI, Tax ID, and address.

 Ensure that the claim is submitted with the correct documentation required.

 Ensure that the procedure codes are correct for the services provided.

5. Reminder: As a condition of participation in the Medicaid program, providers must agree to accept the 
payment made by the Medicaid program as payment in full and make no additional charges to the 
member or others.
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 4. Coding Accuracy & Documentation Requirements
Key Identifiers: Make sure claims include the correct NPI, Tax ID, and billing address—errors here can cause rejections.
Procedure Code Precision: Use accurate procedure codes that match the services provided and are valid for your provider type.
Documentation Matters: Attach all required documentation to support the claim—missing or incomplete records can delay or deny payment.
5. Reminder: As a condition of participation in the Medicaid program, providers must agree to accept the payment made by the Medicaid program as payment in full and make no additional charges to the member or others.





Resources

Supporting Providers. Strengthening Care. Serving Iowans.

Presenter Notes
Presentation Notes
Wrap-Up Question: What’s one key takeaway from today’s session that will help you improve your Iowa Medicaid claims and billing process?
Let’s hear from five people—feel free to share your thoughts!

This section is your go-to toolkit. Whether you're submitting claims or updating your enrollment, these resources are designed to keep you informed and compliant. Bookmark the IMPA portal, use the checklists, and don’t hesitate to reach out to Provider Services if you hit a snag. Staying proactive here can save you from delays and denials.



Get in Touch

Provider Service Inbox – IMEProviderServices@hhs.iowa.gov

How to best utilize this communication tool:

 MCO Liaison referrals

 Escalated issues that cannot be resolved through the call center

 Request for addition of codes to fee schedules

 Policy questions - Informational Letter clarifications
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As we shift from general inquiry guidance to more targeted communication strategies, it's important to recognize that how and where you ask for help can significantly impact the speed and accuracy of the support you receive.
That’s why the next section focuses on aligning your message with the right inbox—ensuring it reaches the right person at the right time. Let’s break down the purpose of each Provider Services inbox so you can make the most of these tools when submitting requests, referrals, or documentation.
To ensure timely and accurate support, it's essential to use each Provider Services inbox purposefully. Here is a guide on how to best utilize these tools for specific requests, referrals, and documentation.
Provider Services Inbox: "Use this inbox for escalated issues that go beyond routine claim questions.
Example: If you've contacted an MCO and haven’t received a response within a reasonable timeframe, you can escalate the issue here for referral to Iowa Medicaid’s provider liaison.
Providers should avoid emailing multiple departments when submitting applications or asking enrollment-related questions. Instead, send these inquiries directly to Provider Enrollment, as they are the designated team best equipped to handle them. This ensures a streamlined process, faster responses, and more accurate information from the start.


Final Tips: Use appropriate inboxes for escalated issues, MCO questions, PIN errors, and provider forms.
Provider Inquiries are not accepted by inbox or fax—only mail.
Outreach and claim correction should be guided by remits and documented processes.



mailto:IMEProviderServices@hhs.iowa.gov


Provider Services Resources

 Contact Provider Services Monday to Friday from 8 a.m. to 5 p.m. CST

 Toll Free Phone: 1-800-338-7909 

 Des Moines Area Phone: 515-256-4609 

 RELAY IOWA TTY: 1-800-735-2942

 Website Link: Medicaid Provider Services | Health & Human Services

 FAQ: Claims and Billing Frequently Asked Questions and Answers

 Email: imeproviderservices@hhs.iowa.gov
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Provider Enrollment Resources
 Contact Provider Enrollment Monday to Friday from 8 a.m. to 5 p.m. CST

 Toll Free Phone: 1-800-338-7909 

 Des Moines Area Phone: 515-256-4609 opt. 2

 Submit Forms by Fax: 515-725-1155

 Link to enrollment process: Iowa Medicaid Provider Enrollment Flow Chart

 FAQ: Provider Enrollment FAQ

 RELAY IOWA TTY: 1-800-735-2942 

 Website Link: Provider Enrollment

 Email: imeproviderenrollment@hhs.iowa.gov

Fee-for-Service (FFS) Guidance

Presenter Notes
Presentation Notes
Fax is a preferred method of submitting forms to Provider Enrollment. 

https://hhs.iowa.gov/media/7814/download?inline
https://hhs.iowa.gov/media/10487/download?inline
mailto:imeproviderenrollment@hhs.iowa.gov


Provider Services

 Provider Training: Medicaid Provider Trainings | Health & Human Services 

 Provider Policy Manuals: Provider Policy Manuals | Health & Human Services

 Informational Letters and Policy Clarifications: Information Letters and Policy Clarifications

 Provider Town Halls: Third Thursday of the month - Medicaid Town Halls | Health & Human 
Services

 Mandatory Electronic Billing Requirements: IL 2022-MC-FFS 

Fee-for-Service (FFS) Guidance

https://hhs.iowa.gov/medicaid/provider-services/provider-trainings
https://hhs.iowa.gov/about/policy-manuals/medicaid-provider
https://secureapp.dhs.state.ia.us/IMPA/Information/Bulletins.aspx
https://secureapp.dhs.state.ia.us/IMPA/PolicyClarifications/Bulletins.aspx
https://hhs.iowa.gov/medicaid/about-medicaid/public-meetings/medicaid-town-halls
https://hhs.iowa.gov/medicaid/about-medicaid/public-meetings/medicaid-town-halls


Provider Services

 Electronic Data Interchange (EDI) Clearinghouse - Contact EDISS - Medicaid - EDISS

 ABILITY PC-ACE Pro (Billing software): PC-ACE - Medicaid - EDISS

 FFS claims: IMPA system

 How to read a remittance advice: 
    Billing Iowa Medicaid manual. Section “O” Chapter IV BILLING IOWA MEDICAID 

 ELVS Portal Training: Eligibility Verification Information System (ELVS) - 2-24-25.pptx
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https://www.edissweb.com/web/medicaid/contact
https://www.edissweb.com/web/medicaid/software/pcace
https://secureapp.dhs.state.ia.us/impa/Default.aspx
https://hhs.iowa.gov/media/7740/download?inline
https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fhhs.iowa.gov%2Fmedia%2F10591%2Fdownload%3Finline&wdOrigin=BROWSELINK


Provider Services

 Timely filing guidelines: IL 1899  IL 1899-FFS Timely Filing Reminder

 Provider Inquiries (PIs): Microsoft Word - 470-3744.doc

 Eligibility Recovery Claim Submission Guidance -  IL 2372 guidelines:
2372-MC-FFS_Eligibility_Recovery_Claim_Submission_Guidance (1).pdf

 Claim Submission Guidance: IL 2022-MC-FFS

 Duplicate Claim Submissions: IL 966 - Duplicate Claim Submissions 
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https://secureapp.dhs.state.ia.us/IMPA/Information/ViewDocument.aspx?viewdocument=56109d10-8b16-450a-b031-7ef9b6c2a95b
https://hhs.iowa.gov/media/5226/download?inline
https://secureapp.dhs.state.ia.us/IMPA/Information/ViewDocument.aspx?viewdocument=78c3077a-9b9e-4d2f-bdd6-da7a6211f109


  Ambulance Enrollment Form - Ambulance Verification of Compliance

  Iowa Medicaid Universal Provider Enrollment Application: 
470-0254, Iowa Medicaid Universal Enrollment Application 

  HHS website provider enrollment: Provider Enrollment | Health & Human Services

  Provider Forms: Provider Forms | Health & Human Services (iowa.gov) 

  Designated Contact Person (DCP) Form: https://hhs.iowa.gov/media/12377/download?inBox 

 Provider Request to Terminate Enrollment:  https://hhs.iowa.gov/media/6036/download?inBox 

  EFT Authorization Form: https://hhs.iowa.gov/media/5442/download?inBox 

Resources - Forms
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https://hhs.iowa.gov/media/5228/download?inline
https://hhs.iowa.gov/media/4467/download?inline=
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/provider-services/provider-enrollment
https://hhs.iowa.gov/programs/welcome-iowa-medicaid/provider-services/provider-forms
https://hhs.iowa.gov/media/12377/download?inBox
https://hhs.iowa.gov/media/6036/download?inBox
https://hhs.iowa.gov/media/5442/download?inBox


Informational Letters
How to Enroll:

1. Access the Informational Letters page on the HHS 
website: Informational Letters or
https://secureapp.dhs.state.ia.us/IMPA/Information/Bu
lletins.aspx

2. Subscribe to the email distribution list to receive 
letters directly.

3. You can research policy clarifications on this page 
as well.

Fee-for-Service (FFS) Guidance

Presenter Notes
Presentation Notes
As promised, this slide will guide you on how to enroll to receive informational letters. 

https://secureapp.dhs.state.ia.us/IMPA/Information/Bulletins.aspx
https://secureapp.dhs.state.ia.us/IMPA/Information/Bulletins.aspx
https://secureapp.dhs.state.ia.us/IMPA/Information/Bulletins.aspx


Iowa Medicaid 
Provider Outreach Education

Fee-for-Service (FFS) Guidance

Provider Services: IMEProviderServices@HHS.Iowa.Gov

Provider Enrollment: IMEProviderEnrollment@HHS.Iowa.Gov

Toll Free Phone: 1-800-338-7909 

Presenter Notes
Presentation Notes
We have provided you with a short guide through Fee-for-Service (FFS) key billing standards, common claim denials, and best practices to help improve your processes and payment outcomes. Later today you will have the opportunity to hear from all the Managed Care Organizations as well. What questions do you have?

Closing Statement: As we look to the future, Iowa Medicaid Provider Services remains committed to being more than a resource—we're your partner. Together with providers and MCOs, we strive to build a system rooted in clarity, consistency, and collaboration. Thank you for your service, your feedback, and your dedication to the people of Iowa. 

mailto:IMEProviderServices@HHS.Iowa.Gov
mailto:IMEProviderEnrollment@HHS.Iowa.Gov
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