WEST VIRGINIA Do Kot Merk T Box
SECRETARY OF STATE

KEN HECHLER ozl 2s B
ADMINISTRATIVE LAW DIVISION
oA E o ____
NOTICE OF A COMMENT PERIOD ON A PROPOSED RULE
AGENCY: Insurance Commissioner TITLE NUMBER: 114
RULE TYPE: __Legislative CITE AUTHORITY: W. Va. Code §§33-2-10 and
33-15B-3

AMENDMENT TO AN EXISTING RULE: YES & NO___

IF YES, SERIES NUMBER OF RULE BEING AMENDED: 16—
TITLE OF RULE BEING AMENDED: Standards for Uniform Health Care

Administration

IF NO, SERIES NUMBER OF RULE BEING PROPOSED:

TITLE OF RULE BEING PROPOSED:

IN LIEU OF A PUBLIC HEARING, A COMMENT PERIOD HAS BEEN ESTABLISHED DURING WHICH
ANY INTERESTED PERSON MAY SEND COMMENTS CONCERNING THESE PROPOSED RULES. THIS
COMMENT PERIOD WILL END ON Aug. 21, 2000 Ar_4:30 p.m. ONLY WRITTEN

COMMENTS WILL BE ACCEPTED AND ARE TO BE MAILED TO THE FOLLOWING ADDRESS:

Esther T. Van Dall, Associate Counsel

Offices of the Insurance Commis- THE ISSUES TO BE HEARD SHALL BE
sioner LIMITED TO THIS PROPOSED RULE.
P.O. Box 50540

Charleston, WV 25305-0540

(@ vr

Authorized Slgna

ATTACH A BRIEF SUMMARY OF YOUR PROPOSAL

36.60



STATE OF WEST VIRGINIA

Offices of the Insurance Commissioner Legal Division
CECIL H. UNDERWOOD HANLEY C. CLARK
Governor Insurance Commissioner

July 21, 2000

HAND DELIVERED

Ms. Judy Cooper, Director
Administrative Law Division
Office of Secretary of State
State Capitol

Charleston, West Virginia 25305

Dear Ms. Coocper:
Enclosed please find for filing one (1) copy of the following:
1) Notice of a Comment Period on a Proposed Rule and

Consent of Tax and Revenue Cabinet Secretary to
Proposed Rule;

2) Brief Summary of Rule;

3) Statement of Circumstances;

4) Fiscal Note;

5) The proposed rule entitled “Standards for Uniform

Health Care Administration” {(Series 16).
Please contact me if further information is required.
Sincerely,

C Lo .

Donna S. Quesenberr
General Counsel

DSQ/jz
Enclosures

P.O. Box 50540 “We are an Equal Opportunity Employer” Telephone (304) 558-0401
Charleston, West Virginia 253050540 Facsimile (304) 558-1362




Insurance Commissioner
Legislative Rule
Title 114, Series 16

STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

TITLE 114, SERIES 16

BRIEF SUMMARY OF RULE

The existing rule implemented the provisions of Article 15B,
Chapter 33 of the West Virginia Code, which directed the Insurance
Commisgioner to establish guidelines regarding uniform health care
administration.

H.B. 4776, effective June 8, 2000, amends Article 15B,
Chapter 33 of the West Virginia Code by transferring authority and
regponsibility to promulgate rules, and develop standard forms and
procedures regarding health care administration from the Insurance
Commissioner to the West Virginia Health Care Authority.

This proposed amendment will repeal the rule in its entirety
without replacement.




Insurance Commissioner
Legislative Rule
Title 114, Series 16

STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

TITLE 114, SERIES 16

STATEMENT OF CIRCUMSTANCES

This rule implemented the provisions of Article 15B, Chapter
33 of the West Virginia Code, which direct the Insurance
Commissioner to establish guidelines regarding uniform health care
administration. H.B. 4776, effective June 8, 2000, amends Article
15B, Chapter 33 of the West Virginia Code by transferring authority
and responsibility to promulgate rules, and develop standard forms
and procedures regarding health care administration from the
Insurance Commissioner to the West Virginia Health Care Authority.

Thig proposed amendment will repeal the rule in its entirety
without replacement.




APPENDIX B

FISCAL NOTE FOR PROPOSED RULES

Rule Title: Standards For Uniform Health Care Administration
Title 114, Series 16

Type of Rule: XX Legialative Interpretive Procedural
Agency: Insurance Commissioner
Address: Pogt Office Box 50540

1124 Smith Street, Greenbroocke Building
Charleston, West Virginia 25305-0540

1. Effect of Proposed Rule
ANNUAL FISCAL YEAR "
Increase Decrease Current Next Thereafter

I
ESTIMATED TOTAL None None None None None
COST
PERSONAL SERVICES None None None None None
CURRENT EXPENSE None None None None Norne
REPAIRS AND None None None None None "
ALTERNATIONS
EQUIPMENT | None None None | None None
OTHER None None None None None

2. Explanation of above estimates:

This rule will have no fiscal impact on State, local or
Federal Government.

3. Objectives of these rules:

The objective of the amendment to the existing rule is to
repeal the rule in its entirety without replacement.




Rule Title: Standards For Uniform Health Care Administration
Title 114, Series 16

4. Explanation of Overall Economic Impact of Proposed Rule.
A, Economic Impact on State Govermnment.
None
B, Economic Impact on Political Subdivisions; Specific

Industries; Specific groups of Citizens.
None
c. Economic Impact on Citizens/Public at Large.

None

Date: 7/éf/£°

Signature of Agency Head or Authorized Representative

(DLl L~

DONNA S. QUESENBRERRY, G RAL COUNSEL
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Insurance Commisgsioner
Legislative Rule
Title 114, Series 16
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Ingurance Commissioner
Legislative Rule
Title 114, Series 16
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Insurance Commissioner
Legislative Rule
Title 114, Series 16
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Insurance Commissioner
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e .. : : Appendix A
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INTH D &
- R 3
—TpPicA ' HEALTH INSURANCE CLAIM FORM IcA Jr
R ———
1. MEDICARE CHAMPUS CHAMPVA 3&1};‘ ;EU%A OTHER] 1o WNSURED'S LD. NUMBER (FOA N ITEM 1}
(Madicare #) : 'JJDWSSN)D(VAFRJJD(SSNrm D(ssn; Dao)'
2 PATIENT S NAME ( . Fest Nama, hMidde intal) 1’&"5’;‘1‘5’0&"‘%&* sExX 4 INSURED'S NAME (Last Name. First Nama,
P ufl *l]
5. PATIENT'S ADORESS (No., 4. PATIENT RELATIONSHIP TO INSURED 7. NSURED'S ADDRESS (Na., Sreet)
ay 5 STATE | 8. PATIENT STATUS cITY STATE é
H B ot
L ; Singis{_ vamed [ | cter []
TP COOE TELE Incude Area Coct Zip COUE CNE (INCLUDE AREA GOOE) |5
. Employed ~— Ful-Tima Fant-Time
% GTHER INSURED'S NAME (Last Name, First Micicile o) 10. IS PATIENT'S CONDITION AELATED T0: 11, INSUREDS P OR FECA NUMBER z
a
-
2. OTHER INSURED'S POLICY OR GROUP NUMBER & EMPLOYMENT? (CURRENT OR PREVIOUS)  |a usumsw grl ar&m SEX g
Ors O r “O O |2
. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (Stte} [b. NAME CR SCHOOU NAME o
MM | DO YY
| | M 1 Ores [w & <
¢ EMPLOYER'S NAME OR SCHOOU NAME & OTHER ACCICENT? e [AANCE PLAN NAME OR PROGRAM NAME l'g"
e O 4
o INSURANCE PLAN MAME QR PROGRAM NAME RESERVED FOR LOCAL USE 15 THERE ANOTHER HEALTH BENEFTT PLANT g
DYES D NO ¥ pos, et 1 o complete Bam 9 &4,
AEAD BACK OF FORM BEFORE COMPLETING & THIS FORM. 13 INSURED'S CR AUTHORIZED PERSON'S SIGNATURE | authortze
12 PATIENT'S OR AUTHKORIZED PEASCON'S SIGNATURE | authorite the reieass mecical of other information payment of mecical benetits 1 e unoersigned pivysician o suppier lor
to process this claim, | also request paymaent of govermnment bene’ss sdher 1o mysed pary wha aCCars Sefvicas dasnbed Delow,
beirw.
: h 4
SIGNED DATE SHSNED
: ALNESS (First symotom) OR | 15. IF PATIENT HAS AAl E IMILAR LLNESS. | 18. DATES PATIENT LNABLE TO WORK N CURRENT OCCUPATION
*»EJTE 05QCUH$$NT ‘ NJURY !At:’:;d.’t{ﬂ CR l GIVE FIRST DATE i e MMOD Y 1 oYY -~
: BAEGNANCY(LMP) ! ! ' ! !
17. NAME CF REFERAING PHYSICIAN CR OTHER SCURCE H1Ta, 13- NUMBER CF 2EF {G PHYSICIAN 18. Hospla;:‘uz,\?bcdw UAﬁa RELATEZ 70 caﬂ'ﬁm D%EH\ncYgrs
: — : i ]
| FRCM : '
19, AESEAVED FCR LCCAL USE 20. OUTSIDE L33 § SHARGES
| Cves o | |
21, DIAGHCSIS CR NATURE OF ILLNESS CA INCLRY. |RELATE T=MS 1.2.3 CR « ISV 24E BY LNE) 2 gggémlo AZSLAMISSICN CRIGNL AEF. NG,
bl—— 3' = 23. PRIOR AUTHORIZATICN NUMBER
2| .. -
24. A 3 c ] E F L G| gn [ J | [ g
: PRSC £5, SERVICES, OR SUPPLIES DAYS ER
F'D%‘kﬁls) OF SEFWICETa p-:'u Tdyp. [at o :z rooval Crmstancas) DIACGONUOESIS CHARGES : ca [Famiv} e | cos HEESVLESS?R =
MM DO YY MM oo YY < PCS | MODIFEA UNITS| Plan g
: : e
j £
1 | . ]
. : ! - 4
i ' : . | : : 5:
1 i 1 i : [N
| . ! | { S
! o
1 1 ' . 1 : ; 5
. 1 =
. ' <
I ‘T ‘ 3
H ) &
. ! ;
| | &
* |
B - 28, PATE . ACCEP 7 3 . b .
25, FEDERAL TAX 1.0, ! E] SEN BN ! 28. PA= SNT'S ACCOUNT NO. E 27": C ;%“? ;ﬂs:gn;:wzggﬁ 28. TOTAL CHARSE ! 29. AMCL NERAID i 30. BALANCE C:l.E
A [Jyes []wo s K is H
1. SiGNATURE YSICIAN GR SUPPLIER - 32 NAME AND ACORESS OF FAZ.LITY WHERE SERVICES WEAE {33 PHYSICLANS. SUPPLIEA'S BILLING NAM CRESS, ZIP COOE
INCLUDING EES QR CRECENTIALS i RENUERED ;i ztrer than ncra or office) & PHGNE o
(1 carty Salements on the revarse
apply i | and ary mack a part theraol.) |
P 5 | v
SH DATE ) PINg Rt

FORM =3FA-18IC :*2-30
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VIl

TAND ADCRESR HERE

WEST VIRGINIA

DEPARTMENT OF HEALTH & HUMAR RESOURCES
TITLE XVil (MEDICARE)

DEDUCTIBLE AND
COINSURANCE INYOICE

SEE REVERSE FOR INSTRUCTIONS

Appendilx

PRIMARY CARRI O0E
1~0 OTHER CARRIER Byt
TRANSMISSION CLZE PROVIDER : 0 NQ. (D PACVIDER (GROWA 12 NO (N 2-MEDICARE =1
09 1 ) & ‘ 3OTHER (SPECIEY iUE) se.c
A RECIFIENT'S LAST NAME FIRST RECIPIENTS = NO (1) PRIMARY R INFORMATION, ENTER
3 I COQE. IF Q A SPECIFY NAME HEME.
PRLPATIENT ACCOUNT NO. 10 MAX) [.J RECIPIENT'S H | B MUMBER PR SR LEZY WEDICAF
P TYPE OF A + - Tar PEaR £} Y %y . 24 .
COVERAGE [MEDICARE) I . A 24 Lan DAy
CHECK ONE E ] I
DEQUCTIBLE AMD 12 iafa) AANCE AMT 13 COVERED 3¥ PAIMAAY CARRIER 14 BLEED CEQUCTIBLE AMT. ——
OTHER THAN TITLE XVIIl {MEDICARE . ZARRIES
‘ ‘ ' ‘ =00s
SPRECIFIENT'S LAST NAME FIAST RECIMENTS 2 NO. (11) [§ PRIMARY CARRIER INFORMATION, ENTER
H CODRE. IF OTHER SPECIFY NAME HERE .
PATIEMT ACCOUNT W, (10 MAX) RECIFIENT'S A | B NUMBER sa A AN STvEms Mg WEDICA:
1 cgv?m?r:e A 8 [MEDICARE) v 2ae “an g rean 10 2410 Ak
CHECK ONE -] ‘
DECUCTIALE AMOUNT COINSURANCE AMT. 13 COVERED B8Y PRIMARY CARRIER 14 BLODD OEDUCTIBLE AMT. r—r——
OTHER THAN TIiTLE XVl {MEDICARE TARRIE=
SOLE
A A A
MRECIPIENT'S LAST MAME EIRST 4 RECIPIENT S ND.{15) PRIMARY CAARIER INFOQRMATION. EN"ZR
3 I CODE. \F OTHER SPECIFY NAME HEAE
i FATIENT AGCOUNT NO (10 MAX) PIENT'S H | B NUMBER 9 ,,.‘; EWENT GO RAS MA00 MEDICA®
. TYPE QF A R v TuAw a )
COVERAGE {MEDICARE) w0 - AR DAY TEAR PAID AN
CHECK ONE E] l
CEDUCTIBLE AMCLNT COINSURANCE AMT BLOOD DEDUCTIBLE AMT,
(MEDICARE CARRIE=
200€
A A A A
RECIPIENT'S LAST "awi FIRST PPRECIPIENTS = NG i'n PRIMARY CARRIER INFORMATION. ENTE3
" I | CODE, IF OTHER SPECIFY NMAME HERE
- . PATIZNT ACCOUNT NO 110 MAX) RECIPIGENS ~ 1 B Sy R A WEDICA:
a TvRE OF b 8 EZICARE, u a H S i -gam ~e " ;'s ~LAN 24,0 Ay
COVERAGE e |
CHECK ONE 3 ! |
SEQUCTIBLE AMmC " COINSURANCE AMT 13F ERED 3+ FUiIMARY TA3R BLS JECUCTIBLE aMT
n F y HER THAN TITLE XVH MEDMY TARRIE:
+ORE
A A A A :
W RETIPENT'S LAST waME SIRST RECIPIENT S PRIVARY CARRIER INFORMATION EATES
b | COCE. IF QTHER SPECIFY NAME RE32E
PATIENT ACCSAUNT 8O AX) AECIPENT'S ~ 1 @ NUMBER BEEEL LU LY WEQCA-
i TYPE OF A =) - o k . 300 an
COVERAGE {MEC!CARE) . l A CaAv EAN O
CHECK ONE 2 3
DEQUCTIBLE AMCLNT COINSURANCE AM CQVERED BY PRIMARY CARRIER BLOOD DEDUCTIBLE AMT,
DTHER THAN TITLE XVIH (MEDICARS SARRArE -
SORE
A A A
P RECIPIENT'S LAS™ NAME FIRST RECIPIENTS = NOD (11 A 5 PRIMARY CARRIER INFOAMATION. ENTZS
p I COQE. IF DTHER SPECIFY NAME HEREZ
T ACCOUNT NO (10 MAX) RECIPIENT'S = {1 B NUMBER : R-vERS 2EmcD SMEDICA-
i TYPE OF b 7 - ! ({MEQICARE) H g S " «wd hind 'g!u' YEAR 4D AN
COVERAGE
CHECK ONE 3 ’ I
DEDUGCTIBLE AMOLNT R COINSURANGCE AMT COVERED BY PRIMARY CARRIER BLOCD DERUCTIBLE AMT.
£ - QTHER THAN TITLE XVt ;MEDICAAZ CARRIE
‘ ‘L ‘ <Q0E
AECIP'ENTS LAS- wawE EIRST RESAMENT S = SO - SAMARY CAAR NFORMATION EN"E3
¥ | CODE, ¥ O"HER CIFY MAME mESZ
PATENT ACCOUNT NC 10 WAK) FECIMENT'S = ¢ @ NUMBER JTENENT ITeda sl X MEDICS
i Tvee CF : - (MEZ CARE) A : "‘ 3 Ean o T oA
COVERAGE
. CMECK ONE 3 '
CEQUCTIBLESNC (N COINSURANCE AMY COVERED 3+ SRIMARY CA3AIER 3Laca DEOLZ™BLE amT ‘
OTHER THAN "ITLE XVII MEDICA=Z
A A A A X
ZERTIFY THAT THE STATEMENTS ON THE REV T AFP
ST TS SILL ANQ ARE MAQE A PART HEREOF
PiEe 7
AHUMMIS.O09T
A&y 9 STATE COPY AUT= = -i9 § 3UuATURE
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.. . e — Appendix E

PHARMACY INVOICE

arkers’ Compensation Fund
P.OjBox 3151, Charleston, WV 25332

01 Rev. 7-8¢
CLAIMANT NAME YQLast, First, and Middla Names) 2. CLAIMANT ADDRESS  (Street or PO Baox, City, State, and Zip Code)
EMPLOYER BUSINE 4. EMPLOYER MAILING ADDRESS
CLAIMANT SQCLAL SECURITRENO, 8. DATE OF INJURY 7. CLAIM NO.
i
DIAGNOSIS CODE (ICD-3-CM) 9. PROVIDER NO. 10. CHECK HEQEF IF PAYMENT 1S
TO BE DE TO CLAIMANT D
PRICA AUTHORZATION NG, { 12 DATE WRITTE) 13. PRESCRIBING PHYSICIAN 14. PRESCRIBING PHYSICIWEIFFROVIDER NO. | 15. PRESCRIPTION NO.
DATE FILLED 17.  NATIONAL DRUG COf 18. DRUG NAME 19. GENERIC
: Lve [
DRUG QUANTTTY 21. EST. DAYS SUPPLY R2. REFRLL 23, TOTAL CHARGE 24, AMOUNT PAID 25. BALANCE DUE
[lve [Jno
BRAND NAME JUSTIFICATION
CLAIMANT'S SIGNATURE TE 28. PHAR ISTS SIGNATURE DATE
. PRIORAUTHCREZATIONNO, | 12a. DATEWRITTEN | 13a. PRESCRIBING PHYSIO t4a. PRESCRIBING PHYSICIANS PROVIDER NO.| 15a. PRESCRIPTION NOC.
DATE FILLED 17a. HATIONAL DRUG CODE t8a. DRUG NAME v 19a. GENERKC
Yes [ ] No
DRUG QUANTITY Z1a. EST. DAYS SUPPLY 22a REFILL B TOTAL CHARGE 24a. AMOUNT PAID 252 BALANCE DUE
. Yes ' No
BRAND NAME JUSTIFICATION
CLAIMANTS SIGNATURE : Q 28a. PHAFRACISTS SIGNATURE DATE
PRICA AUTHORZATICNNO. | 12b. DATEWRITTEN | 13b. Pg RIBING PHYSICIAN 14b, PRESCRIBINR PHYSICIAN'S PROVIDER MNO.| 15b. PRESCRIFTION NO.
DATE FILLED 17b. HATIONAL DRUG CODJ 18b. DAUG NAME 19b, GENERIC
(Jyes [Ire
DRUG QUANTITY Z1b. EST. DAYS SPLY 2. REFILL 3. TOTAL CHARGE 24b, OUNT PAID 25b. BALANCE DUE
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