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CONSENT TO PROPOSAL OF RULE

To Whom |t May Concern:

Pursuant to West Virginia Code § 5F-2-2(a){12), the
undersigned hereby grants consent to the proposal of the
following rule proposed by the insurance Commissioner of the
State of West Virginia: Title 11k, Series 16, relating to
Standards for Uniform Health Care Administration.

Dated this 3o day of '5/[14 , 1992,

s H, Paige, 1il ;47

retary of Tax and” Revenue




FPISCAL NOTE FOR PROPOSED RULES

Rule Title: __  gtandards for Uniform Health Care Administration
(Title 114, Series 16)

Type of Rule: XX Legislative _ Interpretive Procedural

Agency: Insurance Commissioner Address: Post Ooffice Box 50540

5019 Washington Street, East,
Charleston, WV 25305-0540

ANNUAL FISCAL YEAR

1. Effect of Proposed Rule Increase Decrease Current Next Thereafter

Estimated Total Cost NONE

Personal Services

Current Expense

Repairs & Alterations NONE
Egquipment -
Other

2. Explanation of above estimates:

The proposed rule will have no fiscal impact on state, local,
or federal government.

3. Objectives of these rules:

The objective of this rule is to establish the

acceptance and use throughcut the health care system of
standard administrative forms, terms, and proccedures.

It regquires that all insurers, third-party administrators,
and health care providers implement and use such
standards in a uniform manner.




4. Explanation of Overall Eccnomic Impact of Proposed Rule.
A, Economic impact on State Government.
NONE
B. Economic Impact on Political Subdivisions; Specific

Industries; Specific groups cof citizens.

NONE - _

C. Economic Impact on Citizens/Public at Large.

Implementation of this rule should decrease health
care costs by increasing administrative efficiency
in the health care system.

Date: 62597' ?U /992—

Signature of Agency Head or Authorized Representative

Hanley C. Clark
Insurance Commissioner -
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GFFIGE GF WEST VIRGINA
SECRETARY OF STATE
STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

Title 114, Series 16

-

BRIEF SUMMARY OF RULE

This proposed rule implements 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. Regquirements regarding standardized forms, coding
and terminology, and practices regarding reimbursement of claims
and explanation of benefits established in the rule apply to all
health care providers, third-party payors, all applicable state
agencies and departments, and all insurers in the State.
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STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

Section -
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114-16-4. Coding and Terminology

114-16-5. - . Practices Regarding Reimbursement of <Claims and
Explanation of Benefits

114~-16~6. Additional Information
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Appendix A. Health <Care Financing Administration Fifteen
Hundred (HCFA 1500) Health Insurance Claim Form

Appendix B. American Hospital Association (AHA) Universal
Billing (UB-82) Form :

Appendix C. . WVMMIS-091 Form for Certain Medical Egquipment Claims
Not Paid by Medicare

Appendix D. National Council for Prescription Drug Programs
(NCPDP) Universal Pharmacy Claim Form

Appendix E. West Virginia Workers’ Compensation Fund Pharmacy
Invdoice WvV-401 -

Appendix F. American Dental Asscciation (ADA) Dental Claim Form

Appendix G. West Virginia Workers’ Compensation Fund Services
Invoice WC-400

Appendix H. WVMMIS-111 Form for Dental Claims Submitted to

Medicaid
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TITLE 114
LEGISLATIVE RULE
INSURANCE COMMISSIONER

SERIEE 16
STANDARDS FOR UNIFORM HEALTH CARE ADMINISTRATION

§ 1li4-16-1, General

1.1. Scope. -- This legislative rule applies to all health
care providers, applicable state agencies and departments, third-
party administrators, and insuring entities in the State. It
establishes the acceptance and use throughout the health care
system of standard administrative forms, terms and procedures. The
rule organizes and streamlines the claims process by establishing
standard forms and procedures regarding health care claims. It
requires that all insurers, third-party administrators, and health
care providers implement and use such standards in a uniform
manner.

1.2. Authority. =-- West Virginia Code §§ 33-2-10 and
33-15B-3.

1.3. Filing Date. --
1.4. Effective Date. =-

1.5. This legislative rule repeals and replaces West Virginia
114CSR16 "Uniform Health Care Claim Forms" filed October 7, 1980
and effective on January 1, 1981.

§ 114=-16=-2. . Definitions

2.1. "Health care facility" means any licensed hospital,
nursing home, extended care facility, state health or mental
institution, clinic, medical corporation, dental corporation, honme
health care agency, nedical equipment vendor or other facility
providing professional health care services, supplies, appliances,
devices or equipment to an individual during that individual’s
health care, treatment or confinement.

2.2. M"Health care practitioner" means any medical physician,
osteopathic physician, podiatric physician, chiropractic physician,
midwife, nurse practitioner, physical therapist, dentist,
pharmacist, oral surgeon, or other practitioner who provides health
care services, supplies, appliances, devices or eguipment.

2.3. "Health care provider" means a person, partnership,
corporation, facility, institution, or other legal entity certified
or authorized by law to provide professional health care services,
supplies, appliances, devices or eguipment to an individual during
that individual’s nealth care, treatment or confinement. "Health
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care provider" encompasses both "health care facility" and "health
care practitioner," as those terms are defined herein.

2.4, "Insuring entity" means any insurer writing or issuing
individual or group accident and sickness pclicies; any hospital
service corporation, health service corporation, medical service
corporation, or dental service corporation organized in accordance
with the provisions of Article Cne, Chapter 31 or Chapter 33 of the
West Virginia Ccde; any health maintenance organization organized
in accordance with the provisions of Article 254, Chapter 33 of the
West Virginia Code; any health care corporation organized in
accordance with Article 25, Chapter 33 of the West Virginia Code;
any third-party administrator; all applicable state agencies and
departments, including, but not limited to, the West Virginia
Public Employees Insurance Agency and the West Virginia Workers’
Compensation Fund; and Medicaid.

§ 1l14-16-3. Forms

3.1, 211 health care practitioners shall submit and all
insuring entities shall accept third-party payor claims f£for
services, supplies, appliances, devices or eguipment on the form
known as the current standard Health Care Financing Administration
Fifteen Hundred (ECFA 1500) health insurance claim form, designated
Appendix A to this rule, or its successor; provided, that
pharmacists and dentists shall submit third-party payor claims in
the manner prescribed in Sections 3.3 and 3.4 below, respectively.
If practiticrniers are presently using a HCFA 1500 ‘form other than
the most current HCF2 1500 form, they must use and insuring
entities must accept the most current HCFA 1500 form by the date
prescribed by HECFA.

3.2. _All health care facilities shall submit and all insuring
entities shall accept third-party payor claims for services,
supplies, appliances, devicés or sgquipment on either the current
HCFA 1500 form or 1ts successor or the 2American Hospital
‘Association’s current Uniform Billing form, designated 2ZAppendix B
hereto, or its successor, as reguired by the insuring entity;
provided, however, that when Medicare 1s the primary payor,
secondary claims submitted to Medicaid for medical equipment shall
be submitted on the current WVMMIS-051 form, de51gnated.Append1x c,
or its successor. .

3.3. All pharmacists shall submit and all appropriate
insuring entities shall accept third-party payor claims for
prescription drugs on the current universal pharmacy claim form
most recently approved by the National Council for Prescription
Drug Programs (NCPDP), designated 2ppendix D hereto, or its
successcor, with the exception of prescription drug <laims to be
submitted tco the West Virginia Workers’ Compensation Fund and
Medicaid.
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3.3.a. All pharmacists shall submit prescription drug
claims to the Workers’ Compensation Fund on the Pharmacy Invoice
WC-401 form, designated Appendix E hereto, or its successor.

3.3.b. Pharmacists shall submit third-party payor claims
for durable medical equipment and disposable medical supplies on
the current HCFA 1500 form or its successor.

i 3.3.c. Prescription drug claims submitted to Medicaid
shall be submitted at "point-of-sale", i.e., through electronic
transmission, or, when required by Medicaid, on forms prescribed by
Medicaid. )

3.4. All dentists shall submit and all insuring entities shall
accept third-party dental clains for services, supplies,
appliances, devices or eguipment to the appropriate insuring entity
cen the dental claim form most recently approved by the American
Dental Assoclation, designated Appendix F hereto, or its successor,
with the exception of claims submitted to the Workers’ Compensation
Fund and Medicaid.

3.4.a. For Workers’ Ccmpensation claims, all dentists
shall submit claims on the form known as Services Invoice WC-400,
designated Appendix G hereto, or its successor.

3.4.b. Tor Medicaid, all dentists shall submit claims on
the WVMMIS~-111 form prescribed by Medicaid, designated Appendix H
herete, or its successor.

3.4.c. Oral surgeons or dentists who submit claims other
than dental claims shall submit and all appropriate insuring
entities shall acceépt the current HCFA 150C form or its successor.

3.5. Nothing in this rule shall be construed to prohibit
voluntary d&drraiidemants between insuring entities and health care
previders for the submissicon of claims by computerized electronic
transmission.

§ 114-16-4, Coding and Terminelegy

4.1. If the coding systems in subsections 4.1.a. and 4.1.b.
below apply to the services, supplies, appliances, devices or
equipment provided by a health care provider, the provider shall
use and all insuring entities shall accept the following coding
systems:

4.1.a. The current International Classification of

Diseases (ICD-2-CM) cecdes developed by the HWorld Health
Organizaticn, or their successors; and
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4.1.b. The current HCFA Common Prccedural Coding System
(HCPCS), which includes, but is not 1limited +to, the Current
Procedural Terminology (CPT) codes develcped by the American
Medical Association, or its successor. )

4.2, All dentists shall use and all appropriate insuring
entities shall accept the latest version of the American Dental
Associaticon’s Code on Dental Procedures and Nomenclature;
provided, that oral surgeons and dentists who submit claims other
than dental claims shall use and all appropriate insuring entities
shall accept the ccding systems set forth in Sections 4.1.a. and
4.1.b. above.

4.3. All pharmacists shall use and all insuring entities
shall accept the current version of the United States Food and Drug
Administration’s National Drug Code (NDC), or its successor, for
claims for prescription drugs for which NDC cecdas exist.

§ 114-16-5. Practices Regarding Reimbursement of Claims and
Explanation of Benefits

Practices regarding reimbursement of claims and explanation of
benefits shall be left to the discretion of the insuring entity,
depending upon the contractual agreements between the insurer and
its insureds arid/or participating provider network regarding
deductibles, copayments, discounts and the like.

§ 114-33-6. 2Additional Information

Nothing in this rule shall be construed so as to prevent an
insuring entity from requesting additional information directly
from the insured or covered perscn, where such additional
information Iis necessary for the determination of coverage or
benaefits applicable. :

§ 114~16-7. Separability
If any provision of this rule or the application thereof to
any person or circumstance is for any reason held to ke invalid,

the remainder of the rule and the application of such provisions to
other persons or circumstances shall not be affected thereby.
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PHARMACY INVOICE

Workers' Compensation Fund
P.0O. Box 3151, Charleston, WV 25332

Appendix

E

WC-421 Rarv, 785
CLAIMANT NAME  (Last Frst, and Mackis Names) 2. CLAIMANT ADDHESS  (Street or PO Sox, Chy, Sate, and Jp Coda)
EMPLOYER BUSINESS NAME - 4. EMPLOYER MAILING ADDRESS
CLAIMANT SOCIAL SECURITY NO. 5. DATE OF INJURY 7. CLAIM NQ.
a
DIAGNOSIS COTE (ICD-3-0M) 3. PROVICER NC. 10, CHECK HERE IF PAYMENT IS
TO BE MADE TO CLAIMANT D

PRESCRIPTION DETAIL

14, PRESCRIBNG PHYSICUNTS PROVIDER NO.

15, PHESCRIFTION NQ.

PRIOR AUTHCRZATION NG, | 120 DATE WRETHEN | 13, PRESCRISING FHYSICIAN
DATE FILLED 17, MATIONAL DRUG CODE 18, DRUG NAME 19. GENERIC
[lves [Ine
DRUG QUANTITY 1. EST. DAYS SUPPLY 22, REFILL 3. TOTAL CHARGE 248, AMQUNT PAID 25. BALANCE DUE
Yax D Ng
BRAND NAME JUSTIFICATION
CLAIMANT S SIGNATURE DATZ 28. PHARMACISTS SIGNATURE CATE

3, PRIOBALTHOAZATONNG. | 122 DATEWRITIEN | 132 PRESCRISING PHYSICIAN

14a, PRESCRIBING PHYSITIANT PRQYIDER NQ.

152 PRESCRIPTION NO.

a. DATE FILLED 178 NATIONAL DRUG CODE 18a. DRUG NAME 153, GENERIC
D Yes D ~Na
a. JRUG QUANTTTY Zna EST DAYS SUPPLY Z2a. REFILL 23a. TOTAL CHARGE 232, AMOUNT PAID 25a. BALANCE DUE
D Yesg E Ng
z BRAND NAME JUSTIFICATON
2. CLAIMANTS SIGNATURE DATE 28a. PHARMACISTS SIGNATURE DATE
= PRICRALTACAZATONND, | t2m. CATEWRITTEN | 13t PRESCRIBING PHYSICIAN 14p, PRESCRIZNG PHYSICIANS PEOVIDER NC.{ 152, PRESCRIFTION NO.
3 DATE FILLED 17 MNATIONAL DRUG CODE 188 DRAUG NAME 195, GENERIC —_
Yes | Ne

250, BALANCE DUE

5. DRLGE QUANTTTY 2=, EST. DAYS SUPPLY 229, REFILL I 23h. TOTAL CHARGE 2z, AMGUNT BALD
i
[ Jves [1no i
S BRAND NAME JUSTIFICATION - ’
> CLAIMANTS SIGNATURE — - CATE ZED., PHARMAZISTS SIGNATUHE DATE

~vided by stziuts. this is o cortily that the medicxtion(s) was provided as outined 2

* against any person, !rm, or sorporabon.

Beve and that no ather or additicnal charge for such medication(s) has been o7 will ©
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STATE OF WEST VIRGINIA Legal Division
Offices of the Insurance Commuissioner

GASTON CAPERTON HANLEY C. CLARK
Governor Insurance Commissioner

August 10, 1992

HAND DELIVERED

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

Charleston, WV 25305

Dear Ms. Cocoper:

Enclosed please find for filing cone (1) cecpy of each of the
following: | :

(1) Notice of a Comment Period on a Proposed Rule;

{2) Fiscal Note;

(3) Consent to Proposed Rule;

(4) Brief Summary of Rule; and

(5) The Insurance Commissioner’s proposed legislative rule
entitled "Standards for Uniform Health Care

Administration" (Series 16).

Please contact me if further information is needed.

Very truly yours,

M -

Linda Gay
Staff Counsel

ILG/fs
Enclosures

2019 WASHINGTON STREET, EAST ® CHARLESTON, WEST VIRGINIA 25305
Telephone {304) 348-0401 ® Facsimile (304) 348-0412
“We are an Equal Opportunity Employer”




