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NOTICE OF AGENCY APPROVAL OF A PROPOSED RULE
. - AND
FILING WITH THE LEGISLATIVE RULE-MAKING REVIEW COMMITIEE

ACENCY: Insurance Commissicner : TIIENUMBER. 314 = 7
CITE AUTHORITY _West Virginia Code §§ 33-2-10 ahd 33-15B-3 A '

AMENDMENT TO AN EXISTING RULE- YES NOEZ

IF YES, SERIES NUMBER OF RULE BEING AMENDED:

TITLE OF RULE BEING AMENDED:

IF NO, SERES NUMBER OF NEW RULE BEING PROPOSED: ___Series 16

=TI £ OF RULE BEING PROPOSED: ___Standards for Uniform Health

Care Administration

THE ABOVE PROPOSED [EGISLATIVE RULE HAVING GONE TO A PUBLIC HEARING OR A PUBLIC
COMMENT PERIOD IS HERFEBY APPROVED BY THE PROMULGATING AGENCY FOR FILING WITH
THE SECRETARY OF STATE AND THE LEGISLATIVE RULE MAKING REVIEW COMMITI== FOR

Hanley,c./clark
Insurance Commissicner




CONSENT 7O PROPOSAL OF RULE

To Whom It May Concerns

Pursuant to West Virginia Code § 5F-2-2(a){12}, the
undersigned hereby grants consent to the proposal ¢f the
following rule proposed by the lInsurance Commissioner of the
State of West Virginia: Title 114, Series 16, relating to
Standards for Uniform Health Care Administration.

Dated this S8  day of 3;/%4 . 1992.

s H. Paiqe, 11|
retary of Tax and” Revenue




FISCAL NOTE FOR PROPOSED RULES

Rule Title: Standards for Uniform Health Care Administraticon
{Title 114, Serieg 16)

Tvpe of Rule: XX Legislative Interpretive _Procedural

Agency: .Insurance Commissioner Address: PRost Office Box 50540
2015 Washington Street, East,
Charleston, WV _25305-0540

ANNUAL FISCAL YEAR

1. Effect of Proposed Rule Increase Decrease Current Next Thereafter

Estimated Total Cost NCNE

Personal Services

Current Expense

Repairs & Alteraticns NONE
Equipment
Cther

2. Explanation of akove estimates:

The proposed rule will have no fiscal 1mpact on state, local,
or federal government.

3. Okjectives of these rules:

The objective of this rule is to establish the

acceptance and use throughout the health care system of
standard administrative forms, terms, and procedures.

It requires that all insurers, third-party administrators,
and health care providers implement and use such
standards in a2 uniform manner.




- ' c’f

4. Explanation of Overall Economic Impact of Proposed Rule.

A. Economic impact on State Govermment.
NONE
B. Economic Impact on Political Subdivisicns; Specific

Industries; Specific groups of 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 systen.

Date: CZLL?- ?} /99—

Signature of Agency Head or Authorized Representative

A fx.—cémé/

Hanley C. Clark
Insurance Commissioner




TO: LEGISLATIVE RULE-MAKING REVIEW COMMITTEE
FROM: OFFICE OF THE INSURANCE COMMISSIONER
DATE: SEPTEMBER 18, 1592 -

LEGISILATIVE RULE TITLE: Standards for Uniform Health Care

Administraticon (Title 114. Serieg 16)

DESCRIPTICON 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 gquidelines regarding uniform health care
administration. Regquirements regarding standardized forms, ceding
and terminoleogy, 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.




TO: LEGISIATIVE RULE-MAKING REVIEW COMMITTEE

FROM: OFFICE‘OF THE INSURANCE COMMISSIONER
DATE: SEPTEMBER 18, 1992
LEGISLATIVE RULE TITLE: Standards for Uniform Health Care

Administration (Title 114, Series 16)

1. _Authorizing statute(s) citation West Virginia Code

§§ 33-2-1C and 33-15B-3

2. a. Date filed in State Register with Notice of Hearing:

A2ugust 10, 1992

b. What other netice, including advertising, did you give of
the hearing?

None

C. Date of hearing(s): The public ccocmment period ended

cn September 11, 1992 at 4:30 p.m.

d. Attach list of persons who appeared at hearing, comments
recelilved, amendments, reasons for amendments.

Attached X¥ No ceomments received

e, Date you filed in State Register the agency approved
proposed Lagislative Rule following public hearing: (be
exact)

September 18, 1962

£. Name and phone number of agency person to contact for
additional informaticn:

Iinda Gav

Associate Counsel

(304) 553-0401




If the statute under which you promulgated the submitted rules
requires certain findings and determinations to be made as a
condition precedent to their promulgation:

=¥

b.

Give the date upon which you filed in the State Register
a notice of the time and place of a hearing for the
taklng of evidence and a general description of <the
issues to be decided.

Not applicable

Date of hearing: _Not applicable

on what date dié vou file in the State Register the
findings and determinations reguired together with the
reascons therafor? :

Not applicable

Attach findings and determinations and reasons:

Attached Not applicable




114CRS1E
TITLE :114

LEGISLATIVE RULE
INSURANCE COMMISSIONER

SERIES 16

STANDARDS FCR UNIFORM HEALTH CARE ADMINISTRATION

Section

114-16-1.
114-16-2.
1i4~16-3.
114-16-4.

114-16-5.

114-16-6.

114-16-7.

Appendix

Eppendix

Appendix

Appendix

Aprendix

2Appendix

Appendix

Appendix

i

General

Definitions

Forms

Coding and Terminolegy

Practices Regarding Reimbursement o¢f Claims and
Explanaticon of Benefits

Additional Information

Separability

Health Care Financing Administration Fifteen
Hundred (HCFA 1500) Health Insurance Claim Form

American Hospital Association (AEHA) Universal
Billing {(UB-82) Form

WVMMIS-091 Form for Certain Medical Zguipment Claims
Not Paid by Medicare

Naticnal Cecuncil for Prescription Drug Programs
(NCPDP) Universal Pharmacy Claim Form

West Virginia Workers’ Compensaticn Fund Pharmacy
Invoice WV=-401

American Dental Asscciation (ADA) Dental Claim Form

West Virginia Workers’ Compensation Fund Services
Invelce WC-400

WVMMIS-11ll Form for Dental Claims Submitted to
Medicaid -




114CRS16

TITLE 114
LEGISLATIVE RULE
INSURANCE COMMISSIONER

SERIES 16
STANDARDS FOR UNIFORM EEALTH CARE ADMINISTRATION

:

§ 1l4-16-1, Genaral

l.1. Scope. =-- This legislative rule applies to z2ll health
care providers, applicable state agencies and departments, third-
party administraters, 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 Zy establishing
standard forms and preocedures 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. 2uthority. ~- West Virginia <Code §§5 33-2-10 and
323-185B-3.

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

1.8. This legislative rule repeals and replaces Wast Virginia
114CSR16 "Uniform Health Care Claim Forms® filed Cctdbér 7, 1980
and effective on January 1, 1981.

§ ll4-l6~2. Definitions

2.1, "Health care facility" means any licenssd hospital,
nursing home, extended care facility, state hezlth or mental
instituticon, clinic, medical corporaticn, dental corporation, home
health care agency, medical eguipment wvendor or other faclility
providing professional health care services, suppliss, appliances,
devices or —eguipment %o an individual during thazt individual’s
health care, treatment cr confinsment.

2.2. "Health care practitioner™ means any medical physician,
ostecpathic physician, podiatric physician, chiropractic physician,
midwife, nurse practitiocner, physical therapist, dentist,

pharmacist, cral surgeon, or other practitioner who crevides health
care services, supplies, appliances, devices or eguipnent.

2.3.  "Health care provider" means a perscr, partnership,
corperaticn, facility, institution, or other legal entity certified
or authecrized by law to provide professional health care services,
supplies, appliances, devices or equipment to an individual during
that individual’s health care, treatment or ccnfinsment. '"Health




Insurance Commissicn
Legislative Rule
Title 114, Series 16

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 policies; any hospital
service corporation, health service corporation, medical service
corporation, or dental service corporation organized in accordance
with the provisicens of Article One, Chapter 31 or Chapter 33 of the
West Virginia Cecde; any health maintenance organization organized
in accordance with the provisions of Article 282, Chapter 33 of the
West Virginia Code; any health care corporaticon organized in
accordance with Article 25, Chapter 33 of the West Virginia cCecde;
any third-party administrator; all applicable state agencies ang
departments, including, kut not limited to, the West Virginia
Public Emplcyees Insurance 2Agency and the West Virginia Workers”
Compensation Fund; and Medicaid.

§ 114-16-=-3. Ferms

3.1. All health care practitioners shall submit and all
insuring entities shall accept third-party payver claims for
services, supplies, appliances, devices or equipment on the form
knewn as the current standard Health Care Finahcing Administration
Fifteen Hundred (HCFA 1500) health insurance claim form, designated
Appendix A "to this rule, or its successor; provided, that
pharmacists and dentists shall subnit third-party payor claims in
the manner prescribed in Sections 3.3 and 3.4 below, respectively.
If practitioners are presently using a HCFA 1500 form other than

the most current HCFA 1500 form, they must use and insuring

entities must accept the most cu?rent HCFA 1500 form by the date
prescribsd by ECFA,

3.2. All health care facilities shall submit and all insuring
entities shall accept third-party payor claims for services,
supplies, appliances, devices or squipment con either the current
HCFA 1500 . form or its successor . or the American Hospital
Association’s current Uniform Billing form, designated Appendix B
heretc, or its successcr, as reguired by the insuring entity;
provided, however, that wvwhen Medicare is the primary pavor,
secondary claims submitted to Medicaid for medical eguipment shall
be submitted on the current WVIMMIS-091 form, designated Appendix C,
or 1its successor.

3.3. All pharmacists shall submit and all appropriate
insuring entities shall accept third-party payoer claims for
prescription drugs on the current universal pharmacy claim feorm
most recently approved by the National Council for Prescripticn
Drug Programs (NCPDP), designatsed Appendix D hereto, or its
successor, with the exception of prescription drug claims to be
submitted to the West Virginia Workers’ Conpensation rund and
Medicaid. -
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Insurance Commission
Legislative Rule
Title 114, Series 16

3.3.a. All pharmacists shall submit prescription drug
claims {to the Workers’ Compensation Fund on the Fharmacy Invoice
WC-401 form, designated Appendix E hereto, or its successor.

3.3.». Pharmacists shall submit third-party payor clainms
for durable medical eguipment and disposable, medical supplies on
the current HCFA 13500 form or its successor.

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

3.4. All dentists shall subnit and all insuring entities shall
accept third-party dental claims for services, supplies,
appliances, devices or eguipment to the appropriate insuring entity
cn the dental claim form most recently approved by the American
Dental Association, 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’ Compensation claims, all dentists
shall sSubmit claims on the form known as Services Invoice We-4cce,
designated Appendix G herete, or its successor.

3.4.b. For Medicaid, all dentists shall submit claims cn
the WVMMIS-111 form prescribed by Medicaid, designated Appendix H
hereto, or its successor.

32.4.c. Oral surgeons or dentists who sukmit claims other
than dental claims shall submit and a2ll appropriate insuring
entities shall accept the current HCFA 1500 form or its successor.

3.5, Nothing in this rule shall be construed to prohibit
veluntary arrangements between insuring entities and health care
providers for the submission of claims by computerized electronic
transmissicn.

§ 114-16-4, Coding and Terminoclogy

£.1. If the ceoding 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: : '

4.1.2. The current Internatiocnal Classification of

Diseases (ICD=-9-CM) codeas developed by the Werld Health
Organization, <¢r their successcrs; and

Page 3
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4.1.b. The current HCFA Common Procedural Coding System
(HCPCS), which includes, but is not limited to, the Current
Procedural Terminclogy (CPT) codas developed by the American
Medical Asscciaticn, or its successor.

4.2, All dentists shall use and all appropriate insuring
entities shall accept the latest wversion of the American Dental
Association’s Code on Dental ©Procedures and Nomenclature:
provided, that oral surgeons and dantists whe submit claims other
than dental claims shall use and all appropriate insuring entities
shall accept the coding systems sat 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 ¢f the United States Food and Drug
Administration’s National Drug Code (NDC), or its successor, for
claims for prescription drugs for which NDC codes exist.

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

Practices regarding reimburse=ent of claims and explanation of
benefits shall be left to the discretion of the insuring entity,
depending upon the contractual agrsements between the insurer and
its insureds and/or participatirg provider network regarding
deductibles, ccpayments, discounts and the like.

§ 1l4=33«6. Additicnal Information

Nothing in this rule.shall ks construed so as to prevent an
insuring entity from reguesting z3dditicnal information directly
from the insured or covered pgparson, where such additicnal
infermation 1is necessary for the determination of coverage or
benefits applicable.

§ 114-16-7. Beparability
If any provision of this ruls or the application thereof to
any person or circumstance is for any reascn held to be invalig,

the remainder of the rule and the application of such provisions to
Cther persons or circumstances shazll not be affected thereby.

FPage 4
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PROVIDER

NAME ANO ACDRESS HERS

WEST VIRGINIA

DEPARTMENT OF HEALTH & HUMAN RESGURCES
TITLE XVIII (MEDICARE)

DEDUCTIBLE AND
COINSURANCE INYOIGE

SEE REVERSE FOR INSTRUCTIONS

n TRANGMISSION 22
091
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FROVIDER (GASURY ' 3. MQ D)
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PHARMACY INVOICE

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

DO NCOT WRITE
N THES SPACE

Appendix E

WC-401 Rev, 785
1. CLAIMANT NAME  (Last, Frst, and Middle Names) 2, CLAIMANT ADDRESS  (Street or PO Box, City, State, and Zip Coda)
3. EMPLOYER BUSINESS NAME 4, EMPLOYER MAILING ADDRESS
5. CLAIMANT SOCIAL SECURITY NOQ. B. DATE QF INJURY 7. CLAIM NOC.
3
8. DIAGNOS:S CCODE ({ICC-3-CM) 9. PROVIDER NO. 10, CHECK HERE IF PATMENT (8 .
TO BE MADE TC CLAIMANT f
11, PRICR AUTHCREZATION NO. | 122 DATEWRITTEN | 13, PRESCRIBING PHYSICLAN 14, FRESCRIBING PHYSICIAN'S PROVIDER NO, | 15. PRESCRIFTION NO.
16, DATE FiLLED 17, RATIONAL DAUG CODE 18. DRUG NAME 18, GENERIC
Clves [
20, DRUG QUANTITY 21. EST. DAYS SUPFLY 22, REFILL 23. TOTAL CHARGE 24, AMOUNT PAID 25. BALANCE DUE
B Yas D No
25. BRAND MAME JUSTIFICATION
27, CLAMANT S SIGNATURE DATE 28. PHARMACISTS SIGNATURE DATE
11g, PRICRAUTHORIZATIONNG, | 122 DATEWRITIEN | 13a. PRESCRIBING PHYSICIAN 14a, PRESCAISING PHYSICIAN'S PROVIDER NO.| 15a. PRESCRIFPTION NO.
16a. DATE FIL_ED 172, NATIONAL DRUG CODE 182 DRUG NAME 18z, GENERIC
T ves [ ne
20a, DRUG QUANTITY 271a EST. DAYS SUPPLY 22a, REFILL 23a, TOTAL CHARGE Zda. AMOUNT PAID 253, TALARCEDUE " T
D Yas D ND
28a. BRAND MAME JUSTIFICATION
278, CLAIMANT S SIGNATURE —. DATE 28a. FHAAMACISTS SIGNATURE DATE
11b. PRICRAUT-CSIZATIONND, | 120, DATEWRITTEN | 13b. PRESCRIBING PHYSICIAN 14h, PRESCRIBING PHYSICIAN'S PROVICER NQ,| 15k, PAESCRIFTION NO.
180 DATE BiL_ED 17, NATIONAL DRUG COCE 180, DRUG NAME 19b. GENERIC
. Tves [ ne
200, DRUG QUANTITY 21b. EST DAYS SUPPLY 22h, REFILL 23b. TOTAL CHARGE 24b. AMOQUNT PAID 25b. BALANCE DUE
D Yas D No
280, BRAND NAME JUSTIFICATION
2Th. CLAIMANTS SIGNATURE DATE 280, PHARMACISTS SIGNATURE CATE

As provided by staiute, this is to cartiy that the medication(s) was provided 2s outlined above and that no other or additional charge for such medication(s) has been or will &
made against arry person, firm, or corperaton.

3
1

FEMARKE

30, PROVIDER NAME AND ADCRESS




Appendix F
Dental Claim Form
Check cna: | Carrier name and address
C Dentist's pre-treatmeant sstimate
O Dentiat's statement of actual services

P 1. Pateniname 2. Aslationsnip Lo emoloy e i 3, Sex | & Patientsirthaste S, If tuli Hve student
Al first L. last I om £ MM 0 YYYy ool
T g sef O chid i [ i i [ i
é O spouss I othet i ! ‘ ety
N L !
T ! 6 Employes/sugscrinar name 7. Emploveeisubsciber ! B, Emolovee/subscriner | 9. Employer (comrzany) | 10, Groupumaer
ard mailing addresa £oc, sec or LD number  f birthdste name and addresa
3 i !
!
v MM oo Y'Yy i
E f
R |
A ! . .
g 1. 18 atant soverad by anather 12-a. Name and a¢gress of carrier(s) 12, Group hou(a} 13, Name and address of oter smeioyers)
dental tan? {
! < Zne :
N - i H
H If ves, complete 12-a. 1 i
=) s catent coyares Ny 3 medizal 1 : !
3] zlan® oyes . ne | H |
A 14-3, Emploves/sunscribar name 143, Empoyesisubserar r 1d-¢, Employee/subicricer '3, Relaticnship !o pauent
T (i Ciflsrant than catient's) soc, sec. or [0 aursner ] airthdale
I i MK oo i TYYY = aalt = zarea:
o : t - o g
N i ; T spouse T othar
' -
I have reviewsd the following trestrment plan, 1 awthorize relesss of any [mformstion i hershy atihorize payment of the detial benefits othwrwise paxyabie to me directly to B
relating to this claim. | understand that | am respansible for aR costs of dental trextmaent. below named dental amtity. .
» » ‘
Sigred (Fauen!, or parantf mingr: “Daie Signad (Insurag geraon} Dae
i 18, MName of Bilag Dentist or Derai Entity T 24, 1 lraatment rasult 'Nao.vas| If yes, enter triefdescriousn and sates
; : of accupational
. ' ‘ ilness oranjury?
7! ‘ i
L . 7 Accress whets zayment shou'd be ramifted 25 15 tregimen: result
L. cf auta aceicen??
[
N S ]
f- 3 City. State, Zip 26, Dther aczigden? |
D a
E e :
¥ i 13 Dennst Soc, Sec.er TN | 19, Denustticense no. i 20, Centist prane no. 27. If progtnesis, 5 nis 1 im0, rezsan for rapiasament) . 23. Cale of pnor
i l i } - i slacement
s | ! : :
T [ 21, firatwisitcate | 22 Place of reatmant 23, Ragiographs or | No | Yas, How | 29, s ‘eatment tar { o sarvices already Dats appl-ances Moz, ireatment
currentsarmes | Oice Hosp. =CF Qiner mosels 2a3i0sen? | ‘ | many? arthsgantcs? ' ¢ placee remaining
: ) : Co ; ;
tamlly missing lagm with “2° © 30, Examinates ame Teatment Slan — L5t arder o st ro, 1 thesugh ecih no. 32 — Use cnaring 3ysiem showe, For
- - - T e — - - - adminisirative
- FATIAL iTeoin! Surtace  Descnionen of sarvice | Daw sence | Procedurs : Fee - use anby
= S Degr ! (ielugding x-rays. prognylans, maiesisis usec et} ! naricrned Aymnar = N
R Y e leniar i Mo, Day Year
FF 4 TS — - ;
A el 12 ‘
S T OF oTT AT =
s e HEE Wi
= Sy unsual o = :
el }8 ‘!514:‘?\ f - - N
Tor ot e el : = = ; :
= P '
g z
; 3 E i { I
RIGHT ALEFT > T i
E R - !
E =< = | T T ;
2 - ! H : 1
=Y S— - - -
=g TS T : ; ‘
3 Ts unguar, S A : . N —
o o= R __ Mq 19— :
23 ==l olm= : ( ,
- T oy 28 ,
o @:}J T < - T ”
e T o ‘ * .
= SEEEY — | | ‘
FACIAL — — = - | i |
' |
- - N T o i 1 | ' | [
3* Sgmarks ior unusda. sevices !
| hereby certity that the grocedures as indicatad by date have Seen complated and that the faes submitted Toral Fae
#rethe aztual fees | hava charged and intend to coilect for those pro<edures, cnarggd
»>
Sigres (ireacg Carusy License Nomper Date Max. Atlowabie
Cecuctible
Fagze 10 Carrier o
@American Dental Association, 1990 Carrier pays
4510 Satent pays




Appendix G

DG M WTE
SERVICES INVOICE "
(¥ [J Dental
(MY [OJ Nursing Home
Workers’ Compensation Fund E;}) g Sraczm'e'ﬂ —
ocationa Re on
P.Q. Box 3151, Charleston 25332
! WV WC400 ey, 687 V) [O Other Madical Vander
1. CLAMANT NAME  (Last, First, and Middle Names} 2. CLAMANT ADDRESS  (Street or PC Bax, City, State, and Zip Coda)
3. EMPLOYER BUSINESS NAME 4. EMPLOYER MAIUNG ADDRESS '
5. CLAIMANT SOCIAL SECURITY NO. . - 5. DATE CF INJURY 7. CLAIM NO,
3. REFEARING FHYSICIAN'S PROVIDER NO. 3. REFERSING PHYSICIAN'S NAME 10. DATE CLAIMANT FIRST CONSULTED PROVIDER FOFP
THIS CONDITION
11. DIAGNOSIS CODE {ICD-3-CMYyDESCRIPTION
1, :
2.
s. :
12, PRICR AUTHORIZATION NO. 13, IFEMEAGEMCYCHECK | 14, PATIENT ACCOUNT NO. 15. PROVIDER NO.
HERE
16, CHECK HERE IFPAYMENTISTC | 17. PAYEE NO, _ | 18. PAYEE NAME AND ADDRESS
8E MADE TO CLAIMANT
s SERVICE EO'PF!OCEDURE ffdc 2 DESCRIPTICN = CHARGES 2"'up«u-rs; 2ﬁ-‘r.oﬂsﬁ zanau'u:.
DATE CoODE : CODE TOOTH MO
27. FROVIDER OR CLAIMANT SIGNATURE CATE 28. TOTAL CHARGE 29. AMCUNT PAID 20, BALANCE DUE
31 PEMARKS ) 32, PROVIDER NAME, ADDRESS AND TELEPHONE NO.
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- .- - - . Appendix H

TBOYP R v e . WEST VIRGINIA
DEPARTMENT OF HUMAN SERVICES
DENTIST INVOICE
SEE REVERSE FOR INSTRUCTIONS
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Attachment to Question 2(d):

The Department received only one comment regarding the
preoeposed regulaticn. This comment was sent by Wayne Boggess,
R. Ph., Account Manager for First Health Services Corporation. A
copy ©of the comment is attached hereto and incorporated herein by
reference. ' ) '

After reviewing the comment, the Department concluded that
an amendment to the proposed rule would be appropriate. The
amendment concerns Section 3.3 which reguires an insuring entity,
other than Workers’ Compensation and Medicaid, to accept the
universal pharmacy claim form approved by the Naticnal Council
for Prescription Drug Programs. First Health explained that some
insuring entities, such as the Public Employees Insurance Agency,
currently reguire their participating pharmacists to transmit
claims information at Ypoint-of-szale," i.e., via electronic
transmission. "Point-of-sale" transmission increases
administrative efficiency and allows the pharmacist tc screen for
possible adverse drug interaction. Since mandating the
acceptance of the universal pharmacy claim form would decrease
efficiency in this case, the Department is amending the proposed
rule to allow insuring entities to require their participating
pharmacists to submit claims at "point-of-sale.™




FIRST HEALTH

SERVICES CORPORATION

1902 Ranawha Valley Building
30¢ Capitel Street
Charleston, WV 25301

September 11, 1392 "RECEIVED

8. Keith Huffman, General Counsel -~ SER 11 156D
Office of the Insurance Commissioner - 47
P.O. Box EQ54e LEGAL DivISION
2019 Washington Street, East ‘H.VA.W&.Déq

Charleston, WV 253@5-0540

Dear Mr. Huffman:

The following comments are submitted regarding Title 114,
Legislative Rule, Insurance Commissioner, Series 16:
"Standards for Uniform Health Care Administration.”

Paragraph 3.3 : This paragraph would seem to reguire insurers
and third party administraters to accept the pharmacy
universal claim form (UCF) even when electronic ¢laims
submission is regquired for previder participation in a drug
program. Point-of-sale submissien of drug claims 1s now a
reguirement in the West Virginia PEIA Prescription Drug
Program, as well as other commercial drug programs. This
system allows the insurer, through it's claims
administrators, te review each claim for proper deductible,
copayment, and allowed charges at the time of prescription
£illing. The system prevents overcharges tc members and
insurers due to a pharmacy's lack of deductible history,
copayment or allowad charge information.

Paragraph 3.5 allows voluntary arrangements between insurers
and providers for point of sale transactions, but the
foundation of a prospective drug utilization review progranm,
as required by the PEIA Prescription Drug Program, Medicaid
drug pregrams, and other commercial drug programs is a
mandatory electronic claims submission requirement Zfor
providers. Although repealed, the Medicare Catastrophic
Coverage Act of 1988 included provisions for a point of sale
prospective drug utilization review pregram. Without
mandatory point of sale submissions, providers and members
will not know of c¢laim denials until zfter the prescription
is filled and the paper claim adiudicated. Deterrents to drug
abuse in the way of early refill or duplicate claims denials
would be defeated. Point of sals technology provides each
pharmacy filling prescriptions focr a member access to the
third party administrator's database of drug utilization
history feor that member. Because the po*nt of sale claims
submission is mandatory, that history is current and
complete.

Comporats Office 4300 Cox Road, Glen Allen, Virginia 23060 ¢ RO, Sox 3800, Glen Allen, Virginia 23058 * {204) 865.7400 * Fax (804) S65-7418




Mr. B. Reith Huffman, General Counsel
September 11, 1982 .
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Mandatory point of sale claims submission allows the third
party administrator to review informaticn from zll pharmacies
submitting claims for a member and screen for possible
adverse drug interactions. The TPA's prospective drug
utilization review software can then alert the pharmacist of
any potential. early refills, duplicate claims, drug-drug
interactions, drug-pregnancy interacticns, overutilization,
underutilization, or therapeutic duplications frem all
pharmacies dispensing to that patient. Peint ¢f sale
technology allows the pharmacist to be alerted before the
preseription is filled, thereby aveiding potential adverse
drug reactions. Reguiring insurers and third party
administrators to accept the UCF if providers chooss not to
submit <¢laims electronicalliy weould limit the effectiveness of
prospective drug utilization review. The pharmacist at one
drug store weuld not be aware of prescripticns filled at
ancther.

The PEIA Prescription Drug Program has worked well over a

" year now with mandatory peoint of sale provisicns. The program
is well accepted by both providers and mexbers. The West
Virginia Medicaid drug program recently implemented point of
sale claims processing and is enjoving egual success.

I would alsc 1ike fo point ocut a deficiency of the present
Universzl Cizim Form. The only f£ield availazable for
pharmacists to use in submitting copayment or deductible
informaticn is the "DED AMT" field. Many d&rug programs, Like
PEIA's, reguire submission of exact deductibles, copayment,
and usual and customary charges for drug <laim adjudicatien.
The present NCPDP universal drug claim form is not capable of
reporting all these data elements znd deces not enjey a true
universal applicatien to all drug pregrams. This is an issue
for NCPDP to review, and might perhaps be addressed better on
a future UCF.

S1i7ere*Y,
:/{zaa_/
Wayne Boeggess, R.Ph.

Account Manager :
WV-PEIA Prescription Drug Progran




STATE OF WEST VIRGINIA

Offices of the Insurance Commissioner
GASTON CAPERTON

Governor

Legal Division

HANLEY C. CLARK

Insurance Commissioner

September 18, 1992

HAND DELIVERED
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Ms. Judy Cooper, Director . ST
Administrative Law Division
Office of Secretary of State
State Capitel -

Lo
Charleston, WV 25305

Dear Ms. Cooper:

Enclosed please find for filing: the "Notice of Agency

Approval of a Proposed Rule and Filing with the Legislative Rule-
Making Review Committee;" the "Description of Rule;"™ the

"legislative Rule-Making Review Committee Questionnaire;" a copy
of the agency-approved rule entitled "Standards for Uniform
Health Care Administration" for Series 16,

Title 114;
of the Insurance Commissioners’s existing rule entitled "Unifeorm

and a copy
Health Care Claim Forms," which is to be replaced by the
aforementioned agency-approved ¥ule.

Very truly yours,
Linda Gay

Associate Counsel
LG/ fs
Enclosures

2019 WASHINGTON STREET, EAST ® CHARLESTON, WEST VIRGINIA 25305
Telephone (304) 3480401 ® Facsimile (304) 348-0412

“We are an Equal Opporturity Employer™




