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Housekeeping

All attendees will enter

the meeting on mute
Submit your questions using 

the "Q&A" function – direct 

them to State or specific MCO  
(Note: we will aim to respond to all 

questions directly during or after the 
meeting. Responses to broadly-applicable 
questions may be shared publicly) 

You can enable closed 

captions at the bottom

of the screen
CC

This meeting will be 

recorded to act as an ongoing 

resource

Materials and recording will 

be published and available on 

DMAHS website 
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Agenda

Coordination of Benefits
Geralyn Molinari, Director, Managed Provider Relations, DMAHS

5 min

Overview of Claims Processes
Geralyn Molinari, Director, Managed Provider Relations, DMAHS 

Jana Lang, BH Program Manager, DMAHS
Steven Tunney, Director of Behavioral Health, DMAHS

25 min

Q&A – Breakouts
Steven Tunney, Director of Behavioral Health, DMAHS

Shanique McGowan, BH Program Manager, DMAHS
Aetna, Fidelis, Horizon, UHC, Wellpoint

30 min

MCO Round Robin
Aetna, Fidelis, Horizon, UHC, Wellpoint

50 min

5 min
Next Steps
Shanique McGowan, BH Program Manager, DMAHS

Welcome and SUD Lab Integration update
Shanique McGowan, BH Program Manager, DMAHS

5 min
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Recall | DMAHS is 
integrating all SUD 
lab services under 
managed care, to 
take effect July 1, 
2026

On July 1, 2026, the NJ Division of Medical Assistance and Health 

Services (DMAHS) will integrate substance use disorder (SUD) 

laboratory services, also known as drug testing, under the management 

of the Medicaid Managed Care Organizations (MCOs)

Planned services for integration:

• 80305 – Presumptive drug test through direct optical observation   

• 80306 – Presumptive drug test through instrument-assisted 

observation   
• 80307 – Presumptive drug test through chemistry analyzer   

• G0480 – Definitive drug test for 1-7 drug classes   

• G0481 – Definitive drug test for 8-14 drug classes 

Transition period:

To mitigate disruption, DMAHS is implementing a transition period at the 

onset of integration requiring MCOs to reimburse out-of-network labs 

until their networks comply with DMAHS-defined standards (under 

development; to be shared before implementation)
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Timeline | SUD lab 
service integration will 
go live July 1, 2026, with 
a transition period to 
mitigate disruption

Today

Date to be 

announced 

Carve-in and transition period begin, 

where in-network and out-of-network lab 
providers can bill MCOs

Key change: Providers previously billing 

FFS transition to MCO billing with 
reimbursement at FFS floor

MCOs can begin to lift transition period 

policy if network standards are met

Key change: Once compliant with standards, 
MCOs are no longer required to pay out-of-

network lab providers at FFS floor

July 2026

DMAHS and MCOs conduct readiness 

trainings and issue guidance for lab and 
ordering providers on MCO processes

More detail to follow
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Provider readiness | DMAHS will host trainings for lab and ordering providers 
to ensure readiness for the integration

Thursday, March 12th: Training to 

cover MCO claims and billing 
processes for SUD lab services 

Target audience: Laboratory providers

Carve-in and 

transition 
period begin

February 24: Information session to 

cover general information on integration, 
field initial questions, and connect 
stakeholders

Target audience: Laboratory providers, 
ordering providers

Mar Apr May Jun

Mid-April: Training to cover process 

to credential and contract with 
MCOs opening networks

Target audience: Laboratory 

providers

Mid-May: Refresher training on claims 

/ billing and contracting / credentialing 
processes 

Target audience: Laboratory providers

Mid-June: Office hours to field final 

questions before launch

Target audience: Laboratory providers, 
ordering providers

Lab and ordering providers can sign up for DMAHS Behavioral Health mailing list or visit the BH 

Integration Stakeholder Information website to receive notifications and information about these forums
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We will focus today on managed care claims, but first a reminder to check 
member's coverage

Member's Coverage Service Delivery

• Check member's insurance 

coverage

– Commercial

– Medicare

– Medicaid

• Medicaid is the payer of last resort

Claims Process

• Focus of today

Note: MCO claims processes 

explained today apply to FFS 

reimbursement, not providers that 

with capitated arrangements  

• Your domain of expertise

Detail on next slide Detail in rest of presentation
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Providers are responsible for coordination of benefits (COB) when members 
are covered by more than one health plan

Medicaid is always the payer of 

last resort

Commercial / Medicare also cover lab testing services; important to 

check member coverage

Scenario 1: Member covered by 

Commercial insurance

Scenario 2: Member covered by 

Medicare and Medicaid

Scenario 3: Member covered by 

Medicaid only

• Medicare is primary payer, and Medicaid is secondary payer

• If member is dually eligible, MCO will not pay the full amount, only the 

balance

• Providers can enroll in Medicare online using PECOS1 

• Contact your Medicare Administrative Contractor (MAC) to help you 

navigate enrollment

1. PECOS = Provider Enrollment, Chain, and Ownership System; A National Provider Number (NPI) is required to enroll in Medicare. If you do not have one, you 
can apply on the National Plan & Provider Enumeration System (NPPES) website
Note: Refer to DMAHS Coordination of Benefits Guidance for additional detail

• Commercial is primary payer until 

benefits are exhausted

• Medicare is the primary payer

• Medicaid is the secondary payer

• Medicaid is the sole payer

Coordination of benefits required

https://pecos.cms.hhs.gov/pecos/login.do#headingLv1
https://nppes.cms.hhs.gov/#/
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Medicaid claims process: Seven steps for providers

• What are the 

billing codes 

for the service 

delivered?

• Are there 

other coding 

requirements? 

(i.e., modifiers, 

authorization 

number)

• Which form 

do I use? 

(e.g., 

CMS1500, 

UB-04)

• What fields 

are required 

to complete 

my claim? 

(i.e., "clean 

claim")

• How do I 

submit my 

claim?

• Can I submit 

my claim 

manually 

(i.e., not 

electronic)?

• How can I 

track the 

progress of 

my claim?

• What is the 

expected 

processing 

time?

• Why might 

my claim be 

denied?

• What can I do 

if my claim is 

denied?

Adjudication & 

processing

Claim 

Submission

Required 

Fields

Form  

Selection
Billing codes

• How much 

will I be 

reimbursed?

• How and 

when will I 

receive 

payment?

Reimbursement
Denials & 

Appeals

As needed

1 2 3 4 5 6 7
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Medicaid coding requirements for accurate billing

ICD-10-CM codes for 

primary diagnosis

CPT or HCPCS codes for 
procedures and services

ICD-10-PCS for inpatient 
hospital procedures

Rev codes for hospitals 
and facilities to indicate 
location or department 
where service performed

Why is service is needed? What services were 
performed?

Where were the services 
provided?

Is service authorized or 
billable?

Diagnosis codes Procedure codes Revenue codes Other codes

Medicaid follows National Correct Coding Initiative (NCCI) edits to prevent improper coding and overbilling. 

Providers must also follow MCO-specific coding requirements (detail to come in MCO round robin)

Coordination of Benefits 
(COB) codes to indicate 
how claim should be 
processed

1
Billing codes

https://www.cdc.gov/nchs/icd/icd-10-cm/index.html
https://www.cdc.gov/nchs/icd/icd-10-cm/index.html
https://www.cdc.gov/nchs/icd/icd-10-cm/index.html
https://www.cdc.gov/nchs/icd/icd-10-cm/index.html
https://www.cdc.gov/nchs/icd/icd-10-cm/index.html
https://www.cms.gov/medicare/regulations-guidance/physician-self-referral/list-cpt-hcpcs-codes
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MCOs use same CMS 1500 or CMS 1450 forms as Medicaid FFS

CMS 1500 / 837P 

Link to form

CMS 1450 ("UB-04") / 837I 

Link to form

Provider types 

• Independent clinical 

laboratories

• Individual providers
• Agency or clinic

• Medical group practice

• Physician office

Provider types1

• Hospitals

• Other facilities

2
Form selection

1. Select independent laboratories to use the CMS 1450 for United; providers should confirm appropriate with United.
Source: MCO input

chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.cms.gov/medicare/cms-forms/cms-forms/downloads/cms1500.pdf
https://www.cms.gov/regulations-and-guidance/legislation/paperworkreductionactof1995/pra-listing-items/cms-1450
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What is a clean claim? – Division of Banking & 
Insurance (DOBI) definition

3

• Claim is for a service or supply covered by the health benefits plan

• Claim is submitted with all the information requested on the claim form or in other instructions - focus

• Person to whom service was provided was covered on the date of service;

• The carrier does not reasonably believe the claim has been submitted fraudulently; and

• The claim does not require special treatment1 

1. Special treatment means that unusual claim processing is required to determine whether a service or supply is covered, such as claims involving experimental 
treatments or newly approved medications. The circumstances requiring special treatment should be documented in the claim file

A

B

C

D

E

"Clean claim" means:

Providers need to know exactly which fields are required for each service by MCO

Required fields
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Overview of claims adjudication and processing  

Auto adjudication: goes into pay 

or deny status automatically. 

• Moves to post-adjudication 

immediately

• Paper / electronic remits are 

created

• Checks / EFTs are sent to the 

provider

Manual claims review: Route to a 

claim's processor for manual 

review and processing.

State processing timelines for clean 

claims must be within:

• 15 days for 90% of electronically 

submitted clean claims

• 30 days for 90% of manually 

submitted clean claims

• 45 days for 99.5% of all claims

For additional detail on MCO  

specific processing timelines (which 

may be shorter), please refer to 

each MCO

MCO portal: Some MCOs have a 

portal to track the status of claims, 

adjusted claims and appeals

Other MCOs require providers to 

reach out directly

More details to come from specific 

MCOs

Two-types of 

adjudication

Expected decision 

timelines

How to check the 

status of your claim

5
Adjudication & 

processing



13

Confidential draft for discussion only: pre-decisional

If your claim is denied, you have the right to appeal

• Providers have right to appeal 

denied or underpaid claims if they 
believe the decision was incorrect

• Appeals must be submitted within a 
specified time after receiving 

denial, typically 60-90 days, 
depending on MCO

• Each MCO provides specific contact 
information and forms for submitting 

appeals
– Most MCOs use a version of 

the NJ Healthcare provider 

appeal form

• First level appeal

– Submit appeal to MCO for reconsideration
– Include supporting documentation, such as medical records and billing codes that 

show why the services are necessary

• Second level appeal

– If first appeal is denied, some MCOs allow a second appeal within the required time

• External Review: PICPA

– If appeal is still denied, providers can request an external review through the 
Program for Independent Claims Payment Arbitration (PICPA) 

– Claims must have completed internal review and be $1,000 or more to be eligible1

– Submit via Maximus (vendor) here

Right to appeal Steps to appeal

Tips for submitting appeals

• Reference denial reason
• Submit documentation to show medical necessity
• Use correct coding (CPT/HCPCS, authorization and rev codes)

1

2

3

1. To be eligible, claims must have completed internal review with MCO and be for a total dispute amount of $1,000 or higher

6
Denials & 

appeals

https://www.nj.gov/dobi/chap352/352application.doc
https://www.nj.gov/dobi/chap352/352application.doc
https://dispute.maximus.com/nj/indexNJ
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The State requires MCOs to provide transparency on required fields in 
provider manual and trainings

Category Fields Aetna Fidelis Care Horizon United Wellpoint

Patient 

information

Demographics: Address, DOB, phone number, sex, member ID, 

marital status)

Insured's information: Name, relationship to member, phone 

number, address, date of birth, member ID, sex)

Employer or school name

Provider 

information

Referring provider name and NPI

Billing provider name, NPI, and federal tax ID

Rendering provider Medicaid ID and NPI

Facility information 

Service 

information 

Illness: Diagnosis code including procedure, services, or supplies 

CPT/HCPCS with modifier), dates unable to work

Service: Dates, place, units of service

Billing information: PA, charges

3

Required fields can vary depending on the type of service 

provided and specific MCO guidelines

As of January 1, 2025, each MCO is required to outline the 

required fields (in CMS 1500 and CMS 1450) for a claim to be 
considered “clean”:

Provider manual Provider trainings

Required fields
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Benefits of electronic 

submissions

• Faster processing 

and payment of 

claims

• Eliminates cost of 

sending paper 

claims

• Allows tracking of 

each claim sent

• Minimizes data entry 

errors

Initial claims can be submitted in two ways 
but electronic is preferred

4

1. If coordination of benefits is involved, where MCO is a secondary payee, most MCOs require COB of claims to be submitted within 60 days from the 
date of the primary insurer's Explanation of Benefits (EOB) or 180 days from dates of services (DOS), whichever is later
Note: Electronic Data Interchange (EDI) facilitates streamlined data exchange between MCOs and providers

Paper
Submit by mail only to specified 

address for each MCO

Electronic
Submit via provider portals or 

electronic data interchange

Aetna

Aetna Better Health of New Jersey 

P.O. Box 982967 

El Paso, TX 79998

Note: for in-network providers only

Availity

Payer ID is 46320

Fidelis 

Care

Fidelis Care, Claims Department 

P.O. Box 31224 

Tampa, FL 33631-3224

Fidelis Care Provider Portal or Availity 

Payer ID is 14163

Horizon

Horizon NJ Health Claims Processing Dept..

P.O. Box 24078

Newark, NJ 07101

Availity or Horizon NJ Health EDI

Payer ID is 22326

United

UnitedHealthcare Community Plan 

P.O. Box 5250 

Kingston, NY 12402-5250

Provider Express or EDI

Payer ID is 86047

Wellpoint
Availity

Payer ID is WLPNT

New Jersey Claims, Wellpoint 

P.O. Box 61010 

Virginia Beach, VA 23466

Managed care claims must be submitted within 180 days from date of service (DOS)1 

Claims submission
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During the SUD Lab Integration transition period, MCOs must pay rates at or 
above the FFS floor to all lab providers without a capitated agreement

7

During the transition period, if you believe you have been paid rates below the FFS floor, please contact OMHC  

with specific details regarding your claims, including but not limited to the MCO, service provided, units, and rate paid.

Reimbursement

MCO reimbursement rates are 

negotiated between the lab provider and 

individual MCO

For lab services, some MCOs set up 

capitated arrangements with lab 

providers to reimburse them at a fixed 

rate for a certain volume of tests

During the transition period, all MCOs must pay lab providers, both in-network 

and out-of-network, at or above FFS rates for SUD lab services

• This FFS rate requirement does not apply to any capitated agreements 

established between MCOs and lab providers

If FFS rates change during the transition period, contract rates below FFS floor 

must be adjusted by effective date indicated by DMAHS. 

Medicaid FFS rates (as of March 12th) are found here:

Today, lab providers can 

negotiate rates with MCOs

During the transition period, the State is requiring all MCOs to 

pay at or above FFS rates for non-capitated agreements

Presumptive test codes FFS Rate

80305 $10.08 

80306 $13.71 

80307 $49.71 

Definitive test codes FFS Rate

G0480 $91.54 

G0481 $125.27 

https://www.njmmis.com/RateInformation.aspx
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Lab providers can 
receive reimbursement 
electronically or by 
check

6
Reimbursement

Electronic: Most MCOs offer faster 

payments via electronic remittance, such as 

ACH transfers

Check: Paper checks are an option for 

those without electronic payment capabilities

Electronic payments are preferred because 

they avoid potential delays and potential 

errors
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10 mins x 5 MCOs

• Introduce claims team

• Overview of MCO specific 

processes

• Explain claims platform / 

portal

MCO Round Robin
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Aetna | Meet our claims & billing team

Kate Mignone

Senior Manager, Network Management 

• Claims and Network Point of Contact
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Aetna | Our claims process

• Member Name/ ID#

• Member DOB

• Rendering NPI

• Group Billing NPI

• Pay-to NPI

• Provider Taxonomy #

• Substance Use Diagnosis

• Service Dates to & from 

• Place of Service Code

• HCPC/CPT code

• Line charge and Units

• Electronic Claims – 

Mailing address (see slide 

6)

• Claims must be submitted 

within 180 calendar days 

from date of service

• Providers can submit 

claims:

- Electronic via Availity 

Provider Portal (in-network 

providers only)

- By mail: PO Box 98267 El 

Paso, Tx 79998

- Include Payor ID 46320

• Accepted claims are auto-

adjudicated in Aetna 

system

- Claims that fail 

adjudication are manually 

reviewed

- Claims is moved from 

pay/deny status

- Electronically submitted 

within 15 days; Manually 

submitted within 30 days 

of receipt

• Appeals must be submitted 

within 60 calendar days from 

Notice of Action

• Providers can submit appeal 

via Availity Portal, Phone – 

(855) 232-3596

• Fax – (844) 321-9566

• ABHNJ PO Box 81040 5801 

Postal Road Cleveland OH 

44181

• Appeals need to be 

submitted on a DOBI 

mandated form

• To file a grievance 

electronically, visit Availity 

Provider Portal 

• To file a grievance in writing, 

write to address above

Denials & Appeals
Adjudication & 

processing
Claims submissionRequired fields

Payment & 

Remittance

• Primary coverage 

remittance (if applicable)

• If member has a primary 

insurance, the primary 

remittance advice needs to 

be attached

• Fully processed claim is 

finalized, remit is created 

and payment sent to 

provider

• ABHNJ has 3 check runs 

a week (M, W & F)

• To check status of a claim, 

review in Availity portal or 

call (855) 232-3596

• https://www.aetnabetterhe

alth.com/newjersey/provid

ers/portal.html

Note: to register an NPI, or 

check on provider 

registration, go to 

https://nppes.cms.hhs.gov/he

lp/npi-application-help-page

*Providers must have an 

NPI in order to bill

https://www.aetnabetterhealth.com/newjersey/providers/portal.html
https://www.aetnabetterhealth.com/newjersey/providers/portal.html
https://www.aetnabetterhealth.com/newjersey/providers/portal.html
https://www.aetnabetterhealth.com/newjersey/providers/portal.html
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
https://nppes.cms.hhs.gov/help/npi-application-help-page
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Aetna | Make sure NPI numbers match guidance from MCO – CMS 1500

Four sections on CMS 1500 form for NPI numbers NPIs must match MCO billing requirements

• 17b – Ordering or referring provider

• 24J – Rendering provider
• 32a – NPI of facility
• 33a – NPI of billing provider

33a32a

24J

If billing as an independent laboratory:

• 24J - Providers should enter their Type 2 NPI

• 32a – Providers should enter their Type 2 NPI

• 33a - Providers should enter their Type 2 NPI

If billing as a licensed agency or clinic:

• 24J – Type 2 NPI of clinic/agency, but Type 1 NPI required if 

OBAT prescriber/supervisor

• 32a – Type 2 NPI

• 33a – Type 2 NPI

If billing as a group practice:

• 24J – Type 1 NPI of practitioner

• 32a – Type 2 NPI

• 33a – Type 2 NPI

If billing individually:

• 24J – Type 1 NPI

• 32a – Type 1 NPI

• 33a – Type 1 NPI

How to specify ordering / referring providers in field 17b:

• Type 1 NPI

17b
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Aetna | Make sure NPI numbers match guidance from MCO – CMS 1450 / "UB-
04" 

Sections on CMS 1450 form for NPI numbers NPIs must match MCO billing requirements

If billing as an independent laboratory:

• Field 56: Type 2 NPI
• Field 76: Type 2 NPI
• Field 77: Type 2 NPI

If billing as a facility:

• Field 56: Facility Type 2
• Field 76: Facility Type 2, but Type 1 NPI required if 

OBAT prescriber

• Field 77: Not required

How to specify ordering / referring providers:
• Specify Type 1 NPI in field 78, use qualifier code DN for 

referring provider• 56 – Billing provider

• 76 – Attending provider

• 77 – Operating provider

• 78 & 79 – Other provider(s)

Both attending provider and operating provider may be classed as the 

"rendering provider" depending on service being billed
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CMS 1500 CMS 1450 ("UB-04")

Aetna | Additional billing requirements for CMS 1500 and CMS 1450

• Name / signature in box 31 must be registered to NPI in box 

24J

• Aetna requires laboratories to specify their taxonomy 

codes
• Use billing 2000A-PR Box 33b on CMS-1500/ 

Rendering Box 24J shaded

• Aetna requires laboratories to specify their taxonomy 

codes
• Include taxonomy code on box 81a of UB-04 form

Notes Notes
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Aetna |
Claims portal 
demo

Screenshot of 

portal

Submit claims using ABHNJ Portal

(https://www.aetnabetterhealth.com/newjersey/pro

viders/portal.html)
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FOR ALL MCOs: Please use this slide and others to add in steps with screenshots of the 

claims process for providers through the portal; past MCO submissions are in slides below 
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Fidelis Care of NJ | Meet our claims & billing team

Misti Little
Manager, Claims & Contract Support

• Claims and Business Operations 

Oversight
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Fidelis Care | Our claims process

Proper identifiers:

• Member Info

– Name, DOB, address, 

Fidelis Care ID #

• Provider Info

– Name, TIN, NPI

– Member DOS (Date 

of Service)

– Rendering Provider

– Billing Provider

– Place of Service

– ICD-10 Diagnosis 

Codes

• Out-of-network providers 

will first be validated as 

credentialed 

• Claims can be submitted 

electronically through 

provider’s own clearing 

house or for PAR 

Providers on the Fidelis 

Care portal.

• Include Payer ID 14163 

• Questions with claims 

submissions can be 

directed to 
EDIBA@centene.com

Systems will double check all 

identifiers:

• Provider Information

• Member Information

• Member Benefits

• Bill type

• Service Type

– Service Billed

– Date of service

– Diagnosis Codes

– CPT/Rev code billed

– Quantity Billed

• Adjudication can take up 

to 15 days

Disputes for payment policy 

related issues must be 

submitted to Fidelis Care in 

writing within 90 days of the 

date of denial on the EOP; or 

via the Fidelis Care portal for 

PAR Providers.

Information on disputes and 

appeals can be found on p.6 

of the Quick Reference Guide, 

found on the plan website.

Denials & Appeals
Adjudication & 

processing
Claims submissionRequired fields

Payment & 

Remittance

• Posting time can take up 

to 10 days after 

adjudication has been 

finalized. 

• Remittances are available 

from our vendor Payspan 

once claims have 

finalized/post. You can 

register online at 

payspanhealth.com or call 

1-877-331-7154. 

• Paper Checks are sent out 

within 2 business days 

after posting; EFT is 

usually available within 24 

hours. 

mailto:EDIBA@centene.com
https://www.fideliscarenj.com/providers/medicaid.html?_gl=1*usm0d0*_ga*MTE3Njc0NzQxOC4xNjk1ODM0ODUy*_ga_2BH6Y09M3E*MTc0MDY3MjYxOS4xMTMuMS4xNzQwNjcyNjI0LjU1LjAuMA..*_ga_XNQEBXVC3J*MTc0MDY3MjYxOS4xMDAuMS4xNzQwNjcyNjI0LjU1LjAuMA..
https://www.fideliscarenj.com/providers/medicaid.html?_gl=1*1pmvy5u*_ga*MTE3Njc0NzQxOC4xNjk1ODM0ODUy*_ga_2BH6Y09M3E*MTcyOTA5MjEwMC43Ni4wLjE3MjkwOTIxMDAuNjAuMC4w*_ga_XNQEBXVC3J*MTcyOTA5MjEwMC42My4wLjE3MjkwOTIxMDAuNjAuMC4w
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Fidelis Care | Make sure NPI numbers match guidance from MCO – CMS 1500

Four sections on CMS 1500 form for NPI numbers NPIs must match MCO billing requirements

• 17b – Ordering or referring provider

• 24J – Rendering provider
• 32a – NPI of facility
• 33a – NPI of billing provider

33a32a

24J

If billing as an independent laboratory:

• Field 24J: Individual Type 1 NPI of performing provider, if 

applicable; otherwise, laboratory rendering

• Field 32a: Laboratory facility Type 2 NPI

• Field 33a: Laboratory facility Type 2 NPI

If billing as a licensed agency or clinic:

• Field 24J: Rendering clinician’s Type 1 NPI

• Field 32a: Clinic or agency Type 2 NPI

• Field 33a: Clinic or agency Type 2 NPI

If billing as a group practice:

• Field 24J: Rendering clinician’s Type 1 NPI

• Field 32a: Group practice location Type 2 NPI

• Field 33a: Group practice billing Type 2 NPI

If billing individually:

• Field 24J: Individual Type 1 NPI

• Field 32a: Individual Type 1 NPI

• Field 33a: Individual Type 1 NPI

How to specify ordering / referring providers in field 17b:

• Field 17b: Type 1 NPI of the ordering / referring practitioner

• Applies to: Lab orders, Diagnostic services, any service requiring 

an ordering/referring provider

17b
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Fidelis Care | Make sure NPI numbers match guidance from MCO – CMS 1450 
/ "UB-04" 

Sections on CMS 1450 form for NPI numbers
NPIs must match MCO billing requirements

If billing as an independent laboratory:

• Field 56: Independent lab Type 2 NPI

• Field 76: Individual rendering provider Type 1 NPI, if applicable

• Field 77: Individual operating provider Type 1 if applicable

If billing as a facility:

• Field 56: Facility billing Type 2 NPI

• Field 76: Rendering clinician Type 1 NPI, when applicable

• Field 77: Operating provider Type 1 NPI, when applicable

How to specify ordering / referring providers:

• Ordering or referring provider information must be reported using the 

individual provider’s NPI (Type 1).

• Organizational NPIs (Type 2) should not be used for ordering or 

referring provider fields.

• The ordering/referring provider must be the clinician who initiated or 

authorized the service

• 56 – Billing provider

• 76 – Attending provider

• 77 – Operating provider

• 78 – Ordering or referring provider

• 79 – Other provider(s)

Both attending provider and operating provider may be classed as the 

"rendering provider" depending on service being billed
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Fidelis Care NJ
Claims portal 
demo

Submit claims using Availity

https://www.availity.com/

https://www.availity.com/
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Providers will go to Claims & Payments, and select Claims & Encounters 
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Complete the required fields (*) based on type of claim
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Horizon NJ Health | Meet our claims & billing team

Michael Healey

Director, GP 

Operations

• Responsible for the 

ownership of projects 
and daily operations

Jennifer McGinley

Manager, GP 

Operations

• Responsible for the 

management of 
projects and daily 
operations

Michelle Ray

Business Analyst III, 

GP Operations

• Responsible for 

analysis and resolution 
of system-related  
contract/pricing 

discrepancies 

Toni Gorski

Claims Business Tech 

Analyst, GP 

Operations

• Responsible for 

gathering data for 
analytic reporting 
purposes
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Horizon NJ Health | Our claims process

• Submit claims within 180 days 

from Date of Service or Date of 

Discharge

• Electronic1: 

– Horizon NJ Health EDI 

Gateway through direct 

submission through 

clearinghouse / vendor using 

payor ID 22326

– Availity Essentials

• Paper:

– Horizon NJ Health, Claims 

Processing Department, PO 

BOX 24078, Newark, NJ 

07101-0406

• Horizon NJ Health pays claims 5x 

weekly, Mon – Frid and will pay 

clean claims as follows:

– 90% within 15 days - for 

electronic 

– 90% within 30 days - for paper

• To submit a claim dispute/inquiry:

– Please contact Provider Services at 

1-800-682-9091 or;

– Submit a Claim Investigation inquiry 

via Availity Essentials

• To submit a claim appeal to dispute the 

amount you have been reimbursed, 

send a HCAPPA form within 90 days 

of denial and any supporting 

documentation to us using one of:

– Horizon NJ Health, Claims Appeals, 

PO Box 63000, Newark, NJ 07101-

8064 or;

– Fax: 1-973-522-4678

Denials & Appeals
Adjudication & 

processing
Claims submissionRequired fields

• Key required fields include:

– Horizon NJ Health Member 

ID (YHZ#), Name, DOB

– Provider Name, TIN, 

Rendering NPI

– DOS, Service, Diagnosis, 

Units

1. Hospitals, physicians and health care professionals should send EDI claims

Claim received 
through EDI 

Gateway or Paper 

Claim Submission

Claim exported via 
batch to the 

Medical Electronic 

Adjudication in 
Facets

CLMU IT Rules 
applied in 

preparation for 

claims processing 
in Facets

Applicable claims 
editing applied to 

the claim

All Claim editing is 
resolved and claim 

finalized

1 2

3 4

5

https://www.horizonnjhealth.com/securecms-documents/131/DOBI_appeal_form_0720.pdf
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Horizon NJ Health | Make sure NPI numbers match guidance from MCO – 
CMS 1500

Four sections on CMS 1500 form for NPI numbers NPIs must match MCO billing requirements

• 17b – Ordering or referring provider

• 24J – Rendering provider
• 32a – NPI of facility
• 33a – NPI of billing provider

33a32a

24J

If billing as an independent laboratory:

• 24J - Providers should enter their Type 2 NPI
• 32a – Providers should enter their Type 2 NPI
• 33a - Providers should enter their Type 2 NPI

If billing as a licensed agency or clinic:
• 24J - Providers should enter their Type 2 NPI

• 32a – Providers should enter their Type 2 NPI
• 33a - Providers should enter their Type 2 NPI

If billing as a group practice:

• 24J - Providers should enter their Type 1 NPI
• 32a – Providers should enter their Type 2 NPI

• 33a - Providers should enter their Type 2 NPI

If billing individually:
• Type 1 NPI of practitioner in 32a, 33a, and 24J

How to specify ordering / referring providers in field 17b:
• Type 1 NPI

17b
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Horizon NJ Health | Make sure NPI numbers match guidance from MCO – 
CMS 1450 / "UB-04" 

Sections on CMS 1450 form for NPI numbers NPIs must match MCO billing requirements

If billing as a facility:
• Field 56: Type 2 NPI
• Field 76: Type 1 NPI

• Field 77: Type 2 NPI

How to specify ordering / referring providers:

• Type 1 NPI in field 78 (other providers)

.

• 56 – Billing provider

• 76 – Attending provider

• 77 – Operating provider

• 78 & 79 – Other provider(s)

Both attending provider and operating provider may be classed as the 

"rendering provider" depending on service being billed
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Horizon NJ 
Health Claims 
portal demo

Submit claims using HNJH Portal

https://www.availity.com/

Watch a demo

https://www.availity.com/
https://apps.availity.com/availity/Demos/REC_AP_RISE_Professional_Claim/index.html
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United Healthcare Community & State - NJ | Meet our 
claims & billing team

Regina Garner
​ ISG Subject Matter Expert

Brooke Link
Manager Bus Claims  
Process

Thomas Ouradnik
​ ISG Subject Matter Expert

Lauren Crane
JOC Contact
​ 
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United Healthcare Community & State – NJ | Our claims process

Required but not limited to the 

following:

• Type if Insurance

• Patient Name

• Patient DOB, sex

• Patient address

• Patient relationship to insured

• Providers Federal Tax I.D. 

number (TIN)

• National Provider Identifier (NPI)

• Taxonomy code

• Complete diagnosis (ICD-10-CM)

• Charges

• Place of service

• Procedure / Revenue code

• Modifiers 

• Date of service

• Days or units

• Submission Code

• If authorization obtained/required 

include authorization number. If 

authorization not obtained and 

required contact 1-888-362-3368

Electronic Submission
• Electronic Data Interchange (EDI)

– All claims should be billed using either 

EDI 837I Institutional (hospitals, skilled 
nursing, home health, hospice, and 

rehabilitation facilities) / UB04 or EDI 
837P Professional (Individual, Group 
Practice, Licensed Agency, Clinics, and 

laboratories) 
– Participating providers can verify the 

billing form type in their contract
– Payer D: 86047

• UHCprovider.com is your entry point for all 

the tools and resources you need for doing 
business with us.

Paper Submission 
• Original 1500 version 02/122 (formerly CMS-

1500)
• UB-04 

• UnitedHealthcare Community Plan P.O. Box 
5250, Kingston, NY 12402

Portal Submission 

• UHCprovider.com

• Claims interactive guide
• Claim Submission interactive guide

• Claim received by UHC 

• Routed to the appropriate claim 

platform

• Clean claims may:

– auto adjudicate; or

– route to a claim's processor for 

manual review and processing

• Claim status can be checked via the 

UHCProvider.com 

• Claims must be submitted within 

180 days from the date of service

• Claims Status Quick Start 

Guide - UnitedHealthcare 

Plans

• If coordination of benefits UHC 

secondary payer – 60 days from the 

date of the primary insurer’s EOB or 

180 days from the date of service 

whichever is later

• Clean claim TAT 15 calendar days

• Online via UHCprovider.com

• Denied claims: First step is filing 

a reconsideration to have claim 

re-reviewed. 

▪ Include additional 

documentation at this point

• Claims Quick Start Guide -

Electronic Reconsideration 

Requests

• Mail

Filing time frame for Appeals

• NJ FamilyCare/ Medicaid: Within 

90 days from the determination 

date

• UHC Dual Complete NJ-Y001 

(HMO D-SNP): 

• Par providers should follow 

contract 

• Non-par providers must be 

received within 60 days

Denials & 

Appeals

Adjudication & 

processing
Claims submissionRequired fields

Payment & 

Remittance

• Direct deposit/EFT within 2 

business days 

• PRA  aligns with the EFT

• Paper check are mailed in 7-10 

days

 

https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/2785-65e299197f19d/prod/index.html#/en-US/*/
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/2785-65e299197f19d/prod/index.html#/en-US/*/
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/558-6528183db3513/prod/index.html#/en-US
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/558-6528183db3513/prod/index.html#/en-US
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
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Out of Network (OON) Provider Registration

43

• If you need to submit an out-of-network medical claim, or you have received a letter 

requesting information to verify provider billing, you can start the process of registering 

your tax ID (TIN) now Out-of-network registration | UHCprovider.com.

• Be sure to have a PDF version of your W-9 tax form and documentation to prove your 

primary practice location address. 

• Providers are recommended to bill a HCFA 1500 unless required otherwise. 

https://www.uhcprovider.com/en/resource-library/out-of-network-registration.html
https://www.uhcprovider.com/en/resource-library/out-of-network-registration.html
https://www.uhcprovider.com/en/resource-library/out-of-network-registration.html
https://www.uhcprovider.com/en/resource-library/out-of-network-registration.html
https://www.uhcprovider.com/en/resource-library/out-of-network-registration.html
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United Healthcare Community & State - NJ | Make sure NPI numbers match 
guidance from MCO – CMS 1500

Sections on CMS 1450 form for NPI numbers NPIs must match MCO billing requirements

• 17b – Ordering or referring provider

• 24J – Rendering provider
• 32a – NPI of facility
• 33a – NPI of billing provider

33a32a

24J

If billing as an independent laboratory:

• Field 24J: Type 2 NPI of laboratory

• Field 32a: Type 2 NPI (can either match the billing in Box 33a or be a separate NPI tied 

to the physical service location)

• Field 33a: Type 2 NPI of laboratory

If billing as a Licensed agency or  clinic:

• Field 24J: Individual rendering provider Type 1 NPI

• Field 32a: Type 2 NPI (can either match the billing in Box 33a or be a separate NPI tied 

to the physical service location)

• Field 33a: Type 2 NPI of agency or clinic

If billing as a group practice:

• Field 24J: Individual rendering provider Type 1 NPI

• Field 32a: Type 2 NPI (can either match the billing in Box 33a or be a separate NPI tied 

to the physical service location)

• Field 33a: Type 2 NPI of group practice

If billing individually:

• Field 24J: Individual rendering provider Type 1 NPI

• Field 32a: Type 1 NPI (can either match the billing in Box 33a or be a separate NPI tied 

to the physical service location)

• Field 33a: Individual rendering provider Type 1 NPI

Field 17b:

• Referring provider Type 1 NPI required for lab claims. This is the provider who referred 

the member for the lab services. 

• If billing individually, field 24J and 17b will be the same NPI.

**Providers are recommended to bill HCFA 1500, unless required otherwise. 

17b
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United Healthcare Community & State - NJ | Make sure NPI numbers match 
guidance from MCO – CMS 1450 / "UB-04" 

Sections on CMS 1500 form for NPI numbers NPIs must match MCO billing requirements

If billing as an independent laboratory or facility:

• Field 56 should include the Type 2 NPI of the lab or 
facility performing the service

How to specify ordering / referring providers:
• Outpatient Services: In Field 76, enter the 

ordering/referring providers name and type 1 NPI

• Inpatient Services: In Field 76, enter the attending or 

ordering providers name and type 1 NPI.

**Field 77-79, (operating and other providers) are generally 
not required for standard outpatient lab claims. 

• 56 – Billing provider

• 76 – Attending provider

• 77 – Operating provider

• 78 & 79 – Other provider(s)

Both attending provider and operating provider may be classed as the 

"rendering provider" depending on service being billed
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UHC Community 
Plan
Claims portal 
demo

Screenshot of 

portal

Submit claims using UHC Portal

UHCprovider.com > Sign In (upper right corner)

https://www.uhcprovider.com/
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Additional Claim Resources

The following online resources provide additional claims information and trainings 

Claim Overview: Claims, billing and payments | UHCprovider.com

Claim Submission: Claim Submission

Claim Reconsideration: Claims Quick Start Guide - Electronic Reconsideration Requests

Claim Status: Claims Status Quick Start Guide - UnitedHealthcare Plans\

Electronic Payment Options: Claims Status Quick Start Guide - UnitedHealthcare Plans

https://www.uhcprovider.com/en/claims-payments-billing.html
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/558-6528183db3513/prod/index.html#/en-US/*/
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://chameleon-4-prod.s3.amazonaws.com/clients/39-64ecae4085df9/courses/644-6542665160f77/prod/index.html#/en-US/*/lesson/1/1
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
https://www.uhcprovider.com/content/dam/provider/docs/public/claims/Claims-Status-QSG.pdf
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Wellpoint | Meet our claims & billing team

Eyreny Mekhaiel
GBD State Operations 
Director

Heidi Coluni
Director, Provider Solutions

Michael Giaimo
Business Change 
Manager, Sr.
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Wellpoint | Our claims process

• Claims must include:

– member 
information

– CPT-4, HCPCS or 

rev codes
– ICD-10 Diagnosis 

codes
– rendering provider 

NPI 

– tax ID
– authorization # (as 

applicable)
– NDC #
– Itemized invoices

– Other pertinent 
information

• Claims must be 

submitted with 180 
days from the date of 
service. 

• Claims are submitted 
via www.Availity.com

• Claim can be mailed 
to:
– Wellpoint NJ 

Claims Dept, PO 
Box 61010, Virginia 

Beach, VA 23466-
1010

• Claims can be tracked 

via Availity. 
• Claims submitted 

electronically are 

processed with within 
15 days from receipt of 

claim
• Claims submitted 

manually are 

processed within 30 
days. 

• Claims are processed 
daily for payment. 

• A claim might be 

denied for member 
termination, no 
authorization, incorrect 

billing codes, missing 
NDC#, or COB.

• Providers can appeal 
the claim via Availity 
within 90 day from the 

denial date.
– Written letter (same 

address as 
submission).

Denials & Appeals
Adjudication & 

processing
Claims submissionRequired fields

Payment & 

Remittance

• Claims are processed 

within 30 days hence 
payment goes out after 
the claims are 

processed
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Wellpoint | Make sure NPI numbers match guidance from MCO – CMS 1500

Four sections on CMS 1500 form for NPI numbers NPIs must match MCO billing requirements

• 17b – Ordering or referring provider

• 24J – Rendering provider
• 32a – NPI of facility
• 33a – NPI of billing provider

33a32a

24J

If billing as an independent laboratory :

• 24J – Not required for laboratories

• 31 – Not required for laboratories

• 32a – Type 2 NPI of facility, only populated if different from 33a

• 33a – Type 2 NPI of billing provider

If billing under a group practice OR licensed agency/clinic:

• 24J – Enter Type 1 NPI of the provider who rendered services.

• 31 – Rending physician signature; may be a stamp, print or 

computer-generated signature; otherwise, the practitioner or 

practitioner’s authorized representative MUST sign

• Note: Field 31 does not exist in electronic 837P, 

meaning this field is not required when claim is 

submitted electronically. 

• 32a – Type 2 NPI of facility, only populated if different from 33a

• 33a – Type 2 NPI of billing provider

If billing individually:

• Type 1 NPI of practitioner in 32a, 33a, and 24J

17b
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CMS 1500 CMS 1450 ("UB-04")

Wellpoint | Additional billing requirements for CMS 1500 and CMS 1450

Independent labs must bill on Claim Form 1500

• Laboratory CLIA number MUST be included in Box 23 on 
claim to avoid denial

• Referring physician MUST be included in Box 17b on 

claim to avoid denial

Typically, hospitals will not bill SUD labs as standalone service

• SUD labs would be in combination with other services being 
provided (such as ER visit, observation, inpatient etc.). 

Three sections to enter NPI:
• 56 – Billing provider

• 76 – Attending provider 
• 77 – Operating provider

Billing as a facility:
• Field 56 – Type 2 NPI

• Field 76 – Attending provider name and Type 1 NPI; also 
classified as ordering provider in inpatient settings

• Field 77 – Operating provider name and Type 1 NPI

Notes Notes
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Wellpoint
Claims portal 
demo

Submit claims using Availity
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Need help? Visit the state’s BH Integration Stakeholder website or contact 
the member's MCO; if you cannot reach a resolution, outreach DMAHS 

The Provider Resources 

webpage2 of the BH stakeholder 

website has information for 

providers including:

• Notices of upcoming office 

hours or updates

• NJSAMS Training materials 

• NJSAMS, IME, and MCO 

contact information

• Provider guidance packet

For specific member inquiries and 

MCO-related questions, please 

contact the member’s MCO:

If your issue is related to 

contracting & credentialing, 

claims & reimbursement, 

appeals, or prior authorizations, 

then contact OMHC:

• mahs.provider-inquiries

• @dhs.nj.gov

– Include specific details 

regarding your claims

– If multiple claims are 

impacted, the information 

should be summarized 

using an Excel file 

– All Protected Health 

Information (PHI) must be 

sent securely

If your issue is related to policies & 

guidelines, access to services, or 

general questions, then contact 

DMAHS BH Unit:

• dmahs.behavioralhealth

• @dhs.nj.gov

• 1-609-281-8028

BH Integration Stakeholder 

Information website1  

Member’s Managed Care 

Organization

DMAHS – Office of 

Managed Health Care

DMAHS Behavioral Health 

Unit

Aetna Fidelis Care Horizon

NJ Health

UnitedHealthcare Wellpoint

1. https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/ 2. https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-
resources.shtml

Find more MCO-specific PA 

resources in the appendix

https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
https://www.nj.gov/humanservices/dmhas/documents/pdf/resources/providers/BH-Integration-Provider-Readiness-Packet.pdf
https://www.nj.gov/humanservices/dmhas/documents/pdf/resources/providers/BH-Integration-Provider-Readiness-Packet.pdf
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
https://www.nj.gov/humanservices/dmhas/resources/providers/stakeholder/provider-resources.shtml
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State Q&A
DMAHS claims questions
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MCO Q&A
MCO-specific claims questions
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Choose your breakout room

To join a breakout room:

1. Click "Join breakout room" on 
toolbar at the bottom of the Zoom. If 

the button is not visible, click "More" 
and then "Join breakout room".

2. Click "Join" for the MCO room you 

wish to be in

3. Click "Yes" to be moved into the 
room

To switch to another MCO room:

1. Click the "Breakout room" button 
on the toolbar at the bottom of the 

zoom 
2. Then, click "Choose breakout 

room"
3. Like above, click "Join" for the MCO 

room you wish to be in

To go back to the Main Room:

1. Click the "Leave room" button 
on the bottom right of the 

screen
2. Click "Leave Breakout Room"
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