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292.910 National Drug Codes (NDCs) 7-4-201-1-

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1



Physician/Independent Lab/CRNA/Radiation Therapy Center

Section Il

Labeler ID | Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. SQUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000
ooooz2 - ELL LILLY AMD COMPARMNY 1/111991

0ooos  E.R. SQUIBE & SOMS, INC 11199

oooo4  HOFFMAMN-LA ROCHE 141/1931

ooo0s | LEDERLE LABORATORIES 1171991

oooos  MERCK. & CO., INC. 141199

o000y GLARDESMITHKLIME 141/1931

ooaos  WYETH LABORATORIES 1171931

gooos  PFRIZER, INC. 1141931

o001 1 BECTON DICKINSOM MICEOBIOLOGY 5YSTEMS 104151991 711115998
00013 PFIZER, IMC, 14171991

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)
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NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on
PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters, or grams. If the patient is provided 2 oral tablets,
one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25mg S0mg N/ 25 mgqtablet
O+ O =7amg *
o ol my tablet
& g

MOC guantity =1 each
(1 unit of a 25 mg tablet and 1 unit of & 50 mg tablet)

HCPCS/CPT Code Unit =1
(1 unit of Drug A tataling 75 mao)
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Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCPCS/CPT Code Unit =1
(one 25 mg unit of Drug B)

/ MOC Cuantity = & far the 5 ml administered

S ml {orce)
Every 10 ml =50 my adrministerad

L 4

YWaste =5 ml or 25 my

(forthe 5 ml or 25 myg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500
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-Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd and
subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e  KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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Detail 1
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I. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

V. Femitioneseiees

V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations, or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
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documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength, and
amount) was administered and on what date, to the beneficiary in question.

See Section 292.950 for additional information regarding drug code billing.

292.950 Injections, Therapeutic and/or Diagnostic Agents 2-4-221-1-

|&3

A.  Providers billing the Arkansas Medicaid Program for covered injections should bill the
appropriate CPT or HCPCS procedure code for the specific injection administered. The
procedure codes and their descriptions may be found in the Current Procedure
Terminology (CPT) and in the Healthcare Common Procedural Coding System Level |l
(HCPCS) coding books.

Injection administration code, is payable for beneficiaries of all ages. May be used for
billing the administration of subcutaneous and/or intramuscular injections only. This
procedure code cannot be billed when the medication is administered “ORALLY.” No fee
is billable for drugs administered orally.

Cannot be billed separately for Influenza Virus vaccines or Vaccines for Children (VFC)
vaccines.

Cannot be billed to administer any medication given for family planning purposes. No
other fee is billable when the provider decides not to supply family planning injectable
medications.

Cannot be billed when the drug administered is not FDA approved.

View or print the procedure codes for Physician/Independent Lab/CRNA/Radiation
Therapy Center services.

Mespeﬁheegovered drugs can be billed electronically oron Qager.—Hewever,—any

24D—ef—the£MS450&ela+m49nn—\hew&GMS4—500%ample~ferm— If requested
additional documentation may be required to justify medical necessity. Reimbursement for
manually priced drugs is based on a percentage of the average wholesale price.

See Section 292.940 for coverage information of radiopharmaceutical procedure codes.

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of
2005 for drugs. See Section 292.910 for further information.

Administration of therapeutic agents is payable only if provided in a physician’s office,
place of service code “11.” These procedures are not payable to the physician if
performed in any other setting. Therapeutic injections should only be provided by
physicians experienced in the provision of these medications and who have the facilities to
treat patients who may experience adverse reactions. The capability to treat infusion
reactions with appropriate life support techniques should be immediately available. Only
one administration fee is allowed per date of service unless “multiple sites” are indicated in
the “Procedures, Services, or Supplies” field in the CMS-1500 claim form. Reimbursement
for supplies is included in the administration fee. An administration fee is not allowed when
drugs are given orally.

Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges for therapeutic and chemotherapy administration procedure codes.
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See Section 292.940 for radiopharmaceutical drugs.

B.  For consideration of payable unlisted CPT/HCPCS drug procedure codes:

| 1. The provider must submit an electronic or paper claim that includes a description of
the drug being represented by the unlisted procedure code on the claim form.

2. Documentation that further describes the drug provided must be attached and must
include justification for medical necessity.

3. All other billing requirements must be met in order for payment to be approved.

C. Immunizations

Physicians may bill for immunization procedures on the CMS-1500 claim form. View a
CMS-1500 sample form. See Section 292.950 for covered vaccines and billing protocols.

Coverage criteria for all immunizations and vaccines are listed in-Part-F-ofthis-section the
Procedure Code Tables - Arkansas Department of Human Services.

Influenza virus vaccine through the Vaccines for Children (VFC) program is determined by
the age of the beneficiary and obviously which vaccine is used.

The administration fee for all vaccines is included in the reimbursement fee for the vaccine
CPT procedure code.

D. Vaccines for Children (VFC)

The Vaccines for Children (VFC) Program was established to generate awareness and
access for childhood immunizations. Arkansas Medicaid established new procedure codes
for billing the administration of VFC immunizations for children under the age of 19 years of
age. To enroll in the VFC Program, contact the Arkansas Division of Health. Providers
may also obtain the vaccines to administer from the Arkansas Division of Health. View or
print Arkansas Division of Health contact information.

Medicaid policy regarding immunizations for adults remains unchanged by the VFC
Program.

Vaccines available through the VFC Program are covered for Medicaid-eligible children.
Administration fee only is reimbursed. When filing claims for administering VFC vaccines,
providers must use the CPT procedure code for the vaccine administered. Electronic and
paper claims require modifiers EP and TJ. ARKids First-B beneficiaries are not eligible for
the Vaccines for Children (VFC) Program; however, vaccines can be obtained to
administer to ARKids First-B beneficiaries who are under the age of 19 by contacting the
Arkansas Department of Health and indicating the need to order ARKids-B SCHIP
vaccines. View or print the Department of Health contact information.

When vaccines are administered to beneficiaries of ARKids First-B services, only modifier
SL must be used for billing. Any additional billing and coverage protocols are listed under
the specific procedure code in the tables section of this manual. See Part F of this section.

E. Billing of Multi-Use and Single-Use Vials

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of
2005 for drugs.

1. Multiple units may be billed when applicable. Take-home drugs are not covered.
Drugs loaded into an infusion pump are not classified as “take-home drugs.” Refer to
payable CPT code ranges.

2. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the
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dosage given is not a multiple of the number provided in the HCPCS code
description the provider shall round up to the nearest whole number in order to
express the HCPCS description number as a multiple.

a.

Single-Use Vials: If the provider must discard the remainder of a single-use
vial or other package after administering the prescribed dosage of any given
drug, Arkansas Medicaid will cover the amount of the drug discarded along with
the amount administered._Discarded drugs shall be billed on a separate detail
line with a JW (Drug wastage) modifier.

Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units
administered to the beneficiary.

Documentation: The provider must clearly document in the patient’s medical
record the actual dose administered in addition to the exact amount wasted
and the total amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units

for billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.

See Section 292.910 for additional information regarding National Drug Code (NDC)

billing.

GFE. Process for Obtaining a Prior Authorization Number from Arkansas-FeundationforMedical
GCare-{AFMG)the DHS contracted Prior Authorization vendor.

heseCovered drugs may be
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A Prior Authorization number (PA) must be requested before treatment is initiated for any
drug, therapeutic agent or treatment that indicates a Prior Authorization is required in a
provider manual or an official Division of Medical Services correspondence.

The Prior Authorization requests should be completed using the approved AFMC

contracted vendor Prior Authorization request form. and-mustbe-submitied-by-mailfaxor
hitps://afmec.org.reviewpoint/-(View or print PA form.)

A decision letter will be returned to the provider by fax or e within five (5) business days.

If approved, the Prior Authorization number must be appended to all applicable claims,
within the scope of the approval and may be billed electronically or on a paper claim with
additional documentation when necessary.

Denials will be subject to reconsideration if received by AFME-the contracted vendor with
additional documentation within fifteen (15) business days of date of denial letter.

A reconsideration decision will be returned within five (5) business days of receipt of the
reconsideration request.

HG. Contact Information for Obtaining Prior Authorization

View or print contact information to obtain the DHS or designated vendor step-by-
step process for requesting prior authorization.
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*Procedure code requires paper billing with applicable attachments and must follow NDC
protocol. (See Section 292.910 for NDC protocol.)

See Sections 261.000 — 261.220 for prior authorization procedures.
See Section 244.100 for instructions regarding obtaining a Prior Approval Letter.

List 663/4063603 diagnosis codes include: (View ICD Codes.) Diagnosis List 663/463603
restrictions apply to ages 21y and above unless otherwise indicated in the age restriction
column.
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242.400 Drug Procedure Codes and National Drug Codes (NDCs) #-4-201-1

N

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005 for drugs. This
explains policy and billing protocol for providers that submit claims for drug HCPCS/CPT codes
with dates of service on or after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4th edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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ooooz2 - El LILLY AND COMPANY |18

0ooos  E.R. SQUIBE & SONS, INC | 1MA18

ooood4 HOFFRMAMM-LA ROCHE | 1M193

oooos | LEDERLE LABORATORIES 1171991

oooos  MERCK & COL, INC, | 14153

o007 GLAXDSMITHELINE 1171991

oooos — WYETH LABORATORIES 114193

00009 PFIZER, INC. 14141991

oo 1 BECTON DICKINEON MICROBIOLOGY SYSTEMS | 10/1/1990 711415998

00013 PFIZER, IMC. 1171991

Labeler ID Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. SQUIBB & SONS, LLC. 01/01/1081 01/01/3000
00004 GENENTECH, INC 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1891 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1881 01/01/3000
00023 ALLERGAN INC 01/01/1091 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1981 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA-assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT CODE | PACKAGE CODE
CODE (4 digits) (2 digits)
(5 digits)
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NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

C. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug, whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral
tablets, one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of
75 mg) in the example whereas the NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet). See Diagram 4.

Diagram 4
25mg  S0mg N/ 25 mgtablet
w + " =TEmg i
v 50 mgtablet
HCPCS/CPT Code Unit =1 MOC quantity = 1 each

{1 unit of Drug A totaling ¥5 mg) (1 unit of & 25 my tablet and 1 unit of a 50 mg tablet)
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Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50
mg per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be

Claims Filing) and E (Paper Claims Filing) below.

‘ documented as wasted. See Diagram 5. For billing wastage, see bullets D (Electronic

Diagram 5

Every 10 ml = 50 rmy administered

HCPCS/CPT Code Unit =1
[one 25 mg unit of Drug B)

f"_% = / MODC Cuantity = 5 for the 5 ml administered

5 ml (orcc)

YWaste =5 ml or 25 mg

{forthe & ml ar 25 mg not administered)

D. Electronic Claims Filing 8371 (Outpatient)

-Providers are instructed to bill as follows:

1 NDC for a procedure — 1st/only detail shall be billed with no modifier

2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier
3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

4 or more NDCs for same procedure — submit via paper claim

Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same

NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

KQ = Second or subsequent drug of a multiple drug unit dose formulation

JW = Drug wastage

E. Paper Claims Filing CMS-1450 (UB-04)
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd gets billed

with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd and

subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

Diagram 6

Dietail 1

Gequence | QNG CE | DERCRrTON SHCIPCH TR WP 0008 0 ST o LNTY 7 TORAL OWURCEY NN OmAHE |
L’j:1 36 N4 123456789712 UN 1.00 11234 06701707 1 7500 ]
- Lfeaee? Jhedp N4 01111222233 UN 100 71234 08/01/07 0 000 i
[ 0wz | Jo3gs Hemogram 85025 08/01/07 1 5500 :
Semwerce1 0636 N4 44444555506 UN 5.00 16789 08/01/07 1 2100 |
‘..‘. 43 DF T | = 1P " - ,
0636 N4 12345678912 UN 1.00 71234 KP 01/01/22 1 2500
|0636 N4 01111222233 UN 1.00 Z1234 KQ 01/01/22 1 2500
‘0636 N4 44444455506 ML 3.00 71234 KQ 01/01/22 3 7500
'|0636 N4 44444455506 ML 2.00 71234 JW 01/01/22 2 5000
I

Batall Seql;ence NDC F}R::d?f?;e Drug Name/Dose/Route Wasted
1 1 112|3]4|5]6|7]8]09 2| Z1234 ABC drug/25 MG/Oral 0
1 2 ol1|1]1]1]2]2]2]2 3| 71234 XYZ drug/50 MG/Oral 0
3 1 4/4|4|4|5|5|5]|5 6 | 76789 PRQ drug/5 MLV 5 ML
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GFE. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any
original claim will have to be voided and a replacement claim will need to be filed.
Providers have the option of adjusting a paper or electronic claim electronically.

1G. Record Retention

Each provider must retain all records for five (5) years from the date of service or until all
audit questions, disputes or review issues, appeal hearings, investigations, or
administrative/judicial litigation to which the records may relate are concluded, whichever
period is longer.

At times, a manufacturer may question the invoiced amount, which results
in a drug rebate dispute. If this occurs, you may be contacted requesting a
copy of your office records to include documentation pertaining to the billed
HCPCS/CPT code. Requested records may include NDC invoices showing
the purchase of drugs and documentation showing what drug (name,
strength, and amount) was administered and on what date, to the
beneficiary in question.

242.410 Billing of Multi-Use and Single-Use Vials H-1-1511-

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges 96365 through 96379.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description, the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1. Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2.  Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.
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Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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262.431 Billing of Multi-Use and Single-Use Vials 2-1-221-1-
23

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for ARKids First-B procedures and services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description, the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.  Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2.  Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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272.531

National Drug Codes (NDCs) 7-1-201-1-

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4th edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A.

Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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ooooZ  ELILILLY AMD COMPANY 1711193

00003 E.R SQUIBE & SOMS, IMC 114193

00004 HOFFMAMMN-LA ROCHE 1411193

0oo0s  LEDERLE LABORATORIES 1414193

o000s — MERCK & CO., IMC, 1141931

00007 GLAXOSMITHKLINE 17141931

oooos - WYETH LABORATORIES 114193

0oons  PFIZER, INC. _ 1141931

0oa11 BECTOMN DICKINSON MICROBIOLOGY SYSTEMS 104151991 74141993

00013 PFIZER, IMC, 1141981

Labeler ID  Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. SQUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC. 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1891 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of

service must be prior to the NDC termination date. The NDC termination date represents

the shelf-life expiration date of the last batch produced, as supplied on the Centers for

Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by

the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard

11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)

segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package

code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)

segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five

(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the

package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)




Certified Nurse-Midwife Section Il

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE

Required 11-digit NDC
(5-4-2) Billing Format

12345-6789-1 12345678901
1111-2222-33 01111222233
01111-456-71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. [f the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg S0mg N/ 25 mgqtablet
O+ O =7Emg

b

A0 mgtablet
O /

MOC guantity =1 each
i1 unit of a 25 mg tablet and 1 unit of 3 50 mg tablet)

HCPCS/CPT Code Unit =1
(1 unit of Drug A totaling 75 mag)



| Certified Nurse-Midwife Section Il

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCRCS/CPT Code Unit =1
(one 25 myg unit of Drug B)

> / MOC Cuantity = & far the 5 ml administered

& ml {arcc)
Every 10 ml =50 my administered

Waste =5 ml or 26 mg

(for the 5 ml or 25 my not administere d)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd and
subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e  KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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Detail 1

o, A DATIL I 8 S I B C | B PROCECUNGS, SCANACES, On srriEs | E. | F ¥ =

Wi EB W um o W }‘&‘d wa | TR O eowcten | scewnces o P |-

seuencs | N4 T2a9ee7ea12 UN 100 [ |Zam7ea_ |3

Sequencez (08 |01 |07 [08 |01 |07 |11 | | z1234 | | I | 25lo0] 1 | [wa | &

o[ N4 01111222233 UN 100 , i -

log |01 |07 |o8 (o1 [o7 |11 l ez | | | . | 55 oo 1 [ W

471\14444&4554565‘1:&.'5‘.00"1'“'—‘ o —“ """L'—'l—[‘—j‘ﬂmmn E

Sequence ! %08 |01 |07 08 |01 {07 (11 | | ZB7EQ E=T—1 =11 | 3100) 1 | [l 18

Detal s Sttt l : 1 I 2
. N4 12345678912 UN 1.00 S Sy 123456789 }
01 01 22 |01 01 22 11 Z1234  KP 1 2500 1 g
,N4 01111222223 UN 1.00 123456789 %
“o1 ‘01 22 fo1 ‘01 22 |11 171234 KQ 1 2500 1 &
- N4 44444455506 ML 3.0 123456789 g
‘01 01 22 01 0122 11 71234  KQ 1 7500 3 5
. N4 44444455506 ML 2.0 123456789 ._f
%01 T01322 |01 j01 22 |11 21234 W 1 5000 2 5
5 <
& =
De;ail Seql.;ence NDC F"ﬂrv?;:d?fti:edre Drug Name/DoselRoute Wasted

1 1 112[3]4|5|6/7|819|1]|2]| 71234 ABC drug/25 MG/Oral 0
1 2 o[ 111 [1]2]2]2]2]3[3] z1234 XYZ drug/50 MG/Oral 0

3 1 4/4(4]4|4|5/5|5|/5|0|6]| 26789 PRQ drug/5 ML/IV 5 ML

Ill. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

P FPesmitionesfehdees

V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations, or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.
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At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength, and
amount) was administered and on what date, to the beneficiary in question.

See Section 272.533 for additional information regarding drug code billing.

-

272.533 Injections, Therapeutic and/or Diagnostic Agents 2-1-2211

|

A.  Providers billing the Arkansas Medicaid Program for covered injections should bill the
appropriate CPT or HCPCS procedure code for the specific injection administered. The
procedure codes and their descriptions may be found in the Current Procedure
Terminology (CPT) and in the Healthcare Common Procedural Coding System Level Il
(HCPCS) coding books.

Injection administration code is payable for beneficiaries of all ages. May be used for
billing the administration of subcutaneous and/or intramuscular injections only. This
procedure code cannot be billed when the medication is administered “ORALLY.” No fee is
billable for drugs administered orally.

Cannot be billed separately for Influenza Virus vaccines or Vaccines for Children (VFC)
vaccines.

Cannot be billed to administer any medication given for family planning purposes. No other
fee is billable when the provider decides not to supply family planning injectable
medications.

Cannot be billed when the drug administered is not FDA approved.
MespeﬁheeCovered drugs can be b|IIed electronlcally oron Qage Hewever—any

24D—ef—the£MS4—50&eLm49rm—\Aewa£MS450&sampleierm—lf requested

additional documentation may be required to justify medical necessity. Reimbursement for
manually priced drugs is based on a percentage of the average wholesale price.

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of
2005 for drugs. See Section 272.531 for further information.

Administration of therapeutic agents is payable only if provided in a physician’s office,
place of service code “11.” These procedures are not payable to the certified nurse-
midwife if performed in any other setting. Therapeutic injections should only be provided by
certified nurse-midwives experienced in the provision of these medications and who have
the facilities to treat patients who may experience adverse reactions. The capability to treat
infusion reactions with appropriate life support techniques should be immediately available.
Only one administration fee is allowed per date of service unless “multiple sites” are
indicated in the “Procedures, Services, or Supplies” field in the CMS-1500 claim form.
Reimbursement for supplies is included in the administration fee. An administration fee is
not allowed when drugs are given orally.

Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges for therapeutic and chemotherapy administration procedure codes.

B.  For consideration of payable unlisted CPT/HCPCS drug procedure codes:
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1. The provider must submit an electronic or paper claim that includes a description of
the drug being represented by the unlisted procedure code on the claim form.

2.  Documentation that further describes the drug provided must be attached and must
include justification for medical necessity.

3. All other billing requirements must be met in order for payment to be approved.

C. Immunizations

Physicians may bill for immunization procedures on the CMS-1500 claim form. View a
CMS-1500 sample form.

Coverage criteria for all immunizations and vaccines are listed in PartF-efthis-sectionthe
Procedure Code Tables — Arkansas Department of Human Services.

Influenza virus vaccine through the Vaccines for Children (VFC) program is determined by
the age of the beneficiary and which vaccine is used.

The administration fee for all vaccines is included in the reimbursement fee for the vaccine
CPT procedure code.

D. Vaccines for Children (VFC)

The Vaccines for Children (VFC) Program was established to generate awareness and
access for childhood immunizations. Arkansas Medicaid established new procedure codes
for billing the administration of VFC immunizations for children under the age of 19 years of
age. To enroll in the VFC Program, contact the Arkansas Department of Health. Providers
may also obtain the vaccines to administer from the Arkansas Division of Health. View or
print Arkansas Department of Health contact information.

Medicaid policy regarding immunizations for adults remains unchanged by the VFC
Program.

Vaccines available through the VFC Program are covered for Medicaid-eligible children.
Administration fee only is reimbursed. When filing claims for administering VFC vaccines,
providers must use the CPT procedure code for the vaccine administered. Electronic and
paper claims require modifiers EP and TJ. ARKids First-B beneficiaries are not eligible for
the VFC Program; however vaccines can be obtained to administer to ARKids First-B
beneficiaries who are under the age of 19 by contacting the Arkansas Department of
Health and indicating the need to order ARKids First-B SCHIP vaccines. View or print the
Department of Health contact information.

When vaccines are administered to beneficiaries of ARKids First-B services, only modifier
SL must be used for billing. Any additional billing and coverage protocols are listed under
the specific procedure code in the tables in this section of this manual. See Part F of this
section.

E. Billing of Multi-Use and Single-Use Vials

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of
2005 for drugs.

1. Multiple units may be billed when applicable. Take-home drugs are not covered.
Drugs loaded into an infusion pump are not classified as “take-home drugs.” Refer to
payable CPT code ranges.

2. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the
dosage given is not a multiple of the number provided in the HCPCS code
description the provider shall round up to the nearest whole number in order to
express the HCPCS description number as a multiple.
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a.

Single-Use Vials: If the provider must discard the remainder of a single-use
vial or other package after administering the prescribed dosage of any given
drug, Arkansas Medicaid will cover the amount of the drug discarded along with
the amount administered._Discarded drugs shall be billed on a separate detail
line with a JW (Drug wastage) modifier.

Multi-Use Vials are not subject to payment for any discarded amounts of the
drug. The units billed must correspond with the units administered to the
beneficiary.

Documentation: The provider must clearly document in the patient’s medical
record the actual dose administered in addition to the exact amount wasted
and the total amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units

for billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.

See Section 272.531 for additional information regarding National Drug Code (NDC)

billing.

GE. Process for Obtaining a Prior Authorization (PA) Number from ArkansasFoundation
for-Medical- Gare (AFMC)the DHS contracted Prior Authorization vendor.

ferm—'FheseCovered drugs may be bllled electronlcally or on a paper cIalm Addltlonally,
these procedure codes requiring a PA will no longer require manual review during the
processing of the claim.
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A PA must be requested before treatment is initiated for any drug, therapeutic agent or
treatment that indicates a PA is required in a provider manual or an official Division of
Medical Services correspondence.

The PA requests should be completed usmg the approved AEMGcontracted vendor PA

request form a b d-by ; s 0 t-(View or
print PA form.)

A decision letter will be returned to the provider by fax or e-mail within five (5) business
days.

If approved, the Prior Authorization number must be appended to all applicable claims,
within the scope of the approval and may be billed electronically or on a paper claim with
additional documentation when necessary.

Denials will be subject to reconsideration if received by AFME-the contracted vendor with
additional documentation within fifteen (15) business days of date of denial letter.

A reconsideration decision will be returned within five (5) business days of receipt of the
reconsideration request.

HG. Contact Information for Obtaining Prior Authorization

View or print contact information to obtain the DHS or designated vendor step-by-step
process for requesting prior authorization.
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{H.  All family planning procedures require an FP modifier and a primary family planning
diagnosis on the claim.

*Procedure code requires paper billing with applicable attachments and must follow NDC
protocol. (See Section 272.531 for NDC protocol.)

See Section 240.000-240.200 for prior authorization procedures.

List 8634403603 -diagnosis codes include: (View ICD Codes.) Diagnosis List 863/463-603
restrictions apply to ages twenty-one (21) years and above unless otherwise indicated in the age
restriction column.
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242141 Billing of Multi-Use and Single-Use Vials 2-1-221-1-
23

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes and modifiers for Child Health Services/Early and
Periodic Screening, Diagnosis, and Treatment (EPSDT) services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description, the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.  Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2. Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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272.102 Drug Procedure Codes and National Drug Codes (NDC) 71-201-1-
23

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005 for drugs. This
explains policy and billing protocol for providers that submit claims for drug HCPCS/CPT codes
with dates of service on or after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. The effective date is
when a manufacturer entered into a rebate agreement with CMS. The Labeler termination
date indicates that the manufacturer no longer participates in the federal rebate program
and therefore the products cannot be reimbursed by Arkansas Medicaid on or after the
termination date. For a claim with drug HCPCS/CPT codes to be eligible for payment, the
detail date of service must be prior to the NDC termination date. The NDC termination
date represents the shelf-life expiration date of the last batch produced, as supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA-assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 1 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 1

00123 0456 78
LABELER | PRODUCT CODE | PACKAGE CODE
CODE (4 digits) (2 digits)
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(5 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2
Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. Itis
not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines.
C. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug, whereas the
NDC quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral
tablets, one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of
75 mg) in the example, whereas the NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet). See Diagram 3.

Diagram 3
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25my S0mg N/ 25mgtablet
o+ O =75mg »
v 50 mgtablet
w
HCRPCS/CPT Code Unit =1 MOC quantity = 1 each
i1 unit of Drug A totaling 75 mug) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was
50 mg per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of
25 mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would
be documented as wasted._For billing wastage, see bullets D (Electronic Claims Filing) and
E (Paper Claims Filing) below.

Diagram 4

HCPCS/CPT Code Unit =1
[one 25 mg unit of Drug B)

= g / MO C Quantity = 5 for the 5 ml administered

5 ml {ar cc)
Every 10 ml =50 my administered

Waste =5l or 25 my

{for the 5 ml ar 25 mg not administere d)

D. Electronic Claims Filing 8371 (Outpatient)

Providers are instructed to bill as follows:

0 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

(o] 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

0 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

0 4 or more NDCs for same procedure — submit via paper claim
o) Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same NDCs
shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation
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e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage
E. Paper Claims Filing CMS-1450 (UB-04)

Providers are instructed to bill as follows:

0 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

0 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

0 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

0 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd
and subsequent details shall be billed with a KQ modifier

0 Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Dtail 1

5 i QRN G | i DERCRFTON MCPCH (N PP 00 i e o e LT & TORL Onaill - OONTND OwAGES | @
EUENGE
0636 NI 72395678972 UN 7,00 77771 §I0T70T 7500 .
I — Sequense? 0R36 N4 01111222233 UN 1.00 71234 /01407 0 000 i
[ oeiz | 5305 Hemogram 85025 08/01/07 1 5500 :
SemeT 0836 N4 44444555506 UN 5.00 76789 0801707 1 2100 .
i (]
06364N4 12345678912 UN 1.00 71234 KP To1/01/22 1 2500/
0636 N4 01111222233 UN 1.00 21234 KQ 01/01/22 1 2500
0636 N4 44444455506 ML 3.00 71234 KQ 01/01/22 3 7500

0636 N4 44444455506 ML 2.00 71234 1W 01/01/22 2 5000
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De;ail SeqL;ence NDC F;Ir._?:d%?edre Drug Name/DoselRoute Wasted
1 1 1/2]3]4|5|6|7]8]9[1]2] 71234 ABC drug/25 MG/Oral 0
1 2 o[1]1]1[1]2]2]|2]2]|3][3] z1234 XYZ drug/50 MG/QOral 0
3 1 4/4/4|4|4|5|5|5|5]0]|6| 76789 PRQ drug/5 ML/IV 5 ML
GE. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any
original claim will have to be voided and a replacement claim will need to be filed.
Providers have the option of adjusting a paper or electronic claim electronically.

Record Retention

Each provider must retain all records for five (5) years from the date of service or until all
audit questions, disputes or review issues, appeal hearings, investigations, or
administrative/judicial litigation to which the records may relate are concluded, whichever
period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to
include documentation pertaining to the billed HCPCS/CPT code. Requested records may
include NDC invoices showing the purchase of drugs and documentation showing what
drug (name, strength, and amount) was administered and on what date, to the beneficiary
in question.

See Section 272.510 for additional information regarding National Drug Code (NDC)
billing.

272.510

Injections, Radiopharmaceuticals and Therapeutic Agents 2-1-221-1-
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31. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper
units for billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices
regarding expiration and sterility of multi-use vials.
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262.441 National Drug Codes (NDCs) 7-4-201-1-

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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oooo2 - ELLILLY ANMD COMPANY 17141991

oooas  E.R. SQUIBEB & S0MNS, MG 1/1,/1991

0ood4  HOFFRANN-LA ROCHE 17151991

oooas  (LEDERLE LABORATORIES 1/1,/1991

oooos  MERCK & CO. | IMC. 1711991

ooooy GLAXOSMITHKLIME 1/1/1991

o000z WYETH LABORATORIES 114991

oooog  PRIZER, IMNC. 17141991

00011 BECTON DICKINSON MICROBIOLOGY SYSTEMS 104141931 71111895
00013 PFIZER, IMC. 17141991

Labeler ID  Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. SQUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC. 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1091 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER L ABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of

service must be prior to the NDC termination date. The NDC termination date represents

the shelf-life expiration date of the last batch produced, as supplied on the Centers for

Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by

the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be

changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)

segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five

(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the

package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)
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NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg S0mg N/ 25 mytablet
O+ O =7Emg

b

= 80 mqg tablet
O /

HCPCS/CPT Code Unit =1
(1 unit of Drug A tataling 75 mao)

MOC guantity =1 each
(1 unit of a 25 mg tablet and 1 unit of & 50 mg tablet)
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Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCPCS/CPT Code Unit =1
(one 25 mg unit of Drug B)

> / MOC Cuantity = & far the 5 ml administered

S ml {orce)
Every 10 ml =50 my adrministerad

YWaste =5 ml or 25 my

(forthe 5 ml or 25 myg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd and
subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e  KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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Detail 1

f AT OF S I B C | D PROCECUNGE, SEAACES, On SPTiES | E. T F ) L ¥ =

Fram Ta }H.AIJ‘I | iU Grumeneces) E-I.lj'a‘r.'i-i| ) ”{—f';ﬂ. o FENDEFHG |2

SBD]UEHCB 1 W o i LT ] Y ERAOE | Sl CETRCRCE MICIEER BCETER § CARGER [T ﬁ~: O PRCWVDES .:

[N4 2395878812 UN 100 : ; [ iz3ass72a BE

Sequence? (08 (01 |07 [08 |01 |07 11 | | Z1234 | | 1 | 25i00] 1 | [wa !§

o N4 I11Z22233 UN 100 : - I o - = - T |

B8-+HH—-8705—+818 2 I EHo

Aoy L | ) , BEEC

H i | 1 | L |

108 %ﬁaﬁﬁ% l1a | lesess | | | | 14 | ssioo] 1 | ™ rswe7Es ".-'%

Sequence 1 4"03;01 |ov o8 |01 o7 (11 | | &7EO | S | 36{00) 1 | [wn B -

_ f . - 1 |12

Detail 3 > T A A I : | | 1 | £ .
. N4 12345678912 UN 1.00 123456789 2
01 101322 101 101 22 |11 | §71234 JKP 1 2500 1 2
,N4 01111222223 UN 1.00 123456789 2
“i01.'01 22 lo1 f01 P2 |11 71234 KQ 1 2500 1 z
- N4 44444455506 ML 3.0 123456789 "
‘01 01 22 01 01 22 11 71234 KQ 1 7500 3 g
. N4 44444455506 ML 2.0 123456789 v

~01 ,01 ;22 J01 ;01 22 |11 Z1234 W 1 5000 2

[

o i

De;ail Seql.;ence NDC F}rMo;:d?fui:ec:.e Drug Name/Dose/Route Wasted
1 1 1/2|3|4|5|6|7[8|9|1]2] 21234 ABC drug/25 MG/Oral 0
1 2 o[1[1[1[1]2]2]2]2]3][3] z1234 XYZ drug/50 MG/Oral 0
3 1 4|/4|4|4|4|5|5|5|5|0]|6]| z6789 PRQ drug/5 MLV 5 ML

Ill. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

2L Remitionesfidhdess

V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
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invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

262.442

Billing of Multi-Use and Single-Use Vials 2-4-221-1-

&3

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.

Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for Federally Qualified Health Center (FQHC)

services.

When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description, the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.

Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

Documentation: The provider must clearly document in the patient’s medical record
the actual dose administered in addition to the exact amount wasted and the total

amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper
units for billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices
regarding expiration and sterility of multi-use vials.

See Section 262.441 for additional information regarding National Drug Code (NDC) billing.

Section Il
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242.143 National Drug Codes (NDCs) 7-1-20

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. The effective date is
when a manufacturer entered into a rebate agreement with CMS. The Labeler termination
date indicates that the manufacturer no longer participates in the federal rebate program
and therefore the products cannot be reimbursed by Arkansas Medicaid on or after the
termination date. For a claim with drug HCPCS/CPT codes to be eligible for payment, the
detail date of service must be prior to the NDC termination date. The NDC termination date
represents the shelf-life expiration date of the last batch produced, as supplied on the
Centers for Medicare and Medicaid Services (CMS) quarterly update. The date is supplied
to CMS by the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA-assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 1 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 1

00123 0456 78
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LABELER PRODUCT CODE | PACKAGE CODE

(50395) (4 digits) (2 digits)
igits

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 2 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 2

Required 11-digit NDC
10-digit FDA NDC on PACKAGE (5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. It is
not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-
one relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug, whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral
tablets, one at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of
75 mg) in the example, whereas the NDC quantity would be 1 each (1 unit of the 25 mg
tablet and 1 unit of the 50 mg tablet). See Diagram 3.

Diagram 3
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25my S0mg N/ 25mgtablet
o+ O =75mg »
v 50 mgtablet
w
HCRPCS/CPT Code Unit =1 MOC quantity = 1 each
i1 unit of Drug A totaling 75 mug) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50
mg per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25
mg) whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted._For billing wastage, see bullets D (Electronic Claims Filing) and E
(Paper Claims Filing) below.

Diagram 4

Every 10

= g / MO C Quantity = 5 for the 5 ml administered

HCPCS/CPT Code Unit =1
[one 25 mg unit of Drug B)

5 ml {ar cc)
ml =50 mg administered

Waste =5l or 25 my

{for the 5 ml ar 25 mg not administere d)

D. Electronic Claims Filing 8371 (Outpatient)

Providers are instructed to bill as follows:

1 NDC for a procedure — 1st/only detail shall be billed with no modifier

2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier
3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

4 or more NDCs for same procedure — submit via paper claim

\Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same

NOTE: C

NDCs shall be billed on a single line with appropriate units.

MS definitions of modifiers:

o KP=

First drug of a multiple drug unit dose formulation
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e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

E. Paper Claims Filing CMS-1450 (UB-04)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and

subsequent details shall be billed with a KQ modifier

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 5

Diatail 1

S querce QRN CE | i3 DERCRFTION PG R P 000 i B e o A LT & TR Onild N OONTRED OGS
Lﬁ;‘usas N{ 12745676312 UN 1.00 11231 701707 1 7500 '
| , Loedee? ne3p N4 01111222233 UN 1.00 11234 B/01/07 0 000 b
Detail 2 —(0305 Hemogranm 65025 08/01/07 1 5500 I
Sequerce 1 Y0636 N4 44444555506 UN 5.00 16789 08/01/07 1 2100 ¥
i {
-}0535 N4 12345678912 UN 1.00 1234 KpP 01/01/22 1 2500
0636 N4 01111222233 UN 1.00 71234 KQ 01/01/22 1 2500
0636 N4 44444455506 ML 3.00 Z1234 KQ 01,’01/22; 3 7500
0636 N4 44444455506 ML 2.00 71234 IW 01/01/22 2 5000
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DE;a" Seql.;jence NDC F;R,ng?f?::e Drug NamefDoselRoute Wasted
1 1 112|3|4|5|6|7|8[9|1]|2] 21234 ABC drug/25 MG/Cral 0
1 2 O[1{1f1[1]2]2]2[2][3]|3] 71234 XYZ drug/50 MG/Oral 0
3 1 4/4|4|4]|4|5|5|5|5|0]|6]| 26789 PRQ drug/5 ML/IV 5 ML

GE. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any
original claim will have to be voided and a replacement claim will need to be filed.
Providers have the option of adjusting a paper or electronic claim electronically.

1G. Record Retention

Each provider must retain all records for five (5) years from the date of service or until all
audit questions, disputes or review issues, appeal hearings, investigations, or
administrative/judicial litigation to which the records may relate are concluded, whichever
period is longer.

——At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing the purchase of drugs and documentation showing what drug (name, strength,
and amount) was administered and on what date, to the beneficiary in question.

242.144 Billing of Multi-Use and Single-Use Vials 2-1-22

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for Home Health services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description, the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.



Home Health Section Il

1.  Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2.  Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total

amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper
units for billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices
regarding expiration and sterility of multi-use vials.

See Section 242.143 for additional information regarding National Drug Code (NDC) billing.
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242.401 National Drug Codes (NDCs) #4-201-1-

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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ooooZ  ELILILLY AND COMPANY 114193

00003 E.R. SQUIBE & SONS, INC 17141991

0ooo4  HOFFRAMN-LA ROCHE 17141891

00005 | LEDERLE LABORATORIES 1141991

0000 MERCK & CO., INC. 17141991

ooooy GLAXOSMITHKLIME 17141991

o000z WYETH LABORATORIES 1/14193

oooog  PRIZER, IMNC. 1/141931

ooo11  BECTONM DICKINSON MICROBIOLOGY SYSTEMS 10411991 £11/1953
aoo13  PFRIZER, IMC. 1141991

Labeler ID | Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1981 01/01/3000
00003 ER. SQUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC. 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1981 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/19¢1 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of

service must be prior to the NDC termination date. The NDC termination date represents

the shelf-life expiration date of the last batch produced, as supplied on the Centers for

Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be

changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)

segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five

(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the

package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) | (2 digits)
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NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on Required 11-digit NDC

PACKAGE

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. [f the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4

25mg S0mg N/ 25 mytablet
O+ O =7Emg

b

= 80 mqg tablet
O /

HCPCS/CPT Code Unit =1 MOC guantity =1 each

{1 unit of Drug A totaling 75 mug) (1 unit of 2 25 mg tablet and 1 unit of a 50 mg tablet)



| Hyperalimentation Section Il

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCPCS/CPT Code Unit =1
(one 25 mg unit of Drug B)

> / MOC Cuantity = & far the 5 ml administered

S ml {orce)
Every 10 ml =50 my adrministerad

YWaste =5 ml or 25 my

(forthe 5 ml or 25 myg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP_and 2nd and

subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e  KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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De;ail Seql.;ience NDC F;R?gd?f?ec:_e Drug Name/Dose/Route Wasted
1 1 1/2/3(4(5|6[7[8|9[1[2] 21234 ABC drug/25 MG/Oral 0
1 2 ol1]1]1]1]2]2]2]2[3]|3] 71234 XYZ drug/50 MG/Oral 0
3 1 4|4|4|4|4|5|5|5|5|0]|6]| 26789 PRQ drug/5 ML/IV 5 ML

Ill. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

P Pesmittonesfehieces

V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

242.402 Billing of Multi-Use and Single-Use Vials 2-4-221-1-
23

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for Hyperalimentation services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.
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1.

Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for

billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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252.438

National Drug Codes (NDCs) 7-4-201-1-

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A.

Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
Labeler ID Labeler Name Contract Begin Date Contract End Date
00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. SQUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC 01/01/1991 01/01/3000
00008 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00025 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000

00032 ABBVIE INC. 01011981 01/01/3000
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ooooz2 ELILILLY AND CORMPARNY | 1119
o003 E.R. SQUIBEB & SONS, NG 111891
00004 HOFFMAMN-LA ROCHE 111991
o005 | LEDERLE LABORATORIES 1171891
oooos  MERCK & COL, INC. | 14141991
o000y GLAXOSMITHKLIMNE 1411891
o000z WYETH LABORATORIES 14141991
oooos  PFRIZER, IMC. | 1414199
o011 BECTON DICKINSOM MICROBIOLOGY SYSTEMS | 10171991 FH/1998
o003 PFRIZER, INC. 111991

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE

(5 digits) | (4 digits) (2 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on PACKAGE Required 11-digit NDC
(5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles
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HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. [f the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25mg S0mg \o/ 25mytablet
O+ O =75mg >
A0 mg tablet
-w "
HCPCS/CPT Code Unit =1 MOC guantity =1 each
{1 unit of Drug A totaling 75 mug) (1 unit of 2 25 mg tablet and 1 unit of & 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5
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Every 10 ml =50 my administered

HCPCS/CPT Code Unit =1
(one 25 myg unit of Drug B)

> / MOC Cuantity = & far the 5 ml administered

-

& ml {ar cc)

Waste =5 ml or 25 myg

(for the & ml or 25 myg not administered)

Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

NOTE:

Providers are instructed to bill as follows:

1 NDC for a procedure — 15/only detail shall be billed with no modifier

2 NDCs for same procedure — 15t detail shall be billed with a KP_and 2™ gets billed with

a KQ modifier
3 NDCs for same procedure — 15t detail shall be billed with a KP_and 2™ & 3" detail get

billed with a KQ modifier

4 or more NDCs for same procedure — submit via paper claim

Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same

NDCs shall be billed on a single line with appropriate units.

CMS definitions of modifiers:

KP_= First drug of a multiple drug unit dose formulation

KQ = Second or subsequent drug of a multiple drug unit dose formulation

JW = Drug wastage

B.

Paper Claims Filing — CMS-1500
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and

subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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De;ail Seql.;ence NDC ﬁﬁgd%?ec:e Drug Name/Dose/Route Wasted
1 1 1/2/3[4(5|6[7[8[9[1[2] 71234 ABC drug/25 MG/Oral 0

1 2 ol1[1[1]1]2]2]2[2]3]3] 21234 XYZ drug/50 MG/Oral 0
3 1 4|4|4|4|4|5|5|5|5|0]|6]| 76789 PRQ drug/5 ML/V 5 ML

Ill. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

lIIV. Remittance Advices

V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

252.439

Billing of Multi-Use and Single-Use Vials 2-4-221-1-
23

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for

drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for Nurse Practitioner services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.

Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.
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3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total

amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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242.450 National Drug Codes (NDCs) 7-1-201-1-
23

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A.

Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare &
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the_ website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
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Labeler ID | Labeler Name Contract Begin Date Contract End Date
00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R. S5QUIBB & SONS, LLC. 01/01/1991 01/01/3000
00004 GENENTECH, INC. 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1991 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000
ooooZ  ELLLILLY AND COMPANY 1/141931
00003 E.R. SQOUEE & S0MS, NG 1/141931
oooo4  HOFFMAMM-LA ROCHE 1141931
Oooos  LEDERELE LABORATORIES 1414193
ooooE  MERCK & CO., INC. 17141991
o000y GLARDSMITHKLIMNE 141711991
oooog — WYETH LABORATORIES 17141991
agooos  PFRIZER, INC. 17141931
ooaT1 BECTOM DICKINSOM MICROBIOLOGY SYSTEMS 104115991 71/1998
o013 PFIZER, IMC. 14141991

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by

the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)
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NDCs submitted in any configuration other than the 11-digit format will be
rejected/denied. NDCs billed to Medicaid for payment must use the 11-digit format
without dashes or spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3
10-digit FDA NDC on PACKAGE Required 11-digit NDC
(5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233
01111 456 71 01111045671

B. Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPC/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. [f the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25mg S0mg N/ 25mqgtablet
O+ O =75mg "
= 50 mgtablet
O 4
HCPCS/MCPT Code Unit = 1 MOC gquantity = 1 each

{1 unit of Drug A totaling 75 mo) {1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)
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Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5. For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCRCS/CRT Code Unit =1
(one 25 g unit of Drug B)

\

MOC Cyantity = & far the 5 ml administered

S ml (or ce)
Every 10 ml =50 my administared

Waste =5 ml or 25 my

(for the 5 ml ar 25 myg not administerad)

A. Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500 and CMS-1450 (UB-04)
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Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the required NDC format.

See Diagram 6 for CMS-1500 and Diagram 7 for CMS-1450 (UB-04).
CMS-1500

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 - International Unit; GR - Gram; ML - Milliliter; UN - Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detalil
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and
subsequent details shall be billed with a KQ modifier

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

o KP = First drug of a multiple drug unit dose formulation

¢ KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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CMS-1450 (UB-04)

For institutional outpatient claims on the CMS-1450 (UB-04), use the locator field 43

(Description) to list the qualifier of “N4”, the 11-digit NDC, the unit of measure qualifier (F2
- International Unit; GR - Gram; ML - Milliliter; UN - Unit), and number of units of the actual
NDC administered, spaced, and arranged exactly as in Diagram 7.

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed

with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail

get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and

subsequent details shall be billed with a KQ modifier

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage
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Diagram 7
|0636 N4 12345678912 UN 1.00 |21234 KP |01/01/22 1 ! 2500
|0636 N4 01111222233 UN 1.00 |Z1234 KQ | 01/01/22 1 | 2500 |
|0636 N4 44444455506 ML 3.00 |Z1234 KQ | 01/01/22 3 i 7500
I0636 N4 44444455506 ML 2.00 |21234 Jw ‘01{01{'22 2 ‘ 5000 |
I | | | | | |
Dietail 1 ; ; )
Sequerce | OFn Ch | G DECHPTOR IllllD{l-ll'l'lfPI.’lI‘I il P T 2 EER LNTY WTTCRLL CRARGEY B ROVIND DRAE @
(0536 N7 72345678972 UN 1.00 ipEL GETLEEOY 7500 |
L0636 NA 01111222233 UN 1.00 11234 08/01/07 0 0.00 !
[ oeaiz [ paps emogram 85025 08/01/07 1 55:00 '
Seawere T (0636 N4 44444555508 UN 5.00 16789 08/01/07 1 2100 -
|

De;ail Seql.;ence NDC F;rMogdLinci)ec:e Drug Name/Dose/Route Wasted
1 1 112]3]4|5|6|7]8|9|1]2] 71234 ABC drug/25 MG/COral 0
1 2 o[1 11 ][1]2]2]2]2]|3][3] z1234 XYZ drug/50 MG/Oral 0
3 1 414|4|4|4|5|5|5|5|0]|6]| 26789 PRQ drug/5 ML/IV 5 ML

. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

3L Remittanesdhrdees

V:-Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, disputes or review issues, appeal hearings, investigations, or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer. At times, a
manufacturer may question the invoiced amount, which results in a drug rebate dispute. If this
occurs, you may be contacted requesting a copy of your office records to include NDC invoices
showing the purchase of drugs and documentation showing what drug (name, strength, and
amount) was administered and on what date, to the beneficiary in question.
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242.401 National Drug Codes (NDCs) #4-201-1-
23

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.

The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Health Care Common
Procedure Coding System, Level ll/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A.  Covered Labelers
Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website .
A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.
Diagram 1
Labeler ID ' Labeler Name Contract Begin Date Contract End Date

00002 ELI LILLY AND COMPANY 01/01/1981 01/01/3000

00003 E.R. SQUIBB & SONS, LLC. 01/01/1981 01/01/3000

00004 GENENTECH, INC 01/01/1991 01/01/3000

00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000

00007 GLAXOSMITHKLINE LLC 01/01/1981 01/01/3000

00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000

00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000

00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000

00014 PFIZER, INC 01/01/1981 01/01/3000

00015 MEAD JOHNSON AND COMPANY 01/01/1981 01/01/3000

00023 ALLERGAN INC 01/01/1991 01/01/3000

00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000

00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000

00026 BAYER HEALTHCARE LLC 01/01/1981 01/01/3000

0003z ABBVIE INC 01/01/1981 01/01/3000
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ooooz2 - ELL LILLY AMD COMPARNY 1411931
oooo3  E.R. SQUIEBE & S0OMS, INC 111951
ooood  HOFFMANM-LA ROCHE 111931
oooos  LEDERLE LABORATORIES 14171991
ooooE MERCK & CO. | INC. 11151991
ooooy  GLAXDSMITHKLIME 14171991
oooos - WYETH LABORATORIES 1151991
ooooz PRIZER, MG, 14151931
ooot11 BECTOM DICKINSON MICEOBIOLOGY SYSTEMS 10411591 711/19598
o003 PRIZER, IMC. 1/1/1991

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code, and a 2-digit package
code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2
00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE
(5 digits) | (4 digits) (2 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid:

Diagram 3

10-digit FDA NDC on PACKAGE Required 11-digit NDC

(5-4-2) Billing Format

12345 6789 1 12345678901
1111-2222-33 01111222233
01111456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles



Prosthetics Section Il

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines,
radiopharmaceuticals, and allergen immunotherapy.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.

Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. [f the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). —See Diagram 4.

Diagram 4
25my S0mg N/ 25mytablet
O+ O =75y >
o 50 mg tablet
-w
HCPCS/CPT Code Unit =1 MOC guantity = 1 each
{1 unit of Drug A totaling 75 mo) (1 unit of a 25 mg tablet and 1 unit of a 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. -See Diagram 5._For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5
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HCRPCS/CPT Code Unit =1
fone 25 myg unit of Drug B)

> / MOC Cuantity = & far the 5 ml administered

e

5 ml {or ce)
Every 10 ml =40 my adrministerad

Waste =5 mlor 25 my

(for the & ml or 258 myg not administered)

A.  Electronic Claims Filing — 837P (Professional) and 8371 (Outpatient)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — submit via paper claim

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same

NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

KQ = Second or subsequent drug of a multiple drug unit dose formulation

JW = Drug wastage

B. Paper Claims Filing — CMS-1500
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Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and
subsequent details shall be billed with a KQ modifier

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6

Detail 1
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| 'lun o k—uﬁ JEAE T s Cornmetss s CHis S B e o SENDSRG §
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T

De;ail Seql.;ence NDC F..iﬁ;d?f'i:ec:e Drug Name/Dose/Route Wasted
1 1 112|3]4|5|6|7|8|9|1]2]| 21234 ABC drug/25 MG/Oral 0

1 2 o[t 11 ]1][2]2]2]2]3][3] Z1234 AYZ drug/50 MG/Cral 0
3 1 4/4|4|4|4|5/5|5|5|0|6| 76789 PRQ drug/5 ML/IV 5 ML

lll. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original
claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.

P Prermittonesfickdeeas

V:-Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

242.402

Billing of Multi-Use and Single-Use Vials 2-14-221-1-
23

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for

drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes and modifiers for Durable Medical Equipment

(DME), oxygen equipment and supplies, orthotic appliances, prosthetic devices and

medical supplies, procedures and services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.

Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.
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2. Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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252.103 Billing of Multi-Use and Single-Use Vials 2-4-22

N

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

View or print the procedure codes for Rural Health Clinic (RHC) services.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.  Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2. Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.
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252.100 Ambulance Procedure Codes 2-4-22

N

The covered ambulance procedure codes are listed below.

View or print the procedure codes for Transportation (Ambulance) services.

Drug procedure codes require National Drug Codes (NDC) billing protocol. See Section 252.110
below.

*Procedure code can be billed only in conjunction with procedure code (please keep all
documentation supporting the medical necessity of all codes billed for retrospective
review of claims).

Arkansas Medicaid follows the billing protocol per the Federal Deficit Reduction Act of 2005 for
drugs.

A.  Multiple units may be billed when applicable. Take-home drugs are not covered. Drugs
loaded into an infusion pump are not classified as “take-home drugs.” Refer to payable
CPT code ranges.

B. When submitting Arkansas Medicaid drug claims, drug units should be reported in
multiples of the dosage included in the HCPCS procedure code description. If the dosage
given is not a multiple of the number provided in the HCPCS code description the provider
shall round up to the nearest whole number in order to express the HCPCS description
number as a multiple.

1.  Single-Use Vials: If the provider must discard the remainder of a single-use vial or
other package after administering the prescribed dosage of any given drug, Arkansas
Medicaid will cover the amount of the drug discarded along with the amount
administered. Discarded drugs shall be billed on a separate detail line with a JW
(Drug wastage) modifier.

2. Multi-Use Vials: Multi-use vials are not subject to payment for any discarded
amounts of the drug. The units billed must correspond with the units administered to
the beneficiary.

3. Documentation: The provider must clearly document in the patient’'s medical record
the actual dose administered in addition to the exact amount wasted and the total
amount the vial is labeled to contain.

Remember to verify the milligrams given to the patient and then convert to the proper units for
billing.

Follow the Centers for Disease Control (CDC) requirements for safe practices regarding
expiration and sterility of multi-use vials.

252.110 National Drug Codes (NDC) Billing Protocol 7-1-201-1

N

Effective for claims with dates of service on or after January 1, 2008, Arkansas Medicaid
implemented billing protocol per the Federal Deficit Reduction Act of 2005. This explains policy
and billing protocol for providers that submit claims for drug HCPCS/CPT codes with dates of
service on and after January 1, 2008.
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The Federal Deficit Reduction Act of 2005 mandates that Arkansas Medicaid require the
submission of National Drug Codes (NDCs) on claims submitted with Healthcare Common
Procedure Coding System, Level Il/Current Procedural Terminology, 4" edition (HCPCS/CPT)
codes for drugs administered. The purpose of this requirement is to assure that the State
Medicaid Agencies obtain a rebate from those manufacturers who have signed a rebate
agreement with the Centers for Medicare and Medicaid Services (CMS).

A. Covered Labelers

Arkansas Medicaid, by statute, will only pay for a drug procedure billed with an NDC when
the pharmaceutical labeler of that drug is a covered labeler with Centers for Medicare and
Medicaid Services (CMS). A “covered labeler” is a pharmaceutical manufacturer that has
entered into a federal rebate agreement with CMS to provide each state a rebate for
products reimbursed by Medicaid Programs. A covered labeler is identified by the first five
(5) digits of the NDC. To assure a product is payable for administration to a Medicaid
beneficiary, compare the labeler code (the first five (5) digits of the NDC) to the list of
covered labelers which is maintained on the DHS contracted Pharmacy vendor website.

A complete listing of “Covered Labelers” is located on the website. See Diagram 1 for an
example of this screen. The effective date is when a manufacturer entered into a rebate
agreement with CMS. The Labeler termination date indicates that the manufacturer no
longer participates in the federal rebate program, and therefore the products cannot be
reimbursed by Arkansas Medicaid on or after the termination date.

Diagram 1
Labeler ID | Labeler Name Contract Begin Date Contract End Date
00002 ELI LILLY AND COMPANY 01/01/1991 01/01/3000
00003 E.R.SQUIBB & SONS, LLC 01/01/1991 01/01/3000
00004 GENENTECH, INC 01/01/1991 01/01/3000
00006 MERCK SHARP & DOHME CORP. 01/01/1991 01/01/3000
00007 GLAXOSMITHKLINE LLC 01/01/1891 01/01/3000
00008 WYETH PHARMACEUTICALS LLC, 01/01/1991 01/01/3000
00009 PHARMACIA AND UPJOHN COMPANY LLC 01/01/1991 01/01/3000
00013 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00014 PFIZER, INC 01/01/1991 01/01/3000
00015 MEAD JOHNSON AND COMPANY 01/01/1991 01/01/3000
00023 ALLERGAN INC 01/01/1991 01/01/3000
00024 SANOFI-AVENTIS, US LLC 01/01/1991 01/01/3000
00025 PFIZER LABORATORIES DIV PFIZER INC 01/01/1991 01/01/3000
00026 BAYER HEALTHCARE LLC 01/01/1991 01/01/3000
00032 ABBVIE INC. 01/01/1991 01/01/3000

For a claim with drug HCPCS/CPT codes to be eligible for payment, the detail date of
service must be prior to the NDC termination date. The NDC termination date represents
the shelf-life expiration date of the last batch produced, as supplied on the Centers for
Medicare and Medicaid Services (CMS) quarterly update. The date is supplied to CMS by
the drug manufacturer/distributor.

Arkansas Medicaid will deny claim details with drug HCPCS/CPT codes with a detail date
of service equal to or greater than the NDC termination date.

When completing a Medicaid claim for administering a drug, indicate the HIPAA standard
11-digit NDC with no dashes or spaces. The 11-digit NDC is comprised of three (3)
segments or codes: a 5-digit labeler code, a 4-digit product code and a 2-digit package
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code. The 10-digit NDC assigned by the FDA printed on the drug package must be
changed to the 11-digit format by inserting a leading zero (0) in one (1) of the three (3)
segments. Below are examples of the FDA assigned NDC on a package changed to the
appropriate 11-digit HIPAA standard format. Diagram 2 displays the labeler code as five
(5) digits with leading zeros; the product code as four (4) digits with leading zeros; the
package code as two (2) digits without leading zeros, using the “5-4-2” format.

Diagram 2

00123 0456 78
LABELER | PRODUCT | PACKAGE
CODE CODE CODE

(5 digits) | (4 digits) (2 digits)

NDCs submitted in any configuration other than the 11-digit format will be rejected/denied.
NDCs billed to Medicaid for payment must use the 11-digit format without dashes or
spaces between the numbers.

See Diagram 3 for sample NDCs as they might appear on drug packaging and the
corresponding format which should be used for billing Arkansas Medicaid.

Diagram 3

10-digit FDA NDC on Required 11-digit NDC
PACKAGE (5-4-2) Billing Format
12345 6789 1 12345678901
1111-2222-33 01111222233

01111 456 71 01111045671

Drug Procedure Code (HCPCS/CPT) to NDC Relationship and Billing Principles

HCPCS/CPT codes and any modifiers will continue to be billed per the policy for each
procedure code. However, the NDC and NDC quantity of the administered drug is now
also required for correct billing of drug HCPCS/CPT codes. To maintain the integrity of the
drug rebate program, it is important that the specific NDC from the package used at the
time of the procedure be recorded for billing. HCPCS/CPT codes submitted using invalid
NDCs or NDCs that were unavailable on the date of service will be rejected/denied. We
encourage you to enlist the cooperation of all staff members involved in drug
administration to assure collection or notation of the NDC from the actual package used. It
is not recommended that billing of NDCs be based on a reference list, as NDCs vary from
one (1) labeler to another, from one (1) package size to another, and from one (1) time
period to another.

Exception: There is no requirement for an NDC when billing for vaccines.

li. Claims Filing

The HCPCS/CPT codes billing units and the NDC quantity do not always have a one-to-one
relationship.
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Example 1: The HCPCS/CPT code may specify up to 75 mg of the drug whereas the NDC
quantity is typically billed in units, milliliters or grams. If the patient is provided 2 oral tablets, one
at 25 mg and one at 50 mg, the HCPCS/CPT code unit would be 1 (1 total of 75 mg) in the
example whereas the NDC quantity would be 1 each (1 unit of the 25 mg tablet and 1 unit of the
50 mg tablet). See Diagram 4.

Diagram 4
25mg  50mg \o/ 25 mygtablet
O+ O =7mg >
o 50 mgtablet
oM
HCRCS/CPT Code Unit=1 MOC guantity =1 each
{1 unit of Drug A totaling 75 mug) (1 unit of 2 25 mg tablet and 1 unit of & 50 mg tablet)

Example 2: If the drug in the example is an injection of 5 ml (or cc) of a product that was 50 mg
per 10 ml of a 10 ml single-use vial, the HCPCS/CPT code unit would be 1 (1 unit of 25 mg)
whereas the NDC quantity would be 5 (5 ml). In this example, 5 ml or 25 mg would be
documented as wasted. See Diagram 5._For billing wastage, see bullets A (Electronic Claims
Filing) and B (Paper Claims Filing) below.

Diagram 5

HCRCS/CPT Code Unit =1
(one 25 mg unit of Drug B)

. / MOC Cuantity = & for the 5 ml administered

Sl (or cc)
Every 10 ml = 50 my administe red

L 4

Waste =5 ml or 256 mg

(for the & ml or 25 myg not administered)

A.  Electronic Claims Filing — 837P (Professional)

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier
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e 4 or more NDCs for same procedure — submit via paper claim

e Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: The NDCs listed above are not the same (unless with a JW modifier). Same
NDCs shall be billed on a single line with appropriate units.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

B. Paper Claims Filing — CMS-1500

Arkansas Medicaid will require providers billing drug HCPCS/CPT codes including covered
unlisted drug procedure codes to use the required NDC format.

See Diagram 6 for CMS-1500.
CMS-1500

For professional claims, CMS-1500, list the qualifier of “N4”, the 11-digit NDC, the unit of
measure qualifier (F2 — International Unit; GR — Gram; ML - Milliliter; UN — Unit), and the
number of units of the actual NDC administered in the shaded area above detail field 24A,
spaced and arranged exactly as in Diagram 6.

Providers are instructed to bill as follows:

e 1 NDC for a procedure — 1st/only detail shall be billed with no modifier

e 2 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd gets billed
with a KQ modifier

e 3 NDCs for same procedure — 1st detail shall be billed with a KP and 2nd & 3rd detail
get billed with a KQ modifier

e 4 or more NDCs for same procedure — 1st detail shall be billed with a KP and 2nd and
subsequent details shall be billed with a KQ modifier

e \Wastage of each NDC shall be billed on a separate line with a JW modifier.

NOTE: CMS definitions of modifiers:

e KP = First drug of a multiple drug unit dose formulation

e KQ = Second or subsequent drug of a multiple drug unit dose formulation

e JW = Drug wastage

Diagram 6
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De;ail Seql.;ence NDC F;rMo:dCi:f?ec:.e Drug Mame/Dose/Route Wasted
1 1 112|3|4|5|6|7|8|9|1]|2]| z1234 ABC drug/25 MG/Oral 0
1 2 o111 [1]|2]2]2|2]3]|3]| 21234 AYZ drug/50 MG/Oral 0
3 1 4|4|(4|4|4|5|5|5|5|0|6]| 76789 PRQ drug/5 ML/IV 5 ML

Il. Adjustments

Paper adjustments for paid claims filed with NDC numbers will not be accepted. Any original

claim will have to be voided and a replacement claim will need to be filed. Providers have the
option of adjusting a paper or electronic claim electronically.
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V-—Record Retention

Each provider must retain all records for five (5) years from the date of service or until all audit
questions, dispute or review issues, appeal hearings, investigations or administrative/judicial
litigation to which the records may relate are concluded, whichever period is longer.

At times, a manufacturer may question the invoiced amount, which results in a drug rebate
dispute. If this occurs, you may be contacted requesting a copy of your office records to include
documentation pertaining to the billed HCPCS/CPT code. Requested records may include NDC
invoices showing purchase of drugs and documentation showing what drug (name, strength and
amount) was administered and on what date, to the beneficiary in question.

See Section 252.100 for additional information regarding drug code billing.



