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Waiver Provider Refresher 
Workshop

What’s New in 2018
Electronic Visit Verification Updates
Rate Increases
More 2018 Updates

Waiver Review
Client Eligibility/Resolution

Agenda
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Waiver Review cont.
Care Plan Review
Claim Submission Guidelines
Monthly Claims Reprocessing
Claim Denials, Resolution and Resources
Program Resources 
Time for Questions

Waiver Provider Refresher 
Workshop
Agenda
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What’s New in 2018 – A 
Review of Current 
Connecticut Medical 
Assistance Program 
Changes
Waiver Provider Refresher Workshop
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Effective April 11, 2018, the Department of Social Services (DSS) implemented the alternate 
claim solution which allows providers to bill or adjust claims with a date of service on or after 
January 1, 2018 from their own system, via the www.ctdssmap.com secure Web site, from 
the Santrax system or any combination of these three methods. 

Program Updates – 2018
EVV Updates – Alternate Claim Solution

Important:
The alternate claim solution does not remove 
the requirement that providers use the Santrax
system to create schedules, check-in/out or 
confirm visits. Additionally, the alternate claim 
solution does not change the EVV compliance 
requirement; providers are still expected to 
achieve a minimum 90% compliance rate in 
their use of the EVV system. 

Presenter
Presentation Notes
PB 2018-17
3327 - This EOB code will post to a claim containing an EVV mandated service if there is no confirmed visit found that contains the same client ID, provider ID, date of service, service code and modifier(s). 
3328 - This EOB code will post to a claim containing an EVV mandated service where there is a confirmed visit that contains the same client ID, provider ID, date of service, service code and modifier(s), however, the visit units have been exhausted due to a previously paid claim. 
0047 - This EOB code will post to a claim containing an EVV mandated service where there is a confirmed visit found that contains the same client ID, provider ID, date of service, service code and modifier(s), however, the visit units on the confirmed visit are less than the units billed on the claim. This claim will pay, but it will cut back to the number of units on the confirmed visit. 
3329 - Claims submitted from Santrax are limited to one date of service per claim detail. Claims submitted outside of Santrax may be submitted using spanned dates. These spanned dates cannot exceed 31 days. 

02 – Confirmed – which indicates when a visit has been auto confirmed or manually verified and then confirmed. The visit is now ready and available to bill. 
03 – In Process – which indicates that a visit for this service has already been confirmed and a claim exported for claims processing. 
04 – Closed – which indicates that a visit has been confirmed, a claim exported for claims processing and has been paid or denied payment as appropriate. This status is set by the provider in the Santrax system. 
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Program Updates – 2018
EVV Updates – Alternate Claim Solution cont.

New EOB codes:
3327 - “Confirmed visit not found” 
3328 - “Confirmed visit units are 
exhausted” 
0047 - “Confirmed visit units are 
exceeded” 
3329 – “Detail dates of service that span 
31 days cannot be verified”

In order for the claim to be considered for 
payment, a visit must exist in one of the 
following three confirmed statuses in 
Santrax:
02 - Confirmed, 03 - In Process, or 
04 - Closed.

Presenter
Presentation Notes
PB 2018-17
3327 - This EOB code will post to a claim containing an EVV mandated service if there is no confirmed visit found that contains the same client ID, provider ID, date of service, service code and modifier(s). 
3328 - This EOB code will post to a claim containing an EVV mandated service where there is a confirmed visit that contains the same client ID, provider ID, date of service, service code and modifier(s), however, the visit units have been exhausted due to a previously paid claim. 
0047 - This EOB code will post to a claim containing an EVV mandated service where there is a confirmed visit found that contains the same client ID, provider ID, date of service, service code and modifier(s), however, the visit units on the confirmed visit are less than the units billed on the claim. This claim will pay, but it will cut back to the number of units on the confirmed visit. 
3329 - Claims submitted from Santrax are limited to one date of service per claim detail. Claims submitted outside of Santrax may be submitted using spanned dates. These spanned dates cannot exceed 31 days. 

02 – Confirmed – which indicates when a visit has been auto confirmed or manually verified and then confirmed. The visit is now ready and available to bill. 
03 – In Process – which indicates that a visit for this service has already been confirmed and a claim exported for claims processing. 
04 – Closed – which indicates that a visit has been confirmed, a claim exported for claims processing and has been paid or denied payment as appropriate. This status is set by the provider in the Santrax system. 
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The temporary client enhancement allows providers to schedule visits and resolve visit 
exceptions for clients who are not yet present in Santrax because the client does not have 
the appropriate waiver benefit eligibility or prior authorization (PA) prior to service.
The new client and caregiver attributes enhancement allows providers to create exclusions 
in the client and/or caregiver records to assist in the scheduling process. This enables 
providers to create warnings and preventions to avoid inappropriate scheduling pairs in 
Santrax. Among the attributes added to Santrax are several new languages, gender 
preferences and specialized equipment specifications. 

For additional information:
- EVV Implementation Important Message

- At Your Fingertips #21 – Temporary Client Enhancement
- At Your Fingertips #22 – Client & Caregiver Attributes Enhancement
- Job Aids

Program Updates – 2018
EVV Updates – Temporary Client and Attributes Enhancement

https://www.ctdssmap.com/CTPortal/Portals/0/StaticContent/Publications/At_Your_Fingertips_Tip_Sheet_21.pdf
https://www.ctdssmap.com/CTPortal/Portals/0/StaticContent/Publications/At_Your_Fingertips_Tip_22.pdf
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The Consecutive Services Enhancement allows caregivers who are performing consecutive 
services, also known as back-to-back services, to capture one (1) check-in at arrival and 
one (1) check-out at departure. Caregivers will not have to make calls at the change in 
service. This enhancement only applies to consecutive services that are provided by the 
same caregiver to the same client. This enhancement also requires the visits be scheduled 
in Santrax prior to the start of the first scheduled visit. 

Program Updates – 2018
EVV Updates – Consecutive Services Enhancement

Presenter
Presentation Notes
NOT available for MVV (will notify when it is)

opt out: In order to continue to use the 3-call process, providers must opt out of the Consecutive Services Enhancement by contacting Sandata Customer Care at 1-800-855-3990, Monday – Friday, 8:00 am-5:00 pm.
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Program Updates – 2018
EVV Updates – Consecutive Services Enhancement cont.

3-call process
The 3-call process will no 
longer automatically 
populate a check-in time for 
a subsequent visit, resulting 
in an exception. Providers 
are encouraged to make 
one call at arrival and one 
call at departure. (This does 
not effect live-in visits.)

How it works
• Requires one (1) check-in to begin services and 

one (1) check-out to conclude services. 
• If the total duration of the visit performed matches 

the duration of the visit scheduled in Santrax, the 
check-in and check-out times for the visits 
scheduled between the first visit and final visit will 
be assumed to have been completed as 
scheduled. 

• If the duration of the visit equals the duration of 
the scheduled visits, all visits will auto-confirm 
and the missing visit times will automatically 
populate according to the schedule in place. 

• Visits with assumed call values will be identified 
with an underline. 

Presenter
Presentation Notes
NOT available for MVV (will notify when it is)

opt out: In order to continue to use the 3-call process, providers must opt out of the Consecutive Services Enhancement by contacting Sandata Customer Care at 1-800-855-3990, Monday – Friday, 8:00 am-5:00 pm.





December 24, 2018 10DXC Proprietary and Confidential December 24, 2018 10DXC Proprietary and Confidential

As of July 1, 2018, the Department is requiring agencies that employ Personal Care 
Attendants to start training all PCA staff. 

- Existing PCAs will have one (1) year to complete the training which should be completed 
by July, 2019. 

- New employees are required to complete the training within 90 days of hire. 

Program Updates – 2018
PCA Training

Where to find the training:
- Allied Community Resources: http://alliedcommunityresources.org/content/provider-
information/provider-information

- The Department of Social Services Community Options: http://portal.ct.gov/DSS/Health-
And-Home-Care/Long-Term-Care/Community-Options (in the Documents and Forms tab)

- CMAP: Go to www.ctdssmap.com. On the left under Provider click “Provider Training”. 
Under Materials click on PCA Training Modules. Here you will also find the PCA 
Certification Test, the test answer key, and the Certificate of Completion. 

Presenter
Presentation Notes
Please contact Kathy Bruni at (860) 424-5177 if you have questions. 
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Effective for dates of service beginning January 1, 2019, the Department of Social Services 
(DSS) is increasing rates by 2% for Connecticut Home Care Program for Elders (CHCPE), 
Acquired Brain Injury (ABI), Katie Beckett, Personal Care Assistance (PCA), Autism and 
Mental Health Waiver Service providers, as well as for Community First Choice (CFC) and 
services identified below that are provided by Home Health Agencies. Money Follows the 
Person (MFP) rates, other than those negotiated by contract, also increase 2% effective 
January 1, 2019. Updated fee schedules will be posted on the Connecticut Medical 
Assistance Program Web site with an effective date of January 1, 2019. 

Program Updates – 2018
Rate Increases

Rates for the following Home Health services 
will increase by 2% on January 1, 2019:

• T1016, Katie Beckett waiver, Case 
Management, each 15 minutes 
• T1004, Services of a qualified nursing aide, 
up to 15 minutes 
• T1021 Home Health aide or certified nurse 
assistant, per visit 

ABI, PCA, and CHCPE Waiver 
Service providers, as well as MFP 
providers who submit Electronic Visit 
Verification (EVV) for mandated and 
optional services, to DXC Technology 
for claim adjudication via the Santrax
EVV System must update their usual 
and customary rates in the Santrax
system prior to billing claims for 
dates of service January 1, 2019 
and forward.

Presenter
Presentation Notes
PB 18-61
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Effective for dates of service October 1, 2018 and forward, the rate for 
companion services, procedure codes 1210Z and 1536P, increased to $4.01 per 
unit. 

Program Updates – 2018
Companion Service Rate Increase

Acquired Brain Injury (ABI) and Connecticut 
Home Care Program for Elders (CHCPE) 
waiver service providers who submit 
Electronic Visit Verification (EVV) mandated 
and optional services to DXC Technology for 
claim adjudication via the Santrax system 
must enter updated usual and customary 
rates for service codes 1210Z and 1536P 
into their Santrax system prior to billing 
claims for dates of service October 1, 2018 
and forward. 

Presenter
Presentation Notes
PB 18-63



December 24, 2018DXC Proprietary and Confidential December 24, 2018DXC Proprietary and Confidential

Reenrollment 
CHC Service Provider Workshop
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Re-enrollment
Notification and Process

Providers will receive a reminder letter when they are due for re-enrollment 6 months 
prior to the end of their previous 2 year contract. 

The reminder letter will include an Application Tracking Number (ATN).

To re-enroll providers should:

• Access the www.ctdssmap.com Web site

• From the Home Page click Provider > Provider Re-enrollment

• Enter the ATN received in the re-enrollment reminder letter

• Enter NPI or Non medical provider identifier (AVRS ID)

http://www.ctdssmap.com/
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Re-enrollment
Notification and Process

Prior to Re-enrolling:
Must be credentialed/re-credentialed by Allied.
Autism providers must be credentialed/re-credentialed by Beacon Health Options, the 
Department of Social Services, (DSS) or the Department of Developmental Services (DDS).

• The credentialing entity will issue a letter to the provider confirming their credentials to 
continue to provide Autism Waiver services.

• Providers must submit the credentialing letter as a follow on document (FOD) to DXC 
Technology.  The Application tracking number should be pre-printed in the upper right 
hand corner of the (FOD) to ensure the association of the FOD to the provider’s re-enrollment 
application.

Presenter
Presentation Notes
***FOR AUTISM – it’s whichever entity originally credentialed them.
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Providers should successfully complete the re-enrollment application as quickly as possible upon 
receipt of their notice.

Providers with re-enrollment applications that are not fully completed by the provider’s re-
enrollment due date will receive a notice advising they have been dis-enrolled from the 
Connecticut Medical Assistance Program (CMAP). As a result:
• Case Managers may not be able to enter new PAs for future services.
• Providers will not be able to bill and paid for services performed after their re-enrollment due 

date.

A Provider Enrollment contract will not be reinstated until the application is finalized.
• Reinstatement of contracts w/out a finalized application violates Affordable Care Act (ACA) policies.

Re-enrollment
Notification and Process
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Determining and Resolving 
Eligibility Issues
CHC Service Provider Workshop
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Access to Secure Web Account 
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Access to Secure Web Account
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Web Access 
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Determining and Resolving 
Eligibility Issues

Client Eligibility cont.
Resources:
• Community Options at DSS should be notified of an eligibility issue when a client 

begins service so action can be taken to resolve the eligibility issue as soon as 
possible.  Providers who identify an eligibility issue at the time of service should 
send an encrypted email to HomeandCommunityBasedServices.dss@ct.gov.

The client’s name, client ID and the date service began or is scheduled to begin 
should be provided.  Place the words “CHC Client Eligibility Issue”, “ABI Client 
Eligibility Issue”, or “PCA Client Eligibility Issue” in the subject line of the email.
 Providers who identify an eligibility issue upon claim denial should contact 

the DSS Community Options Unit as noted above.  To avoid further claim 
denial, check eligibility before resubmitting claim.

 The purpose of the HomeandCommunityBasedServices.dss@ct.gov mailbox 
is to identify and refer the issue to the appropriate staff.  Eligibility issues 
often must be referred to a DSS Regional Office.  Community Options does 
not direct the work flow in these offices.  Medicaid redeterminations not sent 
in on time may create lengthy periods of ineligibility. Providers should 
contact the client’s care manager for assistance.  

mailto:HomeandCommunityBasedServices.dss@ct.gov
mailto:HomeandCommunityBasedServices.dss@ct.gov
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Determining and Resolving 
Eligibility Issues

Client Eligibility cont.

Does the client have prior authorization?  Yes!

Is the client eligible? Yes!

Does the 
client have 
waiver 
coverage? 
NO!
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Viewing and Understanding 
the Care Plan
Waiver Service Provider Workshop
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Viewing and Understanding the 
Care Plan
Prior Authorization Inquiry
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Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry

PA Search Panel 
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Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry

The search results by client shows multiple Prior Authorizations (PAs) and services authorized.

Note: Search results can include PAs authorized by procedure code, procedure code with 
modifier, procedure code lists and proc/mod lists. For ease in viewing, data can be sorted by clicking 
on the desired sort field, until a triangle appears. Click on the triangle to sort in ascending or descending 
order. 
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Non-Medical Waiver Services may be authorized by:
Procedure Code – code authorized must be billed on the claim

Procedure Code with modifier(s) – code and all modifiers authorized must be 
billed on the claim

Procedure Code(s) List – any combination of the codes on the list may be 
billed up to the number of units authorized

Procedure Code/Modifier(s) List – any combination of the codes with 
associated modifier(s) on the list may be billed up to the number of units 
authorized

Viewing and Understanding 
the Care Plan
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Authorized services are for a companion one time only service to a subsequent client
with billing codes 1210Z U2 TT for 12 units = 3 hours of authorized service with an
effective/end date of 4/4/2014.

Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry (CHC)

Presenter
Presentation Notes
**Example of an expanded line item. 
Codes vary over waivers – Must use Crosswalk/Fee Schedule as to what procedure codes are applicable. 
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This PA for meal one time only services is authorized with a
Procedure Code/Modifier list ML. The Proc/Mod list ML includes the
same procedure codes as in list code 970 with an added U2 modifier
designating the service as one time only. The services relating to
these codes can be provided interchangeably up to the units
authorized, unless otherwise indicated in the notes by the care
manager.

Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry (CHC)

Presenter
Presentation Notes
Proc Code/Mod List
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A “list code,” when authorized will appear on the PA. However, providers must
bill the procedure code or procedure code/modifier for the service provided.

Reminder: Contact the care manager, if reimbursement for the service to be
provided is greater than the procedure code on the service order.

Meals List Code = 970 (on care plan)

Description of Service Procedure Code (on claim)

Single Meal 1218Z
Double Meal 1220Z
Kosher Meal 1221Z
Meals - One Time Only List Code = ML (on care plan)

Description of Service Procedure Code/Modifier (on claim)

Single Meal - One Time Only 1218Z U2
Double Meal – One Time Only 1220Z U2
Kosher Meal – One Time Only 1221Z U2

Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry (CHC)
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This PA for Foster Care is authorized with Procedure Code list 972 which includes
billing procedure codes S5140, 5140X, 5140Y, 5140Z. The services relating to these
codes can be provided interchangeably up to the units authorized, unless otherwise
indicated in the notes by the care manager.

Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry (PCA)

Presenter
Presentation Notes
Codes vary over waivers – Must use Crosswalk/Fee Schedule as to what procedure codes are applicable. 
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Viewing and Understanding 
the Care Plan
Prior Authorization Inquiry (PCA)

Meals List Code = 972 (on care plan)
Description of Service Procedure Code (on claim)
Foster Care, Adult, Per Diem 1 S5140
Foster Care, Adult, Per Diem 2 5140X
Foster Care, Adult, Per Diem 3 5140Y
Foster Care, Adult, Per Diem 4 5140Z
Foster Care – One Time Only List Code = FF
Description of Service Procedure Code/Modifier (on claim)
Foster Care, Adult, Per Diem 1 – One Time Only S5140 U2
Foster Care, Adult, Per Diem 2 – One Time Only 5140X U2
Foster Care, Adult, Per Diem 3 – One Time Only 5140Y U2
Foster Care, Adult, Per Diem 4 – One Time Only 5140Z U2
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Modifiers used in the Waiver programs include:

Modifier U2  - One Time Only Services can be used to authorize:

• Additional units needed on a day service is provided

• Another day of service in an existing care plan

• An additional frequency to an existing service

• The U2 Modifier can be authorized for all non-medical services except:
• Highly Skilled Chore Minor Home Modifications
• PERS Service Installation               Two-way PERS-ongoing service
• Assistive Technologies                    Care Management

Viewing and Understanding 
the Care Plan
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Modifiers used in the Waiver program cont.

 Modifier TT - Subsequent Client can be used to authorize:
• Service for an additional client residing in the home of a client already 

receiving the same service. 
• No procedure code restrictions
• If authorized:

– The TT modifier must be associated to the procedure code on the 
care plan/PA

Viewing and Understanding 
the Care Plan
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Points to remember when viewing the client’s Service Order/Prior 
Authorization on your secure Web Account:

The procedure code, modifiers, from and through dates of service, 
units and frequency should match: 
 the paper service order or
 the service order noted in the  notes section of the  PA on your 

secure Web account  (Access Agency Upload of Service Orders)
 information in Santrax should match with your secure account

Note:  Discrepancies should be reported to the Access Agency

Viewing and Understanding 
the Care Plan
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 Codes Authorized on the care plan are not always the codes to be billed on the
claim. Providers should refer to the procedure code crosswalk for billing codes
associated to codes authorized on the (PA).

• If a Procedure Code or Procedure Code Modifier List is authorized, providers
should:

 Refer to the Procedure Code Crosswalk applicable to the client’s waiver program for
billing codes and unit increments associated to the Procedure Code List or Procedure
Code Modifier List authorized.

 Codes associated to the list can be billed interchangeably, based on the service
provided, up to the units authorized within the frequency, unless otherwise indicated
by the care manager as documented on the service order.

 If the procedure code on the service order is of a lessor reimbursement value than
the service being provided from the code list, the provider must contact the care
manager unless otherwise indicated in the external notes on the PA.

 Providers should also refer to the procedure code crosswalk for unit increments 
which should match back to the number of hours the service was authorized. 

Viewing and Understanding 
the Care Plan

https://www.ctdssmap.com/CTPortal/Portals/0/StaticContent/Publications/Procedure%20Code%20Frequency%20Crosswalk.pdf
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Procedure Code Crosswalk – A list of non-medical procedure codes, and
procedure code modifier lists with associated procedure codes/modifiers
that can be authorized under the CHC, ABI, or PCA waiver.
Providers should access the Procedure Code Crosswalks for the 
following information:

Viewing and Understanding 
the Care Plan

• A list of procedure codes and 
procedure code/modifier 
combinations authorized under a 
procedure code/modifier list

• Service descriptions
• Unit increments
• Provider who can be authorized to bill 

the service
• If service can be spanned when 

consecutive dates of service are 
performed (N/A for home health 
services)

• Frequency of service

• Care Plan limitations (When PA is 
required by DSS or Beacon Health 
Options)

• Funding Source that covers the 
service 

• If a service is EVV Mandated, 
Optional, or N/A

• For ABI Providers: Which ABI Benefit 
plan (1, 2, or both) the procedure 
code is applicable to 
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Claim Submission Points to Remember

Procedure Code Crosswalks can be obtained on the 
www.ctdssmap.com Web site as a link in Chapter 8 of the Waiver 
Service Provider manual in the modifier section of the claim 
submission instructions.

 From the Home page: Information > Publications > Provider Manuals 
> click on “View Chapter 8” > Choose “Connecticut Home Care”, 
“Acquired Brain Injury Services”, or “Personal Care Assistance” > field 
24d

Viewing and Understanding 
the Care Plan

http://www.ctdssmap.com/
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Claim Submission 
Guidelines
Wavier Provider Refresher Workshop
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Access to Claim Submission 
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Access to Claim Submission 
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In the Detail Section enter the procedure code, date of service, units of 
the procedure, total charges for the service, modifier(s), if applicable. 

To enter additional procedures, click on the               button within the 
Detail Panel and enter the required information.
Do not click on the                button after you’ve entered the last 
procedure for the client/date of service.

Access to Claim Submission 
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Diagnosis Panel

Access to Claim Submission 

* Diagnosis is NOT required for non-medical services.
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TPL Panel

Medicaid is always the payer of last resort.  If the client has Other Insurance (OI) 
primary, the provider should bill that carrier first.
The OI information can be entered in the TPL panel by first clicking on the            
button in the TPL panel.
The required fields are Carrier Code for the OI, Paid Amount and Paid Date.
The three digit Carrier Code can be found on the client eligibility verification 
screen under TPL Information, or in the drop down “Client Carriers” field in the 
TPL panel on the Claim screen.

* TPL is NOT applicable for non-medical services.

Access to Claim Submission 
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Claim Status Information Panel shows the status of the claim.  
Once a claim is submitted, it processes in real time and assigns an Internal 
Control Number (ICN) to the claim.  The Claim Status will show if it has 
been submitted, paid, denied or suspended. 
Claim Status on a paid claim will show the paid amount.
Claim Status on a processed claim will also show the Explanation of Benefit 
(EOB) codes that post at the header of the claim and at the details.

Access to Claim Submission
Claim Status Panel

Presenter
Presentation Notes
***PAID DATE WILL NOT POPULATE UNTIL AFTER CYCLE***
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New Claim

Paid claim

Denied claim

Suspended claim

Access to Claim Submission
Claim Status Panel - Web Claim Function Buttons
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The error message will point to the Panel, the Field and the Row where 
the error has occurred.

If required information is missing or is in an incorrect format, the self editing feature of Web 
claims generates error messages to alert the provider and will prevent the claim from being 
submitted until the errors have been corrected.

Access to Claim Submission
Web Claims Submission – Error Messages
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Access to Claim Submission 
Enter enough information to satisfy at least one of the following
criteria:
• ICN, From and Through Dates of Service, From and Through Dates of Payment,

or check the Pending Claims box.

• The From and Through dates cannot span more than 93 days.
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Access to Claim Submission 
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Dates of service can only be spanned for non-medical services  
submitted in the professional claim format when service is provided on 
consecutive dates which span the from and through dates of service on 
the claim detail. Please note: Spanning will NOT occur if billed thru 
EVV.

Spanned dates of service cannot exceed the frequency (weekly or 
monthly) for the service as noted on the care plan/PA.  For example, if the 
chore service is to be provided 6 hours per week on consecutive days such as 
Monday through Wednesday for 2 hours per day for a total of 24 units, the span 
dates of service must begin on the Monday of the calendar week in which the 
service was performed and end on the Wednesday of the same calendar week for 
a total of 24 units.

Spanned dates of service cannot span multiple line details on the care 
plan.  For example, in the example above a onetime only of an additional 4 hours 
on Thursday is needed for the above week.  If the 4 additional hours on Thursday 
are added as an additional line detail on the PA, the services for Thursday, even 
though they are consecutive with the regular weekly services, must be billed on a 
separate line detail.

Claim Submission – Spanning Dates
Access to Claim Submission 
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Claim Submission Points to Remember
Accessing claims for inquiry or new submission
 Log in under your correct secure Web account

 Your Local Administrator must give you access/permission for Claim Submission 
Inquiry (Chapter 10, section 9 of the provider manual)

• If you don’t have access, you will not be able to view the Claim tab when logging in 
to your secure Web account.

When accessing claims click on the claim tab and select claim inquiry or Professional 
(first claim for new client) and click search.

 Perform a claim inquiry by entering at minimum:

• The claim ICN

• Client ID
• Narrow your search using:

• From/To dates of service (Note: search cannot exceed 90 days)
• Claim status 

 Click Search

Access to Claim Submission 
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Monthly Claims 
Reprocessing
Waiver Provider Refresher Workshop
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Monthly Claims 
Reprocessing

Systematic Monthly Claims Reprocessing:

• Sync paid claims to the appropriate PA/PA line detail once care 
plan changes have been made by the Access Agency such as:
• End dating and restarting a care plan due to periods of 

hospitalization.
• Increasing or decreasing services.
• End dating a care plan when the client leaves the Agency’s 

service.
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Systematic Monthly Reprocessing
In the first cycle of each month, DXC Technology will recoup (void) all paid claims
impacted by the Access Agency changes made two months prior (Region 52 claims
= a voided claim).

In the same cycle DXC Technology will reprocess, deny and/or pay claims posting
to the correct PA/PA line detail (Region 24 claims = a new day claim).

For example: changes made to PAs in May 2017 by the Access Agency will result in
claims being voided (region 52) and reprocessed (region 24) in the first cycle of
July 2017.

Note:  Region = the first two digits of the claim Internal Control Number (ICN).

Monthly Claims 
Reprocessing
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Impact to Provider Remittance Advice (Paper RA)
 If there is a financial impact (Change in $ amount up or down) 
between the voided claim (region 52) and the reprocessed claim 
(region 24):

Providers will see in the adjustment section of their RA
The previously paid claim ICN (Region 20, 22, 59, 10 etc.).
Recouped/Voided claim ICN (Region 52). 
 EOB Code 8236 – Claim was  recouped due to PA change.  

Monthly Claims 
Reprocessing
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Monthly Claim Reprocessing
PA Changes Made by Access Agency – Claim Recouped
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Impact to Provider Remittance Advice (Paper RA)
A new claim will be systematically created.  Providers will see the new 
day claim on their RA :

• Claim ICN (Region 24) in the paid/denied section of the RA.

• EOB Code 8238 – Claim Systematically Reprocessed Due to a PA/Service 
Order Change.

NOTE:  If the reprocessed region 24 claim pays the same as the recouped 
region 52 claim, neither claim will appear on the RA. 

Monthly Claims 
Reprocessing
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PA Changes – Claim Reprocessed and appears on RA (paid 
amount  region 24 claim greater than amount recouped – region 
52 claim)

Header EOB:  8238

Monthly Claims 
Reprocessing
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Impact to Provider’s Secure Web Portal – Claim Inquiry
Regardless of the financial impact (more, less or no $ change):
•All region 52 and region 24 claims will appear on the provider’s 
secure Web account
•Region 24 claims with no financial impact (i.e. region 24 claims paid 
the same as voided region 52 claims) will appear on the Web with:
 EOB code 8237 – Claim Systematically Reprocessed Due to PA 

Change-Information Only.

Note:  These claims will not appear on the provider’s RA

Monthly Claims 
Reprocessing
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Impact to Provider’s Secure Web Portal – PA Inquiry

Region 24 claims identify a change made to the care plan/PA.

Region 24 claims with EOB Code 8238 – Claim Systematically Reprocessed Due to a 
PA/Service Order Change confirms there has been a change which has:

 Positively or negatively impacted you financially. 

 May continue to impact you financially in the future.

Providers should investigate reprocessed claims with a negative impact to determine if:

 Providing appropriate level of service currently authorized.

 Current service order matches the PA on their secure Web account. Report 
discrepancies to the Access Agency.

Monthly Claims 
Reprocessing
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Impact to Provider’s Secure Web Portal – PA Inquiry 
cont.

A PA may show negative units available, if the changes made by the 
Access Agency reduce the frequency number or date span to less than the 
total units paid on claims currently associated to the PA.
For example:
PA authorized for 20 units per week for 4 weeks = 80 units authorized and 

available.  
Claims are paid against the PA = 40 units used
Access Agency changes the PA to 10 units a week for 2 weeks = 20 units 
authorized and available.
Until claims are recouped and reprocessed, the PA will show 20 units available 
– 40 used = (20) negative units

Monthly Claims 
Reprocessing
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Impact to Provider’s Secure Web Portal – PA Inquiry 
cont.

Negative units indicate potential detail/claim denial when claims 
are voided and reprocessed, unless another service order is 
created that will allow the claims to be paid.

To reduce the denial of claims processing against a PA with 
negative units, during the implementation of these changes:
•DXC Technology is requesting providers stop submitting claim 
adjustments that will process against these PAs.

Monthly Claims 
Reprocessing
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Claim Denials, Resolution, 
and Resources
Waiver Provider Refresher Workshop
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Claim Denials due to Client Eligibility

Denial Reasons:
 EOB code 2003 - Client Ineligible for dates of service
 EOB code 4021 - Procedure Billed is not a Covered Service under

the Client’s Benefit Plan. (If this is the only EOB that sets on the
claim, the client does not have CHC, ABI, or PCA. If any other
EOB is on the claim, take action on the other EOB and disregard
EOB 4021).

Resolution:
 Client eligibility file needs to be updated with a CHC, ABI, or PCA

benefit plan or change in the effective dates of eligibility.

Claim Denials, Resolution, and 
Resources
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Claim Denials Related to Care Plan/PA Issues

 EOB code 3015 – CHC Care Plan Required
 Resolution: A care plan must be created by the Access Agency 

and uploaded to the DXC Technology system.
 EOB code 3016 -Service not Authorized on the CHC Care Plan
 Resolution: A service denied for not on care plan must be added  

by the Access Agency to the Care Plan.

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related to Care Plan/PA Issues cont.
 Resources:
 Care Managers create service orders and the Access Agencies enter 

them into the Care Management System.
 The Access Agency is responsible for uploading initial care plans and

changes to care plans to DXC Technology, in Prior Authorization format,
within seven (7) days of issuing the service order.

 If the provider has a service order and a PA for the service order
cannot be found by doing a PA inquiry via the provider’s secure
Web account within seven (7) days of receipt of the service order, the
provider should contact the applicable Access Agency.

Claim Denials, Resolution, and 
Resources
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Claim Denials Related to Care Plan/PA Issues cont.

Care plans or changes to care plans that are not viewable via the provider’s secure Web 
portal within seven (7) days of issuance may be the result of the Access Agency 
experiencing an upload issue to DXC Technology due to:

 Service overlaps

These types of upload issues take time to resolve so it is important  to confirm service 
order requests or changes have been uploaded as soon as possible to avoid unnecessary 
claim denials or further delay in prior authorization upload.

Note:  If a client is eligible under a waiver benefit plan, a care plan for the services 
to be billed must be in place for both Medical and non-medical services or the claim 
will deny.

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related to Care Plan/PA Issues cont.

 EOB code 5151 – Units exceed the frequency units authorized on 
the care plan
 Resolution: Units of service must be added to the frequency of an 

existing PA by the Access Agency.
 This could also indicate user error. Check to make sure you did not enter 

an incorrect number of units on the claim.
 EOB code 3003 - Prior Authorization is required for payment of the 

service (units for the service are exhausted)
 Resolution: Units of service must be added by the Access Agency to an 

existing PA that is currently exhausted.
 Providers should also re-check units billed to rule out user error (i.e. 

wrong number of units entered on claim submission screen)

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related to U2 Modifier.

 EOB code 749 – Modifier U2 not allowed.
 Resolution: Claim must be resubmitted without the U2 modifier.
 The claim is submitted with a U2 modifier for one of the following 

services: Highly Skilled Chore, Minor Home Modifications, PERS Service 
Installation, Two-way PERS-ongoing service, Assistive Technologies, or 
Care Management

Claim Denials, Resolution, and 
Resources
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Claim Denials Potentially Due to Provider Error 
Claim denials due to

 EOB code 3016- Service not covered under CHC, ABI, or PCA care plan

 May be the result of provider error due to:

 Incorrect procedure code billed 

 Failure to communicate a change in service to the care manager  

 Example: PCA overnight 1022Z services are authorized, the service can not be
completed. Before the provider can bill the code for an incomplete shift, 3022Z, the
care manager must be notified and 3022Z must be uploaded to the DXC Technology
system. Until this occurs any claim submitted for 3022Z will deny.

Claim Denials, Resolution, and 
Resources
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Provider Error cont.
Claim denials due to:
 EOB code 3003- Prior Authorization is  required for payment of this 

service, or
 EOB code 5151- Units exceed frequency units on CHC care plan

May also be the result of provider over service or keying errors when 
entering units of service.

Claim denials due to:
 EOB code 4140- The service submitted is not covered under the 

client’s benefit plan.
May be the result of submitting non-medical services under the 
provider’s Home Health provider number or by using the incorrect 
wavier AVRS ID.

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related EVV

 EOB code 3327 – Confirmed visit not found
 Resolution: The visit must first be confirmed in the provider’s Santrax system. 
 It is important to note, the confirmed visit data used in claims processing 

may be up to 24 hours old, therefore, it is critical to ensure visits are 
confirmed in a timely manner, at least 24 hours prior to claim submission, in 
order to avoid unnecessary claim denials.

 EOB code 3328 – Confirmed visit units are exhausted
 Resolution: The confirmed visit units in Santrax must be sufficiently 

increased.
 This EOB code will post to a claim containing an EVV mandated service 

where there is a confirmed visit that contains the same client ID, provider ID, 
date of service, service code and modifier(s), however, the visit units have 
been exhausted due to a previously paid claim. 

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related EVV cont.

 EOB code 0047 – Confirmed visit units are exceeded
 Resolution: Can only be resolved if the confirmed visit units in Santrax are sufficiently 

increased. 
 This EOB code will post to a claim containing an EVV mandated service where there is 

a confirmed visit found that contains the same client ID, provider ID, date of service, 
service code and modifier(s), however, the visit units on the confirmed visit are less than 
the units billed on the claim. This claim will pay, but it will cut back to the number of units 
on the confirmed visit. 

 Reduced units on a confirmed visit may be the result of a pending authorization change. 
Units on a confirmed visit in Santrax are reduced to the remaining units on the 
authorization in Santrax. If the authorization units are increased after the visit was 
confirmed, the visit must be refreshed and updated in Santrax to reflect the full number 
of confirmed units. Once this occurs, the claim may be adjusted in order to receive 
payment for the additional units. 

 EOB code 0047 may also occur if there are two visits for the same client and service on 
the same day and only one visit is confirmed. The second visit must be confirmed in 
order for the claim to pay the total number of units billed for the day. 

Claim Denials, Resolution, and 
Resources
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 Claim Denials Related to EVV cont.

 EOB code 3329 – Detail dates of service that span 31 days cannot 
be verified
 Resolution: Reducing the number of days submitted on the claim detail.
 Claims submitted from Santrax are limited to one date of service per claim detail. 

Claims submitted outside of Santrax may be submitted using spanned dates. 
These spanned dates cannot exceed 31 days. 

Claim Denials, Resolution, and 
Resources
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Program Basics for Successful Claim Submission
 Check client eligibility on clients coming on service.

• Contact DSS Community Options unit immediately with clients who are not 
eligible for a CHC, ABI, or PCA benefit at 
HomeandCommunityBasedServices.dss@ct.gov

• Be sure to include requested data to expedite the process.

• Set up a periodic check system to determine when the client is eligible 
so claims may be submitted, if applicable.

Note:  Most issues of client ineligibility are resolved within a few 
days of notification.

Claim Denials, Resolution, and 
Resources

mailto:HomeandCommunityBasedServices.dss@ct.gov
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Program Basics for Successful Claim Submission

 Check the client’s care plan (PA) to be sure the services you have been 
requested to provide have been authorized. 

 Review the care plan carefully to ensure all services to be provided are 
on the initial care plan/PA.

 Report discrepancies to the appropriate Access Agency immediately.

 Review the care plan when you are notified of changes to be sure the 
services you are being requested to provide are on the care plan/PA.

Claim Denials, Resolution, and 
Resources
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 Claim submission review

• Prior to submitting claims be sure services provided match service 
authorized and services to be billed.

• Identify discrepancies early to avoid over service or potential billing 
errors which may cause claims to deny such as:
• Exceeding units on a claim frequency.
• Omission of a modifier on a claim detail(s).
• Spanning dates of service across frequencies or PA  line details.

Claim Denials, Resolution, and 
Resources
Program Basics for Successful Claim Submission

Presenter
Presentation Notes
** more applicable to services NOT submitted via EVV
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Claim submission review
Submitting claims electronically and/or via the Web:

• Minimize claim submission time by:
Copying a prior paid claim, especially when billing for like services, 

minimizes  changes needed for resubmission
Spanning dates of service on a single line detail when the same service is 

performed on consecutive dates reduces key strokes and the number of 
details on a claim

Example:  a homemaker service for 10 units on Mon, Tues, Wed can be 
billed on a single line detail  such as 10/3/17 to 10/5/17 1214Z for 30 
units.

• Maximize reimbursement time

Claim Denials, Resolution, and 
Resources
Program Basics for Successful Claim Submission
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EVV System
All claims are validated in the EVV system prior to direct 

submission
Right Client
Authorized Services
Right Caregiver Type
Verified Visit Data

Only validated claims can be submitted for payment
EVV Check in and Check out determines visit duration for claim

Claim Denials, Resolution, and 
Resources
Program Basics for Successful Claim Submission
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 Claims Resolution
 Reconcile claims as entered via the web or leave time before claim cycle 

cutoff to correct and resubmit.
 Submit eligibility issues not already addressed to DSS Community Options 

unit.
 Submit care plan discrepancies not already addressed to Access Agency.
 Reconcile RA for  the current cycle before receiving next RA to identify 

problems early to avoid major reimbursement issues.
• Refer to list of EOB code descriptions at the end of the RA to determine 

reason(s) for denial.
• Use Claim Resolution Guide (Chapter 12 of Provider Manual) to 

determine the cause of a denial and its resolution.
• Use Claim Submission Chapter 8 for waiver providers to determine claim 

resolution.
• Contact the Provider Assistance Center at 1-800-842-8440 with issues 

you cannot resolve.

Claim Denials, Resolution, and 
Resources
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Program Resources
Waiver Provider Refresher Workshop
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 Procedure Code Crosswalk
Contains authorized codes and associated billing codes

Valid frequency (which can be used by Access Agency to authorize the service)

Service descriptions

Unit increments

Billing Provider (Allied or Waiver Service Provider)

If spanning code is allowed

If a service is EVV Mandated, Optional, or N/A

For ABI Providers: Which ABI Benefit plan (1, 2, or both) the procedure code is 
applicable to 

This document can be found as a link in Chapter 8 of the Home Health Provider 
manual in the modifier section of the claim submission instructions, field 24D.

They are also located on the training page underneath the appropriate waiver 
training (CHC, ABI, PCA, or Autism).

Program Resources

https://www.ctdssmap.com/CTPortal/portals/0/StaticContent/Publications/Provider_Training.pdf
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 CT Medical Assistance Provider Manual 

 Provider access from the www.ctdssmap.com Home page> Information> 
Publications> Provider Manuals.

 The Provider Manual is available to assist providers in understanding how 
to receive prompt reimbursement through complete and accurate claim 
submission.

 It is the primary source of information for submitting CMAP claims and 
other related transactions.  This manual contains detailed instructions 
regarding the Program, and should be your first source of information 
pertaining to policy and procedural questions.

Program Resources

http://www.ctdssmap.com/
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Chapter 1 – Introduction
• Provides information on the CT Medical Assistance Program, (CMAP) the 

Department of Social Services’ and DXC Technology’s responsibilities and 
resources.

Chapter 2 – Provider Participation Policy
• Details the CMAP regulations for provider participation.

Chapter 3 – Provider Enrollment and Re-enrollment
• Provides information on provider eligibility in regards to provider enrollment 

and re-enrollment.

Chapter 4 – Client Eligibility
• Provides information regarding client eligibility in the Medical Assistance 

Program, client eligibility verification, and client third party liability.

Program Resources
Provider Manual

Presenter
Presentation Notes
Just name the chapters, don’t necessarily go into detail on what each chapter includes.
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Chapter 5 – Claim Submission Information

• Provides information on general claims processing and billing 
requirements.

Chapter 6 – Electronic Data Interchange Options

• Provides information on electronic claim submission and electronic 
Remittance Advice.

Program Resources
Provider Manual
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Chapter 7- Specific Policy/Regulation
• This chapter contains the Medical Policy section that pertains to the chosen 

provider type.

Chapter 8 – Provider Specific Claims Submission Instructions
• Provides information on provider specific billing requirements. 

• Procedure Code Crosswalks can be found as a link in Chapter 8 of the 
Home Health Provider manual, Claim Submission Instructions, field 24D. 

Program Resources
Provider Manual



December 24, 2018 87DXC Proprietary and Confidential December 24, 2018 87DXC Proprietary and Confidential

Chapter 9 – Prior Authorization
• Provides information on how to obtain Prior Authorization for designated

services.
Chapter 10 – Web Portal/Automated Voice Response System (AVRS)
• Provides information on both the AVRS and the Web Portal functions of

interChange.
Chapter 11 – Other Insurance and Medicare Billing Guides
• Provides claim-type specific information on other insurance and Medicare

billing.
Chapter 12 – Claim Resolution Guide
• Provides descriptions of common EOBs and, if applicable, information to

resolve the errors.

Program Resources
Provider Manual
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Provider Manual (Important Waiver Chapters)
Chapter 7 (Policies)

Chapter 8 (Claim Submission Instructions)

Chapter 12 (Claim Resolution Guide)

• This chapter is also a link on the provider secure Web portal.  Click on 
claims then on professional.

Chapter 10 (Web Portal)

Web Claim Submission Instructions
Located on secure Web account

Under claims select professional

Click on the claim submission instructions link in the upper left portion of the 
screen.

Program Resources
Provider Manual
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Publications emailed to relevant provider types/specialties 
documenting changes or updates to the CT Medical Assistance 
Program.

Bulletin Search allows you to search for specific bulletins (by 
year, number, or title) as well as for all bulletins relevant to your 
provider type.  The online database of bulletins goes back to 
the year 2000.

Information – Provider Bulletins
Program Resources
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Providers MUST register to receive information electronically for new provider publications 
and notifications through the email subscription function on the Connecticut Medical 
Assistance Program (CMAP) Web site at www.ctdssmap.com 

Information – E-mail Subscriptions
Program Resources

Presenter
Presentation Notes
** For complete E-mail subscription information, please see provider bulletin PB-23 on the CMAP Web site
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DXC Technology Provider Assistance Center (PAC)

1-800-842-8440 – Monday thru Friday, 8:00 AM – 5:00 PM (EST), excluding holidays -
CTDSSMAP-ProviderEmail@dxc.com

DXC Technology Electronic Data Interchange (EDI) Help Desk

1-800-688-0503 – Monday through Friday, 8 a.m. to 5 p.m. (EST), excluding holidays

Connecticut Community Care (CCCI)- serviceauthissues@ctcommunitycare.org

Providers must include the following information when submitting service 
authorization issues to CCCI: provider name, client name, client EMS number, CCCI 
number, EOB code on rejecting claim at DXC Technology, from and to dates of service, the 
type of service (SNV, homemaker, MOW, etc.), the frequency of service (Spanned dates, 
monthly or weekly), the number of units needed, CCCI service order number, if available and 
any comments the provider wishes to communicate to CCCI.

Western Connecticut Area on Aging (WCAA)- contact WCAA directly at (203)465-1000 

Please have the following information available when contacting WCAA: client name, 
the client EMS number, the type of service (SNV, homemaker, MOW, etc.), the dates of 
service, the frequency of service and the number of units or hours per visit.

Program Resources
Contacts

mailto:CTDSSMAP-ProviderEmail@dxc.com
mailto:serviceauthissues@ctcommunitycare.org
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South Western Connecticut Area on Aging (SWCAA)- SWCAABillings@swcaa.org

Please have the following information available when contacting SWCAA: client 
name, the client EMS number, the type of service (SNV, homemaker, MOW, etc.), the 
dates of service, the frequency of service and the number of units or hours per visit.

Agency on Aging of South Central CT (AASCC)

pcaldwell@aoascc.org

Companies without secure e-mail, please fax service order inquiries to

(203) 528-0455. Due to the high volume of inquiries AASCC requests your

primary source of communication to them be by e-mail or fax.

• Department of Social Services (DSS) – For Self Directed clients on the CHCPE 
Program, please contact Melva Cooper, RN at DSS, at (860) 424-5863 or 
melva.cooper@ct.gov

Program Resources
Contacts

mailto:SWCAABillings@swcaa.org
mailto:chcbilling@aoascc.org
mailto:melva.cooper@ct.gov
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Program Resources
Electronic Visit Verification

Electronic Visit Verification Implementation Important Message
ctdssmap.com Web site > Information

Revised often with the most up-to-date information 

Frequently Asked Questions (FAQs)

Learning Management System Enrollment Instructions and Web site links

Refresher Training videos - Interface Specifications

EVV Service Code Listing - Reason Code/Task lists

EVV publications list
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Program Resources
Electronic Visit Verification (EVV) – At Your Fingertips

‘At Your Fingertips’ is a monthly tip sheet designed to help providers navigate Electronic Visit 
Verification (EVV) by answering common questions and providing assistance for resolving common 
issues encountered by providers in their use of the EVV system. The tip topics are generated by 
questions submitted to Sandata Customer Care, the EVV mailbox found at ctevv@dxc.com or in 
communications to DSS for assistance. These tip sheets reflect real questions and issues that 
providers have as they use the EVV system.

What should I do with the tip sheet?
We recommend saving the tip sheet for easy access when EVV questions arise at your office. These 
sheets are designed to educate you and your staff and provide useful tips to successfully use EVV. We 
strongly encourage that these tip sheets be shared with the staff that use the EVV system.

We hope that you enjoy these tips and find them useful in your continued use of the EVV system. If 
you have suggestions for future tip topics, please email the EVV mailbox at ctevv@dxc.com.

mailto:ctevv@dxc.com
mailto:ctevv@dxc.com
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Program Resources
Electronic Visit Verification

EVV contacts

For questions and issues related to prior authorizations, claims and the EVV 
implementation please send an email to the following e-mail address: 
ctevv@dxc.com

For questions and issues related to the Santrax software please send an email to 
the following email address: ctcustomercare@sandata.com

Sandata CT EVV Customer Care Number (toll free) 1-855-399-8050 
– Remember to document your call tracking number for both your records and to provide to 

DXC Technology if you need further assistance.

mailto:ctevv@hpe.com
mailto:ctcustomercare@sandata.com
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Questions? 
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Thank you.
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