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How to Submit a New CMS 1500 Professional Claim on the MHS Portal
Review the steps below to see the process for submitting a CMS 1500 claim.

1. Log into the Secure Provider Portal: https://provider.mhsindiana.com

2. Click the Claims tab on the dashboard header.
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3. Click Create Claim
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4. Enter Member ID and Date of Birth. Click Find.
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5. Choose a Claim Type —CMS 1500 or CMS UB-04

Wi s > @
Y Eligibility  Patients  Authonizations  Claims  Messaging  Help

Viewing Claims For : Medicaid i co ' Upload EDI Create Claim

Choose Claim for . i

Choose a Claim Type

CMS 1500 CMS UB-04

Professional Claim = Institutional Claim =

UPDATE: In order to be compliant with ICD-10 reg we will require claims with discharge dates or service dates on or after October 1, 2015, be coded with ICD-10 codes
This change applies to the date of service on the claim, not the submission date

*The following steps are relation to a CMS 1500 Claim.
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6. Enter Patient’s Account Number

7. Enter the Statement Dates

8. If other fields listed are not applicable, click Next.
Required fields are marked with an asterisks (*).

Professionsl ClaimforD.______.c kil > 0 > 0 0 4

THIS SECTION
General Info

Information about the dates of the claim

==

* Required field
Patient's Account Mumber® 0000000000 %
Statement Dates” From | MM/DDMYYYY | To MM/DDYYYY
Date of current liness, Select Type.. E MM/DDYYYY 14.
Injury, Pregnancy (LMP) | 4

Other Date Select Type.. E MM/IDDYYYY 15,

Hospitalization From | MM/DDMNYYYY To | MMIDDAYYYY 18.

Additional Claim Information: FOOCOO OO 18a.

Outside Lab? Yes m 20.
Prior Authorization Number OO0 23a.
CLIA Number FOOCOOOOOO0 23b.

Amount Paid OO0 XX 29,
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9. Add the Diagnosis Codes for patient in Box 21. Click Add button to save.

Professional Claim for [ s vwrpmm-,“”

TION

Diag

nosis Codes
Diagnosis Code and Additional Insurance information
* Required fieid
ICD Version Indicatorr @ ICD 10 Please note that for the ciaim statement dates entered,
valid ICD-10 codes only are accepted
Diagnosis Codes® | XXXX e.g. VBT: m (Enter diagnosis code and click on Add button) 21
| 4
Add Coordination of Benefits
+ Back Next =

If applicable, click Add Coordinator of Benefits and enter Carrier Type and Policy Number.

Primary Insurance ()

Motice: If the Member has more than one primary insurance (Medicaid would be the 3rd payer), the claim cannot be submitted through the Web.

Camier Type* Select ﬂ 8d

Policy Number® | X0000000K 93
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10. Enter required fields:

Dates of Service

Place of Service (Dropdown)

Procedure Code

Modifier(s) where applicable and click Add
Check previously entered Diagnosis Code(s)

Total Charges

Total Units/Minutes/Days and select Type (dropdown menu)
11. Click Save/Update. Add additional Service Lines, if needed.
12. Complete all service lines and click Next.

Professional Claim for D
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THIS SECTION

Service Lines

Enter maximum of 50 service lines.

4+ Back

Total: $125.00

+ New Service Line

PROCEDURE / CHARGES

1599213 115125.00

4 Back

Allwell from MHS | Ambetter from MHS | Healthy Indiana Plan (HIP) | Hoosier Care Connect | Hoosier Healthwise

* Required field

Now Viewing Line 1: 99213 / $125.00

Dates of Service™

Place of Service*

Procedure Code*

Modifiers

Diagnosis Code(s)*

Charges®

Units / Minutes / Days™*

Family Planning

NDC

Supplemental Information

From | 05/08/2018

11— PROVIDERS OFFICE

99213

To

05/08/2018

=

DEECE Save [ Updat

24a

24b

24d

Please enter the modifier and click the Add button.

] HBE90 - OTITIS MEDIA UNSPECIFIED UNS EAR

125.00

1.0 Type *| UN - Units[v]

m EPSDT | Select..

NDC

Supplemental Information

24e

247

249

24h

NDC
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13. Enter Billing Provider Name, Address, City, State, and Zip.

14. Click Same as Billing Provider if Service Location and Billing Provider address are the same.
15. Click Next

Professional Claim forD - W E Your Progress -‘“‘,

THIS SECTION
Providers

Praviders on this claim

* Required field

Referring Provider

NP1 17
MM Find Provider |
Last Name or Organizational Name First Name

Last Name Find Prowvider First Name

Rendering Provider ony enter rengering provier information if not the same as Billing Provider information.

NP1 Tax ID 24
XX000000KX | |3 4 Find Provider 4
Taxonomy # Last Name or Organizational Name First Name

XXOUOKKXK | | Last Name First Name [ cicar x |

Billing Provider

Tax 1D 33
- 1 ;V
MName* NP Taxonomy *
Last Name HRODOOOK OO
Address® City* State® zp*
XIOOCOOONK | | IKIDOOMKXKKX | | Select.. v | xxx

Service Facility Location

Name NFI 2
Last Name HOOOOOK | 4
Address City State Zip
O, OO Select [ae]| | x00x

1-877-647-4848 | TTY/TDD: 1-800-743-3333 | mhsindiana.com

HEALTH PLAN

< Allwell from MHS | Ambetter from MHS | Healthy Indiana Plan (HIP) | Hoosier Care Connect | Hoosier Healthwise



wm

16. Upload any Attachments where applicable. If none, click Next.

Professional Claim for £/ Yourprogress (DD D D D D

THIS SECTION

Attachments

Add attachments to the claim (5SMB limit)

Supported types are .jpg, -tif, .pdf and _tiff

You are correcting a ciaim for R

If there are no attachments, click Next

< Back

Attachments

*Do NOT send password protected files. You must click ATTACH for each file being submitted.

File* IAttachmem Type*
I rowse. Select Type Aftach
B—I Primary Carrier EOB
Records
Consent Form
Proof of Timely Filing
There are no attached files. Claim Adjustment Form (CAF)
DME or Rx Invoice
« Back If there are no attachments, click Next
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If the claim is eligible for Real Time Editing and Pricing (RTEP) this screen will appear.

17. Review all claim information and click Edit, if needed.
18. Click Validate to submit claim

Professional Claim for £
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THIS SECTION

Review

Please review your claim and submit
+= Back

Almost done!

You can go back to review your claim or submit now.

Claim Id: 830000022
Member Record Number: § 3
Member Claim Amount Paid:

Patient's Account Number: 1

General Info Edit

Statement From Date: 03/14/2018
Statement To Date: 03/14/2018
Date of current lliness, Injury, Pregnancy (LMP):
Other Date:

Hospitalized From

Hospitalized To:

Additional Claim Information:
Qutside Lab?: No

Qutside Lab Amount:

Prior Authorization Number:

CLIA Number:

This claim is eligible for Real Time Editing and Pricing.
Please click on the Validate button to proceed to the next step.

Validate =

Diagnosis Codes and Primary Insurance Edit

Diagnosis Codes

Z309 - ENG CONTRACEPTIVE MANAGEMENT UNS

Service Lines Edit

Line From To Place Proc Diagnosis  Amount  Units/iMinutes/Days Family Plan EPSDT NDC  Supplemental Info
1 03/14/2018  03/14/2018 11 99203 Z309 $200.00 1.0 No

Providers Edit

Provider Type Name Tax ID NPI Taxonomy Address

ReferringProvider

RenderingProvider

BillingProvider E 3 2 z

Service Facility Location

Attachments

4= Back
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This claim is eligible for Real Time Editing and Pricing.
Please click on the Validate button to proceed to the next step.

Validate =
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If the claim is not eligible for Real Time Editing and Pricing (RTEP) this screen will appear.

m

19. Review all claim information and click Edit, if needed.

20. If no Edits are needed, click Submit.

fessional Claim for £ —

Review

This claim is not eligible for Real Time Editing and Pricing.

& Back Please click on Submit to process the claim.

Almost done!

You can 9o back to review your claim of submit now.
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Claimid: 8. .00 .2

Member Record Number. J
Member Claim Amount Paid:
Patient's Account Number: 4

General Info Edit

Statement From Date: 03/21/2018
Statement To Date: 03/21/2018
Date of current lliness, Injury, Pregnancy (LMP).
Other Date:

Hospitalized From

Hospitalized To.

Agditonal Claim Information
Outside Lab?: No

Outside Lab Amount:

Prior Authorization Number:

CLIA Number.

Diagnosis Codes and Primary Insurance Edit

Diagnosis Codes
HE690 - OTITIS MEDIA UNSPECIFIED UNS EAR

Service Lines Edit

Line  From To Place Proc  Diagnosis Amount UnitsMinutes/Days  Family Plan

1 03212018 03212018 11 99213  HE590 $12500 1.0 No
Providers Edit

Provider Type Name TaxID NPI Taxonomy

ReferringProvider

RenderingProvider 3 4 2 ) 7

BiingProvider £ L z ' 1

Service Facility Location
Attachments

« Back This claim is not eligible for Real Time Editing and Pricing.

Please click on Submit to process the claim.

vourrosess (DD D ED IO D

EPSDT NDC  Supplemental Info
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