Clinic Services Provider Manual Manual Updated 09/03/2025

FORMS

Number Name Revision Date
DHHS 126 Confidential Complaint 06/2007
DHHS 130 Claim Adjustment Form 130 03/2007
DHHS 205 Medicaid Refunds 01/2008
DHHS 931 Health Insurance Information Referral Form 02/2018

Reasonable Effort Documentation 04/2014

Duplicate Remittance Advice Request Form 09/2017

Claim Reconsideration Form 11/2018

CMS-1500 (02/12) | Sample Claim Showing TPL Payment with NPI 02/2012

CMS-1500 (02/12) Sample Claim Showing National Drug Code 02/2012
(NDC)

Sample Remittance Advice (four pages) 04/2014

DHHS 218 ESRD Enrollment Form 06/2007

DHHS 687 Consent for Sterilization 09/2025




STATE OF SOUTH CAROLINA— CONFIDENTIAL COMPLAINT

DEPARTMENT OF HEALTH
AND HUMAN SERVICES

SEND TO: DIRECTOR, DIVISION OF PROGRAM INTEGRITY
DEPARTMENT OF HEALTH AND HUMAN SERVICES
P.O. BOX 100210, 1801 MAIN STREET, COLUMBIA, SOUTH CAROLINA 29202-3210

PROGRAM INTEGRITY

THIS REPORT IS DESIGNED FOR THE REPORTING OF POSSIBLE ABUSE BY MEDICAID PROVIDERS
AND/OR RECIPIENTS. USE THE SPACE BELOW TO EXPLAIN IN DETAIL YOUR COMPLAINT. PLEASE
IDENTIFY YOURSELF AND WHERE YOU CAN BE REACHED FOR FUTURE REFERENCES. UNLESS
OTHERWISE INDICATED, ALL INFORMATION SHOULD BE PRINTED OR TYPED.

YOUR COMPLAINT WILL REMAIN CONFIDENTIAL.

SUSPECTED INDIVIDUAL OR INDIVIDUALS:

NPI or MEDICAID PROVIDER ID: (if applicable) MEDICAID RECIPIENT ID NUMBER: (if applicable)

ADDRESS OF SUSPECT: LOCATION OF INCIDENT:

DATE OF INCIDENT:

COMPLAINT:

NAME OF PERSON REPORTING: (Please print) SIGNATURE OF PERSON REPORTING: DATE OF REPORT

ADDRESS OF PERSON REPORTING: TELEPHONE NUMBER OF PERSON REPORTING:

SIGNATURE: (SCDHHS Representative Receiving Report)

SCDHHS Form 126 (revised 06/07)




I South Carolina Department of Health and Human Services - Claim Adjustment Form 130 I

Frowider Mame: (Flease use black or blue ink when completng form)

FProwder Address :

Provider City , State, Zip: Total paid amount on the original claim:
Original CCN:
Frovider 1D MPI:
Recipient D
Adjustment Typs: Criginator:
() Void (Woid/Replace (JDHHS (O mMccs (O Provider  (OMIVS

Reason For Adjustment: (Fill Dne Only )

() Insurance payment different than original claim () Medicaid paid twice - void only

() Keying errors () Incorrect provider paid

() Incorrect recipient billed () Incorrect dates of service paid

(O Woluntary provider refund due to health insurance (O Provider filing error

() Voluntary provider refund due to casualty () Medicare adjusted the claim

() Woluntary provider refund due to Medicare () Other

For Agency Use Only Anabyst ID:

() Hospital/Office Visit included in Surgical Package
() Independent lab should be paid for service () Web Tool error

() Assistant surgeon paid as primary surgeon () Reference File error

() Multiple surgery claims submitted for the same DOS () MCCS processing error

(O MMIS claims processing error () Claim review by Appeals
() Rate change

Comments

Signature: Date:

Phone;

I DHHS Form 130 Revision date: 03-13-2007 '



South Carolina Department of Health and Human Services
Form for Medicaid Refunds

Purpose: This form is to be used for all refund checks made to Medicaid. This form gives the information needed to properly account
for the refund. If the form is incomplete, the provider will be contacted for the additional information.

Items 1, 2 or 3, 4, 5, 6, & 7 must be completed. Attach appropriate document(s) as listed in item 8.

1. Provider Name:

2. Medicaid Legacy Provider # I:I I:I I:I I:I I:I I:I

(Six Characters)

e JOIOOOOOOON & axenemy OO OO
4. Person to Contact: 5. Telephone Number:

6. Reason for Refund: [check appropriate box]

[ other Insurance Paid (please complete a — f below and attach insurance EOMB)

Group Name/Group:
Amount Insurance Paid:

a Type of Insurance: ( ) Accident/Auto Liability ( ) Health/Hospitalization
b Insurance Company Name

¢ Policy #:

d Policyholder:

e

f

1 Medicare
() Full payment made by Medicare
() Deductible not due
() Adjustment made by Medicare

D Requested by DHHS (please attach a copy of the request)

D Other, describe in detail reason for refund:

7. Patient/Service ldentification:

Patient Name Medicaid 1.D.# Date(s) of Amount of Amount of
(10 digits) Service Medicaid Payment Refund

8. Attachment(s): [Check appropriate box]

] Medicaid Remittance Advice (required)

O Explanation of Benefits (EOMB) from Insurance Company (if applicable)
O Explanation of Benefits (EOMB) from Medicare (if applicable)

] Refund check

Make all checks payable to: South Carolina Department of Health and Human Services
Mail to: SC Department of Health and Human Services

Cash Receipts

Post Office Box 8355

Columbia, SC 29202-8355

DHHS Form 205 (01/08)



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
MEDICAID HEALTH INSURANCE INFORMATION REFERRAL FORM

Provider or Department Name: Provider ID or NPI:

Contact Person: Phone #: Date:

ADD INSURANCE FOR A MEDICAID BENEFICIARY WITH NO INSURANCE IN THE MEDICAID
MANAGEMENT INFORMATION SYSTEM (MMIS) - ALLOW 25 DAYS

Beneficiary Name: Date Referral Completed:

Medicaid TD#: Policy Number:

Insurance Company Name: Group Number:

Insured's Name: Insured SSN:

Employer's Name/Address:

CHANGES TO AN INSURANCE RECORD THAT IS IN THE MMIS - MIVS SHALL WORK WITHIN SDAYS

a.  beneficiary has never been covered by the policy — close insurance.

b.  beneficiary coverage ended - terminate coverage (date)

subscriber coverage lapsed - terminate coverage (date)

subscriber changed plans under employer - new carrier is

- new policy number is

beneficiary to add to insurance already in MMIS for subscriber or other family member.

(name)

ATTACHA COPY OF THE APPROPRIATE DOCUMENTATION TO THIS FORM.

Submit this information to Medicaid Insurance Verification Services (MIVS).
Fax: or Mail:
803-252-0870 Post Office Box 101110
Columbia, SC 29211-9804

DHHS 931 — Updated February 2018



SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
REASONABLE EFFORT DOCUMENTATION

PROVIDER DOS

NPI or MEDICAID PROVIDER ID

MEDICAID BENEFICIARY NAME

MEDICAID BENEFICIARY ID#

INSURANCE COMPANY NAME

POLICYHOLDER

POLICY NUMBER

ORIGINAL DATE FILED TO INSURANCE COMPANY

DATE OF FOLLOW UP ACTIVITY

RESULT:

FURTHER ACTION TAKEN:

DATE OF SECOND FOLLOW UP

RESULT:

I HAVE EXHAUSTED ALL OPTIONS FOR OBTAINING A PAYMENT OR SUFFICIENT RESPONSE FROM
THE PRIMARY INSURER.

(SIGNATURE AND DATE)

ATTACH A COPY OF THE FORM TO A NEW CLAIM AND FORWARD TO YOUR MEDICAID CLAIMS
PROCESSING POST OFFICE BOX.

Revised 04/2014



South Carolina Department of Health and Human Services
Duplicate Remittance Advice Request Form

Purpose: This form is to be used for all requests for duplicate remittance advices from South
Carolina Medicaid. The form must be completed in its entirety in order to honor the request. If the
form is incomplete, the form will be returned requesting the additional information.

Please contact the SCDHHS Medicaid Provider Service Center (PSC) at 1-888-289-0709 or submit
an online inquiry at http://www.scdhhs.gov/contact-us for instructions on submission of your

request.
1. Provider Name:
2. Medicaid Legacy Provider # __ (Six Characters)
NPI# Taxonomy
3. Person to Contact: Telephone Number:
4, Please list the date(s) of the remittance advice for which you are requesting a duplicate copy:
Note: Remittance advices are available electronically through the Web Tool. Please check
the Web Tool for the availability of the remittance advice date before submitting your
request.
5. Street Address for delivery of request:
Street:
City:
State:
Zip Code:
6. Charges for duplicate remittance advice(s) are as follows:

Request Processing Fee - $20.00

Page(s) copied - .20 per page

I understand and acknowledge that a charge is associated with this request and will be deducted
from my provider’'s payment by debit adjustment on a future remittance advice.

Authorizing Signature Date

SCDHHS (Revised 09/01/17)



Fax: 1-855-563-7086
or
Mail: South Carolina Healthy Connections Medicaid
ATTN: Claim Reconsiderations
Post Office Box 8809
Columbia, SC 29202-8809

H eq lthy C onne Ct| ons >. Submit your Claim Reconsideration request to:

CLAIM RECONSIDERATION FORM

Instructions: Complete this form within 30 days of receipt of the remittance advice reflecting the denied claim, and
attach all documentation in support of your request. A separate SCDHHS CR form is required for each claim control
number (CCN). Allow up to 60 days for a written response. Claim disputes must first be initiated through the Provider
Service Center (PSC). Enter the PSC Communication ID in the required field below. For questions, contact the PSC at 1-
888-289-0709. Note: Timely filing guidelines apply.

Section 1: Beneficiary Information

Name (Last, First, Ml):

Date of Birth: Medicaid BeneficiaryID:

Section 2: Provider Information

Specify your affiliation: [ Physician [ Hospital [ Other (DME, Lab, Home Health Agency, etc.):

NPI: Medicaid Provider ID: Facility/Group/Provider Name:
Return Mailing Address:

Street or Post Office Box State ZIP
Contact: Email: Telephone #: Fax #:

Section 3: Claim Information (Only one CCN allowed per request.)
Communication ID: CCN: Date(s) of Service:

Section 4: Claim Reconsideration Information

What area is your denial related to? (Please select below) O Licensed Independent Practitioner’s Rehabilitative Services (LIPS)
L Ambulance Services O Local Education Agencies (LEA)
O Autism Spectrum Disorder (ASD) Services O Medically Complex Children’s (MCC) Waivers
LI Clinic Services O Nursing Facility Services / Intermediate Care Facility for Individuals
Ll Community Long Term Care (CLTC) with Intellectual Disabilities (ICF/IID)
' Community Mental Health Services O Optional State Supplementation (OSS)
O Department of Disabilities and Special Needs (DDSN) O Pharmacy Services
Waivers O Physicians Laboratories, and Other Medical Professionals
O Durable Medical Equipment (DME) Specify:
D Early InterventionServices O Private Rehabilitative Therapy and Audiological Services
[ Enhanced Services O Psychiatric HospitalServices
[ Federally Qualified Health Center (FQHC) O Rehabilitative Behavioral Health Services (RBHS)
' Home Health Services O Rural Health Clinic(RHC)
Ll Hospice Services O Targeted Case Management (TCM)
O Hospital Services O Other:

SCDHHS-CR Form (11/18) Page 1 of 2




Healthy Connections >.

Section 5: Desired Outcome

Request submitted by:

Print Name:

Signature:

SCDHHS-CR Form (11/18)

Date:

Page 2 of 2




Clinic Services
Sample Claim Showing TPL Payment

HEALTH INSURANCE CLAIM FORM with NPI
APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

[TTPicA PICA
1. MEDICARE  MEDICAID TRIGARE CHAMPVA OTHER| 1a. INSURED'S |.D. NUMBER (For Program in ltem 1)

FECA
BLKLUNG
[]e

3. PATIENT'S BIRTH DATE
MM DD YY

A TH PLAN
I:' (Medicare #) . (Medicaid #) I:' (Sponsors SSN) I:‘ (MemberID#) . (SSN or D)

2. PATIENT'S NAME (Last Name, First Name, Middle Initial)

1234567890

4. INSURED’S NAME (Last Name, First Name, Middle Initial)

SN)

[

SEX

| |

Doe, John A. o1 | o1 1047 w[x| [ ]
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)

123 Windy Lane seif[ ] spouse[ ] cni[ | omer[ |
cy STATE | 8. PATIENT STATUS cmy STATE

Anytown SC Single I:‘ Married I:‘ OmerI:'
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)

29999 ( ) Empioyed [_] Sucent | Staemt | ( )
9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED'S POLICY GROUP OR FECA NUMBER
222222222B
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSUR’\EAE\)/’IS DAI:')I'S OF BIF\{{LH SEX
| |

|:| YES
b. AUTO ACCIDENT?

b o L ML

PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME

L

b. OTHER INSURED’S DATE OF BIRTH SEX
MM YY

| |
NO
- WO s 122.00
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
D YES NO 401

d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

I:‘ YES I:‘ NO

. INSURED’S OR AUTHORIZED PERSON'’S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

If yes, return to and complete item 9 a-d.

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 1
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment
below.

w

—

o O AW DN

sienen Slgnature o

n File

DATE

SIGNED

~——— PATIENT AND INSURED INFORMATION ——— > |<—CARRIER—>

14. DATE OF CURRENT:
MM | DD | =YY

| |

| |

{

ILLNESS (First symptom) OR
INJURY (Accident) OR
PREGNANCY (LMP)

15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS.
GIVE FIRST DATE MM I

. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY MM | DD |  YY

FROM } } TO } }

17. NAME OF REFERRING PROVIBER OR OTHER SOURCE 17a. 18 HOSPIT,GIMIZATION DATESYE((ELATED TO CU'\T'\?ENT SERVICE%{Y
RV N B e s i I | |
970 | NPy FROM } } TO } }
19. RESERVED FOR LOCAL USE 20. OUTSIDE LAB? $ CHARGES

P]ves [Hnd ‘

585

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to Item 24E by Line)

oy

2

I

MEDICAID RESUBMISSION
CODE QRIGINAL REF. NO.

1. 3 .
23. PRIOR AUTHORIZATION NUMBER
21 2809 4. .
24. A. DATE(S) OF SERVICE B. C. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I J.
From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS DAYS Eg;iﬁ"; D. RENDERING
MM DD YY MM DD YY |SERVICE| EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. #
| | | 7z | 1212121212
| | | | | I |
o1 31 o7 | o1 3 o7 |es | | ooe3s | o 20000 | 1 | | wei| 1234567890
| ! \ | | \ | \ i
A N S I S S A N B
| | | | | | | | e e |
A T T T A N [ R A I B
| | | | | | | | vt R
A T NN S R N ] A . A
\ \ \ ! | ! | | o -
A T N S A O [ I
A T R A N | P | | e ]
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT’S ACCOUNT NO. 27. ég%&?‘glérﬁs&gyt@ﬂa&’)\”—? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
555555555 ] DOE1234 R lves | Jno s 20000 s 122.00s 78000

apply to this bill and are made

SIGNED

31. SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse

a part thereof.)

DATE

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING PROVIDER INFO & PH # ( 555 ) 5555555
ABC Clinic

111 Main Street
Anytown, SC 22222-2222

a.

= 1234567890 b 271212121212

Ny
>

OR SUPPLIER INFORMATION

PHYSICIAN

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)



—

o O AW DN

Clinic Services
Sample Claim Showing NDC

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA PICA
1. MEDICARE MEDICAID TFXICAF{Es CHAMPVA G EH_IL PLAN EE}gﬁUNG OTHER| 1a. INSURED’S I.D. NUMBER (For Program in Item 1)
I:' (Medicare #) . (Medicaid #) I:' (Sponsor's SSN) I:‘ (Member ID#) I:‘ (SSN or ID) I:‘ (SSN) I:' (ID) 1234567890
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3. PATIENT'S BIRTH DATE 4. INSURED’S NAME (Last Name, First Name, Middle Initial)
DOE JOHN A R MD FD
| |
5. PATIENT'S ADDRESS (No., Street) 6. PATIENT RELATIONSHIP TO INSURED 7. INSURED’S ADDRESS (No., Street)
Self|:| Spouse|:| Child|:| Olher|:|
CITY STATE | 8. PATIENT STATUS CITY STATE
Single I:‘ Married I:‘ Other I:'
ZIP CODE TELEPHONE (Include Area Code) ZIP CODE TELEPHONE (Include Area Code)
Full-Time Part-Time
( ) Employed Student Student I:' ( )
9. OTHER INSURED’S NAME (Last Name, First Name, Middle Initial) 10. IS PATIENT'S CONDITION RELATED TO: 11. INSURED’S POLICY GROUP OR FECA NUMBER
a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Current or Previous) a. INSURI\E/IE\)I;S DAE‘)FS OF Blﬁ{(‘{(H SEX
| |
[[Jves [ no | | Ml ] FLd
b. ‘,?AT,\}]*E‘R 'ESU"*ED’%’ATE OF BIRTH SEX b. AUTO ACCIDENT? PLACE (State) | b- EMPLOYER'S NAME OR SCHOOL NAME
N
il O O s [
c. EMPLOYER’S NAME OR SCHOOL NAME c. OTHER ACCIDENT? c. INSURANCE PLAN NAME OR PROGRAM NAME
[[Jves [ Jno
d. INSURANCE PLAN NAME OR PROGRAM NAME 10d. RESERVED FOR LOCAL USE d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
I:‘ YES I:‘ NO If yes, return to and complete item 9 a-d.

> | <——— PATIENT AND INSURED INFORMATION ——— > |<— CARRIER—)>

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORM. 13. INSURED’S OR AUTHORIZED PERSON'S SIGNATURE | authorize
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary payment of medical benefits to the undersigned physician or supplier for
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment services described below.
below.
SIGNED SIGNATURE ON FILE DATE SIGNED
14. DATE OF CURRENT: ILLNESS (First symptom) OR 15. IF PATIENT HAS HAD SAME OR SIMILAR ILLNESS. | 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION
MM | DD | YY INJURY (Accident) OR GIVE FIRST DATE MM MM DD oYY MM, DD Yy
| } PREGNANCY (LMP) ; } FROM } } TO } |
17. NAME OF REFERR| ER OR OTHER SOURCE 17a. “HESPITALIZATION DATES RELATED TO CURRENT SERVICES
_ e - MM DD YY MM | DD, YY
Fl | TO } }
19. RESERVED FOR LOCAL 20.0 | LAB? $ CHARGES
Y N
21. DIAGNOSIS OR NATUR ILLNESS INJURY (Relate Items 1, 2, 3 to Item 24E by Line) 22. MEDICAID RESUBMISSION
CODE GINAL REF. NO.
1. ﬂ P < T
23. PRIOR AUTHORIZATION NUMBER
2. L
24. A DATE(S) OF SERVICE B. C. | D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. . J. 2
From To PLACE OF] (Explain Unusual Circumstances) DIAGNOSIS Con [Fomy| 1D RENDERING o
MM DD YY MM DD YY [SERVICE | EMG CPT/HCPCS | MODIFIER POINTER $ CHARGES UNITS Plan | QUAL. PROVIDER ID. # IE
N400300368301 =
| | | | | | | | i (1
oo o7 o7 | les | | 027 | o | 238500 | 4 | | el S
L
] |2
o o | | | | W x
N I N S I I N A I Y i
a
| | | | | | | | i
o
N N N N O A B I N | A I 5
(%]
! ! [ | i ! \ \ T o
i i l ! i l l | | i i i l | [ l l NPI o
I I I I I I I =
| | | | | | | s
| D o
I | | |
I I ‘ I I ‘ ‘ | | } } } ‘ | 1 ‘ ‘ NPI )
T
I I I I | I I ot
A R O T S N A N N N I Y =
25. FEDERAL TAX I.D. NUMBER SSN EIN 26. PATIENT'S ACCOUNT NO. 27. ég(g&f‘lﬂ'éﬁ?gy%cﬁl}ﬁ? 28. TOTAL CHARGE 29. AMOUNT PAID 30. BALANCE DUE
) - |
(] 111111111 [x Jves [ Jno s 238500 | s 000 |s 238500
31. SIGNATURE OF PHYSICIAN OR SUPPLIER 32. SERVICE FACILITY LOCATION INFORMATION 33. BILLING PROVIDER INFO & PH # ( 555 ) 555-5555
INCLUDING DEGREES OR CREDENTIALS ABC Clini
(I certify that the statements on the reverse inic
apply to this bill and are made a part thereof.) 123 Oak St
Anywhere, SC 22222-2222
SIGNED DATE & 2 29999999999 lb- 77121212121X

NUCC Instruction Manual available at: www.nucc.org APPROVED OMB-0938-0999 FORM CMS-1500 (08-05)



PROVIDER 1ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE

S + DEPT OF HEALTH AND HUMAN SERVICES oo + oot
| ABO0080000 | REMITTANCE ADVICE | 02/14/2014 | | 11
S +  SOUTH CAROLINA MEDICAID PROGRAM S + oot
R T — TS S — E P —— T — E T —— S —— S S —— S — S - R S S —— R S —— R S —— +
|PROVIDERS| CLAIM | ISERVICE RENDERED| AMOUNT|TITLE 19]|S|RECIPIENT |RECIPIENT NAME IM |TLE. 18] COPAY | TITLE |
| OWN REF.|  REFERENCE | | DATE(S) | | BILLED| PAYMENT|T] ID. |FEWN | O JALLOWED] AMT | 18 |
| NUMBER | NUMBER IPY IND|MMDDYY ~ | PROC.| IMEDICAID|S] NUMBER |I I LAST NAME | DJCHARGES]| | PAYMENT|
o o o o o o o O, +- g O Fomm— Fomm +
| | | | | | | 1 I [ | | |
|ABB1AA  |1403004803012700A| | | | 27.00 | 6.72|P|1112233333|M  CLARK [ | | |
| | o1 | 1101713  |71010 | 27.00 | 6.72|P| | 1026] | 0.00] 0.00]
I | I I I | | Il | [ I | |
|ABB2AA  |1403004804012700A| | | 259.00 | 0.00]S|1112233333|M  CLARK 1 | | |
| | o1 | 1101713  |74176 | 259.00 | 0.00]S]| | 1026] | 0.00] 0.00]
I I I I I I [ I I I
|ABB3AA  |1403004805012700A| | | | 24.00] 0.00|R|1112233333|M  CLARK [ | 0.00] |
| | o1 | 1071913 ' |A5120 |  12.00] 0.00|R] | 1000] | | 0.00]
| | 02 | 1071913 |A4927 | 12.00]| 0.00|R]| I 1000] | 0.00]
| | | | I | | 11 | Edits: LOO 946 L02 852 08/30/13 |
| | | | I | | (| | [ | | |
| | TOTALS| | 3] | 310.00] 11 | 1 | 0.00] 0.00]
I I I I I I I 11 I [ I I
o o~ Fm——— o —_—— — Fm——— o ——_—— o et —_——— e o ——_—— — e ——_—— e ——_— +

| (| $6.72]

. 4+ mmmmmmmmo o +  STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT  MEDICAID PG TOT e — +
ERROR CODES LISTED ON THIS N —— . + P = PAYMENT MADE |ABC HEALTH PROVIDER I
FORM REFER TO: "MEDICAID I $0.00 | | $286.46| R = REJECTED |
PROVIDER MANUAL'. S . + S = IN PROCESS |PO BOX 000000 |

CERTIFIED AMT  MEDICAID TOTAL  E = ENCOUNTER | FLORENCE SC 00000 |
IF YOU STILL HAVE QUESTIONS+--——————mmmm N — S — T — + I |
PHONE THE D.H.H.S. NUMBER | 11 1 0.00] I I e +
SPECIFIED FOR INQUIRY OF  +————o—mmmmmo S — . S +
CLAIMS IN THAT MANUAL. CHECK TOTAL CHECK NUMBER

This page shows a paid claim, suspended claim and rejected claim.




PROVIDER 1ID. PROFESSIONAL SERVICES PAYMENT DATE PAGE
Fommm e DEPT OF HEALTH AND HUMAN SERVICES Fommm o + Fomm—t
| 1234560000 | A | | REMITTANCE ADVICE | 0272872014 | | B | 1]
S, ¥ SOUTH CAROLINA MEDICAID PROGRAM Fommm e + Fomm—t
Fmmm e e Fem———— Fmm e Fmm———— Fmme e Fmm e ——— Fetm e T B T T —— Fmm——— Fmm——— +
| PROVIDERS| CLAIM I ISERVICE RENDERED| AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAME [M JTLE. 18] COPAY | TITLE |
| OWN REF.| REFERENCE | | DATE(S) | | BILLED] PAYMENT|T]| ID. |F M | O JALLOWED] AMT | 18 |
| NUMBER | NUMBER [PY IND|MMDDYY | PROC.| IMEDICAID|S] NUMBER |I 1 LAST NAME | DJCHARGES] | PAYMENT|
+—= ———t e ————————— + B —_———t B -t - e —— ——t e ——— e e +- B B +
I C I D I E I F I G I H I | J K I L M I N I O I P I
11

| 12345  |1405200415812200A] [ [ | 2456.00] 0.00|R|1234567890|J DOE 1 1 [ [ [
| | 01 | |021814  |59812 | 2456.00] 0.00|R] | |0SG] | 0.00] 0.00]
| | | | | | | 11 | EDITS: LO1 709
| | | | | | | |1 | \Vj | | | |
| 54321  |1403004804012700A] [ | [19971.32] 0.00|R|0987654321|B  SMITH 1 1 | | |
| | 01 | |101713  |31255 | 2937.58] 0.00|R}] | |0SG| | 0.00] 0.00]
| | 02 | [101713  |31255 | 2937.58] 0.00|R]| | |0SG| | 0.00] 0.00]
| | 03 | |101713  |31032 | 3524.04] 0.00|R] | |0SG| | 0.00] 0.00]
| | 04 | [101713  |31032 | 3524.04] 0.00|R] | |0SG| | 0.00] 0.00]
| | 05 | |101713  |31276 | 3524.04] 0.00|R] | |0SG| | 0.00] 0.00]
| | 06 | [101713  |31276 | 3524.04] 0.00|R] | |0SG] | 0.00] 0.00]
| | | | | | | I 1 | EDITS: LOO 205 LO2 892 |
I I I | I l | I 1 | EDITS: LO4 892 LO6 892 |
| | | | | I 1 | | | | |
I |[VOID OF ORIGINAL CCN 13283002244813300A PAID 20131018 I 1 | 1 1 | | |
| 00001  |1405200077700000U]| |3004.62-] 437.95-|P|1112233333|M  JONES 1 1 | | |
I I 01 | |012113  |45380 |1585.76-=] 291.30-|P| | |0SG| | 2.00] 0.00]
| | 02 | |012113  |43239 |1418.86-] 146.65-|P]| | |0SG| | 0.00] 0.00]
| | | I 1 | | | | |
| |REPLACEMENT OF ORIGINAL CCN 1304711253670430A PAID 20131018]| | 1 1 | | |
| 00001  |1405200414812200A] I | 3004.62] 437.95|P|1112233333|M  JONES [ I I I
| | 01 | |100213  |45380 | 1585.76] 291.30]|P]| | |0SG| | 2.00] 0.00]
I I 02 | [100313  |43239 | 1418.86] 146.65]|P]| | |0SG] | 0.00] 0.00]
Fomm e ——— e Fom—— Fmm e ——— Fm——— Fmmm e ——— Fmmm e ——— Fottm e —— T B T T e—— Fem—— Fem—— +

| | $437.95]

R N [ O] e + STATUS CODES: PROVIDER NAME AND ADDRESS
FOR AN EXPLANATION OF THE CERT. PG TOT MEDICAID PG TOT o +
ERROR CODES LISTED ON THIS o + A ———————- + P = PAYMENT MADE |ABC SURGERY CENTER |
FORM REFER TO: “MEDICAID I 1R I R = REJECTED [ U I
PROVIDER MANUAL. o R + S = IN PROCESS | PO BOX 000000 |

CERTIFIED AMT  MEDICAID TOTAL E = ENCOUNTER | ANYWHERE SC 00000 I
IF YOU STILL HAVE QUESTIONS+--——————————— + b + + Fom + | |
PHONE THE D.H.H.S. NUMBER | I I Ifg 0.00 | I [T I S +
SPECIFIED FOR INQUIRY OF  +——————momo o S S + 2 + S L) NP
CLAIMS IN THAT MANUAL. CHECK TOTAL CHECK NUMBER

This page shows two rejected claims, as well as a VVoid/Replacement claim for which
both the Void and the Replacement processed during the same payment cycle.




PROVIDER 1D. e + PAYMENT DATE PAGE
S + DEPT OF HEALTH AND HUMAN SERVICES | CLAIM | S R + ot
| 1234560000 | | ADJUSTMENTS | | 02/28/2014 | | 21
R +  SOUTH CAROLINA MEDICAID PROGRAM | | | | ot
TRy + Fom e +
o Ry T o ——— Fomm e —— o Fetet e o Fome e ey +
| PROVIDERS| CLAIM |  ISERVICE RENDERED| AMOUNT|TITLE 19|S|RECIPIENT |RECIPIENT NAMEIM | ORG | |
| OWN REF.|  REFERENCE IPY | DATE(S) | | BILLED] PAYMENT|T]| ID. F M] O JCHECK | ORIGINAL CCN |
| NUMBER | NUMBER [ INDJMMDDYY | PROC.| IMEDICAID|S| NUMBER |LAST NAME I 1] D] DATE | |
F————————— F+———_—————— e ——— -t F-————— F-—————— F—————— +-t————————— F————————————— -t | ———————————————————————— +
| | 1 | | | 11 | | | |
| | 1 | | | 11 | | | |
| ABB222222|1405200077700000U | | | 513.00-] 197.71-] |1112233333|CLARK M | ]032807| 1328300224813300A |
| | 01 | 1100213  |J9999 | 453.00 | 160.71-|P]| | |ooo| | |
| | 02 | 1100213 ]96408 | 60.00 | 33.00-|P| | |oo0| | |
| | | | | | 11 | | | |
| | TOTALS | 1] | 513.00-] 193.71-] | | 11 | |
| | | | | | 11 | | | |
| | | | | | 11 | 1| | |
| | | | | | || | | | |
| | | | | | I | 1| | |
| | | | | | 11 | | | |
| | | | | | 1 | 1| | |
| | | | | | 11 | [ | |
| | | | | | 1 | | | |
| | | | | | 11 | [ | |
| | | | | | 1 i | | |
| | | | | | I | [ | |
| | | | | | |1 | | | |
| | | | | | 11 | [ | |
| | | | | | 1 | | | |
| | | | | | 11 | 11 | |
Fom e Ry Fom [ Fom—_—— Fom B T Fm [ T e +
MEDICAID TOTAL CERTIFIED AMT TO BE REFUNDED
PROVIDER DEBIT BALANCE T + e I ST + IN THE FUTURE
INCENTIVE PRIOR TO THIS I [R $243.71] | 0.00] | 1 0.00] N +
CREDIT AMOUNT REMITTANCE = e + e + e + | 0.00]
Fmm e + o + Fom e +
I[x 0.00] | W 0.00] ADJUSTMENTS

T A SR + O /] Y + R + R + PROVIDER NAME AND ADDRESS
| $193.71-] | | o +
YOUR CURRENT R + R +  |ABC SURGERY CENTER |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | |
R S + R S + oo + |PO BOX 000000 U [
| 0.00 | | $50.00] | | | ANYWHERE ST 00000 |
F+-—_——————————— + +—- S ———————— + +—-—— T —-—+ - —— +

This page shows a claim-level Void without a
corresponding Replacement claim.




PROVIDER 1ID.
e + DEPT OF HEA
I 1234560000
e + SOUTH CARO
S — e +
| PROVIDERS| CLAIM I
| OWN REF.|  REFERENCE |
| NUMBER | NUMBER I
B . +
| |
|TPL 2 ] 1404900004000100U|
| | |
] 999999 ] 1404900004000100U|
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
| | |
. e +
PROVIDER
INCENTIVE

CREDIT AMOUNT

S +

0.00

Ix] %% !

R e Lt + PAYMENT DATE PAGE
LTH AND HUMAN SERVICES | Fom + +————t
| ADJUSTMENTS | | 02/28/2014 | | 31
LINA MEDICAID PROGRAM | | | | R
Fo e ————————— + o +
————————————— i —— 2
SERVICE |PROC /7 DRUGIRECIPIENT |RECIPIENT NAMEJORIG. | ORIGINAL] IDEBIT / | EXCESS]|
DATE(S) | | ID. F M JCHECK | PAYMENT] ACTION JCREDIT | |
MMDDYY | CODE | NUMBER  JLAST NAME I I |DATE | | | AMOUNT|| REFUND |
————————————— i —— 2
| | | | | | | | |
- | | | | | |IDEBIT | -2389.05] |
| | | | | | | |
- | | | | | IDEBIT | -1949.90] |
| | | | | | | | |
| | | | | | | | |
| | | | | | | | |
| | | | | | | | |
| | | | | | | | |
| | | | | | | | |
| | | I | | | | |
| i | | | | | | |
| | | | | | | | |
| | I | | | | | |
| | | | | | | | |
| | I | | | | | |
| | | | | PAGE TOTAL: | 4338.95] 0.00]
————————————— S yRp Ry SRR S S S
MEDICAID TOTAL CERTIFIED AMT TO BE REFUNDED
DEBIT BALANCE e TR + T I e + IN THE FUTURE
PRIOR TO THIS | 0.00] | 0.00] | 0.00] oo +
REMITTANCE AR + Fom - + + | 0.00]
TS - + D T —— +
| 0.00] ADJUSTMENTS
+- Wi + R e T + R e L + PROVIDER NAME AND ADDRESS
| -4338.95] | 0.00] - +
YOUR CURRENT Fom + Fom + | ABC SURGERY CENTER |
DEBIT BALANCE CHECK TOTAL CHECK NUMBER | PO BOX 000000 U |
Fom e + Fom e + Fommm + | ANYWHERE SC 00000 |
4338.95 0.00
I+____________!+ I+__ S _______!+ I+___ T _!+ +_______________________________!_+

Gross-level adjustments always appear on
the final page of the Remittance Advice.




SOUTH CAROLINA DEPARTMENT OF HEALTH AND HUMAN SERVICES
ESRD ENROLLMENT FOR MEDICAID BENEFICIARIES

PART | - PATIENT INFORMATION

Name:

Date of Birth: Social Security No:

Address: Medicaid 1D No: Medicare Eligible?
STREET ORRFD Medicare Application Submitted?
CITY STATE ZIP CODE Yes Date:
County: Medicare No: Effective Date: Medicare Denied?

O Yes O No

REASON FOR DENIAL:

| PART Il - TREATMENT INFORMATION - DIALYSIS

Date of First Treatment:

Transplant Candidate?
L] Yes L] No

Name of Facility Transferred From:

Mode of Treatment:
0 HEMODIALYSIS
O PERITONEAL DIALYSIS
O SELF DIALYSIS

Home Dialysis:

TYPE:

SUPPLIER:

| PART Il - MEDICAL TRANSPORTATION

Reimbursed by DSS?
O Yes O No

Provider of Transportation:

| ESRD PROVIDER INFORMATION

DHHS USE ONLY

Clinic Name:

ESRD Enrolled:

NPI or Medicaid Provider ID:

Code:

Physician’s Name:

Effective Date:

Form Completed By:

Approved By:

NAME TELEPHONE NO.
Date Approved:
TITLE DATE
Mail To: ESRD SERVICES Comments:
SCDHHS
PO BOX 8206

COLUMBIA, SC 29202-8206

DHHS 218 (June 2007)

Replaces HHSFC 218 (Apr 1986), which is obsolete.



Form Approved: OMB No. 0937-0166
Expiration date: 7/31/2028

CONSENT FOR STERILIZATION

NOTICE: YOUR DECISION AT ANY TIME NOT TO BE STERILIZED WILL NOT RESULT IN THE WITHDRAWAL OR WITHHOLDING
OF ANY BENEFITS PROVIDED BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

B CONSENT TO STERILIZATION H

| have asked for and received information about sterilization from
. When | first asked

Doctor or Clinic

for the information, | was told that the decision to be sterilized is com-
pletely up to me. | was told that | could decide not to be sterilized. If | de-
cide not to be sterilized, my decision will not affect my right to future care
or treatment. | will not lose any help or benefits from programs receiving
Federal funds, such as Temporary Assistance for Needy Families (TANF)
or Medicaid that | am now getting or for which | may become eligible.

| UNDERSTAND THAT THE STERILIZATION MUST BE CONSIDERED
PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED THAT | DO
NOT WANT TO BECOME PREGNANT, BEAR CHILDREN OR FATHER
CHILDREN.

| was told about those temporary methods of birth control that are
available and could be provided to me which will allow me to bear or father
a child in the future. | have rejected these alternatives and chosen to be
sterilized.

| understand that | will be sterilized by an operation known as a

. The discomforts, risks

Specify Type of Operation
and benefits associated with the operation have been explained to me. All
my questions have been answered to my satisfaction.

| understand that the operation will not be done until at least 30 days
after | sign this form. | understand that | can change my mind at any time
and that my decision at any time not to be sterilized will not result in the
withholding of any benefits or medical services provided by federally
funded programs.

| am at least 21 years of age and was born on:

Date
I, , hereby consent of my own

free will to be sterilized by

Doctor or Clinic

by a method called . My
Specify Type of Operation
consent expires 180 days from the date of my signature below.
| also consent to the release of this form and other medical records
about the operation to:
Representatives of the Department of Health and Human Services,
or Employees of programs or projects funded by the Department
but only for determining if Federal laws were observed.
| have received a copy of this form.

Signature Date

You are requested to supply the following information, but it is not re-
quired: (Ethnicity and Race Designation) (please check)
Ethnicity: Race (mark one or more):

| Hispanic or Latino [[] American Indian or Alaska Native

|:| Not Hispanic or Latino  [_| Asian
[] Black or African American
[] Native Hawaiian or Other Pacific Islander
] White

B INTERPRETER'S STATEMENT W

If an interpreter is provided to assist the individual to be sterilized:

| have translated the information and advice presented orally to the in-
dividual to be sterilized by the person obtaining this consent. | have also
read him/her the consent form in

language and explained its contents to him/her. To the best of my
knowledge and belief he/she understood this explanation.

Interpreter's Signature Date

HHS-687 (07/2025)

B STATEMENT OF PERSON OBTAINING CONSENT W

Before signed the

Name of Individual
consent form, | explained to him/her the nature of sterilization operation

, the fact that itis

Specify Type of Operation
intended to be a final and irreversible procedure and the discomforts, risks
and benefits associated with it.

| counseled the individual to be sterilized that alternative methods of
birth control are available which are temporary. | explained that steriliza-
tion is different because it is permanent. | informed the individual to be
sterilized that his/her consent can be withdrawn at any time and that
he/she will not lose any health services or any benefits provided by
Federal funds.

To the best of my knowledge and belief the individual to be sterilized is
at least 21 years old and appears mentally competent. He/She knowingly
and voluntarily requested to be sterilized and appears to understand the
nature and consequences of the procedure.

Signature of Person Obtaining Consent Date

Facility

Address

B PHYSICIAN'S STATEMENT H
Shortly before | performed a sterilization operation upon

on
Name of Individual Date of Sterilization
| explained to him/her the nature of the sterilization operation

, the fact that itis

Specify Type of Operation
intended to be a final and irreversible procedure and the discomforts, risks
and benefits associated with it.

| counseled the individual to be sterilized that alternative methods of
birth control are available which are temporary. | explained that steriliza-
tion is different because it is permanent.

| informed the individual to be sterilized that his/her consent can
be withdrawn at any time and that he/she will not lose any health services
or benefits provided by Federal funds.

To the best of my knowledge and belief the individual to be sterilized is
at least 21 years old and appears mentally competent. He/She knowingly
and voluntarily requested to be sterilized and appeared to understand the
nature and consequences of the procedure.

(Instructions for use of alternative final paragraph: Use the first
paragraph below except in the case of premature delivery or emergency
abdominal surgery where the sterilization is performed less than 30 days
after the date of the individual's signature on the consent form. In those
cases, the second paragraph below must be used. Cross out the para-
graph which is not used.)

(1) At least 30 days have passed between the date of the individual's
signature on this consent form and the date the sterilization was
performed.

(2) This sterilization was performed less than 30 days but more than 72
hours after the date of the individual's signature on this consent form
because of the following circumstances (check applicable box and fill in
information requested):

[] Premature delivery

Individual's expected date of delivery:

O Emergency abdominal surgery (describe circumstances):

Physician's Signature Date



PAPERWORK REDUCTION ACT STATEMENT
A Federal agency may not conduct or sponsor, and a person is not required to respond to, a collection of information
unless it displays the currently valid OMB control number. Public reporting burden for this collection of information will
vary; however, we estimate an average of one hour per response, including for reviewing instructions, gathering and
maintaining the necessary data, and disclosing the information. Send any comment regarding the burden estimate or
any other aspect of this collection of information to the OS Reports Clearance Officer, ASBTF/Budget Room 503 HHH
Building, 200 Independence Avenue, SW., Washington, DC 20201.

Respondents should be informed that the collection of information requested on this form is authorized by 42 CFR part
50, subpart B, relating to the sterilization of persons in federally assisted public health programs. The purpose of
requesting this information is to ensure that individuals requesting sterilization receive information regarding the risks,
benefits and consequences, and to assure the voluntary and informed consent of all persons undergoing sterilization
procedures in federally assisted public health programs. Although not required, respondents are requested to supply
information on their race and ethnicity. Failure to provide the other information requested on this consent form, and to
sign this consent form, may result in an inability to receive sterilization procedures funded through federally assisted
public health programs.

All information as to personal facts and circumstances obtained through this form will be held confidential, and not
disclosed without the individual's consent, pursuant to any applicable confidentiality regulations. [43 FR 52165, Nov. 8,
1978, as amended at 58 FR 33343, June 17, 1993; 68 FR 12308, Mar. 14, 2003]

HHS-687 (04/22)
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