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How to Submit a new CMS UB-04 Institutional Claim on the MHS Portal
Review the steps below to see the process for submitting a CMS UB-04 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 UB-04
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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 UB-04 Claim.
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6. In General section, enter the following required fields: Patient Control #, Type of Bill,
Statement Dates, Type, Source, Status and Hour then click Next.

Institutional Claim for L. 3 Your progress [ SD D D D D

THIS SECTION

General Enter Information for the Admission and Condition Codes
* Required field
Patient Control #* 1 ) 3a
| 4
Medical Record # PO 0.0.0.0.9.9.0.¢¢) 3b
v
Type OfBil* 137 v 4
| 4
Statement Dates” From 12/06/2017 To | 12/06/2017 6.
**Changing the statement dates from ICD 9 effective dates to ICD 10 effective dates or vice versa, | 4
may invalidate current diagnosis codes.
Prior Payments. 54
v
Prior Authorization Number 63
| 4
Admission
Time | Date 12/06/2017 Hour | 00 v 12-13
v
Type" | 9-INFORMATION NOT AVAILABL[v/| 14
v
Source* 1 - Physician Referral (or Newbormn Normal Delivery) x] 15
| 4
Discharge
Status® | 01 - Discharged to home or self-care v 17
| 4
Hour* 00 _‘i] 16
| 4
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7. Inthe Provider Details section, enter information from the following sections: Billing Provider,
Pay-to Provider and Attending Provider.

institutonal Clam for L s v (D EDEDEDED EDID
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* Required field

ider Details Basic information about the patient’s status and condiion

Billing Provider

NPI* 1 > 56

Taxonomy 2 X 57
Selected Provider M
8
N >
Payto Provider
NPI* Taxonomy IRS/Tax ID Number* Pay-To Name* 2
e c X 3 3 A I | 4
Address® City* State* 2ip*
Y A £ Indiana [v] 4 15
Attending Provider
NPI* Taxonomy* First Name* Last Name* 76
1 3 . X $ Y < ) | 4
IRS/Tax ID Number*
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8. Inthe Service Line section, enter the following required fields: Revenue Code, Service Date,

Service Units and Charge Amount

Institutional Claim for E. =

rorrroe: (DD EDEDED ED ID

THIS SECTION

SGI’Vlce Llnes Enter maximum of 27 service lines

v
Total: $361.00
Non-Covered - $0.00 * Required field Delete —
Now Viewing Line 1: 324 / $361.00
+ New Service Line

PROCEDURE / CHARGES Revenue Code® 324 42

| 4
15 324/ $361.00 DX X-RAY/CHEST /LOBECTOMY OF LUNG

HCPCS/Rate /HIPPS 71020 44

Code | 4
NDC Guide
| 4
Modifiers XX Please enter the modifier and click the Add button

Service Date* 04/24/2017 45
| 4

Service Units* 1 46
| 4

Charge Amount” 361.00 47
| 4

Non-Charge Amount XXXXX XX 48
| 4

Ol Save / Update
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9. In the Additional Insurance section, enter additional insurance details, if applicable.

Institutional Claimfore~ E

— J

THIS SECTION:

Additional Insurance

Enter additional insurance details.

Primary Insurance

Carrier Type

Palicy Number

Amount Allowed

Deductible

Copay

Co-Insurance

Amount Paid

Denial Reasons

4 Back

Select...

KXXXKKXX

2OOKXX

KXXX XX

JOOKX XX

2OOKXX

JOOKX XX

Select...

You may skip this section if there is no additional insurance.

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

Amount | XXXX XX

50

60

Add Denied Reason
Next =
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10. In the Diagnosis Codes section, enter the following required fields: ICD Version Indicator and
Principal Diagnosis Code. All other fields are not required.

insttutional Claim for £/ E vourrrogeess [N D I D S I

THIS SECTION

Diagnosis Codes enter airelovant diagnosis codes

* Required field
+= Back Mext =
ICD Version Indicator® (@ 1€D 10 Please note that for the claim statement dates entered,
valid ICD-10 codes only are accephed.
Principal Diagnosis Code™  RO5 POA Indicator  Select.. [w] 67
Diagnosis Codes (BTA-Q) XXX e g 1405 POA Indicator . Select j m B7.a-q
R911-SOLITARY PULMONARY NODULE [ Remove X |
Patient Reason for Visit  X00O e g VBT: RGNS 70
ROS-COUGH m
External Cause of Injury Code (ECI)  XXXX e g VAT 72
Prospective Payment Code ™
Condilion Codes | XX e.g. D( m 18.28
Oecurence Codes and Span Codes XX eg DO From MMDDAYYYY | To | MMDDMYYYY H-36
11-ONSET OF SYMPTOMS/ILLNESS 0472472017
A1-BIRTH DATE-INSURED A 092311969
Value Code | XX Amount | XX XX m 3941
Procedure Codes | XXX e g 140¢ Procedure Date| MM/DDYYYY m 74
e
bd“’/»ﬁ
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11. Upload any Attachments where applicable. If none, click Next.

Institutional Claimforg~~E Your Progress -!!!!,‘
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THIS SECTION:
Attachments  addattachments to the claim (5MB limit) el ke [ ol e Er LT
— If there are no attachments, click Next.
Attachments

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

File® Attachment Type™

I Browse Select Type...

There are no attached files.

— If there are no attachments, click Next.
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12. Review all claim information and click Edit, if needed.

13. If no Edits are needed, click Submit.

Institutional Claim forE -——-E

Rewew and SUbMIt  preace review your ciaim before submiting

Almost done!

Yiou can go back 10 review your ¢lam or Submit now.

ClaimID: & = 5

General Info Edit

Patient Control - 3.

Medical Record #:

Type Of Bl 131

Statement From Date: 042412017
Statement To Date: /242017
Prior Payments:

Frior Authonzatson Numiber:
Admission Date: 042412007
Adrission Hour: 00

Admission Type: ¥

Adrmission Source: 1

Diseharge Statues: 01
Discharge Hour. 00

Provider Details Edit

Pravider

Type NP1 Taxenomy  MName Tax ID

Billing 1 b 3 s ¢ p e

Provider k, ’

Operating Provider
Other Operating Provider
Othér Prowider

Service Lines Edit

Line  Revenue Code HCPCS/RateHIPPS Modifiers NDC Date

1 324 020

Primary Insurance Edit

+ COB Carrier Type:
+ GOB Policy Number.
= COB Amaunt Allowed
+ COB Deductable

= COB Co-Pay.

» COB Consurance

+ COB Amount Paid

Diagnosis Codes Edit
Principal Diagnaosis Code - ROB

Principal POA Indicator

Diagnosis Codes (BTA-QND) - R$11

Diagrosss POA Indstator(0)

Patient Reason for Visit Code(D) : ROS
Extiermal Cause of Injury Code (ECI)
Prospective Payment Code

Attachments Edit

0472472017
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State Zip

. - E IN 471303725

: N A4T1303725

Units Charge amount Non-Charge Amount

1 S361.00
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