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Additional information on ClaimCheck®
upgrade to ClaimsXten™

Genetic testing services to
require prior authorization

Amerigroup previously announced plans to upgrade
from ClaimCheck to the ClaimsXten auditing system
in the second quarter of 2017.

Effective May 1, 2017, genetic
testing services for epidermal
growth factor receptor (EGFR)
testing, prothrombin G20210A
(factor II) mutation testing,
methylenetetrahydrofolate
reductase mutation testing
and cell-free fetal DNA-based
prenatal testing require prior
authorization (PA).

This upgrade will continue to ensure claims auditing
remains consistent with accepted industry coding
standards. However, claim results may present
differently than those processed in the earlier
software even though the end result is the same.
The new software uses
a set of explanation
codes that differ from
those currently in use.
Along with the new
explanation codes, any
updated associated
descriptive text will
display on the provider Explanation of Payment
(EOP) or Clear Claim Connection explaining the
edits applied to the submitted claim, just like today.
You may notice another difference on the EOP
when ClaimsXten applies an edit based on the
number of units billed. Currently, claims receiving
an audit due to units that exceed the maximum
allowed are displayed on two separate lines. The
new software will still show separate lines for
claims with less than 100 units, but claims with
units billed greater than 100 will be displayed on a
single line showing the reimbursement amount and
the number of allowed units.
If you have questions regarding ClaimsXten edits
you receive on your EOP, please call Provider
Services at 1-800-454-3730.
ClaimCheck and ClaimsXten are registered trademarks of
McKesson Technologies Inc. and McKesson Health Solutions
LLC, respectively.
FL-NL-0038-17

What is the impact of this change?
For dates of service on or after May 1, 2017,
PA is required for EGFR testing, prothrombin
G20210A (factor II) mutation testing,
methylenetetrahydrofolate reductase mutation
testing and cell-free fetal DNA-based prenatal
testing covered by Amerigroup for Statewide
Medicaid Managed Care Managed Medical
Assistance (SMMC MMA) members. Federal and
state law as well as state contract language and
CMS guidelines, including definitions and specific
contract provisions/exclusions, take precedence
over these PA rules and must be considered first
when determining coverage. Noncompliance with
new requirements may result in denied claims.
PA requirements will be added to the following codes:
• 81235
• 81291
• 81420
• 81507
• 0009M
To request PA, contact us by phone at
1-800-454-3730 or by fax at 1-800-964-3627.
Not all PA requirements are listed here. Detailed PA
requirements are available to contracted providers
on the provider self-service website
(https://providers.amerigroup.com/FL >
Provider Resources & Documents > Quick Tools >
Precertification Lookup Tool).
FL-NL-0031-16
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Interactive Care Reviewer tool: Register and start using today!
Beginning March 18, 2017, your practice can initiate online preauthorization requests
for Statewide Medicaid Managed Care Managed Medical Assistance members more
efficiently and conveniently with our Interactive Care Reviewer (ICR) tool available
through the Availity Web Portal. The ICR offers a streamlined process to request inpatient
and outpatient procedures through the Availity Web Portal. There are no changes to the
preauthorization capabilities on the provider website (https://providers.amerigroup.com/FL).
How do I gain access to the ICR?
You can access our ICR tool via the Availity Web Portal. If your organization has not yet registered
for Availity, go to www.availity.com and select Register in the upper right-hand corner of the
page. If your organization already has access to Availity, your Availity administrator can grant you
access to “authorization and referral request” for submission capability and “authorization and referral inquiry”
for inquiry capability. You can then find our tool under Patient Registration > Authorizations & Referrals. From
this area, you can select the authorizations or authorization/referral inquiry option as appropriate.
Whom can I contact with questions?
For questions regarding our ICR tool, please contact your local Network Relations representative. For questions
on accessing our tool via Availity, call Availity Client Services at 1-800-AVAILITY. Availity Client Services is
available Monday-Friday from 8 a.m.-7 p.m. ET (excluding holidays) to answer your registration questions.
What benefits/efficiencies does the ICR provide?
• You are automatically routed to our ICR. Once the ICR is available, when you go to Authorizations in the
Availity Web Portal, you are automatically routed to the ICR in order to begin your prior authorization
request.
• You can determine if prior authorization is needed. For most requests, when you enter patient, service
and provider details, you will receive a message indicating whether or not review is required.
• You will have inquiry capability. Ordering and servicing physicians and facilities can locate information
on preauthorization requests for those they are affiliated with; this includes requests previously
submitted via phone, fax, ICR or another online tool (e.g., AIM Specialty Health®, OrthoNet LLC,
eReview).
• The ICR is easy to use. You can submit outpatient and inpatient requests for services online using the
same, easy-to-use functionality.
• The ICR reduces the need to fax. The ICR allows text detail as well as images to be submitted along with
the request. Therefore, you can submit requests online and reduce the need to fax medical records.
• There is no additional cost to you. The ICR is a no-cost solution that’s easy to learn and even easier to
use.
• You can access the ICR tool almost anywhere. You can submit your requests from any computer with
internet access. (Note: We recommend you use Internet Explorer 11, Chrome, Firefox or Safari for
optimal viewing.)
• You receive a comprehensive view of all your preauthorization requests. You have a complete view of
all the utilization management requests you submitted online, including the status of your requests and
specific views that provide case updates and a copy of associated letters.
AIM Specialty Health is a registered trademark of American Imaging Management, Inc.
FL-NL-0032-16
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Behavioral health provider survey
Amerigroup is committed to finding the best ways possible to support our members
and providers, and you can help! We are looking to identify areas of expertise or
services for which you are licensed and have at least two years of clinical experience.
To make the collection of this information easy, we have created a short online survey;
all you need to do is follow the link/instructions below. The information collected will
be used to help us locate services for members more efficiently.
The Behavioral Health Areas of Expertise Profile is designed to capture informational data only. While not all
services listed are covered benefits in your state, having complete information on what our providers offer will
be valuable should changes occur. Neither your provider application/credentialing nor your provider contract
will be impacted or changed based on the information you supply on the profile. Any changes or amendments
to credentialing or a provider contract must be requested through Provider Relations.
You can access the online survey below:
• Behavioral health facilities
• Behavioral health individual practitioners and medical groups
You may also access the survey via the provider website (https://providers.
amerigroup.com/FL > Provider Resources & Documents > Behavioral Health >
Behavioral Health Facility Survey or Behavioral Health Practitioner Survey).
For your convenience, you can include up to five locations per survey. For
behavioral health facility practitioners, if you have more than five locations, please
complete an additional survey for the remaining locations. For behavioral health
individual practitioners, please complete one survey for every practitioner in your
organization.
Your response is critical in helping us match your services to our members’ needs. If you have questions about
completing the survey or would like a paper copy of the survey, please contact Provider Relations.
FL-NL-0039-17
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Reimbursement Policies
New Policy
Modifier 26 and TC: Professional and Technical Component
(Policy 15-004, effective 07/01/17)

Amerigroup allows reimbursement of the professional component and technical component of a global
procedure or service when appended with Modifier 26 and Modifier TC.
Professional Component (Modifier 26)
The professional component:
• Is used to indicate when a physician or other qualified health care professional renders only the
professional component of a global procedure or service
• Includes the supervision and interpretation portion of a procedure and the preparation of a written
report
Technical Component (Modifier TC)
The technical component includes the technician, equipment, supplies and institutional charges associated
with the performance of the service or procedure.
Unless otherwise indicated in the policy, when a physician or other qualified health care professional performs
a service in a facility, only the facility may be reimbursed for technical component of the service; facility is
defined in exhibit A. To view Exhibit A, refer to the Modifier 26 and TC: Professional and Technical Component
reimbursement policy at https://providers.amerigroup.com. The physician or other qualified health care
professional should make an arrangement with the facility for reimbursement to perform any technical
components of a service.
Please note that portable X-ray suppliers should bill only for the technical component by appending Modifier TC.
Global Procedure
In the absence of Modifier TC and Modifier 26, the physician or other qualified health care professional will
be reimbursed for the global procedure if they performed both the professional component and technical
component of that service. Amerigroup will reimburse the global procedure of newborn hearing screening
codes performed in a facility (defined in Exhibit A within the policy).
Amerigroup does not allow reimbursement for use of Modifier 26 or Modifier TC when:
• It is reported with an Evaluation and Management (E&M) code
• There is a separate standalone code that describes the professional component only, technical
component only or global test only of a selected diagnostic test
Amerigroup reserves the right to perform postpayment review of claims submitted with Modifier 26 or
Modifier TC.
For additional information and to view Exhibit A, refer to the Modifier 26 and TC: Professional and Technical
Component reimbursement policy at https://providers.amerigroup.com > Quick Tools > Reimbursement
Policies > Medicaid/Medicare.
FL-NL-0020-16
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Policy Update
Reimbursement for Reduced and
Discontinued Services
(Policy 10-003, effective 04/27/2015)

Amerigroup allows reimbursement to professional
providers and facilities for reduced or discontinued
services when appended with the appropriate
modifier. Amerigroup in Florida does not recognize
Modifiers 73 and 74.
Modifier 52 indicates procedures for which services
performed are significantly less than usually
required. Reimbursement is reduced to 50 percent
of the applicable fee schedule or contracted/
negotiated rate. Do not report Modifier 52 on
Evaluation & Management (E&M) and consultation
codes.
Modifier 53 indicates the physician elected to
terminate a surgical or diagnostic procedure due
to extenuating circumstances that threatened
the well-being of the patient. Reimbursement
is reduced to 25 percent of the applicable fee
schedule or contracted/negotiated rate. Modifier
53 is not applicable for facility billing and is not
valid when billed with E&M or time-based codes.
For additional information and/or applicable
modifier rules, refer to the Reimbursement for
Reduced and Discontinued Services reimbursement
policy at https://providers.amerigroup.com >
Quick Tools > Reimbursement Policies >
Medicaid/Medicare.
FL-NL-0010-16

Policy Update
Modifier Usage

(Policy 06-006, effective 08/01/16)
Reimbursement for covered services provided to
eligible members when billed with appropriate
procedure codes and appropriate modifiers is
based on the code-set combinations submitted
with the correct modifiers. The use of correct
modifiers does not guarantee reimbursement. The
use of certain modifiers requires the provider to
submit supporting documentation along with the
claim. In the absence of state-specific modifier
guidance, we will default to CMS guidelines.
Refer to the Exhibit A: Reimbursement
Modifiers Listing for descriptions and guidance
on documentation submission. For additional
information, refer to the Modifier Usage
reimbursement policy at https://providers.
amerigroup.com > Quick Tools > Reimbursement
Policies > Medicaid/Medicare.
FL-NL-0013-16

Policy Update
Modifier 91: Repeat Clinical Diagnostic
Laboratory Test
(Policy 06-020, effective 07/01/17)

Amerigroup allows reimbursement of claims for
repeat clinical diagnostic laboratory tests appended
with Modifier 91 and is based on 100 percent
of the applicable fee schedule or contracted/
negotiated rate.
Medical documentation may be requested to
support the use of Modifier 91, and failure to use
the modifier appropriately may result in denial of
the repeated laboratory test as a duplicate service.
It is inappropriate to use Modifier 91 when only a
single test result is required.
Refer to the Modifier 91: Repeat Clinical Diagnostic
Laboratory Test reimbursement policy at
https://providers.amerigroup.com > Quick Tools >
Reimbursement Policies > Medicaid/Medicare.
FL-NL-0014-16

Page 6 of 7

Policy Reminder
Claims Timely Filing

Policy Reminder
Split-Care Surgical Modifiers

To be considered for reimbursement, the initial
claim must be received and accepted by the
following standard:
• Six months for
participating
providers and
facilities
• 365 days for
nonparticipating
providers and
facilities

Reimbursement of surgical codes appended with
“split-care modifiers” is allowed and based on a
percentage of the fee schedule or contracted/
negotiated rate for the surgical procedure. The
percentage is determined by which modifier is
appended to the procedure code:
• Modifier 54 (surgical care only): 50 percent
• Modifier 55 (postoperative management
only): 30 percent
• Modifier 56 (preoperative management
only): 20 percent

If services are rendered on consecutive days, such
as for a hospital confinement, the limit will be
counted from the last day of service. Limits are
based on calendar days unless otherwise specified.
Services denied for failure to meet timely filing
requirements are not subject to reimbursement
unless the provider presents documentation
proving a clean claim was filed within the
applicable filing limit.

Included in the global surgical package are
preoperative services, surgical procedures and
postoperative services. Total reimbursement for
a global surgical package is the same regardless
of how the billing is split between the different
physicians involved in the member’s care.

(Policy 06-050, originally effective 07/01/2013)

For additional information, refer to the Claims
Timely Filing reimbursement policy at
https://providers.amerigroup.com > Quick Tools >
Reimbursement Policies > Medicaid/Medicare.
FL-NL-0012-16

(Policy 11-005, effective 08/01/16)

Claims received with split-care modifiers after a
global surgical claim is paid will be denied. Assistant
surgeon and/or multiple procedure rules and fee
reductions apply when an assistant surgeon is used
and/or multiple procedures are performed.
For more information, refer to the Split-Care
Surgical Modifiers reimbursement policy at
https://providers.amerigroup.com > Quick Tools >
Reimbursement Policies > Medicaid/Medicare.
FL-NL-0021-16
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