Georgia Therapy Tri-alliance Concerns regarding BCW Fiscal Policies 
and Implementation of the BIBS system

September 28, 2011
1.    The Provider Enrollment Forms for Opt-in state that CSC will be billing Private Insurance and Medicaid. However, verbally we have been told that initially CSC will only be billing straight Medicaid (i.e., fee for service Medicaid provided to beneficiaries eligible under the aged, blind or disabled program or services for foster children) and not Private Insurance or the CMO’s.  In order for providers to feel comfortable signing these contracts this information should be stated accurately.  Suggestion: Remove Private Insurance and CMO’s from the Provider Enrollment/Agency Enrollment Forms, or include language that during phase I CSC will only be billing non-CMO Medicaid.  

2.    You provided clarification on your 9/23/11 email regarding Opt-out providers’ ability to bill families the co-pay on private insurance. We are concerned that under this new policy the families are going to be responsible for the co-pays when currently BCW covers this cost.  In this scenario families who have insurance that covers services will end up paying more than families who do not have paying insurance.  In addition, it will be difficult for providers to notify families their expected costs in advance with this type of system.  Some examples follow: 

Scenario 1 - Family A pays their monthly cost participation to BCW. 

Insurance is billed and pays 0.00 

BCW pays the provider the BCW Rate - approx 70.00 

Scenario 2 - Family B pays their monthly cost participation to BCW 

Insurance is billed and pays 50.00 (Negotiated rate is 70.00) 

BCW pays the provider 0.00 

Family pays the provider 20.00 co-pay 

In these scenarios, families are "punished" for having good insurance coverage.  It seems that families may choose to opt-out of using their private insurance in these cases - especially if it causes them to incur a higher cost each month. This type of billing may push families to choose the private option instead of the BCW option which could jeopardize your child find numbers. The policy to bill co-payments to families is a change from BCW’s current policy which states: 

“BCW will assist in covering co-payments and deductibles … which are required by the insurance company for covered IFSP services.” 

The current BCW consent form states: “I understand that BCW will be responsible for co-payments and deductibles for covered IFSP services. I further understand that my family will not have cost participation for these covered IFSP services.”  Prior to this program being initiated BCW would need to have these consents modified and signed by families, otherwise BCW is misleading families.  BCW families that allow access to insurance will potentially have to pay more than families that do not.

Therefore, we need further clarification. Will Opt-in Providers also be responsible for billing families for co-pays or will this be the responsibility of CSC?  Suggestion: Continue current policy regarding third party insurance and revise the new contracts.  If this policy is going to remain as stated in the 9/23/11 email, then wording needs to be accurate in the provider contracts as currently the Opt-out option states that providers will accept any payment from the insurance company as payment in full. 

3. Furthermore, there was no mention in your email regarding coinsurance.  The current Opt-out contract states providers must accept the insurance payment as payment in full. We have requested clarification of Medicaid policy regarding this issue since if a provider signs this contract it may mean providers cannot bill Medicaid for coinsurance on any child seen who has Medicaid and Third Party Insurance. Until this clarification can be obtained providers may not want to sign the Opt-out contract because of the fiscal liability they may be incurring.  Suggestion: Continue third party insurance policy as stated in the previous BCW contract.

4.    Currently the contracts do not list the rates providers will be reimbursed. The rates are only stated in the Fiscal Policies. Suggestion:  Add rates to the provider contracts.

5.    The BIBS system is not a “Medical Records” system. Therefore, as the providers are responsible for keeping their own records related to billing, there will be a tremendous amount of duplication. Suggestion: Since BCW will be auditing provider’s records and providers are required to keep all documentation duplication should not be required.  Providers should be required to enter billing information into the system and only minimal amounts of clinical data such as the 6 month and yearly progress on the IFSP.

6.    The new fiscal policies state that providers need to bill Medicaid for eligibility evaluations. There is also language in the fiscal policies related to billing for consultative/supplemental visits. The Medicaid CIS policies list the following as Non-covered services in section 904:  R) Arena evaluations, S) co-treatments and U) Co-teaching. Unless Medicaid makes changes to the CIS policy manual, requiring providers to bill these services to Medicaid is one state agency requiring providers enrolled in another state agency to violate their contract.  This would be considered unethical and could result in the loss of license and Medicaid numbers for the providers.  In addition, under the BCW contract providers would have fiscal responsibility should there be a Medicaid audit.  Suggestion: Change wording in current fiscal policies to reflect current Medicaid policies or have Medicaid indicate through a banner message or a change in the CIS manual that billing for these services is allowed under the BCW program. 

 7.  The Medicaid  CIS manual under Section 603 Special Conditions of Participation 603.6 providers are required to Bill the Division their "Usual and Customary " fee for each procedure performed. "Usual and Customary" is defined as the fee charged to private paying patients using the same procedure during an equivalent period of time. This is also the case for Private Insurance Billing. Suggestion:  Notify providers how a “Usual and Customary” fee will be determined by BCW and the “Usual and Customary” rate that will be billed for their services in the BIBS system. 

8.    What happens if providers continue to have concerns regarding this system and feel they cannot sign either an Opt in or an Opt out contract until all issues are resolved? Currently, their existing contract provides 30 days notice of contract cancellation by the District and 60 day notice of cancellation by the Provider. If the answer is that they will no longer be able to be providers in the BCW system, will BCW have a payment mechanism to reimburse providers for services during the 30 day transition?  Suggestion:  Notify District coordinators and providers procedures to follow if providers do not sign either of the new contracts.

9.   Providers are very concerned that they still have not received any training on the Provider module of the BIBS system, yet this is to begin October 1, 2011 which is less than one week away. There are many questions related to documentation, payment and prior authorization.  Currently, most large agencies conduct billing for their therapists. How will this work in the BIBS system?  Suggestion:  Allow providers to access the system prior to the October 1 deadline, send out answers to these questions, and train providers prior to October 1, 2011 or delay implementation until all providers are trained on how it will work.

10. There are still procedures around obtaining authorization for treatment that have not been published in either the contracts or the procedure flow charts.  These procedures would be helpful to providers that are trying to determine if they are Opting-in, Opting-out or terminating their contract with BCW.  Some examples follow:  Suggestion:  Inform providers in writing regarding prior authorization procedures.


a. While waiting for their CIS number through the BIBS system, how will providers Opting-in obtain new PAs with Medicaid?


b. Can providers receive a BIBS authorization to treat for the first 8 units while they wait on the PA from Medicaid? 


c. There are quite a few issues with Medicaid billing and prior authorizations in the new HP system. If the provider obtains an authorization for services and performs the services as approved in the PA but the treatment is denied by Medicaid will the provider still receive payment?


d.  In the BIBS presentation sent out Sept 2011, Slide 43 states that “Date of service eligibility checks will be performed automatically by CSC”. If so, what will the procedure be for providers when a child who is authorized for services in one Medicaid product is no longer eligible for that plan or has switched CMOs and needs an auth transfer or new auth with the new CMO or Medicaid?  Will services be placed on hold until the auth is received? If so how will the provider know this? How will this differ between the Opt-in contract and Opt-out contract?

11. There are numerous changes in fiscal policy that are not reflected on the current IFSP’s and there are still many questions around these issues. How can providers and CSC bill families when the current IFSP does not reflect this billing? Suggestion: Provide protocols and timelines for how this transition will work.

