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ProviderOne Billing and Resource 

Guide  

 

Background  

The Department of Social and Health Services (DSHS) has replaced its Medicaid Management 

Information System with a new payment processing system named ProviderOne.  When fully 

operational, ProviderOne will pay about 100,000 providers who serve 1 million people who qualify 

for DSHS healthcare services.  Thatôs about one out of every five Washingtonians. 

DSHS values our providers who deliver care to our clients.  Together, we deliver medically 

necessary services to our vulnerable citizens.  Ensuring that our providers have comprehensive, easy 

to use reference materials is a high priority. 

 

This Guide replaces a publication known as the ñGeneral Information Booklet,ò which DSHS 

historically used as its basic set of billing instructions.  Providers used the General Information 

Booklet to complement the program specific billing instructions.  This Guide supersedes the General 

Information Booklet.   

Purpose  of the Guide  

This Guide provides step-by-step materials to help provider staff through the processes for ensuring 

clients are eligible for services and receive timely and accurate payments for covered services.   

This new ñProviderOne Billing and Resource Guideò is intended to: 

Á Strengthen our current instructions that apply to nearly all types of providers; 

Á Respond to provider requests for more step-by-step reference materials; and 

Á Ease the transition to ProviderOne. 
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Disclaimer  

A contract, known as the Core Provider Agreement, governs the relationship between DSHS and 

Medical Assistance providers.  The Core Provider Agreementôs terms and conditions incorporate 

federal laws, rules and regulations, state law, DSHS rules and regulations, and DSHS program 

policies, numbered memoranda, and billing instructions, including this Guide.  Providers must submit 

a claim in accordance with the DSHS rules, policies, numbered memoranda, and billing instructions 

in effect at the time they provided the service. 

 

 

Who Will Benefit From  This Guide?  

We hope that this guide will serve as a great tool for providers that are new to serving DSHS clients 

and experienced billers using ProviderOne. 

This guide is designed for provider staff who: 

Á Maintain provider records; 

Á Schedule client appointments or check in patients on the day they receive services; 

Á Submit fee-for-service claims to DSHS; and 

Á Post and reconcile DSHS payments. 

 

This Guide assumes you are already familiar with standard medical billing practices and coding.   

NOTE: This Guide does not include billing in the pharmacy POS system.  Please refer to 

http://hrsa.dshs.wa.gov/pharmacy/ for pharmacy billing instructions.  

What is Covered in this Guide?  

The ProviderOne Billing and Resource Guide consists of five sections: 

Medical Assistance Overview:  

Explains the Medical Assistance programs provided by DSHS, how DSHS compares to others 

payers, how Medicaid differs from Medicare, who our clients are, our client services card, 

requirements for becoming a provider, and links to important policy documents and resources. 

 

Enroll as a New Provider :  

Under development 

Client Eligibility, Benefit Packages, and Coverage Limits : 

Explains how to determine if a client has medical assistance available through DSHS, if the 

service you plan to deliver is covered under their benefit service package, and when prior 

authorization is needed.  This chapter also explains how to determine if a client: 

 

Á Is enrolled in a managed care plan. 

http://hrsa.dshs.wa.gov/pharmacy/
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Á Has any restrictions as to which providers they may receive care from. 

Á Has a spenddown balance that may affect eligibility. 

 

Submit Fee -for -Service  Claims to Medical Assistance : 

Prepares you to submit fee-for-service claims using a variety of methods, submit electronic 

back up documentation, check on the progress of a claim, and process crossover Medicare 

claims.  This chapter also outlines how to resolve errors, submit adjustments, resubmit denied 

claims or void a claim paid in error. 

 

The DSHS Remittance Advice ð Understanding y our Claim Status : 

Explains how to obtain your remittance advice, determine what claims were paid or denied, 

review claims in process, and determine why a claim may have been denied.  
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 Medical Assistance Overview  

What Is Medical Assistance?  

ñMedical Assistanceò is the general name for Washingtonôs healthcare programs which are 

administered by the Department of Social & Health Services (DSHS). 

 

Medical Assistance includes Medicaid, mental health programs, chemical dependency and 

prevention treatment programs, the State Childrenôs Health Insurance Program (SCHIP), family 

planning programs, and other state-funded childrenôs healthcare programs.  Medicaid is the federal 

entitlement program financed and operated jointly by the states and federal government. 

 

DSHS provides healthcare coverage for low-income residents who meet certain eligibility 

requirements.  Examples of these requirements include age, pregnancy, disability, and blindness.  

Special rules exist for those living in a nursing home or for those who receive home and community-

based services.    

 

Clients receive healthcare services either through enrollment in a managed care program or on 

a fee-for -service basis.  For managed care, DSHS contracts with licensed health insurance 

carriers to provide a defined set of services to enrolled members.  Fee-for-service care is 

delivered by licensed or certified health care providers like you who have a contract with DSHS to 

serve our clients.  Client participation is divided about 50-50 between the two different methods. 

 

Who Are Medical Assistance Clients?  

Washingtonôs Medical Assistance programs provide healthcare coverage for our most vulnerable 

residents.  Approximately one million Washington residents, nearly two-thirds of them children, 

depend on Medical Assistance programs for their healthcare.  

 

Medical Assistance covers one in three children living in Washington State including: 

Á Children receiving foster care.  

Á Children of working parents unable to afford health care coverage.   

Á Disabled children. 

 

Other examples of clients include: 

Á Nursing home residents.  

Á Elderly or disabled individuals. 

Á Low-income pregnant women. 

 

Eligibility for Medical Assistance is determined by DSHS staff in local Community Services Offices 

(CSO) and Home and Community Service (HCS) offices.  If you would like to learn about how 

eligibility is determined, please visit: http://hrsa.dshs.wa.gov/SummaryOfServices.htm. 

http://hrsa.dshs.wa.gov/SummaryOfServices.htm
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You may choose to serve as few or as many clients as your business can accommodate.  Most 

providers are able to serve some level of DSHS clients as part of their payer mix. 

 

How Does DSHS  Compare to Other Payers?  

Washington State has a number of programs dedicated to providing healthcare coverage to low-

income residents.  DSHS is the largest single source for this coverage.  There are also other programs 

that offer more limited benefits.   

 

In many ways, DSHS is similar to other payers.  There are some distinct differences between DSHS 

and commercial insurance plans and Medicare.  These include: 

 

Á Providers who are contracted with Medicaid cannot bill a client for a covered service.  

For exceptions to this, please see (WAC 388-502-0160). 

 

Á DSHS is almost always the payer of last resort, which means Medicare and commercial 

private insurance companies are billed first.  For more information on general conditions 

of payment see (WAC 388-502-0110).   

 

How Is Medical Assistance Different From Medicare?  

Medical Assistance and Medicare are very different programs.  Medicare is an entitlement program 

funded entirely at the federal level.  It is a health insurance program for people age 65 or older, 

people under age 65 with certain disabilities, and people of all ages with end stage renal disease.  The 

Medicare Program provides: 

Á Medicare Part A, which covers inpatient hospital services 

Á Medicare Part B, which covers professional, outpatient hospital, and vendor services  

Á Medicare Part C, which is a Managed Care version of Medicare, also called a Medicare 

Advantage Plan, and offered through private insurance companies 

Á Medicare Part D, which covers prescription drugs 

  

Medical Assistance is a needs-based program with eligibility determined by income and covers a 

wider range of healthcare services than Medicare (i.e. dental, glasses).  Some individuals are eligible 

for both Medicaid and Medicare.  These are known as ñdual-eligibleò clients.  

 

For more information on Medicare, you can find extensive material at the Centers for Medicare and 

Medicaid Services (CMS) website: http://www.cms.hhs.gov/MedicareGenInfo/ . 

 

 

 

 

 

 

 

 

 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0160
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0100
http://www.cms.hhs.gov/MedicareGenInfo/
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How Can I Identify Medical Assistance Clients?  

Medical Assistance clients are issued a plastic Services Card.  The Services Card is permanent and is 

issued to each eligible family member.  Eligibility information is not displayed on the card.  The card 

will only contain the following information about the client: First name, Last Name, ProviderOne 

client identification number (9 digits followed by WA), and the date that the card was issued.  

 

Using the ProviderOne client ID displayed on the front of the card is one way to access a clientôs 

eligibility information.  The card also features a magnetic strip on the back and you may use a 

magnetic swipe card reader to obtain the most current eligibility information.  There are many other 

ways that a clientôs eligibility can be verified in the event that you do not have the clientôs Services 

Card.  See the Client Eligibility, Benefit Packages, and Coverage Limits section for more 

information. 

 

 

 
 

Medical Assistance  Clients as Consumers of Healthc are Services  

Like you, we encourage clients to be good consumers of healthcare services.  DSHS offers guidance 

to new clients and provides them with a publication for people getting services covering topics such 

as: 

Á Before you obtain services from a doctor, dentist, clinic, pharmacy or other provider, ask 

if they will take your Services Card and bill DSHS. 

Á Help your healthcare provider give you the care you need.  Bring your Services Card to 

all appointments, tell your provider you have Medical Assistance, and help them get 

copies of your medical records. 

Á Carry your Services Card with you all the time.  Show your Services Card whenever 

you get healthcare services and when you get prescriptions. 

Á Be courteous about appointments, calling if you will miss an appointment or be late, so 

other patients can use the time that was reserved for you.  

Á Let your provider know if you have commercial or other medical insurance besides 

Medical Assistance. 
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What Are Some of the Benefits of Being a Medical Assistance  Provider?  

Á Enhanced payments are available for dental providers who provide Access to Baby and Child 

Dentistry (ABCD) services. 

Á DSHS offers Electronic Funds Transfer (EFT) payments. 

Á DSHS pays promptly when ñcleanò claims are billed according to DSHS rules and regulations. 

Á You determine how many Medical Assistance patients your payer mix and business can allow. 

Á Satisfaction that you are providing medical care to Washingtonôs most vulnerable population. 

 

How do I Become a Medical Assistance  Provider?  

Please visit our Provider Enrollment website at http://hrsa.dshs.wa.gov/providerenroll/ for 

information about becoming a Medical Assistance provider.  DSHS offers an electronic enrollment 

option through our payment system called ProviderOne at https://www.waproviderone.org.  You can 

also contact Provider Enrollment at 1-800-562-3022. 
 

What is Required to Become a Medical Assistance  Provider?   

 
 

Eligibility for Enrollment  [WAC 388-502-0010 (1)(2)(5)]  

 

Á To be eligible for enrollment, a provider must: 

 

o Be licensed, certified, accredited, or registered according to Washington state laws 

and rules. 

o Meet the conditions in Chapter 388-502 WAC and chapters regulating the specific 

type of provider, program, and/or service. 

 

Á To enroll, an eligible provider must sign a core provider agreement or a contract with DSHS.  

 

Á DSHS does not enroll licensed or unlicensed practitioners not specifically addressed in WAC 

388-502-0010 (3).  Ineligible providers include but are not limited to: 

 

o Acupuncturists 

o Counselors, except as provided in WAC 388-531-1400 

o Sanipractors 

o Naturopaths 

o Homeopaths 

o Herbalists 

o Massage therapists 

o Social workers, except as provided in WAC 388-531-1400 and 388-531-1600 

o Christian Science practitioners or theological healers 
 

 

http://hrsa.dshs.wa.gov/providerenroll/
https://www.waproviderone.org/
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-531-1400
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-531-1400
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-531-1600
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Who may  enroll as a Medical Assistance  Provider?  

For a list of providers who may enroll as a Medical Assistance provider, refer to WAC 388-502-0010 (3). 

 

Understanding DSHS Policies Regarding Enrolled Providers  

 
 

In some situations, DSHS may deny, suspend, or terminate a providerôs enrollment.  See WAC 388-502-

0030 for details.  Nothing in chapter 388-502 WAC obligates DSHS to enroll all eligible providers who 

request enrollment.  A provider may voluntarily disenroll by sending a letter to DSHS Provider 

Enrollment requesting disenrollment.  
 

General Provider Requirements (WAC 388-502-0020) 

Enrolled providers must: 

Á Keep legible, accurate, and complete charts and records to justify the services provided to 

each client, including, but not limited to: 

o Patientôs name and date of birth 

o Dates of service(s) 

o Name and title of person performing the service, if other than the billing practitioner 

o Chief complaint or reason for each visit 

o Pertinent medical history 

o Pertinent findings on examination 

o Medications, equipment, and/or supplies prescribed or provided 

o Description of treatment (when applicable) 

o Recommendations for additional treatments, procedures, or consultations 

o X-rays, tests, and results 

o Dental photographs/teeth models 

o Plan of treatment and/or care, and outcome 

o Specific claims and payments received for services. 

Á Assure charts are authenticated by the person who gave the order, provided the care, or 

performed the observation, examination, assessment, treatment or other service to which the 

entry pertains. 

Á Make charts and records available to DSHS, its contractors, and the US Department of 

Health and Human Services, upon their request, for six years from the date of service or 

longer if required specifically by federal or state law or regulation. 

Á Bill DSHS according to DSHS rules and billing instructions.  

Á Accept the payment from DSHS as payment in full. 

Á Follow the requirements in WAC 388-502-0160 and 388-538-095 about billing clients. 

Á Fully disclose ownership and control information requested by DSHS. 

Á Provide all services without discriminating on the grounds of race, creed, color, age, sex, 

religion, national origin, marital status, or the presence of any sensory, mental, or physical 

handicap. 

Á Provide all services according to federal and state laws and rules and billing instructions 

issued by DSHS. 

A provider may contact DSHS with questions regarding its programs. However, 

DSHSôs response is based solely on the information provided to DSHSôs representative at the 

time of inquiry, and in no way exempts a provider from following the laws and rules that govern 

DSHSôs programs.  
 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0030
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0030
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0010
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0020
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0020
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0160
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-538-095
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Note:  There are no Involuntary Treatment Act (ITA) services allowed in border areas.

Border Areas (WAC 388-501-0175) 

An eligible Washington state resident may receive medical care in a recognized out-of-state 

bordering city on the same basis as in-state care. The only Washington State recognized 

bordering cities are: 

 

            In Idaho:                     Coeur dôAlene, Moscow, Sandpoint, Priest River, and Lewiston 

            In Oregon:                  Portland, The Dalles, Hermiston, Hood River, Rainier, Milton-

Freewater, and Astoria 
 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-501-0175
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Resources  Available  

Where can I find Billing 

Instructions that explain 

program-specific billing 

guidelines, coverage, and 

limitations?   

Billing Instructions can be found at 

http://hrsa.dshs.wa.gov/download/bi.html 

 

Where can I find fee schedules?    Fee Schedules can be found at  

http://hrsa.dshs.wa.gov/RBRVS/Index.html 

Where can I find rates? Rates can be found at 

http://hrsa.dshs.wa.gov/ProRates 

Who do I contact if I have 

questions on Payments, denials, 

general questions regarding 

claims processing, or DSHS 

managed care plans? 

The Medicaid Assistance Customer Service Center (MACSC) is available 

to support providers Monday ï Friday, 7:00a.m.-5:30p.m.  You can 

contact MACSC at 1-800-562-3022. 

http://hrsa.dshs.wa.gov/provrel/ 

Note: A provider may use DSHS's toll-free lines for questions 

regarding its programs; however, DSHS's response is based solely on 

the information provided to the [DSHS] representative at the time of 

the call or inquiry, and in no way exempts a provider from following 

the rules and regulations that govern DSHS's programs.  [WAC 388-

502-0020(2)]. 

Where can I find information 

on becoming a DSHS provider, 

submitting a change of address 

or ownership, or to ask 

questions about the status of a 

provider application? 

http://hrsa.dshs.wa.gov/ProviderEnroll/ 

1-800-562-3022 

PO Box 45562 

Olympia, WA 98504-5562 

Can I be notified when DSHS 

is revising Washington 

Administrative Code? 

Yes.  Visit DSHSôs web site: 

http://hrsa.dshs.wa.gov/wacnotices/ 

What is DSHSôs web site 

address for Medical 

Assistance? 

http://hrsa.dshs.wa.gov 

Who do I contact if I have 

questions on private insurance 

or third party liability, other 

than DSHS managed care 

plans? 

Coordination of Benefits 

PO Box 45565 

Olympia, WA 98504-5565 

1-800-562-3022 ext 16134 

 

Casualty Claims  

PO Box 45561 

Olympia, WA 98504-5565 

1-800-562-3022 ext 15462 

Who do I contact if I need 

assistance with WINASAP 

2003? 

ACS EDI Gateway, Inc. 

1-800-833-2051 (toll free) or 

http://www.acs-gcro.com/ 

http://hrsa.dshs.wa.gov/download/bi.html
http://hrsa.dshs.wa.gov/RBRVS/Index.html
http://hrsa.dshs.wa.gov/ProRates
http://hrsa.dshs.wa.gov/provrel/
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0020
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0020
http://hrsa.dshs.wa.gov/ProviderEnroll/
http://hrsa.dshs.wa.gov/wacnotices/
http://hrsa.dshs.wa.gov/
http://www.acs-gcro.com/
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Who do I contact if I have 

questions on Transportation? 

DSHS provides access to nonemergency transportation services for 

clients who need help with transportation to get to and from their 

healthcare appointments. 

 

Web site: http://hrsa.dshs.wa.gov/Transportation/index.html 

E-mail: mailto:DSHSDLHRSADHSTISTransportation@dshs.wa.gov 

Who do I contact if I have 

questions on Interpreter 

Services? 

DSHS provides access to interpreter services for DSHS clients and 

applicants, including clients who are deaf, deaf-blind, and hard of 

hearing, as well as clients with Limited English Proficiency (LEP). 

 

Web site: http://hrsa.dshs.wa.gov/InterpreterServices/ 

E-mail: DSHS DL HRSA DHS TIS Interpreters@dshs.wa.gov 

How do I obtain DSHS forms? To view and download DSHS forms, visit DSHS Forms and Records 

Management Service on the web: 

http://www1.dshs.wa.gov/msa/forms/eforms.html 

To have a paper copy sent to you, contact DSHS Forms and Records 

Management Service: 

Phone: 1-360-664-6047 

Fax: 1-360-664-6186 

Include in your request: 

Á Form number and name; 

Á Quantity you want; 

Á Your name; 

Á Your office/organization name; and 

Á Your complete mailing address. 

How do I find out where the 

local Community Services 

Office (CSO) is located? 

Visit the on-line CSO:  

https://fortress.wa.gov/dshs/f2ws03esaapps/onlinecso/findservice.asp 

 

How do I find out where the 

local Home and Community 

Services (HCS) office is 

located? 

Visit the HCS web site: 

http://www.aasa.dshs.wa.gov/Resources/clickmap.htm 

How do I find out where my 

local Regional Support 

Network (RSN) is located? 

Visit the RSN web site: 

http://www1.dshs.wa.gov/mentalhealth/rsnmap.shtml 

How do I find out what is 

included in the nursing facility 

per diem or general rate? 

Contact Aging and Disability Services Administration (ADSA) at 1-800-

422-3263 

http://hrsa.dshs.wa.gov/Transportation/index.html
mailto:DSHSDLHRSADHSTISTransportation@dshs.wa.gov
http://hrsa.dshs.wa.gov/InterpreterServices/
mailto:DSHS%20DL%20HRSA%20DHS%20TIS%20Interpreters
http://www1.dshs.wa.gov/msa/forms/eforms.html
https://fortress.wa.gov/dshs/f2ws03esaapps/onlinecso/findservice.asp
http://www.aasa.dshs.wa.gov/Resources/clickmap.htm
http://www1.dshs.wa.gov/mentalhealth/rsnmap.shtml
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Who do I contact to request 

authorization?   

Fax 1-866-668-1214 for the following areas: 

 Durable Medical Equipment, Prosthetics, and Orthotics 

 Dental  

 Pharmacy  

 All Other Medical Services & Enteral 

 

Mail -   Attn: [enter one of the above authorization areas] 

Authorization Services Office 

PO Box 45535 

Olympia, WA 98504-5535 

 

Call 1-800-562-3022, say ñDialò or press # to enter  an extension listed 

below: 

 Durable Medical Equip., Prosthetics, Orthotics ext. 15466 

 Dental ext. 15468 

 Pharmacy  ext. 15483 

 All Other Medical Services & Enteral ext. 15471 

 

All other providers, please refer to your program specific Billing 

Instruction for information on requesting authorization.  See Appendix F 

for instructions on completing the Authorization Request Form (13-835) 

 

If you are mailing/faxing supporting documentation without the original 

authorization request form, you will need to print a cover sheet.  See 

Appendix G for more information on cover sheets.  

Where do I submit claims for 

payment?  
Electronic Claim Back-up Documentation  

Division of Eligibility and Service Delivery 

PO Box 45560 

Olympia, WA 98504-5560 

 

Back-up documentation without an original claim form will require a 

cover sheet.  See Appendix G for more information on cover sheets.. 

 

Paper Copy Claims 

Division of Eligibility and Service Delivery 

PO Box 9248 

Olympia, WA 98507-9248 
 

Other Important Numbers 
 

Disability Insurance 1-800-562-6074 

Fraud Hotline 1-800-562-6906 

Home Health/Plan of Treatment 1-360-586-1471 

Hospice Notification 1-360-725-1965 

Medical Eligibility Determination Services (MEDS) 1-800-562-3022 ext 16136 

Medicare Unit Fax Line 1-360-664-2186 

TAKE CHARGE questions 1-800-770-4334 

Telecommunications Device for the Deaf (TDD)  1-800-848-5429 
 

http://hrsa.dshs.wa.gov/download/bi.html
http://hrsa.dshs.wa.gov/download/bi.html
http://www1.dshs.wa.gov/msa/forms/eforms.html
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Glossary  

Adjudication - The processing of a transaction (claim) resulting in a Pay, Deny, or Suspend status. 

 

Allowable - The calculated amount for payment, after exclusion of any ñnonallowed service or charge,ò 

based on the applicable payment method before final adjustments, deductions, and add-ons. 

 

Allowed amount - The initial calculated amount for any procedure or service, after exclusion of any 

ñnonallowed service or charge,ò that DSHS allows as the basis for payment computation before final 

adjustments, deductions, and add-ons. 

 

Allowed charges - The maximum amount for any procedure or service that DSHS allows as the basis 

for payment computation. 

 

Allowed covered charges - The maximum amount of charges on a hospital claim recognized by DSHS 

as charges for ñhospital covered serviceò and payment computation, after exclusion of any ñnonallowed 

service or charge,ò and before final adjustments, deductions, and add-ons. 

 

Authorization (medical services) - For medical services administered by DSHS, the process by which 

a provider requests approval for services that require the departmentôs determination that the service is 

medically necessary and therefore reimbursable. 

 

Benefit Service Package - A grouping of benefits or services applicable to a client or group of clients. 

 

Billing Instructions (BI) ï Manuals that detail how the provider is to bill for covered healthcare 

services, equipment, and supplies provided to eligible DSHS clients. 

 

Billing Provider - A provider of medical or medically related services, equipment, or supplies that 

submits claims for the services or equipment.  A billing provider can be the same as the performing or 

rendering provider or it can be a medical group or billing agent with a different name and identifier. 

 

Clean Claim - A claim that has no defect, impropriety (including a lack of any required substantiating 

documentation), or particular circumstance requiring special treatment that prevents timely payment. 

 

Client: An individual who has been determined eligible to receive medical or healthcare services under 

any DSHS program. 

 

Coinsurance - The portion of reimbursable hospital and medical expenses, after subtraction of any 

deductible, which Medicare determines but does not pay.  Under Part A, coinsurance is a per day dollar 

amount.  Under Part B, coinsurance is 20% of allowed charges. 

 

Coordination of Benefits (COB) ï A process for determining the respective responsibilities of two or 

more health plans that have some financial responsibility for a healthcare claim.  

 

Core Provider Agreement ï The basic contract that DSHS holds with providers serving Medical 

Assistance clients. 

 

Deductible - The amount for which a beneficiary is responsible before Medicare starts paying or the 

initial, specific dollar amount for which the applicant or client is responsible. 
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Delayed Certification - DSHS approval of a person's eligibility for Medical Assistance made after the 

established application processing time limits. 

 

Department - The state Department of Social and Health Services (DSHS). 

 

Domain - A logical set of user profiles grouped for the purpose of managing data security for that 

group.  Each domain should have an administrator who maintains the access rights of the users assigned 

to that domain.  Domains could be at the state agency or functional unit level. 

 

Early and Periodic Screening Diagnosis and Treatment (EPSDT) - A federally sponsored program 

providing early and periodic screening, diagnosis, and treatment to persons younger than twenty-one 

years of age who are eligible for Medicaid or the Apple Health for Kids Program. 

 

Electronic Funds Transfers (EFT) - Automatic bank deposits to a client's or provider's account. 

 

Exception to Rule (ETR) - A type of authorization for medical services that are deemed ñnot coveredò 

by DSHS. 

 

Expedited Prior Authorization (EPA) - A method of authorization used by DSHS that avoids manual 

review of authorization requests by allowing the provider to assure the departmentôs published criteria 

is met. 

 

Explanation of Benefits (EOB) ï A numeric message on the Remittance Advice that gives detailed 

information about the claim associated with that message. 

 

Explanation of Medicare Benefits (EOMB) ï A federal report generated for Medicare providers 

displaying transaction information regarding Medicare claims processing and payments. 

 

Fee-For-Service (FFS) ï A payment method DSHS uses to reimburse providers for covered medical 

services provided to eligible clients, except those services provided under DSHS's prepaid managed 

care programs. 

 

Healthy Options ï The DSHS prepaid managed care health program for Medicaid-eligible clients and 

clients enrolled in the State Childrenôs Health Insurance Program (SCHIP). 

 

Home and Community Services (HCS) Office ï The Home and Community Services (HCS) Division 

promotes, plans, develops and provides long-term care (LTC) services for persons with disabilities and 

the elderly who may need state funds (Medicaid) to help pay for them.  An HCS office has social 

workers and financial workers who determine functional and financial eligibility for the LTC services 

and medical programs chosen by the client.  An HCS office also determines and maintains financial 

eligibility for food and cash programs that LTC clients apply for. 

 

Institutional Award Letter  - An official document issued by the local DSHS Home and Community 

Services (HCS) office or Community Services Office (CSO) which provides information about a 

nursing facility resident.  The information pertains to the DSHS client's income and resources, their 

medical care eligibility, the effective date for care, the care level, Medicare status, etc. 

 

Interactive Voice Response System (IVR) - A phone technology that allows a computer to detect 

voice and touch tones using a normal phone call.  The IVR system can respond with pre-recorded or 

dynamically generated audio to further direct callers on how to proceed.   

 

http://en.wikipedia.org/wiki/Telephone
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Managed Care - A prepaid comprehensive system of medical and healthcare delivery including 

preventive, primary, specialty, and ancillary health services. 

 

Medicaid - The state and federally funded Title XIX program under which medical care is provided to 

persons eligible for the Categorically Needy Program or Medically Needy Program. 

 

National Drug Code (NDC) - The standard code set for drugs obtained from pharmacies. 

 

National Provider Identifier  (NPI) - A federal system for uniquely identifying all providers of 

healthcare services, supplies, and equipment. 

 

Primary Care Case Management (PCCM) - An arrangement by which a provider contracts with 

DSHS as a primary care case management (PCCM) provider to provide healthcare services to eligible 

DSHS clients under a Managed Care Program. 

 

Primary Care Provider (PCP) - An individual physician, Advanced Registered Nurse Practitioner 

(ARNP), or Physician Assistant (PA) who provides and coordinates medical care services. 

 

Prior Authorization (PA):  A process by which providers must request and receive DSHS approval for 

certain medical services, equipment, drugs, or supplies, based on medical necessity, before the services 

are provided to clients, as a precondition for provider reimbursement.  Expedited prior authorization 

and limitation extension are forms of prior authorization. 

 

ProviderOne ï Department of Social and Health Services (DSHS) primary provider payment 

processing system. 

 

ProviderOne Client ID - A system assigned number that uniquely identifies a single Client within the 

ProviderOne system; the number consists of nine numeric characters followed by WA.  For example: 

123456789WA. 

 

Regional Support Network (RSN) - An entity that covers a county or a group of counties that is 

certified by the Mental Health Division (MHD) of DSHS to administer community mental health 

programs at a local level.  Each RSN contracts with facilities and outpatient providers and distributes 

block grant funds for authorized mental health services. 

 

Remittance And Status Report (RA) ï A paper document or electronic transaction that tells a 

provider how claims have been adjudicated.  RAs are normally issued in association with claim 

payments. 

  

Services Card ï A plastic ñswipeò card that replaces the paper Medical Assistance ID Card.  This card 

has a magnetic strip that gives providers the option to acquire and use swipe card technology as one 

method to access the most up-to-date client eligibility information.  Some differences between the new 

plastic swipe card and the old paper Medical ID Card are: 

 

Á The Services Card will be issued one time, not on a monthly basis. 

Á The Services Card will only display the clientôs name and ProviderOne Client ID number. 

Á The Services Card will not display eligibility type, coverage dates, or managed care plans. 

Á The Services Card doesnôt guarantee eligibility; providers will need to verify client identification 

and complete an eligibility inquiry. 
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Spenddown ï An expense or portion of an expense which has been determined by the department to be 

a client liability.  Expenses which have been assigned to meet a client liability are not reimbursed by the 

Department and are deducted from any payment due to the provider. 

 

Taxonomy Code - A unique, 10-digit, alphanumeric code that allows a provider to identify their 

specialty category.  Providers applying for their NPI will be required to submit their taxonomy 

information.  Providers may have one or more than one taxonomy associated to them.  Taxonomy 

Codes can be found at http://www.wpc-edi.com/codes/Codes.asp. 

 

Trading Partner Agreement (TPA) - An agreement related to the exchange of information in 

electronic transactions between parties.  For example, it may specify the duties and responsibilities of 

each party to the agreement in conducting a standard transaction. 

 

Transaction Control Number (TCN) - A unique field value assigned by ProviderOne that identifies a 

claim transaction. 

 

Washington Administrative Code (WAC) - Codified rules of the State of Washington. 

 

 

For more DSHS related definitions, please see WAC 388-500-0005. 

 

http://www.wpc-edi.com/codes/Codes.asp
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-500-0005
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Client Eligibility, Benefit 

Packages, and Coverage Limits  

Making Sure You Can Get Paid For Services 
Covered through Medical Assistance  

 

This chapter shows you how to determine : 

Á If the client has Medical Assistance. 

Á If a service is covered under the clientôs Benefit Service Package. 

Á If the client is enrolled in a Medical Assistance Managed Care Plan. 

Á When prior authorization is required. 

Á When and if a waiver can be used to bill a client. 

Á If the client has a spenddown balance that may affect eligibility. 

Á Any special limitations or restrictions. 

Á If  the client has reached their maximum for services with limitations. 

Á Who to bill so payment is not delayed.  

 

Why Is Checking Eligibility and Benefit Coverage  Important ? 

The Department of Social & Health Services (DSHS) denies many claims because the client was not 

eligible for Medical Assistance on the date of service.  To prevent billing denials, please check the 

clientôs eligibility prior  to providing services.   

 

Checking eligibility and coverage limits requires little time compared to the level of effort your office 

staff experience when following up on a denied claim.  Denied claims cost your organization time 

spent researching and rebilling denied claims or writing off costs for services you cannot collect on. 

 

Some procedures may require that you satisfy certain conditions in order to be reimbursed for the 

service - such as determining whether a service requires prior authorization.  Research these 

requirements before providing a service.  

 

If the service is not covered and the client chooses to receive and pay for a specific service, you may 

be able to bill the client.  Please see WAC 388-502-0160 for rules on billing a client.   

 

Provider One  Billing and Resource Guide  

 
 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0160
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Disclaimer  

A contract, known as the Core Provider Agreement, governs the relationship between DSHS and 

Medical Assistance providers.  The Core Provider Agreementôs terms and conditions incorporate 

federal laws, rules and regulations, state law, DSHS rules and regulations, and DSHS program 

policies, numbered memoranda, and billing instructions, including this Guide.  Providers must submit 

a claim in accordance with the DSHS rules, policies, numbered memoranda, and billing instructions 

in effect at the time they provided the service. 
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 Client  Eligibility, Benefit 

Packages, and Coverage Limits   

The Key Steps  

1.   Determine i f the C lient  Has Medical 

Assistance Coverage  

 

2.   Identify  the Primary Payer  

 

3.   Review the Clientõs Benefit Service Package  

 

4.   Determine if Medical Assistance Covers the 

Service and if  so, is Prior Authorization  (PA) 

Required  

 

5.   Determine i f the Clientõs Benefit Limitations 

Have Been Met  
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1. D etermine i f the Client  Has Medical 

Assistance Coverage  

Why  

You are responsible to verify whether the client has Medical Assistance coverage for the date 

of service, and if so, to check the limitations of the clientôs medical program.  This helps prevent 

delivering a service the Department of Social & Health Services (DSHS) wonôt pay for.   

 

You may also choose to confirm eligibility when making an appointment for a client.  This could 

help avoid turning the client away at check-in.  Checking eligibility when making an appointment 

can also help you determine if the client needs free interpreter services for the appointment. 

 

How  

There are many methods to check client eligibility.  Most of these methods involve accessing 

ProviderOne.   

 

Á Access ProviderOne to submit an eligibility inquiry using one of these methods: 

 

o Search for eligibility information via ProviderOne at https://www.waproviderone.org .  

o Submit an electronic individual or batch 270/271 inquiry to ProviderOne.  

o Swipe the client services card using a magnetic card reader (See Appendix A). 

o Use a Medical Eligibility Vendor to access information on your behalf (See Appendix 

H). 

 

Á Alternative methods for checking eligibility are available: 

 

o Call the Interactive ProviderOne Voice Response (IVR) (See Appendix B). 

o Call a customer service representative at 1-800-562-3022. 

 

The remainder of this section provides instructions and screenshots demonstrating how to search for 

eligibility information via ProviderOne. 

 

Log into ProviderOne and select the EXT Provider Eligibility Checker  profile to verify 

clientôs eligibility for Medical Assistance services. 

 

 

Á Select the Benefit Inquiry hyperlink from your home page Menu  

Key Step 

1 

http://hrsa.dshs.wa.gov/InterpreterServices/SpokenLanguageVendor.htm
https://www.waproviderone.org/
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You can search by any one of the following combinations: 

o ProviderOne Client ID 

o Last Name, First Name, and SSN 

o Last Name, First Name, and Date of Birth 

o SSN and Date of Birth 

The inquiry start date will default to todayôs date.  You can change this date if it is not the date of 

service.  Information displayed is only valid for the inquiry start and end date.  A clientôs 

eligibility segment may change for a different date of service search. 

 

 
 

Á The system then displays the following eligibility information.  Make sure to scroll down below 

demographic details to view all related eligibility information. 

 

Then click on ñSubmitò 
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Note:  If your search is unsuccessful check your keying!   

A HIPAA reject code will be returned if your search is unsuccessful.  Definitions of these codes 

can be found at www.wpc-edi.com. 

 

 
 

 

 

A. Label for health plan coverage. 

B. The type of coverage for the client. 

C. Name of Benefit Service Package (BSP).  

D. Start date for this eligibility segment. 

E. End date for this eligibility segment.   

F. Medical coverage group codes assigned by the Community Service Office (CSO) 

or the Home and Community Service (HCS) Office when eligibility is determined.   

G. Case number assigned by CSO or HCS.   

H. Retroactive eligibility information.  This reflects the three calendar months before 

the month the client applied for services. (WAC 388-502-0160) 

I. Delayed certification date.  Sometimes a person applies for a medical program prior 

to the month of service and a delay occurs in the processing of the application.  In 

these cases, the eligibility determination date is after the actual month of service and 

a date will be displayed in this location.  Medical Assistance can accept claims up to 

one year past this date (WAC 388-502-0150). 

 

Á Examine the eligibility start and end dates.  If no end date is determined, the system defaults to 

12/31/2999.   

 

Pitfalls  

Â Relying on eligibility information obtained before the date of service.  We recommend that 

you verify eligibility  the day a service occurs. 

Â Failing to verify the identity of the cardholder.  Medical Assistance coverage is not 

transferable.  If you suspect that a client has presented a Services Card belonging to 

someone else, request to see a photo ID or another form of identification. 

A B C D E F G I H 

http://www.wpc-edi.com/
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0160
http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0150
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2. Identify the Primary Payer  

Why  

DSHS is almost always the payer of last resort (for exceptions, see WAC 388-502-0100).  DSHS will 

not pay your claim if there is an alternate primary payer (for example, Medicare or private insurance).  

 

To avoid turning away an individual at check-in, determine the clientôs primary payer when making 

an appointment.  Some of the reasons you might turn clients away include: 

 

Á You donôt accept their Managed Care Plan. 

Á You are not an enrolled Medicare provider. 

Á You are not an enrolled provider with their commercial private insurance.   

 

Client eligibility may change over time, and the primary payer may change as well.  For example, a 

client may enroll in a Medical Assistance Managed Care Plan.   

 

How ð Nursing Homes Only  

Nursing Homes Only:  Review the Institutional Award Letter.  The award letter explains client 

income and participation amount, medical care eligibility, effective date for care, care level, and other 

information. 

 

How ð All Other Providers  

This section covers the following: 

 

Á How to determine if the client is enrolled in a Medical Assistance Managed Care Plan.   

Á How to determine if the client is enrolled with a Primary Care Case Management 

(PCCM) provider.   

Á How to determine if the client is Medicare eligible.   

Á How to determine if the client has one or more of the following: commercial private 

insurance, Medicare Part C or D, military, or commercial HMO coverage. 

Á How to determine if the client must receive services from certain providers.   

Á How to determine if the client receives services through a Hospice Agency.   

Á How to determine if the client is a client of the Division of Developmental Disabilities 

(DDD). 

Á How to determine if the client is participating with the Department of Healthôs Children 

with Special Health Care Needs (CSHCN) program. 

 

 

Key Step 

2 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-502-0100
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Á How to determine if the client is enrolled in a Medical Assistance Managed Care Plan.  If 

the client is enrolled in Medical Assistance Managed Care Plan, the following segment will be 

displayed as part of the client benefit inquiry: DSHS does not process or pay claims for clients 

enrolled in a Medical Assistance Managed Care Plan for services provided under the planôs 

contract.  If the service is covered by the Medical Assistance Managed Care Plan, do not bill 

DSHS secondary.   

 

 
 

Á Contact the Managed Care Plan if you have questions on authorization and billing.  See 

Appendix C for Medical Assistance Managed Care Plan contact information.  

 

 Note:  Have you already seen a client enrolled in a Managed Care Plan, and you are not 

the assigned Primary Care Provider (PCP) or do not have a referral?  Contact the PCP to get a 

referral then call the Plan to see if you need or can get authorization for the service provided.  If 

you are not contracted with the Plan, call the Plan to see if they have an allowance for a 

noncontracted provider treating their client. 

 

 

Note:  If a client is eligible for mental health services, their Regional Support Network 

(RSN) may be displayed under ñManaged Care Informationò.  Refer the client to their RSN to 

access mental health services.  Authorization may be required.  For a directory of Regional 

Support Networks, please visit http://www1.dshs.wa.gov/mentalhealth/rsndirectory.shtml.  This 

information can also be used by providers (e.g. Rural Health Clinics) when trying to determine 

if the client is in a state-only funded program.  If there is not an RSN listed in this segment for 

your dates of service, the client is in a state-only funded program.   

 

Á How to determine if the client is enrolled with a PCCM.  If the client is enrolled with a 

Primary Care Case Management (PCCM) provider, the following segment will be displayed as 

part of the client benefit inquiry:  

 

 
 

o All clients enrolled with a Primary Care Case Management (PCCM) provider must have 

a referral from their PCCM in order for health care services to be paid to an outside 

provider.  Bill all services for PCCM clients covered by the referral to Medical 

Assistance and indicate the PCCM referral number on your claim form. 

 

http://www1.dshs.wa.gov/mentalhealth/rsndirectory.shtml
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o Newborns of clients enrolled with a PCCM provider are fee-for-service until the client 

chooses a PCCM for the newborn.  Bill all services for the newborn to DSHS. 

 

o Women enrolled with a PCCM provider must have a referral from their PCCM in order 

for womenôs health care services to be paid to a provider outside of the PCCM.  

 

Á How to determine if the Client is Medicare Eligible.  If the client is eligible for Medicare Part 

A or Part B, the following segment(s) will be displayed as part of the client benefit inquiry: 

 

 
 

o You must bill Medicare as the primary payer if Medicare covers the service provided.   

o The HIC number will be returned on benefit inquires.   

 

Á How to determine if the client has one or more of the following:  commercial private 

insurance, Medicare Part C or D, military, or commercial HMO coverage.  If DSHS 

records reflect that the client has other coverage, the following segment(s) will be returned as 

part of the client benefit inquiry: 

 

 
 

o You must bill the commercial private insurance primary to DSHS.  You may bill DSHS 

after your claim has been processed by all other commercial insurance. 

 

o You must bill the Medicare Part C Plan (Medicare Advantage HMO) primary to 

Medical Assistance.  You may bill DSHS secondary after your claim is processed by the 

Plan and DSHS pays the client liability (deductible, co-insurance, co-pay) amount 

according to DSHS payment policy. 

 

o If the Client has Medicare Part D, (prescription drug coverage) See the Prescription 

Drug Program Billing Instructions for specific details. 

 

o Refer active duty military clients who are eligible for benefits with the Civilian Health 

and Medical Program of the Uniformed Services (CHAMPUS) to use their local 

military facility .  When a client is CHAMPUS eligible, the insurance carrier code is 

either HI50 or HI00.  (see example below) 

 
 

 

 

http://hrsa.dshs.wa.gov/Download/Billing%20Instructions%20Web%20Pages/Prescription_Drug_Program.html
http://hrsa.dshs.wa.gov/Download/Billing%20Instructions%20Web%20Pages/Prescription_Drug_Program.html
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o Direct clients who are also eligible for benefits with the Department of Veterans Affairs 

(VA) to the nearest VA medical center.  Individuals with VA eligibility are required to 

seek medical care through their VA providers as their primary insurance.  When a 

Medical Assistance client is also VA eligible, the insurance carrier code is VE02. 

 

Note:  If the client needs to locate a VA medical center, a call to 1-800-827-1000 

from any location in the United States will be automatically routed to the nearest VA 

regional office.   

 

o Refer clients who have insurance through a Health Maintenance Organization (HMO) to 

their designated facility or provider.  When a client has primary insurance through an 

HMO, the insurance carrier code is HM, HI , or HO.   

 

o Medical Assistance does not pay for services referred to a provider not contracted with 

the primary HMO.  This is the responsibility of the referring HMO.  If the primary 

HMO does not cover the services Medical Assistance may be billed for covered 

services. 

 

Exception: HMO clients who live more than 24 miles away from the nearest primary HMO 

facility will have the HM99 insurance carrier code.  Medical Assistance will pay for all non-

emergent services per fee schedule.  The primary HMO may require notification of any 

emergency services before they make any payment(s). 

 

Note:  When a commercial insurance company terminates a clientôs private 

coverage, send DSHS a copy of the termination notice or call the Coordination of Benefits 

toll-free line at 1-800-562-6136.  The following documents (or photocopies of them) may 

be used as verification of insurance termination: 

 

o EOB statement from insurance company 

o Letter from employer 

o Memo from CSOs or insurance company 

o Divorce decree 

o Court order 

o Military discharge papers (DD214) 

o Client-specific letter on insurance company letterhead 

 

Note: DSHS does not deny the following services for third-party coverage unless the 

third -party liability (TPL) carrier code is HM, HI, or HO : 

 

o Outpatient preventative pediatric care; 

o Outpatient maternity-related services; and 

o Accident related claims, if the third-party benefits are not available to pay the claims at 

the time they are filed. 

 



 

 

Every effort has been made to ensure this guideôs accuracy. However, in the unlikely event of an actual or apparent conflict 

between this document and a department rule, the department rule controls. 30  

. . . . . . . . . 
 

Note:  If you determine there is a possible casualty claim, please call the Casualty Unit at 

1-800-562-6136 (e.g., motor vehicle accident, Department of Labor and Industries claim, Injury 

diagnosis).  See Appendix D for more information on casualty claims.   

 

Note:  If you have additional insurance coverage questions, you may call the 

Coordination of Benefits toll-free line at 1-800-562-6136. 

 

Á How to determine if the client is restricted and must receive services from certain 

providers.  (WAC 388-501-0135) If the client is restricted to certain providers, the following 

segment(s) will be displayed as part of the client benefit inquiry: 

 
 

o The Patient Review and Coordination (PRC) program assists clients in using medical 

services appropriately by assigning them a PCP, pharmacy, and/or a hospital for non-

emergency care.  The PCP may make referrals for specialty medical care.  Some 

covered services that do not need a referral include but are not limited to dental and 

medical equipment. 

 

o You must bill PCP referred services with the PCPôs National Provider Identifier (NPI) 
in the appropriate field on the claim form.  You can look up NPIs at the National Plan & 

Provider Enumeration System website- 

https://nppes.cms.hhs.gov/NPPES/NPIRegistryHome.do.  If you have questions about 

the PRC program or wish to report a client for utilization review, call 1-360-725-1780. 

 

Á How to determine if the client receives services through a Hospice Agency.  (WAC 388-551-

1210).  If the client receives services through a hospice agency, the following segment(s) will be 

displayed as part of the client benefit inquiry: 

 
 

o Please see the Hospice Services Billing Instructions for more information. 

 

Á How to determine if the client is a client of the Division of Developmental Disabilities 

(DDD).  If the client is a client of DDD, the following segment will be displayed as part of the 

client benefit inquiry: 

 

 
 

o Clients of DDD may be eligible for additional medical services.  See your program 

specific billing instructions for those additional services. (e.g., Dental, etc) 

 

http://apps.leg.wa.gov/WAC/default.aspx?cite=388-501-0135



































































































































































































