
UPPER PENINSULA HEALTH PLAN PROVIDER MANUAL  JUNE 2007 

UPPER PENINSULA HEALTH PLAN  
CLAIMS AND BILLING 

 
 

CLAIM SUBMISSION 
 
All claims must be submitted before one year after the date of service or the date of discharge.  
All providers must submit claims using the following forms: 
 

• Professional Claims—CMS 1500 
• Facility Claims—UB-04 

 
All claims must include the provider’s National Provider Identifier. 
 
The Upper Peninsula Health Plan (UPHP) encourages all providers to submit claims 
electronically. 
 
 
Electronic Claims 
 
Submit electronic claims using National Electronic Insurance Code 38337. 
 
If you have questions about submitting electronic claims, contact UPHP Management 
Information Systems at (906) 225-7500 or 888-904-7526. 
 
 
Paper Claims 
 
Mail all paper claims to: 
 

Upper Peninsula Health Plan 
Post Office Box 4139 
Scranton, PA  18505 

 
The Upper Peninsula Health Plan does not accept handwritten claim forms. 
 
 
CLAIM STATUS 
 
To learn the status of a submitted claim, call the UPHP Claims Department at (906) 225-7500 or 
800-835-2556. 
 
 
PAYMENTS 
 
Claims from all providers (contracted or not contracted) are paid according to the Michigan 
Medicaid Fee-for-Service Fee Schedules in effect on the date of service or the billed charges, 
whichever is less, unless other arrangements have been made. 
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BILLING TOOLS 
 
The following list includes helpful tools that are highly recommended for each biller/coder to use 
on a daily basis. 
 
Michigan Medicaid Provider Manual.  This manual gives detailed instructions on Michigan 

Medicaid benefits. 
 
Michigan Medicaid Fee Schedules.  These schedules present the most current available fees for 

services provided.  They should be checked regularly for changes, updates, and revisions. 
 
Medical Services Administration Bulletin Updates.  These updates indicate benefit, procedural, or 

reimbursement changes. 
 
 
BILLING DETAILS 

 
Anesthesia 
• Billing Instructions:  When both an M.D. and a C.R.N.A. provide services, the number of 

units entered in the quantity on the claim should be the total number of minutes calculated 
independently for the M.D. and the C.R.N.A. 

• Unit:  15 minutes for an M.D.; 30 minutes for a C.R.N.A. 
 
Behavioral Health (Medicaid Members) – Maximum of 20 outpatient visits per calendar year for 

conditions not diagnosed as severe and persistent.  Members may refer themselves. 
• Primary Care Providers (PCPs) may treat members for behavioral health issues up to the 

maximum number of visits per calendar year or until a member’s condition is diagnosed as 
severe and persistent. 

• Severe and Persistent Conditions are covered by local community health agencies for the 
State of Michigan (not by UPHP). 

• Inpatient Psychiatric Hospital Services are recognized as being for severe and persistent 
conditions, so they are not a UPHP benefit.  Contact the appropriate local community mental 
health agency. 

• Substance-Abuse Services are not a UPHP benefit.  Contact your regional substance-abuse 
coordinating agency or your local substance-abuse program. 

• Billing Instructions:  Bill the allowable 908XX series, per the MSA.  Facilities and providers 
may bill with Medical Screening Code 99281 for radiology and laboratory services only.   

 
Children’s Specialty Clinic 
• Billing Instructions:  A facility or clinic bills with a revenue code and an evaluation and 

management (E/M) code if applicable.  Individual providers bill with E/M codes. 
 
Chiropractor – Eighteen visits per calendar year with in-plan providers for Medicaid members; 

24 visits for MIChild members.  Members may refer themselves, but medically necessary 
additional visits require prior notification. 

• Billing Instructions:  Bill only the allowed Medicaid codes. 
• Unit:  1 per day 
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Custodial Care in a Nursing Facility – Not a UPHP benefit 
 
Dental Services – Not a UPHP benefit 
 
Emergency Services – All emergency services are a covered benefit. 
• Billing Instructions: Facilities must bill all ancillary services in addition to the 9928X series.  

If a patient is admitted from the emergency room, facility charges must be included with 
hospital charges and cannot be billed separately.  Physicians must bill with the 9928X series. 

• UPHP pays inpatient facility claims by D.R.G. 
• Unit:  1 per day 
 
Eye Examinations (Routine) – Routine eye examinations do not require prior authorization.  

Routine is defined as having a vision problem not related to a medical issue.  Follow the 
MSA Policy Manuals for guidelines. 

• Billing Instructions:  M.D. and O.D. use the 99XXX series. 
• Unit: 1 per day 
 
Mental-Health Services (See Behavioral Health.) 

 
Observation Bed 
• Billing Instructions:  You cannot bill Emergency Services or Urgent Care/Walk-in in 

conjunction with Observation Bed. 
• Unit: 1 per day 
 
Other Health Insurance (OHI) – Members with OHI must follow UPHP authorization 

guidelines.  All other insurance and benefits are primary to Michigan Medicaid, and OHI 
must be billed first.  An Explanation of Benefits (EOB) must accompany each claim 
submitted.  Codes and diagnosis listed on the EOB must identically match the claim 
submitted. 

 
Personal Care or Home Help Services (Not Hospice/Home Health) – Not a UPHP benefit 
 
Psychiatric Services (See Behavioral Health.) 
 
Sterilization – Completed sterilization consent forms must be sent to the UPHP Claims 

Department before billing.  Fax them to (906) 225-7690, or send them via U.S. mail. 
 

Substance Abuse – Not a UPHP benefit 
• Contact your regional substance-abuse coordinating agency or your local substance-abuse 

program. 
 
Telemedicine:  Facilities 
• UPHP pays the originating site’s facility fee at a fixed rate of $20.  The originating site is the 

location of the patient—where the transmission starts.  The distant site is the location of the 
physician; its facility fee is not a covered benefit.  Medicare’s reimbursement rate is $21.60; 
however, the actual payment is a percentage of that rate, so the payment is less.  This rate is 
reviewed annually. 
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• Facilities must bill Revenue Code 510 with HCPCS Code Q3014 and will be paid by the 
HCPCS code. 

• The Type of Service code is 9 (Other Items or Services). 
• Revenue Code 780 (Telemedicine–General) and Revenue Code 789 (Telemedicine–Other 

Telemedicine) are not covered and not payable. 
• Facilities must bill for this service on a separate claim when it is provided during an inpatient 

stay—to avoid having the charge combined in the DRG payment. 
• Facilities may bill for this service in addition to RV450 and RV360 on the same date of 

service and on the same claim. 
 
Telemedicine:  Practitioners 
• Practitioners bill on the standard HCFA-1500, with the CPT code appropriate for the level of 

service provided and the modifier GT (via an interactive audio and video telecommunications 
system).  Covered services are consultations, office visits, psychotherapy, and 
pharmacological management. 

• The location code remains as is (office, inpatient, etc.). 
• Services are paid at the Michigan Medicaid Fee Schedule rates current when the service is 

provided. 
• The HCPS Code T1014 (Telehealth Transmission, Per Minute; professional services bill 

separately) is not valid. 
• The modifier GQ (Store and Forward Substitute) is not a covered service.  It is used when the 

distant site is in Alaska or Hawaii.  Such a situation is a benefit exception, requiring a 
determination of medical necessity and handling via the usual channels. 

 
Transplants – Must have authorization before scheduling surgery. 
• Billing Instructions: The authorization number goes in Box 63 on the UB-92 and in Box 23 

on the HCFA-1500. 
 
Transportation (Medicaid Members) – Must be requested by a UPHP member at least five 

business days before an appointment.  Providers cannot bill for this service. 
 
Unclassified – All codes classified as NOC, NOS, or Unclassified must have prior authorization.  

Fees must be negotiated for these codes. 
 
Urgent Care/Walk-in – No referral is required. 
• Billing Instructions:  Facilities and physicians must bill with the 9928X and appropriate 

radiology and laboratory charges. 
• Unit: 1 per day 
 
 
BILLING REMINDERS 
 
1. Do not continue to bill if you are unclear why an initial claim was rejected.  Contact the 

UPHP Claims department for clarification. 
 
2. Facility billing must match physician billing. 
 
3. UPHP will only research claims for one year after the date of service. 
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4. Bill modifiers per CPT and HCPCS guidelines. 
 
5. All claims mailed to UPHP’s 228 West Washington Street address in Marquette, Michigan, 

will be forwarded—unprocessed—to UPHP’s third-party administrator for claim processing.  
These claims are only forwarded biweekly, so it is to your benefit to submit all claims to the 
proper address. 

 
 
FRAUD AND ABUSE 
 
The U.S. and Michigan governments regulate the business operations of the Upper Peninsula 
Health Plan (UPHP).  Since UPHP is a managed-care organization for Michigan Medicaid, its 
government contract makes UPHP responsible for preventing, detecting, investigating, and 
reporting fraud and abuse. 
 
A UPHP network provider commits fraud or abuse by: 
 
• Balance billing:  Federal and state laws prohibit billing Medicaid beneficiaries for benefits 

covered by Medicaid. 
• Inflating bills for services provided 
• Double billing 
• Improper coding (upcoding and unbundling) 
• Billing for services never rendered 
 
UPHP has a legal responsibility to report such incidents to the Centers for Medicare and 
Medicaid Services (CMS) and the State of Michigan’s Health Care Fraud Division.  If you 
suspect any fraud or abuse of the Medicaid program, please contact UPHP Customer Service. 
You may also contact the Michigan Department of Community Health’s Program Investigation 
Section by mail or telephone at the Capitol Commons Center Building, 6th Floor, 400 South Pine 
Street, Lansing, MI 48909; 866-428-0005.  You may report anonymously. 
 
 
CLAIM INQUIRIES AND APPEALS 
 
The Upper Peninsula Health Plan (UPHP) has an efficient, consistent, systematic, and fair method 
of managing and resolving provider appeals related to claims.  Policy and procedures are 
maintained in compliance with local, state, and federal laws and regulations and accrediting-
agency guidelines governing the programs for which the policy applies. 
 
In the event that a provider disagrees with a claim payment denial, an appeal may be filed.  UPHP 
appeal decisions are based on state and provider contracts, proper coding and billing standards, 
and company policy and procedure.  UPHP is committed to resolving disputes within 30 calendar 
days. 
 
Definitions 
 
Claim Appeal:  A written request by a provider to change a claim determination by UPHP. 
Claim Inquiry:  A question by a provider regarding benefits, claim payment, handling, or 

reimbursement for health care services. 
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Policy 
 
In the event that a provider disagrees with a claim-payment denial, an appeal may be filed.  
UPHP appeal decisions are based on state and provider contracts, proper coding and billing 
standards, and company policy and procedures.  UPHP is committed to resolving disputes within 
30 calendar days. 
 
 
Procedure 
 
 
Claim Inquiries 
 
Any staff member at UPHP or its authorized representatives may address a claim inquiry by a 
provider or his or her authorized representatives.  All pertinent information must be collected and 
forwarded immediately to a claims services representative (CSR).  The CSR is responsible for 
complete documentation toward resolution.  The claims manager will analyze the information for 
quality-improvement purposes. 
 
 
Claim Appeals 
 
The Upper Peninsula Health Plan offers a postservice claim appeal process for disputes related to 
denial of payment for services rendered to UPHP members.  This process is available to all 
providers, regardless of whether they are in or out of network.  A claim appeal cannot take place 
unless a claim has been submitted and denied. 
 
 
Process 
 
If a provider does not agree with a claim determination, he or she may appeal, in writing, within 
30 calendar days of receipt of the claim determination.  The provider appeal must include the 
following: 
 
• A letter of appeal, explaining the reason for the appeal request. 
• The name, address, and telephone number of the person responsible for filing the appeal. 
• A copy of the claim. 
• Any supporting documentation, such as proof of timely filing, proof of authorization or 

innocent-victim status, medical records, or other information to support the appeal. 
 
Mail appeals to: 
 

Claims Manager 
Upper Peninsula Health Plan 
228 West Washington Street 
Marquette, MI  49855 

 
The claims manager will review the appeal and make a determination.  The provider will receive 
a written response within 30 days from receipt of the request for additional review. 
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The claims manager, in collaboration with appropriate staff, coordinates claim inquiries and 
resolution of claim appeals and assures compliance with all state and federal regulations.   
 
There is only one level of appeal available within UPHP.  All appeal determinations are final.  If 
a provider disagrees with UPHP’s final determination regarding an appeal, the provider may 
pursue one of the following options: 
 

• Binding arbitration 
• Alternative dispute resolution 
• Department of Community Health Rapid Dispute Resolution (only applies to out-of-

network hospitals  that have signed an Access Agreement through the State of Michigan) 
• Filing an appeal with the Office of Financial and Insurance Services (OFIS). 

 
Arbitrators will be organizations with the appropriate expertise to analyze medical claims and 
supporting documentation available from medical-record reviews and to determine whether a 
claim is complete, is appropriately coded, and should or should not be paid.  A model agreement 
will be developed, which both parties to the dispute will be required to sign.  This agreement will 
specify the name of the arbitrator, the dispute-resolution process, a time frame for the arbitrator’s 
decision, and the method for payment for the arbitrator’s fee. 
 
 
Timely Claim Submission 
 
Requests later than one year from the date of service are ineligible for benefits due to untimely 
filing. 
 
 
Education Regarding Claim Inquiries and Procedures 
 
Providers are informed via the UPHP Provider Manual and Web site of UPHP’s claim inquiry-
and-appeal policy and procedure.  This manual explains (previously in this section): 
 

• How to inquire about a claim or file an appeal. 
• The internal inquiry or appeal process. 
• The provider’s right to arbitration, alternative dispute resolution, the Department of 

Community Health Rapid Dispute Resolution, or filing an appeal with OFIS. 
 
Providers are further informed of the procedure upon request for an appeal. 
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