
 
 
 

PROVIDER BULLETIN  No. 05-01 
 
January 14, 2005 
 
TO: Nursing Facilities and Hospice Providers 

participating in the Nebraska Medicaid 
 Program 
 
FROM: Mary L. Steiner, Interim Administrator 
 Nebraska Medicaid 
 
BY: Joette L. Novak, Program Specialist 
 Finance & Support Long Term Care Unit 
 
RE: Revisions to Long Term Care Facility 

Turnaround/Add-on billing document (MC-4) 
 Format and completion instructions 
  
 
Please circulate 
   
        _Administrator 
        _Medicaid billing                
                                         Personnel 
       _Medical records 
 
Effective January 1, 2005, the preprinted greenbar billing 
documents used for nursing home and hospice services (Long 
Term Care Facility Turnaround/Add-on MC-4) will be 
converted to white laser printed documents.   
 
The format and size of these documents will basically 
remain the same.  You will still receive two copies of the 
turnaround documents. However, they will now be two sets of 
separate pages.  As before, please retain one copy for your 
records.    
 
Due to HIPAA (Health Insurance Portability Accountability 
Act) regulations, there are a few instructions that need to 
be noted in order for this transition to go smoothly: 
 
• Medicaid claims processing staff will make no changes, 

revisions, etc. to any claims without written (faxed or 
mailed) documentation.  Therefore, if there are errors or 
omissions of information on your facility’s billing 
documents, they will be returned to your facility for 
correction.  (See 471-000-82 of the Nebraska HHS Finance 
and Support Manual). 



Please take the time to review your billing documents 
before submitting them in order to ensure prompt payment.      
 
• Each medical absence and therapeutic absence from the 

nursing home must be reported on the Turnaround Billing 
Documents as either “Hospital” or Therapeutic Leave 
Day(s)” for state data collection and claim payment 
purposes. 

 
• The dates of absence must be listed on the documents by 

the provider.  On the turnaround, please list the dates 
under the claim number.  On the add-on, please list the 
dates in the blank space located on the right of the 
claim information. 

 
• Please use red ink only to make your changes and entries 

on the turnaround and add-on documents.  This enables 
data entry to easily detect and enter these changes. 
Changes made in either blue or black ink, pencil or are 
illegible will be returned in their entirety to the 
provider, resulting in delayed payment. 

 
• When the changes, entries, etc. are completed by your 

facility, please staple the pages together in the upper 
left corner.  This will lessen the possibility of pages 
getting lost during mailing and sorting. 

 
• Add-on billing documents should be mailed preferably the 

second week of the month or later.  Turnarounds are the 
top priority for the first two weeks.  Add-on documents 
are not entered for payment until the third week of the 
month. 

 
• If there is a need to send the Notice of Action (Share of 

Cost Form) from the resident’s Medicaid eligibility 
worker with your turnaround, please staple it to the page 
containing the resident’s claim to which it pertains.  
Please see the attached tip sheets and current Reason 
Disallowed Codes. 

 
To inquire as to the status of your facility’s claims or to 
request additional Add-On documents, call the Medicaid 
Inquiry Line at any time during the month: 
 
Toll-Free 1-877-255-3092 
Lincoln   (402)-471-9128 
 
Questions may be directed to Joette Novak, Program 
Specialist, at (402) 471-9279 or send e-mail with questions 
to joette.novak@dhhs.ne.gov. 
  



  
 

 

 

PROVIDER NBR  -999999999/99                            NEBRASKA HEALTH AND HUMAN SERVICES                       REPORT   PAGE 99,999 

PROVIDER NAME -XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXLONG TERM CARE FACILITY                             FACILITY PAGE 99,999 

ADDRESS1      -XXXXXXXXXXXXXXXXXXXX                       TURNAROUND BILLING DOCUMENT SAMPLE 

ADDRESS2      -XXXXXXXXXXXXXXXXXXXX                                                                        BATCH- 9999999/00099/9999 

CITY STATE ZIP-XXXXXXXXXXXXXXXXXXXXXXXX99999-9999         99/99/9999 THRU 99/99/9999 

FACILITY LEVEL-X 

  CLAIM        PRIOR       PAYMENT     LEVEL      ROOM       DAILY        ADMIT        DISCHARGE    NUR HOME         LEAVE DAYS 

  NUMBER     AUTH NBR    EFFECT DATE  OF CARE    NUMBER      RATE         DATE        DATE    RSN     DAYS     THERAPEUTIC  HOSPITAL 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

RECIPIENT-XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXX  999999999/99 

99999999999  999999999    99/99/9999 99 XXXXXXXXXX 999999  99,999.99    99/99/9999  ../../.... .    99999          ...         ... 

                                           TOTAL AMOUNT-9,999,999.99   PAID OTHER SOURCES AMT-9,999,999.99   NET AMOUNT-9,999,999.99 

************************************************************************************************************************************ 

                                      * TOTAL AMOUNT-99,999,999.99   PAID OTHER SOURCES AMT-99,999,999.99   NET AMOUNT-99,999,999.99 

List actual dates of Medical Absences 
(“Hospital” column) AND/OR Social Visits 
(“Therapeutic” column ) under the Claim # or 
above # Days

Example: Hospital Dates 12th-16th

or Therapeutic leave dates

Example: Social Visit 26th-27th

If the client is in the 
Hosp or out of facility on 
a Social Visit during on-
going months of service, 
cross out the # of “Nur 
Home”  days pre-
printed.  Write correct # 
of days. 

Medicaid Claims Processing staff will make no changes or revisions to any claims 
without written (faxed or mailed) documentation.  If there are errors or omissions of 
information on your facility’s monthly Turnaround Billing Documents, they will be 
returned in their entirety to the provider for correction or completion. 

disregard 

Contact  client’s 
Medicaid 
Eligibility 
Worker with 
questions. 

Also referred to 
as Share of Cost 

Found on 
“Prior 
Authorization 
for Nursing 
Facility Care” 
MC-9NF 

When changes or entries 
are completed, staple the 
pages together in the 
upper left corner to lessen 
the possibility of pages 
getting lost during mailing 
and sorting. 

If there is a need to send 
the Notice of Action 
from the client’s 
Medicaid Eligibility 
Worker with the 
Turnaround Billing 
Document, staple it to 
the page that contains 
the client’s claim. 

Do not write in a date unless 
provider has a copy of the 
closed date as found on the 
“Prior Authorization for 
Nursing Facility Care”, MC-
9NF . 

Means 
authorized days 

Net Amount equals 
Total Amount minus 
POS/Share of Cost.   

Changes in Red Ink Only
• Changes made in either blue or 

black ink, pencil or are 
illegible, will be returned in 
their entirety to the provider, 
resulting in delayed payment.  

Means client 
Medicaid # 
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 THE UNDERSIGNED CERTIFIES UNDER PENALTY OF APPLICABLE FEDERAL AND STATE LAWS THAT THE ABOVE SERVICES WERE PROVIDED IN COMPLIANCE 

 WITH THE PROVISIONS OF TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 AND SECTION 504 OF THE REHABILITATION ACT OF 1973, THAT THE AMOUNTS 

 CLAIMED ARE IN ACCORDANCE WITH THE REGULATIONS OF HEALTH AND HUMAN SERVICES, THAT NO ADDITIONAL CHARGE HAS BEEN OR WILL BE 

 CLAIMED, AND THAT EACH SERVICE IS DOCUMENTED AND THE DOCUMENTATION IS OPEN TO THE AUTHORIZED REPRESENTATIVES OF THE U.S. DEPARTMENT 

 OF HEALTH AND HUMAN SERVICES, NEBRASKA HEALTH AND HUMAN SERVICES, AND FEDERAL AND/OR STATE FRAUD AND ABUSE UNITS.  I FURTHER 

 CERTIFY THAT MEDICAL RECORDS DOCUMENT THAT ALL NEW CLIENTS WERE CERTIFIED FOR CARE BY A PHYSICAN AT THE TIME OF ADMISSION. 

 

                                                               ....................................................   .............. 

                                                               SIGNATURE OF ADMINISTRATOR/AUTHORIZED REPRESENTATIVE         DATE 

                                                                               (    ) 

                                                                               .................. 

Retain one copy 
of the printout 
for your records 

                                                                                   PHONE 

 

 N   N     OOOOO     TTTTT     EEEEE       PLEASE REMOVE ALL ADD-ON SHEETS FROM THE 

 NN  N     O   O       T       E           TURNAROUND BEFORE SUBMITTING. 

 N N N     O   O       T       EEE    - 

 N  NN     O   O       T       E           SUBMIT TO MEDICAID ONLY THE ADD-ON SHEETS 

 N   N     OOOOO       T       EEEEE       WITH COMPLETED CLAIM INFORMATION 

 

 
Mail the Add-On  Documents to HHS the 
second week of the month or later.   
• Regardless of date of receipt, 

documents are not entered for 
payment until the third week of the 

 
 
 
 
 
 
 
 
 
 
 
 

To inquire as to the status of the provider’s claims or request  
additional Add-On documents, call the Medicaid Inquiry Line  
at any time during the month: 
  

Toll-Free    1-877-255-3092 
Lincoln       471-9128 
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Provider completes an Add-On for each Medicaid client in the facility for 
whom prior authorization has been received but whose name does not appear 
on the completed, pre-printed portion of the Turnaround, and/or for whom 
payment for previous months is due. 

Do not submit an Add-On Document 
as an Adjustment Request.  Contact a 
Medicaid Payment Reviewer for 
assistance.  (402) 471-9553

PROVIDER NBR  -999999999/99                            NEBRASKA HEALTH AND HUMAN SERVICES                       REPORT   PAGE 99,999 

PROVIDER NAME -XXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXXLONG TERM CARE FACILITY                             FACILITY PAGE 99,999 

ADDRESS1      -XXXXXXXXXXXXXXXXXXXX                    ADD-ON TURNAROUND BILLING DOCUMENT 

ADDRESS2      -XXXXXXXXXXXXXXXXXXXX                                                                        BATCH- 9999999/00099/9999 

CITY STATE ZIP-XXXXXXXXXXXXXXXXXXXXXXXX99999-9999 

FACILITY LEVEL-X 

**************CLAIMS ON THIS PAGE WILL NOT BE ACCEPTED BY THE DEPARTMENT OF HEALTH & HUMAN SERVICES AFTER XX/XX/XXXX****************** 

   

CLAIM       PRIOR   RECIPIENT  LEVEL    PAYMENT    DAILY   -DIAGNOSIS-  --SERVICE    DATES--   PATIENT      ADMIT       DISCHARGE 

  NUMBER    AUTH NBR  NUMBER/ID OF CARE EFFECT DATE  RATE    PRIM    SEC  BEGINNING     ENDING ACCOUNT  NBR   DATE       DATE    RSN 

************************************************************************************************************************************ 

99999999999 ......... ........./..  .. ../../.... $......... ..... ..... ../../.... ../../.... ............ ../../.... ../../.... . 

          NURSING HOME DAYS ... THERAPEUTIC LEAVE DAYS ... HOSPITAL DAYS ... ROOM NBR ...... ATTENDING PHYS LIC NBR- 28-01- ........ 

RECIPIENT-...................................   TOTAL AMT-$............  PAID OTHER SOURCES AMT-$............  NET AMT-$............ 

************************************************************************************************************************************ 

99999999999 ......... ........./..  .. ../../.... $......... ..... ..... ../../.... ../../.... ............ ../../.... ../../.... . 

          NURSING HOME DAYS ... THERAPEUTIC LEAVE DAYS ... HOSPITAL DAYS ... ROOM NBR ...... ATTENDING PHYS LIC NBR- 28-01- ........ 

RECIPIENT-...................................   TOTAL AMT-$............  PAID OTHER SOURCES AMT-$............  NET AMT-$............ 

************************************************************************************************************************************ 

99999999999 ......... ........./..  .. ../../.... $......... ..... ..... ../../.... ../../.... ............ ../../.... ../../.... . 

          NURSING HOME DAYS ... THERAPEUTIC LEAVE DAYS ... HOSPITAL DAYS ... ROOM NBR ...... ATTENDING PHYS LIC NBR- 28-01- ........ 

RECIPIENT-...................................   TOTAL AMT-$............  PAID OTHER SOURCES AMT-$............  NET AMT-$............ 

************************************************************************************************************************************ 

99999999999 ......... ........./..  .. ../../.... $......... ..... ..... ../../.... ../../.... ............ ../../.... ../../.... . 

Always use the 
payment effective date 
found on the “Prior 
Authorization for 
Nursing Facility 
Care”, MC-9NF. 

disregard 

Refer to “Prior 
Authorization for 
Nursing Facility 
Care”, MC-9NF. Service 

ending date 
should match 
the discharge 
date. 

Always use the 
Admit date found on the 
“Prior  Authorization for 
Nursing Facility Care”, 
MC-9NF. 

Use only numeric levels 
(i.e., 35, 53, etc.)  Do not 
enter CC1, etc. 

Use only 
approved 
Discharge 
Reason Codes 
provided by 
HHS 

          NURSING HOME DAYS ... THERAPEUTIC LEAVE DAYS ... HOSPITAL DAYS ... ROOM NBR ...... ATTENDING PHYS LIC NBR- 28-01- ........ 

RECIPIENT-...................................   TOTAL AMT-$............  PAID OTHER SOURCES AMT-$............  NET AMT-$............ 

************************************************************************************************************************************ 

 THE UNDERSIGNED CERTIFIES UNDER PENALTY OF APPLICABLE FEDERAL AND STATE LAWS THAT THE ABOVE SERVICES WERE PROVIDED IN COMPLIANCE 

 WITH THE PROVISIONS OF TITLE VI OF THE CIVIL RIGHTS ACT OF 1964 AND SECTION 504 OF THE REHABILITATION ACT OF 1973, THAT THE AMOUNTS 

 CLAIMED ARE IN ACCORDANCE WITH THE REGULATIONS OF HEALTH AND HUMAN SERVICES, THAT NO ADDITIONAL CHARGE HAS BEEN OR WILL BE 

 CLAIMED, AND THAT EACH SERVICE IS DOCUMENTED AND THE DOCUMENTATION IS OPEN TO THE AUTHORIZED REPRESENTATIVES OF THE U.S. DEPARTMENT 

 OF HEALTH AND HUMAN SERVICES, NEBRASKA HEALTH AND HUMAN SERVICES, AND FEDERAL AND/OR STATE FRAUD AND ABUSE UNITS.  I FURTHER 

 CERTIFY THAT MEDICAL RECORDS DOCUMENT THAT ALL NEW CLIENTS WERE CERTIFIED FOR CARE BY A PHYSICAN AT THE TIME OF ADMISSION. 

All information needed to 
complete the Add-On can be 
found on the “Prior 
Authorization for Nursing 
Care”, MC-9NF. 

 

                                                               ....................................................   .............. 

                                                               SIGNATURE OF ADMINISTRATOR/AUTHORIZED REPRESENTATIVE         DATE 

                                                                               (    ) 

                                                                               .................. 

Mail the Add-On Sheets to HHS the 
second week of the month or later.  
Regardless of date of receipt, documents 
are not entered for payment until the 
third week of the month. 
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Provider must  
sign and date 
each page or the 
documents will 
be returned in 
its entirety. 
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