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* Please provide your name, organization, and your email in the
chat.

* This PowerPoint will be emailed to you after the training.
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Mission:
To help our members, and the
communities we serve, be healthy.

Vision:
To be the most highly regarded
managed care plan in California.
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of CALIFORNIA

« Whatis a Claim?
 CS Codes, Rates and Modifiers
* Place of Service Codes & ICD-10 Codes
« Taxonomy Codes & NPI Registry
« Ways to Submit Claims
* Electronic billing
« CMS 1500 Form
« Office Ally
* Invoice Spreadsheet
« Claim Corrections- submitting a PDR
 TAR Information
« Claim Billing Tips & Reminders
 EFT Information
« Contact Us
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What is a Claim?

A claim is a “bill” that health care providers submit to a member’s insurance provider

A provider submits a claim that includes all relevant codes and charges for that visit,
including procedure code, diagnosis codes, and modifier

What is a Clean Claim?

A “clean claim” is a claim that can be processed without obtaining additional
information from the provider of a service or from a third party

Partnership has 30 days from the received date to process and finalize claims
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Billing Code Descriptions

diagnostic services.
» CPT codes: Five-digit numeric codes

Procedure codes are standardized medical codes used to report medical, surgical, and
* HCPCS codes: Five-digit alphanumeric codes

Modifiers are two-digit codes that provide additional information about a procedure code.}

Place of Service codes identify the type of facility or entity where services were provided }

ICD-10 codes are alphanumeric codes used to document and report a
patient’s diagnosis
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Supported
Housing

Comprehensiv
e Community
Support
Services

Approved up to
$5,000. Actual
amount paid on
claim will be
reflected on
TAR note for
claims
processing.
Attach receipt
to TAR. TAR
duration is two
months

Housing Transition/Navigation Services
U6 $386.00

HO0043

H2016

H0044

U6 $386.00

Housing Deposits
u2 See TAR

PMPM Allowed one
time per month
PMPM Allowed one

time per month

See TAR Once per
demonstration
period
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CS Codes and Rates

Financial
Management

Support
Brokerage

Day Habilitation

Alcohol/drug
services;
ambulatory
detoxification

HCPCS Procedure Average Units Of Frequency
Description Code Rate Service

Housing Tenancy and Sustaining Services

T2040

T2041

T2020

HO0014

U6 $222.00

U6 $222.00

Day Habilitation
U6 $7.00 per hour

Sobering Centers
ue $170.00

PMPM

Can be billed with a
single date of service
or with a date span

PMPM

Can be billed with a
single date of service
or with a date span

1 unit = 1 hour

Per diem, less than
24 hours

Up to 2 units per
month. Can be
billed with T2041.
Max reimbursable
amount per month
$444.00

Up to 2 units per
month. Can be
billed with T2041.
Max reimbursable
amount per month
$444.00

Not to exceed 8
hours per day

TAR is valid for one
day (e.g., start date
and end date
should reflect same

date of service).
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CS Codes and Rates

of CALIFORNIA

A Public Agency

HCPCS Procedure Average Rate Units Of Frequency
Description Code Service

Personal Care/Homemaker Services

Homemaker S5130 U6 $8.25 1 unit = 15 mins As needed; only
Services allowed four hours a
day up to 20 hours per
week for three
months.

Personal Care T1019 U6 $8.25 1 unit = 15 mins As needed; only
Services allowed four hours a
day up to 20 hours per
week for three
months.

Respite Services

Respite Care, not H0045 U6 $8.25 1 unit = 15 mins As needed, may not
in the home exceed 24 hours per
day of care. Up to
336 hours per
calendar year

Respite Care, not S5151 U6 $8.25 1 unit = 15 mins As needed, may not
hospice exceed 24 hours per
day of care. Up to
336 hours per
calendar year

Respite Care, in S9125 U6 $8.25 1 unit = 15 mins As needed, may not
the home exceed 24 hours per
day of care. Up to
336 hours per

calendar year A
NCQA
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CS Codes and Rates

HCPCS Procedure Average Rate Units Of Frequency
Description Code Service

Short-term post
hospitalization

Residential care,
not otherwise
specified (NOS),
waiver

Home delivered
prepared meal

Nutritional
Counseling

Meals per diem, not
otherwise specified

Short-Term Post Hospitalization Housing

H0044 UK} $108.00 Per Diem
Recuperative Care (Medical Respite)
T2033 U6 $204.00 Per Diem

Medically-Supportive Food/Meals — Medically Tailored Meals

S5170 U6 $9.50 Per meal

S9470 U6 $41.00 Per Nutritional
Assessment

S9977 U6 $66.00 Per weekly grocery

box delivered

Global cap applies*

Global cap applies*

Up to two delivered

meals per day. As

needed for up to 12
weeks.

Up to 6, as needed
for up to 12 weeks

Delivered groceries
for up to two meals
per day. As needed
for up to 12 weeks
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Transitional Rent-Permanent Housing

HO0044 U6 1 =1 month

Permanent Housing
Admin Fee First month HO0044 V1 1 =1 month
Admin Fee HO0044 V2 1 =1 month

Transitional Rent-Interim Housing

H0043 U2 1 unit per month for
Interim Housing monthly billing, or 1 unit
per day for per diem
billing
Admin Fee H0043 V3 1

Rent, Month 1-6
Duration 6 months

Month 1

Month 2-6

Rent, Month 1-6
Duration 6 months

Month 1-6

Effective January 1, 2025, DHCS released guidance that a member may not receive more than a combined six months (182
days) of Short-Term Post-Hospitalization Housing, Recuperative Care and Transitional Rent within a rolling 12-month period.

All three of which are referred to as “Room and Board” services established as a “global cap” coverage waived by the DHCS.

All authorization requests must adhere to the global cap.

Transitional rent requires diagnosis code (ICD-10) Z59.02
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Transitional Rent/Admin Fee

Administrative Fee Region A

Standard fee, $167.86
per month
First month member is $1,153.22
placed in a permanent
setting
Colusa

Del Norte, Glenn
Lake, Lassen,
Modoc, Plumas
Counties by Region Siskiyou
Tehama
Trinity

Region B

$175.31

$1,225.71

Humbolt
Mendocino
Nevada
Shasta
Sierra
Sutter
Yuba

Fee by Region

Region C Region D Region F Region H

$205.40 $209.08 $229.21 $266.60

$1,443.61 $1,471.00 $1,657.57 $1,969.76

Placer Solano Napa Marin
Sonoma
Yolo

Interim: The per-diem administrative fee is equal to the applicable monthly rate divided
by 28. Total administrative fees in a month will not exceed the per-month fee amount.
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Billing: 15 minutes

Efforts that last for seven (7) minutes or less would not meet the
“Rule of Eights” threshold and would not be reportable

0 min [ 15 min | 30 min |

T J 1 L J
| | | |

Not reportable 1 unit 2 units 3 or more units

Example: T1019/U6 is billed in increments of 15 minutes.
1 hour & 6 mins = T1019 modifier U6 X 4 UOS
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Place of Service Codes

Place of Service (POS) codes are critical in medical billing to indicate where a
healthcare service was provided. Providers must accurately identify the service
location.

Why they're important:

They dictate reimbursement rates, influence claim processing, and ensure
accurate payment for services rendered.

Telehealth claims

billed with POS 02 02 Telehealth
or POS 10 must 04 Homeless Shelter All POS codes
include the GQ 11 Office must be 2 digits
modifier in the
es 12 Home
secondary position
27 Outreach Site/Street

You can find the complete list of POS codes along with their
descriptions here:

https://www.cms.gov/medicare/coding-billing/place-of-service-codes/code-sets ;Pm”&
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Telehealth POS Codes

When billing these procedure codes with POS 02 or POS 10, the
GQ modifier must be reported in the secondary position to indicate
that the service was provided via telephonic communication

Procedure Code | Modifier 1| Modifier 2

HO0043 U6 In Person
H0043 U6 GQ Telephonic
H2016 U6 In Person
H2016 U6 GQ Telephonic
T2040 U6 In Person
T2040 U6 GQ Telephonic
T2041 U6 In Person
T2041 U6 GQ Telephonic
S9470 U6 In Person
S9470 U6 GQ Telephonic
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|ICD-10 Codes

A Public Agency

Code
Z55.0 llliteracy and low-level literacy
758.6 Inadequate drinking-water supply
759.00 Homelessness unspecified
759.01 Sheltered homelessness DHCS has issued a list of 25
759.02 Unsheltered homelessness Priority SDOH Codes for
759.11 Inadequate housing, environmental temperature providers to utilize when
Z59.3 Problems related to living in residential institution COding for SDOH to ensure
750.41 Food insecurity correct coding and capture
759.48 Other specified lack of adequate food reliable data'
Z59.7 Insufficient social insurance and welfare support
759.811 Housing instability, housed, with risk of homelessness
759.812 Housing instability, housed, homelessness in past 12 months
759.819 Housing instability, housed unspecified For additiona| |CD_1 0
759.89 Other problems related to housing and economic circumstances Codes, please see IPN
760.2 Problems related to living alone #431 on our website
760.4 Social exclusion and rejection (physical appearance, illness or behavior) www.Pa rtnershipHP.org
762.819 Personal history of unspecified abuse in childhood
Z63.0 Problems in relationship with spouse or partner
763.4 Disappearance and death of family member (assumed death, bereavement)
Z63.5 Disruption of family by separation and divorce (marital estrangement)
263.6 Dependent relative needing care at home
263.72 Alcoholism and drug addiction in family
Z65.1 Imprisonment and other incarceration

AL I
765.2 Problems related to release from prison ‘S‘ &o
765.8 Other specified problems related to psychosocial circumstances (religious or spiritual problem)
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Taxonomy Codes

)

N

Taxonomy Codes are a
10-digit alpha numeric
code set that
designates Providers
classifications and
specializations

)

/

~

Attending Medical
Provider Taxonomy
Code —
Taxonomy.nucc.org
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NPI| Reqistry

Searching for Taxonomy code with your NPI
NPI: https://npireqgistry.cms.hhs.gov/search

Add NPI- click search- scroll to the bottom

NPI Number NPI Type Taxonomy Description
N Any v
Example
Taxonomy Primary Taxonomy Selected Taxonomy
Yes 251V00000X - Voluntary or Charitable
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How to Submit Claims

Electronic Claims
Electronic Data Interchange (EDI)
v"Now offering complementary electronic billing with Office Ally
v Submission of HIPAA-compliant 5010 version 837P File
v’ Preferred submission method for faster reimbursement
v'Contact EDI Enroliment and Testing at:
Phone: (707) 863-4527 or EDI-Enrollment-Testing@partnershiphp.org

Paper Claims
v'Submission of CMS-1500 format only
v'Send to: Partnership HealthPlan of California (Medi-Cal)
P.O. Box 1368
Suisun City, CA
94585-1368

Invoice Billing Format
v If invoice billing is the only option available for your organization to submit
claims, please reach out to us.
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Member Details

1a
284
3
587

rovider Details

P
31
32
33

33a
33b

A Public Agency

CIN

Full Name
DOB & Gender
Address

“Wet” Signature &
Date

Physical
Address/Providers
Location

Billing Address
NPI

Billing Taxonomy
Code
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Claim Details

Diagnosis: ICD-10
Indicator

Date of Service
Place of Service Code

Procedure Code &
Modifier

Diagnosis Pointer
Charges
Units of service

Shaded Area: Rendering
Taxonomy Code

Rendering Provider NPI
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of CALIFORNIA

A Public Agency

MEMBER DETAIL

1a

284

5&7

Description

Members CIN

Members full Name

Date of Birth and Gender

Members Address

| E—

<. RESERVED FOR NUCC USE

. OTHER AGCIDENT?
YES MO

[ 4. TNSURARNCE FLAN MANME DR FROGRAMN NAME

below.

SIGNED

T0d RESERWED FOR LOCAL UGE

1. MEDICARE GRUUF FECA ) D e i
MEDICAID TRICARE DEATUFLAN  Edruna OTHFR 1a. INSURED'S 1., {For Program in ltem 1)
(Medicare#f  (Medicsid % (ID4DoDE) D& ) (o
2R E (Last Mame, First Name, Middle initial) £ =ER 4. INSURED'S NAMEYSEE®e. First Mame., Wi
[l F
5. PA DRES: B.PA TIONSHIF TO INSURED 7. INSURED'S AD| Streat)
Saif Spouse Child Ofher
- RESERVED FOR NUCC USE CITY STATE
TP CO0E TELEFHONE (Inciude Area Code
[0 TS FATIENT S CONDITION RELATED TQE |11, IRSURED'S FOLICT GROUF OR FECA NUNE
a. OTHER INSURED'S POLICY OR GROUF NUMEER 5. EMPLOYMENT? (Current or Pravious) L #“r‘fEu t-Duém EUF ‘EIR TH
YES N ! | M F
1 1
b. RESERVED FOR NUCC LS= b. AUTO ACCIDENT? PLACE {State) |B- OTHER CLAINID [Designated by NUCC)
YES NO

<. INSURANCE PLAN NAME OR PROGRAM MAME

d. IS THERE ANOTHER HEALTH BEMEFIT PLAN?

YES NO

READ BACK OF FORM EEFORE COMPLETING & SIGNING THIS FORM.
12. PATIENTS OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of any medical or other information necessany
to processthis claim. | also request payment of gowernment benefits either 1o myself or to the party who accepts assignment

DATE

services described below.

SIGMED

If yes, complete items 2, Ba and 84

12, INSURED'S OR AUTHORIZED FERSON'S SIGNATURE | suthorize
peyment of medical benefits to the undersigmed physician or supplier for
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A Public Agency

14. DATE OF CURRENTILLNEBS. IMJURY, or PREGNANCY [LMF)
MM DD Rl |
P QUAL | CUAL | i P : .
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| | | ]
18, ADDITICRAL CLAIM TNFORMETION {Designated by NUCT) 20. OUTSIDE LAR? 5 CHARGES
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A B [+ D |
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L J| K| L |
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Py
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| L | b | 24G) 7| @
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| L L | [We

CLAIM DETAIL

e Tomerin

21

24A

24B

24D

24E

24F

24G

24J

Diagnosis (ICD-10)
Date of Service
Place of Service
Procedure & Modifier
Diagnosis Pointer
Charges

Units of Service

Rendering Provider
Taxonomy & NPI
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A Public Agency

25, FEDERAL TAX LD NUMBER

55M EN

31. SIGMATURE OFPHYSICIAMOR SUPPLIER
INC_LIDING DEGREES OR CREDENTIALS
(| certfy et the statements on the everse
apply to this bil e are madea partther=o?)

B
2fi. FATIENTE AZCOUNT NC. 27 ACCEFT ASSIGMMENT? | 23 TOTAL CHARGE 0. BMOUNT PAID 30. BALANCE DUE
{Far gow: ciairnes, see bk | | |
YES HNO 5 | 5 | 3 :
] 1
F2. EERVICE FACILITY LOCATION INFORRMATION 33, BILLING FROVIDER IHFO EP-4# ( )

PROVIDER DETAILS

s Tomimin ———

31

32

33

33a

33b

Wet Signature & Date

Physical Address of Provider Location
Billing Address

Billing NPI

Billing Taxonomy Code
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Getting Started with Office Ally

of CALIFORNIA

Payor Agreement

Complete your Payor Agreement and submit it to the EDI Team

. Email: EDIEnrollment@partnershiphp.org
* Phone: 707-863-4527

Office Ally Account -9 Up Your Organization’s Administrator Account

* https://www.officeally.com/sign-up/create-account

« After the admin account is established, additional users can be added, each with their own
unique login credentials

Payor ID Partnership Payor ID: 09453

. This Payor ID should be used when submitting complimentary claims through Office Ally
. Please note this is the letter “O,” not the number zero


https://www.officeally.com/sign-up/create-account
https://www.officeally.com/sign-up/create-account
https://www.officeally.com/sign-up/create-account
https://www.officeally.com/sign-up/create-account
https://www.officeally.com/sign-up/create-account
https://www.officeally.com/sign-up/create-account

Office Ally Dashboard

The Claims tab is the primary area you’ll use within your Office Ally dashboard

& Eligibility & Benefits > Get Started
B cein: (s ClaimsTab @ — — — — — — — — — — — — — | B
Submit Claims — —

Drop your claim files or click to browse

Manage Claims

| | |
| | |
Check Claim Status | . . =
Claim Status History | | ‘ = ]
| = '
|

Stored Claim Status Data ) _— -
Institutional Dental Create Professional Create Institutional Create Dental

| CMs-1500 UB-04 ADA

E Remits >
(e - e e e D
B Payments >
ih Reports »
& Account Management > . .
File Activity (last 7 days)

(B Resources >

Here you can create, submit and manage your claims
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Storing Data/Creating a Claim

- ® Pre-fill Your Professional Claim With Stored Info ®

Create Blank Claim

Select Payer

— Start With Stored Data —

I (® select Patient
! Select Draft Claim

(® select Billing Provider

Create Professional Create Professional
CMS-1500 CMS-1500
‘ ® Select Rendering Provider
(A Select Facility
Stored Data Feature: |_D Select Stored Templates
This option allows you to seamlessly =
. . . Create New Claim -
access previously saved information and
submit claims effortlessly

Generate a claim using saved information

FalTH FLax
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toring Data

of CALIFORNIA

A Public Agency

(® saved Patients

Q_ Find a Patient

Add and store member details
by Selectlng “Add NeW Patlent” LAST NAME FIRST NAME DATE OF BIRT GENDER PHONE ACTIONS

ALLEN JOE 12/25/1998 M 7

SMITH JANE 1/1/2000 F Z

Cancel Add New Patient

Add Patient ©

PAYER INFORMATION ~ LOAD OA PAYER Q

PAYER NAME PAYERID/ ADDFESS

Partnership HealthPlan of California CalAim I 09453

LNE2

oy STATE 2IPCODE ‘
1. PAYER 1A. INSURED'S I.D. NUMBER

.
SearC| 1, edlt, or delete member

Medicare # @ Medicaid # ID #/DoD# Member ID# ID# D # D # ELITEE=
ecord ithin thi ectio

p—— e R S recordas witni IS Seclion

Gorneve AT oEoF BRTH sex LasTranE ST NAE

MIDDLE NAWE MIDDLE ANz

SMITH JANE 01/01/2000 T ORerh @D SMITH JANE
5. PATIENT'S ADDRESS ©. PATIENT'S RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS

v sTReET PATIENT'S RELATIONSHIP TO INSURED® o, sTREET

123 MY HOME LANE @Self OSpouse O Child O Other 123 MY HOME LANE

e swre o swe

FAIRFIELD cA 6. RESERVED FOR NUCC USE FAIRFIELD California

2IP CODE* TELEPHONE 2P CODE TELEPHONE a

Cancel Save
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Storing Data

A Public Agency

Edit Payer Information ®

PAYER NAME® PAVER ID / ADDRESS
Partnership HealthPlan of California CalAil 09453

Enter the payer name and payer ID 09453

CITY STATE ZIP

Cancel Add Provider ®

3

BILLING PROVIDER TYPE*
2 - Organization

BILLING ORGANIZATION NAME®

CalAIM PROVIDER

BILLING SPECIALTY/TAXONCMY

Store your provider information
for quick and easy future access

amye STATE zP
FAIRFIELD CA 94533

TELEPHONE
(707) 123-4567

A BILLNG/GROUP NP1 8. BILLING/GROUP NO
1234567890

FEDERAL TAX 1D NUMBER* TYPE*
998765432 SSN @EIN

Cancel FalTH PlLas
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of CALIFORNIA

A Public Agency

Nnl Saved Templates

& Fnge rempize Create and store templates
::DMI\:-PMPM-TELEPHON\C A:’”;Ns USing procedure COdeS Or
. member information

Cancel Add New Template

Edit Template

TEMPLATE NAME
ECM - PMPM - TELEPH

15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK TN CURRENT OCCUPATION 17 NAME OF REFERRING PROVIDER
FROM DATE [ | TODATE ] NAME £l =
-
17B. NPI
18. HOSPITALIZATION DATES RELATED TO CURRENT SERVICES 19. ADDITIONAL CLAIM INFORMATION (DESIGNATED BY NUCC) 20. OUTSIDE LAB?
OUTSIDE CHARGES
FROM DATE [ TOoDATE [} ADDITIONAL CLAIM INFORMATION Yes @No | g
LAB?
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY 22. RESUBMISSION
AT
75900 Q | B Q |c Q | o Q RESUBMISSION CODE ORIGINAL REF. NO.
E. q E Q G Q H Q 23. PRIOR AUTHORIZATION
PRIOR AUTHORIZATION NUMBER
Q . Q « QL Q
24 A B. c. D. PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. I. 3.
DATE(S) OF SERVICE PLACE OF EMG CPT/HCPCS™ MODIFIER DIAGNOSIS | CHARGES® DAYS EPSDT FAMILY i RENDERING
FROM / TO DATE* SERVICE® A B c ] POINTER® OR PLAN QuAaL PROVIDER ID.
UNITS®
Note
1 -
FROM TO 10 G9o012 u2 GQ A 400 1 O®
NPI
P
Note
2 -
FROM T©
NPI ®®
Note
= -
FROM O
NPI O®
+ Add line Items
25. FEDERAL TAX I.D. NUMBER 26. PATIENT S ACCOUNT NUMBER 27. ACCEPT ASSIGNMENT?* 28. TOTAL CHARGE 29. AMOUNT PAID 3@. RSVD FOR NUCC USE
FEDERAL TAX LD. NUMBER* TYPE* sSN @EIN @ v N $ 200.00 0
94369852 ACCOUNT NUMBER es o

FalTH FLax
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Creating a Claim

of CALIFORNIA

A Public Agency

Create Professional
CMS-1500

You can start
with a blank
claim, stored
data or
resume where
you left off
with a draft

Create Blank Claim

m— Stort With Stored Data

Select Draft Claim

Create Professional
CMS-1500

Save as a draft

LOAD OA PAYER Q

PAYER NAME® PAYER ID / ADDRESS” ADDRESS LINE 2

1. PAYER 1A, INSURED'S 1.D. NUMBER*
PAYER TYFE | CLAM FILING
1 - Other Non-Federal Programs v

2. PATIENT'S NAME LOAD SAVED PATIENT Q 3. PATIENT'S INFQ

LAST NAME" FIRST NAME* MIDDLE NAME DATE OF BIRTH" LAST NAME
5. PATIENT'S ADDRESS SEX® () Male Female Unknown 7. INSURED'S ADDRESS
NO. STREET* 6. PATIENT'S RELATIONSHIP TO INSURED* NO.STREET
o sTATE Seff ( Spouse (Child () Other o
8. RESERVED FOR NUCC USE
2P CODE® TELEPHONE 2IP CODE
8. OTHER INSURED 10. IS PATIENT'S CONDITION RELATED TO:
EMPLOYMENT? (CURRENT OR
LAST NAME FIRST NAME MIDDLE NAME Yes No POLICY GROUP OR FECA ID
PREVIOUS]
’ AT Ye No | STATE SEX
A. OTHER INSURED'S POLICY OR GROUP NUMBER Jr— o Male
B. RESERVED FOR NUCC USE OTHER ACCIDENT? Yes No B. OTHER CLAIM ID QUAL
C. RESERVED FOR NUCC USE
10D. CLAIM CODES (DESIGNATED BY NUCC)
D. INSURANCE PLAN NAME
CLAIM FILING INDICATOR -

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE
SIGNED*

09/08/2025 B

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE
SIGNED? @ Yes No SIGNED? @ Yes No DATE

15. OTHER DATE 16. DATES PATIENT UNABLE TO WORK IN CURRENT OCCUPATION 17. WAME OF REFERRING PROVIDER

QUALL. ¥ DATE FROM DATE [ | TODATE [al NAME

4. INSURED'S NAME

Save Draft  Clear Form

cry STATE P

COPY FROM PATIENT [0

FIRST NAME MIDDLE NAME

STATE

TELEPHONE

11. INSURED'S POLICY GROUP OR FECA NUMBER

A. DATE OF BIRTH

Unknown

v B. OTHER CLAIM ID

C. INSURANCE PLAN NAME OR PROGRAM NAME

D.1S THERE ANOTHER HEALTH BENEFIT PLAN? ( Yes @ No

14. DATE OF CURRENT ILLNESS, INJURY, OR PREGNANCY (LMP)

B | QUALFIER -

174 v
17B. NPI

{FAITH PLaM
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Managing Claims

£a, Eligibility & Benefits b

® Clams - Manage Claims Tab
Submit Claims « Easily track and manage your claims
Manage Claims * View all submitted claims in one place
Check Claim Status « Make corrections to existing claims
Claim Status History « Monitor claims that are awaiting batching

Stored Claim Status Data

All Claims Correctable Claims Awaiting Batch

. Received Date DosS
3
05/01/2025 - 05/01/2026 Q, Search Claims Advanced Search [ 2, Upload CIaimJ [ + Create CIaimJ [4 Export
Your search returned 635 claims for the selected date range.
STATUS RECEIVED DATE CLAMID PATIENT PAYER ID TOTAL CHARGES FROM DATE TO DATE CLAIM TYPE ATTACHMENTS ACTIONS @
'Y
PassED 10/9/2025 09453 $386.00 9/3/2025 9/3/2025 HCFA ®©a 9
PassED 10/9/2025 | 09453 $22200 9/17/2025 9N712005 HCFA

® &
. . L,‘-“ : ﬂ‘r-*,;.
Easily track and manage your claims “@:
_w_

Claim Status View or print FAITH PLEN



Claims Awaiting Batch

A Public Agency

Once the process of submitting the claim has been completed, it is sent to “Claims Awaiting Batch.”
Office Ally will pick up the claims for processing every three hours.

All Claims Correctable Claims Awaiting Batch
& Eligibility & Benefits

-

B Clai v . . .
am From this section you can edit,
Submit Claims Q_ Search Claims print or delete the claim before the
_ claim is sent to the insurance
Manage Claims Company
Check Claim Status
STATUS RECEIVED DATE CREATED DATE CLAIM ID
Claim Status History

Stored Claim Status Data

**If a claim rejects, it is your responsibility to correct and resubmit the claim for processing**

FalTH FLax
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Claim Corrections in Office Ally

Claims that are rejected during pre-processing by Office Ally will be available
for review in the “Correctable Claims” tab located within Manage Claims.

All Claims Correctable Claims Awaiting Batch

. Processed Date DOS

02/13/2026 - 05/14/2026 Q_ search Claims

[4 Expand [/ Export
Your search returned 30 claims for the selected date range.

STATUS

RECEIVED DATE PROCESSED DATE CLAIM ID PATIENT PAYER ID TOTAL CHARGES FRC  ACTIONS @
? | REJECTED / CORRECTABLE 3/25/2026 09453 $5.00 o A EE
> REJECTED / CORRECTABLE 3/25/2026 09453 $5.00 v A B

Correct Claim I

Click correct claim to the right of the claim line, this will bring up an editable
claim image along with the claim rejection.

FalTH FLax
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Claim Corrections in Office Ally

A Public Agency

REJECTED / CORRECTABLE  Claim ID: Primary Claim Secondary Claim

(D You need to fix 2 errors

CODE DESCRIPTION

PAYER RESPONSE: ACKNOWLEDGEMENT ACCEPTANCE INTO ADJUDICATION SYSTEM-THE CLAIM ENCOUNTER HAS BEEN ACCEFPTED INTO
THE ADJUDICATION SYSTEM. ACCEPTED FOR PROCESSING.

PAYER RESPONSE: ACKNOWLEDGEMENT REJECTED FOR INVALID INFORMATION - THE CLAIM ENCOUNTER HAS INVALID INFORMATICN AS
SPECIFIED IN THE STATUS DETAILS AND HAS BEEN REJECTED. BILLING PROVIDER PLACE OF SERVICE. — RejeCtion Reason

LOAD OA PAYER Q

PAYER NAME® PAYER ID / ADDRESS*

PARTNERSHIP HEALTHPLAN OF CA NO ADDRESS ADDRESS LINE 2 cimy STATE ze
1. PAYER 1A. INSURED'S I.D. NUMBER*

PAYER TYPE | CLAIM FILING -
2. PATIENT'S NAME LOAD SAVED PATIENT Q 3. PATIENT'S INFO 4. INSURED'S NAME COPY FROM PATIENT O

LAST NAME* FIRST NAME* DATE OF BIRTH*

MIDDLE NAME 10/05/1979 LAST NAME FIRST NAME MIDDLE NAME

5. PATIENT'S ADDRESS SEX™ Male @ Female Unknown 7. INSURED'S ADDRESS

NO. STREET*

6. PATIENT'S RELATIONSHIP TO INSURED™ MCUSTREET
cmy* STATE® )
. . Self Spouse Child Other

REDDING California cITY STATE

T, 8. RESERVED FOR NUCC USE

95945 TELEPHONE ZIP CODE TELEPHONE

From this screen, you can review the reason for the claim rejection, make any
necessary corrections, and resubmit the claim

FalTH FLax
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Claim Corrections in the Online

Portal (PDR)

of CALIFORNIA

A Public Agency

Providers have the right to submit a payment dispute if
they disagree with a claim decision or compensation of a
claim. Providers may submit disputes via Provider
Online Services or by mail. Disputes can be submitted
within 365 days (one year) from the original paid/denied
date on the Partnership RA. Disputes received after one
year are subject to automatic denial.

o Partnership will acknowledge receipt of the dispute
immediately and will respond electronically indicating the
outcome of the dispute review within 45 working days.

o When submitting a PDR to correct a claim for under
payments, modifiers, units of service, or dates.

o Provider dispute form can be downloaded from the
Partnership website.

PROVIDER CLAIMS DISPUTE RESOLUTION REQUEST (attachment &)

INSTRUCTIONS
+ Please complete the below form. Fialds with an asterisk (*) are required.
+ Be specific when completing the DESCRIPTION OF DISPUTE and EXPECTED OUTCOME.
+ Provide additional il
was previously processed.
+  Mail the formto: P p HealthPlan of California
Attn: Claims PDR
P.O. Box 1368
Suisun City, CA 94585-3172

ion to support the ion of the dispute. Do not include a copy of a claim that

Note: DO NOT USE THIS FORM FOR UM/MEDICAL NECESSITY/TAR OR PHARMACY APPEALS
FAX UMTAR APPEALS TO: (TOT)863-4118  FAX PHARMACY APPEALS TO: (TO0T) 863-T330

“PROVIDER NPI: “PROVIDER TAX ID:

“PROVIDER NAME:

PROVIDER ADDRESS:

PROVIDER TYPE: [] MDIPCP [] Specialist [] Hospital [] ASC [] SNF [J DME [] Rehab

[0 Home Health [ Ambulance/Transportation [J MH [J Other

(please specify}

CLAIM INFORMATION [] Single [J Multiple “LIKE" Claims (complete attached spreadsheet)

*Member Name: *Date of Birth:
*CINMem ID Number: Patient Account Number: *Original Claim ID Number: {If mlliple caims,
= alached spreadshest)

*Service “From and To" Date: *Original Claim Amount Billed: ‘ Original Claim Amount Pald:

*DISPUTE TYPE
[ Comected daimiAdditional documentation sttached [ Seeking Resolution Of A Biling Determination
[ Underpayment [ Retroactive Authorization now on file

[1 Disputing Reouest For Ry Of On [ Other:

*DESCRIPTION OF DISPUTE:

“EXPECTED OUTCOME:

Contact Name (please print) Title Phone Number

Date

L2E0y,

L
@
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TAR Guide

-

PARTNERSHIP
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Treatment Authorization Request (TAR) reference guide for Community Supports providers.
Please reference the link below to submit correct TARSs. Incorrect TARs will be voided

TAR Date Spans:

Housing Transition Navigation and Housing Tenancy — Up to maximum of 6 months

Personal Care and Homemaker Services — 3 months

Housing Deposits/Household Items and Asthma Remediation — 2 months

Respite Services — 1 year/12-months

Sobering Centers — 1 day/23:59 hours

Day Habilitation Programs — 180 days

Medically Tailored Meals/Groceries — 6 months

Recuperative Care/Short-Term Post-Hospitalization Housing - Subject to Global Cap process
Housing Transition Navigation: Up to maximum of 6 months — End date should be up to
maximum of 6 months from the start date

VVVVVVYVYY

https://www.partnershiphp.org/Community/Documents/CalAIM%20Webpage/Community%20Supports%20Documents/
CS%20TAR%20Flyer Comms Final%20Updated%201.2026.pdf

(‘?.E D/)
Please refer to the TAR guide located on our website under our CalAlM page for more detailed instructions é‘@%

HEALTH PLAN

T


https://www.partnershiphp.org/Community/Documents/CalAIM%20Webpage/Community%20Supports%20Documents/CS%20TAR%20Flyer_Comms_Final%20Updated%201.2026.pdf
https://www.partnershiphp.org/Community/Documents/CalAIM%20Webpage/Community%20Supports%20Documents/CS%20TAR%20Flyer_Comms_Final%20Updated%201.2026.pdf

TAR Reminders

Please reference this link to submit correct TARs. Incorrect TARs
will be voided

A valid TAR is required for all Community Support Services,
Verify that you have a valid TAR prior to submitting claims

Verify TAR start date is correct for when services start

Ensure that the procedure codes and modifiers on the TAR match
those listed on the claim before submission

RED/
(a(‘ );0
‘@
HEALTH PLAN
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https://www.partnershiphp.org/Community/Documents/CalAIM%20Webpage/Community%20Supports%20Documents/CS%20TAR%20Flyer_Comms_Final%20Updated%201.2026.pdf

Claims Required Documents

ofﬁ

, 4
o
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Housing Deposits and Household Iltems

To ensure timely processing and
consideration for payment, all
required documentation must be
uploaded to the secure FTP site
before submitting a claim for billing.

Claims submitted without the
required supporting documentation
will be denied.




Attachment File Name

Please use the following naming convention when labeling attachment
files for Housing Deposit claims. Using a different format may result in
delays in claim processing.

File Naming Convention:
TAR #_document name.pdf

Example: PE1234567890_housingdepositform.pdf

Example: PE1234567890 memberattestationform.pdf
Example: PE1234567890_POP.pdf (POP=Proof of Payment)
Example: PE1234567890 executedlease.pdf

FalTH FLax
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Claims Required Documents
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Housing Deposit
Services Request for
Funds Form

* Must be fully completed
» Must be signed by the provider

. Copy of cancelled check(s) (front and

back)
Dated Proof of - Dated receipt(s) from the payee or for
Payment: Acceptable [JEUe EEE
forms include « Dated confirmation of electronic
payment

» Copy of a money order

wEDy
Lo

FaITH FLaM



Claims Required Documents

of‘

]
o
=
£
i =

Executed lease agreement or

Proof of Housing ?eor&l;nentatlon verifying a room

Agreement Must be signed by both the landlord
and the member

Required for all submissions

Provider must confirm that payment
has been made

Members must attest that the

Housing Deposit
Services Funds

Attestation Form goods/services were received
Must include the member’s signature




Billing Tips & Reminders

Providers have 365 days from the date of service to submit
claims to Partnership for payment consideration. Claims received
on the 366th day from the date of service will be denied.

y,

~

Partnership has 30 days from the receipt date of the claim to
process and finalize Community Support claims. Partnership will
be the primary payer for Community Support services.

y,

~

Verify Member’s eligibility every month, preferably before each
visit. Eligibility should be verified even when an approved TAR is
on file.

y,

~

Verify the member’s client ID/CIN is valid and complete on the
invoice/claim. Do NOT use the member’s social security number

J
~\

Providers can access claim status, generate and print remittance
advice (RA), review check payment details, and submit claim
corrections through the Partnership Provider Portal at
www.partnershiphp.org.

RED/
& e
< =)
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Electronic Fund Transfer (EFT)
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Monday — Friday, 5 a.m. — 3 p.m. (PT) Phone: (877) 330-4950

Once you receive the first paper check and code, contact FIS to enroll

RED/
& e
< =)
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Partnership Contacts

of CALIFORNIA

Partnership HealthPlan of California

Claims Helpdesk

Please include your billing NPl when contacting the Helpdesk.

Claim/billing questions

Email: claimshelpdesk@partnershiphp.org

Community Supports Team

Reporting and/or TAR questions
communitysupports@partnershiphp.org

Claims Resolution Unit

1 (855) 798-8761

Partnership EDI Enroliment

Phone: (707) 863-4527 | Fax: (707) 863-4390
Email: EDIEnrollment@partnershiphp.org

Partnership EDI Production
Support (after enrollment)

Phone: (707) 863-4520 | Fax: (707) 863-4390
Email: EDISupport@partnershiphp.org



mailto:claimshelpdesk@partnershiphp.org
mailto:EDIEnrollment@partnershiphp.org
mailto:EDISupport@partnershiphp.org

Office Ally Contacts

ofﬁ
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Office Ally

Customer Service: (360) 975-7000 Option 1
Technical Support: (360) 975-7000 Option 2
Enrollments: (360) 975-7000 Option 3
Live Chat (6 a.m. —5 p.m. PST): Support Suite | Office Ally
E-mail: info@officeally.com or support@officeally.com

FalTH FLax
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https://support.officeally.com/
mailto:info@officeally.com
mailto:support@officeally.com
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