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560-X-1-.17 Providers’ Claims. 

(1) Providers of services and supplies shall submit claims
electronically.

(2) Instructions concerning claim forms completion and processing
procedures are contained in the provider manual(s) posted to the
Alabama Medicaid website.

(3) Time limits for Claim Submission.

(a) Medicaid will pay only clean claims submitted timely to
its fiscal agent. A clean claim is a claim which can be
processed for payment or denied without obtaining additional
information from the provider. A timely claim is a clean claim
which is received by the fiscal agent within one year of the
date of service, unless a different limitation is specifically
provided elsewhere in this Code.

(b) A claim which does not have sufficient information to be
entered into the automated claims processing system will be
returned to the provider (RTP) and will not be considered as a
clean claim submitted timely to the fiscal agent.

(c) A clean claim which is not timely received by the fiscal
agent will be denied as outdated, except as provided in
paragraph (4) below.

(4) Exceptions to Time Limits for Claims Submission.

(a) Where a claim has been timely submitted to Medicare or
other third party payor and the Medicaid claim is not timely
received in payable form by the fiscal agent in accordance
with paragraph (3), above, a clean claim may still be
processed if received within 120 days of the notice date of
the disposition by the third party payor with such date
indicated on the face of the claim. If Medicare or other
third-party payor denies the claim, a copy of the denial
notice must be attached.

(b) Where a claim is for services rendered to a recipient
during a time period for which retroactive eligibility has
been awarded and the claim is not timely received in payable
form in accordance with paragraph (3), above, a clean claim
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may still be processed if received by the fiscal agent within
one year of the date of the award notice.

(c) Where a claim has been paid by Medicaid and is
subsequently recouped, a resubmitted clean claim which is not
timely received in payable form in accordance with
paragraph (3), above, may still be processed if received
within 120 days of the recoupment date, with such date
indicated on the face of the claim. A copy of the EOP showing
the recoupment must be attached.

1. This section shall not apply to claims recouped
through medical record reviews and/or investigations.
Recouped claims from medical record reviews and/or
investigations are considered final and are not subject
to resubmission. Medical record reviews include, but are
not limited to, those performed by: the Medicaid Program
Integrity Division, the Recovery Audit Contractor (RAC),
the Medicaid Integrity Contractor (MIC) and Payment Error
Rate Measurement (PERM) contractor.

(d) The agency may make payments at any time in accordance
with a court order, or to carry out administrative review or
hearing decisions taken to resolve a dispute.

(5) Time Limits for Claims Payments.

(a) Except as otherwise provided above, the Medicaid fiscal
agent must process and pay all clean claims within 12 months
of receipt of the claim.

(b) A provider who submits a clean claim to the fiscal agent
should normally receive payment or denial within 30 days. If
payment is not received within this time period the provider
should contact the fiscal agent for a status report of the
claim.

(c) When a provider's efforts to receive payment for a claim,
with the help of the fiscal agent are fruitless, the provider
should write to the associate director for its program at
Medicaid before the time limitation expires. Providers should
contact the Third-Party department at Medicaid if there are
problems with TPL-related claims.

(6) Administrative Review of Claims Denied as Outdated.

(a) A provider who is denied payment on an outdated claim may
request an administrative review of the claim. A written
request for an administrative review should be addressed to
the appropriate program area and must be received by Medicaid
within 60 days of the date the claim becomes outdated, which
is the time limit provided in paragraph (3)(a), except that a
claim falling within one of the exceptions in paragraphs (4)
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(a), (b) or (c), above, becomes outdated at the expiration of
the 120-day or one-year period, whichever is applicable.

(b) A provider is not entitled to a fair hearing on an
outdated claim until after an administrative review of the
claim. A hearing request received prior to or in lieu of a
request for an administrative review will be treated in all
respects as a request for an administrative review.

(c) It is the responsibility of the provider, when submitting
outdated claims for an administrative review, to furnish
adequate documentation of its good faith attempts to obtain
payment of the claim, including copies of relevant EOPs and
correspondence with the fiscal agent and Medicaid. The
provider must also include an error-free claim to furnish the
fiscal agent in cases where the decision is favorable.

(d) Where a provider has timely requested an administrative
review, research of the claim history reveals that the claim
was originally filed before it became outdated under paragraph
(6)(a), and the provider has established that it made a good
faith effort to file a clean claim, Medicaid shall have the
authority to instruct the fiscal agent to waive the filing
limitation and process the claim.

(e) The provider will be notified in writing of the review
decision. A provider who has timely requested an
administrative review and received an adverse decision may
request a fair hearing in accordance with Chapter 3 of this
Administrative Code. Such request must be in writing and
received by Medicaid within 60 days of the date of the
administrative review denial letter. A provider is not
entitled to further administrative review or a fair hearing on
an outdated claim which is processed under this rule and which
is denied due to a provider error on the claim. A provider is
not entitled to further administrative review or a fair
hearing on an outdated claim which is processed under this
rule and which is denied due to a provider error on the claim.

(f) If all administrative remedies have been exhausted and the
claim is denied, the provider cannot collect from either the
recipient (patient) or his/her sponsor or family.
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