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Agenda

• Advantages of Submitting Claims via the IHCP Provider 

Healthcare Portal 

• Submitting Primary and Secondary CMS-1500 Claims

• Claim Submission Tips and Reminders

• Claim Follow-up and Check Claim Status

• What Went Wrong and Why Did the Claim Deny

• Update Primary Insurance on the IHCP Provider Healthcare Portal

• Helpful Tools

• Questions
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Advantages of Submitting Claims via 

the IHCP Provider Healthcare Portal
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Advantages to Submitting CMS-1500 Claims 

via the IHCP Provider Healthcare Portal

• Providers receive immediate claim 

status: Payment, Denial or Pending in 

Process.

• Remittance advices (RAs) populate 

weekly under Search Payment History.   

• Submitting claims is easy, free and 

efficient.

• Can upload electronic attachments.

• No additional forms to complete.

• Nothing to submit by mail.

• Individual training options with your 

Provider Relations representative.
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Submitting Primary and 

Secondary CMS-1500 Claims
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Verify Eligibility

Verify Eligibility

• Confirm the Member ID, also known as RID.

• Verify the spelling of the member’s name.

• Make sure the member’s benefit plan covers the 

service being billed.

• Check to see if the member is enrolled in a 

managed care plan.

• Look for primary insurance coverage.
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Submitting Primary and Secondary 

CMS-1500 Claims
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Provider Information

Be sure you are logged in to the IHCP Provider Healthcare Portal 

under the correct Service Location.

Use the spyglass to enter rendering NPI

If a provider is listed more than once, choose the entry 

without a taxonomy code, if available.
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Member ID and Claim Information

If there is a primary insurance that covers 

the service, check the box.
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Diagnosis Code

Add diagnosis by entering description or code.

Choose                to save each code.
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Other Insurance Details

Header Level
Secondary Insurance Information at the Header Level

• Verify that the carrier name shows the correct insurance.

• Remove any insurance that should not be listed.

• Click the 1 by the carrier name to complete the information.

• Click the + to add the correct Primary Insurance if not listed.
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Secondary Insurance Carrier Information

Header Level
Secondary Insurance Information at the Header Level

Medicare carrier name can be Wisconsin Physician Services (WPS) or Medicare – Carrier 

ID 08102. Medicare Advantage Plan and third-party liability (TPL) can be the name of the 

carrier.

Paid amount on the ENTIRE claim.

Does not have an asterisk (*) but is required for processing.
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Relationship to Patient

and Claim Filing Code
Secondary Insurance Information at the Header Level

How the member is 

related to the 

person who holds 

the insurance.
CI – Commercial Insurance Co.

16 – Medicare Advantage Plan

MB – Medicare Part B
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Claim Adjustment Details – Header

• Claim adjustment details are NOT completed for TPL unless there is an 

acceptable denial adjustment reason code (ARC). Refer to the Claim 

Submission and Processing module, Section 5, for acceptable ARC codes.

• Claim adjustment details ARE completed for Medicare and Medicare 

Advantage Plans.

Secondary Insurance Information at the Header Level
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Claim Adjustment Details

1 ‒ Deductible amount

2 ‒ Coinsurance amount

3 ‒ Copayment amount

OR contractual obligation 

(CO) with the valid TPL 

ARC explanation

Adjustment amount is the 

patient responsibility or 

adjustment reason code (ARC) 

amount on the ENTIRE claim.

PR ‒ Patient responsibility

Secondary Insurance Information at the Header Level
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Service Details

Modifiers, if 

applicable.

Charge amount field does not have an asterisk (*) 

but is required for processing.
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Procedure Code and

Place of Service
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Service Detail

Other Insurance Information

Paid amount for this detail only

Secondary Insurance Information at the Detail Level
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Adjustment Details

Secondary Insurance Information at the Detail Level

PR ‒ Patient responsibility

1 ‒ Deductible amount

2 ‒ Coinsurance amount

3 ‒ Copayment amount

or CO with a valid TPL 

ARC explanation 

Adjustment amount is the 

patient responsibility or ARC 

amount on this DETAIL only.

• Claim adjustment 

details are NOT 

completed for TPL 

unless there is an 

acceptable denial 

adjustment reason 

code (ARC).

• Claim adjustment 

details ARE 

completed for 

Medicare and 

Medicare 

Advantage Plans.
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Detail Level Claim Note

Waiver Providers: the LRI information is entered as a claim note at 

the detail level – BT 202411 and BT 202449
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Claim Note

Only notes that impact the processing of the claim 

should be used – refer to the Claim Submission and 

Processing module for acceptable claim notes.

**Claim notes may delay the processing of the claim.**

https://www.in.gov/medicaid/providers/files/modules/claim-submission-and-processing.pdf
https://www.in.gov/medicaid/providers/files/modules/claim-submission-and-processing.pdf
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Attachments

When the primary explanation of benefits (EOB) is required, use the 

“Attachments” feature.

Submit electronically through file transfer.

Search for the file from the 

documents saved in your files:

• Attachment file size limit is 
5 MB, and valid file types for 
upload include .bmp, .gif, .jpg, 
.jpeg, .pdf, .png, .tif and .tiff. 

• Word and Excel files are not  
valid.
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Attachment Type

Do not use the browser Back button.
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Attachments or notes may cause the 

claim to be Pending in Process.

Claim Confirmation 

and Status

When status is “Denied,” copy the claim, make corrections 

and resubmit immediately. The claim does not need to appear 

on a remittance advice (RA) before it can be corrected.
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Claim Submission

Tips and Reminders
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Primary Explanation

of Benefits (EOB)

When is the Primary EOB required for Other Insurance/Non-Medicare (TPL)?

 A.  When the TPL makes a payment.

 B.  When the TPL denies the claim or the entire claim is applied to deductible.

 C.  The TPL EOB is not needed.

EOB must be from the actual primary insurance – not a 

vendor remittance.

The date of service, procedure codes, and billed amount 

must match.

• When the third-party liability (TPL) carrier has DENIED the service as noncovered.

− Exception – If the TPL primary EOB contains an acceptable denial adjustment 

reason code (ARC), the secondary windows can be completed with the ARC, and no 

EOB is required.

• When TPL carrier has applied the entire amount to the deductible – PAID at $0.00.
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Primary Explanation of Benefits 

(EOB) TPL

When is the primary EOB NOT required for Other Insurance/Non-Medicare (TPL)?

 A.  When the TPL covers the service.

 B.  When the TPL makes a payment.

 C.  When the TPL covers the service and has made a payment on the claim.

When the primary insurance COVERS the service and has made a 

PAYMENT on the claim:
• Actual dollars were received.

• Balance is applied to deductible, copayment or coinsurance.
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Primary EOB

 Medicare and Medicare Advantage

When is the primary EOB required for Medicare and Medicare Advantage Plans?

A.  When Medicare or the Medicare Advantage Plan DENIES the service.

        B.  When Medicare or Medicare Advantage COVERS the service.

        C.  When Medicare or Medicare Advantage COVERS and makes a payment.

• Services that are NONCOVERED by the primary insurance 

are NOT filed as a secondary claim.

• Reminder: When a Medicare Advantage Plan EOB is 

required, write MEDICARE ADVANTAGE PLAN on the 

EOB.

• EOB must be from the actual primary insurance – not a 

vendor remittance. The date of service, procedure codes, 

and billed amount must match.
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Primary Explanation of Benefits 

(EOB)
When is the Primary EOB NOT required for Medicare and 

   Medicare Advantage Plans?

           

           A.  When Medicare or the Medicare Advantage Plan DENIES the service.

         B.  When Medicare or Medicare Advantage ALLOWS and PAYS the service.

         C.  When Medicare or Medicare Advantage ALLOWS and PAYS some of the charges.

When Medicare or Medicare Advantage ALLOWS and PAYS some of 

the charges, the claim will need to be split billed and the Medicare 

EOB will need to be attached to the denied charges claim.

When the Medicare or Medicare Advantage Plan ALLOWS the service:

• Actual dollars were received, OR

• Entire or partial amount was applied to deductible, coinsurance, or 

copay.
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Claim Follow-up and 

Check Claim Status
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Search Claims

To search for specific claims for a member, use the Member ID and dates of 

service (DOS) to see all claim activity.
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Search for Multiple Claims

To search for multiple claims, enter date range and status.
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Claim Follow-up and Status

Edit, Copy, Void

Make a decision as to what action should be taken.

Edit a PAID claim that 

needs to be adjusted. 

Leave all the correct 

information on the claim 

that was previously paid; 

correct what is wrong. 

NEVER edit a paid claim if 

the date of service is past 

timely filing – unless there 

is proof of retroactive 

eligibility, enrollment, prior 

authorization, or correction 

due to overpayment.

Copy a DENIED 

claim. Correct the 

information and 

resubmit.

A paid claim cannot 

be copied and 

resubmitted – it will 

deny as a duplicate.

Avoid the VOID 

unless the entire 

paid amount on 

the claim needs 

to be refunded.
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What Went Wrong and

Why Did the Claim Deny
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Denied Claim

Provider called stating claim denied for:

Search for the claim using the Member ID and date of service.
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Correction of Denied Claim

Information is entered at the Header Level.
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Corrected Claim

Information at the Detail Level on claim was not entered-causing denial:

Information at the Detail Level corrected – claim now paid!
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Claim Denial

Provider called stating claim denied for Medicare information – but it was on 

the claim…

Claim denial:

Search for claim using the Member ID and date of service.



39

Claim Correction

Claim Adjustment information entered at the Header Level 

for Medicare Advantage Plan.

Other Carrier and Claim Adjustment information was not entered at the 

Detail Level for Medicare Advantage Plan for claim above causing claim to deny:
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Claim Adjustment Detail

Other Insurance information and Claim Adjustment Details added at the 

Detail Level for Medicare Advantage Plan: 

CLAIM NOW 

PAID!!



41

Update Primary Insurance on the 

IHCP Provider Healthcare Portal
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Secure Correspondence Link

Secure Correspondence is a delegate function assigned 

when the delegate is added to a service location.
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• Previously submitted correspondence messages and status 

are listed.

• Responses are specific to the service location under which 

the correspondence was submitted.

Secure Correspondence Message
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• The TPL reported on the claim should match what is on the 

eligibility:
- If it does not, a TPL update should be submitted.

(Exception – Pharmacy information)

• Medicare Advantage Plans should NOT show on the eligibility.

Eligibility
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Message Content
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Add any available attachments to support the request.

Attachment
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Helpful Tools
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Revalidation Reminders

• Notifications with instructions for revalidating are sent to the MAIL TO 

ADDRESS in each service location Provider Profile 90 and 60 days in 

advance of the revalidation due date - that's 30 days ahead of the final deadline 

date. That extra time is there to make sure providers submit on time because 

otherwise, the enrollment will be closed.

• The Provider Enrollment Revalidation webpage  provides a list of providers with 

upcoming revalidation due dates.

• Providers will also see a reminder on the home page of their Provider Profile, on 

the IHCP Provider Healthcare Portal.

➢ The revalidation reminder is service location specific

• Revalidation must be finalized 

before the revalidation end 

date.

• Providers that fail to revalidate 

will be required to re-enroll as 

new providers.

https://www.in.gov/medicaid/providers/provider-enrollment/maintaining-your-ihcp-provider-enrollment/provider-enrollment-revalidation/
https://portal.indianamedicaid.com/hcp/Default.aspx?alias=portal.indianamedicaid.com/hcp/provider
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Provider Relations Team
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Provider Assistance

Your Provider Relations Consultant can:

• Assist you with complex claim denial issues

• Provide free IHCP Provider Healthcare Portal training

• Assist you with the enrollment or revalidation process

• Assist you in understanding member eligibility

• Conduct 1:1 virtual or in-person onsite training and provider 

workshops

• Help you in navigating the IHCP provider website and reference 

modules
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Contact Checklist

Emails and calls should always include:

• Provider NPI and Provider ID.

• Contact name, phone number, and email.

• Exact reason for the email or call:

• Claim example and exact claim information

• Member information including the Member Medicaid 
number

• Nature of issues

• Include application tracking number (ATN) if related to 
provider enrollment.

• Any other information to help Provider Relations research 
prior to returning the email or call.

Email is the preferred method of contact.

If sending protected health information (PHI), 

send via secure email
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Helpful Tools and Resources

Indiana Medicaid for Providers website:

• Provider References > IHCP Provider Reference Modules

• Contact Information > Provider Relations Consultants

Customer Assistance:

• 800-457-4584

• Live assistance available Monday–Friday, 

8 a.m. – 6 p.m. Eastern Time

Secure Correspondence:

• Via the IHCP Provider Healthcare Portal

➢ Registered account required.

➢ After logging in to the IHCP Portal, click 

Secure Correspondence to submit a request.
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Evaluation Survey

WE WANT TO HEAR FROM YOU!!

To complete the Event evaluation, 

tap the green box 

Choose any session’s evaluation from the list below 

the green box (in alphabetical order)

Make sure to answer all questions marked required to avoid errors

Please visit the Gainwell table for assistance

Log into the 2024 IHCP Works Annual Seminar app website
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Questions
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