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Provider References
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Provider References

Stay informed at 

in.gov/medicaid/providers:

• News, Bulletins, and 

Banner Pages

• Email notifications

• Code sets

• Professional Fee Schedule

• Vision Services provider 

reference module
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Provider References
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Provider References

Vision Services Module

Any published IHCP Bulletin or Banner Page past the module’s policies 

and procedures effective date supersedes the module
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Provider References

Vision Code Sets
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Provider References

Vision Code Sets
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Provider References

Vision Services Code Sets
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Business Transactions

Professional Fee Schedule
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IHCP Provider Healthcare Portal
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Provider Healthcare Portal

What you can do on the Portal:

• Submit, copy, edit and void 
claims

• Check status of claims 

• Verify eligibility

• View and print Remittance 
Advices

• Request prior authorization

• Submit enrollment or 
revalidate as an IHCP 
provider

• Send a secure 
correspondence

Delegates must have the 

functions granted to them
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Provider Healthcare Portal

Benefit Limits Details

• Certain benefit limits, including limits for vision 
services, are available through the Eligibility 
Verification System (EVS), which providers can 
access through any of the following methods: 

– Provider Healthcare Portal, accessible from the 
home page at in.gov/medicaid/providers 

– Interactive Voice Response (IVR) system at
1-800-457-4584 

– 270/271 electronic data interchange (EDI) 
transaction

Benefit limit information is provided through the EVS options. Providers 
can request this information for fee-for-service (FFS) claims through 
Portal secure correspondence. 

For managed care members, contact the appropriate managed care 
entity (MCE) for information about a member’s vision service limitations. 
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Provider Healthcare Portal

Benefit Limits Details

Vision providers may not have the most 
current information available about services 
previously rendered to a member and paid by 
the IHCP, such as the dates the limits were 
exhausted: 

• This situation can result in reduced 
reimbursement or no reimbursement for 
rendered services

• Providers may submit secure 
correspondence through the Portal to 
request the date on which a particular 
member exceeded service limitations for 
fee-for-service (FFS) claims 

Providers should allow up to 7-10 business days 

for a response. 
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Provider Healthcare Portal

Common Denial Benefit Limits Details

• 6195 Frames initial or repair/replacement, member over 21 years

• 6196 Frames initial or replacement, member 21 years or younger

• 6271 Lenses initial or replacement, member 21 years or younger

• 6272 Lenses initial or repair/replacement, member over 21 years

• 6297 Routine vision exam limited to 1, per 12 months, member age 0-20

• 6298 Routine vision exam limited to 1, per 24 months, member age 21-999
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Coverage
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Coverage

Eye Exam

IHCP coverage for an initial and routine eye 

examination is limited to the following:

• For members under 21 years of age – One 

examination per 12-month period 

• For members 21 years of age and older – One 

examination every 2 years

• When billing eye examinations, providers 

should use the CPT code that best describes 

the examination

If medical necessity dictates more frequent 

examination or care, documentation of such medical 

necessity must be maintained in the provider’s office 

and is subject to postpayment review and audit.
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Coverage

Eyeglasses

IHCP provides coverage for eyeglasses if 

minimum prescription criteria are met, with the 

following frequency limitations:

• Members under 21 years of age – One pair 

of eyeglasses per 12-month period 

• Members 21 years of age or older – One pair 

of eyeglasses every 5 years 

• Reimbursement is provided for the initial or 

subsequent pair of eyeglasses only when at 

least one of the following minimum 

prescription criteria is met:

– For members 6 years of age up to age 42 –

0.75 diopters in at least one eye

– For members 42 years of age and older –

0.50 diopters in at least one eye 
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Coverage

Lenses

Prescription of lenses, when required, is 
included in CPT code 92015 – Determination of 
refractive state:

• Service includes specification of lens type:

– Monofocal

– Bifocal

– Lens power, axis, and prism

– Absorptive factor

– Impact resistance

• IHCP does not provide coverage for all 
lenses. Noncovered services include:

– Lenses with decorative designs 

– Lenses larger than size 61 millimeters, 
except when medical necessity is 
documented

– Fashion tints, gradient tints, sunglasses, or 
photochromatic lenses 
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Coverage

Lenses

If a member chooses to upgrade to 

progressive lenses, transitional 

lenses, antireflective coating or tint 

number other than 1 and 2, 

providers can bill the basic lens V 

code to the IHCP.

Providers can bill the upgrade portion to the member 

only if they gave the member appropriate advance 

notification of noncoverage and if a separate 

procedure code for the service exists.
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Coverage

Frames

• IHCP reimburses for frames including:

– Plastic

– Metal

• Providers should bill for frames using procedure code V2020

• Maximum amount reimbursed for frames is $20.00 per pair, except when 
medical necessity requires a more expensive frame

• All claims for more expensive frames are billed with V2025 and must be 
accompanied by documentation supporting medical necessity such as:

– Special frames to accommodate a facial deformity or anomaly

– Frames with special modifications, such as a ptosis crutch

– Frames for a member with an allergy to standard frame materials

– Frames for an infant or child requiring the prescription of special-size frames

• Must submit a manufacturer’s suggested retail price (MSRP) or cost invoice

– Frames up to 75% of the MSRP or up to 120% of the cost invoice

Providers that receive payment from the IHCP for frames 

may not bill the member for any additional covered 

services above the IHCP reimbursement.
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Coverage

Repair or Replacement Eyeglasses

Billing guidelines for repair or replacement eyeglasses: 

– If a member needs replacement eyeglasses due to loss, theft, or 

damage beyond repair before the established frequency limitations, 

providers must use the modifier U8 to bill for the replacement lenses 

or frames

– Providers must include documentation in the member’s medical record 

to substantiate the need for replacement frames or lenses 

– Must include a signed statement by the member detailing how the 

eyeglasses were lost, stolen, or broken

– If a member needs replacement eyeglasses due to a change in 

prescription before the established frequency limitations, providers 

must use modifier SC when billing replacement lenses or frames

New or replacement glasses and frames 
are based on medical necessity.
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Secondary Claims on the IHCP 

Provider Healthcare Portal
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When Is the Primary EOB Required for 

TPL Insurance – Commercial ?

EOB needed:

• When the third-

party liability
(TPL) carrier has 

denied the service 

as noncovered

• When TPL carrier 

has applied the 

entire amount to 

the copay, 

coinsurance, or 

deductible; and no 

payment is made

EOB not needed:

• The primary 

insurance 

COVERS the 

service and has 

PAID on the claim

• Actual dollars were 

received

Explanation of Benefits
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Other Insurance 

Third Party Liability Header

IMPORTANT – If the primary insurance does not cover the services 

rendered, do NOT check the Include Other Insurance box
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Other Insurance 

Third Party Liability Header

• If the primary insurance is listed, click on the line-item number to 

open the window

• If primary insurance isn’t listed, click “+” to add a new other 

insurance
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Other Insurance 

Third Party Liability Header

The TPL/Medicare Paid Amount 
field does not have an asterisk, 
but it is a required field
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Other Insurance 

Third Party Liability Header

• After you save and see the information in the Other Insurance Details 

window, click Continue
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Other Insurance 

Third Party Liability Detail

• Click on the Service Detail line and complete the required fields 

• Click Add

• Service Detail line will collapse
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Other Insurance 

Third Party Liability Detail

• Click the 1 for the service detail to open the Other Insurance for Service 

Detail window
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Other Insurance 

Third Party Liability Detail

• Use the drop-down menu to choose the insurance that was added at the 
header level, then add the payment received for that detail line and date 
of primary EOB

• Click Add and then Save to collapse the service detail line

*Red asterisks indicate required fields
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Other Insurance  

Third Party Liability Additional Details 

• Repeat these steps for EACH detail line to report the payment for 

each detail individually
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EOB needed:

• Only when 

Medicare or the 

Medicare 

Replacement 

Plan denies the 

service
(If Replacement 

Plan EOB is 

required, must write 

Medicare 

Replacement Plan 

on EOB)

When is the Primary Medicare or Medicare 

Replacement Plan EOB Required?

A zero-paid claim IS NOT a denied claim

EOB not needed:

The Medicare or 

Medicare Replacement 

Plan covers the service:

• Actual dollars were 

received

• Zero-paid claim

 Entire  

 Partial amount was 

applied to deductible, 

coinsurance, or copay 

Explanation of Benefits
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Medicare or Medicare Replacement 

Plan Header

IMPORTANT – If Medicare does not cover the services, do 

not check the “Include Other Insurance” box. The claim is 

not a crossover claim.
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Medicare or Medicare Replacement 

Plan Header

• If Medicare and/or Replacement Plan is listed, click 1

• If Medicare and/or Replacement Plan is not listed, click on the 

“+” sign to add the insurance payment to be reported
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Medicare or Medicare Replacement 

Plan Header

Medicare Replacement 
Plan = 16

Traditional Medicare = MB

The TPL/Medicare Paid Amount field 
does not have an asterisk but is a 
required field
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Medicare or Medicare Replacement 

Plan Header

• After you click Save, the system defaults back to the Other Insurance 
Details window

• Click on the insurance line number again to add the coinsurance and 
deductible information in the Claim Adjustment Details window 
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Medicare or Medicare Replacement 

Plan Header

• Click Add after all information has been entered

• Adjustment Amount is the Patient Responsibility amount

Reason Codes:

1 Deductible

2 Coinsurance

3 Copayment
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Medicare or Medicare Replacement 

Plan Header

• If the member has more than one Patient Responsibility, click the 
“+” sign to add new claim adjustment

• After Claim Adjustment Details window is completed, click Save then 
click Continue 
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Medicare or Medicare Replacement 

Plan Detail

• Click on the Service Details line

• The Service Detail line will expand

• Enter the Other Insurance for Service Detail information and click Add
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Medicare or Medicare Replacement 

Plan Detail

• Use the drop-down menu to choose the insurance that was 
added at the header level, then add the payment received for 
that detail line and date of primary EOB

• Click Add
*Red asterisks indicate required fields
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Medicare or Medicare Replacement 

Plan Claim Adjustment Details

• Click #1 to open Claim Adjustment Details window

• Use the drop-down menu to choose PR – Patient Responsibility

• Choose appropriate reason code

• Enter amount of deductible/coinsurance/copay

• Click Add and Save
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Medicare or Medicare Replacement 

Plan Additional Details

• Repeat these steps for EACH detail line to report the payment for 

each detail individually
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Adding Claim Attachments

When primary EOB is required, click the “+” sign.

• Search for the file from the documents 

saved on the computer

• Attachment size limit is:

5 Megabyte total allowed

• Document types allowed: PDF, BMP, GIF, 

JPG/JPEG, PNG, and TIFF/TIF 
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Submit the Claim

• Click Submit



46

Confirm

• Click Confirm
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Claim Status and Claim ID

Attachment and/or Claim Note may 

cause the claim to be:

Pending/In Process
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Helpful Tools
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Helpful Tools

Provider Relations 
Consultants
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Helpful Tools

IHCP website at in.gov/medicaid/providers:

• IHCP Provider Reference Modules

• Medical Policy Manual

• Contact Us – Provider Relations Field Consultants

Customer Assistance available:

• Monday – Friday, 8 a.m. – 6 p.m.

Eastern Time

• 1-800-457-4584

Secure Correspondence:

• Via the Provider Healthcare Portal 

– (After logging in to the Portal, click the Secure            

Correspondence link to submit a request)
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Questions
Please review your schedule for the next session

you are registered to attend
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Session Survey

https://tinyurl.com/fssa1057

Please use the QR code or the weblink below to complete a survey about the session
you just attended. Each session has a unique survey so be sure to complete the
appropriate one for each session you attend. We will be taking your feedback from
this survey to improve future IHCP events.

https://tinyurl.com/fssa1057

