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Submitting “clean” claims is one of the best ways  to 
ensure timely payment. Here’s why: 
Providers’ claims are processed and adjudicated by PacificSource. 
Then the claims are sent to the Oregon Health Authority (OHA) to be 
encountered. If PacificSource receives pended or rejected encounters 
from the OHA for a claim, PacificSource may recoup their payment to 
the provider or facility.

Here are some ways providers can help insure clean claim submission:

Informational-only codes should be billed with $0.01, not $0.00. 
Billing with a $0.00 claim line will stop the claim for review. 

Coordination of benefits      

NOTE: Please ask your patients about any other coverage that may 
be in force, and bill accordingly.  

If a member is enrolled in PacificSource Medicare and PacificSource 
Community Solutions (Medicaid) plans, it’s not necessary to submit the 
secondary claim. PacificSource systems will automatically cross over the 
claim after the primary adjudication has completed. Submitting a secondary 
claim will cause duplicate claim issues, and slow the process for payment 
and review. This also applies to situations where the primary plan may be a 
PacificSource commercial plan.

Please contact your 
Provider Service 
Representative or call 
(855) 896-5208 



COBA now allows for direct crossover claims from CMS.  
PacificSource now receives Fee for Service Medicare claims directly 
when a member is also insured under PacificSource Medicaid. There is 
no need to submit the secondary claim in these scenarios, as the claim 
will be identified as a duplicate.  

Sterilization consent forms     

Sterilization consent forms are required for payment on any sterilization 
procedures billed. The coordinated care organization (CCO) is required 
to submit the consent forms to the OHA for any sterilization charges 
received. If the CCO is unable to obtain a valid consent, claims will be 
denied and/or recouped. This applies to professional and facility claims.

Tips for a valid consent:

• All fields must be filled out.

•  The patient must sign the consent form at least 30 days, but no 
more than 180 days, prior to the procedure

•  Any interpreter’s statement must be signed and dated the same 
day as the member/patient signs the consent form.

•  The statement of the person obtaining consent must be signed 
and dated on the same date as the member. 

•  The physician’s statement must be completely filled out, and the 
physician’s signature must be dated on the date of the procedure.

Provider enrollment      

Oregon Medicaid requires providers be enrolled with the state to refer, 
assist, prescribe, render, or bill for services. As a contractor of the OHA, 
PacificSource is responsible for submitting enrollments for our providers 
and facilities. 

Prior to billing, please verify that all providers on the claim have 
active Medicaid IDs. If there is a provider who doesn’t have an active 
Medicaid ID, please contact PacificSource. We’ll assist with the 3108 
enrollment process. 

Individual Practitioner 

• Completed 3108 form

• W-9 Federal tax form

• Healthcare license

• Copy of associated claim

Hysterectomy Consent Form OHP 741 (7/16) 

Health Systems Division
Operations and Policy

Patient’s name Medicaid ID

Hysterectomy Consent
Complete only one of the sections below.

I. Cases where a woman is capable of bearing children
In this circumstance only, a copy of this form must be given to the patient and one copy must be 
given to her representative if the patient is represented by another person. 

Physician's Statement: This hysterectomy is not being performed for the sole purpose of rendering 
the above named patient permanently incapable of reproducing. The patient and her representative, if 
any, were informed both verbally and in writing that the surgical procedure, hysterectomy, would 
render her permanently incapable of bearing children.  
I am recommending a hysterectomy for this patient for the following medical reasons: 

Physician’s signature Date

Patient's or Representative's Statement: Prior to the surgical procedure, I received and understood 
both oral and written information explaining that after undergoing a hysterectomy I will be 
permanently incapable of bearing children. 

Patient or patient representative’s signature Date

II. Cases of previous sterility or life-threatening emergency
The patient's acknowledgment was not required because of the following circumstance (check 
applicable box):

The individual was sterile at the time of the hysterectomy. State the cause of the sterility:

The hysterectomy was performed under a life-threatening emergency situation in which I 
determined prior acknowledgment was not possible. Describe the nature of the emergency:

Physician’s signature Date

III. Cases of retroactive Medicaid eligibility
Complete section II for cases where the patient was previously sterile or the hysterectomy was 
performed under a life-threatening emergency. 

Before I performed the hysterectomy, I informed the above-named patient the hysterectomy 
would make her permanently incapable of bearing children.

Physician’s signature Date

Member's Name Medicaid or PS ID

This is required to be completed if the member was not previously sterile

This is required if member was sterile at time of procedure- why were they previously sterile (i.e tubal ligation)

Must be completed in emergency situations

Sterilization Consent Form (Age 21 and Older) OHP 742A (7/16)

Health Systems Division
Operations and Policy

Patient’s name Medicaid ID

Sex: Male  Female

Consent to Sterilization
Notice: Your decision at any time not to be sterilized will not result in the withdrawal or withholding of 
any benefits provided by programs or projects receiving federal funds. 
Patient's statement
I have asked for and received information about 
sterilization from ________________________ 
(doctor or clinic). When I first asked for the 
information, I was told that the decision to be 
sterilized is completely up to me. I was told that I 
could decide not to be sterilized. If I decide not 
to be sterilized, my decision will not affect my 
right to future care or treatment. I will not lose 
any help or benefits from programs receiving 
federal funds such as AFDC or Medicaid that I 
am now getting or for which I may become 
eligible. 
I understand that the sterilization must be 
considered permanent and not reversible. I have 
decided that I do not want to become pregnant, 
bear children or father children.  
I was told about those temporary methods of 
birth control that are available and could be 
provided to me which will allow me to bear or 
father a child in the future. I have rejected these 
alternatives and chosen to be sterilized. 
I understand that I will be sterilized by an 
operation known as a ____________________ 
The discomforts, risks and benefits associated 
with the operation have been explained to me. 

All my questions have been answered to my 
satisfaction.  
I understand that the operation will not be done 
until at least 30 days after I sign this form. I 
understand that I can change my mind at any 
time and that my decision at any time not to be 
sterilized will not result in the withholding of any 
benefits of medical services provided by 
federally funded programs. 
I am at least 21 years of age and was born on 
_______________________ (month/day/year).
I, ______________________________, hereby 
consent of my own free will to be sterilized by 
________________________________ (doctor)
by a method called ______________________. 
My consent expires 180 days from the date of 
my signature below. I also consent to the 
release of this form and other medical records 
about the operation to:  Representatives of the 
Department of Health and Human Services or 
employees of programs or projects funded by 
the Department but only for determining if 
federal laws were observed.  
I have received a copy of this form. 

Signature Date (month/day/year)

Race and ethnicity designation (please check). You are requested to supply the following 
information, but it is not required:  
Ethnicity: Hispanic or Latino Not Hispanic or Latino
Race (mark one or more): American Indian or Alaska Native Asian Black or African American

Native Hawaiian or Other Pacific Islander) White

Interpreter’s statement (if an interpreter is provided to assist the individual to be sterilized)

I have translated the information and advice presented orally to the individual to be sterilized by the 
person obtaining this consent. I have also read him/her the consent form in ____________________ 
(language) and explained its contents to him/her. To the best of my knowledge and belief he/she 
understood this explanation. 

Signature Date (month/day/year)

Name of member Medicaid or PS ID

 DR or Clinic Name here

Member's DOB

Member's Name

Doctor's Name

Method of sterilzation

Method of sterilzation

Must be at least 30 prior to procedure but no more than 180 prior

Language must be listed here

Must be same date as member signature

The Hysterectomy Consent and 
Consent to Sterilization forms 
are available from the OHA.     
https://www.oregon.gov/oha/
HSD/OHP/Pages/Providers.aspx   

Ordering, Referring, 
Prescribing, Attending (ORPA) 
Provider Requirements are 
available on our website. 

https://communitysolutions.
pacificsource.com/Providers/
DocumentsAndForms 

Ordering, Referring, Prescribing and Attending (ORPA)
Edits and Requirements

PRV305_1217

The State of Oregon requires that any Billing or 
Rendering provider seeking to be reimbursed 
for services under a Medicaid benefit enroll 
with the Oregon Health Authority and obtain a 
Medicaid Identification number. The following 
FAQ provides answers to new provider and claim 
completion requirements. 

This requirement has expanded and now 
captures Ordering, Referring, Prescribing and 
Attending (ORPA) providers. CMS, in conjunction 
with the Patient Protection and Affordable Care 
Act, requires all ORPA providers to be enrolled 
with Oregon Medicaid program (42 CFR 455.410 
Enrollment and Screening of Providers).

PacificSource began enforcing this requirement 
in alignment with the Oregon Health Authority 
August 1, 2017. All claims submitted with dates 
of service on or after August 1, 2017 will be 
validated for Ordering, Referring, Prescribing and 
Attending providers against enrollment in the 
Oregon Medicaid program.

What does this mean for providers? 
• All providers who are referring a patient for 

service must have an active Oregon Medicaid 
identification number. 

• All providers who are ordering services  
must have an active Oregon Medicaid 
identification number.

• All providers who are prescribing medications 
must have an active Oregon Medicaid 
identification number.

• All providers who are attending to patients 
must have an active Oregon Medicaid 
identification number. 

• This applies to all-out-of state providers 
who are referring, ordering, prescribing and 
attending. All out-of-state providers must 
have active enrollment with the State of 
Oregon Medicaid.

**The provider’s NPI/taxonomy combination 
identifies the provider’s Medicaid identification 
number and provider type within the Oregon 
Medicaid system.

What does this mean for pharmacies 
and prescription medications?
• Pharmacy claims require the pharmacy to 

have an active Oregon Medicaid identification 
number and the prescribing physician to  
have an active Oregon Medicaid  
identification number. 

What if a provider is enrolled with 
another state’s Medicaid program?
• Enrollment in another state’s Medicaid 

program does not exempt a provider from 
enrolling with the Oregon Medicaid program.

If Oregon Medicaid is the secondary 
payer, must the ORPA requirement  
still be met?
• Yes. The provider enrollment applies even if 

Medicaid is the secondary payer. 

I am a member of a group; do I list my 
group NPI or my individual NPI?
• Only individual NPIs are accepted as an 

ORPA provider on a claim.

https://www.oregon.gov/oha/HSD/OHP/Pages/Providers.aspx 
 https://communitysolutions.pacificsource.com/Base/DocumentContent/Q4CCJnitGGLdAQJzyTU6SGOA5yCGZwzMJxf_oRWTOJwZ6j1rbyd5Xi5Twyt4REMw/Ordering,%20Referring,%20Prescribing%20and%20Attending%20FAQ


Facility, Ambulance, DME, Lab, Pharmacy, etc.*

• Completed 3108 form

• Completed, signed, and dated 3974 form

• W-9 Federal tax form

• Copy of associated claim

• Healthcare license for organization

-  Can be issued by State Health and Human Services Department  
or equivalent

- Can be CMS/Medicare certification 

Group of Professionals*

• Completed, signed, and dated 3974 form

• W-9 Federal tax form

• Copy of associated claim

*Nonprofit organizations: 501 (c) Federal tax designation form, issued by the IRS

Form 3974

•  Effective 01/01/2019 – The OHA now requires a completed 3974 in 
addition to the 3108 to show ownership. This follows CFR and OAR 
regulations.

•  It is possible that there will be multiple 3974 forms for every one 
3108 submitted.

Interpreter Services

Interpreter services are a covered benefit for PacificSource  
Community Solutions members.  

Certified interpreters aren’t eligible for Medicaid ID numbers. Their 
services should be billed on a professional claim form as the rendering 
provider. This means certified interpreters must be set up in the 
PacificSource system for timely and accurate payment. 

National Drug Codes (NDC)

•  NDC codes are required for reimbursement of any drug-related charge 
submitted as an outpatient service. 

• This requirement applies to paper claims and electronic submissions. 

• This includes CPT, HCPC, and revenue codes as applicable.

•  Codes requiring pairing will be rejected at the front end and/or denied   
during claims processing. 
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The Deficit Reduction Act of 2005 (DRA) includes provisions about the state collection of data 
for the purpose of collecting Medicaid drug rebates from drug manufacturers for physician-
administered drugs. Since there are often several national drug codes (NDC) linked to a single 
healthcare common procedure code (HCPC) or current procedural terminology code, the 
Centers for Medicare & Medicaid Services (CMS) deems that the use of NDC numbers is critical 
to correctly identify the drug and manufacturer in order to invoice and collect the rebates. The 
CMS requirement applies to Medicaid and Medicare/Medicaid dual members.  CMS does not 
currently apply this rule to stand-alone Medicare claims.  Inpatient services are not included in 
the DRA and do not require NDC reporting. 

PacificSource is enforcing this requirement across all lines—Commercial, Medicare and 
Medicaid—to continue aligning across our business.  In addition to Medicaid, PacificSource 
already requires the NDC in some cases within our Commercial line, especially if pricing with 
average wholesale pricing (AWP).   
 
All outpatient claims submitted for reimbursement that contain drug-related codes must include 
the NDC number, quantity, and unit of measurement to be considered valid. This requirement 
applies to paper claim forms CMS-1500, UB-04, and Electronic Data Interface (EDI) 
transactions when billed for drug-related HCPC and CPT codes.   
 

1. What codes require an NDC? 
A. All drug-related HCPC/CPT codes, including unlisted drug codes 

 All J codes 
 Drug-related Q codes 
 Drug-related S codes 
 Drug-related A codes 
 Drug-related CPT codes 
 Drug-related Rev codes  

 
2. Is the NDC required for a completed claim? 

A. Yes.  Your claim may be rejected if you do not include the current NDC 11-digit 
number for each drug-related HCPC/CPT code submitted. 

 The NDC number must be entered with the service lines in Box 24 of the 
CMS-1500 form, Box 43 of the UB-04, or the LIN03 segment of the 
HIPAA 837P or 837I. 

**See number 8 below, “How do I submit the NDC,” for additional details. 
 

3. What NDC information is required? 
A. Valid 11-digit NDC number 
B. NDC unit of measure (F2, GR, MG, ML, UN) 
C. NDC units dispensed—must be greater than 0 

The National Drugs Code FAQ 
can be found on our website. 

https://pacificsource.com/
provider/forms-and-materials/ 

https://pacificsource.com/provider/forms-and-materials/
https://pacificsource.com/provider/forms-and-materials/


Have Questions? 
Please reach out to 
your Provider Services 
Representative.

Billing multiple lines instead of multiple units may cause delays.  
Combine any claim lines that are the same service or drug. Billing 
duplicate lines will cause the claim to stop for review.

There are exceptions to rolling up units.    

Providers should check the OHA’s Medically Unlikely Edit (MUE) file to 
determine how many times a service may be performed in a day. If the 
MUE indicates only one, any units over will need to be billed on separate 
lines with appropriate modifiers and documentation to support why more 
than one was performed.

Same Day Service Modifiers      
When billing for a service that occured at multiple times throughout the 
day, the use of modifiers is critical.

The modifiers XE and 27 may also be used to eliminate or reduce 
duplicates.


