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Background

Washington Administrative Code (WAC) 182-502-
0160, Billing a Client, allows providers, in limited 
circumstances, to bill fee-for-service or managed 
care clients for covered healthcare services. It also 
allows fee-for-service or managed care clients the 
option to self-pay for covered healthcare services.

Note: The full text of WAC 182-502-0160 can be found on 
the Apple Health (Medicaid) manual WAC index page.

http://www.hca.wa.gov/node/981
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Background
• Providers need to understand when they can and 

cannot bill a client for healthcare services.
• It is important to know when to use form 13-879 

Agreement to Pay for Healthcare Services.
• Also, when the form 13-879 is not required.
• These rules apply to providers who have completed a 

Core Provider Agreement (CPA ) with the agency or 
are contracted with an agency-contracted Managed 
Care Organization (MCO).
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Why is this important?

Following these rules may protect you from:
• Termination of CPA or MCO contracts
• Being excluded from participation in 

federal contracting, including Medicare
• Audit
• Fraud charges and prosecution
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Billing a Client
Healthcare Service Categories

The groupings of healthcare services listed in the table in WAC 182-501-0060. Healthcare 
service categories are included or excluded depending on the client's Benefit Service 

Package (BSP).

Excluded Services 
A set of services that we do not include in 
the client’s BSP. There is no Exception To 

Rule (ETR) process available for these 
services (e.g. Family Planning Only).

Covered service 
A healthcare service contained within a 
"service category“ that is included in a 
medical assistance BSP as described in 

WAC 182-501-0060.

Non-covered service 
A specific healthcare service (e.g., crowns for 21 and older) contained within a service 

category that is included in a medical assistance BSP, for which the Agency does not pay 
without an approved exception to rule (ETR) (see WAC 182-501-0160). A non-covered 
service is not an excluded service (see WAC 182-501-0060). Non-covered services are 

identified in WAC 182-501-0070 and in specific health-care program rules.



• Included services vs. excluded 
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Billing a Client

Benefit Services Package
Healthcare Category of Service

Included services Excluded services *

Covered service ** ETR process is not available

Non-covered service ***

ETR process is available

May require a 
Limitation Extension, 

Expedited, or Prior 
Authorization

*** Waiver required  
** Waiver MAY be required  

* Waiver not required  
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Form 13-879

https://www.hca.wa.gov/assets/billers-and-providers/13_879.pdf
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How to find the form
• The form is available in both PDF and Word formats.
• There are several languages available.
• Click on the Billers and Providers webpage
• Then click on the Forms & publications link.
• On the search field enter form number 13-879 and in the Document 

Type dropdown, choose “Form” then click the Search button.

http://www.hca.wa.gov/node/30151
https://www.hca.wa.gov/billers-providers/forms-and-publications
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The bill counts toward the financial 
obligation of the client or applicant (such as 
spenddown liability, client participation as 

described in WAC 388-513-1380, emergency 
medical expense requirement, deductible, 

or copayment required by the agency.) 

Printed or copied records requested by the 
client. Department of Health has 

established a policy noted at WAC 246-08-
400.

The client represented as private pay and 
not receiving medical assistance when they 

were already eligible for and receiving 
benefits under a Washington Apple Health 

program. 

The client refused to complete and sign 
insurance forms, billing documents, or other 

forms necessary for the provider to bill a 
third party insurance carrier for a service.

The client chose to receive services from a 
provider who is not contracted with 

Washington Apple Health.

WHEN CAN A PROVIDER BILL A CLIENT WITHOUT

FORM 13-879
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The service is covered by the agency with 
prior authorization, all the requirements for 
obtaining authorization are completed and 

was denied, the client completes the 
administrative hearings process or chooses 
to forego it or any part of it, and the service 

remains denied by the agency as not 
medically necessary.

The service is covered by the agency and 
does not require authorization, but the 
service is a specific type of treatment, 

supply, or equipment based on the client’s 
personal preference that the agency does 

not pay for. The client completes the 
administrative hearings process or chooses 

to forego it or any part of it. 

If the service is not covered, the provider 
must inform the client of his or her right to 
have the provider request an ETR, and the 

client chooses not to have the provider 
request an ETR .

The service is not covered by the agency, 
the provider requests an ETR and the ETR 

process is exhausted, and the service is 
denied.

WHEN CAN A PROVIDER BILL A CLIENT WITH

FORM 13-879?
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Services for which the provider did not 
correctly bill the agency.

If the agency returns or denies a claim for 
correction and resubmission, the client 

cannot be billed.

Services for which the agency denied the 
authorization because the process was placed 

on hold pending receipt of requested 
information but the requested information was 

not received by the agency. (WAC 182-501-
0165(7)(c)(i)).  This includes rejected 

authorizations, when the authorization request 
is returned due to missing required 

information.

The cost difference between an authorized 
service or item and an "upgraded" service 

or item preferred by the client (e.g., 
precious metal crown vs. stainless steel).

WHEN CAN A PROVIDER NOT BILL A CLIENT?
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Providers are not allowed to:

• “Balance bill” a client

• Bill a client for missed, cancelled, or late 
appointments

• Bill a client for a “rescheduling fee”

"Boutique," "concierge," or enhanced 
service packages (e.g., newsletters, 24/7 
access to provider, health seminars) as a 

condition for access to care.

Services for which the provider has not 
received payment from the agency or the 
client's MCO because the provider did not 

complete all requirements necessary to 
obtain payment (example: billing using a 

diagnosis code which is not a primary 
diagnosis code per ICD10).

Copying, printing, or otherwise transferring 
healthcare information, as the term healthcare 
information is defined in chapter 70.02 RCW, to 

another healthcare provider, which includes, 
but is not limited to: 

• Medical/dental charts, 

• Radiological or imaging films

• Laboratory or other diagnostic test results

• Postage or shipping charges related to the 
transfer

WHEN CAN A PROVIDER NOT BILL A CLIENT?
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Online Resources

➢ Programs and Services information:

• Program billing guides and fee schedules

• Hospital rates

➢ Learn ProviderOne webpage

➢ HCA Forms webpage:  

➢ Washington Administrative Code webpage – Administration of 
Medical Programs

Contact us!

http://www.hca.wa.gov/node/301
http://www.hca.wa.gov/node/296
http://www.hca.wa.gov/node/30336
http://www.hca.wa.gov/medicaid/forms/Pages/index.aspx
http://www.hca.wa.gov/node/981
https://fortress.wa.gov/hca/p1contactus/

