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IM 411.1
Adjustment Bills.--


A.
General.--Adjustment bills are the most common mechanism for changing a previously accepted bill.  They are required to reflect the results of PRO medical review.  Adjustments may also be requested by HCFA via CWF if it discovers that bills have been accepted and posted in error to a particular record.  Submit adjustment requests if you discover an error other than the omission of a charge.  Your intermediary will ask you for an adjustment request for certain situations.


For hard copy UB-92 adjustment requests, place the ICN/DCN of the original bill in item 37 for Payer A, B, or C.  For EMC bills in HCFA national UB-92 format (version 004), you must submit the ICN/DCN of the original bill in Record Type 31, positions 155-177.


B.
General Rules for Submitting Adjustment Requests.--Adjustment requests that are "cancel-onlys" are "credits" and must match the original in the following fields:


o
Intermediary control number (ICN/DCN);


o
Surname; 


o
HICN;


When a definitive match cannot be made on the 3 fields above, your intermediary will use the fields below as needed.  Note that for older claims, ICN/DCN probably will not match.


o
Date of birth;


o
Admission date, unless changed by this adjustment request; and


o
From/thru dates, unless changed by this adjustment request. 


Cancel-only adjustment requests are not acceptable, except in cases of incorrect provider identification numbers, incorrect HICNs, duplicate payments and some OIG recoveries.  Cancel only adjustment requests must show bill type as xx8.  For incorrect provider numbers or HICNs, submit a corrected replacement bill (bill type xx1) to your intermediary after submitting the cancel-only request for the incorrect bill. 


Submit all other adjustment requests as debit-onlys.  Show the ICN/DCN of the bill to be adjusted as described in subsection A. with the bill type shown as xx7.  Submit adjustment requests to your intermediary either electronically or on hard copy.  Electronic submission is preferred.


Your intermediary must enter the following bill types that relate to the entity generating the adjustment request:


xx7 - Provider (debit)

xx8 - Provider (cancel)

xxF - Beneficiary 

xxG - CWF 

xxH - HCFA

xxI - Intermediary

xxM - MSP

xxP - PRO

xxJ - Other

xxK - OIG
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Submit all adjustment requests as bill type xx7 or xx8.  Since several different sources can initiate an MSP adjustment (e.g., you, CWF, or your intermediary), the MSP designation, xxM, takes priority over any other source of an adjustment except OIG.  When you submit an MSP adjustment request to your intermediary, it will change the bill type to xxM.  These priorities refer only to the designation of the source of the adjustment.  The difference between CWF generating the adjustment request and HCFA generating the request is:


o
An adjustment is said to be CWF-generated if your intermediary makes it in response to a CWF alert or in response to a HCFA-L1002.


o
An adjustment is said to be HCFA generated if your intermediary is instructed to make the change by HCFA Central Office or by a HCFA regional office.  Typically, your intermediary receives such direction from HCFA when it decides to retroactively change payment for a class or other group of bills.  Occasionally, HCFA will discover an error in your intermediary's processing of a single bill and direct your intermediary to correct it. 


C.
Tolerance Guidelines for Submitting Adjustment Requests.--


1.
Guidelines for Inpatient Adjustments.--When a bill is submitted and you or the intermediary discover an error, submit an adjustment request using the HCFA-l450.


Submit most adjustment requests as debit-onlys, using bill type xx7.  However, to change provider identification number or HICN, or to repay a duplicate payment, submit your adjustment request as a cancel-only, using bill type xx8.


Also, submit a debit-only adjustment request to your intermediary if you previously submitted an interim bill for a PPS hospital stay or wish to change the number of days in any inpatient stay.


2.
Guidelines for Outpatient Adjustments.--When an initial bill for outpatient services is submitted and you or the intermediary discover an error, submit an adjustment request using the HCFA-l450.


Submit most adjustment requests as debit-onlys, using bill type xx7.  However, to change provider identification number or HICN, or to repay a duplicate payment, submit your adjustment request as a cancel-only, using bill type xx8.


Also, submit a debit-only adjustment request to your intermediary if you previously submitted a bill for the same day for ambulatory surgery subject to the ASC payment limitation or if you are billing for ESRD services included in the composite rate.


Submit other charges discovered after billing as late charges.  (See §411.3.)


IM 411.2
Claim Change Reasons.--


A.
Claim Change Reason Codes.--Submit one of the following claim change reason codes to your intermediary with each debit-only or cancel-only adjustment request:


Bill


Reason
Type


Code


Explanation

xx7



D0 (zero)


Change to service dates


xx7



D1



Change in charges
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xx7



D2



Change in revenue codes/HCPCS


xx7



D3



Second or subsequent interim PPS bill


xx7



D4



Change in GROUPER input (diagnoses or procedures)


xx8



D5



Cancel-only to correct a HICN or provider 











identification number


xx8



D6



Cancel-only to repay a duplicate payment or OIG overpayment  (Includes cancellation of an outpatient bill containing services required to be included on the inpatient bill.)


xx7



D7



Change to make Medicare the secondary payer


xx7



D8



Change to make Medicare the primary payer


xx7



D9



Any other change


xx7



E0 (zero)


Change in patient status


Do not submit more than one claim change reason code per adjustment request.  Choose the single reason that best describes the adjustment you are requesting.  Use claim change reason code D1 only when the charges are the only change on the claim.  Other claim change reasons frequently change charges, but you are not to "add" reason code D1 when this occurs.


Enter the claim change reason code as a condition code on the hard copy UB-92.  For electronic UB-92s, enter the claim change reason code as a condition code on Record Type 41 in fields 4-13.  For reason codes D0-D4 and D7-D9, submit a debit-only adjustment request, bill type xx7.  For reason codes D5 and D6, submit a cancel-only adjustment request, bill type xx8.


B.
Edits on Claim Change Reason Codes.--The following edits are based on the claim change reason code.  Your intermediary must apply them to each incoming adjustment request you generate.


o
If the type of bill is equal to xx7 and the claim change reason code is not equal to D0-D4, D7-D9, or E0, your intermediary rejects the request back to you with the following error message, "Claim change reason code must be present and equal to D0-D4, D7-D9, or E0 for a debit-only adjustment request."


o
If the type of bill is equal to xx8 and the claim change reason code is not equal to D5-D6, your intermediary rejects the request back to you with the following error message, "Claim change reason code must be present and equal to D5-D6 for a cancel-only adjustment request."


o
If the type of bill is equal to xx7 or xx8 and the ICN/DCN of the claim being adjusted is not present, your intermediary rejects the request back to you with the following message, "ICN/DCN of claim being adjusted is required for an adjustment request."


o
If more than one claim change reason code is present on your request, your intermediary rejects the request back to you with the following message, "Only one claim change reason code may apply to a single adjustment request from a provider.  Choose the single claim change reason code that best describes the reason for your request and resubmit."
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o
If you submit an adjustment request as type of bill not equal to xx7 or xx8, your intermediary rejects the request back to you with the message, "Provider submitted adjustment requests must use type of bill equal to xx7 or xx8."


o
If the claim change reason code is equal to D0, your intermediary  compares the beginning and ending dates on your request to those on the claim to be adjusted on its history.  If these dates are the same, it rejects the request back to you with the message, "Dates of service must change for claim change reason code D0."


o
If the claim change reason code is equal to D1, your intermediary compares the total and line item charges on your request to those on the claim to be adjusted on its history.  If these charges are the same, your intermediary rejects the request back to you with the message, " Charges must change for claim change reason code D1."


o
If the claim change reason code is equal to D2, your intermediary compares revenue codes/HCPCS on your request to those on the claim to be adjusted on its history.  If these codes are the same, it rejects the request back to you with the message, "Revenue codes/HCPCS must change for claim change reason code D2."


o
If the claim change reason code is equal to D3, your intermediary compares the ending date on your request to that on the claim to be adjusted on its history.  If these dates are the same, it rejects the request back to you with the message, "Thru dates must change for claim change reason code D3."


o
If the claim change reason code is equal to D4, your intermediary compares diagnosis and procedure codes on your request to those on the claim to be adjusted on its history.  If these codes are the same and are in the same sequence, it rejects the request back to you with the message, "Diagnoses and/or procedures must change for claim change reason code D4."


o
If the claim change reason code is equal to D5 or D6, type of bill must be equal to xx8 on your request.  If type of bill is not equal to xx8, your intermediary rejects the request back to you with the message, "Type of bill must be equal to xx8 for claim change reason codes D5 or D6."


o
If the claim change reason code is equal to D7, an MSP value code (12-16, 41-43, or 47) must be present.  If a value code, 12-16, 41-43, or 47, is not present, you intermediary rejects the request back to you with the message, "An MSP value code (12-16, 41-43, or 47) must be present for claim change reason code D7."


o
If the claim change reason code is equal to D7, and one or more of value codes 12-16, 41-43, and/or 47 is present but the value amount is equal to 0 (zero) or spaces, your intermediary rejects the request back to you with the message, "Invalid value amount for claim change reason code D7."



o
If the claim change reason code is equal to D8, and a value code 12-16, 41-43, or 47 is present, your intermediary rejects the claim back to you with the message, "Invalid value code for claim change reason D8."
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o
If the claim change reason code is equal to E0, your intermediary compares patient status on your request to that on the claim to be adjusted.  If patient status is the same, your intermediary rejects the request back to you with the message, "Patient status must change for claim change reason E0."


If an adjustment you initiate results in a change to a higher weighted DRG, your intermediary edits the adjustment request to insure it was submitted within 60 days of the date of the remittance for the claim to be adjusted.  If it is, your intermediary processes the claim for payment.  If the remittance date is more than 60 days prior to the receipt date of the adjustment request, it denies the adjustment request.  If your adjustment request results in a change to a lower weighted DRG, your intermediary processes the claim for payment and forwards it to CWF.


Your intermediary must suspend for investigation all adjustment requests with claim change reason codes D4, D8, and D9.  Providers that consistently use D9 will be investigated and, if a pattern of abuse is evident, may be reported to the OIG.


C.
Additional edits.--Your intermediary must perform the following additional edits and investigate adjustment requests you submit:


o
A full denial once the bill is paid, except to accomplish retraction of a duplicate payment;


o
A change in DRG based on a change in age or sex;


o
A change in deductible;


o
An adjustment request that changes a previously submitted PRO adjustment request; 


o
An adjustment of a bill due to a change in utilization or spell data on another bill; 


o
A reopening to change a no-payment bill to a payment bill; 


o
A reopening to pay a previously denied line item; 


o
An adjustment request you initiate with a claim change reason code equal to D7, with the Medicare payment amount equal to or greater than the previously paid amount; or


o
An adjustment request with a claim change reason code equal to E0, and the claim is for a PPS hospital.  Your intermediary must investigate if the change is from patient status 02, transferred to another acute care facility.


IM 411.3
Late Charges.--Submit late charges on bills to your intermediary as bill type xx5.  These bills contain only additional charges.  However, submit late charges for services on the same day as outpatient surgery subject to the ASC limit, ESRD services paid under the composite rate, all inpatient accommodation charges, and all inpatient PPS ancillaries as adjustment requests.  


You may submit charges omitted from the original paid bill to your intermediary as late charges in any of the following situations:
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o
Any outpatient service other than the exceptions stated in this paragraph.  This includes late charges for HHA services under either Part A or Part B, hospice services, hospital outpatient services except those on the day of ambulatory surgery subject to the ASC payment limitation, RHC services, OPT services, SNF outpatient services, CORF services, FQHC services, CHMC services, and ESRD services not included in the composite rate; and 


o
Any inpatient SNF ancillaries or inpatient hospital ancillaries other than from PPS hospitals.  You may not submit late charges (bill type xx5) for inpatient accommodations, these must be submitted as adjustments (bill type xx7). 


Your intermediary has the capability to accept xx5 bill types electronically and process them as initial bills except as described in the following paragraph.   


Your intermediary also performs the following edit routines on any xx5 type bills received:


o
Pass all initial bill edits, including duplicate checks.


o
Must not be for any of:  inpatient PPS ancillaries, inpatient accommodations in any facility, services on the same day as outpatient surgery subject to the ASC payment limitation, or ESRD services included in the composite rate.  These are rejected back to you with the message, "This change requires an xx7 debit-only or xx8 cancel-only request from you.  Late charges are not acceptable for inpatient PPS ancillaries, inpatient accommodations in any facility, services on the same day as outpatient surgery subject to the ASC payment limitation, or ESRD services included in the composite rate."


o
When an xx5 suspends as a duplicate, (dates of service equal or overlapping, provider ID equal, HICNs equal, and patient surname equal), your intermediary must determine the status of the original paid bill.  If it is denied, your intermediary must deny the late charge bill.


o
If an xx5 does not suspend as a potential duplicate, your intermediary rejects it back to you with the message, "No original bill paid, please combine and submit a single original bill (xx1)."


o
If the original bill was approved and paid, your intermediary compares the revenue codes on the original paid bill with the associated late charge bill:


-
For all providers (any bill type), if any are the same, and are revenue codes 41x, 42x, 43x, 44x, 636, 76x, or 91x, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill as revenue codes subject to utilization review are duplicated on the late charge bill."


-
For HHAs (bill type 32x, 33x, or 34x), your intermediary must apply the same logic for the following additional revenue codes.  If any are the same and are revenue codes 291, 293, 55x, 56x, 57x, 58x, 59x, 60x, 66x, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill as revenue codes subject to utilization review are duplicated on the late charge bill".
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-
For hospital outpatient services (bill type 13x only), your intermediary must apply the same logic for the following additional revenue codes.  If any are the same and are revenue codes 255, 32x, 33x, 34x, 35x, 40x, 61x, 73x, 74x, 92x, or 943, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill as revenue codes subject to utilization review are duplicated on the late charge bill".


-
For RDFs (bill type 72x or 73x), your intermediary must apply the same logic for the following additional revenue codes; if any are the same and are revenue codes 634, 635, 82x, 83x, 84x, 85x, or 88x, your intermediary rejects the bill back to you with the message, "You must submit an adjustment (xx7) to the original paid bill as revenue codes subject to utilization review are duplicated on the late charge bill".  


o
If the late charges bill relates to two or more "original" paid bills, and one of these is denied, your intermediary must suspend and investigate the late charge bill.


o
Your intermediary must compare total charges on the original paid bill with those on the associated late charge bill, and will suspend and investigate any xx5 bill type with total charges in excess of those on the original paid bill.  This edit suggests you may have rebilled the already paid services. 


Your intermediary may decide to perform additional edits on late charge bills.
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