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3674.
COORDINATION WITH THE PRO

3674.1
Limitation of Liability Provision.--(See §§3430ff. for a complete explanation of the limitation of liability provision.)

The basic premise of the limitation of liability provision (§1879 of the Act) is that beneficiaries who did not know, and did not have reason to know, that services were not covered are protected from liability in two specific denial situations:  

o
When the services are found not to be reasonable and necessary (which includes adverse level of care determinations); and 

o
When custodial care is involved.  

If the beneficiary had knowledge of the noncoverage of services, the ultimate liability rests with the beneficiary.  When neither the beneficiary nor the provider knew, or reasonably could have been expected to know, that services were not covered, the program accepts liability.  Where the provider had such knowledge, liability falls upon the provider (i.e., the provider cannot charge the beneficiary for such services even though no program payment will be made).

Limitation of liability may apply to Part A and Part B services furnished by participating and nonparticipating hospitals (domestic and foreign), SNFs, HHAs, and other providers.  (See §3430.) Coinsurance and deductibles may be charged to the beneficiary where neither the beneficiary nor the provider is liable, and he/she receives the benefit of this provision.

The PRO is responsible for making limitation of liability determinations relating to cases it reviews. The PRO informs you if payment should be made. (See §3674.5.)

Payment may not be made for services denied by a PRO except under the limitation of liability provision.  (See §3441.)  If neither the beneficiary nor provider is liable for denied services, and the PRO determines that additional time is required to arrange for post-discharge care, payment can be made for not more than 2 days ("grace days").

Medically unnecessary or custodial care days and "grace days," cannot be used to satisfy the 3-day prior hospitalization requirement for SNF payment for admissions after January 1, 1989.

3674.2
General Responsibilities of Hospitals, PROs, and Intermediaries.--

A.
Responsibilities of Hospitals, PROs, and Intermediaries For Medical Review.--A PRO is required to review services and items provided by physicians, other health care practitioners, and providers of health care services for which Medicare payment is sought.  The PRO review determines if:
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o
Items and services are reasonable and medically necessary, and meet specific Medicare coverage requirements.  (See §§3100ff. and the Coverage Issues Manual);

o
Quality of such services meets professionally recognized standards of health care; and 

o
Items and services proposed to be provided in a hospital or other health care facility on an inpatient basis are medically appropriate, or whether they could be provided more effectively and economically on an outpatient basis, or in a different type of inpatient health care facility.

In addition, in hospitals subject to PPS, PROs review:

o
The validity of diagnostic information supplied by the provider;

o
The completeness, adequacy, and quality of care provided;

o
The appropriateness of admissions and discharges; and

o
The appropriateness of care provided for which payment is sought on an "outlier" basis.

The PRO is responsible for these determinations.  You are responsible for adjudication of other factors (e.g., eligibility and payment amount, indemnification requests), and for making the payment. This joint responsibility requires that the PRO notify you of its denial determinations, all preadmission determinations, and diagnostic or procedural coding changes.

Where MR is done prior to billing (preadmission review), the hospital reports the results of the PRO's review on the HCFA-1450 in FLs 24-30, 36, 39-41.  (See §3610.)  Where the PRO reviews bills after your processing (postpayment review), the PRO reports adjustments to you.  (See §3674.6.)

B.
Responsibility for Issuing Denial Notices and Making Limitation of Liability Determinations.--The PRO is responsible for issuing denial notices and making limitation of liability determinations for cases it reviews.  The PRO reports the results of its MR activity so that you can prepare adjustment bills as needed.  Do not issue a denial notice to the beneficiary or the hospital for cases that have been reviewed by the PRO.  The beneficiary and hospital are notified by the PRO.

Issue denial notices only where you make denial determinations, e.g., SNF, HHA, and outpatient bills, or denials based upon eligibility.

3674.3
PRO Preadmission/Preprocedure Review.--

A.
General.--The PRO is to perform 100 percent preadmission/preprocedure review of a minimum of 10 selected surgical procedures.  They are selected by each PRO with HCFA's concurrence.  They may be in an inpatient or outpatient setting.  You will receive a list of the selected procedures from each PRO with which you deal.  The selected procedures may vary among PROs.
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B.
Required Intermediary Edits.--The PRO will furnish you a list of ICD-9-CM and HCPCS surgical procedures to which preprocedure/preadmission review is applicable.  Each time the PRO sends you a list, implement appropriate edits within 30 days.  Use an MR/UR screen to identify outpatient surgical procedures.  For inpatient procedures, use the PRS or an MR/UR screen.

C.
Bill Processing Requirements for Specified Procedures.--Review FLs 24-30 (PRO Approval Indicator) in conjunction with your procedure table to determine whether to pay.

Inpatient:  Where a specified procedure is coded in FLs 80, or 81, and FLs 24-30 contains:

o
Code C1, C3, or C6 - Pay as billed.

o
Code C4 - Do not pay, but process a no-payment bill.  If a code indicates the patient's need for inpatient services was reviewed, and the PRO found that more of the stay was medically necessary, use code 4.

o
Blank or code C5 - Return the claim to the provider for PRO review, unless your MOU requires sending it directly to the PRO.

Outpatient:  When an ambulatory surgical procedure code, which requires preprocedure review, is present in FL 44, and FLs 24-30 contains:

o
Code C1 or C6 - Pay as billed;

o
Code C4 - Do not pay, but process a no-payment bill; or

o
Blank - Return the claim to the provider for PRO review, unless your MOU requires sending it directly to the PRO.

If the ambulatory surgical procedure is a preprocedure denial by the PRO, the provider bills you.  The bill type is 13X or 83X in FL 4, in FL 47 (Total Charges) revenue code 001 is equal to zero and a code C4 is present in FLs 24-30.  Do not send a denial notice to the beneficiary or provider.  If the PRO reverses its decision, it will submit an electronic adjustment request record.

In addition, include PROBILL records for paid outpatient bills for specified procedures in the periodic PROBILL you send the PRO for consideration in its postpayment monitoring.  (See §3770.1.)

Claims which require referral to the PRO, rather than return to the provider, need special treatment for purposes of the prompt payment requirements of P.L. 99-509.  (See FLs 24-30, code C5.)

3674.4
PRO Prepayment Review System (PRS).--

A.
PRS Overview.--HCFA has provided a system for you to provide PROs with a means to insure prepayment review of claims where it is required, e.g., preadmission and preprocedure review.
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The system compares inpatient hospital bill information to a table of condition sets supplied by the PRO, and provides the individual PRO with the flexibility to select which claims will be subjected to prepayment review.

The system does not replace the Medicare Code Editor (MCE) or other edits defined in §3770.1, nor does it perform any edits for validity of the PRO table of condition sets.

B.
Installation Requirements.--Use PRS in PPS and waiver States unless all hospital inpatient claims are reviewed by the PRO on a prepayment basis.  If you use a system which provides RO approved edits acceptable to the PRO, continue to use it.

C.
Processing Requirements.--The PRS determines which claims require PRO medical review determinations prior to payment based on the table of condition sets.

Do not use PRS when:

o
FLS 24-30 contains C1, C3, C4, or C6;

o
FLS 22 contains code 30; or

o
The patient is notified that he/she no longer needs inpatient care (value code 31 is present in one of the FLS 39 through 41).

PROs review all cases involving value code 31 on a post-payment basis.

Each condition set within the PRO table contains the following items:

Condition Set Number, a four position alpha numeric field assigned by the PRO to identify a unique condition set.

PRO Identification Number, self-explanatory.

Action Code, a one position alpha numeric field which defines how to handle the claim that meets the specific conditions within the set.  Possibilities are:
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Forward to the PRO for medical review or return to the hospital for PRO medical review (these bills may be considered incorrect and handled as described in §3600.1.C).

In addition, each condition set may contain the following items in any combination:

Physician Identification Number, a 12 position alpha numeric field identifying either the attending or other physician.

Principal Diagnosis Code, self-explanatory.

Principal Diagnosis "Not" Flag, a one position alpha code (N) which indicates the listed principal diagnosis code would not be included in the condition set, e.g., DRG 036 without the principal diagnosis in §366.20.

Procedure Code, self-explanatory.

Procedure Code "Not" Flag, a one position alpha code (N) which indicates the procedure code in the condition set would not be included in any procedure code position on the claim.

Admission Type Code, a one position numeric code; 1=emergency, 2=urgent, 3=elective, 4=new born, and "blank" = any type.

Days Less Than, a two position numeric field to describe a length of stay which is less than the limit defined in the condition set.

DRG Number, self-explanatory.

Admission Quarter Code, a three position code indicating the quarter and year (QYY) in which the admission occurred.

FI/PRO Code, a two position alpha numeric code which can be mutually defined for use between you and the PRO, e.g., the last two (2) positions of the PRO preadmission authorization code.

Physician Type, a one position alpha field used to distinguish between the attending or other physician in a condition set; A= attending physician, O= other physician and "blank" = either physician.

Provider Number, self-explanatory.

Individual bill record data needed:

The PRS system requires the following data;

Provider number;

Attending physician identification number;
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Other physician identification number;

Principal diagnosis code;

First procedure code;

Second procedure code;

Third procedure code;

Admission type code;

Admission date;

Statement through date; 

DRG;

FI/PRO code data; 

PRO identification if you process claims for more than one PRO (unless you obtain this from the provider number).

When a condition set matches data on the individual claim, the PRS returns the condition set number and the action code.  The condition set number identifies the reason for the edit.  The action code tells you whether to develop the claim with the hospital or the PRO, depending upon your local arrangement.

The system identifies a maximum of five (5) occurrences or condition set numbers on each claim.

For claims identification prior to implementation of this system, develop your own method of associating bills in your work-in-process record with the condition and action code output of the PRS when matches occur. The PRS does not provide identifying information for individual claims, e.g., HICN.  Determine the data elements and methods of returning claims to the hospital for any necessary PRO medical review when required. Coordinate with the PRO the data elements necessary for claims identification and the method of data exchange when the claim is to be referred to the PRO for medical review.

D.
PRO Table Requirements.--

1.
Timeframes and Testing.--The PRO is responsible for providing a table of condition sets to you on a quarterly basis.  The table may be provided on tape or hard copy data entry forms and delivered to you no later than 30 days before the end of the current quarter.  Jointly develop with the PRO a test of each table to insure the PRO's intentions are met and that it understands how to use PRS.  

Allow time for at least two tests and table correction cycles, providing you and the PRO with five (5) working days to submit test results and a corrected table when the table is found to contain errors, or approval sign offs when the table is correct. 

The PRO is responsible for editing its table of condition sets for the validity of codes and code combination logic.
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2.
Table Updates.--The PRO provides a complete table of condition sets to you on a quarterly basis.  Each table contains all condition sets which apply to claims processed during the quarter.

E.
PRO Responsibilities.--

1.
Timely updates to the table of condition sets.

2.
Testing of table of condition sets with you.

3.
Evaluation and impact of condition sets and the PRS.

4.
Enforcement of appropriate provider coding in field locator 87.

F.
Intermediary Responsibilities.--

1.
Timely installation of the PRS, including interface with your systems.

2.
Timely installation of the quarterly updates to the table of condition sets.

3.
Testing the table of condition sets with the PRO.

4.
Proper disposition of claims matching condition sets by the specific action code.

G.
Intermediary and PRO Coordinated Responsibilities.--You and the PRO coordinate the following prior to implementation:

o
The definition and subsequent disposition of claims based upon PRO action codes within the table, e.g., forwarded to PRO for medical review, returned to the hospital for PRO medical review.

o
Determine which PRO action codes take precedence when a claim matches more than one set of conditions.

o
The definition and utilization of the PRO/FI code field.

o
Definition of the claim identification information to be forwarded to the PRO as a result of matches to condition sets when the action code indicates the claim should be forwarded to the PRO and the method of data exchange.  (See Subsection H.)

o
Determining the method of updating tables; e.g., tape or hardcopy data entry forms.
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H.
Intermediary/PRO Electronic Exchange of Data.--Where claims are forwarded to the PRO for medical review rather than to the hospital and you and the PRO have agreed upon electronic exchange of data, locally designed formats are acceptable only where you and the PRO deal exclusively with each other (i.e., where neither deals with multiple PROs or intermediaries).  Where you must provide PRS records in electronic format to multiple PROs, use the UNIBILL format in §3876.  Use Action Code 5 in the second position to identify a PRO PRS edit and add the lst three PRS condition codes in positions 1918-1929 and an indicator in position l930 when more than three PRS condition set codes exist on a bill.  Leave unavailable data elements (e.g., Medicare Reimbursement amount, date approved) blank.  Use of this format provides a national format for intermediaries dealing with multiple PROs.  

PROs which must return PRS results to more than one intermediary use the adjustment record format in §3900.  The PRO indicates that all charges are approved by placing a code 9 in field 7 and leaves fields 8 through l6 blank.  The record is further identified by a 3 in field 20 if UNIBILL format is returned, or a 4 if the UNIBILL format is not returned.
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3674.5
PRO Reporting on Medical Review.--

A.
General.--After completion of its MR, the PRO reports to you and to the hospital any claims that need adjustment because of:

o
A change in the DRG;

o
Admission denied;

o
Day outlier days denied;

o
Non-PPS hospital or SNF swing-bed days denied; 

o
Incorrect date for hospital to begin charging the beneficiary; 

o
Failure to provide medical documentation for review; 

o
Cost outlier services denied; 

o
Partial or complete reversals of a previous PRO decision; 

o
Change in discharge status from a PPS hospital;

o
Deemed admission denials or approvals;

o
A change in outpatient coding; or

o
Outpatient services denied.

Where volume is very low, and the RO gives approval, a hardcopy may be used.

Situations that are handled outside the automatic notice process through a letter or memorandum are:

o
Coverage issues identified in the Coverage Issues Manual (HCFA-Pub. 6) which involve charges in non-PPS hospitals and exempt units;

o
Corrections to previously adjusted claims;

o
Billing errors detected by the PRO; 

o
DRG changes resulting from a change in age or sex; or

o
Provider or HICN error. 

The PRO identifies the cost outlier claim for post-payment review when condition code 61 is on the inpatient record.  When charges are denied as a result of a cost outlier review, the PRO furnishes the appropriate revenue code(s) and charges for the denied services on the adjustment record.  (Instructions in the Hospital Manual require the hospital to provide the PRO with the revenue code applicable to the detail charges.) Pricer determines whether outliers are paid as cost or day.

Accept any change in the DRG that is reported electronically by the PRO.  For hardcopy adjustment requests, accept only cases where changes in coding result in changes in the DRG.  

PROs review outpatient surgery that is subject to the ASC limit.  See Addendum F for a list.  They report to you when there is a change in payment or coding (an outpatient service is denied, a HCPCS outpatient surgery code is changed, or a previous denial is reversed).  For procedures subject to the ASC payment limitation, PROs report to you only if the change results in assignment to a new payment group or a change to covered charges.  

The PROs forward to you an Adjustment Request Tape once a month, to be received by you by the 7th of each month.  Your response to the PRO, in the form of an Accept/Reject Report, must be received by the PRO by the 20th of the same month.  On the Accept/Reject Report, list all cases containing errors.  Request the PRO to correct the errors and resubmit the adjustments for processing.  
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By the 30th of each month, the PRO will send a hardcopy report to you of all problem claim records and provider billing errors that are detected, such as:

o
It cannot match the adjustment action to its record; 

o
Discrepancies found in a record that has an adjustment action (adjustment action you have taken, but different from the action the PRO requested); 

o
Erroneous claim records, e.g., scrambled bill, beneficiary and HICN do not match or incorrect provider number; and 

o
Other discrepancies between claim records and hospital records (such as erroneous dates).

Correct any errors using appropriate adjustments when necessary and resubmit them to CWF.  The PRO will receive a record from HSQB containing all PRO adjustment claims.  Resolve any discrepancies between you and your PRO. If you cannot resolve the issue, contact your RO.  See §3895.7 for reporting requirements. 

Before processing a provider adjustment, check to see if you have processed a PRO adjustment; if you have, return any requests for DRG changes. If the provider's adjustment changes an area the PRO has reviewed/adjusted, do not accept it.  Do not initiate any adjustment inconsistent with a PRO's adjustment.

B.
Responsibility Upon Receipt of the Adjustment Request Record.--An adjustment request tape is forwarded to you once a month by your PRO.  Upon receipt of the tape, edit the request records described in subsections D and E.  Send these processed adjustments to the CWF.

Continue processing the accepted records creating an adjustment bill within 60 days of receipt of the PRO's adjustment request record or the batch clearance record. 

Report the receipt date of the PRO's adjustment request record (hardcopy or tape) in the CWF input record.  (See §3876.)  

A reversal or modification of the PRO's initial adjustment is sent to you electronically in the PRO's adjustment request record.  (See subsections D and E.) Process a reversal or modification as an adjustment to the previously processed PRO adjustment. Use the P indicator in the third position of bill type on the current debit to show that the PRO was the source of this action.  The previous debit becomes the credit on reversal; change the P on the new credit to an 8.

Process inpatient adjustments through MCE, Grouper, and Pricer.  Process outpatient adjustments through Medicare OCE and the ASC Pricer.  Return MCE or OCE exceptions to the PRO for resolution when the error relates to PRO submitted data.  Prepare an adjustment for HCFA and show the letter "P" instead of the number "7" in the last position of the type of bill.

Include the control data shown by the PRO in fields 18 and 19 of the adjustment request on your adjustment debit.  Use the "P" code only on adjustments.  Do not use "P" for billing errors, e.g., wrong HICN or wrong provider ID.  These are not PRO adjustments.  Do not count them as such. 
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To identify adjustments you initiated, the third position of the type of bill on the debit is an "I" instead of "7".  When the provider is the source of an adjustment, the third position of bill type for the debit only is "7" and is "8" for a cancel only.  (See '3876.1, but note that you must use the letter "P" in the last position of the type of bill, regardless of facility type, if you want to receive credit for processing the PRO adjustment.  Use the "I" in the third position of the type of bill adjustments initiated by you or HCFA regardless of facility type.  (See §3664.E. for other codes to be used in the third position of bill type.  HCFA does not edit these codes against facility type.)
PROs send you only one adjustment per claim per month.  Process every PRO adjustment debit as an XXP even if it is preceded by another adjustment with the same changes.  If the PRO adjustment request is by a letter instead of on tape, count it as an adjustment if the PRO identifies the request as an XXP.  PROs include such requests in their counts.  This applies to all bill types (11P, 13P, 18P, 21P, and 83P).  

Cancel only adjustments are not acceptable, except for incorrect provider identification or HICNs. These will not show a "P" in the third position of bill type. Where the PRO makes a partial denial on an outpatient surgical bill, show on the debit-only adjustment only those revenue center codes containing covered charges.  When the PRO makes a full denial, enter "0" in the revenue code 001 and "4" in CWF input record (HUIP).  This alerts HCFA to accept a no payment outpatient bill for bill types 13P, or 83P.

For inpatient claims, the PRO reports charges for denied services to you in the appropriate revenue codes.  After checking your most current debit record, if the PRO denied charges were not previously noncovered (as a result of your or HCFA's action), add any PRO denied charges to any existing noncovered charges for the revenue code as well as to total noncovered charges.  Reduce covered charges by this amount.  If the PRO denied days were previously covered, reduce Pricer calculation days by the number of days that have been calculated using field 9 (From and Through dates).  Create occurrence span code 76, 77 or 79 as appropriate in your CWF input record for any "From" and "Through" dates in field 9.  For services on or after January 1, 1988, whenever outlier days or non-PPS hospital days are denied by the PRO due to medical necessity, reduce cost report days. For services prior to January 1, 1988, and for all technical denials, reduce cost report days, and utilization days when the PRO denies days.  The PRO will not include the date of discharge on any denial or in any set of denial dates shown in field 9 of the request record.

Where the PRO's MR indicates additional days or procedures are appropriate, it indicates this in field 7, "Reason for PRO Action."  This field, in conjunction with field 8, "PRO Review Adjustment Code," indicates whether days (or charges) are being added or denied. If the PRO adds days or charges, review the most current debit record to be sure coverage of indicated days or charges is possible.  For example, if the PRO approves additional days, but benefits were exhausted (occurrence code 23 is present with the date) return the request to the PRO as nonprocessable.

Where day outlier days or non-PPS days are denied, the PRO reports only the accommodation charges because it does not know what ancillary charges are 
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applicable. Process your adjustment, deleting accommodations only.  Do not permit processing of an inpatient Part B bill for the same period.  Reduce days but not ancillary charges in  your PS&R system or the hospital's cost report because of the minimal ancillary services that are recorded under Part A instead of Part B.  

When the PRO denies the entire admission and there is no change in DRG, it uses PRO Review Adjustment Code A.  When code A is used, the PRO does not put any detail information in the adjustment request record, unless interim claims are involved.  The PRO uses a code T to request an admission denial combined with a change to the DRG. The PRO indicates an adjustment request involving interim claims with a one (1) in field 6b of the request record.  When the PRO denies a claim which involves interim bills, search for and adjust all related bills.  PROs include the "From" and "Through" dates of the entire stay in field 9 of the PRO Inpatient Adjustment Request Record when they use codes A or T for a stay involving interim claims.  

PRO review adjustment code A is used to deny all services on the bill for both inpatient and outpatient.  For outpatient adjustment requests this means:

o
For PROs that perform ancillary review (defined as ancillary to facility services and attributable to the surgical procedure), Code A denies all services on the bill including radiology, lab, and other support services.  If the bill contains services beyond the PRO's scope, such as unrelated clinic visits or surgery you review, code A cannot be used.  Code Q is used for partial denials (or approvals) when ancillary services are denied (or approved).

o
Code Q always requires revenue code and charges to process.  

o
Code S is used when both ASC procedures and ancillary services are partially denied or approved.

o
For PROs that do not perform ancillary review, Code A is used when only ASC procedures and related ancillary services are on the bill.  Assume any out-of-scope procedures or ancillary services on the bill relate to the ASC procedures and deny the entire bill.  Codes Q and S are not used by PROs that do not perform ancillary review.

o
All PROs use a code R to deny all procedures covered in the PRO's Scope of Work (SOW) when additional procedures outside the SOW are included on the bill.  Additional procedures may include non-ASC surgery, clinic visits, physical or other therapy.  

Code R is also used for denial or approval of one ASC procedure when multiple ASC procedures are on the bill.

For outpatient claims, the PRO reports the revenue code, units, and charges for denied ancillary services for the appropriate revenue codes except on Code A.  For denied or approved procedures, the PRO reports HCPCS and revenue codes.  When the PRO's MR indicates an additional ancillary service, it provides revenue codes, units and charges. (Instructions in the Hospital Manual require the hospital to provide the PRO with detailed information upon request.)

Inform the hospital of a PRO initiated adjustment, either through your remittance record or by means that you develop.

C.
Operational Procedures.--Each tape received from the PRO complies with the following requirements:
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1.
Magnetic Tape Reel/Cartridge External Identification Label.--Each reel of magnetic tape/Cartridge is identified with an external label showing:

o
File Code - PRO-REPORT;

o
Sub Code - PRO Identification Number;

o
Oper. Code - Date Created (MMDDYY); and

o
Reel/Cartridge No. - l of l, l of 2, etc.

2.
Control Identification.--

o
FIRST--First four characters of the batch number of the first record on the reel.

o
LAST--First four characters of the batch number of the last record on the reel.

o
RECORDING CHARACTERISTICS--9 track, 6250 BPI - tape and

3480  - cartridge.

3.
File Specifications.--

o
Labeling Conventions - No internal label. 

o
Record Size - 570 characters.  

o
Block Size - Unblocked (one record per block).

D.
PRO Inpatient Adjustment Request Record Layout and Description.--

Fld
Description
Psn.
Picture
Just.
From-Thru
1
Intermediary Number
5
9(5)

001-005

2
Intermediary Control Number
23
X(23)
L
006-028

3
Beneficiary HICN
12
X(l2)
L
029-040

4
Medicare Provider No.
13
X(13)
L
041-053

5
Admission Date
6
9(6)

054-059

NOTE:
Some PROs/intermediaries have agreed to use the discharge date for the purpose of record identification.  Where such arrangements have been made, use the discharge date in place of the admission date.

6a
Record Type
1
9

060-060

1 = inpatient

6b
Interim Claims involved: 

blank or zero = No
1
9

061-061
1 = Yes





6c
Filler
6


062-067

7
Reason for PRO Action
1
9

068-068

1 = MR, days or procedures 


    denied, (includes DRG changes)

2 = medical records not provided,

3 = physician attestation missing,

4 = appeal reversal,

5 = MR, approved increased days or

       procedures,includes DRG

       changes.
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Fld
Description
Psn.
Picture
Just.
From-Thru
8 
PRO Review Adjustment Code

1

X 


069-069

A.
Entire Admission Denied 

B.
Non-PPS hospital days (denied or increased).

(NOTE: If entire admission in non-PPS

hospital is denied, the PRO uses code A.)

C.
DRG change resulting from change (single or 

multiple) in discharge status or any diagnosis or procedure.

(NOTE:Where change in age or sex appears 

appropriate, see §3537B for procedures to resolve discrepancies.)  

D.
Day outlier days (denied or increased).

E.
Cost outlier charges (denied or increased).

F.
Incorrect date for hospital to begin charging beneficiary.  From date indicates first day of beneficiary liability; Through date indicates last day of beneficiary liability; there may be multiple carve-outs for hospitals.  No dates indicates no beneficiary

           

liability.

G.
Combination of C and D; DRG change and day outlier (denial or increased).

H.
Combination of C and E; DRG change and cost outlier (denial or increased).

I.
Combination of C and F; DRG change and incorrect date to begin charging beneficiary.

J.
Deemed admission (see §3674.7 for definition).

K.
Combination of C and J; DRG change and deemed admission.

L.
Combination of D and J; day outlier denial and deemed admission.

M.
Combination of E and J; cost outlier denial and deemed admission.

N.
Entire previous adjustment reversed.  (Reverses the PRO's last action.  

NOTE:
Reverse the PRO's last action and apply any intervening actions you have taken.)

O.
Previous adjustment modified.  (Modifies the PRO's last action.)  Requires detail.

P.
Change in discharge status to or from 02.  

T.
Combination of A and C;  Admission denied and DRG change.

NOTE:

The days denied are shown for PRO Review Adjustment Codes B, D, G, J, K, L, and M, when field 7, Reason for PRO Action is 1.  The days approved are shown in field 9 when the Reason for PRO Action is 5.  For PRO Review Adjustment Codes J-M, when field 7 is a 1, derive the approved admission date by adding one day to the last Through date in field 9.  For PRO Review Adjustment codes J-M when field 7 is a 5, field 9 shows the approved days; the first date in field 9 (the From date) is the deemed date of the admission.  For PRO Review Adjustment Codes F and I, From and Through dates indicate beneficiary liability.  If there are no dates, there is no beneficiary liability.  For PRO Review Adjustment Code O, days approved are shown in field 9 (positions 055-102).  If days or charges are denied on the initial adjustment, there must be dates and/or charges on any modification (i.e., code O, this code can also be used with Grouper input.
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Fld

Description



  Psn.
Picture

Just. 
From-Thru
9
From and Thru Dates Associated with PRO Review Adjustment Codes B, D, F, G, I, J, K, L, M, or O


(Occurs 4 times)



  12






070-117

a.
From Date      
 MMDDYY
   6

X(6)


L

070-075

b.
Through Date   MMDDYY
   6

X(6)


L

076-081

Repeated as needed thru 117

10
Charges Denied or Approved 

(Occurs 10 Times)



  31






118-427

a.
Revenue Center Code

   4

9(4)


R

118-121

b.
Units




   7

9(7)


R

122-128

c.
Rate (if accommodations)
   9

9(7)V99

R

129-137

d.
Charges




  11

9(9)V99 

R

138-148

Repeated as needed thru 427

NOTE:
When charges are denied or approved for codes B, D, E, G, H, J, K, L, or M, the PRO provides denied charges when field 7 is a 1, and increased approved charges when field 7 is a 5.  For code 0, the PRO provides increased approved charges.  The PRO must give charges for codes F and I for non-PPS days.

11

Filler




   3






428-430

12

Revised Grouper Input

   2

9(2)


R

431-432

a.  Patient Status

NOTE:
Charges in discharge status for DRG changes are furnished only where the old or new DRG is 121, 122, 123, 385, 433, or 456.  Where per diem payment is involved because discharge status is changed to, or from, status code 02 (discharged/transferred to another short term hospital), see field 8, code P.

b.
Principal Diagnosis

   6

X(6)

L

433-438

c.
Other Diagnoses

(occurs 8 times)

  48





439-486

First diagnosis


   6

X(6)

L

439-444

Second diagnosis

   6

X(6)

L

445-450

Third diagnosis

   6

X(6)

L

451-456

Fourth diagnosis

   6

X(6)

L

457-462

Fifth diagnosis

  
   6

X(6)

L

463-468

Sixth diagnosis

   6

X(6)

L

469-474

Seventh diagnosis

   6

X(6)

L

475-480

Eighth diagnosis

   6

X(6)

L

481-486

d. 
Principal Procedure
   
   7

X(7)

L

487-493

e.
Other Procedures

  (occurs 5 times)  

  35




L

494-528

First procedure

   7

X(7)

L

494-500

Second procedure

   7


X(7)

L

501-507

Third procedure

   7


X(7)

L

508-514

Fourth procedure

   7


X(7)

L

515-521

Fifth procedure

   7


X(7)

L

522-528

Rev. 1649
6-375

3674.5 (Cont.)
BILL REVIEW
04-95

NOTE:
When the PRO adds surgical procedures as a result of MR, derive a date for the procedure(s).  Assume the date of the procedure(s) is the day of admission.  Since there is no space on the PRO Adjustment Request Record to add an operating physician number, bypass the edits requiring one.

Fld
Description

Psn.
  Picture     
Just.        From-Thru
13
New DRG (based on PRO 

review)
 
 3

9(3)

R 

529-531

14
Adjusted No. of Grace 

Days Approved
 
 1

9(1)

R

532-532

15
Arkansas or ACPS or FSS System  


Paid Date (Julian) - Last  

digit of year followed
 

by 3 digit Julian date

 4

9(4)

L

533-536

15b
Filler

10



R

537-546 

16
PRO Identification No.
 
 5

X(5)

L

547-551

17
Processing Date at PRO 

 6

9(6)

L

552-557

(MMDDYY)

18
PRO Control Number

12

X(12)

L

558-569

19
Filler

 1





570-570

E.  PRO Outpatient Adjustment Request Record Layout and Description.--

1

Intermediary Number
 
 5

9(5)



001-005

2

Intermediary Control 

Number

23

X(23)

L

006-028

3

Beneficiary HICN

12

X(12)

L

029-040

4

Medicare Provider No.

13

X(13)

L

041-053

5

From or Thru Date 

 6

9(6)



054-059

6a

Record Type

 1

9



060-060

2 = Outpatient

6b

Filler

 7





061-067

7

Reason for PRO Action
 
 1

9



068-068

1 = MR, procedures or services denied

 (includes HCPCS coding changes)

2 =
Medical records not provided

4 =
Appeal reversal

5 =
MR, procedures or services added, 

 include HCPCS changes

8
PRO Review Adjustment Code
 1

X



069-069

A.
Full denial.

N.
Entire previous adjustment reversed.  (Reverses the PRO's last action.)

O.
Previous adjustment modified.  (Modifies the PRO's last action.)   Requires detail.

Q.
Outpatient ancillary services denied or approved.

R.
Procedure codes changed, procedures denied, or procedures added.

S.
Combination of Q and R; outpatient ancillary service and change in outpatient coding (denied or approved).

U.
Combination of A and R (full denial and change in procedure codes).

6-376
Rev. 1649

04-95
BILL REVIEW
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9
Services or HCPCS code deleted

or added; to change, PROs use 

delete and add code 

(Occurs 14 times)

    32




070-448

a.
Revenue Center Code
 

4

9(4)

R
070-073

b.
HCPCS Code
 

9

X(9)

R
074-082

c.
Units
 

7

9(7)

R
083-089

d.
Charges

    11

9(9)V99

R
090-100

e. Action Code 
1
9

101-101

1 = Deleted HCPCS code

2 = Added HCPCS code
 

3 = Denied ancillary or service


 

4 = Approved ancilliary or service













Repeated as needed thru 517

NOTE:
Action codes 1 and 2 describe changes in HCPCS coding which includes ASC procedure denials and approvals, and does not require information in fields 9.c., Units, or 9.d., Charges.  Action codes 3 and 4 require the reporting of revenue code, units, and charges for denial or approval of ancillary services.  

10
Filler - Reserved for
 

 Expansion - Do Not Use
 

5



518-522

11
Arkansas or ACPS or FSS

 - Paid Date (Julian) - Last

 digit of year followed by 3

 digit Julian date 
 


4
9(4)    


L  
523-526

12
PRO Identification No.
  5
X(5)

L
527-531

13
Processing Date at PRO (MMDDYY)
  6
9(6)

L
532-537

14
PRO Control Number
12
X(12)

L
538-549

15
Filler
21




550-570

Rev. 1649
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03-96
BILL REVIEW
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9
Services or HCPCS code deleted

or added; to change, PROs use 

delete and add code 

(Occurs 14 times)

    32




070-448

a.
Revenue Center Code
 

4

9(4)

R
070-073

b.
HCPCS Code
 

9

X(9)

L
074-082

c.
Units
 

7

9(7)

R
083-089

d.
Charges

    11

9(9)V99

R
090-100

e.
Action Code 
1
9

101-101

1 = Deleted HCPCS code

2 = Added HCPCS code
 

3 = Denied ancillary or service



 


4 = Approved ancilliary or service













Repeated as needed thru 517


NOTE:
Action codes 1 and 2 describe changes in HCPCS coding which includes ASC procedure denials and approvals, and does not require information in fields 9.c., Units, or 9.d., Charges.  Action codes 3 and 4 require the reporting of revenue code, units, and charges for denial or approval of ancillary services.  

10
Filler - Reserved for
 

 Expansion - Do Not Use
 

5



518-522

11
Arkansas or ACPS or FSS

 - Paid Date (Julian) - Last

 digit of year followed by 3

 digit Julian date 
 


4
9(4)    


L  
523-526

12
PRO Identification No.
  5
X(5)

L
527-531

13
Processing Date at PRO (MMDDYY)
  6
9(6)

L
532-537

14
PRO Control Number
12
X(12)

L
538-549

15
Filler
21




550-570
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