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Magnetic Tape Specifications
3865.
MAGNETIC TEST DATA FILE--DESCRIPTION.

The following sections contain a detailed description of the procedures, consistency edits, bill data records, and general file structure (PATBILL File for the tape submission of paid claims data to SSA and/or HCFA.  This specification is divided into four general parts as follows:

l.
The Preparation and Submission of Provider Claims Tapes to SSA

2.
Consistency Specifications - Magnetic Tape Data File

3.
The Bills Tape Data File

4.
Special Billing Procedures

The first part provides the procedures and requirements for the preparation and submission of both test and operational billing data tape reel(s) to HCFA/SSA for processing.   Part 2 contains the narrative specifics of data entry.  Part 3 describes the data and control records in the file (included are the record descriptions for the Inpatient Hospital/SNF (HCFA-l453, the Outpatient Bill (HCFA-l483), the Christian Science Bill (HCFA-l486), the Home Health Agency Bill (HCFA-l487), the Final Nonpayment Bill, and the VOID RTI Bill).  The last section describes batching procedures required for the preparation and subsequent shipment of billing tapes for processing, the procedures for the deletion of bills or batches from the completed tape reels and/or system, and those special procedures covering the tape submission of some special bill classification, i.e., sample bills, adjustment and RTI bills, and Payment Refused (Code R) and Payment Requested (Code P) type bills.


Preparation and Submission of Provider Bills Tapes
3866.
TEST PROCEDURES.

A test of an intermediary's billing process is required (l) after the initial implementation of the system by a newly qualified fiscal intermediary, and (2) after an intermediary implements a significant systems change.  Each test tape must comply with all specifications delineated herein; must be labeled internally and externally as specified in §3867.l; must be accompanied by a TRANSMITTAL AND REPORT FORM (§ 3890, Exhibit l); and must contain at least the minimum number of test claims
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evaluation do not submit another test tape until you are notified of the results of the prior test tape and any reported error situation(s) corrected.  Notice that you should continue or discontinue testing is given by telephone, followed by written confirmation from BPO.  

HCFA usually processes test tapes within 5 working days of receipt.  HCFA will notify you of the results within 3 days after completion of the test.  Address testing materials and related correspondence to: 

Health Care Financing Administration

Division of Provider Procedures, BPO

Mail Stop 1-H-1

Meadows East Bldg.

Baltimore, MD  2l207

3866.l
Number of Test Bills.-- A sufficient test consists of no fewer bills than:

 



100 Inpatient Hospital, 

100 Inpatient SNF, 

100 Outpatient Hospital,

100 Hospice,

100 Home Health,

100 CORF, 

 60 adjustment bills - for each bill type at least 50 of each of the following:

   CANCEL ONLY (all codes)

   DEBIT/CREDIT adjustments

30 RTI VOID claim records with a minimum of five of the bill types listed above,

30 RTI Correction Claim records, five for each bill type listed above,

25 Christian Science bills for intermediaries processing Christian Science claims.

You may submit additional claims of each type, but the length of time required to analyze the test results is directly proportional to the number of test claims submitted.  Do not submit parallel production runs for this test.

3866.2
Recording Characteristics.-- 9 track, 1600 or 6250 BPI.

3867.
OPERATIONAL PROCEDURES.

Operational billing tapes must comply with this specification.  Label them with the prescribed external label (see §3867.1) and send them to HCFA with a Summary Totals Report (see '3867.2) for each operational tape reel you submit.

Address inquiries concerning systems operations, procedures, and/or performance of the operational system to HCFA.  (See §3866 for address.)
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3867.l
Magnetic Tape Reel External Identification Label.--Identify each reel of magnetic tape submitted for processing with an external label (form SSA-2589) prepared as follows:

File Code - Enter UNIBILL (Operational Tape)

Enter UNIBILT as appropriate (Test Tape)

Sub Code - Enter Your Identification Number

Oper. Code - Enter Date Created (MMDDYY)

Reel No. -
Enter l of l, l of 2, 2 of 2, . . . as appropriate (Multi-reel file).  Leave blank or enter l of l (Single-reel file).

Control Identification:

FIRST

Enter first four characters of the batch number.  (See §3879.2.)  If it is a multi-batch tape, enter the first four characters of the batch number of the first batch on the reel.

LAST

If it is a multi-batch tape, enter the first four characters of the batch number of the last batch on the reel.  Otherwise blank.

MISC.


DATA

Enter the reel control number.  For test tapes, number the reels in sequential order, i.e., T-l, T-2, etc., for first, second, etc.  tests.  Number the operational reels produced during any given calendar year in sequential order, i.e., l,2,....

RECORDING


CHARAC-
TERISTICS
Circle applicable recording characteristics (see §3866.2)- density and number of tracks only.  Mode need not be identified.  The label does not provide for a density of 6250 BPI.  Therefore, if your file is 6250 BPI, indicate that fact by entering "6250" directly above the portion of the label provided for indicating density.
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3867.2
The Summary Totals Report.--You are free to design a Summary Totals Report in a format suited to your equipment and method of operation.

Summary Totals Report must accompany each operational reel of tape submitted to SSA, and contain the following information;

SSA address;

Production date;

Your name, number and address;

Reel Number;

Batch Numbers;

Types of Batches;

Total number of batches;

Total number of bills in each batch;

Total number of bills in all batches;

Reimbursement amount for each batch; and

Total reimbursement amount (for all batches on the tape reel).

3867.3
File Retention.--Retain a copy of the UNIBILL file until receipt of the HCSSACL tape which indicates that the subject UNIBILL file has been received and processed by HCFA.  If you have not received the related HCSSACL file within 20 days from the date HCFA received the UNIBILL file, contact the Division of Provider Procedures at the address shown in §3866.
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Consistency Edits-Magnetic Tape File
3868.
CONSISTENCY EDITS - ALL BILL TYPES.

Records must be in the correct order within the file.

Each record must contain a valid record identification code.

Each bill record must contain a valid action code.

Each bill record must be in the proper batch with batch number entered in the appropriate data block.

Each date must be a valid date in the valid format.

Each money field in file must be numeric and unsigned unless otherwise specified.

A valid Return to Intermediary (RTI) Control Number must be entered on each resubmitted RTI bill.  For bills that are not RTIs this field is blank.

3869.
CONSISTENCY EDITS - ADJUSTMENT BILLS.

Code each adjustment bill as follows:

It must contain an association code, "Xn" for Debit and Credit, where X equals A thru Z, and n equals 1 thru 9.

Both bills in a Debit-Credit adjustment action must be together in the same batch, and the patient's name, HICN, and association code the same on both bills.

NOTE:
Both bills will be deleted if either is not present in the batch or is returned for correction.

A "Cancel Only" adjustment bill must contain a reason code of "C", "P", "S", "D", or "H".

The positions allocated for the adjustment bill codes must be blank for nonadjustment bill.
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Data Elements, Coding Instructions, and Service Code Cross-References
3870
ALPHABETIC GLOSSARY OF DATA ELEMENTS.

Data Element
Definition
Action Code
Indicates the type of action to take:

l -
Original Debit Action (Includes nonadjustment RTI

correction items)

2 -
Cancel by Credit Adjustment

3 -
Secondary Debit Adjustment

4 -
Cancel Only Adjustment

8 -
Benefits Refused (For inpatient bills, an "R" nonpayment code must also be present.)

9 -
Payment Requested (Used on bills that replace

previously submitted benefits refused bills, Action Code

8.  In such cases a debit/credit pair is not required.

For inpatient bills, enter a "P" in the nonpayment code.)

Adjustment Code

a. Cancel Only
Reason for cancelling previously submitted bill.

b. Filler

c. Association
Code to associate debit/credit adjustments.

   Code
A1=Credit, A1=Debit

 
Admission Date
The date the patient was admitted for

inpatient care, outpatient service, or start of care.  For an admission notice 


for hospice care, enter the effective date of election of hospice benefits.

Admitting
Code indicating patient's diagnosis at admission.

Diagnosis Code

Attending
Number of the licensed physician who would normally be

Physician
expected to certify and recertify the medical necessity of the number 


services rendered and/or who has primary responsibility for the patient's 


medical care and treatment.

Batch Number
Number of the batch in which this bill was submitted.

Batch Date
Date you batched this bill.

 
Birth Date
The patient's date of birth.

Blood Deductible    Average charge per pint for the blood pints used to 

    Charge Per Pint    
satisfy the Medicare blood deductible.

Blood-
The number of unreplaced pints of whole blood or units     

     Deductible Pints     of packed red cells furnished for which the patient is responsible.

 
Blood-
Total number of pints of whole blood or units of packed

     Furnished Pints       red cells furnished to the patient.
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Data Element
Definition
 
Blood-
The total number of pints of whole blood or units of 


    Replaced Pints  
packed red cells furnished to the patient that have been replaced by,or on 


behalf of, the patient.

    Blood-
The number of pints of whole blood or units of packed red 
         

    Unreplaced 
cells furnished to the patient that have not been replaced    

    Pints
by, or on behalf of, the patient.

    Charges
Charges pertaining to the related revenue code. 

    Condition       
Code(s) used to identify conditions relating to this bill

    Codes
that may affect payer processing. (Addendum C.)

    Cost Report
Days credited to provider's PS&R Report as Medicare Days.

Days

Date Approved
Date you adjudicated an initial bill or, for adjustment bills, date you 


processed the adjustment.

Date Care
For Home Health Claim, the first date the beneficiary used

Started
benefits for the current approved period of Home Health

services.

Date of 
The date the associated ancillary service as identified by   

    Service
the UB-82 revenue center code was delivered.

    (Ancillaries Only) 

Date Received
Date you received the bill or the bill passed your edits if received via an 


interactive terminal for initial bills.  For PRO adjustments, this is the later 


of the date you received the adjustment or the date you received a batch                                         clearance notice on the original bill.

 
Diagnosis
The first of these codes is the ICD-9-CM diagnosis code

Code
describing the principal diagnosis (i.e., the condition

established after study to be chiefly responsible for causing this 

hospitalization.)  The remaining codes are the ICD-9-CM diagnosis codes 

corresponding to additional conditions that co-existed at the time of 

admission, or developed subsequently, and which had an effect on the 

treatment received or the length of stay.

Diagnosis
Code assigned to indicate the DRG to which this claim

Related
belongs for payment purposes.  Applicable to hospital 


Grouping
bills.

ESRD Method of
Code indicating whether ESRD covered

Reimbursement
services are reimbursed under Method 1 or Method 2. 

1=Method 1, 2=Method 2, 0=Not ESRD
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Data Element
Definition
 
First Year
The inpatient Medicare days occurring after the 60th day 


Coinsurance
and before the 91st day in a single spell of illness.  If 


 
Days
bill spans two calendar years, this field contains the coinsurance days that 


occur in the first calendar year, otherwise it contains the total coinsurance 


days for the stay.

HCPCS 
HCPCS stands for HCFA Common Procedure Coding System.

Code
It is an extension of the CPT-4 procedure coding system

maintained by the AMA and used by Carriers to pay SMI

claims and by Intermediaries to indicate diagnostic clinical laboratory tests.  

The diagnostic clinical laboratory codes that must be billed by hospitals are 

contained within the CPT-4 subset of HCPCS.  Not required for inpatient 


bills.

 
HICN
Beneficiary's unique identification number assigned by

Medicare. Enter the patient's Medicare number as on the

Health Insurance Card, Certificate of Award, Utilization

Notice, Temporary Eligibility Notice, Hospital Transfer Form, or as 


reported by the Social Security Office.

HMO
A five position number identifying the HMO.

Identification

HMO Option 
Code identifying the HMO option selected by the HMO.  See

Code
§3555.1.  If the "R" trailer is a "1" or a "2", the HMO is a cost basis HMO.  

If the "R" trailer is an "A", "B", or "C", the HMO is a risk basis HMO.

HMO Election
The effective date of the beneficiary's membership in the HMO.

Date

HMO Termination
The effective date of the beneficiary's termination of

Date
 membership in the HMO.

HMO Paid 
A "1" in this position indicates an HMO paid this bill.

Code
Only required on inpatient bills.

Intermediary
Your Medicare identifying number.

Number

Kron Indicator 
Presence of a "1" in this field indicates that this bill starts a new spell of 


illness regardless of the contents of HCFA's utilization record.

Medicaid
The number assigned to the provider by Medicaid.

Provider Number

Medical
Number assigned by the provider to the patient's records 

Record Number
to assist in retrieval.
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Data Element
Definition
 
Medicare
The number assigned to the provider by Medicare.

Provider Number

Medicare
Amount paid to the provider by Medicare for this claim.

Reimbursement
For non-DRG bills e.g., outpatient, SNF, HHA, and exempt

Amount
hospitals, this is the amount determined from the bill

regardless whether PIP is used for interim payment.  For DRG bills, this is the amount paid (DRG and any blended rate).  Do not include pass through per diem amounts related to DRG bills, such as capital expenditures or medical education that are paid separately.

NOTE:
The reimbursement amount is the amount after any deductions because Medicare is not the primary payer, or made to satisfy deductible or coinsurance.  Set minus amounts to zero.

 
Noncovered
Charges pertaining to the related UB-82

Charges
revenue code that are not covered by Medicare.

Nonpayment 
Code indicating reason that no Medicare payment is 

Code
made.

 
Non-Utilization
Days of care not chargeable to Medicare utilization.

Days

NOU Code
1=Do Not Send NOU; 0=Send NOU

 
Number of
Following the date of the PRO/UR denial determination, 

Grace Days
this is the number of days determined by the PRO/UR to be

necessary to arrange for the patient's post discharge

 

care. 

 
Occurrence 
A code defining a significant event relating to this bill 

Code
that may affect processing.

 
Occurrence 
Date associated with the Occurrence Code in the preceding

Date
field.

 
Occurrence
A code that identifies an event that relates the 

    Span Code
payment of the claim.

 
Occurrence
The date related to the Occurrence Span Code shown in the

Span Date
preceding field.

 
Operating
Number used by the provider to identify the operating

Physician
physician in it's records.

Number
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Data Element
Definition
Over-ride Code  
Code indicating special handling for a specific revenue center code.  

Pass Thru 
The pass thru per diem rate consists of the established

Per Diem
reimbursable costs for the current year divided by the 

Rate
estimated Medicare days for the current year (all PPS bills).

See Provider Reimbursement Manual §2405.2 for types of

costs to include.

 
Patient
Patient's unique alphanumeric number assigned by the

Control 
provider to facilitate retrieval of individual case records

Number
and posting of payment.

Patient Paid
Amount provider reports that patient has paid toward the bill

Excluding 
excluding payment for blood.

  
Blood

Patient Paid
Amount provider reports that patient has paid toward the

Toward Blood
blood deductible.

Deductible

  
Patient Name
Patient's last name, first name, and middle initial.

 
Patient Status  
A code indicating the patient's  status as of the statement

(At Thru Date)  
covers thru date.

Patient ZIP 
ZIP code of patient's residence.

  
Code

Payment
A breakout of the amount of reimbursement you paid to 

Distribution
a. Provider, and b. Patient.

Prior Psych
The number of days the beneficiary used in a psychiatric

Days Used
facility in the 150 days immediately prior to Medicare

entitlement and beyond.

Procedure 
The first procedure code identifies the principal procedure

Code
performed during the period covered by this bill.  The

remaining codes, if any, identify the other procedures

performed during the billing period.

Procedure 
Date that each procedure indicated by the related code

Date
(preceding field) was performed.
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Data Element
Definition
PRO 
The processing date the PRO enters in field 18 of the PRO-

    Processing 
Report (PRO Adjustment Record).  (See §3674.5 D.)

  
Date

PRO Control
The control number the PRO enters in field 19 of the PRO-

Number
Report (PRO Adjustment Record).  (See §3674.5 D.)

 
PRO 
An indicator describing the PRO determination.

Approval

Indicator

PRO
The first and last days approved where part of the

Approved
stay had not been approved.

Stay Dates

Rate
The payment rate before adjustment for beneficiary liability as determined by the type of billed service.


Inpatient Services.--The rate for inpatient accommodations.


Clinical Diagnostic Laboratory Services Rendered to Outpatients or Nonpatients.--The lower of the fee schedule amount or the charges. (See §3628G.)


DME For Providers Other Than Nominal Charge HHAs.--The lower of

the charge or the fee schedule amount.  (See §3629C.)


DME For Nominal Charge HHAs.--The amount paid from the fee schedule.  (See §3629C.)


DME For Nominal Charge Providers Other Than Nominal Charge HHAs.--The lower of the charge or the fee schedule amount.  (See §3629C.)


ESRD and EPO.--The composite rate and/or the $40 or $70 add-on to the composite rate.  (See §3644.D.)
ReAdmit Code
Indicates whether a hospital inpatient was admitted to this

stay within seven days of discharge from an inpatient hospital.

Y=Yes

N=No

Record
Code you use to identify bill type e.g., inpatient hospital,

Identification  
outpatient hospital, SNF.  See §3875.1 for a definition

Code (RIC)
of valid codes.
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Data Element
Definition
Revenue Center  
UB-82 revenue center code for the accommodation or service

Code
provided.

RTI Control
Number reported to you on bills returned by HCFA because

Number
an error on the bill record caused it to be not useable by

the HCFA system.  This number is used by HCFA to monitor

your RTI bill processing.

Scheduled
Date the check you issued is mailed, deposited by you in the

Payment
provider's account or transferred electronically.  For PIP

Date
claims and no payment bills, enter the scheduled payment date

for payment bills in the same adjudication batch.  For

adjustments (action code 3 in position 2 of the record) enter

the date you forward UNIBILL to HCFA.

Second Year
For services prior to January 1, 1989, the inpatient Medicare 


Coinsurance
days occurring after the 60th day and before the 91st day in   

Days
a single spell of illness.  If the bill spans two calendar years, this field contains 

the coinsurance days that occurred in the second calendar year, otherwise it 

contains zeroes.

 
Second Year
For services prior to January 1, 1989, each beneficiary has a lifetime reserve 

Lifetime
of 60 additional days of inpatient hospital services after using 90 days of services during a spell of illness.  If the bill spans two calendar years, this field contains the lifetime reserve days that fall in the second year.
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Data Element
Definition
Sex
The sex of the patient as recorded at date of admission,

outpatient service, or start of care.

Source of
A code indicating the source of this admission.

Admission

    Statement
The beginning and ending service dates of the period 

    Covers
covered by this bill.

Total 
Each beneficiary has a lifetime reserve of 60 additional 

Lifetime
days of inpatient hospital services after using 90 days

Reserve Days
during a spell of illness.  This item refers to the number of lifetime reserve 

days used by the beneficiary.

Treatment
A number or other indicator that designates that the

Authorization
treatment covered by this bill had been authorized by the

Code
payer.

Type of
A code indicating the priority of this admission.

Admission

 
Type of Bill
A code reported by the provider indicating the specific type of bill 



(inpatient, outpatient, adjustments, voids, etc.)

 
Units
A quantitative measure of services rendered by revenue

(Days for 
center category to, or for, the patient to include such items as 


Accommodations) 
accommodation days for accommodation revenue center codes and 

pints of blood, number of renal dialysis treatments, etc. for ancillary 


revenue center codes.

UB Code
Code indicating the means by which this bill was reported to you.

Utilization 
Days of care chargeable to Medicare utilization.

  
Days


Value Amount
Amount of money related to the associated value code.

 
Value Code
A code that identifies data of a monetary nature that is

necessary for processing this claim as qualified by the payer organization.

Verified
Amount of money for which you determined the patient is

Patient 
liable involving

Liability

Blood Deductible, 

Cash Deductible, 

Part B Coinsurance.
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