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3605.
INCOMPLETE OR INVALID CLAIMS 

3605.1
Claims Processing Terminology.--Definitions 3, 4 and 5 apply to §3605.3.

o
Incomplete Claim - Any claim missing required information (e.g., no provider name).

o
Invalid Claim - Any claim that contains complete and necessary information; however, the information is illogical or incorrect (e.g., incorrect HIC#). 

o
Required - Any data element that is needed in order to process a claim (e.g., Provider Name).

o
Not Required - Any data element that is optional or is not needed in order to process a claim (e.g., Patient's Marital Status).

o
Conditional - Any data element that must be completed if other conditions exist (e.g. if there is insurance primary to Medicare, then the primary insurer's group name and number must be entered on a claim).

o
Return as Unprocessable - Returning a claim as unprocessable does not mean that you should physically return every claim you received with incomplete or invalid information.  The term "return as unprocessable" is used to refer to the many processes utilized today for notifying the provider of service that their claim cannot be processed, and that it must be corrected or resubmitted.  Some (not all) of the various techniques for returning claims as unprocessable include:


1. Incomplete or invalid information is detected at the front-end of your claims processing system.  The claim is returned to the provider of service either electronically or in a hardcopy/checklist type form explaining the error(s) and how to correct it.


2. Incomplete or invalid information is detected at the front-end of the claims processing system and is suspended and developed.  If corrections are submitted within a 45 day period, the claim is processed.  Otherwise, the suspended portion is rejected and the provider of service is notified by means of the remittance notice.


3. Incomplete or invalid information is detected within the claims processing system and is rejected through the remittance process.  Providers of service are notified of any error(s) through the remittance notice and how to correct it.


In short, a claim returned as unprocessable for incomplete or invalid information is a claim that is not denied and, as such, is not afforded appeal rights.
3605.2
Handling Incomplete or Invalid Claims.--


A.
Matrix.--The matrix specifies whether a data element is required, not required, or conditional. (See §3605.3.)  The status of these data elements will effect whether or not an incomplete or invalid claim (hardcopy or electronic) will be returned as unprocessable.  Do not deny claims and afford appeal rights for incomplete or invalid information as specified in this instruction.  (See §3605.1 for Definitions.)
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B.
Incomplete or Invalid Claims.--


o
If a data element is required and it is not accurately entered in the appropriate field, return the unprocessable claim to the provider of service.


o
If a data element is not required and it is accurately or inaccurately entered in the appropriate field, do not return the claim to the provider of service.  If the required data elements are entered accurately and appropriately, process the claim.


o
If a data element is conditional (a data element which is required when certain conditions exist) and is not accurately entered in the appropriate field, return the unprocessable claim to the provider of service.


o
If a claim must be "returned as unprocessable" for incomplete or invalid information, you must, at minimum, notify the provider of service of the following information:

-- Beneficiary's Name;

-- HI Claim Number;

-- Statement Covers Period (From-Through);

-- Patient Control Number (only if submitted); 

-- Medical Record Number (only if submitted); and 

-- Explanation of Errors (e.g., use MIA/MOA/REF Remark Codes).

NOTE:
Some of the information listed above may in fact be the information missing from the claim. If this occurs, include what is available.

The provider of service has three options for correcting claims "returned as unprocessable" for incomplete or invalid information.  They may either submit corrections in writing, via telephone, on-line, as a "corrected" claim, or as an entirely new claim. The chosen mode of submission, however, must be currently supported and appropriate with the action taken on the claim.  


NOTE:
The provider of service must not be denied any services, other than a review, to which they would ordinarily have access.

o
If a claim or a portion of a claim is "returned as unprocessable" for incomplete or invalid information, you must not generate an Explanation of Your Medicare Benefits (EOMB) Notice or the Notice of Utilization to the beneficiary.  The notice to the provider or supplier will not contain the usual reconsideration notice, but will show each applicable error code or equivalent message.

o
If you use the remittance advice or notice to return an unprocessable claim, or a portion of unprocessable claim:

1)
The remittance notice must show all applicable error codes, but not more than five.  If your system prevents you from demonstrating all applicable error codes (such that the provider of service or supplier can correct all of the conditions that caused the return with one resubmission), include as many as you can, up to five, on the remittance advice or notice.  However, there must be a minimum of two codes on the remittance advice or notice (including code MA130).


2)
The returned claim or portion must be stored and annotated, as such, in history, if applicable.  A mechanism must be in place where you can re-activate the claim or portion for final adjudication.
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C.
Special Considerations.--

o
If a "suspense" system is used for incomplete or invalid claims, do not deny the claim with appeal rights if corrections are not received within the suspense period, or if corrections are inaccurate.  You must reject the unprocessable claim through the remittance process, affording no appeal rights to the provider of service or supplier.

o
If a beneficiary submits a claim with incomplete or invalid information, suspend and develop the claim.  If corrections are not received within the suspense period, or if corrections are inaccurate, then deny the claim and afford appeal rights.

NOTE: Telephone inquiries are encouraged.

o
Do not return an unprocessable claim if the appropriate information for both "required" and "conditional" data element requirements is missing or inaccurate but can be supplied through internal files.

3605.3
Data Element Requirements Matrix.--

The matrix in Addendum L specifies data elements which are required, not required and conditional.  These standard data elements are minimal requirements.  A crosswalk is provided to relate HCFA-1450 fields (hardcopy) with fields and records of the UB-92 V.4 (electronic).

The matrix does not specify field/record content and size.  Refer to §3600 (Addendum A), §3604 (billing instructions for hardcopy and electronic claims), and §3606 (required edits) to build these additional edits.  If a claim fails any one of these "content" or "size" edits, return the unprocessable claim to the provider of service. 

NOTE:
The data element requirements in the matrix takes precedence over any other material in the manuals.  We are currently revising the manuals to accommodate the new data element requirements. 

Provide a copy of the matrix listing the data element requirements, and attach a brief explanation to providers and suppliers.

Rev. 1671

6-64.3

03-94


BILL REVIEW
3606

3606.
FORM HCFA-1450 CONSISTENCY EDITS

In order to be processed correctly and promptly, a bill must be completed accurately. Edit all Medicare required fields as shown below.  In addition, apply the MCE edits described in §3656.1 on diagnoses and procedures.   If a bill fails these edits, return it to the provider for correction.  If you edit bill data online, the edits are included in your software.  When you receive magnetic tape or paper bills, either directly or through a billing service, ensure that these edits are made.  Depending upon special services billed to you, you may require additional edits.

FL 4. Type of Bill.

a.
Must not be spaces.

b.
Must be a valid code for hospital billing.  Valid codes are:

First Digit - Type of Facility

1 - Hospital

NOTE:
Hospital-based multi-unit complexes may also have use for the following first digits when billing nonhospital services:

2 - Skilled Nursing

3 - Home Health

4 - Christian Science (Hospital)

5 - Christian Science (Extended Care)

7 - Clinic (see special coding for second digit below)

8 - Special Facility, Hospital ASC Surgery (requires special information in second digit, see below)

Second Digit - Classification (if first digit is 1-5)

1 - Inpatient (Part A)

2 - Inpatient (Part B) - (includes HHA visits under a Part B plan of treatment)

3 - Outpatient - (includes HHA visits under a Part A plan of treatment and use of HHA DME under a Part A plan of treatment)  

4 - Other (Part B) - (includes HHA medical and other health services not under a plan of treatment, hospital and SNF for diagnostic clinical laboratory services for "nonpatients") 

8 - Swing bed

Second Digit - Classification (first digit is 7)

1 -
Rural Health

2 -
Freestanding Renal Dialysis Center

3 - Independent Provider-Based Federally Qualified Health Centers

4 -
Other Rehabilitation Facility (ORF) or Community Mental Health Center (CMHC)

5 -
Comprehensive Rehabilitation Facility (CORF)

Second Digit - Classification (first digit is 8)

1 -
Hospice (Nonhospital-based)

2 -
Hospice (Hospital-based)

3 -
Hospital Outpatient (ASC Procedure)
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Third Digit - Frequency

0 -
No payment

1 -
Full billing (payment)

2 -
First interim

3 -
Continuing interim

4 -
Final interim

5 -
Late charge 

7 -
Correction

8 -
Void/Cancel

FL 6. Statement Covers Period (From-Through).

a.
Cannot exceed eight positions in either "From" or "Through" portion allowing for separations (nonnumeric characters) in the third and sixth positions.

b.
The "From" date must be a valid date which is not later than the "Through" date.

c.
The "Through" date must be a valid date which is not later than the current date.

d.
The number of days represented by this period must equal the sum of the covered days (FL 7) and noncovered days (FL 8), if the type of bill is 11X, 18X, 21X, 41X or 51X.

FL 7. Covered Days.

You do not need to edit the provider's bill.  Determine the proper number of covered days in your bill process.

FL 8. Noncovered Days.

You do not need to edit the provider's bill.  Determine the proper number of noncovered days in your bill process.

FL 9. Coinsurance Days.

You do not need to edit the provider's bill.  Determine the proper number of coinsurance days in your bill process.

FL 10. Lifetime Reserve Days.

You do not need to edit the provider's bill.  Determine the proper number of lifetime reserve days in your bill process.
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FL 13. Patient's Address.

a.
The address of the patient must include:

City

State (P.O. Code)

ZIP

b.
Valid ZIP code must be present if the type of bill is 11X, 13X, 18X, or 83X.

c.
Cannot exceed 62 positions.

FL 14. Birthdate.

a.
Must be valid if present.

b.
Cannot exceed ten positions allowing for separations (nonnumeric characters) in the third and sixth positions.

FL 15. Sex.

a.
One alpha position.

b.
Valid characters are "M" or "F."

c.
Must be present.

FL 17. Admission Date.

a.
Must be valid if present.

b.
Cannot exceed eight positions allowing for separations (nonnumeric characters) in the third and sixth positions.

c.
Present only if the type of bill is 11X, 21X, 33X, 41X, 51X, or 82X.

d.
Cannot be later than the "From" portion of Item 6.

FL 19. Type of Admission.

a.
One numeric position.

b.
Required only if the type of bill is 11X or 41X.

c.
Valid codes are:

1 -
Emergency

2 -
Urgent

3 -
Elective

9 -
Information unavailable
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FL 20. Source of Admission.

a.
One numeric position.

b.
Required if the type of bill is 11X, 13X, 41X or 83X.

c.
Valid codes are:

1 -
Physician referral

2 -
Clinic referral

3 -
HMO referral

4 -
Transfer from a hospital

5 -
Transfer from a SNF

6 -
Transfer from another health care facility

7 -
Emergency room

8 -
Court/Law enforcement

9 -
Information not available

FL 22. Patient Status.

a.
Two numeric positions.

b.
Present only on Part A bills, bill types 11X, 13X, 18X, 21X, 32X, 33X, 41X, 51X, 81X, or 82X, and Part B bills, bill types 13X and 83X.

c.
Valid codes for hospital, SNF and CSS are:

01 -
Discharged to home/self care (routine charge)

02 -
Discharged/transferred to other short-term general hospital

03 -
Discharged/transferred to SNF

04 -
Discharged/transferred to ICF

05 -
Discharged/transferred to another type of institution (including distinct parts)

06 -
Discharged/transferred to home care of organized home health service organization

07 -
Left against medical advice

08 -
Discharged/transferred to home under care of a home IV drug therapy provider

09 -
Admitted as an inpatient to this hospital (only valid for outpatient hospital bills for services prior to the third day before admission.

20 -
Expired (did not recover - Christian Science patient)

30 -
Still patient

d.
Valid codes for hospice (81X or 82X) are:

01 -
Discharged (left this hospice)

30 -
Still patient (remains a patient)

40 -
Expired at home

41 -
Expired in a medical facility such as a hospital, SNF, ICF, or freestanding hospice

42 -
Expired - place unknown

FL 23. Medical Record Number

a.
If provided by the hospital, must be recorded for the PRO.

b.
Must be left justified in CWF record for PRO.

6-68



Rev. 1617

03-94


BILL REVIEW
3606(Cont.)
FLs 24, 25, 26, 27, 28, 29, and 30 . Condition Codes.

a.
Each code is 2 numeric digits.

b.
Valid codes for Medicare are:

02, 04, 05, 06, 07, 08, 09, 10, 11, 15, 16, 20, 21, 26, 27, 28, 29, 36, 37, 38, 39, 40, 41, 55, 56, 57, 60, 61, 62, 63, 64, 65, 66, 70, 71, 72, 73, 74, 75, 76, 77, 78, 79, A5-A9, C1-C7, D0-D9, E0

c.
If code 07 is entered, type of bill must not be hospice "82X."

d.
If codes 36, 37, 38 or 39 are entered, the type of bill must be 11X and the provider must be a non PPS hospital or exempt unit.

e.
If code "40" is entered, the "From" and "Through" dates in FL 6 must be equal, and there must be a "0 or 1" in FL 7 (Covered Days).

f.
Only one code 70, 71, 72, 73, 74, 75, or 76 can be on an ESRD claim.

g.
Code C1, C3, C4, C5 or C6 must be present if type of bill is 11X or 18X.  

FLs 32, 33, 34, and 35. Occurrence Codes and Dates.

a.
All dates must be valid.

b.
Each code must be accompanied by a date.

c.
All codes are two alphanumeric positions.

d.
Valid codes are 01-99 and A0-Z9.

e.
If code 20 or 26 is entered, the type of bill must be 11X or 41X.  If code 21 or 22 is entered, the type of bill must be 18X or 21X.

f.
If code 27 is entered, the first digit in FL 4 must be "3" and the second digit "2" or "3."

g.
If code 28 is entered, the first digit in FL 4 must be a "7" and the second digit "4" or "5."

h.
If code 42 is entered, the first digit in FL 4 must be "8" and the second digit "1" or "2" and the third digit "1 or 4."

i.
If 01 - 04 is entered, Medicare cannot be the primary payer, i.e., Medicare-related entries cannot appear on the "A" lines of FLs 58-62.

j.
If code 20 is entered:

o
Must not be earlier than "Admission" date (FL 17) or later than "Through" date (FL 6).

o
Must be less than 13 days after the admission date (FL 17) if "From" date is equal to admission date (less than 14 days if billing dates cover the period 12/24 through 1/2).
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k.
If code 21 is entered:

o
Cannot be later than "Statement Covers Period" Through date.

o
Cannot be more than 3 days prior to the "Statement Covers Period" From date.

l.
If code 22 is entered, the date must be within the billing period shown in FL 6.

m.
If code 34 is entered, then the type of bill must be 51X.

FL 36. Occurrence Span Codes and Dates.

a.
Dates must be valid.

b.
Code entry is two alphanumeric positions.

c.
Code must be accompanied by dates.

d.
Valid codes are:

70

71

72

74

75

76

77

78

79

M0

e.
If code 70 is entered, the type of bill must be 11X, 18X, 21X, or 51X.

f.
If code 71 is entered, the first digit of FL 4 must be "1, 2, 4 or 5" and the second digit must be "1."

g.
If code 72 is entered, the type of bill must be 13X, 14X, 32X, 33X, 34X, 71X, 74X, or 75X.

h.
If code 74 is entered, the type of bill must be 11X, 13X, 14X, 18X, 21X, 32X, 33X, 34X, 41X, 51X, 71X, 72X, 74X, 75X, 81X, or 82X.

i.
If code 75 is entered, the first digit of FL 4 must be "1 or 4" and the second digit must be "1." 

j.
If code 76 is entered, occurrence code 31 or 32 must be present.

k.
If code 76, 77 or 79 is present, the bill type must be 11X, 13X, 14X, 18X, 21X, 32X, 33X, 34X, 41X, 51X, 71X, 72X, 74X, 75X, 81X, or 82X.

l.
Code M0 must be present only if FLs 24-30 contains code C3.

m.
Neither the "From" nor the "Through" portion can exceed eight positions allowing for separations (nonnumeric characters) in the third and sixth positions of each field.
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FLs 39, 40 and 41. Value Codes and Amounts.

a.
Each code must be accompanied by an amount.

b.
All codes are two alphanumeric digits.

c.
Amounts may be up to ten numeric positions. (00000000.00)

d.
The valid codes are:

04-06
37-44
68
A1-A3
D3

08-19
46-53
70-72
B1-B3

31
56-60
75-76
C1-C3

e.
If code 06 is entered, there must be an entry for code 37.

f.
If codes 08 and/or 10 are entered, there must be an entry in FL 10.

g.
If codes 09 and/or 11 are entered, there must be an entry in FL 9.

h.
If codes 12, 13, 14, 15, 41, 43 or 47 are entered as zeros, occurrence codes 01, 02, 03, 04 or 24 must be present.

i.
Entries for codes 37, 38, and 39 cannot exceed three numeric positions.

j.
If the blood usage data is present, code 37 must be numeric and greater than zero.

FL 42. Revenue Codes.

a.
Four numeric positions.

b.
Must be listed in ascending numeric sequence except for the final entry which must be "0001."

c.
There must be a revenue code adjacent to each entry in FL 47.

d.
For bill type 13X or 83X, the following revenue codes require a 5 position HCPCS code:

274, 30X, 31X, 32X, 34X, 35X, 40X, 46X, 471, 481, 482, 61X, 730, 732, or 74X.

e.
For bill type 32X, 33X or 34X, the following revenue codes require a 5 position HCPCS code:

271, 272, 273, 274, 601, 602, 603, or 604.
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FL 44. HCPCS Codes.

a.
For bill type 13X or 83X the HCPCS codes below must be reported with the specific revenue code shown.  These revenue codes can also be reported with other HCPCS codes.

46X -
94010, 94060, 94070, 94150, 94160, 94200, 94240, 94250, 94260, 94350, 94360, 94370, 94375, 94620

471 -
92504, 92511, 92541, 92542, 92543, 92544, 92545, 92551, 92552, 92553, 92555, 92556, 92557, 92563, 92567, 92568, 92569, 92575, 92584, 92585

480 -
93307, 93308, 93320

482 -
93017

636 - 
Revenue code 636 relates to the HCPCS code for drugs requiring detailed coding.

730 -
93005, 93024, 93041, 93202, 93208, 93221

731 -
93225, 93024, 93041, 93202, 93208, 93221

732 -
93012

74X -
95819

75X -
91010, 91011, 91012, 91020, 91030, 91055

921 -
93721, 93731, 93732, 93733, 93734, 93735, 93736

922 -
95860, 95861, 95863, 95864, 95867, 95868, 95869, 95872, 95900, 95904, 95925, 95935, 95937

f.
For bill type 13X or 83X and revenue codes 360-369, a five position HCPCS code of 10000 - 69979 must be present unless diagnosis code V64.1, V64.2 or V64.3 is present.

FL 46. Units of Service.

a.
Up to seven numeric positions.

b.
There must be an entry in this column if revenue code series 10X-16X, 20X, 21X, 262, 263, 274, 291, 30X-31X, 32X, 333, 34X, 35X, 38X, 403, 45X, 51X, 52X, 61X, or 80X are entered.  Revenue code series 41X, 42X, 43X, 44X, 48X, 91X 636, and 943 require an entry only if the first digit of FL 4 is 1-6 and the second digit of FL 4 is "4."

d.
Accommodation units must equal covered days (FL 7).

FL 47. Total Charges.

a.
Up to ten numeric positions (00000000.00).

b.
There must be an entry adjacent to each entry in FL 42.

c.
The "0001" amount must be the sum of all the entries.
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FLs 50A, B, and C. Payer Identification.

a.
"Medicare" must be entered on one of these lines depending upon whether it is the primary, secondary or tertiary payer.

b.
If value codes 12, 13, 14, 15, 16, 41, 42, 43 or 47 are present, data pertaining to Medicare cannot be entered in Line A of FLs 50-62.

FL 51. Medicare Provider Number.

a.
A six-position alpha/numeric field.

b.
Left - justified.

FLs 58A, B, and C. Insured's Name.

a.
Must be present.  Cannot be all spaces.

FLs 60A, B, and C. Certificate/Social Security Number/HI Claim/Identification Number.

a.
Must be present.

b.
Must contain nine numeric characters and at least one alpha character as a suffix.  The first alpha suffix is entered in position ten, the second in position eleven, etc. The first three numbers must fall within the range of 001 through 649 and 697 through 729 only.

c.
The alpha suffix must be A through F, H, J, K, M, T or W.  Alpha suffixes A and T must not have a numeric subscript.  Alpha suffixes B, D, E, M and W may or may not have a numeric subscript.

d.
If the alpha suffix is H, it must be followed by A, B or C in position eleven.  The numeric subscript (position twelve) must conform with the above for the A, B, or C suffix to be used.

e.
RRB claim numbers must contain either six or nine numeric characters, and must have one, two or three character alpha prefix.

f.
For prefixes H, MH, WH, WCH, PH and JA only a six numeric field is permissable.  For all other prefixes, a six or nine numeric field is permissable.

g.
Nine numeric character claim numbers must have the same ranges as the SSA nine position claim numbers.
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FL 67.
Principal Diagnosis Code.

a.
Must be four or five positions left justified with no decimal points.  Validate with MCE program in accordance with §3656.1.

b.
Must be valid ICD-9-CM code.

FLs 68-75.
Other Diagnosis Codes.

a.
If present, must be four or five positions, left justified with no decimal points.  Validate with the MCE.

FL 80
Principal Procedure Code and Date

a.
If present, must be valid.  Validate with the MCE.

b.
If code is present, date must be present and valid.

c.
Date must fall before the "Through" date in FL 6.  (In some cases it may be before the admission date, i.e., where complications and admission ensue from outpatient surgery.)

d.
When ICD-9-CM codes 37.70 - 37.77 and 37.80 - 37.89 are encountered or CPT-4 Codes 33200 - 33208, 33212, 33216, 33218, 33219, and 33232, pacemaker registry information is required.  (See §3678 - Editing Pacemaker Records.)

FL 81.
Other Procedure Codes and Date.

a.
If present, apply edits for FL 80
FL 82.
Attending/Referring Physician I.D.
o
The UPIN must be present on inpatient Part A  bills with a "Through" date of January 1, 1992, or later.  For outpatient and other Part B services, the UPIN must be present if the "From" date is January 1, 1992, or later.  This requirement applies to all provider types and all Part B bill types. 

--
Number, last name and first initial must be present;

--
First 3 characters must be alpha or numeric; and

--
If first three characters of UPIN are INT, RES, VAD, PHS, BIA, OTH, RET or SLF, exit.  Otherwise, the 4th through 6th positions must be numeric.
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FL 83.
Other Physician I.D.
a.
Must be present if:

o
Bill type is 11X and a procedure code is shown in FLs 80-81; or

o
Bill type is 83X or 13X and a HCPCS code is reported that is subject to the ASC limitation or is on the list of codes the PRO furnishes that require approval.

b.
If required:

o
First 3 characters must be alpha or numeric:

o
Number, last name and first initial must be present; and

o
Left justified:

--
If first three characters of UPIN are INT, RES, VAD, PHS, BIA, OTH, RET or SLF, exit.  Otherwise the 4th through 6th positions must be numeric.
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