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3807.
CWF UTILIZATION EDIT ERROR CODES

The following are utilization error codes.  The number in parenthesis under each error code indicates the related input record (1=Inpatient, Skilled Nursing Facility; 2=Outpatient, Home Health, Hospice; 3=Hospice Notice of Election).
ERROR CODE
EXPLANATION
0042


Credit adjustment is rejected because Secondary Debit failed.

(1,2)


Purpose:

To ensure that the credit half of the credit/debit adjustment pair is not posted if the debit half is missing, out of order, or fails an edit and is not posted.

Resolution:
Ensure the following:

o
The credit/debit adjustment pair is together with the credit first, debit second;

o
The credit claim has the ICN of the last debit posted;

o
The debit has the same ICN in the original ICN field; 

o
The association code is the same on both the credit and debit claims; and 

o
There are no errors that would fail a CWF edit on either credit or debit claim and resubmit the credit/debit adjustment pair.

0043


Secondary Debit is rejected because Credit Adjustment failed

(1,2) 


or is not present.

Purpose:
To ensure that the debit half of the credit/debit adjustment pair is not posted if the credit half is missing, out of order, or fails an edit and is not posted.

Resolution:
Ensure the following:

o
The credit/debit adjustment pair is together with the credit first, debit second;

o
The credit claim has the ICN of the last debit posted;

o
The debit has the same ICN in the original ICN field; 
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ERROR CODE
EXPLANATION
o
The association code is the same on both the credit and debit claims; and 

o
There are no errors that would fail a CWF edit on either credit or debit claim and resubmit the credit/debit adjustment pair.

5052


The name and/or HICN does not match a record on the Health (1,2,3)



Insurance Master file.

Purpose:

To match the correct utilization with the correct beneficiary.

Resolution:

Verify through inquiry to the Host that the HICN is correct on the bill.  If the bill is correct, and the Host HIMR agrees with the reject (no record), notify the host of the error.  Host will contact HCFA to determine eligibility.

5056


The beneficiary number requested by this bill is not available

(1,2,3)


to the Host.  This record is marked as a skeleton at CO and has been purged.  The number you are trying to use is probably incorrect.

Purpose:

To properly identify the beneficiary receiving  the service.

Resolution:

Check with the SSO to determine the proper HICN for this beneficiary. If the HICN and ID are correct, resubmit the bill in 15 working days.

5057                 The beneficiary number requested by this bill is not available to the Host.   

(1,2,3) 


HCFA has a skeleton record.  (This happens when there is a date of death shown for the beneficiary and the beneficiary has had no claims activity for at least 6 months.)

Purpose:

To properly identify the beneficiary receiving the services.

Resolution:

Check with the SSO to determine the proper HICN for the beneficiary.  If the HICN and ID are correct, resubmit in 15 working days.
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5058                         The beneficiary number requested by this bill is not available to the Host at  

(1,2,3) 


this time because the beneficiary record at CO is blocked (this may happen during cross-reference processing).

Purpose:

To notify you that this bill cannot be posted to the Host master at this time.

Resolution:

Check to determine accuracy of the HICN and identification on the claim.  If incorrect data is present, correct and resubmit.  If the bill is correct, resubmit in 15 working days.

5059

        The beneficiary number requested by this bill is not available to the Host at 

(1,2,3) 

        time because the beneficiary record at CO is frozen (this is done while clerical corrections are being made).

Purpose:

To notify you that the bill submitted could not be posted to the Host master.

Resolution:

Resubmit bill in 15 working days if all beneficiary identification is accurate.

5200


No entitlement.  There is no record of the beneficiary's entitlement to the type

(1,2,3)


of services shown on the bill.

Purpose:

To provide benefits for only those services that the beneficiary is entitled to.

Resolution:

Deny the claim for the provider and the beneficiary.  The provider is responsible for developing correct data and resubmitting the bill.

5202


No record of hospice election.

(1,3)

Purpose:

To provide for hospice benefits only after notice of election by the beneficiary.
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ERROR CODE
EXPLANATION
Resolution:

Check with the Host via inquiry to determine the status of the beneficiary.  The satellite should check their records for a hospice notice of election.  If there is evidence that a notice of election has been received and processed, the satellite should notify the Host.  

5203


The dates of service do not fall within a period of hospice election.

(1,3)





Purpose:

To ensure that hospice benefits are covered only during a period of hospice election.

Resolution:

The Host will start a new period of hospice care based on the bill, if the from date on the bill is within a 90 day period of election or 1 day after the 90 day period ends.  (A period ending by the beneficiary's action will not be extended).  If 3 hospice periods have already been established, the host will not start a fourth period except in calendar year 1989 or for calendar years 1989 and 1990, if the beneficiary is a member of a risk HMO.

5204


Hospice dates of termination or voids are inconsistent or fall within a 

(1,3)



previously processed billing date.

Purpose:

To prevent changes in hospice eligibility and election after bills have been processed.

Resolution:

There is a processed hospice bill within the hospice period the satellite is attempting to void.  The bill must be canceled prior to voiding that period of hospice coverage.

5205


Occurrence code 42 date (hospice revocation date) is invalid. The submitted 

(1)



date is not within an established hospice period, or falls within a previously processed hospice period.

Purpose:
To prevent application of revocation date, recover overpayment if claim paid after revocation date, and to avoid processing incorrect revocation date.
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ERROR CODE
EXPLANATION
Resolution:
Determine correct revocation date.  If date falls within a hospice period and no claims are paid after effective date, resubmit with correct date.  If hospice claim paid after revocation effective date, cancel claim and recover payment.

5210


Services are after benefits terminated.

(1,2,3)

Purpose:

To prevent coverage of benefits after coverage terminated.

Resolution:

Deny the claim.  If the provider disagrees, research the termination information through the local SSO.

5211


Services after date of death.

(1,2,3)

Purpose:

To prevent payment of services after the beneficiary's death.

Resolution:

Deny the claim indicating that services were furnished after the date of death on file.  The provider must submit the correct dates of service.  If the provider indicates that the beneficiary is not dead, validate the information by checking the date of death update field.  If a "2" appears in this field, adjust the prior claim.  If the beneficiary is dead and the date is wrong, verify through the SSO.

5220


Services prior to the date of entitlement.

(1,2,3)

Purpose:

To prevent payment for services prior to the beneficiary's entitlement.

Resolution:

Deny the claim.  If the provider disagrees, research the entitlement information through the local SSO.

5233


You paid the claim for services within an HMO period or the HMO 

(1,2,3)


paid for services within a hospice election period.
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ERROR CODE
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Purpose:

To prevent duplication of payment by you for HMO benefits or the HMO for services within a hospice election period.

Resolution:

Make the necessary correction to the bill.  Notify the provider of any changes, and resubmit the bill to the Host.

5234


Master contains HMO data and no HMO input.  Code indicates an

(1,2,3)


HMO alert situation rather than a true utilization reject.  (Error does not apply to HMO Option 1).

Purpose:
To ensure that required data is sent to the PRO. This data is required to be sent to the PRO either on HUIP or HUOP. 

Resolution:
Extract data from the trailer record and resubmit.  Put in field 73 for HUIP and field 46 for HUOP.

5310


No pre-entitlement psychiatric reduction.

(1,2,3)

Purpose:

Payment may not be made for more than a total of 190 days of inpatient psychiatric hospital services during the patient's lifetime. The limitation applies only to services furnished in a psychiatric hospital.  Days prior to entitlement do not count against the patient's lifetime reserve, even though pre-entitlement days may have been counted against the 150 days eligibility in the first spell of illness.

Resolution:

This error occurs when a beneficiary is in a psychiatric hospital (XX4000 provider number) prior to Medicare entitlement, but no pre-entitlement psychiatric days are shown.  The total of pre-entitlement days, plus post-entitlement psychiatric days, cannot exceed 150 days for the first spell of illness when a beneficiary is in a psychiatric hospital prior to entitlement, and is still a patient in a psychiatric hospital on the day of entitlement. Determine the amount of any applicable reduction. Investigate if the current admission is to a psychiatric hospital. Investigate any utilization in the 150-day period before entitlement.  (See §3104 for determining the days available when the reduction applies.)

5320


Both Christian Science and non-Christian Science SNF's in the

 (1)



same spell of illness.
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EXPLANATION
Purpose:

Payment may not be made for sanatorium extended care services after an individual has been furnished post-hospital extended care services during the same spell of illness in a qualified SNF other than a Christian Science SNF.

Resolution:

This combination of services is not permitted in the same spell of illness because of the difference in utilization and co-days. Process one of the two involved bills as a no-pay bill. Recover any payment made.

5340 


A "benefits exhausted" bill is received at the Host, but benefits are not exhausted

(1) 



on Host records.

Purpose:

To prevent underutilization of benefit days.

Resolution:

If earlier bills with sufficient utilization to exhaust benefits are sent to the Host and rejected, the satellite must make the necessary corrections and resubmit those bills prior to resubmitting the "benefits exhausted" bill.  Otherwise, reprocess the bill as a paid bill based on the beneficiary's remaining utilization and make proper payment to the provider.

5360


Age and/or sex disagree with DRG determination.

(1)

Purpose:

To ensure compatibility between the beneficiary's master record and the DRG assigned to the bill.

Resolution:

Change the information on the claim to be compatible with that on the HIMR.

5361

  
Outpatient bill (mammography bills with from date of service after 12/31/90).

(1) 



Bill is for mammography screening, but HCFA records show beneficiary is male.

Purpose:

To prevent payment to male beneficiaries.
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ERROR CODE
EXPLANATION
Resolution:
Assure that the beneficiary's sex is male and deny the claim.  If sex is female, change the information on the claim and resubmit.

5362
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2)
Bill for mammography screening, but HCFA records show beneficiary age as under 35 when screening was done.

Purpose:

To ensure payment is made to eligible beneficiaries.

Resolution:
Deny the claim.

5363  
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2)
HCFA records show beneficiary is over 34 and less than 40 and has had one
previous screening after 12/31/90.

Purpose:

To ensure payment is made for only one mammography screening. 

Resolution:
Deny the claim.

5364
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2) 
HCFA shows beneficiary is over 39, and less than 50, is high risk and has had a screening within 11 months following the month of the last screening date on HCFA's records; or, beneficiary is over 49, and less than 65, and has had a screening within 11 months following the month of the last screening date on HCFA's records.

Purpose:
To ensure payment is made for only one mammography screening  within 2 months following month of last screening.

Resolution:

Deny the claim.
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5365
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2)
HCFA shows beneficiary is over 39, and less than 50, high risk is not indicated following the month of the last screening date on HCFA's records; or, beneficiary is over 64 and has had a screening within the past 23 months following the month of the last screening date on HCFA's records.

Purpose:
To ensure payment is made for only one mammography screening  within 23 months following month of last screening.

Resolution:

Deny the claim.

5366
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2) 
HCFA records show a prior screening date equal to this screening month and 
year.

Purpose:
To prevent duplicate payment.

Resolution:
Deny the claim.

5367
Outpatient bill (mammography bills with from date of service after 12/31/90). (2)
Date of service is prior to screening date on HCFA records and the date of 


service is less than 12 months prior to the posted date of service.

Purpose:

To ensure payment is made for no more than one mammography screening per year.

Resolution:
Deny the claim.

5368
Outpatient bill (mammography bills with from date of service after 12/31/90).

(2)
Date of service is prior to screening date on HCFA records and the bill date of service is less than 24 months prior to the posted date of service.

Purpose:
To ensure payment is made for no more than two screening mammographies a year.
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5368 (Cont.)

Resolution:
(2)





Deny the claim.

5421


Deductible and coinsurance adjustment is necessary due to

(2)



Medicare Secondary Payer (MSP).

Purpose:

To assure proper payment when MSP is involved.

Resolution:

Correct the deductible and coinsurance on the claim based on the type of MSP payer.

5430


Outpatient immunosuppressive drug bill shows a discharge date for a covered

(2)



transplant (Occurrence Code 36) and there is no covered inpatient hospital transplant stay.

Purpose:

To prevent erroneous payment.
Resolution:
Verify with provider that a covered transplant was performed.  If so, verify that an inpatient bill has been submitted.  If an inpatient bill has been submitted, but has not processed through CWF hold claim and resubmit.  If there was no covered transplant, deny the claim. 

5530


Overutilization of lifetime psychiatric days.

(1)

Purpose:

To ensure that the maximum number of psychiatric days (190) are not exceeded.

Resolution:

Correct the bill and resubmit according to utilization remaining.  If lifetime reserve days are needed, then a beneficiary election is required.

5600


HUIP Bills - This HUIP bill matches a posted HUIP bill on the

(1,2,3)


From Date and Thru Date fields.  This bill has action code 1, 3, or 9 (if posted bill action code is other than an 8).  An incoming pay bill will overlay a posted no-pay bill unless the posted bill is an MSP bill.

HUOP Bills - This bill matches a posted bill on provider number, bill type, dates of service (or span code 72, first and last service dates, if present), revenue codes, revenue charges and total charges; the last digit of bill type is not a 5 (late charges); and the action code is a 1, 3 or a 9 (if the posted bill action code is other than an 8).  
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ERROR CODE
EXPLANATION
5600 (Cont.)

Purpose:

(1,2,3)

To prevent duplicate payments to provider.

Resolution:

Check bill history to determine if the posted bill was sent by the provider.  If not, obtain a Host HIMR to determine which satellite processed the posted bill. Correct the bill or notify the provider that the bill has been canceled as a duplicate bill.  If another intermediary processed the bill incorrectly, have the other intermediary submit credit, debit, or cancel only bills to correct the Host history.

5601


This bill overlaps a posted bill From Date and Thru date.

(1,2)

Purpose:

To prevent payment to providers for overlapping claims.

Resolution:

For HUIP Bills- The satellite checks its bill history to determine if the posted HUIP bill was sent by them.  If not, request a HIMR from the Host to determine the origin of the posted bill, and contact the originating satellite to determine where the error in billing dates occurred.  The satellite at fault takes action to correct the error and submits either credit/debit actions or corrects the bill and resubmits it.  If this bill needs to be corrected, notify the provider and prepare a remittance advice, if indicated.

For HUOP Bills - This bill overlaps the service dates of a posted HUOP bill and matches provider number, bill type, revenue codes; the last digit of the bill type is not a 5 (late charges), and the action code is a 1 or 3.  Check the bill history to determine if the posted bill was sent by that provider.  If another intermediary processed the posted bill, determine who is at fault and the intermediary should prepare either a credit/debit adjustment or correct this bill and resubmit.  The final remittance advice(s) reflects payment to the provider.

5610


Duplicate claim information for Action Code 7 - accrete bill history only.  Match 

(2) 

on processing intermediary number and document control number.  This is for 
outpatient claims and the document control number should be the intermediary 
control number.

Purpose:

To ensure that an outpatient claim that is submitted to the Host is not already on the Host claims history file.

Resolution:
Ensure that the outpatient claim is coded properly and is 
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EXPLANATION
5610 (Cont.)
not already on the Host claims history file.  If coded improperly, correct the

(2)
Action Code 7 outpatient claim and resubmit the claim to the Host.  If the claim is on the Host claim history file, delete Action Code 7 outpatient claim and take whatever action that necessitated the claim to be on the claim history file.

5612
Pap Smear repeated in less than 3 years and risk indicator is set at normal.

(2) 

Purpose:

To prevent this procedure from being billed more frequently than permitted.

Resolution:

Deny because the diagnosis does not meet the eligibility criteria.

5700
Bill dates span 3 or more spells of illness.

(1)

Purpose:

To alert you of the likelihood of improperly posted From and Thru dates for one or more of the stays.

Resolution:
Verify the From and Thru dates.  Correct the bill(s) to enable proper calculation of the spells of illness.

5701
Nonutilization days as indicated by noncovered Occurrence Span Code (74, 76,

(1)
77, 79), PPS inlier nonutilization days as indicated by Occurrence Span Code 70, and benefit exhaust date (Occurrence Code 23) are not equal to the nonutilization field submitted on the claim.  This does not apply to action codes 2 or 4,  nonpayment codes of B, C, or N, to MSP involvement or PPS outlier days.

Purpose:  

To assure proper spell and utilization determination.

Resolution:

If this bill is valid, take corrective action to change the patient status on the posted bill (credit/debit).  Verify with the provider that the bill charges need to be adjusted.

5901
This bill is identified as a Kron bill, but does not meet the Kron bill criteria as:

(1,2)


1.
Occurrence Codes 21, 22, or 23, Occurrence Span Code 77, or Nonpayment Codes R or X appears in history within 60 days of the Kron bill "from" date;

2.
The "through" date on a hospital history bill is within 60 days of the Kron bill "from" date;
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5901 (Cont.)
3.
A SNF history bill contains all covered days and the "through" date is (1,2)within 60 days of the Kron bill "from" date; or

4.
A SNF history bill contains covered and noncovered days, but no span codes or occurrence codes specifying the noncovered period, and the calculated covered "through"   date (determined when CWF subtracts the number of noncovered days from the SNF "through" date) is within 60 days of the Kron bill "from" date.

Purpose:
To assure proper calculation of spell of illness.

Resolution:
Verify validity of use of KRON indicator and/or history.  Correct as necessary and resubmit the claim.

5902
This bill has a "through" date within 60 days before the "from" date of a previous (1,2)
Kron bill.

Purpose:
To assure proper calculation of spell of illness.

Resolution:

The Kron indicator must be on the first claim in the spell. Adjust the bills accordingly.  If the Kron indicator is submitted on claims where the service "From" date is in 1989, or does not correspond to the admission date, it will be removed by CWF from the claim in processing.

5903
This Kron bill received within 60 days before the "from" date of an inpatient bill

(1,2)
with Nonpayment Code B, benefits exhausted or beneficiary chose not to use lifetime reserve days.  Nonpayment code B no longer applicable due to Kron bill's establishment of a new spell of illness.  The incoming inpatient claim contains the Kron indicator and will split the posted spell of illness into two spells.  However, the split would cause an underutilization situation in the "first" spell.

Purpose:
To prevent an underutilization situation in a previously processed claim.

Resolution:

CWF trailer code 06, overlap/duplicate bill trailer, is returned with edit 5903 to identify the nonpayment code B bill.  Cancel the nonpayment code B bill.  Reprocess the Kron bill to payment, and then re-enter the B bill, but without Nonpayment Code 'B.'  If the B bill was processed by 
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EXPLANATION
5903 (Cont.)
a different intermediary than that processing the Kron bill, the Kron intermediary

 (1,2)
must notify the B intermediary to cancel and subsequently resubmit the corrected B bill.

5904
The Kron bill submitted requires that an existing spell of illness be split into two

 (1,2)
spells, but the spell of illness on the master record is not consistent with the spell data in history.

Purpose:
To assure proper calculation of spell of illness.

Resolution:

Determine whether the problem is attributable to archived history records.  If so, download the pertinent records from the archives and check to see if the utilization problem has been eliminated.  If not due solely to archived records, or if due to a discrepancy between the master beneficiary record and utilization on the inpatient summary history record, forward a printout highlighting the problem field(s) which has been annotated with the correct information.  Reprocess the Kron bill for system payment when the edit condition has been cleared.

6000
No match on Admission Date, Stay Thru Date, Discharge Date Deductible,

 (1,2)
Lifetime Reserve, Full Days, Coinsurance Days, Blood Pints Deductible, Blood Pints Furnished, Blood Pints Unreplaced, Provider Number [OP, HH] - No match on trailer year and/or archived history.

Purpose:
To alert you of a material discrepancy that must be investigated and resolved prior to payment.

Resolution:
Verify the data with the provider.  Enter the corrected data.  

If no archived history, request HIMR.  If not present, use Action Code 7 process.

6001
The cancel/credit claim service dates do not fall within a spell of illness on the

 (1)
beneficiary master record.

Purpose:
To alert you of a material discrepancy that must be investigated and resolved prior to payment.

Resolution:
Verify the data with the provider.  Enter the corrected data.
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6002
The cancel/credit claim service dates overlap a spell of illness on the beneficiary

 (1)
master record.

Purpose:
To assure proper spell and adjustment determinations.

Resolution:
If the cancel/credit bill is valid, take corrective action to change the From/Thru dates and correct the spell of illness.  If not valid, correct the bill as needed.

6003
There is no claims history for the spell of illness on the beneficiary master record 

(1)
that the cancel/credit claim falls within.

Purpose:
To assure proper spell and adjustment determinations.

Resolution:
Restore history, if purged, or post unprocessed bill to history.  Otherwise, verify the cancel/credit dates with the provider, post data for the stay being canceled/credited, or correct the cancel/credit as needed.

6004
Debit claim is combining two spells of illness and there is no history for one or

 (1)
both spells of illness.

Purpose:

To assure proper spell of illness determinations.
Resolution:
Restore history, if purged, or post unprocessed bill to history.  Otherwise, verify the debit dates and enter any corrections.

6010
For hospital and SNF bills there is a match on Admission Date, Stay Thru Date,

 (1,2)
and Discharge Date, but not a match on all of the following:  Lifetime Reserve, Full Days, Coinsurance Days, Blood Pints Deductible, Blood Pints Furnished, Blood Pints Unreplaced, Provider Number.

For outpatient bills there is Summary History or Archived History, or there is not a match on all of the following:  Service From Date, Service Thru Date, Original ICN, Cancel Date equal to O, Provider Number, Medical Expenses Subject to Deductible Psych Expenses, Home Health Visits (Home Health only).

For hospital and SNF bills there is a match on Admission Date, Stay Thru Date, and Discharge Date, but not a match on all of 
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the following:  Lifetime Reserve, Full Days, Coinsurance Days, Blood Pints 

(1,2)
Deductible, Blood Pints Furnished, Blood Pints Unreplaced, Provider Number.

For outpatient bills there is Summary History or Archived History, or there is not a match on all of the following:  Service From Date, Service Thru Date, Original ICN, Cancel Date equal to O, Provider Number, Medical Expenses Subject to Deductible Psych Expenses, Home Health Visits (Home Health only).

Purpose:

To assure proper calculation of coinsurance and deductibles and charging of utilization.

Resolution:
Verify the dates on the credit/cancel/debit bill with the provider.  Correct the initial record or the adjustment bill, as needed, to enable a match.

6030
Action Code = 7 (Restore bill history) record insufficient expenses in beneficiary

 (2)
master trailer for the record to be posted.

Purpose:
To ensure that when a history add only action is received (outpatient claim with an Action Code 7), there has been sufficient utilization posted.  The only problem is that the claim is missing from history, but had been processed by either the UNIBILL batch system or CWF previously.

Resolution:
Since this claim had not been previously posted by either the UNIBILL batch system or the CWF system, resubmit the outpatient claim as an Action Code 1.  Ensure the claim is not paid again, if previously paid.  Once this action is posted by CWF, take whatever action necessary to cause the claim to be on the CWF claim history file.

6801
MSP indicated on claim, but Host has no MSP Auxiliary Record.

(1,2)

Purpose:

To assure correct payment on an MSP claim.

Resolution:

Verify that the claim is correct.  The satellite establishes an MSP record at the Host by submitting an MSP transaction record and resubmitting the bill.  This can be done on the same day the Host enters all transactions prior to processing bills.
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6802
MSP indicated on claim, but the Host has no matching MSP Auxiliary Record.

(1,2)

Purpose:

To assure correct payment on an MSP claim.

Resolution:

Verify that the claim and MSP information are correct.  If the MSP information is not present on Host or is incorrect, the satellite should submit an MSP Maintenance Transaction to establish or change the MSP Auxiliary Record, and resubmit the bill.  This can be done on the same day as Host enters all transactions prior to processing bills.

6803
MSP is not indicated on the bill, but there is an MSP Auxiliary Record indicating

 (1,2)
that the MSP service dates are within the From and Thru dates on the bill.

Purpose:

To assure that proper payment is made by a primary payer.

Resolution:

Change the claim to indicate MSP, notify the provider and/or change the remittance advice to the provider and send the corrected claim to the host.

6804
MSP code on auxiliary file is 'D' (auto liability), 'E' (workers compensation) or

 (1,2)
'H' (Black Lung) and diagnosis range on claim equals diagnosis on auxiliary record and MSP is not indicated on the claim.

Purpose:

To assure that proper payment is made by a primary payer.

Resolution:

Change the claim to reflect MSP involvement, notify the provider and/or send a corrected remittance advice and resubmit the corrected claim to the Host.

6805
MSP conditional payment indicated on claim.  However, MSP found with 

(1,2)
validity indicator not equal to 'Y'.

Purpose:

To ensure that MSP data is captured on CWF for possible future MSP involvement.

Resolution:

Input an MSP Maintenance Transaction Record to annotate MSP data to CWF.
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6806
The bill shows an MSP Override Code of 'M' or 'N' and no MSP Auxiliary 

(1,2)
Record is found with dates that fall within the dates of service on the bill.

Purpose:

To assure proper primary payer on all bills.

Resolution:

Change the bill to indicate Medicare primary payer and notify the provider unless development has assured you that it is correct.  Send an MSP Maintenance Transaction record to update the Host MSP Auxiliary File and resubmit the bill.

6807
Only cash deductible adjustment allowed.  Attempt to automatically adjust

 (1,2)
utilization days or noncovered days.  This applies to any MSP claim and any claim spanning more than 2 calendar years from either a hospital not subject to prospective payment system (PPS) or a SNF claim that is not noncovered.

Purpose:
To allow adjustments to cash deductible only.

Resolution:
Resubmit the claim, adjusting cash deductible only.

6808
Claim is MSP cost avoided, and a matching MSP Auxiliary Record has been

 (1,2)
found with the MSP-Validity-Ind = 'Y'.

Purpose:
To identify MSP cost avoidance savings.

Resolution:
Resubmit the claim showing MSP cost avoidance with override code = 'X'.

6809
Claim is identified by the IRS/SSA data match project (originating or updating

 (1,2)
contractor = 77777).  Claim is MSP cost avoided, and no matching MSP Auxiliary Record is found.

Purpose:

To identify MSP cost avoidance savings indicated by the IRS/SSA data match project.

Resolution:

Resubmit the claim using MSP cost avoidance code of 'X'.

Purpose:

To identify MSP cost avoidance savings.

Rev. 1600  
9-121

3807(Cont.)
PROCESSING-REPORTS-RECORDS
06-93

ERROR CODE
EXPLANATION
6809 (Cont.)
Resolution:
(1,2)

Resubmit the claim showing MSP cost avoidance with override code = 'X'.

NOTE:
Codes 8001-8017 and 8026-8027 are returned as disposition AA.  Effective April 5, 1993, there are no more automatic adjustments of current claims, but there are utilization rejects returned with disposition AA.  When you receive one of these, reprocess the claim using the information provided in the 07 trailer record.  


Effective June 28, 1993, CWF eliminates automatic adjustments of any prior processed claims.  At that time, any prior processed claim that is incorrect is automatically canceled. This is shown by a spell (15) trailer on the response of the current claim being processed or, if a different intermediary processed the prior claim, a HCFA-L1002.


8001

Hospital full days overapplied.  More full hospital days were applied than were 

(1)

available to the beneficiary.


Purpose:

To assure that excessive days are not paid for by Medicare.


Resolution:

Resubmit the claim showing the correct (available) full days and applying coinsurance days where necessary to cover the remainder of the hospitalization. The correct information to use when reprocessing is in the 08 trailer.


8002

Hospital full days underapplied.  There are hospital full days remaining that

 (1)

should be applied to this claim.


Purpose:


To assure that the beneficiary receives all program benefits to which he/she is entitled.  


Resolution:

Resubmit the claim showing the correct (available) full days and only applying coinsurance days where necessary to cover the hospitalization.  The correct information to use when reprocessing is in the 08 trailer.


8003

Hospital coinsurance days underapplied.  There are coinsurance days remaining

 (1)

that should be applied to this claim.


Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled.


Resolution:
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ERROR CODE
EXPLANATION
8003 (Cont.)
Resubmit the claim showing the correct (available) full days and apply 

(1)

coinsurance days where necessary to cover the hospitalization.  The correct information to use when reprocessing is in the 08 trailer.


8004

Hospital coinsurance days overapplied.  More coinsurance hospital days were

(1)

applied than were available to the beneficiary.


Purpose:

To assure that excessive days are not paid for by Medicare.


Resolution:

Resubmit the claim showing the correct (available) coinsurance days and applying Lifetime Reserve (LTR) days where necessary to cover the remaining hospitalization.  The correct information to use when reprocessing is in the 08 trailer.


8005

Hospital LTR days overapplied.  More LTR hospital days were applied than

 (1)

were available to the beneficiary.


Purpose:

To assure that excessive days are not paid for by Medicare.


Resolution:

Resubmit the claim showing the correct (available) LTR days and showing the remaining days as noncovered where necessary to cover the hospitalization.  The correct information to use when reprocessing is in the 08 trailer.


8006

Inpatient cash deductible overapplied.  

(1)

Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled, and to minimize his/her out-of-pocket expenses.


Resolution:

Resubmit the claim showing the correct inpatient cash deductible.  The correct information to use when reprocessing is in the 08 trailer.


8007

Inpatient cash deductible underapplied.

(1)

Purpose:

To assure that excessive Medicare funds are not spent.  There is inpatient cash deductible remaining to be met for this benefit period (spell).
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ERROR CODE
EXPLANATION
8007 (Cont.)
Resolution:
(1)

Resubmit the claim showing the correct inpatient cash deductible.  The correct information to use when reprocessing is in the 08 trailer.


8008

Blood deductible overapplied.

(1,2)

Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled, and to minimize his/her out-of-pocket expenses.


Resolution:

Resubmit the claim showing the correct blood deductible.  The correct information to use when reprocessing is in the 08 trailer.


8009

Blood deductible underapplied.

(1,2)

Purpose:

To assure that excessive Medicare funds are not spent.  There is blood deductible remaining to be met for this benefit period (spell).


Resolution:

Resubmit the claim showing the correct blood deductible.  The correct information to use when reprocessing is in the 08 trailer.


8010

SNF full days overapplied.  More full SNF days were applied than were a

(1)

available to the beneficiary.


Purpose:

To assure that excessive days are not paid for by Medicare.


Resolution:

Resubmit the claim showing the correct (available) full days and apply coinsurance days where necessary to cover the SNF stay.  The correct information to use when reprocessing is in the 08 trailer.


8011

SNF full days underapplied.  There are SNF full days remaining that should be

 (1)

applied to this claim.


Purpose:


To assure that the beneficiary receives all program benefits to which he/she is entitled.  
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ERROR CODE
EXPLANATION
Resolution:

Resubmit the claim showing the correct (available) full days and apply coinsurance days to the remainder of the SNF stay.  The correct information to use when reprocessing is in the 08 trailer.


8012
SNF coinsurance days overapplied.  More coinsurance SNF days were applied

 (1)
than were available to the beneficiary.


Purpose:

To assure that excessive days are not paid for by Medicare.


Resolution:

Resubmit the claim showing the correct (available) coinsurance days and show the remaining days in the SNF stay as noncovered.  The correct information to use when reprocessing is in the 08 trailer.


8013
SNF coinsurance days underapplied.  There are coinsurance days remaining that 

(1)
should be applied to this claim.


Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled.


Resolution:

Resubmit the claim showing the correct (available) coinsurance days and show any remainder of the SNF stay as noncovered.  The correct information to use when reprocessing is in the 08 trailer.


8014
Outpatient (Part B) cash deductible overapplied.  The cash deductible amount 

(1)
required for the year has already been met on previously posted claims.


Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled, and to minimize his/her out-of-pocket expenses.


Resolution:

Resubmit the claim showing the correct outpatient (Part B) cash deductible.  The correct information to use when reprocessing is in the 08 and 11 trailers.


8015
Outpatient (Part B) cash deductible underapplied.  The cash deductible amount 

(1)
required for the year has not been met.
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ERROR CODE
EXPLANATION

Purpose:

To assure that excessive Medicare funds are not spent.  There is outpatient (Part B) cash deductible remaining to be met for this calendar year.


Resolution:

Resubmit the claim showing the correct outpatient (Part B) cash deductible.  The claim must contain a deductible amount.  The correct information to use when reprocessing is in the 08 and 11 trailers.


8016
Psychiatric expenses overapplied.

(1)

Purpose:

To assure that Medicare does not pay charges beyond the limit.


Resolution:

Resubmit the claim showing the correct (available) use of psychiatric expenses for the claim year.  The balance of charges are noncovered.  The correct information to use when reprocessing is in the 08 and 11 trailers.



8017
Psychiatric expenses underapplied.

(1)

Purpose:

To assure that the beneficiary receives all program benefits to which he/she is entitled.


Resolution:

Resubmit the claim showing the correct (available) use of psychiatric expenses for the claim year.  The correct information to use when reprocessing is in the 08 and 11 trailers.


8026
Incorrect Billing Record Code submitted.  Beneficiary has Part B benefits only 

(2)
and Billing Record Code on claim indicates Part A coverage.


Purpose:

To assure only actual beneficiary coverage is utilized.


Resolution:

Resubmit with correct Billing Record Code on claim, i.e., for Part B benefits.


8027
Incorrect Billing Record Code submitted.  Beneficiary has Part A benefits and

 (2)
Billing Record Code on claim indicates Part B coverage.
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EXPLANATION
8027 (Cont.)
Purpose:
(2)

To assure only actual beneficiary coverage is utilized.


Resolution:


Resubmit with correct Billing Record Code on claim, i.e., for Part A benefits.

9000
Hospital bill not subject to PPS or covered SNF bill contains dates of service 

(2)
(statement From and Thru date) that span more than two calendar years.  Only PPS hospital and noncovered SNF claims can contain more than 2 calendar years within the dates of service.

Purpose:

To accommodate correct processing of bills spanning 3 or more years with covered and noncovered days and are part of two spells of illness in addition to a catastrophic record.

Resolution:

RT101
Hold bill until CWF logic is in place to process bill. Claim is awaiting retrieval 

(2)
of archived history.

Purpose:

To recall archived outpatient history that relates to current claim processing.

Resolution:

The Host retrieves the archived history records.  This retrieval process executes weekly.  Resubmit the claim in 6 days.

RT02
Attempted history retrieval, but the beneficiary history pointers were full.

(2)

Purpose:

The retrieval process found a matching record, but the pointers are full, and the record cannot be retrieved from archived history.

Resolution:
Contact the Host to perform an ARCMINI purge to retrieve the history record.
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3808.
MEDICAL REVIEW AND A/B CROSSOVER REJECTS/ALERTS

The following are Medical Review and A/B Crossover Rejects and Alerts.

ERROR CODE
EXPLANATION
7010
An inpatient, outpatient, or home health bill with dates of service equal to or

REJECT
overlapping a Hospice election period, and Condition Code 07 is not present on the bill.

Purpose:

To detect bills during a hospice benefit period when a nonterminal condition is not reported.

Criteria:

The same beneficiary name, HICN, and the beneficiary, according to the Hospice Master Record, is in a hospice period of election (Hospice indicator is on) and the inpatient (bill type 11X, 21X, 41X, or 51X) or outpatient (bill type 12X, 13X, 14X, 22X, 23X, 24X, 71X, 72X, 73X, 74X, 75X or 83X) or home health (bill type 32X, 33X, or 34X) bill does not contain Condition Code 07 (treatment of a nonterminal condition for a hospice patient).

RESOLUTION:


Deny the bill.

7020
Claim bill type is 12X and the From and Through dates are equal to the posted

REJECT 
outpatient 73X bill type service dates or, if present, Occurrence Span Code 72 dates.

Purpose:

To detect duplicate billing of inpatient and FQHC services.
Criteria:

From and Through dates on incoming bill type 12X equal the posted bill type 73X or Occurrence Code 72 dates.
Resolution:
Deny the claim as a duplicate.
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ERROR CODE
EXPLANATION
7050
Outpatient claim (bill type 13X, 23X, 33X, 34X, 74X or 75X) dates of service

REJECT 
(From and Through dates, or if present, the First/Last dates of the Occurrence Span Code 72) for physical therapy (PT), speech (ST), and/or occupational therapy (OT) overlap the From and Through dates of a SNF (21X or 51X) bill with PT, ST, and/or OT services.

Purpose:

To detect duplicate bills for physical, speech and/or occupational therapy.

Criteria:

An outpatient claim (bill type 13X, 23X, 33X, 34X, 74X, or 75X) for physical therapy (revenue codes 420-429), and/or speech therapy (revenue codes 440-449), and/or occupational therapy (revenue codes 430-439) by the same or another provider for dates of service (From and Through date, or if present the First/Last date of the Occurrence Span Code 72) which overlap a SNF (bill type 21X or 51X) stay with physical therapy (revenue codes 420-429), and/or speech therapy (revenue codes 440-449) and/or occupational therapy (revenue codes 430-439).

Resolution:

Deny the bill as a duplicate.

7070
Part B claim (HUOP record) with the last service date, or, if present, Occurrence

REJECT 
Span Code 72 (First/Last) date equal to or one day earlier than a posted inpatient Date of Admission for the same provider.

Purpose:


To detect Part B claims that should have been bundled into the inpatient bill.

Criteria:


All beneficiary identification fields match.  It is the same provider for bill types 12X, 13X, 14X, 22X, 23X, 24X, 72X or 83X and the billing dates are equal to the Date of Admission or the Date of Admission minus one day.

Resolution:


Deny the bill.  Advise the provider to determine if the proper charges are included in the inpatient bill.  If the provider determines that the outpatient bill should have been included in the inpatient bill, but was not, they should review the bill to determine if the additional charges create an outlier claim.  If so, the provider must submit an adjustment bill.
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ERROR CODE
EXPLANATION
7080
Part B claim on which the From and Through service dates, (or, if present, the

REJECT 
Occurrence Span Code 72 (First/Last Visit) dates), overlap or are within the From date and the discharge date minus one (or the Through date on an interim bill) on a posted inpatient bill with a Source Code 2 (CWF-OSA) or 3 (CWF) for different providers.

Purpose:

To detect outpatient claims that should have been bundled into the inpatient bill.

Criteria:

All beneficiary identification fields match.  The outpatient bill type is 12X, 13X, 14X, 23X, 24X, 32X, 33X, 34X, 71X, 72X, 73X, 74X, 75X, or 83X.  The From and Through service dates overlap or are within the inpatient bill From date and Discharge Date minus one, or the Through date on an interim bill (patient status code 30) for different providers.

Resolution:

Deny the bill.  The provider must review the original (paid) inpatient bill to determine that all charges were included. The hospital pays the supplier.  (See §§3664 and 3672.)

7108
An outpatient bill type (13X, 23X, 33X, 34X, 71X 74X, or 75X) for physical

ALERT 
therapy (PT) and/or speech therapy (ST), and/or occupational therapy (OT) for the same or overlapping dates of service (From and Through), or, if present on the bill, the First/Last Visit dates for the Occurrence Span Code 72, and a revenue code, HCPCS code or a revenue to HCPCS code match for PT and/or ST and/or OT.  Billed by the same provider or another provider, physician (specialty code 01, 04, 08, 11, 12, 13, 14, 17, 25, 35, 38, 40, 49, 70, or 64) or independent therapist (65, 67).  The incoming outpatient bill is matched against both Part A outpatient and Part B carrier claims.

Purpose:

To detect duplicate billings either by the same provider or for a beneficiary receiving the same services from multiple provider specialties that can perform physical, speech and/or occupational therapy services.
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ERROR CODE
EXPLANATION
Criteria:

All beneficiary identification is the same.  The provider may be the same or another provider (bill types 13X, 23X, 33X, 34X, 71X, 74X, or 75X).  The provider may be a physician (specialty codes 01, 04, 08, 11, 12, 13, 14, 17, 25, 35, 38, 40, 49, 70 or 64), or an independent therapist (specialty codes 65 or 67) providing the same service within the same service dates (From and Through date or, if present on the bill, the First/Last Visit for the Occurrence Span Code 72).

Resolution:

Deny the bill if the same provider submitted a duplicate claim.  If the services are furnished by a different provider or are not duplicated, refer the bill to medical review for determination of medical necessity.  If the claim is denied as a duplicate or as the result of medical review, recover the erroneous payment and process an adjustment to the Host.

7109
An outpatient  claim with the Through (Last Service) Date or, if present, the

REJECT 
Occurrence Span Code 72 Date, greater than the inpatient Admission Date minus 4 days and one or more diagnostic revenue code and/or procedure codes are present.

Purpose:

To detect outpatient bills that should be included on the inpatient history bill.

Criteria:

All beneficiary identification fields match.  It is the same provider for bill types 13X or 14X and the Through (Last Service) date or, if present, the Occurrence Span Code 72 Date, is greater than the inpatient Admission Date minus 4 days and only one or more diagnostic revenue codes 254, 255, 30X, 31X, 32X, 34X, 35X, 40X, 46X, 53X, 61X, 62X, 73X, 74X, 92X, and/or 48X, with only one or more HCPCS code(s) 93015, 93307, 93308, 93320, 93501, 93503, 93505, 93510, 93526, 93541, 93542, 93543, 93544 - 93552, 93561 or 93562 are present.
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ERROR CODE
EXPLANATION
Resolution:

Return the outpatient bill to the provider.  The provider may adjust the inpatient bill if charges were omitted.  If Part B deductible or coinsurance were collected by the provider, any monies collected must be returned to the beneficiary.

7111
An inpatient PPS bill (type 111, condition code 65 not present) is posted to the

REJECT 
Host history and the From date (on the posted bill) is equal to the Through date on the incoming inpatient PPS bill (type 111, condition code 65 not present) and the patient discharge status is 01 (discharged to home or self care).

Purpose:


To identify transfers between PPS hospitals.  This reject prevents incorrect DRG payments.

Criteria:


All beneficiary identification fields match.  Both inpatient bills are PPS (condition code 65 not present).  The From date on the posted bill is the same as the Through (discharge) date on the incoming bill and the patient discharge status is 01 (discharged to home or self care).

Resolution:


Change the patient status code to 02 (transferred to another acute care facility) and reprocess the bill.  (See §3610.5.)

7112
Inpatient claim (HUIP record) From Date or From Date minus 1 day equals the

REJECT
last service date, or, if present, the Occurrence Span Code 72 (First/Last Visit), on a posted Part B claim (HUOP record) and the provider numbers are the same.

Purpose:

To detect inpatient bills that have posted Part B bills with charges that should have been bundled into the inpatient bill.

Criteria:

All beneficiary identification fields match.  Provider numbers match, and the bill type is a 11X, 21X, 41X or 51X.  The Admission (From Date or From Date minus one day) Date equals the last service date on a (posted) Part B claim.
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ERROR CODE
EXPLANATION
Resolution:

Cancel the outpatient bill.  Notify the provider why the outpatient bill was canceled.  If any beneficiary Part B deductible was collected on the canceled Part B bill, the beneficiary must be paid any amounts collected towards that outpatient bill.  Follow instructions in §3670 regarding collection of deductible or coinsurance, or use your indemnification process, as appropriate.  Ensure that the inpatient bill has the outpatient charges included. After the outpatient bill is canceled, resubmit the inpatient bill for processing.

7113
An inpatient claim with the Admission Date less than 4 days from the  Through

REJECT
(last service) Date or, if present, the Occurrence Span Code 72 date, on the outpatient history record and the outpatient claim is for diagnostic services only.

Purpose:

To detect outpatient bills for diagnostic services that should have been bundled into the inpatient bill.

Criteria:

All beneficiary identification fields match.  The provider numbers are the same and the Through (last service) Date or, if present, the Occurrence Span Code 72 date, is greater than the inpatient admission date minus 4 days on the incoming inpatient bill.  The posted outpatient claim is for diagnostic revenue codes 254, 255, 30X, 31X, 32X, 341, 35X, 40X, 46X, 53X, 61X, 62X, 73X, 74X, 92X and/or 48X with only one or more HCPCS code(s) 93015, 93307, 93308, 93320, 93501, 93503, 93505, 93510, 93526, 93541, 93542, 93543, 93544 - 93552, 93561 or 93562.

Resolution:

Cancel the outpatient claim and recover any payment.  Return the inpatient bill for verification that the appropriate charges are posted to the inpatient bill.

7114
An outpatient claim which contains both therapeutic and diagnostic services

REJECT
against a posted inpatient history claim with the Through date (last service) date greater than the inpatient admission date minus 4 days.

Purpose:

To detect diagnostic services on an outpatient bill that should be included on the inpatient claim.
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ERROR CODE
EXPLANATION
Criteria:

All beneficiary identification matches.  The provider number on the outpatient claim is the same as the inpatient bill.  The outpatient bill type is 13X or 14X and the Through (last service) date, or, if present, the Occurrence Span Code 72 date, is greater than the inpatient admission date minus 4 days.  There are both therapeutic revenue codes (33X, 342, 36X, 37X, 412, 42X, 43X, 44X, 45X, 49X, 51X, 52X, 54X, 63X, 70X, 71X, 72X, 75X, 76X, 79X, 90X, 91X or 94X), and diagnostic revenue codes (254, 255, 30X, 31X, 32X, 341, 35X, 40X, 46X, 62X, 73X, 74X, 92X and/or 48X and HCPCS code(s) 93015, 93307, 93308, 93320, 93501, 93503, 93505, 93510, 93526, 93541, 93542, 93543, 93544 -93552, 93561, or 93562).

Resolution:


Return the outpatient bill to the provider to rebill for therapeutic services only and to determine whether an adjustment to the inpatient bill is needed to include diagnostic services (charges).

7115
An inpatient claim against a posted outpatient history claim which contains both 

REJECT
therapeutic and diagnostic services and the Through (Last Service) Date on the outpatient claim is greater than the inpatient Admission Date minus 4 days.

Purpose:


To detect outpatient services (diagnostic) that should have been included in the inpatient bill.

Criteria:


All beneficiary identification is the same.  The provider number on the claim is the same as the provider number on the outpatient history claim.  The Through (last service) date, or, if present, the Occurrence Span Code 72 date, is greater than the inpatient admission date minus 4 days.  The outpatient history claim has both therapeutic revenue codes 33X, 342, 36X, 37X, 412, 42X, 43X, 44X, 45X, 49X, 51X, 52X, 54X, 63X, 70X, 71X, 72X, 75X, 76X, 79X, 90X, 91X or 94X, and diagnostic revenue codes 93015, 93307, 93308, 93320, 93501, 93503, 93505, 93510, 93526, 93541, 93542, 93543, 93544 - 93552, 93561 or 93562.

Rev. 1556
9-133 

3808(Cont.)
PROCESSING-REPORTS-RECORDS
01-92

ERROR CODE
EXPLANATION
Resolution:


Cancel the outpatient claim containing both the therapeutic and diagnostic services.  Return the inpatient bill for verification that the outpatient diagnostic services have been included on the inpatient bill.  Resubmit the inpatient bill for processing.  The provider may rebill the therapeutic services separately.

7171
RHC (bill type 71X) for professional service (revenue code 96X) dates of service

ALERT
(From and Through dates, or, if present on the bill, the First/Last Visit dates of the Occurrence Span Code 72) are the same or overlap a physician service (specialty codes 01-04, 06-13, 15-19, 23-25, 31, 34-35, 37, 38, 41, and 48) on a carrier Part B claim.

Purpose:


To detect duplicate billings of physician services for a RHC.

Criteria:


RHC (bill type 71X) for professional service (revenue code 96X) and the dates of service (From and Through dates, or, if present on the bill, the First/Last Visit dates of the Occurrence Span Code 72) are equal to or overlap a physician service (specialty codes 01-104, 06-13, 15-19, 23-25, 31, 34-35, 37, 38, 41 and 48) on a carrier Part B claim.

Resolution:


Determine if the physician's charge is a duplicate charge.  If the RHC is in error, adjust the claims.  If the carrier billing is in error, send all pertinent information to the carrier for necessary action.

7172
An outpatient bill for a screening pap smear matches an outpatient or a Part B 

REJECT
history claim for a screening pap smear and the dates of service are equal.
Purpose:


To reject either the hospital outpatient bill or the Part B physician nonprofessional component for billing duplicate services.
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ERROR CODE
EXPLANATION
Criteria:

If the incoming outpatient claim (HUOP record) is for a screening pap smear (diagnosis code equals V736 and V762 or Vl726 and V1589 and the HCPCS code is either Q0060 or Q0061) and it matches an outpatient history or a Part B (HUBC record) history claim for a screening pap smear (diagnosis code V762 or V1589 and HCPCS code Q0060 or Q0061), the outpatient claim type of bill (bill type is 13X or 23X) and the date of service, or the Occurrence Span Code 72 dates, if present, equal the outpatient history or Part B (HUBC) history date of service and the HCPCS modifier 1 or 2 is not equal to 26 (Professional component).

Resolution:


Reject the bill and notify the beneficiary and the provider that this service (a screening pap smear) is allowed only once every 3 years.  See §3628.1 and the Coverage Issues Manual §50-20.1.)

7211
The incoming eyewear claim is posted to the Host's SURG900 file.

ALERT

Purpose:

To establish an audit trail on the incoming claim.

Criteria:

An incoming claim for eyewear is processed and the SURG900 file shows no prior cataract or eyewear records.

Resolution:

No action is required.

7220
Prior eyewear claim processed. For incoming eyewear claim on or after 1/1/91, 

REJECT
eyewear coverage is limited to a single pair of conventional eyeglasses or contact lenses furnished after each cataract surgery with the insertion of an intraocular lense (IOL).

Purpose:

To ensure that payment is made for only one eyewear for each cataract surgery with an IOL insertion.
Criteria:

An incoming eyewear claim and the SURG900 file shows that eyewear was previously approved for the prior IOL insertion.
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ERROR CODE
EXPLANATION
Resolution:
Deny the claim.

7230
Multiple eyewear on claim.  For incoming eyewear claim on or after 1/1/91, 

REJECT
eyewear coverage is limited to a single pair of conventional eyeglasses or contact lenses furnished after each cataract surgery with the insertion of an intraocular lense (IOL).

Purpose:

To ensure that the beneficiary's eyewear benefit is limited to a single eyewear for each cataract surgery with the insertion of an IOL.

Criteria:

An incoming eyewear claim has multiple types of eyewear billed and the SURG900 file indicates that the eyewear benefit is limited due to a prior IOL insertion.

Resolution:

Deny the claim.

7530
An outpatient bill (bill types 13X, 14X, 34X, 74X, or 75X) is one of three or 

ALERT
more in a series of outpatient bills from different providers for the same beneficiary, same revenue and/or HCPCS code(s), and dates of service within 30 days.

Purpose:

To detect inappropriate utilization of services by beneficiaries.

Criteria:

The beneficiary identification on an outpatient bill (bill types 13X, 14X, 34X, 74X, 75X) matches two or more outpatient bills (bill types 13X, 14X, 34X, 74X, 75X) from different providers with the same HCPCS and/or revenue code(s), and service dates within 30 days.

Resolution:

Forward the bill to medical review.  If services are subsequently denied, recover the erroneous payment and process an adjustment to CWF.
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7531
An inpatient PPS bill (type 111, condition code 65 not present) is posted to the 

ALERT
Host history with a patient discharge status code other than 02 (discharged/transferred to another acute care facility), 05 (discharged/transferred to another type of institution) or 07 (left against medical advice or discontinued care).  Condition code 61 (cost outlier) is not present or the DRG is not equal to 385 or 456 and an inpatient PPS bill (type 111, condition code 65 not present) with a From date equal to the Through (discharge) date of the posted bill.

Purpose:

To identify transfers between PPS hospitals.  This alert identifies the posted bill which had an inappropriate patient discharge status.

Criteria:

All beneficiary identification is the same.  Both inpatient bills are PPS (condition code 65 not present) and the From date on the incoming bill and the Through (discharge) date on the posted bill are equal and the patient discharge status on the posted bill is other than 02 (discharged/transferred to another acute care facility), 05 (discharged/transferred to another type of institution) or 07 (left against medical advice or discontinued care).  The DRG is not 385 or 456 or condition code 61 (cost outlier) is not present.

Resolution:

Adjust the original bill using a 11I bill type and change the patient status code to 02 (discharged/transferred to another acute care facility).  Process the adjustment according to the transfer payment guidelines.  (See §3610.5.)

7532
The same provider bills outpatient services monthly or more frequently for the 

ALERT
same beneficiary for a period of 6 months or more.  The bill type(s) is 13X, 23X, 34X, 71X, 74X, 75X.  The revenue code(s) is 42X, 43X, 44X, 51X, 52X, 90X, 91X, 94X.

Purpose:

To detect overutilization of services.

Criteria:

The beneficiary and provider identification are the same.  The bill type is hospital outpatient (13X), SNF outpatient (23X), HHA outpatient (34X), RHC (71X), Rehab and CORF (74X, 75X). The service dates are monthly or more frequently for a period spanning 6 months or more and one or more of the revenue codes (42X, 43X, 44X, 51X, 52X, 90X, 91X, 94X) is present on all bills.
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Resolution:

Refer the claim to medical review.  If services are subsequently denied, recover the erroneous payment and process an adjustment to CWF.

7533
A home health bill (33X or 34X) for a DME or prosthetic device has charges for 

ALERT
the same DME/prosthetic device as a supplier billing for the same beneficiary and same or overlapping service dates.

Purpose:

To detect duplicate billing for DME by an HHA and a DME supplier.

Criteria:

The beneficiary identification is the same and the bill type is  33X or 34X (home health) with the same or overlapping dates of service and the same HCPCS code.

Resolution:

Deny duplicate bills.  Recover the erroneous payment from the HHA and process an adjustment to CWF.  If the bill is not a duplicate, release the bill.

7534
An outpatient hospital bill (bill type 13X) with cardiac rehabilitation, revenue

ALERT
code (943) has charges for repeat cardiovascular stress testing (HCPCS code 93015, 93017, and/or 93018) in a period of less than 90 days since prior testing.

Purpose:

To detect billing for cardiac rehabilitation where stress testing is performed more frequently than allowed by coverage guidelines.

Criteria:

The beneficiary and provider identification are the same, the bill type is 13X, the revenue code 943 and HCPCS code 93015, 93017, and/or 93018 are present and there is less than a 90 day lapse between service Through dates. 

Resolution:

Determine if stress testing meets the cardiac rehab coverage screens.  If tests exceed, deny the charges and recover the inappropriate payment.  Process an adjustment to CWF.

7535
An outpatient hospital bill is for a service for which the related physician's

ALERT
service has been denied.
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Purpose:

To detect medically unnecessary Part A services when the related physician's component has been denied.

Criteria:

The beneficiary and HCPCS code(s) on an outpatient hospital bill (bill type 13X) match a denied physician's bill or denied line item for the same or overlapping service dates.

Resolution:

Refer the claim to medical review for a determination of the medical necessity of the provider service.  If the alerted claim is subsequently denied, recover the erroneous payment and process an adjustment to CWF.

7545
Inpatient claim (HUIP record) From and Through dates (excluding the admission 

ALERT
and discharge dates) overlap posted Part B claim service dates, or, if present, Occurrence Span Code 72 (First/Last Visit) Date.

Purpose:

To eliminate outpatient billings for the same services which should have been included in the inpatient claim.

Criteria:

Inpatient bill (bill types 11X or 21X) with From and Through dates which equal or overlap the first and last service dates, or, if present, Occurrence Span Code 72 (First/Last Visit) Dates, on the Part B bill (bill types 12X, 13X, 14X, 23X, 24X, 32X, 33X, 34X, 72X, 73X, 74X, 75X or 83X).

Resolution:

Cancel the outpatient bill.  Send a notice to the provider explaining that the charges should have been included on the inpatient bill and they should look to the hospital for payment.

8100
An inpatient claim (11X), outpatient claim (13X) or ASC claim (83X) for the

ALERT
same beneficiary, having the same one time only surgical procedure performed on different dates of service in the same or a different place of service.

Purpose:

To detect billings for surgical procedures that are not bilateral procedures which had been previously performed.
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Criteria:

The beneficiary identification is the same.  The bill type is either an inpatient, outpatient or ASC (11X, 13X, or 83X) claim for the same surgical procedure.  These surgical procedures are not bilateral procedures: 

o
Appendectomy (44950, 44955, 44960, or 47.0, 47.1); 

o
Cholecystectomy (47600 or 51.22);

o
Splenectomy (38100 or 41.5);

o
Total hysterectomy (58150 or 68.3, 68.4, 68.5 or 68.7);

o
Tonsillectomy (42825 or 28.2, 28.3);

o
Thyroidectomy (60240, 60270, or 06.4, 06.52);

o
Parathyroidectomy (60500 or 06.81);

o
Prostatectomy (55801, 55810, 55821, 55840, 55845 or 60.2;

60.3, 60.4 or 60.5); and

o
Cystectomy (51570 or 57.7, 57.79).

Resolution:

Review the bill to determine if the correct procedure (HCPCS or ICD-9-CM) code(s) was entered into the system.  If the corrected code is not a duplicate of the code in the trailer 13 record, release the claim for processing.  If the coding is correct, forward the claim to medical review.  If the alerted claim is subsequently denied, recover the erroneous payment and process an adjustment to CWF.  If the alerted claim is correct but a prior claim is in error, adjust the prior claim or contact the appropriate servicing intermediary for the prior claim.

8101
Inpatient claim (11X) outpatient claim (13X) or ASC claim (83X) for a cataract 

ALERT
extraction (66920, 66930, 66940, 66945, 66850, 66915, 66980, or 13.1, 13.11, 13.9, 13.2, 13.3, 13.4, 13.41, 13.42, 13.43, 13.5, 13.51, 13.59, 13.6, 13.61, 13.62, 13.63, or 13.69) which has occurred more than twice (on two different procedure dates).

Purpose:

To detect billings for cataract extractions that have been billed previously.

9-140 
Rev. 1556

01-92
PROCESSING-REPORTS-RECORDS
3808(Cont.)

ERROR CODE
EXPLANATION
Criteria:

The beneficiary identification is the same.  The surgical procedure performed is for a cataract surgery (HCPCS codes 66920, 66930, 66940, 66945, 66850, 66915, 66980, or ICD-9-CM procedures codes 13.1, 13.11, 13.9, 13.2, 13.3, 13.4, 13.41, 13.42, 13.43, 13.5, 13.51, 13.59, 13.6, 13.61, 13.62, 13.63, or 13.69) on an inpatient, outpatient, or ASC bill type which has been previously billed twice on either an inpatient (11X), outpatient (13X), or ASC (83X) bill or a combination of these bill types.

Resolution:

Validate the HCPCS or ICD-9-CM code to be sure it was entered correctly.  Review the trailer 13 data to be sure the corrected code is not a duplicate of one already processed.  
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