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3871.
CODING STRUCTURES

Data Element:
Condition Codes

Data Definition:
A code(s) used to identify conditions relating to this bill that may affect payer processing.

Code Structure:

Code
Code Title
Definition
02
Employment 
Patient alleged that the medical condition 


Related
causing this episode of care was due to environment/events 



resulting from employment.

 
04
HMO Enrollee
Medicare beneficiary is enrolled in an HMO.

07
Treatment of 
The patient is a hospice enrollee, but the 

Non-terminal
provider is not treating a terminal condition 



Condition for
and is therefore requesting Medicare 

Hospice Patient
reimbursement.

08
Beneficiary 
Indicates that the beneficiary would not 

Would not 
provide information concerning other insurance 



Provide 
coverage.

Information

Concerning Other 

      
Insurance Coverage

09
Neither Patient  
Indicates that in response to provider

nor Spouse is
development questions, the patient and spouse  



Employed
have denied employment.

10
Patient and/or 
Indicates that in response to provider 

Spouse is
development questions, the patient and spouse

Employed but no
have indicated that they are employed but hold 



EGHP Coverage
no group coverage from an EGHP.

Exists

11
Disabled 
Indicates that in response to provider 

Beneficiary but 
development questions, the disabled beneficiary 

no LGHP
and/or family member has no group coverage from 


a LGHP.
17
Patient is Over 
Indicates that the patient is over 100 years old 




100 Years Old
at date of admission or date of first service for outpatient services.  Not used for electronic billing.

20
Beneficiary 
The provider realizes the services on this bill 


Requested
are for a noncovered level of care or otherwise 




Billing
excluded from coverage, but the beneficiary has requested a formal determination of coverage by Medicare (or other primary payer).
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21
Billing for 
Code indicates that services are at a noncovered 



Denial Notice
level of care or excluded, but the SNF or HHA is requesting a denial notice from Medicare in order to bill Medicaid or other insurances.

 
36
General Care 
Patient temporarily placed in special care unit bed

Patient in a 
because no general care beds were available.

Special Unit

 
37
Ward 
Patient assigned to ward accommodations at 

Accommodation-
patient's request.

 

Patient's Request

 
38
Semi-Private 
Indicates that either private or ward accommodations assigned because

Room Not Available
semi-private accommodations were not available.




 
39
Private Room
Patient needed a private room for medical reasons.

Medically 

Necessary

 
40
Same Day 
Patient transferred to another facility before midnight



Transfer
of the day of admission. 

55
SNF Bed Not
The patient's SNF admission was delayed more than 



Available
30 days after hospital discharge because an SNF bed 




was not available.

56
Medical
Patient's SNF admission was delayed more than 30


Appropriateness
days after hospital discharge because the physical condition made it inappropriate to begin active care within that period.

57
SNF Readmission
Patient previously received Medicare covered SNF care within 30 days of the current SNF admission.

Codes 60-65 are not reported by providers.  You must enter the code where applicable.

 
60
Day Outlier
This bill meets the Pricer criteria for day outlier.




 
61
Cost Outlier
This bill meets the Pricer criteria for cost outlier.



62
PIP Bill
This bill is a PIP bill.

63
PRO Denial 
The "Date Received" on a PRO adjustment bill is the


Received Before
date the HCSSACL file was received that reports


Batch Clearance
acceptance of the original bill by HCFA.  The 




Report
HCSSACL receipt date is used if the PRO's notification is earlier than the acceptance report of the original bill.

64
Other Than Clean 
The claim is not a "clean claim."

Claim

65
Non-PPS Code
This bill is not a PPS bill.
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66
Outlier Not
Bill may meet the criteria for cost outlier, but the hospital did

Claimed
not claim the cost outlier.

67-70

Reserved.

RENAL DIALYSIS SETTING
 
71
Full Care In Unit 
Billing is for a patient who received staff 


assisted dialysis services in a hospital or renal dialysis facility.

 
72
Self Care in Unit 
Billing is for a patient who managed his own 


dialysis services without staff assistance in a hospital or renal dialysis facility.

 
73
Self Care Training 
Billing is for special dialysis services where the 


patient and helper (if necessary) were learning to perform dialysis.

 
74
Home
Billing is for a patient who received dialysis 


services at home but where code 75 below does not apply.

 
75
Home - 100-Percent
Billing is for a patient who received dialysis 




Reimbursement
services at home using a dialysis machine payed for 




by Medicare under the 100 percent program.

 
76
Back-up Facility
Billing is for a patient who received dialysis services in a back-up facility.

77
Provider Accepts
Indicates the provider has accepted or is

or is Obligated/
obligated/required due to a contractual agreement 



Required due to
or law to accept payment as payment in full.




Contractual Agreement 

or Law to Accept Payment 

by a Primary Payer 

as Payment in Full

79
CORF Services 
Indicates that physical therapy, occupational 

Provided Off 
therapy, or speech pathology services were provided 

Site
off site.

Data Element:  Nonpayment Codes

Definition:  Code indicating the reason for nonpayment.

B
Benefits exhausted.

E
HMO out-of-plan services not emergency or urgently needed.

C
Noncovered Care (includes all "bene at fault" waiver cases).

N
All other reasons for nonpayment.

R
Benefits Refused, or evidence not submitted.

P
Payment Requested.
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Data Element:
Occurrence codes

Definition:
A code defining a significant event relating to this bill that may affect payer processing.

ACCIDENT RELATED CODES

01
Auto Accident
The date of an auto accident.

02
Auto Accident/
The date of an accident where the State has
 No Fault Insurance
applicable no fault liability laws, (i.e., legal basis
 Involved
for settlement without admission or proof of


guilt).

03
Accident/Tort Liability
The date of an accident resulting from a third party's action that may involve a civil court process in an attempt to require payment by the

third party, other than no fault liability.  

04
Accident/Employment 
The date of an accident relating to 

Related the 
patient's employment.

05
Other Accident
The date of an accident not

described by the above codes.

11
Onset of Symptoms/Illness
The date the patient first became aware of

symptoms/illness.

INSURANCE RELATED CODES

18
Date of Retirement
The date of retirement for the 

Patient/Beneficiary
patient/beneficiary.


19
Date of Retirement
The date of retirement for the 



Spouse
patient's spouse.

20
Guarantee of Payment 
The date on which the provider began 



Began
claiming Medicare payment under the guarantee of payment provision.

21
PRO Notice Received
The date of receipt by the hospital or SNF of the PRO's finding that an admission or further stay

was not medically necessary.

22
Active Care Ended
The date on which a covered level of care ended in a SNF or general hospital, or date active care ended in a psychiatric or tuberculosis hospital.
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Code not required where PRO approval

indicator (Field 62 of the Inpatient UNIBILL                   


record) contains a code.

 23
Benefits Exhausted
The last date for which benefits can be paid.

 24
Date Insurance Denied
The date the insurer's denial of coverage was received by the provider.

 26
Date SNF Bed Available
The date on which a SNF bed became available to a hospital inpatient who required only SNF level of care.

27
Date HHA Plan Last Review
The date a home health plan of established

treatment was established or last reviewed for home                                                             health care.

 28
Date CORF Plan
The date a CORF plan of treatment was

established or
established or last reviewed.

last reviewed

 29
Date OPT Plan
The date a plan of treatment was 



established or last
established or last reviewed for OPT.

reviewed

 30
Date Speech Pathology  
The date a Speech Pathology Plan 



Plan established or last
of treatment was established or last 
reviewed.
reviewed.

 31
Date Beneficiary Notified
The date of the notice provided to the 



of intent to bill
patient by the hospital stating that 
(Accommodations)
he no longer required a covered level 




of inpatient care.
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 32
Date Beneficiary Notified of
The date of the notice provided to the 



intent to bill (procedures or 
patient by intent the hospital stating that


to bill  treatment)
requested treatment or care (diagnostic procedures or treatments) is not considered reasonable or necessary by Medicare.

SERVICE RELATED CODES

 33
First Month of the 12 Month
Code indicates the first day of the first month


Coordination Period for ESRD
of 12 month period, as defined in §3490.2D, during 

Beneficiaries Covered by EGHP
which Medicare benefits are secondary to benefits payable under an WGHP.  Required only for ESRD beneficiaries.

 34
Date of Election of 
The date the guest elected to receive extended care

Extended Care Services
services (used by Christian Science Sanatoria only).

 35
Date Treatment Started
Code indicates the date treatment began for the therapies.

 36
Date of Inpatient 
Code indicates the date of discharge 



Hospital Discharge for
for the inpatient hospital stay in 



Transplant Procedure
which the patient received a transplant procedure when the hospital is billing for immunosuppressive drugs.

 42
Date of Discharge
For the final bill for hospice care, enter the date the Medicare beneficiary terminated his election of hospice care.

Data Element:
Occurrence Span Codes

Data Definition:
A code that identifies an event that relates to the payment of the claim.

Code Structure

 70
Qualifying Stay Dates 
The from/thru date of at least a 3-

(Medicare)
day hospital stay that qualifies the patient for Medicare payment of SNF services billed.  Code can be used only by SNF for billing.

 71
Hospital Prior Stay 
The from/thru dates of any hospital

Dates 
stay that ended within 60 days of this

hospital or SNF admission.

72
First/Last Visit
The dates of the first and last visits occurring in   



this billing period if the dates are different from 
 


those in the Statement Covers Period.
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 74
Noncovered Level of Care
The from/through dates of a period at a 

noncovered level of care in an otherwise covered 

`
stay, excluding any period reported with 

Occurrence Span Code 76 or 77.

 75
SNF Level of Care
The from/through dates of a period of SNF level of care during an inpatient hospital stay.  Used to show PRO approval of patient's remaining in hospital because SNF bed not available.  Code is not applicable to swing bed cases.  Hospitals under PPS use this code in day outlier cases only.

76
Patient Liability
The from/through dates of a period of

noncovered care for which the hospital is permitted to charge the Medicare beneficiary.  Used only where you, or the PRO, have approved such charges in advance, and the patient has been notified in writing 3 days prior to the "from" date of the noncovered period.

77
Provider Liability
The from/through dates of a period of noncovered care for which the provider is liable.

78
SNF Prior Stay Dates
The from/through dates of any SNF stay that ended within 60 days of this hospital or SNF admission.

Data Element:
Override Codes

Definition:
Code indicating special action regarding deductible/coinsurance at a revenue center code level.

Codes:
0
Both deductible and coinsurance apply.

1
Deductible does not apply.

2
Coinsurance does not apply.

3
Neither deductible nor coinsurance applies.

4
This revenue center code contains no associated 

charge.

Data Element:
Patient Status 

Definition:
A code indicating the patient's status as of statement covers thru date:

Codes:
 01
Discharged to home or self care (routine discharge).

 02
Discharged/transferred to another short-term general hospital.

 03
Discharged/transferred to SNF.

 04
Discharged/transferred to an ICF.

 05
Discharged/transferred to another type of institution.

 06
Discharged/transferred to home under care of

organized home health service organization.

 07
Left against medical advice.
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 20
Expired - (or did not recover - Christian Science Patient).

 30
Still patient.

 40
Expired at home-Hospice beneficiary.

 41
Expired in a hospital, SNF, or ICF-Hospice beneficiary.

 42
Expired - place unknown-Hospice beneficiary.
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Data Element:
PRO Approval Indicator

Definition:
An indicator describing the PRO's determination.

Code:
1
Approved by the PRO
Code indicates claim has been reviewed by the PRO and has been fully approved including any day or cost outlier.

2
Automatic Approval
Code does not apply to Medicare 



(Focused Review)   
claims.

3
Partial Approval
Code indicates the bill has been reviewed by the PRO, and some portion (days or services) has been denied.  The from/thru dates of the approved portion of the stay, excluding grace days and any period at a noncovered level of care (code "77" in item 33), are shown in items 88 and 89.

4
Admission Denied
Code indicates patient's need for inpatient services was reviewed upon admission and the PRO found that none of the stay was medically necessary.

5
Post-payment Review 
Code indicates that any medical review 

Applicable
will be completed after the claim is paid. The bill 



may be a day outlier; part of the sample review; 



reviewed for other reasons; or may not 




be reviewed.

6
Pre-admission
Pre-admission authorization obtained, 



Authorization
but services not reviewed by the PRO.

7-9

Reserved.

Data Element:
Revenue Code


Definition:
A Code which identifies a specific accommodation, ancillary service or billing

 


calculation.

Code:

See Addendum C
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Data Element:
Source of Admission 

Definition:
A code indicating the source of this admission.

Code:

1
-
Physician Referral
The patient was admitted upon the recommendation 



of a personal physician.

2
-
Clinic Referral
The patient was admitted upon the recommendation    

 


of this facility's clinic physician.

3
-
HMO Referral
The patient was admitted upon the recommendation    

of an HMO physician.

4
-
Transfer from a Hospital
The patient was admitted as an inpatient transfer from

 


an acute care facility.

5
-
Transfer from a Skilled
The patient was admitted as an impatient transfer 

Nursing Facility
from a SNF.

6
-
Transfer from Another
The patient was admitted as a transfer from a health 

 


Health Care Facility
care facility other than an acute care facility or SNF.

7
-
Emergency Room
The patient was admitted upon the recommendation 




of this facility's emergency room physician.

8
-
Court/Law Enforcement
The patient was admitted upon the direction of a 





court of law or upon the request of a law 






enforcement agency's representative.

9
-
Information Not
The means by which the patient was admitted to this 



Available
Available facility is not known.

Code Structure (Newborn):

1
-
Normal Delivery
A baby delivered without complications.

2
-
Premature Delivery
A baby delivered with time and/or weight factors 





qualifying it for premature status.

3
-
Sick Baby
A baby delivered with medical complications other 




than those relating to premature status.

4  - Extra Mural Birth
A newborn born in a non-sterile environment.

5 -8 
Reserved

9


Information not available.
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Data Element:
Type of Admission

Definition:
A Code indicating the priority of this admission.

l = Emergency
The patient required immediate medical intervention as a result of severe, life threatening, or potentially disabling conditions. Generally, the patient was   admitted through the emergency room.

2 = Urgent
The patient required immediate attention for the care and treatment of a physical or mental disorder. Generally the patient was admitted to the first available and suitable accommodation.

3 = Elective
The patient's condition permitted adequate time   to schedule 


the availability of suitable 

accommodations.

4 = Newborn
Necessitates the use of special source of admission codes.

5-8
Reserved.

9

Information not available
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Data Element:
Type of Bill

Definition:
A code indicating the specific type of bill (inpatient, outpatient, adjustments, voids, etc.)

Code Structure

Type of Facility - 1st Digit
Hospital
1

SNF
2

HHA
3

Christian Science (Hospital)
4

Christian Science (Extended Care)
5

Clinic 
7

Special Facility 
8

Reserved
9

Bill Classification (Except Clinics and Special Facilities) - 2nd Digit
Inpatient (Including Part A)
1

Inpatient (Part B only)
2

or Home Health Visits under B

Outpatient
3

Other (for Part B use only) 
4

Swing Beds
8

Reserved
9

Bill Classification (Clinics) 2nd digit 
  Bill Classification - Special Facilities - 2nd digit
Rural Health
1
Hospice (non-hospital based)

Free Standing Renal Dialysis Center
2
Hospice (hospital based)

3
Ambulatory Surgical Center

CORF
4

Frequency - 3rd Digit
Non-Payment/Zero claim
0

Admit thru Discharge Claim
1

Interim - First claim
2

Interim - Continuing claim
3

Interim - Last claim
4

Late Charge(s) Only Claim
5

Adjustment of prior claim
6 - not used by Medicare in UNIBILL

Replacement of prior claim
7

Void/cancel prior claim
8

Reserved
9

Adjustment Required by PRO
P

Adjustment Required by Intermediary
I
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Data Element:

UB Codes

Data Definition:  
Code indicating the means by which the bill was reported to you.

Code Structure

0

Unknown

1

EMC Tape/UB-82/HCFA Format

2

EMC Tape/UB-82/Other Format

3

EMC Tape/Other

4

EMC Telecom/UB-82

5

EMC Telecom/Not UB-82

6

Other EMC/UB-82

7

Other EMC/Not UB-82

8

UB-82 hard copy

9

Other hard copy

Data Element:
Value Codes

Data Definition:
A code that identifies data of a monetary nature that is necessary for 
processing this claim as qualified by the payer organization.

Code Structure

 05
Professional Component
For use on Medicare and Medicaid bills if included in Charges
the State requests this information.

and also billed separately 

to Carrier

 06
Medicare Blood 
Total cash blood deductible.

Deductible

 07
Medicare Cash 
Medicare cash deductible.

Deductible

 08   
Medicare Lifetime            
Medicare lifetime reserve amount charged 

Reserve Amount in the        
in the first year of admission.

in the First Calendar Year 



 09
Medicare Coinsurance
Medicare coinsurance amount charged in 



Amount in the First
year of admission.

Calendar Year.

 10   
Medicare Lifetime            
Medicare lifetime reserve amount charged

 
Reserve Amount in the Second 
in the year of discharge where the bill 

Calendar Year.
spans two calendar years.

 11
Medicare Coinsurance
Medicare coinsurance amount charged in 



Amount in the Second 
the year of discharge where the bill 


Calendar Year
spans two calendar years.
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 12
Working Aged Beneficiary/
Amount shown is that portion of a payment from a 

 
Spouse with EGHP
higher priority EGHP insurance made on behalf of an

 

aged beneficiary that the provider is applying to 


Medicare covered services on this bill.  If six zeroes 


were entered, the provider claimed conditional 


Medicare payment.

 13
ESRD Beneficiary in the 12
Amount shown is that portion of a payment from a 

Month Coordination Period
higher priority EGHP insurance made on behalf of 

with EGHP
an ESRD beneficiary that the provider applied

 

to Medicare covered services on this bill.  If six 


zeroes were entered, the provider claimed conditional 

Medicare payment.

 14
Automobile, No Fault or any
Amount shown is that portion of a payment from a

 
Liability Insurance
higher priority automobile, no fault or liability

 

insurance made on behalf of a Medicare beneficiary that the provider applied to Medicare covered services on this bill.  If six zeroes were entered, the

provider claimed conditional Medicare  payment.

 15
WC
 Amount shown is that portion of a payment from a 


higher priority WC plan made on behalf of a 



Medicare beneficiary that the provider applied

 

to Medicare covered services on this bill.  If six 


zeroes were entered, the provider claimed 



conditional Medicare payment.


 16
PHS, Other Federal Agency
Amount shown is that portion of a payment from 


a higher priority PHS or other Federal Agency 


made on behalf of a Medicare beneficiary that the

provider applied to Medicare covered services on 


this bill.  If six zeroes were entered, the provider 


claimed conditional Medicare payment.

 17
Outlier Amount
PROVIDERS DO NOT REPORT THIS.  FOR

 

PAYER INTERNAL USE ONLY.  Indicates

the amount of day or cost outlier payment to be 


made.

18
Disproportionate Share
PROVIDERS DO NOT REPORT THIS.  FOR

Amount
PAYER INTERNAL USE ONLY.  Indicates the 

disproportionate share amount applicable to the bill.


 19
Indirect Medical Education       
PROVIDERS DO NOT REPORT THIS.  FOR 

Amount
PAYER INTERNAL USE ONLY.  Indicates the 


medical education amount applicable to the bill.
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 31
Patient Liability Amount
Amount shown is that which you or the  PRO 



approved to charge the beneficiary for noncovered 


accommodations, diagnostic procedures or 



treatments.

 41
BL
Amount shown is that portion of a payment from a higher priority BL program made on behalf of a Medicare beneficiary that the provider applied

to Medicare covered services on this bill.  If six 


zeroes were entered, the provider claimed conditional 

Medicare payment.

 42
VA
Amount shown is that portion of a payment from a higher priority VA made on behalf of a Medicare beneficiary that the provider applied to Medicare

covered services on this bill.  If six zeroes were 


entered, the provider claimed conditional Medicare 


payment.

43 
Disabled Beneficiary   
Amount shown is that portion of a payment from a 

Under Age 65 With LGHP
higher priority LGHP made on behalf of a disabled Medicare beneficiary that the provider 
applied to Medicare covered services on this bill.

 50
 Physical Therapy Visit
Number of physical therapy visits from onset (at the billing provider) through billing period.

 70
Interest Amount
PROVIDERS DO NOT REPORT THIS.  FOR

PAYER INTERNAL USE ONLY.  Indicates

the amount of interest to be applied.

 71
Funding ESRD Networks
PROVIDERS DO NOT REPORT THIS.  FOR

PAYER INTERNAL USE ONLY.  Report the

amount by which the Medicare payment

was reduced to help fund the ESRD

networks.

 72-79  Payer Codes
Codes reserved for internal use only by third party 


payers. HCFA will assign as  needed.
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