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3878.
BILL TYPE CODE COMBINATIONS BILLED ON THE OUTPATIENT/HOSPICE/

HOME HEALTH/CORF RECORD LAYOUT AND DESCRIPTION

121

Hospital Inpatient Part B Admission to Discharge

122

Hospital Inpatient (Part B Only) Interim - first claim

123

Hospital Inpatient (Part B Only) Interim - continuing claim

124

Hospital Inpatient (Part B Only) Interim - last claim

125

Hospital Inpatient Part B Late Charge

127

Hospital Inpatient Part B Adjustment

128

Hospital Inpatient Part B VOID/CANCEL

131

Hospital Outpatient First Service to Last Service

132

Hospital Outpatient Interim - first claim

133

Hospital Outpatient Interim - continuing claim

134

Hospital Outpatient Interim - last claim

135

Hospital Outpatient Late Charge

137

Hospital Outpatient Adjustment

138

Hospital Outpatient VOID/CANCEL

13P

Hospital Outpatient Adjustment initiated by the PRO

13I

Hospital Outpatient Adjustment initiated by the intermediary

141

Hospital Other Part B Admission to Discharge

145

Hospital Other Part B Late Charge

147

Hospital Other Part B Adjustment

148

Hospital Other Part B VOID/CANCEL

221

SNF Inpatient Part B Admission to Discharge

222

SNF Inpatient (Part B Only) Interim - first claim

223

SNF Inpatient (Part B Only) Interim - continuing claim

224

SNF Inpatient (Part B Only) Interim - last claim

225

SNF Inpatient Part B Late Charge

227

SNF Inpatient Part B Adjustment

228

SNF Inpatient Part B VOID/CANCEL

231

SNF Outpatient First Service to Last Service

235

SNF Outpatient Late Charge

237

SNF Outpatient Adjustment

238

SNF Outpatient VOID/CANCEL

241

SNF Other Part B Admission to Discharge

245

SNF Other Part B Late Charge

247

SNF Other Part B Adjustment

248

SNF Other Part B VOID/CANCEL 

321

Home Health First Service Through Last Service, no Part A entitlement

322

Home Health Interim - first claim, no Part A entitlement

323

Home Health Interim - continuing claim, no Part A entitlement

324

Home Health Interim - last claim, no Part A entitlement

325

Home Health Late Charge, no Part A entitlement

327

Home Health Adjustment, no Part A entitlement

328

Home Health VOID/CANCEL, no Part A entitlement
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331

Home Health First Service Through Last Service

332

Home Health Interim - first claim

333

Home Health Interim - continuing claim

334

Home Health Interim - last claim

335

Home Health Late Charge

337

Home Health Adjustment

338

Home Health VOID/CANCEL 

341

Home Health (Part B Only) First Service Through Last Service

342

Home Health (Part B Only) Interim - first claim

343

Home Health (Part B Only) Interim - continuing claim

344

Home Health (Part B Only) Interim - last claim

345

Home Health (Part B Only) Late Charge

347

Home Health (Part B Only) Adjustment

348

Home Health (Part B Only) VOID/CANCEL 

711

Clinic Rural Health First Service to Last Service

712

Clinic Rural Health Interim - first claim

713

Clinic Rural Health Interim - continuing claim

714

Clinic Rural Health Interim - last claim

715

Clinic Rural Health Late Charge

717

Clinic Rural Health Adjustment

718

Clinic Rural Health VOID/CANCEL

721

Clinic ESRD First Service to Last Service

722

Clinic ESRD Interim - first claim

723

Clinic ESRD Interim - continuing claim

724

Clinic ESRD Interim - last claim

725

Clinic ESRD Late Charge

727

Clinic ESRD Adjustment

728

Clinic ESRD VOID/CANCEL

741

Clinic CORF First Service to Last Service

742

Clinic CORF Interim - first claim

743

Clinic CORF Interim - continuing claim

744

Clinic CORF Interim - last claim

745

Clinic CORF Late Charge

747

Clinic CORF Adjustment

748

Clinic CORF VOID/CANCEL

811

Non-hospital based hospice First Service to Last Service

812

Non-hospital based hospice Interim - first claim

813

Non-hospital based hospice Interim - continuing claim

814

Non-hospital based hospice Interim - last claim

815

Non-hospital based hospice Late Charge

817

Non-hospital based hospice Adjustment

818

Non-hospital based hospice VOID/CANCEL

821

Hospital based hospice First Service to Last Service

822

Hospital based hospice Interim - first claim
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823

Hospital based hospice Interim - continuing claim

824

Hospital based hospice Interim - last claim

825

Hospital based hospice Late Charge

827

Hospital based hospice Adjustment

828

Hospital based hospice VOID/CANCEL 

831

Ambulatory Surgical Center First Service to Last Service

832

Ambulatory Surgical Center Interim - first claim

833

Ambulatory Surgical Center Interim - continuing claim

834

Ambulatory Surgical Center Interim - last claim

835

Ambulatory Surgical Center Late Charge

837

Ambulatory Surgical Center Adjustment

838

Ambulatory Surgical Center VOID/CANCEL 
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3879
RTI VOID RECORD LAYOUT AND DESCRIPTION.

(Bill Type Code XX8.)

Fld
Description
Psn.
Picture
Just.
From
Thru
 1
Record Id (RIC)
1
X


1
l

 2.
Filler
5
X(5)


2
6

 3.
HICN
12
X(12)
L

7
18

 4.
Filler
34
X(34)


19
52

 5.
Type of Bill
3
XXX


53
55

 6.
Medicare Provider Number
6
X(6)


56
61

 7.
Filler
30
X(30)


62
91

 8.
Patient Name

a. Last
6
X(6)
L

92
97

b. First Initial
1
X


98
98

c. Middle Initial
1
X


99
99

 9.
Filler
9
X(9)


100
108

10.
Birthdate (MMDDYY)
6
9(6)


109
114

11.
Sex
1
X


115
115

12.
Date of Admission
6
9(6)


116
121

13.
Filler
2
XX


122
123

14.
Patient Status 

(At Thru Date)
2
XX


124
125

15.
Statement Covers

a. From (MMDDYY)
6
9(6)


126
131

b. Thru (MMDDYY)
6
9(6)


132
137

16.
Filler
1703
X(1703)


138
1840

17.
UB Code
1
9


1841
1841

18.
Filler
103
X(103)


1842
1944

19.
RTI Control Number
10
X(10)


1945
1954

20.
Filler
18
X(18)


1955
1972

21.
Filler (Intermediary Use)
15
X(15)


1973
1987

22.
Intermediary Number
5
X(5)


1988
1992

23.
Batch Number
4
XXXX


1993
1996

24.
Batch Date (YDDD)
4
9(4)


1997
2000
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3880.
THE BATCH SUMMARY RECORD DESCRIPTION.

The Bills Tape Batch Summary Record closes a given batch record by summarizing the preceding batch totals (i.e., Items in Batch, Total Reimbursement Amount, and Reimbursement Subtotal for all adjustment bills in the batch) and passing control to the next batch on the tape, or to the end of file (Trailer Record - § 3881).  The Batch Summary Record is:

FIELD




SIZE 
FMT 
  LOC  
REMARKS
l.
Identification

(Batch Summary)

1
 X
 1
Pure "-"

2.
Intermediary Number

5
 N
 2-6
Intermediary submitting file.

3.
Batch Number


8

 7-14
See § 3875.2

a.
Sequence Number

4
 N
 7-10

b.
Julian Date

4
 N
 11-14
YDAY

4.
Batch Totals


29

 15-43
See Note Below.

a.
Number of Items


 in Batch


2
 X
 15-16

b.
Reimbursement

 Amount (total)

9
 N
 17-25
All bills in batch

c.
Reimbursement

 Sub-total


9
 N
 26-34
All adjustment 










bills in batch

d.
Blank



9
 N
 35-43

5.
Batch Deletion


4
 X
 44-47
Enter VOID for a deleted batch.

6.
Blank



1953
 X
 48-2000

NOTE:
Both reimbursement entries are net amounts that may be unsigned, signed "minus," or signed "plus" in the units positions of their respective fields.  The appropriate signs ensue from the cumulative algebraic effect of the individual bill action codes on both the total reimbursement amount and the reimbursement sub-total amount for adjustment bills only. When the batch contains adjustment bills only, the entries in the reimbursement total and sub-total fields must be the same.
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3881.
THE TRAILER RECORD LAYOUT AND DESCRIPTION.

The Bills Tape Trailer Record closes the reel or file.  A Tape Mark preceding the Trailer Record is optional.  However, the Trailer Record must always be followed by two Tape Marks.  Trailer identification consists of a numeric l immediately followed by the letters END in locations l through 4.  An R or F in location 6 indicates end of reel or file, as the case may be.  The Trailer Record includes the total number of items in the reel and file (including the PIP bill count), the total reimbursement for both the reel and file, and the "total number of batches" in the reel and file.  The file and reel totals must be the same for a single reel file.  For a multi-reel file, the file totals are the cumulative totals following in sequence from first to last reel comprising the file.  The end of reel and file totals (i.e., items and batches) are signed "plus" in the units position.  Do not split a batch between reels for a multi-reel file.  The trailer record follows:

FIELD


SIZE FMT 
LOC
REMARKS
l.
Identification

(Trailer Record)
4
X
1-4
lEND

2.
Blank

1
X
 5

3.
End of Reel/File

Indicator

1
X 
6
R or F

4.
File Totals
21

7-27
a.
Number of Items

in File
6
N
7-12

b.
Reimbursement

Amount
12
N
13-24

c.
Number of Batches

in File
3
N
25-27

5.
Reel Totals
21
 
28-48
a.
Number of Items

in Reel
6
X
28-33

b.
Reimbursement

Amount
12
X
34-45

c.
Number of Batches
3
X
46-48

6.
Blank

1952
X
49-2000
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3882.
UNIBILL CONSISTENCY RETURN CODES

Codes (Derived from Record Identification Code - see §3875.1):

H=Hospital




S=Skilled Nursing Facility

CH=Christian Science Hospital    

CS=Christian Science SNF

HOSP=Hospice




O/P=Outpatient

CORF=Comprehensive Outpatient Rehabilitation Facility

HHA=Home Health Agency

Error
Applicable

Code
   to    

Explanation
Item 4--Type of Bill
0401
General
The Type of Bill, item 4, is impossible, incomplete, or missing, or is inconsistent with the provider number shown in Item 7.
(See §3873.2).

Item 7--Medicare Provider Number
0701
General
Provider number does not match the provider number in HCFA's 





Intermediary/Provider file.

0702
General
The entry is not consistent with the type of bill.

Item 15--Admission Date (Start of Care Date for Home Health)
Date of Qualifying Stay for Christian Science SNF
1501
H, S,

Date of Admission is impossible or incomplete.

CH, CS

& HHA

1502
H, S,

Date of Admission is later than "From Date".

CH, CS

& HHA

1503
S

The date of admission is more than 30 days after the "Thru" date of the qualifying hospital stay and there is no Condition Code 55, 56, or 57.  One of these must be present.

Item 21--Patient Status
2101
H, S

Patient Status omitted or code impossible.

CH, CS

& HOSP

2102 
H, S,

Patient Status Code is not correct.  Code is 40, 41,

CH. CS 
or 42 and bill is not a Hospice bill, or code is 20,

& HOSP
and bill is a Hospice bill.
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Error
Applicable

Code
   To   
Explanation
Item 22--Statement covers period.
220l  
General
This entry is an impossible or incomplete "From" date.

2202
General
The "From" date is later than the "Thru" date.

2203
General
The "Thru" date is an impossible or incomplete entry.

2204
General
The "From" date on this bill is prior to the effective date of this aspect of the Medicare program:

1. EGHP

a. Working Aged:


1/1/83

b. ESRD Beneficiary in

   
    12 month coordination period
10/1/81

2. CORF



7/1/81

3. Hospice


11/1/83

4. PPS



10/1/83

2205
O/P

Date of Last Service is not in the same year as Date of First 

CORF 
Service.

Item 23 - Utilization Days
2301
H, S

A hospital bill contains an entry other than a number or a number that exceeds 


CH & S
150.  A SNF bill contains an entry other than a number between 0 and 101 (between 0 and 31 for SNF Christian Science).

2302
H, S

The sum of utilization days (Field 22), plus nonutilization days (Field 23),

CH & CS
must equal the difference between the Thru Date minus the From Date in the Statement Covers Period (Field 21).  Exception:  If the Patient Status code (Field 20), is 30, or if the From Date is equal to the Thru Date, the sum of utilization days plus nonutilization days must equal the difference between the Thru Date minus the From Date in the Statement Covers Period, plus 1.


2303
H, S

The number of "Utilization Days" exceeds the number of

CH & CS
"Accommodation Days," but the dates of admission and discharge are not the same.
2304  
H 

No Utilization Days are shown on patient filed bill.

2306
H & S
Utilization Days are shown as "0," the "Statement Covers Period From Date" is not the same as the "Thru date", a nonpayment code is present, and some reimbursement is being made.  (Does not apply to a credit or cancel only adjustment bill.)

Item 24--Nonutilization Days
2401
H, S

This entry contains an entry other than a number.

CH & CS
Applicable
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Error  
Applicable
Code
   To 

Explanation



Item 25--Coinsurance Days
2501
H, S

The Coinsurance Days entry is incomplete or is other than a

CH & CS
Number.  If a hospital bill, "Coinsurance days" exceed 30.  If a SNF bill, "Coinsurance days" exceed 80.

2502
H, S

"Coinsurance days" exceed the number of "Utilization Days".

CH & CS

2503
H & S
If hospital, "Utilization Days" (Field 23) less the sum of "First Year Coinsurance Days" (Field 25), "Second Year Coinsurance Days" (Field 26), and 'Total Lifetime Reserve Days" (Field 27) exceed 60.

If SNF, "Utilization Days" (Field 23) less the sum of "First Year Coinsurance Days" (Field 25), and "Second Year Coinsurance Days" (Field 26) exceed 20.

2504
H, S

The coinsurance rate (coinsurance amount divided by coinsurance days

CH & CS
exceeds the rate that applies to the calendar year in which the coinsurance days occur.

2505
H, S

In a hospital bill the nonlifetime and/or lifetime coinsurance rate applicable

CH & CS
to the calendar year in which the coinsurance days and lifetime reserve days occurred exceed the average daily rate for this bill.  In a SNF bill, the coinsurance rate applicable to the calendar year in which the coinsurance days occurred exceeds the average daily rate for this bill.  This edit will be overridden on bills containing occurrence span code 77 (provider liable).

2506
H, S

Coinsurance days are shown, but no amount is shown for either Value

C & CS
Code 09, or Value Code 11.

2507
H & CH
The sum of coinsurance days plus lifetime reserve days in either the year of admission or the year of discharge in a bill that spans calendar year end is greater than the number of days in the statement covers period for that portion of the bill.  That is, the difference between December 31 of the year of admission (plus 1) and the From Date (Field 21a) is less than the number of first year coinsurance days (Field 25) plus the difference between total lifetime reserve days (Field 27) minus second year lifetime reserve days (Field 28), or the difference between the thru date (Field 21b.) of the bill and January 1 of the year of the thru date is less than the sum of second year coinsurance days (Field 26) plus Second Year lifetime Reserve Days.  If the patient status code is 30, add one to the difference between the statement covers thru date and January 1 of the year of discharge before making the comparison.
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Error
Applicable

Code
   To     
Explanation

Item 26--Lifetime Reserve Days
2601
H, S

In a hospital bill this item contains an entry other than a number or a number 

CH & CS
that exceeds 60.  An entry for a SNF bill is inappropriate as lifetime reserve days apply only to hospital stays.

2602
H & CH
Lifetime Reserve days are shown, but no amount is shown for either Value Code 08, or Value Code 10.

2603
H & CH
The lifetime reserve rate (lifetime reserve amount divided by lifetime reserve days) exceeds the rate that applies to the  calendar year in
which the lifetime reserve days occurred.

2604
H

PPS Bills only - This bill contains both Lifetime Reserve Days (Field 27) and Covered Days other than Lifetime Reserve Days (Field 22 is greater than Field 27), but does not involve a day outlier.  PPS bills may not include Lifetime Reserve Days unless all days used are Lifetime Reserve Days or the bill contains a Day Outlier (Value Code 17, and Condition Code 60).

Item 28--Occurrence
The third digit of the following  return codes reflects the sequence in which the code occurred.  The sequence is 1 through 0, with 0 representing the 10th code.

28X1
General
The date associated with the indicated occurrence code is impossible, incomplete, or missing.

28X2
S & CS
Date Guarantee of Payment Began--Entry is inappropriate as this item applies only to hospital bills.

28X3
H & CH
Date Guarantee of Payment Began--Hospital bill:  date is earlier than the Admission date or later than the "Statement Covers Thru" date.

28X4
H & CH
Date Guarantee of Payment Began--Utilization Days cannot exceed 12 days beyond the  admission date, if admission date and the Statement covers Period "From" date are the same, unless the billing dates cover the period 12/24 through 1/2, in which case 13 days cannot be exceeded.

28X5
H & CH
If the guarantee of payment date is shown and the admission date and from date are not equal, Utilization Days cannot exceed 12 days unless the billing dates cover the period 12/24 thru 1/2 in which case 13 days cannot be exceeded.
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Error
Applicable

Code
   To

Explanation
28X6
H & CH
The "Date Guarantee of Payment Began" is earlier than the "Date Benefits Exhausted " (Occurrence Code 23).

28X7
H & CH
The "Date Guarantee of Payment Began" plus "Utilization Days (less "Coinsurance and Nonutilization days") cannot exceed the "Statement Covers Period Thru" date unless the Patient Status Code is 30 (Still Patient) in which case the "Thru" date cannot be exceeded by more than 1 day.

28X8
H, S

Date Active Care Ended--This date is outside the "Statement

CH & CS
 covers period" dates.

28X9
H, S

"Utilization Days" exceed the number of days from the "From"

CH & CS
date through the "Date active care ended", Occurrence Code 22, minus the days for any Noncovered Level of Care (Occurrence Span Code 76) reported on this bill.

28X0
H, S

Benefits Exhausted--This date is outside the "Statement Covers

CH & CS
Period" dates.

28XA
H, S

"Utilization Days" are greater than the number of days from C & CS

the "From Date" through the "Date Benefits Exhausted" and in a hospital bill, "Date Guarantee of Payment Began" is not present. 

28XB
O/P

Date Benefits Exhausted--This date is later than the "Date of First Service" on the bill.

28XC
O/P

Date Benefits Exhausted--A date is shown for a bill other than a Part B Inpatient bill.

Item 33--Occurrence Span Codes and Dates Required
The third digit of the following error codes represents the location of the Occurrence Span code that failed a HCFA edit.

33X1
S

Qualifying Stay Dates--The "From" or "Thru" date is an impossible or incomplete entry.

33X2
S

Qualifying Stay Dates--The "Thru" date is the same as, or prior to, the "From" date.

33X3
S

Qualifying Stay Dates--The 3-day stay requirement is not met.  (The "Thru" date is not 3 or more days later than the "From" date.)

33X4
S

Qualifying Stay Dates--The "Thru" date is later than the "Date of Current Admission".
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Error
Applicable

Code
   To  

Explanation
Items 35-39--Condition Codes
The second and third digit of the following error codes represent the condition code reported on the bill.

35X1
H 

Condition Code 60 cannot be present with Condition Code 61 or

Condition Code 65.

Condition Code 61 cannot be present with Condition Code 60 or Condition Code 65.

Condition Code 65 cannot be present with any one of the following 

Condition Codes: 60, 61, 62, or 66.

35X2
H 

Either Condition Code 60 (Length of Stay Outlier) or 61 (Cost Outlier) is present but Value Code 17 is not present in Item 46-49.

Item 40--Blood Record (Pints) Furnished
4001
H, S,

Blood Pints Furnished--The entry is other than a number.

& O/P

4002
H, S,

"Blood Pints Furnished" is not equal to "Pints Replaced" plus

& O/P
"Pints Not Replaced".

4003
H, S

"Blood Pints Furnished" is zero with charges shown for Value Code 06.

& O/P
For outpatient, "Blood - Unreplaced Pints" is zero with  es shown in field 56a., "Verified Patient Liability, Blood Deductible."

Item 42--Blood Record (Pints) Not Replaced
4201
H, S,

"Not Replaced" is invalid or is an entry other than a number.

& O/P

4202
H, S

"Not Replaced" is zero with charges shown in Value Code 06; that is all pints 
& O/P
have been replaced and no charges should be shown.  For outpatient, "Blood - Unreplaced Pints" is zero, with charges shown in field 56a., "Verified Patient Liability, Blood Deductible."

Item 43--Blood Record (Pints) Deductible
4301
H, S,

Blood Deductible--This entry is other than a number, or the number of pints is

& O/P
greater than 3.

4302
H, S,

Blood Deductible--A number of pints is entered but no blood usage is shown

& O/P
in Blood Pints Furnished.
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Error
Applicable

Code
   To  

Explanation
4303
H, S,

Blood Deductible--The number of pints exceeds the number of

& O/P
pints not replaced.

4304
H, S,

Blood Deductible--The number of pints is more than the numbers is more

& O/P
than the number left after subtracting the number of pints replaced from the number 3.

Item 46--Value Code
The third digit of the following error codes represents the location of the rejected Value Code.

46X1
General
Valid Value Code Contains an impossible amount.

46X2
H & S
Value Code 06--Medicare Blood Deductible is shown in value code; but no entry in Blood Record (Pints) deductible (item 43).

46X3
H & S
Value Code 06--Medicare Blood Deductible is completed in Value Code ); but the total charges for revenue center code 001 (Totals equals noncovered charges for revenue center code 001, indicating that blood cannot be applied toward the deductible.

46X4
H & CH
Value Code 07--Inpatient deductible amount shown exceeds inpatient deductible for the year.

46X5
S & CS
Value Code 07--Inpatient Deductible is present on a SNF bill.

46X6
H

Value Code 17, outlier amount, is present, but neither a day outlier
(Condition Code 60), nor a cost outlier (Condition Code 61) is reported in the condition codes.

46X7
H

Value Code 17--outlier amount is greater than the reimbursement amount plus the sum of Value Amounts for Value Codes 06 through 16.  This edit is not applicable if the Admission Date is earlier than the From Date.

Rev. 1363
9-227

3882(Cont.) 
PROCESSING - REPORTS - RECORDS
12-87

Error
Applicable

Code
   To   
Explanation
Item 51--Revenue Code
For error codes involving the Revenue code and associated items (items 51-54), X=1-R; where 1 is the 1st revenue code, 2 is the 2nd revenue code, ........, 0 is the 10th revenue code, A is the 11th revenue code, Q is the 27th revenue code and R is the 28th revenue code.

51X1
General
Impossible or incomplete Revenue Code.

5lX2
General
The revenue code cannot be present for this bill type:

Bill Type

Revenue Center Codes Not Allowed
11X

52X, 55X, 57X, 58X, 59X, 65X, 82X, 83X, 84X, 85X

12X

10X-17X, 20X-23X, 28X, 36X-39X, 45X, 47X-59X, 61X, 65X,

72X, 75X, 80X-85X, 88X-92X, 94X

13X

10X-18X, 20X-21X, 23X, 50X, 52X, 55X, 57X-59X, 65X, 72X,

80X, 81X, 99X

18X

56X-59X, 80X, 82X-85X, 88X, 89X

21X

17X, 20X-21X, 36X-37X, 45X, 50X-52X, 56X-59X, 65X, 71X,

72X, 80X-85X, 88X, 89X

22X

10X-23X, 28X, 36X-39X, 45X, 47X-59X, 61X, 65X, 72X, 75X,

80X-85X, 88X-92X, 94X

23X

10X-24X, 28X-29X, 32X, 38X, 39X, 41X, 45X, 53X, 55X-74X,

85X-99X

32X

10X-24X, 28X, 30X, 41X, 44X-53X, 60X, 87X

33X

10X-24X, 28X, 30X, 41X, 44X-53X, 60X, 87X

34X

10X-24X, 28X, 41X, 44X-53X, 60X, 87X

41X

002-109, 111-139, 141-223, 225-229, 231-269, 271-989, 991-999

51X

002-109, 111-139, 141-223, 225-229, 231-269, 271-989, 991-999

71X

10X-24X, 34X-37X, 40X, 45X, 46X, 48X, 49X-51X, 53X, 54X,

70X-72X, 80X-90X, 99X

72X

10X-24X, 26X, 28X, 29X, 33X-37X, 40X-72X, 74X-81X

74X

10X-24X
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Bill Type

Revenue Center Codes Not Allowed
81X

002-650, 653-654, 658-999

82X

002-650, 653-654, 658-999

83X

10X-18X, 20X, 21X, 23X, 50X, 52X, 55X, 57X-59X, 65X, 72X,

80X-89X, 99X

5lX3
General
Units entry is missing or invalid; units required for this revenue code.  HCFA bypasses this edit for accommodation revenue center codes (100-169, 200-219) if the inpatient bill contains zero utilization days or involves a payer primary to Medicare.

Bill Type

Revenue Center Codes Requiring Units
11X

100-169, 200-219, 381, 382, 801-804

12X

None

13X

300-319, 381, 382, 450, 459, 510-519, 821

18X

100-169, 381, 382

21X

100-169, 381, 382

22X

None

23X

300-319, 381, 382

32X

10X-24X, 28X, 30X, 41X, 44X-53X, 60X, 87X

33X

42X-44X, 472, 55X-57X

34X

42X-44X, 472, 55X-57X

41X

100-1169, 200-219

51X

100-1169, 200-219

71X

300-319, 381, 382, 42X-44X, 472, 51X, 55X-57X

72X

300-319, 381, 382, 821, 831, 841, 851, 881

74X

410-449, 472, 550-569

81X

650-659

82X

650-659

83X

300-319, 381, 382, 450, 459, 510-519, 821
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Error
Applicable

Code
   To  

Explanation
51X4
General
Total Charges or Noncovered Charges is invalid

51X5
General
Noncovered Charges exceed Total Charges.

51X6
General
A revenue center code is shown, but total charges for the revenue center is zero.  For a nonpayment SNF bill, a revenue center of 001 may be shown with zero shown for both total charges and noncovered charges.

6101
General
Total Charges for revenue code 001 are not equal to the sum of the total charges for all other revenue codes.

6102
H & S
Noncovered Charges for revenue code 001 are not equal to 

CH & CS
the sum of the noncovered charges for all other revenue center codes.

6201
H & S
Total Deductions (the sum of Value Codes 06 through 11)

CH &CS
is greater than the difference between "charges" for revenue code 001 and "noncovered charges" for revenue code 001.  This edit will be overridden when occurrence span code 77 (provider liable) is present on the bill.

6901
H

This bill is identified as a Kron bill, but contains no covered days.

6902
H

This bill is identified as a Kron bill, but contains a non-payment code 
of "N" or "B".

RETURN CODES BETWEEN 9401 AND 9409 RESULT FROM THE HCFA GROUPER

PROGRAM

9401
H 

Invalid principal diagnosis (item 77).

9402
H 

Bill does not meet the criteria for any DRG in a Major

Diagnostic Category (MDC) based on Principal Diagnosis Code.

9403
H 

Invalid Beneficiary Age (not between 0 and 124).

9404
H 

Sex (item 13) is not male or female.

9405
H 

Invalid patient status.
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Error
Applicable

Code
   To  

Explanation
9408
H 

DRG is not between 001 and 468.

9409
H 

DRG calculated by HCFA does not match DRG.

Verified Noncovered Stays - UNIBILL Field 77
94A1
H & S
Verified Noncovered Stays--The "FROM" date is impossible or

CH & CS
incomplete.

94A2
H & S
Verified Noncovered Stays--The "FROM" date is later than 


CH & CS
the "THRU" date.

94A3
H & S
Verified noncovered Stays--The "THRU" date is an impossible 


CH & CS
or incomplete entry.

94A4
H & S
The "THRU" date is later than the admission date (item 15).

CH & CS

94A5
H & S
The "THRU" date shown is more than 60 days prior to the 

CH & CS
admission date (item 15).

Prior Psychiatric Days - UNIBILL Field 70
94C1
H

This item contains an entry other than a number.  

94C3
H 

"Utilization Days" plus "Days used" exceed 150.

Amount Reimbursed
94F1
General
Amount Reimbursed--This amount contains an entry other than a number.

94F2
H

Amount Reimbursed--The HMO Paid Code indicates that an HMO paid on behalf of Medicare, but a reimbursement amount greater than zero is shown.

Nonpayment Code
94G1
H & S
Nonpayment Code--The code entered is other than "N," "C,"

CH & CS
"B," "R," "P," or "E".

94G2
H & S
Nonpayment Code--No code is entered in this item but the 

CH & CS
totals of Noncovered Charges are equal to the total charges.

94G3
H & S
Nonpayment Code--Code "N," "C," "E," or "B" is shown in

CH & CS
this item with total deductions or reimbursement present.  A nonpayment
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Error
Applicable

Code
   To  

Explanation
bill may not contain Value Codes 06 through 17 (Deductibles, coinsurances, MSP amounts, and Outlier amounts) and may not contain a reimbursement amount.

94G4
H & S
Nonpayment Code--Code "R" is shown in this item with

CH & CS
reimbursement present.





Missing Values
9901
General
No detail revenue code shown on this bill.

9902
H & S
The inpatient bill contains no accommodation charge, that is,

CH & CS
the bill does not contain a revenue code between 100 and 219 (between 100 and 169 for SNF bill) and FROM and THRU dates are not equal.

9903
O/P

No clinic visits shown for independent RHC.

9904
S

Occurrence Span Code 70, Qualifying Stay Dates, is not present

O/P 

on an initial SNF bill.





Verified Patient Liability - UNIBILL Field 56

Blood Deductible
9910
O/P

This item contains an entry other than a number.

9911
O/P

A deductible amount is shown in this item, with no pints furnished shown in item 40.


Cash Deductible
9920
O/P

This item contains an entry other than a number or the number exceeds $75.


Coinsurance
9930
O/P

This item contains an entry other than a number.

9931
O/P

This amount, positions 1880-1886, is not equal to 20 percent of the total of field 38, Covered Charges for each revenue center code with an override code of 0 or 1, minus the amount shown in Value Code 5, physician component reported separately to the carrier.
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HCFA does not perform this edit if either of the following conditions is present:

1.
The ESRD Method of Reimbursement Code, Field 49, is "1", or

2.
At least one revenue center code has an Override Code other than "0" or "1" and one of the following Value Codes is present:  14, 15, 16, 41, or 42.

Payment Distribution - UNIBILL Field 57
9940
O/P

The Provider portion contains an entry other than a number.

9942
O/P

The Patient portion contains an entry other than a number.

9944
O/P

The Patient portion is not equal to the sum of patient payments minus the sum of the verified deductibles for cash and blood and the verified coinsurance.

3882.1
Identifying and Editing Final Nonpayment Bills.-- Final Nonpayment Bills are identified by the presence of a valid nonpayment code of "N", "C", "B", or "E" in field 73 (Inpatient Hospital and SNF, including Christian Science).  Editing of final nonpayment bills is limited to the edits described by return codes 0401, 0701, 0702, 1501, 1502, 2101, 2102, 2201, 2202, 2203, 2401, 33X1, 33X2, 33X3, 33X4, 51X4, 51X5, 6902, 94G1, 94G2, 94G3, and 9904.

3882.2
Adjustment Bill Return Codes
Error


Code


Explanation
0010

This code is used on a "CREDIT" or "DEBIT" bill which passes the consistencyedits but which must be deleted because the related "CREDIT" or "DEBIT" contains a consistency error.  Does not apply to SPIDER.

0011

Invalid action code.

0020

The "CANCEL ONLY" adjustment bill does not contain the reason code of contains a code other than C, P, S, D, or H.

0040

This code is used to delete bills if the "DEBIT" is submitted without a 
corresponding "CREDIT" or vice versa.  Does not apply to SPIDER.

0041

A "DEBIT" and/or "CREDIT" is submitted without a matching Association Code.  Does not apply to SPIDER.

0300

A "DEBIT" and "CREDIT" has been submitted with the same matching code but the bills do not agree on the name and/or claim number.  Does not apply to SPIDER.
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3882.3     MCE Error Codes.--These codes are returned to you to locate and correct the source of the error.

Error

Code
Explanation

7601
H
Invalid diagnosis or procedure code.

7602
H
Invalid fourth or fifth digit.

7603
H
E-code as principal diagnosis.

7604
H
Duplicate of principal diagnosis.

7605
H
Age conflict with diagnosis.

7606
H
Sex conflict with diagnosis.

7607
H
Manifestation code as principal diagnosis.

7608
H
Unacceptable principal diagnosis.
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