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Uniform Billing
416.

COMPLETION OF FORM HCFA-1450 FOR BILLING CORF, OPT, OT, SP, OR CMHC SERVICES

This form, also known as the UB-92, serves the needs of many payers.  Some data elements may not be needed by a particular payer.  All items on the HCFA-1450 are described, but detailed information is given only for items required for Medicare claims.

This section details only the data elements which are required by Medicare billing.  When billing multiple third parties, complete all items required by each payer who is to receive a copy.

Instructions for completion are the same for inpatient and outpatient claims unless otherwise noted.

Form Locator (FL) 1.  (Untitled) Provider Name, Address, and Telephone Number
Required.  The minimum entry is the facility's name, city, State, and ZIP code.  Include the post office box number or street name and number, if applicable.  Abbreviate the State using standard post office abbreviations.  Five or nine-digit ZIP codes are acceptable.  Use this information in connection with the Medicare provider number (FL 51) to verify provider identity.  Phone and/or Fax numbers are desirable.

FL 2.  Untitled
Not required.  This is one of four fields which have not been assigned for national use.  Use of the field, if any, is assigned by the SUBC and is uniform within a State. 

FL 3.  Patient Control Number
Required.  The patient's control number may be shown if you assign one and need it for association and reference purposes.

FL 4.  Type of Bill

Required.  This three-digit alphanumeric code gives three specific pieces of information.  The first digit identifies the type of facility.  The second classifies the type of care. The third indicates the sequence of this bill in this particular episode of care.  It is a frequency" code. 

Code Structure (Only codes used to bill Medicare are shown).

1st Digit-Type of Facility
7 - Clinic
or Hospital Based Renal Dialysis Facility

8 - Special Facility or hospital ASC surgery (requires special information in second digit below). 

9 - Reserved for National Assignment

2nd Digit-Classification (Clinic Only)
1 - Rural Health Clinic (RHC)

2 - Hospital Based or Independent Renal Dialysis Facility

3 - Free-Standing Provider-Based Federally Qualified Health Centers (FQHC)

4 - Other Rehabilitation Facility (ORF)



5 - Comprehensive Outpatient Rehabilitation

     Facility (CORF)







6 - Community Mental Health Center (CMHC)

7-8 Reserved for National Assignment

9 - OTHER
Rev. 1
 4-37

416 (Cont.)
BILLING PROCEDURES
04-98

3rd Digit-Frequency


Definition
A - Hospice Admission Notice
Use when the hospice is submitting the HCFA-1450 as an

Admission Notice.

B - Hospice Termination/

Use when the hospice is submitting the HCFA-1450 as a 

      Revocation Notice


notice of termination/revocation for a previously posted hospice 

election.

C - Hospice Change of 


Use when the HCFA-1450 is used as a Notice of Change to

      Provider Notice



the hospice provider.

D - Hospice Election Void/

Use when the HCFA-1450 is used as Notice of a Void/Cancel of 

      Cancel




Hospice election.

E - Hospice Change of 


Use when the HCFA-1450 is used as a Notice of Change in 

      Ownership




Ownership for the hospice.

F - Beneficiary Initiated


Used to identify adjustments initiated by the beneficiary.  For

      Adjustment Claim


intermediary use only.

G - CWF Imitated Adjustment
Used to identify adjustments initiated by CWF.  For intermediary        Claim




use only.

H - HCFA Imitated Adjustment
Used to identify adjustments initiated by HCFA.  For intermediary

      Claim




use only.

I - Intermediary Adjustment 

Used to identify adjustments imitated by the intermediary.  For

    (Other Than PRO or


intermediary use only.

    Provider)

J - Initiated Adjustment Claim
Used to identify adjustments initiated by other entities.  For

     






intermediary use only.

K - OIG Initiated Adjustment

Used to identify adjustments initiated by OIG.  For intermediary

      Claim




use only.

M - MSP Initiated Adjustment
Used to identify adjustments initiated by MSP.  For intermediary

       Claim




use only.  NOTE: MSP takes precedence over other adjustments

sources.

P - PRO Adjustment Claim

Used to identify an adjustment initiated as a result of a PRO 







review.  For intermediary use only.

0 - Nonpayment/zero claims

Use this code when you do not anticipate payment from the payer for the bill, but is informing the payer about a period of nonpayable confinement or termination of care.   The "Through" date of this bill (FL 6) is the discharge date for this confinement. Medicare requires "nonpayment" bills only to extend the spell-of-illness in inpatient cases.  Other nonpayment bills are not needed and may be returned to you.

l - Admit Through Discharge

Use this code for bill encompassing an entire inpatient

    Claim





confinement or course of outpatient treatment for which you expect payment from the payer or which will update deductible for inpatient or Part B claims when Medicare is secondary to an EGHP. 
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3rd Digit-Frequency


Definition                                                                                                                                          
2 - Interim-First Claim


Use this code for the first of an expected series of bills for  which utilization is chargeable or which will update inpatient deductible for the same confinement of course of treatment.

3 - Interim-Continuing Claims
Use this code when a bill for which utilization is chargeable for 

     (Not valid for PPS Bills)

the same confinement or course of treatment had already been submitted and further bills are expected to be submitted later.

4 - Interim-Last Claim


Use this code for a bill for which utilization is chargeable, and

     (Not valid for PPS Bills)

which is the last of a series for this confinement or course of 

treatment.  The "Through" date of this bill (FL 6) is the
discharge for this treatment.



5 - Late Charges Only


Use for outpatient claims only.  Late charges are not accepted for

Medicare inpatient or ASC claims.

7-Replacement of Prior Claim
Use to correct a previously submitted bill. Apply this code to the corrected or "new" bill.

8-Void/Cancel of a Prior Claim
Use this code to indicate that this bill is an exact duplicate of an incorrect bill previously submitted.  A code "7" (Replacement of Prior Claim) is being submitted showing corrected information.

FL 5.  Federal Tax Number
Not required.

FL 6.  Statement Covers Period (From-Through)
Required.  Enter the beginning and ending dates of the period included on this bill which are shown in numeric fields (MM-DD-YY).  Days before the patient's entitlement are not shown.  Use the "From" date to determine timely filing.

FL 7.  Covered Days
Not required.
FL 8.  Noncovered Days
Not required.

FL 9.   Coinsurance Days
Not required.

FL 10.  Lifetime Reserve Days
Not required
FL 11.  (Untitled)
Not required.  See FL 2 above.

FL 12.  Patient Name
Required.  Enter the patient's last name, first name, and middle initial.

FL 13.  Patient Address
Required.  Enter the patient's full mailing address, including street number and name, post office box number or RFD, city, State, and ZIP code.
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FL 14.  Patient's Birthdate
Required.  Enter the month, day, and year of birth (MM-DD-YYYY) of patient.  If the full correct date is not known, zero fill the field.  

FL 15.  Patient's Sex
Required.  Enter a "M" for male or a "F" for female must be present.  This item is used in conjunction with FLs 67-81 (diagnoses and surgical procedures) to identify inconsistencies.

FL 16.  Patient's Marital Status
Not required.

FL 17.  Admission Date
Not required.  

FL 18.  Admission Hour
Not required.

FL 19.  Type of Admission
Not required.

FL 20.  Source of Admission
Not required.

FL 21.  Discharge Hour
Not required.

FL 22.  Patient Status
Not required.

FL 23.  Medical Record Number
Not required.

FLs 24, 25, 26, 27, 28, 29 and 30.  Condition Codes
Required.  Enter the corresponding code to describe any of the following conditions that apply to this billing period.

Code

Title





Definition
02


Condition is Employment

Enter this code if the patient alleges that the

Related





medical condition causing this episode of care is due to environment/events resulting from his employment.

04


Patient is HMO Enrollee

Enter this code to indicate the patient is a member of an HMO.

05


Lien Has Been Filed


Enter this if you have filed legal claim for recovery of funds potentially due to a patient as a result of legal action initiated by or on behalf of a patient.

06


ESRD Patient in the First

Enter this code if Medicare may be a secondary 

18 Months of Entitlement 

insurer if the patient is also covered by

 


Covered By Employer Group

employer group health insurance during his first

Health Insurance



18 months of end stage renal disease 










entitlement.
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Code

Title





Definition
07


Treatment of Nonterminal

Enter this code to indicate the patient 



Condition for Hospice


has elected hospice care, but you not are 

Patient





treating the patient for the terminal condition and are, therefore, requesting regular Medicare payment. 
08


Beneficiary Would Not Provide
Enter this code if the beneficiary would not provide

Information Concerning Other
you with information concerning other insurance

Insurance Coverage


coverage.

09


Neither Patient Nor



Enter this code to indicate that in response to 

Spouse is Employed


development questions, the patient and spouse have denied any employment.

10


Patient and/or Spouse


Enter this code to indicate that in response to

Is Employed But No


development questions, the patient and/or spouse

EGHP Coverage Exists


indicated that one or both are employed but have no group insurance from an EGHP or other employer sponsored or provided health insurance that covers the patient.

11


Disabled Beneficiary, But

Enter this code to indicate that in response to

No LGHP Coverage


development questions, the disabled beneficiary

and/or family member indicated that one or more  are employed, but have no group coverage from an LGHP or provided health insurance that covers the patient.





12-16

Payer Codes




Codes reserved for internal use only by third party

payers.


20


Beneficiary Requested Billing
Enter this code when you realize the services on this bill are at a noncovered level of care or otherwise excluded from coverage, but the beneficiary has requested a formal determination.

21


Billing for Denial Notice

Enter this code for services that are at a noncovered level of care or excluded, but you request a denial notice from Medicare in order to bill Medicaid or other insurers.

26


VA Eligible Patient



Enter this code if a patient is VA eligible and

Chooses to Receive



chooses to receive services in a Medicare

Services in Medicare


certified facility instead of a VA facility.

Certified Facility


27


Patient Referred to a Sole

(Sole Community Hospital only).  Enter this code

Community Hospital for a

to indicate the patient was referred for a diagnostic

Diagnostic Laboratory Test

laboratory test.  Use to indicate laboratory service

is paid is 62 percent fee schedule rather than 60

percent fee schedule.
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Title






Definition
28


Patient and/or Spouse's 


Enter this code to indicate that, in response to 

EGHP is Secondary to


development questions, the patient and/or spouse

Medicare





have indicated that one or both are employed and 

that there is group health insurance from an EGHP or other employer-sponsored or provided health insurance that covers the patient but that either: (1) the EGHP is a single employer plan and the employer has fewer than 20 full and part-time employees; or (2) the EGHP is a multi or multiple employer plan that elects to pay secondary to Medicare for employees and spouses aged 65 and older for those participating employers who have fewer than 20 employees.

29


Disabled Beneficiary and/or

Enter this code to indicate that in response to 

Family Member's LGHP is 

development questions, the patient and/or family

Secondary to Medicare


member(s) have indicate that one or more are 







employed and there is group health insurance coverage from a LGHP or other employer sponsored or provided health insurance that covers the patient but that either: (1) the LGHP is a single employer plan and that the employer has fewer than 100 full and part-time employees; or, (2) the LGHP is a multi or multiple employer plan and that all employers participating in the plan have fewer than 100 full and part-time employees.

30









Reserved for National Assignment.

31


Patient is a Student



Patient declares that he/she is enrolled as a full-

(Full-Time - Day)



time day student.

32


Patient is a Student



Patient declares that he/she is enrolled in a 

(Cooperative/Work



cooperative/work study program.

Study Program)




33


Patient is a Student



Patient declares that he/she is enrolled as a full-

(Full-Time - Night)



time night student.

34


Patient is a Student



Patient declares that he/she is enrolled as a part-

(Part-Time)




time student.

ACCOMMODATIONS

35









Reserved for National Assignment.

36


General Care Patient


(Not used by hospitals under PPS.)  Enter this 

in a Special Unit



code to indicate you temporarily placed the patient

in a special care unit because no general care beds were available.

Accommodations charges for this period are at the prevalent semi-private rate.
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Code

Title






Definition
37


Ward Accommodation at

Enter this code if the patient was assigned to ward

Patient's Request



accommodations at his/her own request.

38


Semi-private Room Not


Enter this code to indicate that either private or 

Available





ward accommodations were assigned because semi-private accommodations were not available.

39


Private Room Medically


(Not used by hospitals under PPS.)  Enter this code

Necessary




if the patient needed a private room for medical necessity.

40


Same Day Transfer



Enter this code if the patient was transferred to another participating Medicare provider before midnight on the day of admission.

41


Partial Hospitalization


Enter this code when claim is for partial hospitalization services.  For outpatient services, this includes a variety of psychiatric programs (such as drug and alcohol).

55


SNF Bed Not Available


Enter this code to indicate the patient's SNF admission was delayed more than 30 days after hospital discharge because a SNF bed was not available.

56


Medical Appropriateness

Enter this code to indicate the patient's SNF admission was delayed more than 30 days after hospital discharge because the patient's condition made it inappropriate to begin active care within that period.

57


SNF Readmission



Enter this code to indicate the patient previously

received Medicare covered SNF care within 30 










days of the current SNF admission.

60-65 

Payer Codes




(For use by third party payers only.)

66


Hospitals Does Not Wish

Enter this code to indicate you are not requesting 

Cost Outlier Payment


additional payment for this stay as a cost outlier.  (Only used by hospitals paid under PPS.)

67


Beneficiary Elects Not to

Enter this code to indicate that the beneficiary 

Use Lifetime Reserve (LTR)

elects not to use LTR days.

Days

68


Beneficiary Elects to Use

Enter this code to indicate that the beneficiary 

Lifetime Reserve (LTR) Days
elects to use LTR days when charges are less than LTR coinsurance amounts.

70


Self-Administered EPO


Enter this code to indicate the billing is for a home dialysis patient who self-administers EPO.
Rev. 1  
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Title






Definition
71


Full Care In Unit



Enter this code to indicate the billing is for a patient who received staff-assisted dialysis services in a hospital or renal dialysis facility.

72


Self-Care In Unit



Enter this code to indicate the billing is for a patient who managed his/her own dialysis services without staff assistance in a hospital or renal dialysis facility.

73


Self-Care Training



Enter this code to indicate billing is for special dialysis services where a patient and his/her helper (if necessary) were learning to perform dialysis.

74


Home





Enter this code to indicate the billing is for a patient who received dialysis services at home.

75


Home 100-percent Payment

(Not to be used for services furnished 4/16/90, or later.)  Enter this code to indicate the billing is for a patient who received dialysis services at home using a dialysis machine that was purchased under the 100-percent program.

76


Back-up In-Facility Dialysis

Enter this code to indicate the billing is for a home dialysis patient who received back-up dialysis in a facility.

77


Provider Accepts or is 


Enter this code to indicate you have accepted or 

Obligated/Required Due to

are obligated/required to accept payment as  

Contractual Arrangement or

payment in full due to a contractual arrangement 

Law to Accept Payment by 

or law.  Therefore, no Medicare payment is due.

A Primary Payer as Payment

in Full

78


New Coverage Not



Enter this code for a Medicare newly covered

Implemented by HMO


service for which an HMO does not pay.  (For

outpatient bills, condition code 04 should be omitted.

79


CORF Services Provided

Enter this code to indicate that physical therapy,    


Off-Site





occupational therapy, or speech pathology services 

were provided off-site.

Special Program Indicator Codes

Required.  The only special program indicators that apply to Medicare are:

Code

Title






Definition

A3


Special Federal Funding


This code has been designed for uniform use by

State uniform billing committees.

A5


Disability





This code has been designed for uniform use by State uniform billing committees.
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Title





Definition

A6


Medicare Pneumococcal


This code identifies the services given that are to

Penumonia Vaccine (PPV);

be paid under special Medicare program 

Influenza Virus Vaccine


provisions.
A7


Induced Abortion-Danger

Abortion was performed to avoid danger to 

to Life





woman's life. 
A8


Induced Abortion-Victim

Self-explanatory.

Rape/Incest

A9


Second Opinion Surgery


Services requested to support second opinion in surgery.  Part B deductible and coinsurance do not apply.

M0-M9

Payer Only Codes

M0


All-Inclusive Rate for 


Used by a Rural Primary Care Hospital electing Outpatient




to be paid an all-inclusive rate for outpatient                                                            services.

M1


Roster Billed Influenza Virus

Enter this code to indicate the influenza virus 



Vaccine or PPV



vaccine or PPV is being billed via the roster billing

method by providers that mass immunize.
M2


HHA Payment Significantly

Used when the payment to an HHA is

Exceeds Total Charges


significantly in excess of covered billed charges.

PRO Approval Indicator Codes

C1


Approved as Billed



Enter this code to indicate claim has been reviewed by the PRO and has been fully approved including any day or cost outlier.

C3


Partial Approved



Enter this code to indicate the bill has been reviewed by the PRO and some portion (days or services) has been denied.  From/Through dates of the approved portion of the stay are shown as code "MO" in FL 36.   Exclude grace days and any period at a noncovered level of care (code "77" in FL 36 of code "46" in FL 39-41).

C4


Admission Denied



Enter this code to indicate patient's need for inpatient services were reviewed and the PRO found that none of the stay was medically necessary.

C5


Postpayment Review


Enter this code to indicate that any medical

Applicable




review will be completed after the claim is paid.  This bill may be a day outlier, cost outlier, part of the sample review, reviewed for other reasons, or may not be reviewed.
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Title






Definition

C6 


Preadmission/Preprocedure

Enter this code to indicate that the PRO authorized this admission/procedure but has not reviewed the services provided.

C7


Extended Authorization


The PRO has authorized these services for an extended length of time but has not reviewed the services provided.

Claim Change Reasons

D0


Changes to Service



Self-explanatory.

Dates

D1


Changes to Charges


Self-explanatory.

D2


Changes to Revenue


Self-explanatory.

Codes/HCPCs

D3


Second or Subsequent


Self-explanatory.

Interim PPS Bill

D4


Change is GROUPER Input

Self-explanatory.

D5


Cancel to Correct HICN or

Cancel only to delete an incorrect HICN or

Provider ID




Provider Identification Number.

D6


Cancel Only to Repay a 


Cancel only to repay a duplicate payment

Duplicate or OIG Overpayment
or OIG overpayment (Includes cancellation or an outpatient bill containing services required to be included on an inpatient bill.)

D7


Change to Make Medicare the
Self-explanatory.

Secondary Payer

D8


Change to Make Medicare the
Self-explanatory.

Primary Payer

D9


Any Other Change



Self-explanatory.

E0


Change in Patient Status


Self-explanatory.

M0


All inclusive rate for outpatient
Used by a Rural Primary Care Hospital electing 

services (payer only code)

to be paid in an all-inclusive rate for outpatient services.

FL 31.  (Untitled)

Not Required.  This is one of four fields which are not assigned.  Use of the field, if any is assigned by the NUBC.
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FL 32, 33, 34, and 35.  Occurrence Codes and Date

Required if applicable.  Enter code(s) and associated date(s) defining specific event(s) relating to this billing period are shown.  Event codes are two alpha-numeric digits, and dates are shown as six numeric digits (MM-DD-YY).  When you enter occurrence codes 01-04 and 24, make sure the entry includes the appropriate value code in FLs 39-41.

Fields 32A-35A must be completed before fields 32B-35 B are used.

Occurrence and occurrence span codes are mutually exclusive.  Occurrence codes have values from 01 through 69 and A0 through L9.  Occurrence span codes have values from 70 through 99 and MO through Z9.

When FL 36 is used, show the "From" and "Through" dates of an occurrence span code in FLs 34 and 35.  In this case, the code in FL 34 is the occurrence span code and the occurrence span "From" date is in the date field.  FL 35 contains the same occurrence span code as the code in FL 34 and the occurrence span "Through" date is in the date field.

Code Structure (only codes affecting Medicare payments/processing are shown).

Code

Title






Definition
01


Auto Accident




Enter the date of an auto accident.

Use this code to report an auto accident that involves liability insurance. (See §428.)

02


No-Fault Insurance



Enter the date of an accident
including 

Involved-Including



auto or other, where the State has 

Auto Accident/Other


applicable no-fault or  liability laws (i.e., legal basis for settlement without admission or proof of guilt).

Use this code to report a non-automobile accident.  Auto accidents are covered by codes 01 and 02 above.

03


Accident/Tort Liability


Enter the date of an accident (excluding automobile) resulting from a third party's action.  This incident may involve a civil court action in an attempt to require payment from the third party, other than no-fault liability.

Use this code to report a non-automobile accident.  Auto accidents are covered by codes 01 and 02 above.

04


Accident/Employment Related
Enter the date of an accident which relates to the patient's employment.  (See §434.)

05


Other Accident



Enter the date of an accident that is not 

described by any preceding occurrence codes.

Use this code to report that you have developed for other casualty related payers and have determined that there are none.
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Title






Definition
11


Onset of Symptoms/Illness

(Outpatient claims only.)  Enter the date that the patient first became aware of symptoms/illness.

12


Date of Onset for a Chronically
(HHA claims only.)  Enter the date that the 

Dependent Individual


patient/beneficiary becomes a Chronically Dependent Individual (CDI).  This is the first month of the 3 month period immediately prior to eligibility under Respite Care Benefit.

17


Date Outpatient Occupational
Enter the date that occupational therapy plan  

Therapy Plan Established or

was established or last reviewed.

Reviewed

18


Date of Retirement



Enter the date of retirement for the 

Patient/Beneficiary



patient/beneficiary.

19


Date of Retirement



Enter the date of retirement for the patient's


Spouse





spouse.

20


Guarantee of Payment Began

Enter the date on which you begin claiming payment under the guarantee of payment provision.

21


UR Notice Received


(Part A SNF claims only.)  Enter code to indicate the date of receipt by the SNF and hospital of the URC finding that an admission or further stay was not medically necessary.

22


Date Active Care Ended


(SNF claims only.)  Enter code to indicate the date on which a covered level of care ended in a SNF.  Code is not required if code "21" is used.

24


Date Insurance Denied


Enter the date of receipt of a denial of coverage 








by a higher priority payer.

25


Date Benefits Terminated

Enter the date on which coverage (including

By Primary Payer



Worker's Compensation benefits or no-fault coverage) is no longer available to the patient.

26


Date SNF Bed Available

Enter the date on which a SNF bed became available to a hospital inpatient who required only SNF level of care.

27


Date of Hospice Certification

Enter the date of certification or recertification 



or Re-Certification 



of the hospice benefit period, beginning with the first two initial benefit periods of 90 days each, and the subsequent 60-day benefits periods.
28


Date CORF Plan Established

Enter the date a plan of treatment 
was

 
or Last Reviewed



established or last reviewed for CORF care.
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Code

Title






Definition
29


Date OPT Plan Established  

Enter the date a plan was established or last

or Last Reviewed



reviewed for OPT.

30


Date Outpatient Speech 


Enter the date a plan was established or last

Pathology Plan Established

reviewed for outpatient speech pathology.

or Last Reviewed

31


Date Beneficiary Notified of 

Enter the date you notified the beneficiary that

Intent to Bill (Accommodations)
he/she does not (or no longer) require(s) a 











covered level of inpatient care.

32


Date Beneficiary Notified of 

Enter the date you provided notice to a patient

of Intent to Bill (Procedures or
stating the requested care (diagnostic

Treatments)




procedures or treatments) is not considered reasonable or necessary by Medicare.

33


First Day of the Medicare

Enter the first day of the Medicare coordination

Coordination Period

 
period during which Medicare benefits are

for ESRD Beneficiaries


secondary to benefits payable under an EGHP.

Covered by EGHP



This is required only for ESRD beneficiaries.

34


Date of Election of 



Enter the date that the guest elected to receive 

Extended Care Services


extended care services (used by Christian Science Sanatoria only).

35


Date Treatment Started


Enter the date that you initiated services for  

for Physical Therapy 


physical therapy.

36


Date of Inpatient Hospital

Enter the date of discharge for the inpatient

Discharge for a Covered


for a hospital stay in which the patient received

Transplant Procedure(s)


a covered transplant procedure when you are billing for immunosuppressive drugs.

37


Date of Inpatient Hospital

Enter the date of discharge for an inpatient 

Discharge Non-covered


hospital stay in which the patient received a

Transplant Patient



non-covered transplant procedure when the

hospital is billing for immunosuppressive drugs.

42


Date of Discharge



(Hospice claims only).  Enter code to indicate the on which beneficiary terminated his/her election to receive hospice benefits from the facility rendering the bill.

44


Date Treatment Started


Enter the date you initiated services for OT.

Occupational Therapy

45


Date Treatment Started


Enter the date you initiated services for SP. 

for Speech Pathology

46


Date Treatment Started


Enter the date you initiated services for CR.

for Cardiac Rehabilitation

47-49

Payer Codes




(For use by third party payers only.)
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Title





Definition
A1


Birthdate-Insured A


Enter the birthdate of the insured in whose name the insurance is carried.

A2


Effective Date-Insured A

Enter the first date the insurance is in force.

Policy

A3


Benefits Exhausted



Enter the last date for which benefits are available 










and after which no payment can be made to payer









        A .




B1


Birthdate-Insured B


Enter the birthdate of the individual in whose 










name the insurance is carried.

B2


Effective Date-Insured


Enter the first date the insurance is in force

B Policy

B3


Benefits Exhausted



Enter the last date for which benefits are available and after which no payment can be made to payer B.

C1


Birthdate-Insured C


Enter the birthdate of the individual in whose name the insurance is carried.

C2


Effective Date-Insured


Enter the first date the insurance is in force.

C Policy

C3


Benefits Exhausted



Enter the last date for which benefits are available and after which no payment can be made to payer C.

C4-C9








Reserved for national assignment.

D0-D9








Reserved for national assignment.

FL 36.  Occurrence Span Code and Dates
Required.  Enter codes and associated beginning and ending dates defining a specific event relating to this billing period.  Event codes are two alphanumeric digits and dates are shown numerically as MM-DD-YY.

Code Structure (Only the codes for Medicare are shown.)

Code

Title






Definition
70


Qualifying Stay Dates


(Part A claims for SNF level of care only.)  Enter the from/through dates for a hospital stay of at least 3 days which qualifies the patient for payment of the SNF level of care services billed on this claim.

70


Nonutilization Dates


Enter the from/through dates during a PPS inlier

(For Payer Use on 



stay for which the beneficiary has exhausted all

Hospitals Bills Only)


regular days and/or coinsurance days, but which 

is covered on the cost report.
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71


Hospital Prior Stay Dates

(Part A claims only.)  Enter the from/through dates given by the patient of any hospital stay that ended within 60 days of this hospital or SNF admission.

72


First/Last Visit



Enter the actual dates of the first and last visits occurring in this billing period where these dates are different from those in FL 6, Statement Covers Period.

74


Noncovered Level of Care

Enter the code that indicates the from/through dates for a period at a noncovered level of care in an otherwise covered stay excluding any period reported with occurrence span code 76, 77, or 79.  Codes 76 and 77 apply most noncovered care.  Used for leave of absence.  This code is also used for repetitive Part B services to show a period of inpatient hospital care or of outpatient surgery during the billing period.  Also, used for HHA or hospice services billed under Part A.

75


SNF Level of Care



Enter the from/through dates for a period of SNF level of care during an inpatient hospital stay.  It also means that a PRO reviewing the stay, has approved the patient's remaining stay in the hospital because of the nonavailability of a SNF bed.  For hospitals under PPS, this code is needed only in length of stay outlier cases, (code "60"in FL 24-30).  It is not applicable to swing bed hospitals which transfer the patient from hospital to a SNF level care.

76


Patient Liability



Enter the from/through dates for a period of noncovered care for which the hospital is permitted to charge the beneficiary.  Codes should be 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 this period.  (See occurrence codes 31 and/or 32.)

77 


Provider Liability--



Enter the from/through dates of a period of

Utilization Charged



noncovered care for which you are liable (other than for lack of medical necessity or custodial care).  The beneficiary's record is charged with Part A days Part A or Part B deductible and Part B coinsurance.  You may collect the Part A or Part B deductible and coinsurance from the beneficiary.
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78


SNF Prior Stay Dates


(Part A claims only.)  Enter the from/through dates given by the patient of any SNF stay that ended within 60 days of this hospital admission.  An inpatient stay in a facility or part of a facility that is certified or licensed by the State solely below a SNF level of care, does not continue a spell of illness and, therefore, is not shown in FL 36.

79


Provider Liability--



Enter the from/through dates of a period of 

No Utilization (Payer Code)

noncovered care due to lack of medical necessity 

or to custodial care for which you are liable: The beneficiary is not charged with utilization.  You may not collect Part A or Part B deductible or coinsurance from the beneficiary.

M0


PRO/UR Stay Dates


If a code "C3" is in FL 24-30, enter the from and through dates of the approved billing period.

FL 37.  Internal Control Number (ICN)/Document Control Number (DCN)

Required.  Enter the control number assigned to the original bill here.  Utilize on adjustment requests (Bill Type, FL 4 = XX7).  When requesting an adjustment to a previously processed claim insert the ICN/DCN of the claim to be adjusted.  Payer A's ICN/DCN should be shown on line "A" in FL 37.  Similarly, the ICN/DCN for Payer's B and C should be shown on lines B and C respectively, in FL 37.

FL 38.  (Untitled except on Patient Copy of the bill) Responsible Party Name and Address
Not required.  Space is provided for the use of a window envelope if you use the patient copy of the bill set.  For claims that involve payers of higher priority than Medicare, as defined in FL 58, enter the address of the other payer in FL 84 (Remarks).

FL 39, 40, and 41.
Value Codes and Amounts

Required.  Code(s) and related dollar amount (s) identify data of a monetary nature that are necessary for processing this claim.  The codes are two alphanumeric digits, and each value allows up to nine numeric digits (0000000.00).  Negative amounts are not allowed accept in FL 41.  Whole numbers or non-dollar amounts are right justified to the left of the dollars and cents delimiter.  Some values are reported as cents, so refer to specific codes for instructions.  

If more than one value code is shown for a billing period, are shown codes in ascending numeric sequence.  There are four lines of data, line "a" through line "d."  Use FLs 39a through 41a before 39b through 41b (i.e., use the first line before the second). 

(Only codes used to bill Medicare are shown.)

Code

Title






Definition

04


Inpatient Professional 


Enter this code to indicate the amount shown is the

Component Charges Which 

sum of the inpatient professional component 
Are Combined Billed


charges which are combined billed.  Medicare uses this information in internal processes and also in the HCFA notice of utilization sent to the patient to explain that Part A coinsurance applies to the professional component.  (Used only by some all-inclusive rate hospitals.)
4-52
Rev. 1 

04-98
BILLING PROCEDURES
416 (Cont.)
Code

Title





Definition
05 


Professional Component

(Applies to Part B bills only.)  Enter this code to 

Included in Charges and 

indicate the charges shown are included in billed 


and Also Billed Separate

charges FL 47, but a separate billing for them will 


to Carrier





also be made to the carrier.  For outpatient claims, 

these charges are excluded in determining the deductible and coinsurance due from the patient to avoid duplication when the bill for physician's services is processed by the carrier.  These charges are also deducted when computing interim payment.

Use this code also when outpatient treatment is for metal illness, and professional component charges are included in FL 47.

06


Medicare Blood Deductible

Enter this code to indicate the amount shown is the product of the number of unreplaced deductible pints of blood supplied times the charge per pint.  If the charge per pint varies, the amount shown is the sum of the charges for each unreplaced pint furnished.

If all deductible pints have been replaced, this code is not to be used.

When you give a discount for unreplaced deductible blood, show charges after the discount is applied.

08


Medicare Lifetime Reserve

Enter this code to indicate the amount shown is

Amount in the First Calendar

the product of the number of lifetime reserve days
Year in Billing Period


used in the first calendar year of the billing period times the applicable lifetime reserve coinsurance rate.  These are days used in the year of admission.

09


Medicare Coinsurance Amount
Enter this code to indicate the amount shown is 

in the First Calendar Year in

the product of the number of coinsurance days

Billing Period




used in the first calendar year of the billing period times the applicable coinsurance rate.  These are days used in the year of admission.  Do not use this code on Part B bills.

10


Medicare Lifetime Reserve

Enter this code to indicate the amount shown is

Amount in the Second Calendar
the product of the number of lifetime reserve days

in Billing Period



used in the second calendar year of the billing period times the applicable lifetime reserve rate.  Use the code only on bills spanning 2 calendar years when lifetime reserve days were used in the year of discharge.
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11


Medicare Coinsurance Reserve
Enter this code to indicate the amount shown

Amount in the Second Calendar
is the product of the number of coinsurance days

Year in Billing Period


used in the second calendar year of the billing period times the applicable coinsurance rate.  Use this code only on bills spanning 2 calendar years when coinsurance days were used in the year of discharge.  Do not use this code on Part B bills.

12


Working Aged Beneficiary/

Enter this code to indicate the amount shown is

Spouse With an EGHP


that portion of a higher priority EGHP payment made on behalf of an aged beneficiary that you are applying to covered Medicare charges on this bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because the EGHP has denied coverage.  When you received no payment or a reduced payment because of failure to file a proper claim, enter the amount that would have been payable had you filed a proper claim.

13


ESRD Beneficiary in a 


Enter this code to indicate the amount shown is

Medicare Coordination Period
that portion of a higher priority EGHP payment 

With an EGHP



made on behalf of an ESRD priority beneficiary that the provider is applying to covered Medicare charges on the bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because the EGHP has denied coverage.  Where you received no payment or a reduced payment because of failure to file a proper claim,  enter the amount that would have been payable had you filed a proper claim.

14


No-Fault, Including Auto/Other
Enter this code to indicate the amount shown is Insurance
 that portion of a higher priority no-fault insurance payment including auto/other insurance, payment made on behalf of a Medicare beneficiary that the provider is applying to covered Medicare charges on this bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because the other insurer has denied coverage or there has been a substantial delay in its payment.  Where the provider received no payment or a reduced no-fault payment because of failure to file a proper claim, enter the amount that would have been payable had you filed a proper claim.
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Definition
15 


Workers' Compensation (WC)
Enter this code to indicate the amount shown is that portion of a higher priority WC insurance payment, made on behalf of a Medicare beneficiary that you are applying to covered Medicare charges on this bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because there has been a substantial delay in its payment.  Where the provider received no payment or a reduced payment because of failure to file a proper claim, enter the amount that would have been payable had you filed a proper claim.

16


PHS, Other Federal Agency

Enter this code to indicate the amount shown is that portion of a higher priority PHS or other Federal agency's payment made, on behalf of a Medicare beneficiary, that you are applying to Medicare charges.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because there has been a substantial delay in its payment.

17-20

Payer Codes




(For internal use by third party payers only.)

31


Patient Liability Amount

Enter this code to indicate the amount shown was approved to charge the beneficiary for noncovered accommodations, diagnostic procedures, or treatments.

37


Pints of Blood Furnished

Enter the total number of pints of whole blood or units of packed red cells furnished, whether or not they were replaced.  Blood is reported only in terms of complete pints rounded upwards, e.g., 1 1/4 pints is shown as 2 pints.  This entry serves as a basis for counting pints towards the blood deductible. 

38


Blood Deductible Pints


Enter the number of unreplaced deductible pints of blood supplied.  If all deductible pints furnished have been replaced, no entry is made.

39


Pints of Blood Replaced


Enter the total number of pints of blood which were donated on the patient's behalf.  Where one pint is donated, one pint is considered replaced.  If arrangements have been made for replacement, pints are shown as replaced.
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Definition
Where the provider charges only for the blood processing and administration, (i.e., it does not charge a "replacement deposit fee" for unreplaced pints), the blood is considered replaced for purposes of this item.  In such cases, all blood charges are shown under the 39X revenue code series (blood administration) or under the 30X revenue code series (laboratory).

40


New Coverage Not 


Enter this code to indicate the amount shown is

Implemented by HMO


for inpatient charges covered by the HMO.  (Use this code when the bill includes inpatient charges for newly covered services which are not paid by the HMO.  (Also, report condition codes 04 and 78.)

41


Black Lung (BL)



Enter this code to indicate the amount shown is that portion of a higher priority BL payment made on behalf of a Medicare beneficiary that you are applying to covered Medicare charges on this bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment because there are been a substantial delay in its payment.  Where you received no payment or a reduced payment because of failure to file a proper claim, enter the amount that would have been payable had you filed a proper claim.

42


VA






Enter this code to indicate the amount shown is that portion of a higher priority VA payment made on behalf of a Medicare beneficiary that you are applying to Medicare charges on this bill.

43


Disabled Beneficiary Under

Enter this code to indicate the amount shown is 

Age 65 With EGHP


that portion of a higher priority EGHP payment made on behalf of a disabled beneficiary that you are applying to covered Medicare charges on this bill.  Enter six zeros (0000.00) in the amount field, if you are claiming a conditional payment because the EGHP has denied coverage.  Where you received no payment or a reduced payment because of failure to file a proper claim, enter the amount that would have been payable had you filed a proper claim.

44


Amount Provider Agreed to 

Enter this code to indicate the amount shown is

Accept From Primary Payer 

that portion that you were obligated or required

When this Amount is Less than 
to accept from primary payer as payment in full 

than Charges but Higher 

when that amount is less than charges but higher

Payment Received



 than the amount actually received.  A Medicare 









secondary payment is due.  
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Definition
46


Number of Grace Days


If a code "C3" or C4" is in FL 24-30, indicating that the PRO has denied all or a portion of this billing period, show the number of days determined by the PRO to be covered while arrangements are made for the patient's post discharge.  The field contains one numeric digit.

47


Any Liability Insurance


Enter this code to indicate the amount shown is that portion from a higher priority liability insurance paid on behalf of a Medicare beneficiary that the provider is applying to Medicare covered charges on this bill.  Enter six zeros (0000.00) in the amount field if you are claiming a conditional payment.

48


Hemoglobin Reading


Enter this code to indicate the latest hemoglobin reading taken during this billing cycle.  Report in three positions with a decimal.  Use the position to the right of the delimiter for the third digit.

49


Hematocrit Reading


Enter this code to indicate the latest hematocrit reading taken during this billing cycle.  This is usually reported in two positions (a percentage) to the left of the dollar/cent delimiter.  If the reading is provided with a decimal, use the position to the right of the delimiter for the third digit.

50


Physical Therapy Visits


Enter this code to indicate the number of physical therapy visits from onset (at the billing provider) through this billing period.

51


Occupational Therapy Visits

Enter this code to indicate the number of occupational therapy visits from onset (at the billing provider) through this billing period.

52


Speech Therapy Visits


Enter this code to indicate the number of speech therapy visits from onset (at the billing provider) through this billing period.

53


Cardiac Rehabilitation Visits

Enter this code to indicate the number of cardiac rehabilitation visits from onset (at the billing provider) through this billing period.

56


Skilled Nurse-Home Visit 

Enter the number of hours of skilled nursing 

Hours (HHA only)



provided during the billing period.  Count only hours spent in the home.  Exclude travel time.  Report in whole hours, right justified to the left of the dollars/cents delimiter.  (Round to the nearest whole hour.)
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57


Home Health Aide-Home

Enter the number of hours of home health aide 
Visit Hours (HHA only)


services provided during the billing period.  Count only hours spent in the home.  Exclude travel time.  Report in whole hours, right justified to the left of the dollars/cents delimiter.  (Round to the nearest whole hour.)

NOTE:
Code 50-57 and 60 are not money amounts but represent the number of visits.  Entries for the number of visits are right justified from the dollars/cents delimiter as follows:







1
3

58

Arterial Blood Gas




Enter this code to indicate arterial blood gas value at the beginning of each reporting period for oxygen therapy.  This value or value 59 is required on the initial bill for oxygen therapy and on the fourth month's bill.  Report right justified in the cents area. (See note following code 59 for an example.)

59

Oxygen Saturation




Enter this code to indicate oxygen saturation at

(02 Sat/Oximetry)




the beginning of each reporting period for oxygen therapy.  This value or value 58 is required on the initial bill for oxygen therapy and on the fourth month's bill.  Report right justified in the cents are.  (See note following this code for an example.)

NOTE:
Codes 58 and 59 are not money amounts.  They represent arterial blood gas or oxygen saturation levels.  Round to two decimals or to the nearest whole percent.  For example, a reading of 56.5 is shown as:






5
7

A reading of 100 percent is shown as:






1
0
0

60


HHA Branch MSA



Enter the MSA in which HHA branch is located (Report MSA when branch location is different than the HHA's - Report the MSA number in dollar portion of the form locator right justified to the left of the dollar/cents delimiter.

61-66








Reserved for National Assignment
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67


Peritoneal Dialysis



Enter the number of hours of peritoneal dialysis provided during the billing period.  Count only the hours spent in the home.  Exclude travel time.  Report in whole hours, right justify to the left of the dollar/cent delimiter.  (Round to the nearest whole hour.)

68


Number of Units of EPO

Enter this code to indicate the number of units of

Provided During the Billing

EPO administered and/or supplied relating to the

Period





billing period and is reported in whole units to the left of the dollar/cent delimiter.  For example, 31,060 units are administered for the billing period.  Thus, 31,060 is entered as follows:


3
1
0
6
0



70-71

Payer Codes




(For use by third party payers only.)

72


Flat Rate Surgery Charge

Enter this code to indicate the amount shown is the standard charge for outpatient surgery where you have such a charging structure.

73-79

Payer Codes




(For use by third party payers only.)

A1


Deductible Payer A



Enter the amount assumed by the provider to be applied to the patient's deductible amount involving the indicated payer.
B1


Deductible Payer B



Enter the amount assumed by the provider to be applied to the patient's deductible amount involving the indicated payer.

C1


Deductible Payer C



Enter the amount assumed by the provider to be applied to the patient's deductible amount involving the indicated payer.

A2


Coinsurance Payer A


Enter the amount assumed by the provider to be applied toward the patient's coinsurance amount involving the indicated payer.

B2 


Coinsurance Payer B


Enter the amount assumed by the provider to be applied toward the patient's coinsurance amount involving the indicated payer.

C2


Coinsurance Payer C


Enter the amount assumed by the provider to be applied toward the patient's coinsurance amount involving the indicated payer.

A3


Estimated Responsibility

Enter the amount estimated to be paid by the 

Payer A





indicated payer.
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