p nqtionql NGS PROVIDER EXPERIENCE
U govern ment ‘ oooooooooo | Education | Collaborat on
Medicare Part B 2024

Spring/Summer Virtval Conference
Mastering Medicare: Tuesday Tutorials

Proper Part B Claim Submissions

Closed Captioning: Auto-generated closed captioning is enabled in this course and is at best 70-90%
accurate. Words prone to error include specialized terminology, proper names and acronyms.

NGS Medic @S
CENTERS FOR MEDICARE & MEDICAID SERVICES

lllllllllllllllllllllllllllllll

2606_0524



Today’'s Presenters

Provider OQutreach and
Education Consultants

* Arlene Dunphy, CPC
* Carleen Parker
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National Government Services, Inc. has produced this material as an informational reference for providers furnishing
services in our contract jurisdiction. National Government Services employees, agents, and staff make no
. . representation, warranty, or guarantee that this compilation of Medicare information is error-free and will bear no

D | SClG | m e r responsibility or liability for the results or consequences of the use of this material. Although every reasonable effort
has been made to assure the accuracy of the information within these pages at the time of publication, the
Medicare Program is constantly changing, and it is the responsibility of each provider to remain abreast of the
Medicare Program requirements. Any regulations, policies and/or guidelines cited in this publication are subject to
change without further notice. Current Medicare regulations can be found on the CMS website.
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https://www.cms.gov/

Recording

Attendees/providers are never permitted to
record (tape record or any other method)
our educational events. This applies to
webinars, teleconferences, live events and
any other type of National Government
Services educational events.

Objective

After completion attendees will be able to

Familiarize yourself with claim submission
requirements

Avoid unnecessary claim denials and claim
rejections

Understand the benefits of electronic submissions
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Agenda

Claim Form Requirements

Time Limits for Filing Medicare Claims

Claim Form Overview

Resources, References and Tools
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Claim Form Requirements



Claim Submission Requirements

* Paper
e Original CMS-1500 Claim Form
* Use aninkjet or laser printer
* Use Courier New font for computer-generated claims
* Ensure no lines from the printer cartridge are anywhere on the claim
e Use Pica 10 or 12-point typeface for claims typed
* Use upper case letters for all claim data
* Data should not be touching box edges or running outside of numbered boxes
* Cannot contain more than six service lines per claim
* No stickers, bold, italics, or underlining

e Electronic or paper

* Do not use narrative or handwritten descriptions
* Procedure, modifier or diagnosis
Do not use special characters
* hyphens, periods, parentheses, dollar signs or ditto marks
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ASCA Regulations

* Requires most providers to submit all
claims electronically

* ASCA regulations exceptions include

* Providers submitting less than ten claims per
month

* Physician/practitioner/supplier with less than
ten full-time equivalent employees

* Medicare tertiary (third) payer claims
e Certain mass immunizers

* ASCA Requirements for Paper Claim
Submissions
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https://www.ngsmedicare.com/web/ngs/edi-enrollment?selectedArticleId=2090512
https://www.ngsmedicare.com/web/ngs/edi-enrollment?selectedArticleId=2090512

Time Limits for Filing Medicare
Claims



Claim Filing Time Limits

* Limit is one calendar year from date of
service
* Claims not submitted timely are provider-liable
« Beneficiary cannot be charged

* Exceptions

* MLN Matters® MM7270 Revised: Changes to the
Time Limits for Filing Medicare Fee-For-Service

Claims
e Administrative error

* Retroactive Medicare entitlement, including when
State Medicaid agencies involved

* Retroactive disenrollment from Medicare
Advantage Plan or PACE Provider Organization
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https://www.hhs.gov/guidance/document/changes-time-limits-filing-medicare-fee-service-claims-0
https://www.hhs.gov/guidance/document/changes-time-limits-filing-medicare-fee-service-claims-0
https://www.hhs.gov/guidance/document/changes-time-limits-filing-medicare-fee-service-claims-0

Claim Form Overview



CMS-1500 Claim Form
(02/12)
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Beneficiary ' :
data i
m
Provider
data
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HEALTH INSURANCE CLAIM FORM

giotcunes [ atescn [ aowocom [ tseron [0 PN BN oy
| Lineltem 1
* When submitting your claims
to Medicare, the Medicare box

shall be checked:; otherwise,
: your claim(s) will be rejected
and returned

2 I::: Claim Description Loop Field Data Element Description Requirements
] SBRO9 Claim editing indicator code Must = MB for Medicare Part B
3 1 Type of Health 20008 SBRO1 Payer Responsibility Sequence Primary Payer Responsibilit_lgf e{rfi:ry Primary, S = Secondary T =
nnnnnnnnn Number Code
Individual Relationship Code Individual relationship code (18 = Self)
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R
HEALTH INSURANCE CLAIM FORM

Line Item 1a

* Enter the patient’'s Medicare MBI as it
appears on patient’s red, white and
blue Medicare card for all Medicare T ¥
claim submissions (primary or |
secondary)

* Term "Medicare number” and
“Medicare ID”

* MBI is 11 characters in length and S Ky
made up only of numbers and , y
uppercase letters (no special
characters)

* Lowercase letters will be
converted to uppercase letters

* MBIs are assigned by SSA

em
Mo,

PPULR N C

ClaimDescription | Loop | Field |  DataElement Description Requirements ||

Patient's Madicars

|
1a* | Beneficiary ID Number | 201084 M08 Subscriber Primary |dentifier Patient's. Medicare Banaficiary ID Mumbaer [MBI) “
(MBI
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HEALTH INSURANCE CLAIM FORM

2. PATIENT'S NAME (Last Name, First Name, Middie Initial)

F—

ATIENT AND BNSUNED BNFONMATION

Line Item 2

* Patient’s last name, first name
and middle initial list exactly
as it appears on the patient’s
red, white and blue Medicare

card

Item )
No. Claim Description | Loop Field Data Element Description Requirements
NM1 N
20108A Nmﬁ !lza-:: N:-r::
2 Patents Name o Enter the patienTs name as shown on ther Medcare card
2010CA NM105 Middle initial
NM107 Suﬂuleg....lr Sr.)

"™\ ¢ national
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Line Item 3

e Patient’s eight-digit date of
birth (MMDDCCYY) and check
the appropriate box for
patient’s sex

| | L L L ]

HEALTH INSURANCE CLAIM FORM

|3 PATIENT'S BIRTH DA
MM DD YY

JE

M

Claim Description | Loop Field Diata Element Description Requirements
3 Patieni's Birth Date 1064 DMGDZ Burth Diate Erfter the patienl's barih dale. Must be lormatied & CCYYMMDD
aed gender DMGO3 Gender Dl usbfier (DAGO1) = D8

national
government
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| Lineltem4
| * Name of the insured, if there is

insurance primary to Medicare,
either through the patient or
: spouse’s employment or any other

source
‘ * Enter the word, “same,” when

insured is same as patient

* When Medicare is secondary payer
(MSP), items 4, 6,7 and 11 are
required items
£ " | ClinDescrpbon | Loop | Fed | DaaElement Descpion Requirements
N SVenhen: NGSMT |




Line Iltem 5

* Patient’s street address on first lineg,
City, state on second line and ZIP code
and phone number on third line

* For home visits rendered in state other
than patients home address, enter in
Iltem 5 the patient’'s mailing address
and line item 32, enter complete
address, including ZIP code, where the
service was actually rendered

=yYrTa
HEALTH INSURANCE CLAIM FORM

5 PATIENTS ACDRESS (No., Stest)

E5

Claim Description | Loop Field Data Element Description Requirements
[LE] Siibachibed S3dress e
, i H302 Subscriber address ine 2
F ?Ms mﬁif‘b:ﬂ 20N0BA Ml Sulbecriber ity name Enfier the patents maling address
a0z Subscriber siale
403 Subscribar JIP code
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HEALTH INSURANCE CLAIM FORM

6. PATIENT RELATIONSHIP TO NSURED

Sf.:llf_l b‘pm.wl_l Chld_—l O:Pcrm

CARRE

>~

PATIENT AND BNSUNED ™NFORMATION

PPULI NP ONMATION

PHYICAAN ON SV

Line Item 6

 Complete this line item only
when ltems 4,7 and 11 are
completed

H“u Claim Dascription Loop Fiwid Data Elomant Description Requiremants
Raquired when MSP s Involved
01 Spouss
Putionts relalicnship 1o I..!lscsr::d
iresuied I (Cormplele 20E
& Ihas Bem only wien 2320 SBRO2 mployos
Ban 21 Unknown
a4, 7, ond 11 ara
compbatied } 38 Owgan Do
P A0 Catarvar Donol
83 Lifle Parinsr
Gl Ortrear Ralnbonship
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Line Item 7

* Insured’s address and
telephone number when
Medicare is secondary payer

* Line 7 completed when ltems
4,6 and 11 are completed

 Leave blank when Medicare is
primary

| | L L L

HEALTH INSURANCE CLAIM FORM

':::_1 Claim Description Loop Fiald Data Elemant Description Requiremants
Insurad's address and i Other subserber address 'f"'* 1 Enler e maling address of the insured. Required i ather
T ———— - W2 Other EM"-'EC”«"?T addrass line: 2 payers are known o pobentally be nvelved in paying thes dalm
I (Camplta this MSP 23308 | Other subscriber cily name and the mformnation is avallsoia, If the insured is the petient tis
claims NNz Cither subscriber stale code would ta slank snd infarmaton raported in the 201084 Loop
! [ERE] Diher subscriber ZIP code does not repeat m the 23304 Loog
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HEALTH INSURANCE CLAIM FORM

- CA

Line Item 8

8. RESERVED FOR NUCC USE

e Reserved for future NUCC use

PATIENT AND BNSUNED ™NFOMMA TION

* Not mapped electronically

R 5siemetene NGSMT |

SSSSSSSS




Line I[tems 9, 9a-9d

Medigap or supplemental data is
appended when claims are not
automatically crossed over to
medigap or supplemental insurer

If same as line Item 2, list same

If different from line Item 2
complete, name of insured

Policy and/or group number
preceded by Medigap or MGAP or
MG or payer ID

Medicare Coordination of Benefits
Agreement

J JStenalen: NGSMT | ~

SSSSSSSS

| | L L L

HEALTH INSURANCE CLAIM FORM



https://www.cms.gov/medicare/coordination-benefits-recovery/coba-trading-partners/agreement
https://www.cms.gov/medicare/coordination-benefits-recovery/coba-trading-partners/agreement

EMC Equivalent Lines 9, 9a0-9d

* Medigap or supplemental
data is appended when

: . Ten | . . . -
claims are not automatically —fu 2o | & emee —
crossed over to medigap or " ] - P S
supplemental insurer o | e (T e =

* Nome of insured for Medigap i el —mmmmmmans
Ol. an an d ID i :_n:“::v 111111 . :*;i T?Z;;:i“ B T B

* Insured group and plan [ [ e

number

* Enter the city, state and ZIP
code of the insurer
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Line Items 10q, 10b
| and 10c
: * Employment, auto liability, or
other accident involvement
* If checked “YES,” identity
: primary insurance and submit
to the primary and
enter the two-letter state
postal code for auto liability
: ’:;" Claim Description | Loop | Field |  Data Element Description Requirements
N 58veihen: NGSMT | =




Line Item 10d

e Medicaid crossovers are

automatic via eligibility file-
based crossover process

10d. CLAIM CODES (Designated by NUCC)

* Medicaid number preceded
by MCD, when eligibility files
are not updated with State
Medicaid crossovers

* Not mapped electronically
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HEALTH INSURANCE CLAIM FORM

Line Items 11, 11a-11d

* If Medicare primary, enter word
‘NONE" proceed to line Item 12

* If Medicare is secondary (MSP)

* Insured’s policy or group number
and proceed to line items 11a
through 11c

* Ma-insured eight-digit DOB and sex
code

* 1b-leave blank
* 1Mc-MSP plan name
* 11d-Not required
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EMC Equivalent Line 11, 11a-11c

Claim Description | Loop

Field

Data Element Description

Requirements

T Tty Tr e s e i

Payer responsibliity

P = Prmary
2320 o S = Secondary
20008 | SBRY! T = Terbary
*Note: If Medicare is Primary, use
lelter “P* and skip lo itern 12,
2320 SBRO3 Insured Group or Policy Number
NM108 Identificalon Code Qualifier (M1
2320A Member Identification Number)
NIM10G Insured's identifier
Insurance Type Code
Indicator's must equal one of the
oy, | 58R05 | following vaiues: 12, 13. 14, 15, 16.

Insured (o 41,42 43 0r 47 if 20008 SBRO1 = | 1f there is an insurance primary 1o Medicare, enler the Insured's
19 FFCF::W gbt_up To's policy or group number. Required # other payers are known 1o
w i pro— CLMO1 Claim submitter's Iantfier polentially be nvolved in paying this daim.

CLMD2 Monetary amount
AMTON Amount qualdier code = D
2320 Monetary amount (Pnmary Paid
sl Claim Level)
CASOT Claim adjustment reason code
2320 (CO, PR. OA)
2430 | CAS02 | Ciaim adjustment reason codes |
CASO3 Adjusiment amount
CASOS Adustment guanlity
Primary insurance adjudication
233080 | OTPO! cate
2430 DTPO2 Date time period qualifier
OTP03 Daie pard

tem . )
o Claim Description ~ Loop |  Field Data Element Description Requirements
';':‘ Claim Description | Loop | Field Data Eloment Description Requirements
2300 o -
2200 CN102 OTAF ameunt
Svom Idantification code
SVD02 Prmary paye::‘ae KI! amaurt {Ina
SvDo3 Medica procedure identifier
%0 S'."I?:I:i- Service 10 cualfier
SV Sevoe ID
SvDos Quantty
NM101 Enlity idzntifier oode
NM 02 Entity type coda
23308 NM10G Last name or oganizaton
NM! (8 |dertfcation code qualfer
NM19 |dantification code
t1g* Insured date of birth
8nd san-
b Empioyer’s name o
school
2320 SERM4 Othes Insurec Group Name Enter e complele insurance plan of program rame
11c Insurance pian name 23308 NM10G Cter payer arganization name Enter the compiete Insarance plan name
o pregram name
23308 NM109 QOmer gayer prmary identie Enter the payer 1D of the other nsure

national

N

Electronic Data Interchange: Medicare Secondary Payer ANSI Specifications for 837P
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https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421

L L L ] -
HEALTH INSURANCE CLAIM FORM

Line I[tem 12

* Signature and date

* Informed consent to release
medical information for
conditions or diagnoses
reqgulated by Federal Statutes

PATIENT AND SNSUNLED NP ONMATION

Y
. . A

* Statement permitting release of
ClaimDescription ~ Loop | Field  Dafa Element Description Requirements 5
This iterm authorized release of medical nformatio [ -:'
2300 CLMOD Release of information code ProCRss 1hrc claim. it atso authorizes pa'.ml:lnt of bcn{:fls 1l:| 1hl: E
ider whe it ad on the cla a
patercs o uncnzes Jeraio, of st whon st coepad o o g :
|:| -;R |E“i of Conditions or Diagnoses Regulated by Federal Statutes :-
Information] 2320 0108 Release of information code g;f:;’a:f;?m“:gf:;ﬂ:lﬁe"f:;wﬂfgéﬂg":;m:?v 4 8
Yes, Provider has a Signzrj Starlermesnt P’t:frl'l“lil'lg Foedeyse of o
Madical Billing Data Related to a Claim. f
8
£
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https://www.ngsmedicare.com/web/ngs/cms-1500-claim-form?selectedArticleId=566219&lob=96664&state=97057&rgion=93623#I12

HEALTH INSURANCE CLAIM FORM

"4
2
3
o
:
-
]
F
:
£

Line [tem 13

* Signature and date

* This item authorizes payment of
medigap medical benefits to
physician

" Claim Description | Loop | Field Data Element Description Requirements
This ilem autherizes payment of medical benalits o the
- Berefils Assignments Cerlification physican
e Il
Insurad 5 ar
13 Aumhorized Person’s N Ha
Signatura -
330 Qs Assignmeet of Benefits Indicator W Mot applcable. Use;;o:rgn":“:m[m the palient refuses o
Y ik

Y gsiemtene NGSMT | =



Line [tem 14

* Six-digit or eight-digit date of
current illness, injury, or
pregnancy (LMP)

* Do not enter qualifier (QUAL)

INn 1item 14

L L L ]

HEALTH INSURANCE CLAIM FORM

14. DATE OF CURRENT ILLNESS, INJURY, or PREGNANCY (LMP)

MM, DD,

YY ;
QUAL |

.:'Qm Claim Description Loop Field Data Element Description Requirements
OTeaS Required il Related Causa code (CLM11-1, -2 or -3) = Aulo
2300 (438) Accident Date Accident (AA) or Other (0A)
Enter the date of current liness or injury.
Required for the inilial medical senvice or visil parformed in
2300 ?I;?f Ounel of curm;;r;nass or injury response to a medical emergency when the date is available and
14 Daite if current liness, s different than the date of service
Injury. pregrancy 2300 E:I:ﬁ Inilial treatment date Required on all claims invalving spinal manipulation.
Required when the Inilkal Treatment Date ks known 10 impact
- DTPO3 adjudication for claims involving spinal manipulation, physical
2400 (454) Inktiad Treatmant Date therapy, occupational therapy, or speach languags pathology
and when different from whal is reported al the claim lavel

national
y governm
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HEALTH INSURANCE CLAIM FORM

Line [tem 15

* Not required

PATIENT AND BNSUNED ™NFORMATION

* Not mapped electronically

15. OTHER DATE \
QUAL ! 1 MM ! DD ! YY

MY oo NGSMT |
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L L L N |

Line Item 16 |
* Not required 3
* Six-digit date (MM/DD/YY) or eight- =*

digit date (MM/DD/CCYY) when

patient is employed and unable to R T e
WO r|< in CU rrent OCCU pOtion 16,DAI’ESE&'IENLULN;}BLEI&‘WORKINCJIi‘lmENTDC-:LPADDN

I b Lk}
| FROM i | TO |

* An entry in this field may indicate
employment-related insurance
coverage (e.g., MSP workers’ | 3 | o
compensation) , E] s L2 S -

-

"':‘:" Claim Description Loop ‘ Flald ‘ Data Element Description Requirements 1 f
Dates patient unable OTPO3 Initial ciisabilit riod stari 3

10 wosk in cuTeEnt (360) it Y penad 5t Ender the date(s) when patient is employed and unable to work 4 =

16 ocoupalion Ifl:‘l'h and 2300 in current occupation. An entry here may indicate ermployment o
upa o) CTPO3 Initial disability period end related insurance coverage. 2

(381) 1

A

g

\J 38{‘,'3,"“°,,:,ESEEE NGSMU |33




Line Items 17 and 17b

* Type of specialty legally eligible
to order and refer Part B clinical
laboratory and imaging services

* First and last name of referring
or ordering physician as it
appears in PECOS

 Qualifier DN, DK or DQ to left of
vertical line

* Do not use ltem 1/a
* List NPI of referring, ordering or

supervising physician or NPP in
Item 17b

U SStienalen: NGSMT | *
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EMC Equivalent Lines
17 and 17b

Electronic Data Interchange:
Medicare Secondary Payer
ANSI| Specifications for 837P

Claim Description | Loop | Field |  Data Element Description Requirements

kuhr::] Rederring provides last rame

23104 A0 Reterrig peosader first namsé

Narne of Relerming WM108 Fotemrg provader midds nams

pheysician of olher FRegared § dasn Fvoived a refertal or seraces were ordered
" HA0A Rdwiving po [P p—— Wi reporing T providern wha ordersd ssnices such as
(DM dugnostc and lab wtlced e Refernng Provader Mame [23104)
FAOE Inog St T ol el Regured 5 S6rvics of Subily Wil
L AnT Raterring prosader first nama ORSETEO Dy @ DIOVIoe! And Thal Drovioe! & & Siflersnt entty than
WANOS RI"‘I’FI"; pwdr madde e rendenng peovider for Pes seryics bne When a caem
= - it vl Modlphs rolenng ond/on ordering physiong. & sopadsle
Nh];lf:l Cesering provisss st names chaim must be biled lor edch ordeningiralering plysician
[
MNarma of Oede
Sysiian b H20E | mwuns O v peoniies sl rermen

[ R Ordering prowder middie name

Ot B0 rasmibsr of
Refadtang physician

{3
L] 23104 REI;T? IReferming provider prmary 1D
REFOZ
(1) Enter “J0C in Tl NA 108 10 nacate an NP1 s present in the
s NI 109, Ender She NP of B refernng/ondering pivyssciam lxied in
et Orciering provider primary ID B 17
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https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421
https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421
https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421

HEALTH

NSURANCE CLAIM FORM

CARRE

>~

PATIENT AND INIUNLED NP ORMATION

18. HOSP %Z{-\_E.EN E‘IFE'..‘.';‘.. RELATED TO CIKEEEENT[;EF‘.}'IC‘E;
TO

PPULI NP ONMATION

PHYICAAN ON SV

Line [tem 18

* Not required

* Admission and discharge
hospital care codes related to
services

Claim Description | Loop Field Data Element Description Requirements
DTR03 | Related hospitalization admission ,
1
Hospialization dales 1435) dole DTPX1 Admission or Discharge qualifier 435 or 096
relaled o curent 2300 o Enter the dalz when a medical service & fumished as a resull of
senvio From and To) OTPUS | Related hosphalzaon dschare | o vconuent o, arelaled hospilaization, DTP (435 is requied
(0%6) dale when 2300, CLMOS-1 = 21, 51 of 61

Ry gtensbes NGSMT |




Line Items 17 and 17b

* Type of specialty legally eligible
to order and refer Part B clinical
laboratory and imaging services

* First and last name of referring
or ordering physician as it
appears in PECOS

 Qualifier DN, DK or DQ to left of
vertical line

* Do not use Item 1/a
* List NPI of referring, ordering or

supervising physician or NPP in
Item 17D

J JStendlen: NGSMT |
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EMC Equivalent Line
19

* Loops
2300/2400/2310D/2320/2420D

* Segment/fields may differ

* For loops and fields, refer to
guide for electronic claims
crosswalk

e Medicare Part B CMS-1500
Crosswalk for 5010 Electronic
Claims

SSSSSSSS


https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516

Line Item 20
* Enter up to 12 diagnoses in 3
priority order i

e primary, secondary condition

* Code to highest level of |

specificity for service

* [CD-10-CM indicator should be
“0" for paper submitters

3

Tem - - o
™ Claim Description Loop Field Data Element Description Requirements s
8

2400 PS101 Purchased Seqvice Provider ID Required if there are diagnosfic tests subject 1o he anfi-markup g

. 2400 PS102 | Puchased Sanvice charge amaund | peyment price imits, 24308 is required when a 2400 P51 is 3

Oukiie Lab charges 24208 N Purcha n present. ¥hen submitting a P51, you must also submit fhe 4 )

58 Service peovicer facilty info in 2310C or 2420C. ‘

N ssiemtene NGSMT |

SSSSSSSS




HEALTH INSURANCE CLAIM FORM

| Lineltem 21
* Enter up to 12 diagnoses in
priority order

e primary, secondary condition

* Code to highest level of
specificity for service

oot ¢ |ICD-10-CM indicator should be
‘0" for paper submitters

VU st NGSMT |

SSSSSSSS




EMC Equivalent Line
21

* Loops 2300
* Segment/fields HIO1-02-HI12-02

* For loops and fields, refer to
guide for electronic claims
crosswalk

e Medicare Part B CMS-1500
Crosswalk for 5010 Electronic
Claims

Y 5%en: NGSMT |
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https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516

| | L L L ] -

Line Item 22
* Not required 2
* Not mapped electronically :

Y 5ol e NGSMT |

SSSSSSSS




SO
HEALTH INSURANCE CLAIM FORM

23, PRIOR AUTHOFIZATION NUWBER

Line I[tem 23

« Ambulance ZIP code point of pick
Up
* CLIA ten-digit certification number

* NPI of the home health or hospice
facility
* Billing for CPO, HCPCS G0181 (HH) or
G0182 (hospice)

e Prior Authorization
e Unigue Tracking Number

* Seven-digit IDE number when
investigational device is used in an
FDA-approved clinical trial

U JStenalen: NGSMT |

SSSSSSSS


https://www.ngsmedicare.com/web/ngs/search-details?selectedArticleId=550471&lob=96664&state=97057&rgion=93623

EMC Equivalent Line
23

* Loops
2300/2300B/2310E/2310F
* Segment/fields REFO2 with
appropriate qualifier
* For loops and fields, refer to
guide for electronic claims
crosswalk

e Medicare Part B CMS-1500
Crosswalk for 5010 Electronic
Claims

SSSSSSSS



https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516

HEALTH INSURANCE CLAIM FORM

mLUn

AWML Y

Line Items 24A-24)

* Paper claim contains six-line

Items

e 24A: Date of service
e 24B: Place of service
e 24C: Not used

o 24D: CPT/HCPCS, modifier(s)
* 24E Diagnosis code pointer
» 24F: Charge/fee for service

e 24G: Units

e 24H: Not used

e 24|: Not used

» 24J: Rendering/performing

physician or

PP

national
government

SSSSSSSS

NGSMT | =



EMC Equivalent Lines
24A-24)

* Loops
« 2010AA/2300/2310B/2400/2420A

* Segment/fields

 DTP/CLM/5V101-
107/REF/NM109/AMT

e For loops and fields, refer to
guide for electronic claims
crosswalk

e Medicare Part B CMS-1500
Crosswalk for 5010 Electronic
Claims

R sstcnstens NGSMT |
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https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508_2.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1668511681516

HEALTH INSURANCE CLAIM FORM

4
“ Z5. FEDERAL TAX LD. NJMBER SSN EIN

- CA

PATIENT AND BNSUNED ™NFOMMA TION

Line [tem 25

* Enter provider of service

Federal Tax ID, EIN or SSN of
billing provider/group

e
o | CimDescigton | Loop | Field | DataEementDescripton Requirements
Federal Tax ID
'y REF0Z Biling Provider Tax 1D
’ Enier the prowider of service Federal Tax IVEIM (ET) or 55N
25 SEN Indicalor J010AA REFM Social Securnity rumber (5] of the biling providesigroup
EIN Indcalor REFIM Emgicyers 1D numibar

‘\u national

government

SSSSSS

NGSMT |~




Line [tem 26

* Enter patient's account
number assigned by provider

 An account number will be
returned up to 20 characters

| | L L L ]

HEALTH INSURANCE CLAIM FORM

ClimDescripton | Loop | Field | DataElementDescrption Requirements

Enler the patients acoount number assigned by the provider of
senice’s accounting system. As a service, any account number
will be returmed to you up lo 20 characters.

Patients Acoount

— 200 | CLMOT | Prvider Assigned Account rumber

U osientene NGSMT | =

SSSSSSSS

ATIENT AND BNSUNLED ™NFONMATION

UPPLULR N ONMATION




SO - B
HEALTH INSURANCE CLAIM FORM &

Line I[tem 27

* Assignment: check yes or no

« Mandatory assignment for certain
services

 Clinical diagnostic laboratory services and
physician lab services

* Physician services to individuals dually
entitled to Medicare and Medicaid

A * Mandatory assignment for certain
practitioners and providers

* Physician assistants, nurse practitioners,
clinical nurse specialists, nurse midwives,
certified registered nurse anesthetists,
clinical psychologists, clinical social

: workers, registered dietitians/nutritionists,

? anesthesiologist assistants, and mass

immunization roster billers

LD SNFORMMATION

PATIENT AND BNZUT

Ham

‘ Cleim Descripen | Loap Fiald Diata Elerment Descriptian Faguirements

:’ et e Dot }'IZ!E;.;-H

g 0| byl sgoreel? | 200 | QWY ey .-IE:IH tjin Behisgomat areaedon e Leb s ny
' (i e

27, ACCEPT ASSI&‘\IP.'E‘\I‘.'?
1For pavt, eluns_see pack:

YES NO

VU 55inhen: NGSMT |




Line I[tems 28, 29 and
30

* [tem 28 is total charges on
claim

* [tem 29 leave blank
e Often misunderstood

* Allocates payment to
beneficiary

e [tem 30 is not used

| | L L L ]

HEALTH INSURANCE CLAIM FORM

“_T CimDescription | Loop | Fied | Data Element Descrpton Reculements

B | Tol Charges 2300 | CLM2 | Total claim charge amount Enter lotal charges fir senvices.

ANTO! Aount quaifie code=F5 Recuired f e patent s

i Amourt paid 00 | AMTOZ | Total paient amount paid paid any amount lowards the claim for covesed servioes only.

U ssiemtee NGSMT | =

SSSSSSSS

ATIERT AND SNSUNED NFONMATION

29. AMOUNT PAID

s

30. Rsvd for NUCC Use




HEALTH INSURANCE CLAIM FORM

PATIENT AND BNIUNED NP OIMMA TION

PPULI NP ONMATION

on sy

Line I[tem 31

* Paper submitters

* Signature of provider or
representative and six-digit or
eight-digit date form was
sighed

* Electronic submitters
* Y=Provider signature on file
* N=Provider signature not on file

I:‘o Claim Description Loop | Flald I Data Ebment Deacription [ Réquiremanis
30 Balance due N30*
Signabure of physicar . . . - i
l I - Piovides or supplier signabue =Provider signalure = on fike
ar gupier nciuging 2300 CLMUE Bs .
n drqrees or credantiak Iredbcator MEFvider snatund 18 not on ble

\J 38{‘,'3,"“°,,:,ESEEE NGSMU | 51




Line [tem 32

* Place of service required on
all claims

* Name, address and ZIP code

g WA | Lataalory o Serven Facity
(L] W MDY Entty entfer cooe=T7 - Serace Locaton Reguined
OO Latwratery or Sarvis Fachiey when T localion of e servoe 5 Sflenerd Tan Fal camed n
s | ZOH0AA-Billing Provider (Mem 3} Erter Bur rusror_ isdedness ¢y,
73000 N Ly of Safvics Fadlity siale ard TP cocle of B location whene Fe servoes were
ey 3 rercipred. Proseciers of werocs (ruemaly plnseier ) maad dieeidy
el Lt iltary of Sebrwate Py oty Ll PG Tl el Zig OO0 iUt wlfub T
e aborationy o Service Faciity state locaton of heallf Gare sernoe 5 dfferent than Tat camed n the
Licar of Sarvice F Fa o Bl Prrorwachssd Mlderes [ 200 QAR ok
Harme and sddress of hebild i e e~
feclity whses services ] Lt alory of Servic ity Fiacparend f Bup v st Perades i =3 HasaEh Probiscnl
were reidensd (i offer (¥ Name Srortage Area (08 or OU modifer biled) and T place of
Tt e O OFfiCa) e Later oy of Sawente F sty syt . ferend Fue e HFSA bl dcdreis 1 o
| FedCardin iy o Bl it e bl wFe'e Tt lind
Latax afory o Seervem Facisy were periormed. Compiete s sdormaton for all aboraiony work
P r e sz 2 periormd outade & plytcza's office P secaos was
T L T T rediert i B A Cn SAC L dir e redliacl L LT Bt
T !EEEEET'“'SH‘“F!E! E sagress Provesers of servce must dentfy the suppler’s rame.
aciciana W FPT whee Bl for aet-mmario tets e
Laboratory of Servce Eacasy B Byt rovicksn i ol Of jurscction, you should use B
MR . eiling provider™s M. Only bil one uriguee faciity number per
Piar

‘\ national
\, government

SERVICES

NGSMT | =
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HEALTH INSURANCE CLAIM FORM

. ab -

CARRME

BPAD PRI OF 1RV 1T COPLE The) & BEAIE BN F O

- f et Ak
3 85 [n g X o8 Vex Bl 3P € Wil 3 B P ), W SR B M

"h"llﬂ' AND NIUNED NP OTMATION

32, SERVICE FACIUTY LOCATICN INFORMATION

PHYICAAN O SUPPULI NP ONMATION :

>~



HEALTH INSURANCE CLAIM FORM

Line Items 32 and 32a

* All claims require place of
service line item 32
* Ambulance claims
* Laboratory or service facility
« Mammography certification

* Purchased test require both 32
and 320

Ll bl

it | Latsor i acisty Prar.
e— J-.*-:_'."; et
P PR Furcaa SEOTCE EE T
il e
24200 [ L derth=xo7 cade gualfer SO0 - .
%8 N:!"{ b WTeatrs b= XX Enm For NP1 ol the Sendoe Facliy. Evter 200 in the W10 w0
IR [ rr—— indicale the NP1 is gresestin the NN 0S8,
RIS [
[ i e
[ EET =il
. ..uul:,
1

Y svemhen: NGSMT | =



Line Items 33 and 33a

* Required on all claims

* Provider’s billing name,
telephone number, address and

ZIP code

e [tem 33a contains NPI of
billing practice

|_':‘|cumnmm|mp| Fd | Dua Eement Descripton |

Requirements

[V Prowider st of organizatonal
Piuniinis s’y pla sk NM101 Entty Kgentihor code=85- Biling Provider
biling name, address, | 2010AA or | NMID4 Provacer first narss - .
n 2ip code & phane 201088 | WMDS Frorviel Mo rita NM101 Entity Identfier=8T-Pay-to-provider
miaTiber 301 provider address 1
NM102 Entity Type code 1 Persan 2 Mon-Person En
HD1 Provder cly ¥ e oy
PbOr Frroremian sAste Eries thes [Woveisr OF RSy B iper § Dallers] rusime scarees Do
Eabinh m——— P Sty -gton Sy gy i Y S ———,
FFFFF e Frarvatms jdinwen =wired R I
T L=
it b ¢ L e
O g -
s Bl 0 BOAA M | e 1D - e mb:n-':ﬁ‘::::::‘;.::“..
T e P VO RO et e NETY s i e
Had1oe
X3 R —— '::t‘::r Sy rasTE [
—

m national

governm
SEl

ent NGSMU |54
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b CARRE

TIENT AND BNSUNLED ™NFONMATION

PA

PHYICAAN O SUPPLILI NP ONMATION

(30 HLLING PAOVIDER NFO & PA .[
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Medicare Part B CMS-1500 Crosswalk for

5010 Electronic Claims

Medicare Part B CMS-1500 Crosswalk for 5010 Electronic Claims
Thig infiamation contaned in this croseswalk s for refierence punposes anly.
* = f Madicane Secondary Payer or Medigap i invoived, refer o the 5010 TR3
** = s if differend than information givan at the claim leval TI&R2012 - KJT 1
':r: Claim Description Loop Field Data Element Description Reguirements
SBROS Claim editing indicator code Must = MB for Medicare Part B
- Primary Payer Responsibility (P = Primary, 5 = Secondary T =
Type of Health Payer Responsibility Sequence :
1 Insurance 20008 SBRO MNumber Code Tertiary
SBRO2 Individual Relationship Code Individual relationship code (18 = Self)
Patient's Medicare
1a® | Beneficiary ID Number | 20108A NM109 Subscriber Primary |dentifier Patient’s Medicare Beneficiary |D Number (MBI)
(MBI}
201008 oy e
2 Patient's Mame of NM105 Middle initial Enter the patient's name a5 shown on their Medicare cand
2010CA nta
MNM107 Suffix (e.g., Jr. Sr.)
3 Patient's Birth Dale 2010BA DMGO2 Birth Date Enter the patient's birth date, Must be formatied as CCYYMMDD,
and gender DMG03 Gender Date gualifier (DMG01) = D8
Inst;;a:si;r;i;ar;:‘;;en NM103 Othar insurad lasd nama Enter the insured's name. Required if any other payers are
" . known to potentially be involved in paying this claim, If the
4 ﬁgms 4" "; P;'re:::dar:a{ 23304 NM104 Other insured first name insurgd is the patient this would be blank a_md information
are required items. ) NM105 Other insured middle name reporiad in the 20108A Loop does not repeat in the 23304 Loop.

Y ngtional . NGSMUT | =
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Claim Rejection Reminders

* Claim rejections CO16, MA130

e Claims received that contain incomplete or invalid information will be
“rejected” and returned as unprocessable

* Unprocessable claims have
* No appeal rights
* No reopening rights

e Resubmit a new claim with corrected information
* Unprocessable Claim Rejections and Corrections

Y Getionl NGSMT | =

SSSSSSSS


https://www.ngsmedicare.com/web/ngs/cms-1500-claim-form?selectedArticleId=972099&lob=96664&state=97133&region=93623

Resources, References and Tools



Resources and References

e NGS website

e CMS-1500 Claim Form Completion Instructions
e Medicare Part B CMS-1500 Crosswalk for 5010 Electronic Claims
e Top Claim Errors

e CMS website
e Place of Service Code Sets

* CMS IOM Publication 100-04, Medicare Claims Processing
Manual

* Chapter 1, General Billing Requirements
* Chapter 26, Completing and Processing Form CMS-1500

Yy notional NGSMT | =

SSSSSSSS


http://www.ngsmedicare.com/
https://www.ngsmedicare.com/web/ngs/cms-1500-claim-form?selectedArticleId=566219&lob=96664&state=97178&region=93623
https://www.ngsmedicare.com/documents/20124/121760/1805_10207_PtB_CMS-1500_Crosswalk_5010_Electronic_Claims_508.pdf/7c6b58d0-7c97-0b0b-e935-9da8f0953c21?t=1611697029576
https://www.ngsmedicare.com/web/ngs/claim-errors?lob=96664&state=97178&region=93623
https://www.cms.gov/
https://www.cms.gov/Medicare/Coding/place-of-service-codes/Place_of_Service_Code_Set
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS018912.html?DLPage=1&DLSort=0&DLSortDir=ascending
http://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Internet-Only-Manuals-IOMs-Items/CMS018912.html?DLPage=1&DLSort=0&DLSortDir=ascending
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c01.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/Downloads/clm104c26pdf.pdf

Questions?

Thank you!
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m nationa) a EOI Enmllmepl to sign up! httpsf
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A National Government Services W, Jn 31 2 0350 ; m e d I G
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Think Green! Go Paperless! Visit

nan Services - 205 followers EDI Solutions and learn how it
works httops:fbit.hyi3UmFilUa and
EDI Enrollment to sign up! bitps:[
bit,f3SEZ46!

“G_'ﬁ_‘)'f-'-e(ﬁmre com

Message -f (_ + Following J "/_\
e il Y 4 V2
Get ready for a journey into

Home About Posts Jobs People Medicare with our new podcast,
MNavigating Medicare: Part A
o images Videos Articles Insights fior Providers, your new
map to better
healthcare. Subscribe today and
National Government Services (... e listen to our intro podcast on
[NT] 22 oo Spotify - hitps:/bity M
LAl and Apple Podcasts
Listen 10 our Newest Navigating Medicare: Home Health bit. Iy{3SNePrg
and Hospice Insights for Providers B MO
Today's Medicare BLAST topic is
Facet Joint Interventions for Pain
Management - Tap "n play now
hitps:ibit W3HSED] This game is
live until 3 pm ET today.

YouTube Channel www.MedicareUniversity.com

—
Educational Videos U Self-paced online learning

med'Carem LinkedIn

Text NEWS to 37702; Text GAMES to 37702 Educational Content
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http://www.youtube.com/ngsmedicare
http://www.medicareuniversity.com/
https://www.linkedin.com/company/ngsmedicare

national
u government

SERVICES

Find us online

Log into NGSConnex

elf-service portal to obtain beneficiary
wing you time and money

NGSCanney, is your free, secu
eliglbility, claim stanes & maore

o4 ths Madicare Frovider

www.NGSMedicare.com NGSConnex
Online resources, event calendar, Web portal for claim information
LCD/NCD, and tools

IVR System Sign up for Email Updates

The interactive voice response system Subscribe for Email updates at the top
(IVR) is available 24-hours a day, seven of any NGSMedicare.com webpage to
days a week to answer general inquiries stay informed of news

Y ngtional . NGSMUT | @

SERVICES



http://www.ngsmedicare.com/
http://www.ngsmedicare.com/
https://www.ngsmedicare.com/web/ngs/get-email-updates?lob=93617&state=97256&rgion=93623
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