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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 | S C lQ | 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.

Objectives

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 sulbmissions
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NGS PROVIDER EXPERIENCE

' v
Today's Presenters P oo

= Arlene Dunphy
* Provider Outreach and Education Consultant

= Carleen Parker
* Provider Outreach and Education Consultant

J Gvehhent NGSMT | -

SSSSSSSS



Agenda

Claim Form Requirements

Claims Filing Time Limit

ASCA

Paper and Electronic Claim Overview

Resources, References and Tools
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Claim Form Requirements



Claim Submission Requirements

= Paper (OCR)
e Original CMS-1500 Claim Form
* 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

= Electronic or paper
* Do not use narrative or handwritten descriptions
v’ Procedure, modifier or diagnosis

Do not use special characters
v hyphens, periods, parentheses, dollar signs or ditto marks
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Time Limits for Filing Medicare
Claims



Claim Filing Time Limits

= Limit is one calendar year from date of service

e Claims not submitted timely are provider-liable
v Beneficiary cannot be charged

= Exceptions

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

* 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

Administrative Simplification
Compliance Act



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

Claim Form Overview



CMS-1500 Claim Form (02/12)

= Beneficiary information

» Provider information
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NUCC Approved

= Header

%‘E%
[=]&5
HEALTH INSURANCE CLAIM FORM

APPRAOVED BY MATIONAL UNIFORU CLAIM COMMITTEE (NUGCE) o2h2

; | | PICA PICA T

-

< CAREIER
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Line [tem 1

= Check Medicare

1. MEDICARE MEDICAID TRICARE CHAMPVA GROUP FECA OTHER
) PV : . HEALTH PLAN — BLK LUNG
hﬁ iMedicaro#) | _.’.'rfe.?.'-:ﬁ-.'a#_! |— (D& D oD _ iMeamber D) (10 (1) [ ]..'."sr
"'::' Claim Description | Loop Fleld Data Element Description Requirements
SER0Y Claim editing indicator code Must = MB for Medicare Part B
- Primary Payer Responsibility (P = Primary, S = Secondary T =
Type of Health Payer Responsibility Sequence .
! Insurance 200 | So Number Code Tertary

SBR02 |  Individual Relationship Code Individual relationship code (18 = Seff)
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Line [tem 10

= MBI (effective 1/1/2020)

e Must use the MBI regardless of the date of service

1a. INSURED'S 1.D. NUMBER (For Program in ltem 1)
tem . .
Claim Description | Loop | Field |  DataElement Description Requirements
Pabent's Medicars
i8* | Banediciary D Mumber | 201084 MkA10E Subscriber Primary Identifiar Patieni's Madicare Benaficiany 1D Mumber (MBI
(MBI
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Line [tem 2

= | gst name, first name and middle initial

‘ 2. PATIENT'S NAME (Last Name, First Name, Middle Initial) “

ftem . .
No. Claim Description | Loop Field Data Element Description Requirements
e m—
2 Patient’s Name or . — Enter the patienl’s name as shown on their Medicare card
H010CA NM105 Middie initial
NM107 Suffix (eg. Jr. ar.)
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Line [tem 3

= Eight-digit date of birth (MM DD CCYY)

3. PATIENT S BIRTH DATE SEX
il | DD | Y'Y
I I A F
| |
ltem _
Mo Claim Description | Loop Field Data Element Description Requirements
3 Patient's Birth Dale 0108A DMGO2 Birth Date Enter the patient's birth date. Must be formatted as CCYYMMDD.
and gender DMGO3 Gender Dale qualifier (DMG01) = D8
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Line [tem 4

" |[nsured’'s name

4. INSURED'S NAME (Last Mame, First Name, Middle Initial)

No Claim Description | Loop Field Data Element Description Requirements

ineured's name (When NM103 Other inaured last name Entar the insureds name. Reguirad if any olher payers are
iFeare |8 iriurarce
. T knoawn to polantially bs invalved n paing this clsim 1T e
. primary lo RORre, 2330A il WNer g W P insurad & tha |:m|.ml|r|'||: IS ol IJHFPI‘:!H:I'IH aéind infarmdation
ltaime <&, 6, F, and 11 I A0
mra reguirsd fems. ) M1 0S5 Cithar insured middle name report In the 20108A Loop doas not repeal in the 2330A Loop
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Line [tem 5

" |ist patient’s mailing address and telephone number

4 PATIENT S ACDRESS (Mo., Strest)

aTy ETATE
2P CODE TELEFPHOME |Inchude Arsa Code)
()
[tem _
No Claim Description | Loop Field Data Element Description Requirements
' N301 Subscriber address ne 1
Pafiant's address and N302 Subscriber address line 2
5 2010BA N401 Subscriber oty name Enter the patient's mailing address
leiephone number N402 Subscrber slale
N403 Subscriber ZIP code
tional
government NGS
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Line [tem 6

= Patient relationship to insured
e Line 6 completed when Items 4,7 and 11 are completed

6. PATIENT RELATIONSHIP TO INSURED

self Spouse Child Other

";;" Claim Descriptdon Loop Field Data Element Description Requirements
Required when M5SP s involved
01 Spouse
Patients relationship to 11;[:5::;
insured if (Complete 20 Em II

B* this llem only when 2320 SBRO2 21 Llnh?m: !IwEnE

Itemsciﬂ?.‘zgi? arg 39 Organ Donor

P 40 Cadaver Donor
53 Life Pariner
G8 Other Relationship
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Line [tem /

= Insured’s address and telephone number
e Line7 completed when Items 4, 6 and 11 are completed

| 7. INSURED'S ADDRESS (Mo., Strest)
CITY STATE
ZIP CODE TELEPHOME (Include Area Code)
( )
':r:' Claim Description Loop Fleld Data Element Description Requirements
insured's address and No01 Other subscriber address line | Enter the mailing address of the insured. Required if other
telephone number N302 Other subscriber address line 2 | payers are known to potentially be involved in paying this claim
r (Complete this MSP 2330A N401 Other subscriber city name and the information is available. If the insured is the patient this
pcl aims| N402 Other subscriber state code would be blank and information reported in the 20108A Loop

N403 Other subscriber ZIP code does not repeat in the 2330A Loop.

|
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Line [tem 8

= Reserved for future NUCC use

8. RESERVED FOR NUCC USE

o Claim Description | Loop | Field |  Data Element Description Requirements
Pabent martal slatus,

§ | shudentstatus, and
em [ status
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Paper Line Items 9, 90-9d

" [f same as line Item 2, list same

= |f different from line Item 2 complete, name of insured

= Policy and/or group number preceded by Medigap or MGAP
* Medigap Payer ID

» Medicare Coordination of Benefits Agreement

9. OTHER INSURED'S NAME (Last Name, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR MUCC USE

¢. RESERVED FOR NUCC USE

d. INSURANCE PLAN NAME OR PROGRAM MAME
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https://www.cms.gov/Medicare/Coordination-of-Benefits-and-Recovery/COBA-Trading-Partners/Coordination-of-Benefits-Agreements/Coordination-of-Benefits-Agreement-page

EMC Equivalent 9, 2a-9d

Item
Claim Description | Loop | Fleld Data Element Description Requirements
Other ingured's MM103 Other ingured last name
a* Mame (Lasi, First, FAZ0A, MR D Dihver insured Tirsl name Mame of insured for Medigap plan
Middile Initkal) MM 105 Other ingured middia name
Identification Coda Cualifier (M .
23304, NM108 Maembar Identification Number) Medigap policy 1D I
Other insured's policy MR 10D Other inaured dentifier Medigap
Qa® of group nuUmMber SE-:F:EI:IEW
Maedigs |
( igap anly) an30 SBRO Payer rasponsaibility T Tertiary
SBRO3 Inswred group or policy mumber Enter tha insured’s group or plan number
Ak Othear insurad's date of
birth and sex
y M401 Dther payer city name Enter the city, atate and ZIP code of the inaurer. Required i any
Employers mame or :
Be schaol name (Medigep 27308 NAOZ Other payer siale code ather payers are known o p::::?':‘llnll'g.r be involved in paying thia
Aadress) N403 Other payer ZIP code
. Insurance plan name Oither payer idenlification Code .
Bd OF DIOGram name 23308 MrA108 Qualifier Maedigap plan only
NM109 | Payerlast or organization name
NM103 Insured’s group/policy no.
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Line [tems 10a, 10b and 10c

10, 15 PATIENT S CONDITION RELATED TO

= Check yes or no for a condition related to
 Employment, auto accident, other accident

=

EMPLOYMENTY (LCurrent or Previous

YES MO
b, AUTO ACCIDENT? PLACE (State
YES NG

C. OTHER ACCIDENTY

YES NO
o Claim Description | Loop | Field Data Element Description Requirements
I 1= pﬂh&ﬂf& COMNBon CLM11
related o . "~ | Employment related indicator (EM) Enler the name of the Insured’s olher insurance

employment?
10a Auto Accident? Cu-:11~ Awito accideni indicalor (AA)
bc 43 CLM11- Required if Related cause code (CLM11-1,-2) = Auto Acciden

Place (Stale) 4 Auto accident state {AA) 1o entify the stale in which the automobile accident
oocurmad.
CLM11- Required if Date of Accident (DTPO1 = 439) is used and the
Other Accident 1 Other accident indicator (OA) service is employment related of the resull of an accident

|

\J Sovernment NGS

SERVICES



Line Item 10d

* Medicaid number preceded by MCD

10d. CLAIM CODES (Designated by NUCC)

hem Claim Description | Loop Field Data Element Description Requirements
Medicaid
10d number Not Mapped
preceded
by MCD
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Line [tems 11, 11a0-11d

" |f no insurance is primary to Medicare
* Enter word “NONE" proceed to line Item 12

= |f Medicare is secondary (MSP)
* Insured’s policy or group number and proceed to Items 11a through 11c

11. INSURED'S POLICY -:EH:ZLJ:ICH FECA NUMBER
a. INSURED'S DATE OF BIRTH SEX
MM | oo, ¥Y
| | I F
[ |
b. OTHER CLAIM ID (Designated by NUCC)
c. INSURANCE PLAN MNAME OR PROGRAM NAME
d. IS THERE ANOTHER HEALTH BENEFIT PLAN?
YES MO if yes, complete items 9, 9a and 9d.
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Electronic Equivalent 11
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Claim Description

Loop | Fiei

Data Element Description

Requirements

11"

Insured polcy growg
of FECA number

anu—- T m e s meatrd vy
F = FFremumry
A o R 5 = Recondsry
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'"?",:;',L" BEMOs | folkeairag waheas: 12, 13, 14, 15, 58
B di, dAF, A% or AT F FD0HE SIEFEDT =
. o TE
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BP0 oL B Py viv Brar g sy i u i
ARATERT sl s biline samle = 00
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Sl el LFT S [ 'ﬁl—1 -'|-a.=.l'.-r|r
[FLEE] EEE
M .
Za00 CHI0Z DTAF pememand
FDHOA - Fighitsis [l ol Bl
Frimary pagyes pakl amaung line
SO0 ¥
el |
ELLHICH Fla=lical piasadus s e iF e
FAFD - 2
b\r?ﬁ"' Srowwsca 10 cuanlifissr
S
* = Badvena 1D
[T # AL Clmrim il fly
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P A 4G bedor bl nBenin cionia

If there is an insurance primary 1o Medicare, enter the Insured's
policy or group number. Required if other payers are known lo
potenbally be involved in paying this claim.
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Electronic Equivalent 11q, 11b, and 11c

1. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | DD ¥
|

| M F

|
|
|
b. OTHER CLAIM ID (Designated by NUCC)

c. INSURAMCE PLAN NAME OR PROGRAM NAME

d. IS5 THERE ANOTHER HEALTH BEMEFIT PLAN?

YES MO If yas, complete items 9, 9a and 9d.
Item
Claim Description | Loop Field Data Element Description Requirements
11a* Insured date of birth
and sex-
11b* Employer's name or
school
2320 SBRO4 Other Insured Group Name Enter the complete insurance plan or program name |
11c NSRTENaG o Nama 23308 NM103 Other payer organization name Enter the complete insurance plan name |
or program name
23308 NM109 Other payer primary identifier Enter the payer ID of the other insurer |

N NGSMT | =
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Line Item 12

= Signature and date or SOF that authorizes release medical information

READ BACK OF FORM BEFORE COMPLETING '8- SIGHNING THIS FORM.
12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of govemment benefits either to myself or to the party who accepts assignment

below.
SIGNED DATE
fem
Claim Description | Loop | Fleld Data Element Description Requirements
This item authorized release of medical information necessary to
2300 CLMO09 Release of information code process the claim. It also authorizes payment of benefits to the
. . pravider of service when assignment is accepted on the claim.
Patient's or authorized . .
e ¢ l-informed Consent to Release Medical Information for
person’s signature - :
12 (Release of Conditions or Diagnoses Requlated by Federal Statutes.
- . Required when the provider has not collected a signature and
Information) 2320 0106 Release of informalion code state or federal laws do not require a signature to be collected. Y
Yes, Provider has a Signed Statement Pemmitting Release of
Medical Billing Data Related to a Claim.

N NGSMT |~
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Line Item 13

= Signature and date or SOF that authorizes payment of medical benefits
for Medigap

13. INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize
payment of medical benefits to the undersigned physician or supplier for
services described below.

SIGMED

Item
Claim Description | Loop | Fleld Data Element Description Requirements
This item authorizes ;ayment of medical benefits to the
Benefits Assignments Certification physician.
. 2300 CLMOg Indicator
Insured's or
13 Authorized Person's N No;
Signature W Not applicable. Use code “W" when the patient refuses to
2320 Q03 | Assignment of Benefits Indicator ppiicable. assign benefis: P u
Y Yes

N NGSMT |~
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Line ltem 14

» Six-digit or eight-digit date of currentillness, injury, pregnancy or
chiropractic services

14. DATE OF CURRENT ILLNESS, INJURY, or PREGNAMNCY (LMP)
N i | i Ll

|
| CiUAL |
| |
ILT' Claim Description Loop Field Data Element Description Reguirements
DTPO3 Required if Related Cause code (CLM11-1, -2 or -3) = Auto
2300 (439) Accident Date Accident (AA) or Other (OA).
Enter the date of current illness or injury.
) . Required for the initial medical service or visit performed in
2300 [;E?}a Onset of current liness orinlury | response to a medical emergency when the date is available and
14 Date if current iliness, is different than the date of service
injury, pregnancy 2300 ?1;?}3 Initial treatment date Required on all claims involving spinal manipulation.
Required when the Initial Treatment Date is known to impact
- DTPO3 - adjudication for claims invelving spinal manipulation, physical
2 (454) Intial Treatment Date therapy, occupational therapy, or speech language pathology
and when different from what is reported at the claim level

N NGSMT |~
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Line Item 15

= Not required

15. OTHER DATE

QUAL MLy BEy WX

e Claim Description | Loop | Field |  DataElement Description Requirements

:

If patient has had
same of smikar finess.
Give: frst date.

NOT MAPPED - NOT REQUIRED BY MEDICARE ‘

\J national NGSMT | =
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Line ltem 16

= Dates patient unable to work

16, CATEE PATIENT hN.ﬁ.ELE T WORK |N CURRENT GC-:L.F'J'-TE?H
x | YY MM DD ¥

1
FRI |

| e e e |

am Claim Description Loop Field Data Element Description Requirements

No.

- DTPO3 e e .
D?;e:ﬂﬁt:ﬁn:t ul;?:nt;le (360) Initial disability period start Enter the date(s) when patient is employed and unable to work
16 occupation (from and 2300 in current occupation. An entry here may indicate employment
upa o) E{';gf‘}ﬁ- Initial disability period end related insurance coverage.
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Line Iltems 17 and 17b

= Name of referring or ordering physician
* 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

‘ 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE

<~

unational NGS = |3<s
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Electronic Equivalent 17 and 17b
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Item

Claim Descripton

Loop ‘ Fleld

Data Element Description

Requirements

]
J'-.:II'I-:'IHI:I:i Riderring provider last nama
e I
23104 HMI04 Federring provider first name
Marmé of Referming HM105 Referming provider micdla nama
physician or olher Requined il claim involved @ referral o senices wene ondened
p——" KM103 Reberring provider last name When reporting Me provider who ordered services such as
(D8] diagnostic and lab utlized the Relerring Provider Mame (23104
D4I0F* " P koap at the claim level. Reguired il 8 senvice or supply was
N MRS ||| Falning provider Bt nams ordered by a provider and thal provider 5 a different entity than
HMI05 Rﬂl:rnng provider milcdhé FaE -] rEﬂdEﬂﬂg piigeaer fod hes Sandica limé. Whan 8 clasm
invohwes mulliple refering andior ordering physicians, a sepanate
HM103 claim musi be biled for each ordening/reberming physician
Ordering provider last name
M { Ord ) -
ma o ]
physician i 2420E HMT04 Ordering provider first name
HM105 Cwdering provider middie name
1Ta Cithwsr B0 b of
Redeming physician
REF0O2
1™h WPl 23104 {(1C) Rededring provider primary 1D
REFDZ o
(1C) Enter *X* in the Nl 108 10 indicate an MM is presant in the
WA108. Enter the NP1 of the referingiondering physician lisied in
Rﬁ?ﬁ Oirdaring provider prmarny 1D Rem 17

NGS
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Line ltem 18

= Hospitalization dates

18. HOSP TﬁqEATEE[«I E:-.-E-TI%'%. RELATED TD ELI'I!I'_I"J]T‘EMI'_::-E‘:EI"IIC‘;%
T T | R |

FROM | | TO | |
I I I I
_lilfnm Claim Description | Loop | Field Data Element Description Requirements
DTP03 | Related hospitalization admission - , .
Hospiazatondaes 3 dale DTP01 Admission or Discharge qualifier 435 or 096
18 | related to current 2300 - s i fiiomi
_ e Enter the date when a medical service is furnished as a result of,
senvice (From and To) Dg;g J | Reltedhosp llglfatmn dscharge | o subsequent to, a related hospitalization. DTP (435) is required
1) ae when 2300, CLMOS-1 = 21,51 ot B

N NGSMT | =
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Line Item 19

= Claim submissions do not always require an attachment

" Entering dates, facts or information about a service in Item 19 of a claim
may be sufficient

18, ADDITIONAL CLAIM INFORMATION {Designated by NUCC)

N NGSMT |~
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Electronic Equivalent 19

Item
\ Claim Description | Loop | Field |  DataElement Description Requirements
2300 or DTPO3 DTPO1 Date last seen qualifier = 304 Enter the date patient was
2400 (304) Date last sean l2st seen by their M_D., D.0., or qualified non physician
practitioner who is reating them for their complicating diagnosis
[e.g.. diabeles)
19 Routine Fool Care 23100 MNE109 NM101 Entity Idenlifier code = DO
(DQ)
24200 | NM109 Supervising provider NP Enter *XX" in the NM109 1o indicate an NP1 is present in the
(D) MM109. Enter the MNPl of histher attending physician for the
complicating diagnosis.

Enter the moast curment Hematocnt (HLT) Value for the injection
of Aranesp or End Siage Renal Disease (ESRD) beneficiaries on
dialysis.

DTPO1 Hemaoglobin or Hematocrit = 738
Serum Creatine = 739
Hematocrit/ 2400 MEAD2 Test Results Use the segment MEAD1=TR (for test results), MEAD2=R1 (for
Hemoglobin (TR) hemoglobin) or K2 (for hematocrit), and MEAD3=the test resulls.
The lest results should be entered as follows: TR= test results,
R1=hemoglobin or A2 =hemalocrit (a 2-byte alpha-numeric
element). and the most recent numenc test resull (a 3-byte
numeric slement polx]). Results exceeding 3-byte numeric

elements (10 500 are recorted as 105

J Gvehhent NGSMT |
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Electronic Equivalent 19

Claim Description | Loop Field Data Element Description Requirements

3

0N

(TH} Caade O alepory

i [ S Hmdguir e wihasn an indlapenden laBoralory rerndara an EEG
Hi il o i ] (76} N @m O SO el Armcing or obLains & by gty > a jord
o e e

{ 144] s el | e e o

19 Enter the drug's name and dosage when submitting a

Mol pdfusrwism . claim for NOC drugs. Enter a concise descnplion of an
classdiod (ML) Dirneg s s P S Dt T “‘unlisted procedure code® or an “NOC" code. Enter the
spacific name and dosage amount when low camolar
contrast material is billed, but only if HCPCS codes do
nol cover them. Non-specific codes may include in their
descriplors terms, such as: Not Otherwise Classified
(NOCY); Unlisted: Unspecified; Unclassified; Other;
Miscellanecus; Prescrption Drug, Generic; or
Prescriplion Drug, Brand Name

J Gvehhent NGSMT |-
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Electronic Equivalent 19

Item : .
Claim Description | Loop Field Data Element Description Requirements
DTPO3
k ,
Shared Post Operative 2300 (090) (IGRS-ASRLE Get e Enter the date for global surgery claim when providers share
Care ?EIE’ Date-relinquished care dates posk-aperaiive care.
REFO1 Reference identification qualifier
Demonstration 2300 (P4 = Project code) Required on all claims where a demonstration project is being
ID/Clinical Trial 1D R[IE,ZIZ]:IE Demonstration ID - number billed.
2300 DTPO3
. . (455) Required when claim involves spinal manipulation if an x-ray
Chiropractic | oPo3 Ly was taken. Enter the x-ray for the chiropracic services.
24007 | ass)
Enter "XX" in the NM108 to indicale an NP is present in the
NM109 Purchased Service Provider NM109. Enter the NPI or the physician who is performing the
Purchased Tests 24208 (QB ldentifier technical or professional component of a diagnostic test that is
subject to the anti-markup payment limitation
Patient refuses to 2300 CLMOS | Benefits Assignments Certification | When a patient refuses to assign benefits to the provider, enter
assign benefits 2320 1003 Indicator code "W*
2300 . Enter any additional descriptions needed for thal particular claim
Claim Notes >i0 NTEQ2 Claim Notes description field other than NOC. codes

national
government
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Line Item 20

" Diagnostic tests subject to anti-markup price limitations

v Item 32 is the NPI of the provider the test were purchased from
v’ Item 33 is the billing provider

20. OUTEIDE LAB? 3 CHARGES

Jves [wo | |

M | Claim Description Loop Field Data Element Description Requirements

2400 PS101 Purchased Service Provider ID | Required if there are diagnostic tests subject to the anti-markup

2400 PS102 | Purchased Service charge amount |  payment price limits. 2420B is required when a 2400 PS1 is

. . present. When submitting a PS1, you must also submit the
24208 | NM Purchase service provider faciity info in 2310C or 2420C.

20 | Outside Lab charges

J Gvehhent NGSMT | =
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Line Item 21

" Enter up to 12 diagnoses in priority order
e primary, secondary condition

= Code to highest level of specificity for service

= Dates of service 10/1/2015 and after
e |CD-10-CM indicator should be “0”

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service fine below (24E) — d.i Ee
A. B. C. | D.
E F. G. | H.
. J. K | L.

N NGSMT |
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Electronic Equivalent 21

Claim Description | Loop Field Data Element Description Requirements
HIOE L
IE-I{ L § i = Py i
price o HIG1 -1 BEAABE wroipal Daarrk
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(BF aos Fadguersd o all claima. Enber 1 palkenl s diasgrsie cord Rion
pricE i A e en: mpaecinibes mamst ose wn 10 T0 cncde marribasr o e
=R PR Ei] Fitg Fepnd el Of mpsscilicity Dnker up 1o sl coces i pescarity
iABF ot . A DTl kDO ey L bR i OaRpnORE onky Toe
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.1 L I ————— Al phvyiataan specabiieed. mast use a0 BCDR 10 code number 1o e
— - - highaedd vl o sebcdficly Enbsr up i Tessdel e 0 profily
[LL ] e AN indepasncsn] I.H:ﬁ'.l'!:ﬂ rr'u.:-h'iﬂ'.ln.ig‘ﬂi:l I:n'r o
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Line ltem 22

= Not required

22. RESUBMISSION
CODE ORIGINAL REF, NO,

ltem

Claim Description | Loop | Fleld Data Element Description Requirements
Medicad
22 | resubmission code NOT REQUIRED FOR MEDICARE
Onamal ref. No

J Gvehhent NGSMT |«
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Line ltem 235

= Prior Authorization

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

23 PRIOR AUTHOFIZATION NUVEER

™ Claim Description | Loop Field Data Element Description Requirements
: . Enter the Quality Improvement Organization (QI0) prios
ot : mber#m 23008 HEGFEE oo am::u-nbu or mlerral authorization number for those procedures requiring QO prior
i - l approval Only bill one unigue (IO number per claim.

Reguired when daim invohes an FLA assigned irsesigatanal

Fi Investigatonal devce deyice Enemption (IDE) rumber. Post markel Agpeavel nurmber
EIEL:.:E .:.I'HEE' . should slso be placed here when applicable Wikhen more than

ona IDE applas, must be split inlo separsts claims

IDE rumber 2300

J Gvehhent NGSMT |~
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Line ltem 23

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

23 PRIOR AUTHOPIZATION NUVEER

j"T Clim Descripon | Loop | Fleld |  DataElement Descripton Requiremens
For physicians performing care plan oversighl senvices, enler the
HHAHaspice provider . \
23 REF(2 NP of the number of the: home health agency (HHN) or hospice
mbet forCPO. | 2300 | gy | CoePanOvesigiNumber | 0PT code GIME! (home heakh)or GO182 (hospice) i
sefvoes billed

J Gvehhent NGSMT |«
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Line ltem 235

= CLIA ten-digit certification number

23, PRIOR AUTHORIZATION NUVEER

r: Claim Description Loop Field Data Element Description Requirements
2300 REFO2 Requined on clarms for any boralony perfonmeng Wsts coversd
(X4} by e CLIA act Enter the 10-digit CLIA (Cliracal Laboralony
3400 REFO2 Imphivamant Amendmend | Cerification ruembear Tor labohabary
CLIA rarnbaie {i4) CLIA cartificabon number sarales bilad by an enlity perfammeng CLLA coversd procedunes
4 Required for any laboralory thatl refemed lest 1o anothes
: Laboralony covered by the CLIA Act that is billed

J Soemhent NGSMT |~
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Line ltem 235

= Ambulance ZIP code point of pick up

23, PRIOR AUTHDORIZATION NUVEER

r:;" Claim Description Loop Field Data Element Description Requirements
2110E MM Eniity entifier code = PW Enber the name and oomplete addness, including ZIP code, of
M0 Entity typa gualifios ki locabon whens the paliend was picked up
MM109 Ertity identifier code = 45 *Cnie-wary Irip: Enler the name and complete address, inchuding
2310F ZIP codi, of the location whiens the patient was picked up. This
MM 102 Entity type qualies ZIP code must malch the ZIP code enlered in Nem 23
W01 Address Informabon ine 1 * Round-rip: Endes the name and complels address, ncluding
Ambulance Point of M307 Aderess irfommation ine 2 ZIP code, of the location where the patient was picked up for the
Pickup Y401 e e round irip. Ender each portion of the nound irip on & separsate line
. L with the appropriate modifiers (Hem 244-2405 of the daim form)
Egﬁfﬂ:"' N402 State code Ths ZIP code must match the ZIP code entered in lem 23
Mole: A separabe claim form for each porien of a round irip
403 7IP code sanAce |8 required when the ZIP oode of the initial péck up podnt
in Rem 23 s nol equal b the ZIP code of the refurn bip pick up
pint in Hem P

N NGSMT |~
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Line l[tems 24A-24]

= Date of service, place of service, CPT/HCPCS, modifier(s), diagnosis code
pointer, charge, units and rendering/performing physician or NPP

J— - e ——
1

24, A DATE RVICE i B. D, PROCEDURES, SERVICES, OR SUPPLIES E. F. G. H. | L o =
Frown | IPLACE OF (Explain Unusual Circumstances) CLAGNOSES . -;tl r :-:II. N REMDERING g
1A [} 1A ¥ | SER BACy CPTHCPCS | MOIDIIFIER POINTEH € CHARGES [T b 1 Tl PROVIDER 1. 8 |
[ !
1 | | | | | E
I I T P P P ——
| | '
] I I | I il E
2 =
i | | i i f )
| | | | | | T
] | | | | I ] | | | | o I.I_J
3 a
| | | FEEH R L L |
I | | | I o
| l ! | | I 1 | | I | | 1 a
4 | | | | | | s B g
i i | | |
|. 1 l 1 1 I B -4 J_ 4 1 l J_ ul l A — =
5 | | | | | e e e R 3
| | | | | | | | | iF E
I | | | ! | | I ' | " ]
L
6 -
| [« 8
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Line Items 21 and 24E Correlation

= | ines A-L relates to 24E

* Report the primary diagnosis code letter by listing eitheran A,ora B,ora C,or a D,
or an E, etc, as the pointer

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to service line below (24E) ! : 22, ‘fIE__I‘_a'_?J:_."'-’I‘:i'_-IIUI"J

Kond. | COoD ORIGINAL REF, NO,
A B. c.l— D, |
, 23, PRIOR AUTHORIZATION NUMBER
S I F. L G. H,
I J. K. w ol
24. A.  DATE(S) OF SERVICE .. C. | D. PROCEDURES, SERVICES, OR SWgPLIES L. . G. H, L J.
. . » & - - e ~ AVE [y - . n

From To PLACE OF (Explain Unusual Circumstances) DIAGNOSIS LI.-H" '1:1|3 k. RENDERING

MM DD Y MM D YY |SERVCE| EMG | CPT/HCPCS | MODIFIER POINTER $ CHARGES UMITS | P | QUAL PROVIDER ID. #
LI o | ] | | 75 R
| | | | | i | el

OR SUPPLIER INFORMATION

< I I I I R L || [
S O N L | [l
o O N I B [ | | [ 5
I R B B S T Y 0 ) I
I O A I e 1 N N T &
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\J

Electronic Equivalent 24A-24E

m B ] B
m Claim Description | Loop Field Data Element Description Requirements
Entar tha service date lor each procedure, serice o supply. I a
DTPO2 single date the Date/Time qualiier (DTPOZ) = CCYYMMDD
244 Dabes of sendce(s) 400 (472] Service dife (D&). ¥ a rangs of dates the Date/Time Cualiier (OTPO2) =
CCYYMMDD-CCYYMMDD (RD8)
2300 CLMOS- Enter the appropriate Place of Service code. identify the
24B Place of Senvice 1 Place of Senvice code location, using a place of senice code for aach Bem used or
2400 SV 105 Servich performed
24C EMG SV101-5
SV101-2 Procedure code in Product/Service 1D Qualifier (SV101-1) enter (HC) for HCPCS
Procedur SV101-3 Procedune modifer 1 codes. Enter the procadures, senices of supplies using the
24D WSS, Barvce o 2400 EVI01-4 Procedure modifer 2 HCPCS When reporting a nol otheraise classified (NOGC) code
SUuppies EV1I01-5 Proceduns rodifer 3 or “unlisbed procedure code” include a narrathve description in
SvV101-6 Procedurs modifsr 4 the claim notes (NTE) Hem 19
L4E Diagnasis code LAD0 V107 -1 R NS, Qo peDiny|ee
SV107-2 Dadgnodes Cods ponbar Erdes the dagnosis code neferancs kther shown in lem 2110
SVI07-3 Diagneosis code pointer relate the dale of service and the procedures performed 1o e
1 primary diagnosis. A submitier must point to the primary
SVI074 Dusgnosis code pointer diagnoais for each service line. Use the remaning dagnosis
Doanibers in Sechrund level of mDortance 10 Seras lne
national
government NGS
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Electronic Equivalent 24F-24)

E Claim Description | Loop Field Data Element Description Requirements
24F § Charge 2400 sSV102 Line ltem charge amount Enter the charge for each service
Enter the number of days or units. SV103=UN. If a decimal is
needed to report units, include it in this element. For anesthesia
246G Days or Units 2400 SVI04 Units of service (SV103+MJ), show the elapsed time (minutes). Convert hours
into minutes and enler the tolal minutes required for the
procedure.
24H EPSDT Family Plan
24 1D Qual. NOT MAPPED
NM101 Rendering identifier code=82. Enter “XX(" in the NM108
23108 | NM109 to indicate an NP! is present in the NM109. Enter the rendering
. . - Provider's NPI. This is required when the information is different
2 Rendering Provider dentification Code than in the 2010AA-Billing Provider (Item 33) for example when
2420A™ | NM109 the performing provider/supplies is a member of a group
practice.
national
government N GS
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Line Item 25

Z3. FEDERAL TAX LD, NJMEER Safd EIMN
Eﬂ Claim Description | Loop |  Fleld Data Element Description Requirements
Fm"i‘ui;:: D REF02 Billing Provider Tax 1D
25 SSN Indicator 2010AA | REFO1 Social Secusity number P o ﬂﬁ;ﬁ;ﬂ:@ﬂﬁm (E1) or SSN
EIM Indicator REFO1 Employer's 1D number

national
government
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Line ltem 26

= Patient’s account number for provider tracking

26, PATIENT'S AGCOUNT NO.

Data Element Description

Claim Description Requirements

Enter the patient's account number assigned by the provider of
Senvice’s accounting system. As a senvice, any account number
Wil be refumed to you up o 20 characters.

Patient’s Account

o 2300 | CLMO1 | Provider Assigned Account number

N NGSMT |~
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Line ltem 27/

= Assignment
* Checkyesorno
* Mandatory assignment for certain services and practitioners

2f, ACCEFT ASS)a ‘-II‘.."IEl"_-IT'i"
IEor pout, elarns, sae pazk)

YEB MO

JLT Claim Description | Loop Field Data Element Description Requirements

| » o
7 | ket | 20 | ol | PRI o e

(Mo s

N NGSMT |~
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Line [tems 28 and 29

" [tem 28 is total charges on claim 28, TOTAL CHARGI

=" [tem 29 leave blank S |
* Often misunderstood
* Allocates payment to beneficiary

29, AMOUNT PAID

- ] |
|

Claim Descripton me‘ Feld | Data Element Description Requrements

B | ToliCharges | 2300 | CLMO2 |  Tolal claim charge amount Enes lofal charges for senvices.
AMTO! Amount quaifier code=F3 Required i the paient has
i Amount paid 2300 | AMTO2 | Total paient amount paid pad any amount lowards the claim for covered services only.

N NGSMT |-
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Line Item 30 and 31

= [tem 30 not required

= Signature of provider or representative and six-digit or eight-digit date
form was signed

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS

401, Hsvd lor NUGC Lsa (I certily thal the stalements on the reverse
apply to this bill and are made a part thereof.)
|

SIGNED DATE
::.1 Claim Description | Loop | Field Data Element Description Requirements
30 Balance due N301
sﬂﬂ .T:jﬁgl w00 | cuugs | Provider of suppler signature Y=Provider signature is on file
3 degrees or credentals indicalor N=Provider signature is nol on file
Date signed NAD1

unational NGS = |59
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Line ltem 32

» Place of service required on all claims e L [T N TR
* Name, address and ZIP code

| Claim Description | Loop Figld Data Element Description Requirements

MM 103 Labosraiony o Service Facillity
LS| H‘“‘"“'ﬂ HMI0T Entity ldeniilfiar oodes TT - Sarvice Locaton Risguired
. Laboratony of Sarvice F sty whan the location of Bw service i dfferent than thal canmied in
aiciress 1 201084 - Baling Prowider (Mem X2 Enber the naemes, sddress oy,
FINOC e Laboeralony or Service F oty siade, and JIF code of the Iooabon ahbng TF Servilas wiishng
addrosy 2 fifdhpied. Providers of Sarice [Ramely pRyliCiang]) Ml khnily
(ST Laboraiony of Sandacs Facility oty Bl e s MATe, RFOSS, and P Codd Haguirod whan tha
[3FTir, Lk aiory o [ Fp._'_'.E T Iocainsn of Fepaith care servcn B ifferent Than hal Carriand m T
Laboralony of Service Facility 210 Balling Frovder Mame (201 0A8) koops
Flama and addoeas of 03 CheE
TaCEty wihens By Ces MM103 Laboratory of Service Fooibity Requred i the serdce wos rendered in a Heal® Prode sssonal
vt fenvdared [ other {T71 Barme Shortage rea (DB or QU rmodifier blled) and the place of
D'y i OF CHfRCar ) L AlsCa ARy 0 Srirvice F ascabily service s different than the HPSA billing address I an
ik addreas 1 independant Isboratony is biling enter the place where the leat
Liaksce afcary 08 ‘SHirvice Fascably ware paricrmed. Complate thin infarmmation ior all labaraicry work
24200 F302 a3 prionmed oulsce & phyiacian’s offas. I e S8raoe Wil
TR Latborstony or Servics Faciity oty refered 1o AR cutsite 1AD. enter the referencs IBDs nams ard
r : : Eddress. Prowedsrs of servios must sdentilly B Suppissrs ndimee,
Pl L sk it ior Seprwom Facilify siabe
— By addreas aned MP1 when biling for anb-manroup fesis. 1 e
Laboradory o Sarvics Facility ZIF oo proeykcer s oul of puriscscion. yons sPokd use the
03 code balling providers NP1 Only bill one ursgue Facility number per
LT

national
government
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Line ltem 32

= Place of service for ambulance claims

32, SERVICE FACILITY LOCATICH INFORMATICN

o | Caimescigion | Loop | Fied | DataEenentDescripion Requirements
h:!;lﬁ'!:]ﬂ Amibulance Pick-up Location
MNO01 Ambulance E‘h:l-! Address 1
ZIN0E [ Py Ambulancs Pek-up Addiess 2 . o
e Ambulance Prk-up Gity Required when billing for ambulance or non-
TR AMBuance Pyck-up Stale emeargency fransport zarvices. If the location iz in an
[TTE] Ambidance Pok-uo 7IP code araa when there is not a sireet address, enier a
SR, M0 description who, where the service was rendered.
Ambulance Pick-up Location . -
[P Such as crossroads. MUST have a nine-digil ZIP
ME01 Ambulance Pack-up Address 1 code.
24200 [ TP Ambulsncs Pick-ap Address 2
B0 Aaribuilasncs Pack-up City
N2 Ambulance Phck-up State
(TR Ambulance Pick-up ZIP coda

N NGSMT | *
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Line ltem 32

= Place of service for mammography claims

3%, SEAVICE FACILUITY LOCATICH INFORMATION

Claim Description | Loop | Field Data Element Description Requirements

2300 F:EEEEIE REF01 Reference identifier code=EW - Mammography

Mammography EF D Mammography certification # | Certification Number. If the Supplier is certiied mammaography
240" (W) screening center, enter the FDA-approved certification numbeyr.

N NGSMT |-
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Line ltem 320

= Place of service and NPI for anti-markup

32 SERVICE FACILITY LOCATICH INFORMATION

\ Claim Description | Loop Field Data Element Description Requirements
NM109
2H0C {77} Laboratony(F acility Prirmary
. MHAMOS Identifier
2420C @7
Purchased service provider
2400 PS101 identifier
24208 MM101 Identification code qualifier =08 _—
323 NP1 M08 Ideniicabon codes 1K Entar the NP1 of tha Eer'.'rce_Fac,lI-ty. E!'-tar 2 in the NM 1048 1o
MMI109 mhm oode indicate the NP1 is present in the NM109
M0 Identification code qualifier =08
2300 MM108 Identification code
M09 identification code
REFO1 Rederence Ide:gfamn cualifier
REF02 Mammogram FDA number
3Zb N3

N NGSMT |-
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Line Item 33 and 330

" Provider’s billing name, telephone number, address and ZIP code

= NP| in Item 330

national
government

SERVICES

3. BILLING PROVIDEA INFO & PH # ( ' ) :

: ;

| ltem .
Claim Description Loop Field Data Element Description Requirements
MA03 Pronader kst o organizabonal
101 | i [N P
Phyaiclan's suppiers (85} ame NM101 Entity identéier code=85- Biling Provider
billing name, address. | 2010AA or | NM104 _Provider first name —_——
3 | spcodedphone | 2010AB [TNMIOS Provider middie mitial PRI iy Kenier=t-Poy-so-pronder
rilamibser [ Eu)| provider address 1
M1 ity T 1 Persan =] f
201 Provider oty NM10Z Enlity Type code 1 Person 2 Non-Person Enlity
l\-l-_ll-ll:n' e L R L E nler e proveier or ssrvicassuppkers Bdlng names, address. ip
[ e inls Frosewiar SiF Costa Cawlm gl lelapfuena by BMusl e 8 physical sadadross wilf
o Poyapwtess phasvs rairmi fife-gN LN coos
FRATL T Erilily Wil Conbo = B0 (e 17 Cresler
NPI-: i FE .I-IHT[ I-:I-l;_nhr-vl H.H.h!r--ﬂ N ;I'p'-::r::l'l-lmnlﬂ
i [T o] = p R Ta M WY MR O Priwentiar (0 i .;\.-F-:l.l il td:l.--.'li.'m ||_qﬁ;|:-l|'t‘h |-FJ nldu'\.:\-u’.d T |_!|.||-|‘| e u:'du.'u.
(B3 Erstar “EX" i he NA1TOB 1 mdetabe an M s presend @ e
FARA 1R
136 p— "':I:r:;:“"‘ m ::::‘3_; Tazoromy nasmissr Csnlifiosr PRC
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-

|



Medicare Part B CMS-1500 Crosswalk for

5010 Electronic Claims

Medicare Part B CMS-1500 Crosswalk for 5010 Electronic Claims
The information contained in this crosswalk is for reference purposes only.
* = If Medicare Secondary Payer or Medigap is involved, refer to the 3010 TR3.
** = Use if different than information given at the claim level. 762012 - KJT 1
ILE: Claim Description Loop Field Data Element Description Requirements
SBROS Claim editing indicator code Must = MB for Medicare Part B
_— Primary Payer Responsibility (P = Primary, S = Secondary T =
Type of Health Payer Responsibility Sequence i
1 Insurance 20008 SBR1 Mumber Code Tertiary
SBROZ2 Individual Relationship Code Individual relationship code (18 = Self)
Patient's Medicare
1a° Beneficiary 1D Number | 2010BA NM109 Subscriber Primary ldentifier Patient's Medicare Beneficiary 1D Number (MBI)
(MBI}
20108A [ —ivrios FrstName
2 Patient's Name or - — Enter the patient's name as shown on their Medicare card
2010CA MM105 Middle initial
MM107 Suffix (e.g.. Jr. Sr.}
3 Patient's Birth Date 2010BA DMG02 Birth Date: Enter the patient's birth date. Must be formatted as CCYYMMDD.
and gender DMG03 Gender Date qualifier (DMG01) = D8
Insthu::r-: issr;i::ﬁ ‘;[nwcgen NM103 QOther insured last name Enter the insured's name. Required if any other payers are
. . . . known to potentially be invelved in paying this claim. If the
4 ﬁgm:'} tg h;eg:: rﬁ 2330A NM104 Other insured first name insured is the patient this would be blank and information
are required items.) NM105 Other insured middle name reported in the 2010BA Loop does not repeat in the 2330A Loop.

N NGSMT |-
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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

» Resubmit a new claim with corrected information

» Unprocessable Claim Rejections and Corrections

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

Resources and References

= NGS website
e CMS-1500 Claim Form Completion Instructions
e Medicare Part B CMS-1500 Crosswalk for 5010 Electronic Claims

e Top Claim Errors

= CMS website
» Place of Service Code Sets

= CMS |IOM Publication 100-04, Medicare Claims Processing Manual

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

RY 58vehihent NGSMT |~
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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
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! A follow-up email will be sent to attendees with the Medicare University Course Code.



medicare (SPTSD

, @ngsmedicare Text NEWS to 37702; Text GAMES to 37702

@ youtube.com/ngsmedicare
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