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Disclaimer

national
government

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 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 submissions
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Agenda

Claim Form Requirements

Claims Filing Time Limit

Administrative Simplification
Compliance Act

Paper and Electronic Claim Overview

Resources, References and Tools
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Claim Form Requirements



Claim Submission
Requirements

= Paper
* 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 notuse narrative or handwritten descriptions
v' Procedure, modifier or diagnosis
* Do not use special characters

v' hyphens, periods, parentheses, dollar signs or ditto marks




Time Limits for Filing Medicare
Claims



Claim Filing Time Limits

* Limitis one calendar year from date of service
* 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

e Administrative error

* Retroactive Medicare entitlement, including when State
Medicaid agencies involved

* Retroactive disenrollment from Medicare Advantage
Plan or PACE Provider Organization

m national
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https://www.hhs.gov/guidance/document/changes-time-limits-filing-medicare-fee-service-claims-0

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
* Certain mass immunizers

= ASCA Requirements for Paper Claim
Submissions

RY Gveihent NGSMT |-



https://www.ngsmedicare.com/web/ngs/edi-enrollment?selectedArticleId=2090512

Claim Form Overview



CMS-1500 Claim Form
(02/12)

Beneficiary » - . T . i ; Iy
data

Provider
data
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NUCC Approved OMB

= Office of Management and Budget
« OMB-0938-1197 1500

= 1500 Health Insurance Claim Form

e Header
= QR code
=]
i
HEALTH INSURANCE CLAIM FEII‘!ll"\Imm
Qrpes e oA [ 1]
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EhFE
5

HEALTH INSURANCE CLAIM FORM

PLEASE PRINT OF TTPF

ol lear t-n:ll:
Nm wmnm

-4 — CARRER =

T AND INSURELD NG DE0WA TRON

PATIEN

IAMATION

PRTSICAAN O SUPPLIER INFC

Line ltem 1

= When submitting your claims to Medicare, the
Medicare box shall be checked; otherwise, your
claim(s) will be rejected and returned

national
government

1. MEDICARE MEDICAID TRICARE CHAMPYA GROUP FECA OTHER
ST VR (= HEALTH PLAN — BLK LLING
|_e-.b-.-s-n || Medicaids) r (ID#D00%) {Mamber D) {10} [ D} [ ]'“n
I:::" Claim Description | Loop Fleld Data Element Description Requirements
SBROY Claim editing indicator code Must = MB for Medicare Part B
- Primary Payer Respansibility (P = Primary, S = Secondary T =
Type of Health Payer Respansibility Sequence .
1 Insurance 2008 | S8R0 Number Code Tertary
SBR02 Individual Relafionship Code Individual relafionship code (18 = Self
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(=55
HEALTH INGURANCE CLAIM FORM

Line Item 1a

o CARMER

= Enter the patient’'s Medicare MBI as it appears on
patient’s red, white and blue Medicare card for all
Medicare claim submissions (primary or secondary)

e Term "Medicare number” and "Medicare ID"

PATIENT AND BNSLURED INF DR TION

= MBI is 11 characters in length and made up only of
numbers and uppercase letters (no special
characters); if you use lowercase letters, our system
will convert them to uppercase letters. MBIs are
assigned by SSA 1

1a. INSURED'S 1.D. NUMBER (For Program in Item 1)
L n
Item i ) 5
No Claim Description | Loop Field Data Element Description Requirements e : 0
|
Patient's Medicane
Beneficiary 1D Mumber | 201084 HMI08 Subscriber Primary |dentifier Patient’s Medicare Baneficiany 1D Number (MBI)
(MBI}

PHYSICUN DR SUPPLIER PN FD RN TRON

FAELFEPmNTORTIE 0 L A e i mw
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HEALTH INSURANCE CLAIM FORM

PLEASE PRINT OF TTPF

-4 — CARRER =

AND INSURED IS DE0RA TRON

PATIENT

IAMATION

PRTSICAAN O SUPPLIER INFC

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

H 2. PATIENT'S NAME (Last Mame, First Name, Middle Initial) “
Item
No. Claim Description | Loop Field Data Element Description Requirements
e
2 Patient’'s Mame or - — Enter the patient’s name as shown on their Medicare card
2010CA | NM105 Middle initial
NM107 Suffix (e.q., Jr. Sr.)

Y ogtienal . NGSMT | =
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Line Item 3

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

sex
3. PATIENT'S BIRTH DATE SEX
MM | DD | Y Y
I I M F
| |
E Claim Description | Loop Field Data Element Description Requiremants.
I | Pabent's Bith Date [ _DmGoz | Birih Diate | Erter the patient's barth date. Must ba lormatied as CCYYMMOD.
$ ard gendar 20WEA [ rwagna | Gender | Dl cusfier {OAKGO1)| = DA
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HEALTH INGURANCE CLAIM FORM

et CARRER — -

PATIENT AND BNSURED INFORMATION

PHYSICUARN DR SUPPLIER INFD RS TR

PLEASE PRYNT O TYDR
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HEALTH INSURANCE CLAIM FORM

-4 — CARRER =

AND INSURED IS DE0RA TRON

PATIENT

P T SRCAAN O SUPPLIER INFORMATION

PLEASE PRINT OF TTPF

Line Item 4

= 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

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

Data Element Description

Requirements

Othvied indastied ksl Alime Entar ihe nssred's

I Claim Description | Loop Field
Insamed's name (Whan HAI103
Wiisil i |
i piwmay b Mol i FABDA BI04
Moms 4. 8. T, and 11
are raquired Bems ) MO

Dy nsursd frsl nama

Db insusred middle nsme

..... Reguired il any other payers ane

kmowen o polentially be involved in paying this claim. If the
insamed is e patsnl (his would be blank and informaton
reporied in e 20100A Loop doss nal repaal in the 23304 Loop

r\ national
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(=55
HEALTH INGURANCE CLAIM FORM

Line Iltem 5

* Patient's street address on first ling, city, state on
second line and ZIP code and phone number on third
line

= For home visits rendered in state other than patients

o CARMER

PATIENT AND BNSURED INFORMATION

home address, enter in Item 5 the patient’'s mailing
address and line item 32, enter complete address,
including ZIP code, where the service was actually

rendered
5 PATIENTS ACDRESS (MNo., Steet)
ary STATE 1
2P SODE TELEPHOME {Inchude Area Code) 3
ftem , N g8 -
Mo Claim Description | Loop Field Data Element Description Requirements ; . : - : 0
— CE] SUbACTES BodeLd e 1 I
N302 Subscnber address, ne 2
5 F‘:““" Wﬁb:“ 200084 [ Men Subscriber gity name Enter the paten('s maling address
phane WAl Subscriber siate
M40 Subscriber ZP code

PHYSICUN DR SUPPLIER PN FD RN TRON

FAELFEPmNTORTIE 0 L A e i mw
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HEALTH INSURANCE CLAIM FORM

P’.li'r’m.l.ﬂ.l\- [!-l.k SUPPLIER INFORMATION

-
PLEASE PRINT OF TTPF

— 4 CARRER —

AND INSURED I8 DFCRA TRON

PATIENT

Line Item 6

= Complete this line item only when Items 4,7 and 11

are completed

. PATIENT RELATIONSHIP TO NSURED

inaured if [Complste
& | thishemonywhen | 2320 SBRZ 20 Graplopts

1 Unkncwe
Itﬂ'l'r!.n:x.ﬂ?.i'td?al‘& 39 Organ D
. 4 Cadaver Donor
53 Lite Partner
GB Omher Redationship

Sch Spouse Cahila Oher
"H': Claim Descriphon Loop Fhola Data Elment Description Foa L PO nes
Required whon MSP is involved
01 Spouse
18 Salf
Patents relationship o 19 Child

r\ national
u government
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Line Iltem 7

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

*» Line7 completed when Items 4, 6 and 11 are
completed

* Leave blank when Medicare is primary

7. INSURED'S ADDRESS (Mo., Street)
CITY STATE
ZIP CODE TELEFHOMNE (Include Area Code)
( )
.I':: Claim Dascription Loop Fiedd Data Element Descripticn Requirements.
N30T | Other subscriber address line | Eriber the mailing address of the insured. Required if other
Insured's W:Lﬁmgﬂ N302 Other subscriber address line 2 | payers ane known 1o polentially be invobved in paying this claim
[ ic this MSP 23308 N4 Odher subscriber city name and the informaition is available. If the insured is the patient this
claims) M40 it subsenber slate eode would be blank and information reported in the 2010BA Loop
7] Otther subscribar ZIF code does nol repaat in e 23304 Loap.
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HEALTH INGURANCE CLAIM FORM

et CARRER — -

PATIENT AMD BNSURED 1N

PHYSICUARN DR SUPPLIER INFD RS TR

PLEASE PRYNT O TYDR
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HEALTH INSURANCE CLAIM FORM

b — CARRER —=

AND INSURED INE O TION

PATIENT

-m-
PLEASE PRINT OF TTPF

P’.li'r’ﬂ:,l.ﬂ.h. O SUPPLIER INFORMATION

Line Iltem 8

= Reserved for future NUCC use

= Not mapped electronically

8. RESERVED FOR NUCC USE

r\ national
\J government
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Line Items 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

9. OTHER INSURED'S NAME [L:Iast MName, First Name, Middle Initial)

a. OTHER INSURED'S POLICY OR GROUP NUMBER

b. RESERVED FOR NUCC USE

c. RESERVED FOR NUCC USE

d. INSURANCE PLAN MAME OR PROGRAM MAME

Y ogtonal + NGSMT

SERVICES

ELFE

(=55
HEALTH INGURANCE CLAIM FORM

BE 01 HACE CF (98U I F RS L0 5 (Bl & Sas e Berh | 04

PLEASE PRYNT O TYDR

[

b CARMNER

IR ED INF DRALATION

PATIENT AND B3

PHYSICUN DR SUPPLIER PN FD RN TRON
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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
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HEALTH INSURANCE CLAIM FORM

! -m-
PLEASE PRINT OF TTPF

b — CARRER —=

AND INSURED INE O TION

PATIENT

P T SICIAN D SUPPLIER INFORMATION

Line Items 10q, 10b, and

10c

= Employment, auto liability, or other accident

involvement

» |f checked "YES," identify primary insurance and
submit to the primary and enter the two-letter state
postal code for auto liability

ATIENT S COMDITION RELATED 10
MER &Nt or Pravic
-
= e |
NE
™ Claim Description | Loop | Field Data Element Description Requirements
15 pubent s Condilcn
reabed o <:|.n.1u1. Empioymant retated indcator [EM) Erer B name of 1 INSured's, offsr msurance
| smployment?
- Austo Accident? <:L|:|111- Auio acoadent indicatos ([ AA)
"0 o cLM Required i Reled cause code (CLM11-1,-2) = Ao Accideni
Place (State) a Auto acocent siate [A] i cdority the siate n which e auiomobde acodent
DAL
TLMT- Ficquined 1 Dale of Accden | T = 835] 3 taed and he
Oher Accident 1 Othver mocident indicator | DA ) -ty 2 Sl Wl bt o i el
r\ national - 25
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EisE A
r-lﬁl;%H INSURANCE CLAIM FORM E
= 0001001010000000000000010 000000101000
00010000000 0000000000000 0000000
= 000I00I0I00000000000000I0000020000 . s *
000100000/ 000i000/000000010000/00000 '
00000I010000000000
= O00O00000I0I00000010000
10d. CLAIM CODES (Designated by NUCC) 2 | : R E
. . %
f national = - == ]
\’ government NGSM U
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EhFE

HEALTH INSURANCE CLAIM FORM

-~ ——— [Lineltems 11,11a-11d

-4 — CARRER =

CHLRAA TROIN

» |f Medicare primary, enter word “NONE" proceed to line Item
12

f » |f Medicare is secondary (MSP)

G L fe et TL L R L et * Insured's policy or group number and proceed to line items 11a
iidiision o i £ s ! through 11c
1 v" 11a-insured eight-digit DOB and sex code

» : = v 11b-leave blank
v 11¢-MSP plan name
v" 11d-Not required

———
11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM DD | YY
L - ;

b. OTHER CLAIM ID (Designated by NUCC)

c. INSURANCE PLAN NAME OR PROGRAM NAME

P T SRCAAN O SUPPLIER INFORMATION

d. |5 THERE ANOTHER HEALTH BENEFIT PLANT

| d YES NG If yes, complete items 9, 9a and 9d.

: - national - 27
T — Y ngtional + NGS |
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EMC Equivalent Lines
11, 11a-11¢

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

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

. Indication of MSP
. Insurance type code

. Coordination of Benefits Payer Paid Amount - Claim
Level

. Coordination of Benefits Allowed Amount - Claim Level
. Claim Contract Information - Claim Level

. Claim Adjudication Date - Claim Level

. Line Adjudication Information

. Line Adjustments

. Line Adjudication Date

r\ national
\’ government
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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/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421

%Eﬁ%l

HEALTH INSURANCE CLAIM FORM

= = | Line Item 12

b — CARRER —=

= Sighature and date

AND INSURED IS DE0RA TRON

* Informed consent to release medical information for
_ s T conditions or diagnoses regulated by Federal
e e e o e porar Statutes

 Statement permitting release of medical billing
data related to claim

[ READ BACK OF FORM BEFORE COMPLETING & SIGHING THIS FORM.

12. PATIENT'S OR AUTHORIZED PERSON'S SIGMATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment
below.

SIGNED DATE

P T SRCAAN O SUPPLIER INFORMATION

: - national - 20
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https://www.ngsmedicare.com/web/ngs/cms-1500-claim-form?selectedArticleId=566219&lob=96664&state=97057&rgion=93623#I12

Line [tem 13

= Sighature and date

* This item authorizes payment of medigap
medical benefits to physician

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

SIGNED

Claim Description | Loop | Field Data Element Description Reguirements

=

This item authorizes paymant of medical bemefils 1o the
2300 CLMOG Berafils ﬁs:l:"dr.::;llﬁ Cerlification physician
i
Insurad s or
13 Auhorized Person's T
Signatura a; )
2930 ala Aaargnmem of Banelits Indicabor W Mol applicaba. Uﬂaﬁn";fnr:w the patient refuses o
b 'I'E

‘\ national
\’ government
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HEALTH INGURANCE CLAIM FORM

[

b CARMNER

LR L o T

IR ED INF DRALATION

PATIENT AND B3

PHYSICUARN DR SUPPLIER INFD RS TR

PLEASE PRYNT O TYDR
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HEALTH INSURANCE CLAIM FORM %
¥

. Iy

=~ = | Line ltem 14

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

:-_! — W s e = Do not enter qualifier (QUAL) in item 14

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

; MM, DD Y .
| -EU.-"LI_ |
T FEF | | |
- o g Tﬂm Claim Description Loop Field Diata Element Description Requirements
; OTe03 Required if Related Cause code (CLM11-1, -2 of -3) = Aulo
& 2300 {43g) Accident Date Accident (AA) or Other (OA).
E Enibar the date of eurrent lliness of Injury.
X Required for the initial medical service or visil performed in
£ 2300 DI;?J Ormet of curm;;t:nass OrINTY | response to a medical emergency when the date is available and
n 14 Date if current lliness, (431) s different than the date of service
) Injury, pregrancy 2300 '::I;?? Initial reatment data Required on all claims invalving spinal manipulation.
2

Required when the Initial Treatment Dale s known io impact
- DTPO3 adyudication for claims involving spinal manipulation, physical

2400 (454) isvel Treaiman: U tharapy, occupational therapy, or speech language pathology

and when dilferént from whal is reported al the claim lavel

TS

T . Y ogtinal . NGSMT | =

ol lear I-'nrm: SERVICES
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Line Item 15

= Not required

= Not mapped electronically

15. OTHER DATE
QUAL . M
| ]

|
|
| | I

Y

‘\ national
\’ government

SERVICES

NGSMT
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HEALTH INGURANCE CLAIM FORM

PLEASE PRYNT O TYDRRE

PHYSICIAN DR SUPPLIER [NFORMATION

o CARRER b

PATIENT AMD BNSURED INFORMATION
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HEALTH INSURANCE CLAIM FORM %
¥

A

1

<

::

#

g

2

[ i 1 T b SR L

Y

A

g

1 2
- :
9 5
n

4 ¥
z

= -

O
T
PLEASE PRINT O TTOR i T g s Wl ‘
:I: bear t-nrll:

Line [tem 16

= Not required

= Six-digit date (MM/DD/YY) or eight-digit date
(MM/DD/CCYY) when patient is employed and
unable to work in current occupation

= An entry in this field may indicate employment-
related insurance coverage (e.g., MSP workers'
compensation)

16, CATES PATIEMT hNJ’.ELE TC WORK [N CURREMT ﬂf:':L.F'.l'uTQH
M | XY MM DO ¥

| ()
FROM | I T | I
I:;" Claim Description Loop Field Data Element Description Requirements
Dates patient unable DTPO3 Initial clisabalit riod star
T wark i carmant {360) J Y period 3 Enter the date(s) when patient is employed and unable to work
16 occupalion IfI'I:‘m and 2300 in current occupation, An entry hene may indicate employrment
upa 10) ?;GP?:? Initial disability pericd end related insurance coverage.

U e NGSMT | =
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HEALTH INGURANCE CLAIM FORM

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

et CARRER — -

PATIENT AND BNSURED INFORMATION

* Qualifier DN, DK or DQ to left of vertical line

* Do notuse ltem 17a

= List NPI of referring, ordering or supervising s e S TERE

£
physician or NPP in Item 17b 1 :
| 17. NAME OF REFERRING PROVIDER OR OTHER SOURCE £
O
national T EEE——————— el
m government NGS U
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EMC Equivalent Lines
17 and 17b

N,

government

SERVICES

ltem
Claim Description | Loop | Fied |  Data Element Description Requirements
W03
DM} Redemring puoeides last rame
23104 MO Pederrirg peovider first name
Mane of Referring bt A Regured § daer rvobeed a8 refestal or seraces wene ordened
phynician o otfer W03 T — T FRQO] Tl DIOVISN Wi OFgared Services Such o8
_— (DM} diagnostic and lab utilred the Rieferning Provider Mame (23104
i MMF | pmaiod Riderring peovider first nama dw‘.;::mmmmnﬂmﬂl::mmﬂwmrm
Ruarring piovicher mickihe name et rendanng peowider for P servics line. When & daim
::3 nmnﬁmmmmam
ki st Bach ordering/relering physicasn.
prees Oroering prowdes [t nams
Narma of Ondes
,,-.,...,.,.” HHE | wwe O e o cnvicey irst furees
BAOS Ciederng provder midde name:
178 Dﬂ-rl}rl.l'rt_u:-ul'
1T FiF® 23004 “ﬁﬁ_} Referming provider primary 1D
Rﬁgn Ertar 00U in e HAL108 io ndcate sn NP1 s pressnt in the
—— NMICS Ened S NPT ol B relernngiondering gy an inted in
17
v Oedering provider pramany 1D Nam
national




EisE A
3% E
HEALTH INS.L..'-FI.U.NI.:E.E.LAI-M FORM %
e T
E
* Not required
R | | | IS = Admission and discharge hospital care codes
: _.!.1! ._1I-..--|_-_'_' '-! ol :.'_l-lrr!-f.q.:...:.-.n.n 1._r_.._u|'1 En = e A AT .‘j” i f relqted to SerViceS
[ 18. HOSPITALIZATION DATES RELATED TO C NT SERVICES
| 12 FOSPT AT DA TS RELATED T0 CReNTGERvIces
FRO#M | ! 0 | |
E Claim Description | Loop |  Fied Data Element Description Requirements
2
DTPI3 | Related hospitaization admission .
% Hospaizalion daes ) dale [P0 Admission or Discharge qualifier 435 or 096
14 related o curmen 2300 : A
‘ i Enter the date when a medical service i fumished as a result of,
setvice (From and To) OTPO3 | Relatd hosptalzation dscharge m"surmaqmm t}.anrela[esdlhmpﬂaiz:n;. DTFljﬂS}isrrequred
$ (0%) e when 2300. CLMOS-1 = 21, 51 or b1
D L
: ; ! r\ national - 26
P\FJSF-FFI‘-Tﬂﬁ‘TrPr' P . l ) II___';'; ..... £ u government NGSM U
o lear Farm? SERVICES




Line [tem 19

= Certain claim submissions do not always require an
attachment

* Enter certain dates, facts or information about service(s)
v" Routine foot care

Hematocrit/hemoglobin

Homebound

Not otherwise classified codes/drugs

Shared post operative care

Demonstration/clinical trails

Anti-markup/purchased tests

N N N N RN

Claim notes

{8, ADDITIONAL CLAIM INFORMATION (Designates by NUCC

‘\ national
\’ government

SERVICES

NGSMT

EIsHE
Sit

HEALTH INGURANCE CLAIM FORM
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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

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

Lo NGSMT | =


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 I[tem 20

»= Diagnostic tests subject to anti-markup price
limitations

* Item 32 is the NPI of the provider the test were
purchased from

* ltem 33 is the billing provider

= OUTSIDE LABT 5 CHARGES
YES | e |
ﬂ Claim Description Loop Field Data Element Description Requirements
2400 P31 Purchased Service Provider ID Required if there are diagnostic tests subject o te anf-markup
, 2400 PSil? | Purchased Sendce charge amount | payment price lmits. 24208 is required when a 2400 P51 is
2 | Oukics Lah thgee o | | p ” present When submiting a PS1, you must aiso submit the
chase serice provider tacility infoin 2310C or 2420C.
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(=55
HEALTH INGURANCE CLAIM FORM
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PATIENT AND BNSURED INFORMATION
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%Eﬁ%l

HEALTH INSURANCE CLAIM FORM

PLEASE PRINT OR TTOE

b — CARRER —=

AND INSURED IS DE0RA TRON

PATIENT

P T SRCAAN O SUPPLIER INFORMATION

Line I[tem 21

= Enter up to 12 diagnoses in priority order

* primary, secondary condition
= Code to highest level of specificity for service

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

21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate AL to service ine below (24E) ICD Ind i i.@
A B ol D

E|] A G L N
O e — O K e

NGSMT |«

r\ national
\J government

SERVICES



EMC Equivalent Line
21

= Loops 2300
« Segment/fields HI01-02-HI12-02

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

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

r\ national
\’ government
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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

%%

HEALTH INSURANCE CLAIM FORM

T A FIACK OF F{80) BEF (88 COMPLE Tihis & SE% Peti 198 0 01
JOFITED: FEFSC0S A TURE | D B s s v oo 28

-

-4 — CARRER

AND INSURED INE O TION

PATIENT

P’.li'r’ﬂ.;.l.ﬂ.l\- O SUPPLIER INFORMATION

-
PLEASE PRINT OF TTPF

Line I[tem 22

= Not required

22, BESUBMISSION
CODE ORIGINAL REF, MO,

= Not mapped electronically

N

national
government

SERVICES

NGSMT |~



Line [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) Prior Authorization

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

23. PRIOR AUTHOFIZATION NUVEER

U $hers  NGSMT

SERVICES

ELFE

(=55
HEALTH INGURANCE CLAIM FORM




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

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

Lo NGSMT |«


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 INGURANCE CLAIM FORM

Line Items 24A-24) SemEn T

= Paper claim contains six line items
* 24A:Date of service
* 24B:Place of service _ e . — ;
* 24C:Notused — ek e T T L
«  24D: CPT/HCPCS, modifier(s) . S— ,, S—

et CARRER — -

PATIENT AMD BNSURED INFORMATION

* 24E Diagnosis code pointer
* 24F:Charge/fee for service

e 24G: Units

e 24H: Not used

E
e 24l:Not used i | 3
* 24J:Rendering/performing physician or NPP i E
X | .-.:
= —I T T —TE[ ! = ] ) z E
i i P | £
I 1 1 | =} = :
JSSESS il o a
o | i ] (]
national — Clewr Torn
m government NGSMT ——————

SERVICES




EMC Equivalent Lines
24A-24)

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

= Segment/fields
« DTP/CLM/SV101-107/REF/NM109/AMT
* For loops and fields, refer to guide
for electronic claims crosswalk

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

Lo NGSMT |«


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 I[tem 25

» Enter provider of service Federal Tax ID, EIN or

SSN of billing provider/group

23, FEDERAL TAX Ly NJMEBER S50 ElM
E Claim Descripion | Loop Field Data Element Description Requirements
“"'::_;:;’ N REF0Z Biing Provider Tax ID
= SSM Indicator WaAA | REFM Social Security number Enter “’“ﬁﬂm&ﬁﬂ;gﬁ'“ (ET) or 55N
EIN Indieor REFO1 Emgieyer's [0 number

‘\ national
\’ government

SERVICES

NGSMT

EiEE

HEALTH INGURANCE CLAIM FORM

PLEASE PRYNT CUF TV

et CARRER — -

PATIENT AMD BNSURED INFORMATION
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HEALTH INSURANCE CLAIM FORM

PLEASE PRINT OF TTPF

-4 — CARRER =

AND INSURED IS DE0RA TRON

PATIENT

P T SRCAAN O SUPPLIER INFORMATION

Line I[tem 26

= Enter patient's account number assigned by

provider

= An account number will be returned up to 20
characters

26, PATIENT 3 ACCOUNT MO

m Claim Description | Loop | Field Data Element Description Requirements
Enter the patienfs aocount number assigned by the provider of
Patient’s Account . senice’s accounting system. As a senvice, any account number
3 number Z00 | U1 | PowerAogied Accomtsmber will be retumed to you up 1o 20 characters.

r\ national
\J government

SERVICES

NGSMT |«



EiE A
i -
HEALTH INSURANCE CLAIM FORM %
Y

A

1

=

z

#

:

é

I [} i LI P ¥

Y

A

g

1 2
:

n

4 ¥
z

o 5
. £

O
T
PLEASE PRINT OF TTPR e, =
:I: bear t-n:ul:

LI

ne ltem 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

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

e Cleim Descriptian | Loap Fiald Diata Elemment Description Faguiremenis
2T, ACCEFPT ASSIEN El.'}lT'i"
elesmal IFor povt, elars, see Datki
T P o
0| haglhsgnnt | 200 | OO0 #mt:;:ﬁ 90| kit acatton Dt e e YES NGO
(A
national S
\J government  NGS

SERVICES
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Line [tems 28, 29 and

30

= |tem 28 is total charges on claim

= [tem 29 leave blank
 Often misunderstood

* Allocates payment to beneficiary

= [tem 30 is not used

28, TOTAL CHARGE 29, AMOUNT PAID

I
k- I 3 | i
| |

30, Bsvd for NUCC Use

“_T Clam Descripion | Loop | Fied | Data Element escrption Rexuiremerts

B | ToaChages | 200 ] CLM02 | Totalcam charge amoun

Ener Iotal charges o senices.

8 Amount paid

ANTO! Amount qualifier code=F5 Required if the pabient has
200 | AMTO2 | Total paient amount paid paid any amount lowards the claim for covered senvices only.

‘\ national
\’ government

SERVICES

NGSMT

o}
Sit

HEALTH INGURANCE CLAIM FORM

et CARRER — -

PATIENT AND BNSURED INFORMATION
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HEALTH INSURANCE CLAIM FORM

-4 — CARRER =

AND INSURED IS DE0RA TRON

PATIENT

OFRMATION

P T SRCAAN 042 SUPPLIER INF

PLEASE PRINT OF TTPF

Line I[tem 31

= Paper submitters

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

= Electronic submitters
* Y=Provider signature on file

* N=Provider signature not on file

31 SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{l cerlify that the statements on the reverse
apply to this bill and are made a part thereof.)

SIGNED DATE
::,1.1 Claim Description | Loop | Field Data Element Description Requirements
X0 Balance due N3
?ﬁﬁg Q'&T,Z“ 2300 | cuapg |  Provider or suppler signabe Y=Provide signature i on fle
3| ceqrees or credentais nacar N=Provider signature is not on fle
Date signed N1

Y ngtional . NGSM™

SERVICES



\J

Line [tem 32

* Place of service required on all claims

* Name, address and ZIP code

32, SERAVICE FACIUTY LOCATICH INFORMATION

a, +3
No Claim Description | Loop Field Data Element Description Requirements
MM 103 L nloery OF Sarvices iy
i Mame HAMI01T Eftity ldantilfnd CodesTT - Sarvics Locaion Feguired
. Lakmsramofy of Servce Facity whun Tl Iocation of B parvice & dfenrent than thal canmied in
aiciress 1 201048 - Raling Provider (Rem 13} Enber the nueme, sddress. oy,
ZIOC Tir, Lo alory oF Sesrvice iy dlalE, & JIP ol Of (el MOS0 Wbl (M S6ralEs Wwiihs
il:!ﬂr_l:l'l-l 2 irchpigd, Proveleri of farvice (Ramaly Doyl ) mukl hinily
P Liaboradoey of Sandacs Facility oty TSPl S Maimes, Sddreas, and Zp cods. Hegured whaen thr
[ e Laboraion of [Crrr—— Fp._'_"ﬂ T IScaln of sl CAre Senacl B GilTerenl Tham Thal CRirRd @ Thei
Laboratony of Servics Facility Z1IP Ballineg Frovvider Mame (201048 oops
Mamae and addoess of 03 ek
e NM103 Laborabony of Servioe Fecility Requared if the sendce was rendered in o Heal® Professaonal
wre rendered (f ciher {71 Eiama Shortage Arsa (DB or O medifier billed) and the place of
than home or office) LADCH ARGy (F SHirwicam F aeably service 5 different than the HPSA billing address. if an
301 pe——— ndependent Bboratory i3 bikng enter the place where the test
- LA ARGy 0f SHerwican F eCally weaprn paviormesd . Compleby e rrl'l:_urrmf-l:m for @l il oy vk
24200 i v 7 parfonmid GUlskE & phySaian's offes. I th Senacs was
M0 Lakteraiony o Barvics Faciity city refermed 1o an outsics Wb, anber he refemencs labs name and
- - 3 mddress. Prosviders of service musl denilly the Suppiesis. nsimse,
Pl L snba0r il o et Facility siaba
- - midreas and NP1 whan Diling for anb-mafosp esis. | the
MO Labaralony of Servics Facility ZIF o o peroesicder ool of purisdecton. you showid use he

[ ]

belling provviders MNPL Unly bl one ursgues Facility namiber per

STy
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EiEE

HEALTH INGURANCE CLAIM FORM

[

Line Items 32 and 32a e R

= All claims require place of service line item 32 R A TR T R - e
* Ambulance claims
* Laboratory or service facility

*  Mammography certification — L R ey —

b CARMNER

IRET INFORMATION

PATIENT AMD NS4

= Purchased test require both 32 and 32a e el P

52, BERVICE FAZIUTY LOCATICHINFORMATION

) Claim Descripion | Loop Field Data Element Description Requirements
F
pr— T
i | LLA . L wWF sty Primary
— u:.;-:r:n terecter 4
Furchaed saryicy proecar
2600 PEIM : g
L T o i tealar S0l | .
- - tu,ré — El-im::llis T Enter the NP1 of the Service Faciity. Ercer 700 in e NM108 10
[ i ndcaln T NP @ present in the B 10S ; §
g [ eee e ; U S ) ORI (84 S 50 SO OO OO, )
2300 L e L ] I k| iE
T T
REFGN H-&Hw-kle:-'l__:l.ﬂmm cat il - EATE Fi i ThAa B srea | |
ME FOQ Ml ggrrm FLIA mumbsr o iy Tex B
X N3N

PHYSICUARN DR SUPPLIER INFD RS TR

PLEASE PRYNT O TYDR T

N entene  NGSMT -

SERVICES



Bzt
]
HEALTH INSURANCE CLAIM FORM

THE AT FACK OF o B TS DOsdF TG & S T R
CFITED FE B R TR | e O B e b 0 ey T O Shae el

— 4 CARRER —

P’.li'r’m.l.l.l\- [!-l.k SUPPLIER INFORMATION

PFATIENT AND INSURELD INF DEURA TRON

= ————
tion FanL } A W LY PLEASE PRINT OF TTPF

Line Items 33 and 330

= Required on all claims

* Provider's billing name, telephone number, address
and ZIP code

* |tem 33a contains NPI of billing practice

|33 His PRON

-

GERRFGAPAS | )

r\ national
\J government

n
Iem clal
m Description | Loop Figid Data Element Description Requirements
MMI03 Presider sl of ciganizabonal
KMI01 Entity idenbifier code=85- Bl
Physican’s supplisrs (B5) nama ] o g Providisr
bﬁ'ign-nq.lﬂm 20008 & | NG04 Prader first muarms =87,
B | spcodeSphone | 20108 | RIS Provider middie ikl MM101  Entity Kderiier=S7-Pay-o-provider
niumibar E] provider address 1
N 02 ity Type code 1 Person 2 Mon-Person E
[T Provder cly Enity Type ity
e — T gL e ki iy e e L T
P B N ——— hine-dgt ENF code
I TR Ty Troere
R R o e LT o el R P
e Lrdae iFm MNP e e Oeoup Murbss o e e paefoemieyg
Wk Rl 0 bAA Pravesctss 100 R L e W T d ]
- Erder KA in e N 108 O raicole an NPT o gresend 5 T
B 10
I Sl . :-uv. u“, Fa T e
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Medicare Part B CMS-1500
@ Crosswalk for 5010

"--‘.E

Electronic Claims

Medicare Part B CM5-1500 Crosswalk for 5010 Electronic Claims
The information contaned in this croaswalk s for refierence purposes. only.
* = if Madicare Secondary Payer or Medigap ks involved, refer i the 5010 TR3
* = Use if differant than information givan al ha claim leved 77672012 - KJT 1
':::‘ Claim Description Loop Field Data Element Description Requirements
SBRO9 Claim editing indicator code Must = MB for Medicare Part B
. Primary Payer Responsibility (P = Primary, 5 = Secondary T =
Type of Health Payer Responsibility Sequence .
L Insurance 20008 SBRO1 Number Code Tertiary
SBERO2 Individual Relationship Code Individual relationship code (18 = Self)
Patient's Medicare
18" | Baneficiary ID Number | 2010BA MNM109 Subscriber Primary |dentifier Patient’s Medicare Beneficiary ID Number (MBI}
(MBI)
2008 [ e
2 Patient's Mame or NMA05 Middle initial Enter the patienl's name as shown on their Medicare card
2010CA nta
MNM107 Suffix (e.q., Jr. 5.}
5 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
Insu_n.;a-rg'?sr;s:ﬁua';:::en NM103 Othar inmund lasl nams Enter the insured"s name. Required if any other payers are
" ) known to polentially be involved in paying this claim, If the
4 ﬁgms 4" l; l;le:;arﬂ. B330A NM104 Other insurad first nams insurgd is the patient this would be blank qnd information
are required items.) NM105 Other insured middle name reporied in the 201084 Loop does not repeat in the 23304 Loop.

NGSMT | =



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

Claim Rejection Reminders

* Claim rejections CO16, MA130

* 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 NGSM®T |~

SSSSSSSS


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

* 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

 Chapter 1, General Billing Requirements

 Chapter 26, Completing and Processing Form CMS-1500

\J gtional NGSMGT | ~

SERVICES


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.
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