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Today's Presenters

Provider Outreach 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 | 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 subbmissions

N NGSMT | -
SERVICES



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
e Original CMS-1500 Claim Form
* Use aninkjet or laser printer
e 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
e 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

Y Gvehent NGSMT |



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

e 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

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

Claim Form Overview



CMS-1500 Claim Form
(02/12)

R '
VRS, ¥
Beneficiary : _ :
data i
_
Provider
data
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NUCC Approved OMB

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

= 1500 Health Insurance Claim Form
e Header

= QR code

%

[=]&%>

HEALTH INSURANCE CLAIM FORM
APPRCUVED) EY NATIONAL UMIFCRI CLAI

All COMMITTEE (MLICC

—
o
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Line [tem 1

= When submitting your claims to

[ M I —1 Medicare, the Medicare box shall
be checked; otherwise, your
claim(s) will be rejected and
returned

(LA

=]
r jaros) [ Medicaise) [ ] aDwD0#) - ALTH PLAN — BLKLUNG
f.'.-fE'L'.‘.'L'.‘LT.'E'E_- f.'rfE'L'.‘.'G‘;T.'L'.‘f_- (1D Dol J (e I'ulli_-"f'_l ”Df_l ”Df_l [ ]“n

; Item

No Claim Description | Loop Fleld Data Element Description Requirements
i | 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 ;
o s 1 Insurance 2008 | SBROT Number Cade Tertary
SBR02 |  Individual Relationship Code Individual relationship code (18 = Self

N NGSM®T |
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Line ltem 10

= Enter the patient’'s Medicare MBI as it appears on

patient’s red, white and blue Medicare card for all 22
Medicare claim submissions (primary or S —— L
secondary) f= el ML= EL sty IS

e Term “Medicare number” and “Medicare ID”

= MBI is 11 characters in length and made up only of
numbers and uppercase letters (no special
characters)

= | owercase letters will be converted to uppercase
letters

= MBIs are assigned by SSA

1a. INSURED’S 1.D. NUMBER (For Program in ltem 1)
ltem . .
\o | CaimDescrigon | Loop | Field | DataElement Descripton Requirements
Patient's Medicans
1a* | Beneficiary ID Number | 201084 W10 Subsscriber Primary Identifier Pabent's Medicare Beneficiary ID Mumbaer (MBI)
(MBI}

Y Gvehent NGSMT | -



Line [tem 2

» Patient’s last name, first name and
| == e middle initial list exactly as it
appears on the patient’s red,
white and blue Medicare card
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) “
| ':: Claim Description Loop Fiedd Data Element Description Requirements
. 20108A NM1E§. IEast Name
9 2 Patent's Name of N1 rst Name Enber the patiens name as shown on thes Medcare card
i icca [0S |t e )

\J ngtional NGSMGT | *
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Line [tem 3

» Patient’s eight-digit date of birth - _
(MMDDCCYY) and check the ' e
appropriate box for patient’s sex
3. PATIENT'S BIEKTH DATE SEX

MM | DD | Y'Y
I I M F
| I
Fﬂ Claim Description Loop Field Diata Element Description Requirements ;
R | Pm;:‘g:ﬂm ?:'”'m'l $§§ I B;:rz:".f |rEW&IMMIenI'iST&h%ng?MWWMM . g

u national NGSME | 17
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Line [tem 4

= Name of the insured, if there is insurance g8
primary to Medicare, either through the i ,
patient or spouse’s employment or any e |
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) 1
]

':" ClimDescription | Loop | Field |  DataElement Descripton —— : _

III::T: :...I-:n"::l::fﬂ | HM103 Ofthead indasra NSt Entar ihe insured's name. Reguired if any olhal payers e
- kAo Lo polenlially b invohied in paying his claim. T s
4 Bk Pl i FAB0A, 104 P r
Rerns 4. 8. 7 &nd 11 |0 AT IR T R insasred |8 e patsant this would be Benk snd information
@iy reguined Rema ) MR 0% Oabad indusied mikddle fHame reporied in e FO100A | e doss nol repaal in e 28 RO L [a el e]
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Line [tem 5

. , . . . Eism
= Patient’s street address on first line, 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 Item 5 the patient’s mailing
address and line item 32, enter complete address,
including ZIP code, where the service was actually
re n d e red 4 PATIENT S ACDRESS (Mo, Strest)
aATY ETATE
2P CODE TELEPHOME {Inchsde Area Codg) é
()
T Claim Description | Loop Field Data Element Description Requirements 5
& F:?Hsmﬁb:ﬂ 201084 :E;j hﬁwﬂjﬁx? Enlier the paten('s miading address

N NGSMGT | -
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Line [tem 6

EizE A
S !

HEALTH INSURANCE CLAIM FORM é

e — * Complete this line item only when
ey ltems 4,7 and 11 are completed

NSURED INFORMATION

AND I

G. PATIENT RELATIONSHIP TO NSURED ‘

Sf;llﬂ -"_'-|'.FI:JI.,L-|I.-| _|E:.'r-|||_i! | {J'.I-:_.'rm _

Mo Claim Description Loop Fiald Data Element Description Requirements
Reguired when MSP is involved
01 Spouse

3 Patients relationship o 119353:2

3 insured it {Cormpete 20 Emnlavas

5 & this e onky when 2320 SRR oy
2 w iberns &, 7, and 11 are 21 Unknown

1 g compl ) 39 Organ Doanor

& 40 Cadaver Danor

s 53 Life Partner

H G Other Relationship

.........
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Line [tem /

’ .

» |nsured’s address and telephone number o .
M M HER'._TH. INSURANCE CLAIM FORM E
when Medicare is secondary payer :
A

= Line7 completed when Items 4, 6 and 11

are completed
» |Leave blank when Medicare is primary
|7 INSURED'S ADDRESS (Mo, Street) ' _ v
CITY STATE
ZIP CODE TELEPHONE (Include Area Code)
- i
( )
NT Chlaim Description Loop Fiald Data Elemant Description Requiremants £
- £ &
W] Diher subscrber address line 1 . 7 m|
e o vess and MN3)2Z_ | Other subsorner address line 2 paféﬂr:ragek:.m: %uapu;f;f?aﬂ:aﬁ mechved F:fﬁ!fﬁ; this ciim -
™ -.? it 23304 REGE Cher subsciiber cily name and the information is avallgsle. |f the insured iz the patlent this
L rf_lims'.ﬁ [N Cither subscriber staie code would ba plank and information reported in the 201084 Loop
o [EnES Dbt subscriber Z1IP coda does not rapeat m the 23304 Loog. i
e 2 Whear Forme

national GS = | 21
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Line [tem 8

» Reserved for future NUCC use

* Not mapped electronically

8. RESERVED FOR HUCC USE

J Dgtional NGSMT | ~
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Line ltems 9, 90-9d

EEE A
HEER'.TH INSURANCE CLAIM FORM E
= Medigap or supplemental data is appended when :
claims are not automatically crossed over to =il =S
medigap or supplemental insurer ‘
= |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 or MG or payer ID
= Medicare Coordination of Benefits Agreement
9. OTHER INSURED'S NAME n:L;ast MName, First Name, Middle Initial} 1 =L : é
a. OTHER INSURED'S POLICY OR GROUP HUMBER E
b. RESERVED FOR NUCC USE . : §:
¢. RESERVED FOR NUCC USE T O== 1
d. INSURANCE PLAN MAME OR PROGRAM NAME

N NGSMGT |~
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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 Lines 9, 2a-9d

» Medigap or supplemental data is
appended when claims are not o T~ i Descrsion | Loop | e | O Bet Descin —
automatically crossed over to oo v

medigap or supplemental insurer ooy e e p—
= Name of insured for Medigap ofl I == . ™ o

p I.O n O n d | D S — A W ] e 4 ey i i E b W AL BT Eead O il Be T

----------

il Pl O M1 e e e Eras? e Cony, Wb 501 OF O o e cvsmrer. Fiegueasd i sy
F Pl P | hihdinaiars R [FTH CRFd pai Wb D0 e [uirydi s G A b Enla Ty D iraibadl A D] e
" a d pl mb e -
nsure roup an an nu er — W[ Cove pager 2 cann
e rll:l;.'::d.i-f:.'l:.:.]:l"- 213 YL ice I'.I'rﬁh.'l.ﬂ__:ﬂll':'l:..l.:'lw}r L el [ ——

" Enter the city, state and ZIP code e
of the insurer

N NGSM®T |~
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Line Iltems 10a, 10, and 10c¢

- : = Employment, auto liability, or other accident
REACT woumavcecam o involvement

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

g Mo
-1 IS pabents condifaon CLMT1
g rislabed bo 1 h Empicymant reladed indicalor (EM) Erdar wr name of e rsuned s, offeier rsaramon
H Smployment?
g LM 1=
£ . Auto Accident ? 1 Auiio socedenl maicalon (AA)
| 230
b. CLET Riiscpaired if Rolaled chuis code (CLM11-1 -2) = Ao Accadent
Flace | Siabe) 4 : Aasiio aockdent siabe (A o adenbly e stale i whech the aulomeobile aocsdent
_ ooCLETed _
. CLM - . Feguired if Uale of Accsdent [DTPO1 = 439 5 used and thes
i i 1 CHher aecc ¢ indicator () Serdce i Hrvelurrtft l-eu_ltd o Fhe resull of an acckdent
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Line [tem 10d

EFE
]
HEALTH INSURANCE CLAIM FORM

= Medicaid crossovers are automatic via
eligibility file-based crossover process

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

= Not mapped electronically

10d. CLAIM CODES (Designated by NUCC) ' - o R .
« :

N national NGSMT | »
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Line Items 11, 11a-11d

[Of{0] A

HEALTH INSURANCE CLAIM FORM g

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

= |f Medicare is secondary (MSP)

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

v" NMa-insured eight-digit DOB and sex code
v" 1b-leave blank

1 v' 11c-MSP plan name
v

11d-Not required

11. INSURED'S POLICY GROUP OR FECA NUMBER

a. INSURED'S DATE OF BIRTH SEX
MM | Do, oYY
| |
| |
b. OTHER CLAIM IO (Designated by NUCC)

M F

PHYSICIAN DRt SUPPLIER INFORMATION

c. INSURAMCE PLAN NAME OR PROGRAM NAME

d. IS THERE ANOTHER HEALTH BENEFIT PLAN?

o FTI T - YES MO If yes, complete items 9, 9a and 8d.

Ao ety
sClear Form?

N NGSMG |~
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EMC Equivalent Line 11

ltem . , .
o, Claim Description | Loop  Field Data Element Description Requirements
\ A8 e 148 R AL 1P B A S 1] Pl | 1D P DAY ) DAl 11
Fayel resgonaibility
F = Pnmary
2320 e S = Becordary
Z000E BT T = Tertiary
“Note: I Medicane & Primary, wse
lettar “P" and skip lo itern 12.
2320 SBRO Insurad Groug or Policy Number
MM 106 Idenlilizabion Code Qualilier (M
2304 i Member ldamifiication Mumbsr|
NI 102 Insured's idenlifier
Ingurance Tyoa Code
Indicalor's must equal ore of the
Etg‘fi'“ SRRDS | folowng values: 12, 13, 14, 15, 16,
21,42 43 or 47 if 2000B SBR = | 17 there is an insurance primary 1o Medicare, enler the Insured's
11 "":'I;",__Bgcpff’:?rr?:g:'a T o "5 palicy or graup number, Requined & other payers are known io
o 2310 GLMOY Glaim submitter's idanbfier patentially be mvalved in paying this daim.
CLKOZ Monelary smounl
AT Amaunt ql.IElll'rIB" code = 0
2320 Mhonetary amount (Frimary Faid
TRz Claim Lavel)
Claim adjustment reason coda
2520 CAS |CC, PR DA
:'Zdatlu CASDZ Claim ad|estmant reascn codag
a0 Adjusiment amount
[ Sdjusiment guanliby
. Primary Insurance sdjudizabon
2EME ar oTRm dake
2430 [ Cate lime period gualifier
TR Diade paid

N NGSMGT |~
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EMC Equivalent Lines 11, 11a,-11¢

m Flectronic Data Interchange: Medicare
Secondary Payer ANSI Specifications for 837P

‘ o ‘ Claim Description ~ Loop | Field  Dafa Element Description Requirements
I:Ja;t Claim Description Loop Fild Daia Elemant Dascription Requiramants
230 | apane
a2 CN10Z OTAF amounl
atnligl \dantifization code
. | Pnmary payer pakd amaunt {ling
Vo2 e
Sons Iedica procedurs dentifier
s S"E"m' Serviee 10 el fier
5"2“3' E
EvOns Clusriby
MNM101 Enlity identifier code
NM102 Enlity type coda
23308 MNM103 Lest name ar onganizaion
NM103 Identiication code gualfier
WM Idantilization code
soe | Insurad dada of birh
11
and san-
11k Employer's name or
schoal
2320 ERM Other Ingurec Group Hamme Erter T coirabele insurance plan o program rame
11 I"f:_";':é?gﬁ'::;:ﬂa J3E08 MMI0G l:}merpa:,uﬁmrqanl?xlhn rame Enter tha campleta Insarance plam nams
23308 [ L] CHner payer prisarny idestifes Eriber the payer 10 of The other msdner

Y 53 NGSMG | -


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

Line Item 12

EigE A
ol i
HEALTH INSURANCE CLAIM FORM g
! = Signature and date
z * Informed consent to release medical information
2 for conditions or diagnoses regulated by Federal
Statutes
-g
« Statement permitting release of medical billing
data related to claim
T
1 READ BACK OF FORM BEFORE COMPLETING & SIGNING 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 fo the party who accepts assignment
below.
SIGNED DATE
3 No Claim Description ~ Loop | Field  Data Element Description Requirements
4 g
£ f 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
A 0 _— ) provider of service when assignment is accepted on the claim.
i | Pa':r’s‘;f_'].gr;“;g?;'f:d I-informed Consent to Release Medical Information for
12 p (Re!easge of Copdilians or Diagno;es Regulated by FEdefa! Statutes.
Informaton) 2320 | 0106 | Release ofinormation code | e uire a signature 1o bo collectoa. ¥
T Y Yes, Provider has a Signed Statement Permitting Release of
lear Form: Medical Billing Data Related to a Claim.

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

Line Item 13

Bz A
[ofi: §
HEALTH INSURANCE CLAIM FORM £
= Signature and date :
* This item authorizes payment of
medigap medical benefits to physician :
13, INSURED'S OR AUTHORIZED PERSON'S SIGNATURE | authorize E
payment of medical benefits to the undersigned physician or supplier for -
services described below.
SIGNED
o Claim Description | Loop |  Fleld Data Element Description Requirements
This item authorizes payement of medical benslils 1o the i
. . Benefils fss 1% Cerlifical h £ z
-ddl'l}.l LLMW ereiils “II?;;-:::; erimcabon F :ll'ﬂh'.i'ﬂ'l ;
Insured's or 3
13 Auihorized Person's T 4 :
Signatura ; 3
2930 Qi Assignment of Benafits Indicator W Mot applcabile. Uﬂaiid;n‘;nﬁl-1 the palient refuses o ;
Y Wik |
—
b

N} NGSMG |



Line Item 14

EGE A
ok i . . . . . . .
| = Six-digit or eight-digit date of current illness,
injury, or pregnancy (LMP)
| = Do not enter qualifier (QUAL) in item 14
14. DATE OF CURRENT ILLNESS, INJURY, or PREGNAMNCY (LM
3 MM, DD Y I
| | CLIAL |
1 |
| e 1
.;:m Claim Description Loop Field Data Element Description Requirements
OTEN Required if Related Cause code (CLM11-1, -2 of -3) = Aulo
2300 (439) Accident Date Accident (AA) or Other (OA)
z Entar tha date of current liness of injury.
5 . Required for the inilial medical service or visil performed in
g 2300 ?I;ﬁi Ormet of curm;;r; s of injury response to a medical emergency when the date is available and
g 14 Dala if current iliness, s different than the dale of service
3 E Injury, pregnancy 2300 E:EE;I} Initial reatment data Required on all claims involving spinal manipulation.
2 Revquired whan the Initial Treatment Date & knewn 1o impact
a - DTPO3 adpudication for claims involving spinal manipulation, physical
o 3 2400 (454) il Troatmant Dot mn:aw. occupational mcurapy. or speach language patr::mgy
JE : _ and when dilferent fram whal is reported al the claim lavel
PLEASE PRINT OR TYSE :‘(.-I.:-" -,:ET:;.:‘:E :

N NGSMGT |~
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Line Item 15

%E#?H INSURANCE CLAIM
= Not required
= Not mapped electronically :
15. OTHER DATE
] | |

Y National NGSMT | =
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Line Item 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 PATIENT UNABLE TG WORK [N CUBRENT QCCLPATION
U R MM DD k|

| (] Y

| FROM I TS | |
g ] ] |
1
;
j '::1 Claim Description Loop Fleld Data Element Description Requirements
. OTPO3 .
] Dates patient unable (360) Initial disability period star Enfer the date(s) when patient is employed and unable to wark
o d n 16 1: w"r':' ‘;"'"E":ﬂ 2300 in curment occupation, An entry here may indicate ermployment
o UPEHDW]I om A [:TEGPE:? Initial disability pericd emnd rilabed insurance coverage.

Cicar Vormd

N national NGSMT | =
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Line [tems 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 notuse ltem 1/a

= List NPI of referring, ordering or supervising
physician or NPP in Item 17b

7. NAME OF REFERRING PROVIDER OR OTHER SOURCE

national
government

SERVICES
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EMC Equivalent Lines 17 and 17b

\’ government

SERVICES

™ Claim Descripion | Loop ‘ Field Data Element Description Requirements
AR Rudarvring peovided Llast rama
{DIM}
23004 MO Relerring peovider Tirst namse
Y of Rad WA 10% Rolemng provder middie name
u:ﬁ.rla:wwuqu oL o Reguered f Casm rrvobved o refestal Or seraces wenes omdered
HR1100 W FEDOng Tol DROVISET Wi ONdared SenaoEs such &
Flede v Ly
—— (D] i pi— dagnosss and lah uticoed e Relernng Proveacker Mame (23 104)
I 20F=* oog al e clam lovel Regured § 8 service of supply was
i7 LR Rederring prowider Tist nama ordered by a provider and Thad provides o a Siflerent enbfy than
A0S Rah i ki i Fenidaing pRovaled hod ed Savvics e Winen & Claem
.| ot - pimiin ol Mulliphs seleinng enhdion ordering phyaoilans, & separate
WM Ordering provides lnst name chairm must be biled for each ordering/relernng physician
(]
MNarma of Dedeting JHOE F— o =
Priysaean ' gl R ]
[ R Orderng prowader madidle name
17a Ot 1D rumibear of
5 Fafadrrg physecian
[
iTh ] 23104 ﬂE ';[;? Referrng provider primary 1D
REFOT
110 Enter 300 in T N 108 10 nadcate an NPT i pressnt i the
MM 109 Endss e NP1 ol B relernngionoering phyRsian lied in
REFOZ ) ’
prie Ordiering provader prmary ID nam 17
national
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Line Item 18

e

O]
HEALTH INSURANCE CLAIM FORM

> CARRER  p-

INFORKL

AND INSUTEED o

ORMATION

PHYSICIAN OR SUPPLICR INF

= Not required

= Admission and discharge hospital
care codes related to services

FRO#M

1B. HOSP T"'i'nz"“TEif[" E-.*-TI%. RELATED TO EHIﬁJfEHTEEE‘-.-‘IC@%
" T I ) I
I

O

E Claim Description | Loop Fleld Data Element Description Requirements
DTPO3 | Related hospitalization admission .
. TP Admi
Hospitaizaion dates 43%) dole DTP{ Admission or Discharge qualifier 435 or 096
18 relafed o cument 230 - -
- i Enter the date when a medical service & fumishad as a resull of
senvice (From and To) [E,S Reialed msp“;:f:"m tacharge or subsequent to, a related hospitaiization. DTP (435 is required
%) ' when 2300. CLMO%1 =21, 51 or 61

national
government

SERVICES
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Line Item 19

2 rac]

[a85*
HEALTH INSURANCE CLAIM FORM

= Certain claim submissions do not always require an
attachment

* Enter certain dates, facts or information about
service(s)

v" Routine foot care
v' Hematocrit/hemoglobin
v Homebound

v Not otherwise classified codes/drugs
v Shared post operative care

v’ Demonstration/clinical trails

v' Anti-markup/purchased tests

v’ Claim notes

{8, ADDITIONAL CLAIM INFORMATION (Designased by NUCC

N NGSMGT |~
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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

N NGSMGT |~
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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

Line Item 20

= Diagnostic tests subject to anti-
markup price limitations

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

* Item 33 is the billing provider

EhzE

Of
HEALTH INSURANCE CLAIM FORM

SERVICES

20. OUTSIDE LABT o CHARGES
| | YES | B | |
'j': Claim Description Loop Fledd Data Element Description Reguiremenis
2400 PS101 Purchased Service Provider ID Required if there are diagnastic tests subject to he ant-markup
, 2400 PS102 | Purchased Senice charge amouni | payment price mits. 24208 is required when & 2400 P31 s
2| Outside Lab charges 2408 MM Purcha 4o present. When submitling a P51, you must also submit the
58 Service peovicer facility info in Z310C or 2420C.
national
government
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Line Item 21

EizE
S
HEALTH INSURANCE CLAIM FORM

..........

national
government

SERVICES

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

= Code to highest level of specificity for
service

= |CD-10-CM indicator should be “0” for paper
submitters

21. DIAGNODSIS DR NATURE OF ILLNESS OR INJURY Relate A.L to senace ine below (24E) s : :
IS0 Ind.y 1

0.|

G H. |

E s

al B|
F |
J. |

L | K | L. |

NGSMGT | -



EMC Equivalent Line 21

= | 00ps 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

N NGSMGT | -

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

Line ltem 22

0[O0
5
HEALTH INSURANCE CLAIM FORM

= Not required
* Not mapped electronically

22, BESUBMISSION
CODE ORIGIMAL REF, MO,

national = | i
\’ government U
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Line ltem 23

EngE

[
HEALTH INSURANCE CLAIM FORM

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 NUYVBER

N national NGSMT | «

SERVICES




EMC Equivalent Line 23

= | 00ps 2300/2300B/2310E/2310F
* Segment/fields REF02 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

N NGSMGT |~
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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

Line l[tems 24A-24 )

2 A » Paper claim contains six line items
55 - .
HEALTH INSURANCE CLAIM FORM E o 24A:Date Of service

* 24B:Place of service

* 24C:Not used

e 24D: CPT/HCPCS, modifier(s)

* 24E Diagnosis code pointer

* 24F:Charge/fee for service

e 24G:Units

* 24H:Not used

* 24]:Not used

* 24J:Rendering/performing physician or NPP

WAEELL T L LR NPT AT

.......

Z
G)
wn
<
cl

national
government
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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

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

N NGSMG |~
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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

Line Item 25

EhzE

(145
HEALTH INSURANCE CLAIM FORM

= Enter provider of service Federal
Tax ID, EIN or SSN of billing _ |
provider/group B i —

23, FEDERAL TAX LD NJMBER, Sai ElM
B | o Descrighon | L Feld |  Data Element Descrpt raments ' ' e [ERAT e,
™ crip 0op ption Require 1 i
Fﬂs;:;;' . REFO2 Billing Provader Tax D g
% SEN Incicalon oioas | REFDM Social Security rumbes Enter the ?ﬂr-l:g:fl ;Exgémﬁ;gim (ET) or 5N I I = ;
EIN Indnins HEFI Emgioyeis D R

Y Gvehent NGSMT | «




Line ltem 26

B

(=153
HEALTH INSURANCE CLAIM FORM

" Enter patient's account number assigned
by provider

= An account number will be returned up to
20 characters

28, PATIENT'S AGCOUNT NO.

| ' ' = ' || w Claim Description | Loop | Fiekd Data Element Description Requirements
: - ; Enter the patienfs account number assigned by the provider of
:l al = y Pafient’s Account . . senvice's accouning system. As @ service, any account rumber
- ' 3 number 200 | CLMOT | Provie Asped Aecomi e will be refuned 1o you up 1o 20 characters.

national = | L
government U

SERVICES



Line ltem 27/

= Assignment: check yes or no

* Mandatory assignment for certain services

e 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  1z7 accerT assianme-me
[P G, ke ag nacks

YES MO

e Cleim Descriptizn | Loap Fiald D1ata Element Descriptian Paquirements.
5 & g gk I!I:‘E&I;‘;j
tional 0| weeplhssgumert? | 200 | ONEY 'hmt';rh'c"m Benseirma aceted o incal b e o
nationa ' Py e
\’ government A gl

SERVICES

EEE

[E1&5>
HEALTH INSURANCE CLAIM FORM

P CARRER




Line ltems 28, 29 and 30

EhgE

[E§¥
HEALTH INSURANCE CLAIM FORM

" [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 A0, Hsvd tor MUCE Use
: | s i |
em | . | . |
h Claim Descripion | Loop | Field | Data Element Descripton Requirements ,
B | TowChages | 2000 | CLMR | Tolalclam charge amount Eres ota charges fo senices
ANTO! Amount qualfer code=F 5 Requied f e pabien s | e
i Amount paid 2300 | AMTO2 | Total patient amount paid paid any amount lowards the clam for covered senvioes only. T

N NGSMG |-

SERVICES




Line Item 31

EiEE

ot
HEALTH INSURANCE CLAIM FORM

" Paper submitters
| * Signature of provider or representative and
e six-digit or eight-digit date form was signed
E = Electronic submitters

* Y=Provider signature on file

* N=Provider signature not on file

31, SIGNATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the slatements on the reverse
apply to this bill and are made a part thereof.)

; SIGNED DATE

T I::” Claim Description Loop | Fiald | Data Elerment Description Reguirameants
h | an Salance due LEly
Signalure af physicar - ST i i .
a | crewsternouang |z | o | Provdero supler sgrate o oProviser sigrabure i on fle
dregrens or oredenlinks 1

N NGSMGT |~

SERVICES
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Line ltem 32

" Place of service required on all claims
* Name, address and ZIP code

3% BERAVICE FACILTY LOCATICH INFORMATION

NGSMT | =

3 1
MM103 Laboratory or Serviee Facility
(77} Name NM101 Entity |dentifier code=77 - Service Location Required
N301 Laboratory or Service Facility when the location of the service is different than that carried in
address 1 2010AA-Billing Provider (ltem 32). Enter the name, address city,
2310C N302 Laboratory or Service Facility state, and ZIP code of the location where the services were
address 2 rendered. Providers of service (namely physicians) must identify
M40 Laboratory or Service Facility city the supplier's name, address, and zip code. Required when the
N402 Laboratory or Service Facility state | location of health care service is different than that carried in the
N403 Laboratory or Service Facility ZIP Billing Provider Name (2010AB) loops.
MName and address of code
facility where services NM103 Laboratory or Service Facility Required if the service was rendered in a Health Professional
were rendered (if other (77) Name Shartage Area (QB or QU modifier billed) and the place of
than home or office). Laboratory or Service Facility service is different than the HPSA billing address. If an
N3O address 1 independent laboratory is billing enter the place where the lest
N302 Laboratory or Service Facility were performed. Complete this information for all laboratory work
2420C+ address ? performed outside a physician's office. If the service was
NA01 Laboratory or Service Facility city B:—:Jerred I;D ando utai::e lab, enter “ﬁj refffr;?lfe labs Irjlarlne and
: 0 address. Providers of service must identify the supplier's name,
32 N402 Laboratory or Service Facilily state address and NPI when billing for anti-markup tF;F:‘.ts. If the
Laboratory or Service Facility ZIP acquisition provider is out of Jurisdiction, you should use the
N403 code billing provider's NPI. Only bill one unigue facility number per
claim.
national
government

SERVICES




Line [tems 32 and 320

EEE i
i 5
. . . . . HEALTH INSURANCE CLAIM FORM 5
= All claims require place of service line item 32 et
* Ambulance claims |
* Laboratory or service facility :
« Mammography certification
= Purchased test require both 32 and 32a
&2, AERNCE FAZIUTY LOCATIZHINFORMATION
P0G h:*;_';;"i' LabaratarsFaciily Prirasy . - ;
p— hfﬂurse- antifian ! §
a0 [ Fl.r:ﬂa::l:l;:{il.;_: provider E
24200 MAATDT Hentifizlian cade qualfier =00 L . — - S . . j
il | wnlion code-30C | e e b g, .
BN - 1
- [T Idantifization cade ; L s ;
SEFO1 Fialaranss Iuitf:‘ral.i:;r ETEIT
REFD2 Pebammraxgran F2OA nuriber

national GS = | 54
\J government N MGT
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Line [tems 33 and 330

EigE

(=855
HEALTH INSURANCE CLAIM FORM

aaetearad
WCiear Form?

national
government

SERVICES

" Required on all claims

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

" [tem 33a contains NPI of billing practice

[P BLURG PROVEER BFGEFAS | )

Lr Claim Description

Loop | Fied Data Element Descripbion

Requirements

[T Prosder st of eoganizabonal
NMI01 Entity identifier code=85- Biling Provider
Physicaan's supplier's B narma ¥ ng
billing name, sddress. | 201088 or | NWI04 Prowder firs! narma NMIOT Estit P
B rp code A phone 201048 | WAAIGS Provatel middie rili ¥ iy -y el
LTt LK) prcredes iaddress 1 -
NM02 Entity T code 1 Person 7 Mon-Person Enl
b1 Provder oty ¥ ipe —
[ [ el b i [ e e s e
Fadis b P icembae S oambm i Frlmitd okl Dol i e @ b A TN
(S WL Fanreabe jdoowem -l g S
LU= EET NN BT == e
FEATIRT F risly ol rvbPam oshms H ¥
E L orvime i MNP & v i Peumreims J
Ik L ] OV OAA, hl':. :r Pyaeesdar 100 F e O Bl R L el A R of & e
. Erdar “EE" i e RS V0 b0 Falecale o NET @ preseesl 0 The
Bk 1R
5 T — i Pz Tascromy raemier Cruniias PG

NGSMT |-



Medicare Part B CMS-1500 Crosswalk for

5010 Electronic Claims

\J

national
government

SERVICES

Medicare Part B CM5-1500 Crosswalk for 5010 Electronic Claims
The infiormation confamned in this crosswalk s for reference purposes onfy.
* = if Medicare Secondary Payer or Medigap s invoived, refer 1o the 5010 TR3
** = Usa if differant than information given at the claim level. 762012 - KJT 1
'ﬁ:‘ Claim Description Loop Field Data Element Description Reguirements
SBROS Claim editing indicator code Must = MB for Medicare Part B
o Primary Payer Responsibility (P = Primary, 5 = Secondary T =
Type of Health Payer Reaponsibility Sequence )
1 Insurance 20008 SBRO1 Number Code Tertiary
SBERO2 Individual Relationship Code Individual relationship code (18 = Self)
Patient's Medicare
1a8* | Beneficiary ID Number | 2010BA NM109 Subscriber Primary |dentifier Patient’s Medicare Beneficiary 1D Numbser (MBI)
(MBI}
MK103 Last M
2010BA ™14 st Name
2 Patientl's Name or NM105 Midd] itial Enter the palientl's name as shown on thair Medicare card
2010CA iddle initia
MM107 Suffix (e.q.. Jr. Sr.)
4 Patient’s Birth Dale 2010BA DMGO2 Birth Dale Enter the patient’s birth date. Musi be formatied as CCYYMMDD
and gender DMGO3 Gender Date qualifier (DMG01) = D8
Iﬂs;;ﬁ?;;i:_:;nwngm NM1G3 Othar insured lask name Enter the insured’s name. Required if any other payers are
" ) known 1o potentially be involved in paying this claim, If the
4 ::st 4!' 1; ?e:':;rf{ 2330A NMHO4 Other ineured firat name insured is the pafient this would be blank qnd infarmation
are required items. ) NM105 Other insured middle name reportad in the 20100A Loop does not repeat in the 2330A Loop.
- ————— — ——— —— —————————————— ——— ———————————————————————————————————

NGSMT | =



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 NGSMG |~

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
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

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

N NGSMGT |~

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
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.



Check out our P
self-service tools i

Educational Videos Self-paced online learning

medicarem Follow us on X
@NGSMedicare

Text NEWS to 37702; Text GAMES to 37702

u YouTube Channel l www.MedicareUniversity.com

r\ national
\’ government
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http://www.youtube.com/ngsmedicare
http://www.medicareuniversity.com/

national
u government

Find us online -

N

national
government

SERVICES

www.NGSMedicare.com
Online resources, event calendar,
LCD/NCD, and tools

IVR System

The interactive voice response system
(IVR) is available 24-hours a day, seven
days a week to answer general inquiries

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

NGSConnex

Web portal for claim information

Sign up for Email Updates

Subscribe for Email updates at the top
of any NGSMedicare.com webpage to
stay informed of news

NGSMT |«



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