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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 lO | 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 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
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
* Use Pica 10 or 12-point typeface for claims typed
* Use upper case letters for all claim data
* Data should not be touching box edges or running outside of numbered boxes
* Cannot contain more than six service lines per claim
* No stickers, bold, italics, or underlining

= 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

* 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
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
e Certain mass immunizers

= ASCA Requirements 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 ' :
data i
e
Provider
data
national

\’ government

SSSSSSSS




NUCC Approved OMB

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

= 1500 Health Insurance Claim Form
e Header

= QR code

%
[=1%5%>
HEALTH INSURANCE CLAIM FORM

Al COMMITTES (NLICE] o=

-
<
AT ATIONAL UNIFOR 2 &
| PCA H
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Line [tem 1

* When submitting your claims to

' Medicare, the Medicare box shall
be checked; otherwise, your
claim(s) will be rejected and
returned

FECA OTHER

1. MEDICARE MEDICAID TRICARE CHAMPWVA GROUP F
1 HEALTH PLAN 1 BLK LUMG
(1D A (1D A [ ]

| (Medicare#! (Medicaid#) (1D Do) (Member D)

T b
[

Item

: No.

3 SBR09 Claim editing indicator code Must = MB for Medicare Part B

Primary Payer Responsibility (P = Primary, S = Secondary T =
Teriary

Claim Description | Loop Field Data Element Description Requirements

i Type of Health Payer Responsibility Sequence
Fii Insurance 208 | R Number Code

SBRO2 Individual Relationship Code Individual relationship code (18 = Seff
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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 i
Medicare claim submissions (primary or =
secondary)

e Term “Medicare number” and “Medicare ID”

= MBIis 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 assignhed by SSA

la. INSURED'S |L.D. NUMBER (For Program in ltem 1)
[tem ) }
\o | CaimDescripon | Loop | Fied | Data Eement Descrption Requirements
) e
Patient's Medicane
1a* | Beneficiary ID Number | 201084 M09 Subscriber Primary Identifier Patent's Medicare Benaficiary ID Numbaer (MBI)
(MBI}
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Line [tem 2

* Patient’s last name, first name and
: — 1 | middle initial list exactly as it

i appears on the patient’s red,
white and blue Medicare card

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

Item . .
. No. Claim Description | Loop Field Data Element Description Requirements
NM1 N
2108A nm:' IEi: N:::
i | 2 Patieni's Name of Enler the patieni’s name as shown on their Medicare card
2010CA |_NM105 Midde initial
NM107T Suffix (e %.Jr 5.

N NGSM®T |

SERVICES



Line [tem 3

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

3. PATIENT'S BIRTH DATE SEX
ol | BN | Y
| | b F
| |
™ | ClimDescripion | Loop | Field | Data Element Description Requiremerts - o :
X | Patents Bith Date | .., | DMGOZ | Bath Dste || Enter the pabient's birth date. Must be formatied as CCYYMMDD - -
ard gender | DmGos | Gender | Diaie guaifier (DMG01] = 08

rrrrrrrrr
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Line [tem 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

'4JH3UHEDEFHAﬂE[uthaWE.HﬁnHame.HMdmlmﬂm:

]

Claim Descripion | Loop | Field

Data Element Description

Requirements

InsiFed's nams (Whan MAITO3
Wil b il i |

4 PRy 8 Ml a FABDA BT Dl
Bome d 8 T and 11 ]

i il Bems | NAMTOS

CHilii il | Madl Fisime

CHiwr msured fesd name

O insasad middle neme

Entar ihe insured's name. Reguired if any clher payers ane
kAo b polenlially B invalved i paying bhis claim i@ e
nsasred s e patsnl 1Ris would be blark and information

reporied in T 01 G, | o dses nol repaeal in he 2 R | [a el e]
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Line [tem 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
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 PATIENTS ACDRESS (Mo, Street)
aATY ETATE
ZIP CODE TELEPHOME {Inchede Arsa Coce)
ftem . .
Mo Claim Description | Loop Field Data Element Description Requirements
— [ESH Subscriber addess ine 1
. i H302 SUbSCIE AOMTELs e 2
5 F?Wﬁb:ﬂ 20084 N Subecriber city name Enter tha patent's maling address
[l Subgcribor siale
403 Subrscribar JIP code

national
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Line [tem 6

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

: B, PATIENT RELATIONSHIP TO MSURED '
: Sl | | L—-p;:u..a:bl |E-'r'lll.i, | {J'.I-:..'r| |
“;':“ Claim Description Loop Field Data Element Description Requirements
Required when M5P is invalved
01 Spouse
il Patiznts refalionship o 11553:2
i insured I (Gomplete 20 Ermalayae
B & this Item onky when 230 SRR0Z T }E' ¥
H tbema 4, 7, and 11 ane NN
completed | 38 Ovgan Danor
40 Cadaver Danor
53 Life Partner
GH Other Relationship

Erre

national
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Line [tem /

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

" Line 7 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 TELEPHOME (Include Area Code)

( )

I ——
NT Claim Description Loop Fiald Data Elemant Description Requiremants
301 Other subscriber addness line 1 Enfer tie maling address of the inaured. Required  ather
In:;':?'j;::dnr:ii::u W02 Other subscrizer addrass line 2 payers are known bo potentially be invelved in paying this daim
T 'CIIHT?EIGDS this MSP 23304 W01 Dther subscriber cily narme and tha informration i avallabia. If the insured s the patient this
i rJnim:l' PN Oither subscriber staie code would ke Blank snd infermataen reported in the 200084 Loop
' EhE] DCiler subscriber ZIP code does not repeat n the 23304 Loog.

R
i lra brapm!
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Line [tem 8

» Reserved for future NUCC use

» Not mapped electronically

8. RESERVED FOR NUCC USE

N} NGSMGT |~
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Line [tems 9, 90-9d

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

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 - | r
or MGAP or MG or payer ID : '

= Medicare Coordination of Benefits Agreement

9. OTHER INSURED'S MAME iL:Iast Name, First Name, Middle Initial) i E:

a. OTHER INSURED'S POLICY OR GROUP NUMBER . ;

k. RESERVED FOR NUCC USE

¢. RESERVED FOR NUCC USE L

d. INSURANCE PLAN NAME OR PROGRAM MAME

N NGSM®T |~
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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-9a

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

» Name of insured for Medigap
plan and ID

" |nsured group and plan number

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

national
government
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Line [tems 10a, 10b and 10c

= Employment, auto liability, or other accident
‘ involvement
g = |f checked “YES," identify primary insurance
and submit to the primary and enter the two-

letter state postal code for auto liability

g Hem ,
. ‘ " Claim Descripon | Loop | Field Data Element Description Requirements
i % pabent s conditmn —
redaibed B0 LL‘: T | Employmant related indicator (EM) Erar i nam of B INSured s o rsuranon
ST TN -
'oa Aoy Accident? Ll: Fi- Auito accident ndicalon (AA)
2300
e CLA 1 Riescpaive il Relaled cause code (CLM11-1,-2) = At Accident
Place | Skl 4 ) Ao aocident siaba (A o idanity B siale i which Bhe aulcmohile: socsdent
= Ficne Varms - - - B -
PR CLAAT 1= Reguired if Dale of Accdend [DTPO1 = 435) i3 wsed and the
1

Otther Acciient Citfwer ascoident mdecalon | DA )

sandce i employmeent redaled oo Bhe resaull of an acoident
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Line Item 100

= 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)

N NGSM®T |~
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Line I[tems 11, 11a0-11d

E
HEALTH IS URARCE CLAIM FORM

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

= |f Medicare is secondary (MSP)

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

v" NMa-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 | oo oYY
I I M F

b. OTHER CLAIM ID (Designated by NUCC)

c. INSURAMCE PLAN NAME OR PROGRAM NAME

d. IS THERE ANCTHER HEALTH BENEFIT PLAN?T

YES MO If yes, complete items 9, 9a and 9d.

J Dgtional NGSMGT | ~
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EMC Equivalent Line

[tem

o Claim Description | Loop ~ Field |  Data Element Description Requirements

i e R 8 e T E Rt Y M ews e W PR ¥ SRATE T RS EESeerns TR

Payer responsibliity

P = Prmary
2320 o S = Secondary
20008 SBRoO1 T = Terbary

*Note: If Medicare is Primary, use
lelter “P* and skip lo itern 12.
2320 SBRO2 Insured Group or Policy Number

NM108 Identification Code Qualifier (M1
2330A Member Identification Number)
NM 103 Insured's identifier
Insurance Type Code
Indicator's must equal one of the
following values. 12, 13, 14, 15, 16,

20008 or SBROS

Insured palicy group a0 41,42 430r 47 ff ?_CU_UB SBRO1 = If there is an insurance primary io Medicare, enter the Insured's
11 or FECA number T o 'S palicy or group r_mrnho: Required # ather payers are known 1o
o 2300 CLMOY Claim submitter's idenbfier polentially be invelved in paying this daim
CLMD2 Monetary amount
AMTDY Amount qualfier code = D
2320 Maonetary amaunt (Pnmary Paid
T Claim Laveal)
CASO Claim ad|u.\5lrr\-anl reason code
2990 o ik |CO, PR. OA)
2430 CASD2 Claim adjustment reason codes
CAS03 Adjusiment amount
CASOS Adjustment guanbity
OTPO1 Primary insurance adjudication
23308 ar date
2430 DTP02 Date time period qualifier
DTPO3 Date pad

I §8Vemment NGSMT | =
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EMC Equivalent Lines 11, 11a-11c¢

» Flectronic Data Interchange: Medicare
Secondary Pavyer ANSI Specifications for 837P

tem . . - .
o Claim Descripton ~ Loop | Field  DaaElement Description Requirements
':::' Claim Description Loop Field Data Element Description Requirements
2300 o .
2490 CN102 OTAF amount
SVOm |dentifization code
SVoU2 Primary payer paid amaurt {Ine

Jevel)
SvDo3 Medicza procedure iderbfier
2430 SVDI3-
1

Service 10 cualfier

SVDO3-

2 Sendoz ID
SVDDS Quantty
NM101 Entity dentifier oode
NM102 Entity type coda
23308 NM103 Last name or oganizaton
NM108 |dertfcabion code qualfer
NM109 Idantification code
qage | Insured caia of brih
8rd sox-
b Employer’s name o
school
2320 SERM4 Othet Insurec Group Neme Erter he complele insurance plan of program name
e Insurance pian name 23308 NM10G Cer payer arganization name Enter the compiete insarance plan name
o peogram name
23308 NM109 Omer payer prmary idenlifer Enter the payer 10 of the olhes misurer

r\ national
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https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421
https://www.ngsmedicare.com/documents/20124/229628/ngsmedicare_0f7d4f3b_3ba2_43ce_80a8_737ee88f48c4_1514_1213_MSP_ANSI_Specs_Part_B_508.pdf/3d9d8349-66a1-049b-8a18-94c848dbad93?t=1611700166421

Line Item 12

ALTH WSURANCE CLAMM FORM

= Signature and date

__ * Informed consent to release medical information
; for conditions or diagnoses regulated by Federal
Statutes

; * Statement permitting release of medical billing
data related to claim

L
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 nyself or to the party who accepts assignment
below.
SIGNED DATE
[
i
] No Claim Descripton ~ Loop |  Field Data Element Description Requirements
E Thig itern authorized release of medical ormation necessary o
i 2300 CLAE Release of information code process the claim. it also authorizes payment of benefits 1o the
-] ' . provider of service when assignment is scceptad on the claim.
Falient’s or aulhorizes -informed Censent lo Release Medieal Infarmation for
person's signature . .
12 (Release of Conditions or Diagnoses Regulated by Federal Stalutes
. i Required when the provider has not collected a signature and
Information) 2330 caee Release of information code stale or federal laws do not require & signature to be collected, ¥
T ¥ Yes, Provider has a Signzrj Stalermen] Peerrnillil'-g Releyse of
e Vet Madical Billing Data Related to 8 Claim.

N NGSM®T |~
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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

HEALTH INSURANCE CLAIM FORM

= Signature and date

* This item authorizes payment of
medigap medical benefits to physician

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

SIGHED
o Claim Description | Loop | Fleld Data Element Description Requirements

Thig ilem authorizes payment of medical berslils (o the -
2300 CLMDS Benefils .I'n.-:.-ug'*'.nml.-: Certification physician :
Ired il :
insurac 5 or 2
13 Aufforized Persan's N Na .
Signaturs m 3
2330 Qs Assignment of Benefits Indicator W Mol appilicabls. Use:;d;q";nﬁn.« the palent refuses o :
’ £

ki 'I'E

----------

\J eVEhent NGSMU | *
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Line Item 14

EEE

| = 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 ILLMNESS. INJURY, or PREGMNAMNCY (LMP)
WY i | i ¥Y

|
| CLAL |
| I
I:::m Claim Description Loop Field Data Element Description Requirements
DTe0S Required if Related Cause code (CLM11-1, -2 or -3) = Aulo
2300 {439) Accident Date Accident (AA) or Other (OA)
5 Enter the date of current liness of injury.

Required for the inilial medical service or visil performed in

2300 OTPOS Oreset of current liness or injury response to a medical emergency when the date is available and

2400* Initial Treatment Date

{454) therapy, cccupational therapy, or speech language pathology
and whean dilferent from whal is reported al the claim lavel

14 Diater if current liness, {431) dale is different than the dale of service
jury. pregrancy 2300 E:EEI} Initial reatment data Required on all claims involving spinal manipulation.
] Required when the Iniial Treatment Date ks known 1o impact
f . DTPO3 adjudicalion for claims involving spinal manipulation, physical

\J otenet o NGSMGT |~
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Line Item 15

= Not required
= Not mapped electronically

15. OTHER DATE
QUAL MM DD
I |

YY

N NGSM®T |~
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Line Item 16

i = 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)

1a, CATES PATIEMNT hNﬁ.ELE T WORK [N CURREMT 'I:I':':L.F'ATE)H
Y | ¥Y MM DD | ¥

]
F R | I TG | I
'::1 Claim Description Loop Fleld Data Element Description Requirements
Dates patient unable DTPO3 i
o waF:ﬂn cumrent {360} Initial disability period stan Enter the date(s) when patient is employed and unable to work
16 occupelion If::m and 2300 in current occupation. An entry here may indicate employrent
up o) [:;;Jf initial disability pariod end rislatid insurance coverage.

U 5 hent NGSM®T | -
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Line Items 17 and 17b

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

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

* Qualifier DN, DK or DQ to left of vertical line
* Do not use ltem 1/7a

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

7. NAME OF REFERRING PROVIDER OR OTHER SOURCE

N NGSMGT | -




EMC Equivalent Lines 17 and 17b

SERVICES

™ Claim Description | Loop | Field Data Element Description Requirements
WiI03 Fiderving prosdes last rame
(DI}
23104 A0 Relerring peovider Tirst name
L] of Rl WAI10% Refernng provder midde nams
I_:_"L:mwulq s Reguered f oo rrvobeed o refernl or seraces wene ordensd
g A0 Wi FEDOIrg Tol DROVISET Wi Ordared senaoes such &
R i Lol
—— (0N T y— diagnosiic and lab uliized the Retering Provader Name (23104
T r. o loop al e clarm lovel Regured £ 8 service of supply was
i7 LR R Radesring prosadar Tist nama Drered by @ Hrovider and That provieer o & Sflerent enbty than
BRAI05 Rah icher mickiie (et resfacdernng piGradle’ fof el Savvice e, Wilhen & Claem
e - e mvolves mulliphs releieng andior ordering physaians, & separale
hhl;:f:l [a— bl i chairm must be biled Tor esch ordering/relering physicsn
Mg of Ol ing
prCean 9 2420E WA O ] B Crvitedy il M=ol
NMIDS Oedering provider middie name
17 Ot 1D mamisar of
x Refadrng physician
IF
17b MFH 23104 RIFi ';[:? Rederring prowvider prmary 1D
REFOZ
11C) Erdar "I i T NAAUDE i st & NPT B resant i e
N0 Endes Shi NP1 ol Bl relernirg ondering phhymecian b in
REFDZ ? ’
e O opr i) ol ol Doy’ B0N Ram 17
national
govern ment




Line Item 18

; = Not required

= Admission and discharge hospital
care codes related to services

18, HOSP T‘-'-',i.qi-‘-'-.TEle E—.t'-‘-TI%.‘%. RELATED TO I:lrlﬁji':EHTE"t.:E'-.-'I{“g%
N T I T I
I

' FRCRA | | T |
i | 1 | |
| |
ltem X
o | CamDesciton | Loop | Fed | DuaEmen Dscrplon Requirements

£ DTPO3 | Related hospitalization admission )

5 o TP01 Admi

: Hospitaizaion dates 43%) dole DTP{ Admission or Discharge qualifier 435 or 096
] 18 related 1o curenl 2300 - . Enter the date when a madical service i fumished as a resull of
- senvice (From and To) DEIS Relaled rnspnslﬁ:'.nn dscharge | o subsequent 1, a related hospitalization. DTP (435 is required

: %) ' when 2300, CLMOS-1 = 21,51 or 61

\’ gg\t/igr'rl‘w%ent NGS Mﬁ | 37
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Line ltem 19

= 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 (Dessqnated By NUCC

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

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

20 OUTSIDE LABT 3 CHARGES
| | YES |M{J | |
'j: Claim Description Loop Field Data Element Description Requiremenis

2400 PS101 Purchased Service Provider ID Required if there are diagnostic bests subject o e anti-markup
2400 PS102 | Purchased Sanvice charpe amount | payment price imits. 24208 is required when a 2400 P51 s

present. ¥yhen submitting a P51, you must also submit the
24108 NM1 Purchase sarvice provider facilty info in Z310C or 2420C.

2 | Outside Lab charges

N NGSM®T |«
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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
= |CD-10-CM indicator should be “0” for paper
submitters
21. DIAGNOSIS OR NATURE OF ILLNESS OR INJURY Relate A-L to senace ne below (24E) Ie0 Indi E<
A " B | ol 0
E | F | G | H.[
L | J | K | L |

N} NGSMGT |

SERVICES



EMC Equivalent Line 21

= | 00ps 2300
* Segment/fields HI01-02-HI12-02

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

* 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
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

\J

Line ltem 22

national
government

SSSSSSSS

= Not required

» Not mapped electronically

22, HESUBMISSION
CODE

ORIGINAL REF, MO,

NGSMT | =



Line Item 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 5 hent NGSM®T |-

SERVICES




EMC Equivalent Line 23

= | 00ps 2300/2300B/2310E/2310F
* Segment/fields REFO2 with
appropriate qualifier
» For loops and fields, refer to guide
for electronic claims crosswalk

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

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

Line ltems 24A-24]

2 R = Paper claim contains six-line items

RO I A e 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

e 24H:Not used

e 24]:Not used

* 24J): Rendering/performing physician or NPP

Bl EEE =
Sl L i P PR e e L

=R ETES

qL e T

5

d
ML

national GS ] | 46
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EMC Equivalent Lines 24A-24J

= 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} 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
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

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

£3. FEDERAL TAx LD NJMEER Sah EIN
een "l . .
m Claim Description | Loop | Field |  DataElement Description Requirements
FH:;IIJ:' N REF02 Biling Provader Tax ID
e S5M Indicator 201084 | REFDY Social Security number Enter the :'ﬂr-l:ﬂsﬂ:l :flxgrfgmx;gim [ET) or S5M .
EIM Indicaiior REF( Empicryer's ID number

FTATE e o TTRE e Tl
u ggyg&ﬂ‘ent N GS Mﬁ | 48
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Line ltem 26

" Enter patient's account number assigned
by provider

= An account number will be returned up to
20 characters

26, PATIENT S ACCOUMNT MO

. A= ||'"’“ CaimDescrpion | Loop | Fied | Data Element Description Reguiements

Enler the patienfs acoount number assigned by the provider of

|t = ; Patients Account | . senvice's accountng system. As a senvice, any acoount number
3 number 200 | CLNOT | Provie Asped Ao e wil be refumed to you up lo 20 characters.

\J gtional NGSMGT | ~
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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

27, ACCEFT ASSISMNKMEINT T tem i :
R e Bl e e :Iﬂﬁl:- i (leim Descripen | Loap Fiaid D1ata Element Descriptian Raguirements : 7
YES MO Lo laan
Hehga el

oelhsne | D00 | OO "Wmtll;li:Fr.c;sm

=

Eenasiemn aceted on ineal b servs

(o it S St

national = | 5o
\’ government UV
SERVICES




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 209 AMOUNT PAID 30, Bsvd for NUCC Use
s I % | |
| ]
M‘: ClamDescrpbon | Loop | Fild | Data ElmentDeserition Requirements
B | ToalChages | 2500 | CLMO2 | Tolalclam charge amound Enle otal charges for senvices ;
ANTO! Amourt qualfecode=F5 Requied  he patet has = ]
A Amourt paid 2500 | AMTO2 | Tolal patient amount paid paid any amount lowards the claim for covered senvices only.

N} NGSMGT | -
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Line Item 31

" Paper submitters

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

BUSLD B (A TION

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

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

| SIGNED DATE
) I::” Claim Description Loop | Fiald | Drata Element Description Reqguirameants
i | an Salance due Lkl
Signalure af physicar . S . . .
. . - - Provvider or supplier sipnalurs ¥=Proviger sigralure = on file
H d':r Eupsllier ncueing &3 LM Iredicbor M=Frovider signsture s not on file
rrens or oecenlinks
o Varnt

\J tenct o NGSMGT |~
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Line Item 32

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

32, SERAVICE FACIUTY LOCATICH INFORMATION

MM103 Laboratory or Service Facility
(77) Name _ NM101 Entity Identifier 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 {Iltem 32). Enter the name, address city,
3310C 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
M401 Laboratory or Service Facility city the supplier's name, address, and zip code. Required when the
MNA02 Laboratory or Service Facility state | location of health care service is different than that carried in the
NAO3 Laboratory or Service Facility ZIP Billing Provider Name (2010AB) loops.
Mame 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 Shortage Area (QB or QU modifier billed) and the place of
than home or office). N301 Laboratory or Service Facility service is different than the HPSA billing address. If an
3 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
" address 2 performed outside a physician's office. If the service was
2420C NAD1 Laboratory or Service Facility city referred to an outside lab, enter the reference labs name and
32 N402 | Laboratory or Semvice Faeitystate | . 00 te e o antiarkup (est, fhe.
Laboratory or Service Facility ZIP acquisition provider is out of jurisdiction, you should use the
N403 code billing provider's NPIL. Only bill one unigue facility number per
claim.
national
government

SERVICES

NGSMT | =




Line Items 32 and 320

HEALTH INSURANCE CLAIW FORM

= All claims require place of service line item 32
* Ambulance claims

* Laboratory or service facility
« Mammography certification

= Purchased test require both 32 and 32a

52, BERMVCE FRZIUTY LOCATICN INFORMATION

[ )
ARG T LabaratarsTaciily Primany % : :
T ”"1.:,?"’ i -
. B Furchased servce provider
200 | PRI i
34400 R0 enlifizal d Ifier =00
. - T e Srvisr i PP ol thes Sereice Faciily, Enter 00 in the K106 1
) [T \d=nbfication pade indizaly e HPI s prassnlin be W03,
[l Kenlifizadan cade qualfer =R g
e WW10E ledantilizzalion cade ) &
- [IITE M=ntifizatian code 1
2EFO Fslaiansy IU::ii;"'ll.'al.i:;r wdal fier
REF)2 Pelarmmeogran DA puriber

national GS _— | 54
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Line Items 33 and 330

EisE " . .
N = Required on all claims

* * Provider’s billing name, telephone number,

| address and ZIP code

i " [tem 33a contains NPI of billing practice

[ BLRGPRVEER RFGEFAS | ) ’
I_:"‘ ClsimDescripton | Loop | Field |  DataElement Description Requirements
Phymican’s wppliers. Ml:.;m o u-l:_:gan-mw WM101 Entity identifior code=£5- Biling Provider
ey bl Rl ey e e NM101 ity eruer=81-Payi-rovion
: S— e ?n;:‘:;::::’ - NM10Z Entity Type code 1 Person 2 Non-Person Entty
3 [T [EErerTELr i e [ O e S Eeilsg Fummes, mcicrwas D
national i
\J overnment NGSMT |«
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Medicare Part B CMS-1500 Crosswalk for

5010 Electronic Claims

Medicare Part BE CMS5-1500 Crosswalk for 5010 Electronic Claims

The infiarmation contaned in this crosswalk s for refierence purposes only.
* = if Medicane Secondary Payer or Medigap s invoived, refier fo the 5010 TR3
** = Usa if differant than information given at fhe claim level. TI62012 - KJT 1

Item

No Claim Description Loop Field Data Element Description Requirements
SBROS Claim editing indicator code Must = ME for Medicare Part B
N Primary Payer Responsibility (P = Primary, 5 = Secondary T =
Type of Health Payer Reaponsibility Sequence .
1 Insurance 20008 SBRM Number Code Teriary
SBRO2 Individual Relationship Code Individual relationship code (18 = Salf)

Patient's Medicare

\J

national
government

SERVICES

18" | Baneficary ID Number | 2010BA MNK109 Subscriber Primary |dentifier Patient's Medicare Beneficiary |D Number (MBI)
(MBI}
MKI103 Last N
2010BA ™ 104 Fist Name
2 Patientl’'s Name ofr NM05 Midd) it Enter the palient's name as shown on their Medicare card
2010CA iddle initial
MM107 Suffix (e.q., Jr. Sr.)
5 Patient's Birth Dale 2010BA DMGD2 Birth Dale Enter the patient's birth date. Must be formatied as CCYYMMDD
and gender DMG03 Gender Date qualifier (DMGO01) = D8
Iﬂs;;g ?sl‘:i::l-lﬂ;;:::;ﬂﬁ NM103 Othar insurad lasl nama Enter the insured's name. Required if any other payers are
" ) known to potentially be involved in paying this claim. If the
4 ::st 4!' 1; ge:':;rﬁ' 23304 NM104 Qther inensred firat name insured is the patient this would be blank qnd information
are required ilems. ) MM105 Other insured middle name reporiad in the 20108A Loop does not repeat in the 2330A Loop.

NGSMT | =



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

\’ gg\t/igr'rl‘w%ent NGS Mﬁ | 57
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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
* Medicare Part B CMS-1500 Crosswalk for 5010 Electronic Claims

* Top Claim Errors

= CMS website
» Plagce 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 |~
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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.



Connect with us = -
on Social Media |

u YouTube Channel www.MedicareUniversity.com

Educational Videos Self-paced online learning

medicare UXTI Linkedin

Text NEWS to 37702; Text GAMES to 37702 . Educational Content

N R NGSMT |~



http://www.youtube.com/ngsmedicare
http://www.medicareuniversity.com/
https://www.linkedin.com/company/ngsmedicare

£ B GIMscIN comeN L aghaat

u national
government

Find us online 5

m www.NGSMedicare.com 7 NGSConnex
Online resources, event calendar, Web portal for claim information
LCD/NCD, and tools

@, IVR System Sign up for Email Updates

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

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