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Thank you for using MDH’s newest web application to process your Medicare Part B Crossover Claims.
Each claim you file is official and will supersede any paper claim you may have filed within the past year.

DHMH’s goals for giving Medicaid providers on-line access to file the Medicare Part B Crossover claims
are to:

e Let providers manage the Medicare Part B Crossover claim requests at your location thereby
reducing possible errors

e Pay claims promptly, usually within two weeks from the time the claim is submitted.

e Reduce the need to submit paper claims

When you prepare to submit a Medicare Part B Crossover claim, the following are required:

e A copy of the Medicare Part B Crossover claim
e A copy of the Medicare Explanation of Benefits (EOB) sheet
e A soft copy (.pdf) of the Medicare Explanation of Benefits (EOB) sheet to upload to DHMH

This is a step by step guide to enter Medicare Part B Crossover Claims, upload supporting documents
and review the status of the submitted claims.

**IMPORTANT TO NOTE** -

e Medicare Part B Crossover claim submission date must be on or before one calendar year
from the Date of Service (DOS)
Or
The Medicare Paid Date must be less than or equal to 120 days from Medicare Part B
Crossover claim submission date.

e |f the claim has no co-insurance or deductible, then DO NOT attempt to file a Medicare Part B
Crossover Claim.

e If the patient has Third Party Insurance and you received a rejection reason code of Q, R, or S,
you must file a paper claim.

The key areas to note for filing this type of claim successfully are:
e Submitting Medicare EOB information- Be sure your documentation is clear to note PR (Patient
Responsibility) or CO (Contractual Obligation) codes and charges.
e Upload supporting documents - This will give you control of the paperwork needed to complete

your claim.

If you have any questions or concerns, contact mdh.eMedicaidMD@maryland.gov.

DO NOT USE YOU BROWSER BACK BUTTON TO GO BACK. USE THE KEYS AT THE BOTTOM OF
EACH PAGE TO GO BACK IF NECESSARY.


mailto:dhmh.eMedicaidMD@maryland.gov
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Step | Process

1 | Loginto Maryland’s DHMH

eMedicaid site: 0o

www.emdhealthchoice.org

Due 10 Bystem Maintensnce that will i+ conducted this Hondsy,
Octobar 10, 2918, between 8:00 AM and 4:00 PM, ussrs may

he
aMadicass web appiication. Tf 3 function is nat available, plesse
MEDICAL PROGCRAMS Ery at o later Eime. W apologies for any incomvenisace Ehis may

Web Services —
600 a.m. 10 10100 am. fram August 7, 2016 threwgh Janusry

Ereughi 18 you by he Maryiand
Depariment of Headth and Mencal Hygiene |18, 2017

cause.

Walcome to cur sitel
M pou ar nok & heslthosrs professionsl, plests vt our hame sege
Healthears Professionals:
This site provides secure on-line services for
Maryland Medicaid Providers.
Step 1: Apply to participate in Maryland's

Medicaid Program as a Medical Care I $ign In
Provider. User 10:
Step 21 If you already have & Medicaid P
Provider Number, Register to Lse this B
S, Crock shiadioast User's usle for b Signin
Step 3: Sign Int
eMedicald Wser's guide fornat Your Passward?
EVS Help
«Claim Cvendi
sClaim Tutarial

M Pavgsmord Info
For best results when using this site, do not use your browser's “Back” button for navigation.

8 for Mesical Care Priveders

2 | Sign into eMedicaid with
your User ID and Password.

If you forgot your password,
click on the Forgot Your
Password link and follow the
instructions.

Sign In
User ID:
Password:

SigniIn

Forgot Your Password?
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3 | Signing in will take you to

the eMedicaid home page. NEW FEATURE! Direct Claim
Submission
[The foliowing provider types (click here) that b on

This page will provide the 1 S TS o Lo i s s

MEDICAL PROGRAMS lelectronikally theough this site. This new feature
CMS 1500 claims ONLY, i.e., claims|

links for different services Web_ Services P e e e
available under your User

Maryland b o gpen
biotsolyd ks Kpadeirtico RN hem to: eMedica GMOSJhmh state md v

I D . Remittance Advice (EOB)
Most Recent Remittance Advice
Provider Number Practice Address Check Amount Date for this Check  View Remittance Advice
960 $9,283.47 2015-10-24 seactese-- B g
960 sencrame - B o
960 $909.16 2007-04-14 seecrane - B g
960 s29m.28 2007-05-12 seectane - B pot
960 sa57.22 2007-05-12 Select dute B L
960 $3100.72 2007-05-12 soectane - B pot
Healtn Homes ©ClIM(CMS 1500 PartB) Claim Lookup
eChim(1500) Recipient Exgibilty Verification Presumptive Elgibily

4 To begl n subm Ittlng da Health Homes eClalm(CMS 1500 Partalé Claim Logkup
M ed ica r.e P a rt B C rossove r eClaim(1500) Reciplent Eligibility Verification Presumptive Eligibllity

claim, click on the link at the

bottom of the page. eClaim(CMS 1500 PartB)

eClaim(CMS 1500 Part B)

Important Note: If the link
to choose eClaim (CMS 1500
PartB) is not available,
check with your Local
Administrator to request
access.
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5 | The eClaim(CMS 1500
PartB) main page is
displayed

eClaim(CMS 1500 PartB)

Aematame revor "
Mhance £ata, you wil Aok ba sble 10 4ave your prage

Provider Name PRESTON ST. MED. CTR.
Provider Base Wumber- 1234567

bozsdoneny (BSD, BALTIMORE, MO 212300009)

Gk o Claim iutery BuATOn 15 Seach o paer clasme from Ehe KSCaONS TASE Yo 80 ANV 10 I clame

Com revery Sarvcer rome

revwired (isim dota In mdion have 8 SR cngy of the Medcore EOB/ RemAtance rrport s order 1o uskosd
s and must Compiate s (laim subiseon

Recret Claims wOmEied by tester éhemhtester

43 recent clainws found, displaying all recent claims.

i ¥ : : :
6 | Click on New Claim to begin
creating the Medicare Part B brovider Name: PRESTON ST. MED. CTR.
Crossover Claim. Provider Base Number: 1234567
Frovider Locetion: (BSD, BALTIMORE, MD 212300000}
New Claim é
New Claim
7 | Complete the required fields 5 RS
eClaim(CMS 1500 Partd)

of information from the
Medicare filed claim.

Important Note: The only
required fields are the
PATIENTS NAME (Field 2)
and OTHER INSURED’S
POLICY OR GROUP NUMBER
(Field 9a).

0 s i 0 e et s,

Resipuent Lookup A 1l Kesipsera laformason |
T s Amaren e (D} —
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EXPANDED VIEW OF SECTION ONE FORM:

w- ‘ou are currently signed inas
2692511P0001 tester dhmhtester
Han out
eClaim(CMS 1500 PartB)
Step 1 of § Recipient Information
- If the patient has visited this affice befare, use the ook fundction to Jutefill recipient information,
= the characters listed in the table below are allowed.
[ Recipient Lookup/Auto Fill Recipient Inft
|11 digit Medical Assistance Number (MAID): | Loskup
HEALTH INSURANCE CLAIM FORM (1)
T NEGICARE WEGICAID, TRICARE [Ern "TRCAIF FEALTY: FLAR FECA BLK LN CTHEN 2. INSURIETS | 0. NOMBER (For Prisgrarm m 1oam 1)
(Megcares) O Medicasar) (pe/DeD#) (Member 100} ipe) (o) By
1. PATIENT'S NAME(La® Nare, First Name, Madde Intial) 3. PATIENT'S BINTH DATE (MM/OONYYYY) [SEX 4. INSURED'S NAME(Lant harme, Fosl Mo, Made Intal)
|| comaine Margaret A or ‘or /19se M g Domaine Margaret A
5. BATIENT S ADORESS (Weo., Street) 6. PATIENT RE P TO INSURED 7. INSURED'S ADDRESS (Mo, Street)
12345 S. Washington Bivd. Sef Q Secuse  OWd - Cthar 12345 5. Washington Bivd.
jcrre [STATE 8. RESERVED FOR MUCT USE jCITY [STATE
Baltimore Maryland Baltimaore
BT TRLEPIENE (i Ares Code] T Tt [FRLEOn Tihome moes o]
21203 410 -555 -12M4 21200 410 -555 1234
E OTHER INSURED'S NAME [Last Name, First Name, Misdie [nia) 10. 1S PATIENT'S CONDITION RELATED TO: 11, INSURED'S POLICY GROUP OR FECA NUMBER
| Select Rejection Aeason 1)
jr. OTHER INSURED'S POLICY OR GROUP NUMBER ja. EMPLOYMENTT (Curvent or Previsus) . INSURED'S DATE OF BORTH 10
12345678900 s on ¥
RSt FoR I U5 . sarm accivents — TR CLA 15 [Degeaied oy ]
ws g (~seeasue~ %)
. RESERVED FOR NUCC USE . OTHER ACCIDENT? . INSURANCE PLAN NAME DR PROGRAM NAME
s gw
[ SRR LA A G PRGRAH WA T CLA COOS D 5y WUCE] T TR AT AT BEREFT LT
[Enter Claim Code: Lookup Claim Code YES MO I pes, retuen 1 and complete em 9, Ga, and B4
13, PATIENT'S OR AUTHORSEED PERSON'S SIGAATURE | sutheron e reiesss of oy it "u""""'.a'.‘f:.'i:’."‘:'m i pocea T . § ot et iyt of goeirment banefts sthr b myset o 13 the prty wh (13 ENSUREDYS OA MUTHOASPED PERSON'S SICUATUAL | shize sapment o medcs Beneht. 1o
sican oure siwes
Continue Cancel
. T
7a. | Third Party Insurance — v Select Rejection Reason )
H H H K-Service Not Covered.
Rejection Reason Codes (field
L-Coverage Lapsed.
11) M-Coverage Not in Effect on Service Date. I
N-Individual Not Covered.
Q-Claim Not Filed Timely.(Requires documentation.) I
If choice is Q, R, or S you must R-No Response from Carrier Within 120 Days(Requires documentation.

file a paper claim.

S-Other Rejection Reason Not Defined Above(Requires documentation.

8 | When all required fields are
filled in, click Continue.

Continue

Cancel
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Fill in Health Insurance Claim
Form (2).

Important Note: The Date(s)
of Service (DOS) fields MUST
be filled out in this format:
(MM/DD/YYYY).

Medicare Part B Crossover
claim submission date must be
on or before one calendar year
from the DOS

Or

The Medicare Paid Date must
be less than or equal to 120
days from Medicare Part B
Crossover claim submission
date.

HEALTH INSURANES ELAIH FEIRM (3)

{ B

Bare seiarasas

9A

If you need to add more
Service Lines to the claim,
select the number of lines
you need and click Add More
Service Lines box.

RBC 10.00

I

1699774018

Clear

B. TOTAL CHARGE

Select the number of service lines to addl 13 ' Add More Service Lines

Wi i

9B

Box 29. Enter the total of all
TPL/Commercial Insurance
paid amounts. This excludes
ALL Medicare paid amounts
including Medicare
Advantage, Medicare
Replacement, Medicare
HMO, etc.

29. AMOUNT PAID

$ 0.00
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EXPANDED VIEW OF SECTION TWO FORM:

HEALTH INSURANCE CLAIM FORM (2)

i3 DAt CF CummEaT TLLNESS (Fust symonomOn m 15, DATES PATIENT RABLE 70 WORK, N CURRENT GCCUPATION:
e ‘ TRUAY (i )
PRIGHANCY (L] Fom )
[17. WAME OF REFERAING PROVIDER O OTVER SOUNCE (Lt Mame. First hame) T 18, FOSPITALITATION DATES RELATED T0 CURAENT SERVISES
[
e B [ e [ ™
5. amarTionaL cLam =) ¥ CRARGES
. TATURE OF L o Setem (245
CasGINAL 07, NO
*2ea * 250 = 780 b
|27 Pz ATHORIZATION WUMBER
" b 9 " 1204545587
Fex carei) v smaice i PAcE O SRRV preTr v G S, o i T
[ rrmatancen) SuAGHGSIS oosoa | wsor | o RROING
Proem (MMDCATYTTY o [(MTRYYIY) ES |primcres | moce FONTER CHARGES UNITS oty | PoviDE
01 ;15 12015 | 1 ek #9213 | - - ABC 160.00 1 wi (1699774018 | ciear
nds
] T T
oL s15 ;205 1 e 30670 - 8 x AB 220.00 i w1 | 1699774018 Clear
ndc
¥ T T
01 s15 12015 1 ek G000 i H [ AB 60.00 i w1 [ 1699774018 Clear
nac
V T T
oL s15 ¢ 2018 1 ke 36415 - H i ABC 10.00 i wi | 1699774018 Clear
e
- [ P
5 reoeRA TAX 1.0 MU = 75 PATIENTS ACCOUNT 3. |17, ACCTRT AGSIGNENTT (For gt |39, TOTAL CHARGE ENTT) 30, R B MR Uoe
- (=1
S21234867 ] T ons $450.00 +0.00
[11. SIGRATURE OF PHYEICLAN O BLPPLIER INCLLDING DEGRETS DR CRIDENTLALS 2. SERVICE FACILITY LOCATION TNFO [33. BILLING PROVIDER INFO & P #
11 ey than B setatemeras 5e tha nevaras saply 16 s DA 4 anw madie 8 purt Thowed ) Ervver Pacility Information [tk tnbetteti
siosten DATE 10/13/2016 | 51100
M Canewl

10

When all required fields are

filled in, click Next. &
Next Cancel
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11 | Fill in Medicare EOB
Information for each
Service Line billed.

Important Note: The
Medicare Date Paid at the
upper left MUST be filled
out in this format:
(MM/DD/YYYY).

MEDICARE INFORMATION FORM

Medicare Date Paid: (MMDIVYYYY)
Jis  foams

el - [utpussman casson coselamern P——— N ) — ] R oy re—

o fi ey fooera. re o ce

-
—u) — —
gl - e P P R T ) R—" e ey

EEl
e ———— —————— P ) F— ] S Y Pe—

IMPORTANT: SUBMIT ONLY THE NUMERIC VALUE OF THE
ADJUSTMENT REASON CODE. DO NOT INCLUDE THE VALUES CO,
PR, OR OA.

Correct : 45 or 237
Incorrect : CO-45 or CO-237

To fill out this next section you will fill in fields from the Detailed or Summary Medicare EOB report you
received. Inthe Appendix section at the end of this document are examples of how to fill in those fields
from various formatted Medicare EOB reports.

**REMINDER** - If the claim has no co-insurance or deductible then DO NOT attempt to file a claim.
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EXPANDED VIEW OF SECTION THREE FORM:

[Step 3 of 5 Medicare Service Information

eClaim(CMS 1500 PartB)

-Adjustment reason code should not contain characters. You mr.rsr enter pmwder paid Amount.

SUBMIT ONLY THE NUMERIC™
VALUE OF THE ADJUSTMENT
REASON CODE. DO NOT INCLUDE

Deductible and Colnsurance enter in the PR field. For D PR code - 2
MEDICARE INFORMATION FORM PR, CO, OR OA.
Medicare Date Paid: (MM/DD/YYYY) Correct: 45 or 237
o6 [16 [ams Incorrect CO-45 or CO-237
Service DOS From & To uos Procedure code $ Billed / $ Allowed s $ Provider Paid Amt
Line # P
T 2015-06-14 to 2015-06-14 1 76830 190.00 / [115.16 I [23.03 [s0.29
PR (=] OA
Pty o P aou e amaurs [ Tanaurs P frous [remnet famouns
2 #2303 $ 45 % 73.68 i d %
$ s 237 $1.16 t3 3 5
$ $ 253 % 1.84 $ $ $
7 2015-06-14 to 2015-06-14 i 76856 32.00 [16.32 i [15.99
PR €0 OA
Aclustment | amount [pdiustment lamount e amaunt  [AUISERt famount Acjustment Jamount e |Amount
¥ $ 45 % 15.68 $ $ i
% s 253 $ .33 i s $
B s B § s s

Hext Previous

(See appendix below for examples of where to find PR (Patient Responsibility) or CO (Contractual
Obligation) on sample billing detail documents)

**In the PR (Patient Responsibility) section,
Adjustment Reason Code 1 means Deductible
and Code 2 means Co-Insurance™*

SUBMIT ONLY THE NUMERIC
VALUE OF THE ADJUSTMENT
REASON CODE. DO NOT INCLUDE
PR, CO, OR OA.

Correct: 45 or 237
Incorrect: CO-45 or CO-237

MEDICARE INFORMATION FORM
Medicare Date Paid: MM/DD/YYYY)
o6 /16 /2015
Service DOS From & To uos
Line #
1 2015-06-14 to 2015-06-14 1 7
PR
e oot [t amount
2 $23.03 $
$ $
$ $
2 2015-06-14 to 2015-06-14 1 7
PR
e ot et lnoun
$ $
$ $
$ $
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Below is an example of the information needed from the Medicare EOB and where to populate

the information on the Medicare Information Form.

Explanation of Payment

Claim Status Description : Processed as Primary, Forwarded to Additional Payer(s). Forwarded to :
PROGRAM OF MD

Claims: 1
(1)
Patient Name Patient ID Claim Status 19
Subscriber Name Payer Claim ID Claim Amount $222.00
Provider Name Provider Claim ID Paid Amount $106.28
Claim Statement Received Date 08/20/2015 Pt Responsibility $23.03
Dates Outpatient MOA MAO1

Adjudication MA18

Serv Date Units Serv Code Billed Pald Allowed Ad|
06/14/2015 - 1 HC<99203 $190.00 $90.29 115.16 CO-45: $73.68 , CO-237: $1.16 , CO-253: $1.84
06/14/2015 PR-2: $23.03

REM: N700
06/14/2015 - 1 HC<87880<QW $32.00 $15.99 I $16.32 CO-45: $15.68 , CO-253: $0.33 I
06/14/2015

eClaim(CMS 1500 PartB)
[Step 3 of 5 Medicare Service
-Adjustment reason code should not contain Chavacters. You must enter provider paid Amownt,
Deductible and Colfsurance anter in the PR fieid, For Deductible PR code - 1, Colnsurance PR code - 2
MEDICARE INFORMATION FORM 5115.16 CO-45: $73.68 , CO-237: $1.16 , CO-353: $1.84
Medicare Date Paid: (MM/DD/YYYY) PR-2: $23.03
! 3 X
o6 [ fams — v .4
[servics DOS From & To | uos 4 Procedure code Billed ‘lllu.y $ Deductile % Coinsurance % Provider Paid Amt
Lime &
1 [2015-06-14 to 2005-06-14 [u / 76830 156,00 \ 115.16 / 23.03 L_‘"“
PR <o o
e o e | 4 R il Y
2 $2303 & + 45 By I AR g +
+ d 37 s 1|/ g + +
q s 53 5184 "4 s g 9
[T [2015-06-14 to 2015-06-14 1 6u56 32.00 [1632 15.99
PR o oA
Rl e - e gl ey o e~y
+ g 45 * 1568 g g +
u * 53 + .33 u g +
s s o~ s s s
$16.32 CO-45) $15.68 , CO-35T: $0.33

SUBMIT ONLY THE
NUMERIC VALUE OF THE
ADJUSTMENT REASON
CODE.
DO NOT INCLUDE PR, CO,
OR OA.
Correct: 45 or 237
Incorrect: CO-45 or CO-
237

12

When all required fields
are filled in, click Next.

Cancel

10
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13

Now you can upload
supporting Medicare
EOB documentation.
You can upload up to 5
attachments.

13a

Uploading

Requirements:

e At least one attachment
must be uploaded.
(Medicare EOB Report)

e  Maximum of 5
attachments

e  File size maximum (5 MB
each)

e  Formats allowed — (.PDF,
-Png, .jpg)

Step 4 of 5 Uploading

- Please upload the Medicare EOB.

- At least one attachment is Reguired..
- You may upload upte 5 attachments.
- The maximum size of each attachment is 5 MB .

- if you uploaaded a wrong file, you can still overwrite that file,

- or go back te the previous screen and do it agin.

- The following filetypes are allowed: PDF, Png,Jpg,

Select a file to upload: | choose Fie | No file chosen
Select a file to upload: | choose Fie | No file chosen
Select a file to upload: | choose File | No file chosen
Select a file to upload: | choose Fie | No file chosen
Select a file to upload: | choose Fie | No file chosen

14

Once files are chosen
and uploaded, review to
make sure all files are
loaded.

Select a file to upload:
Select a file to upload:
Select a file to upload:
Select a file to upload:
Select a file to upload:

Choose File
Choose File
Choose File
Choose File

Choose Fil

% eClaimPartd...coounts.pdf
no file selected
no file selected
no file selected

no file selected

Upload

Back  cancel

15

Click Upload to ensure
files are loaded and
connected to claim that
has been created.

Upload (

Back cancel

11
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Review the entire claim.

eClaim|{CMS 1500 PartB)

s mowen M
L T W

R

Tavransaan

s DATE b8/ 1B BE | X3 2 o AeRIaT I L)
vt s | 08 Fram & Te. s ":Euw I‘” +hias m‘“ =1 e [rre—— l::..,,..;,;.,;r
— T . T _ = T = T T = % I
I I I ;‘.w. ;:x T = I I - II“ I
— T T I,Ji‘—% st = T T :-r T
[ I T | |5 — T — 1 T
[ciaim files that are aiready uploaded for this service.
[Fite name [Fite Type |Fita sizs [Fite Uplonded Date
[eclaimpartauaTaccounts. pat [PoF [214680 [2016-10-13 11:23:24.798
Mk Changes
If you need to make any /
changes, click on the
Make Changes button /
on the bottom right and Makis Chondes
follow the steps.
17 | Submit claim. Make Electronic Signature
1 agree to the terms set forth below:

sure you click the upper
check box before clicking
Submit.

e 1 have read and understand all warnings, restrictions, information, policies, and general

rules that are relevant to this electronic trar . Iam resp ible for any
isinformation or mi that are made.

* I understand that my electronic signature is as legally binding as my handwritten
signature,

* I agree that the Departmental electronic signature, if any, is an original signature as
legally binding as a handwritten signature.

e I affirm that the information I have provided in this electronic transaction is true and
complete to the best of ;y knowledge and belief,

Submit Cancel

12
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Once submitted you will
see a Submission Date
and Claim Number for
your records.

eClaim(CMS 1500 PartB)

Transaction Confirmation
Piease print this page for your records.

CLAIM NUMBER: 162878000001
Submission Date: 10/13/2016

18A

At the bottom of the
submitted claim you
have the option to start
a new claim, go to the
Claim Home page or
Services Home page.

Electronic Signature

1 agree to the terms set forth below:

« I have read and understand all warnings, restrictions, information, policies, and general rules
that are relevant to this electronic transaction. I am responsible for any misinformation or
mistakes that are made.

« [ understand that my electronic signature Is as legally binding as my handwritten signature.

I agree that the Departmental electronic signature, if any, is an original signature as legally

binding as a handwritten signature.

« I affirm that the information I have provided in this electronic transaction is true and complete
to the best of my knowledge and belief.

New Claim From This Location Claim Home Services Home

19

This is the eClaim (CMS

1500 Part B) Home page.

If you wish to enter a
new claim, click New
Claim and return to Step
6.

rtance repert in sedes 15 upied

Primider Hame PRESTOM 5T. MED. CTR.
Privider Base Wumber. 1734567

rovider Lacados (BSD, BALTIMORE, MO 212300003)

New Claim €=

*7a

Repeat patient
submissions are
simplified by entering
the 11-digit recipient ID
in this box. Patient
information will
automatically populate
in required fields.

- s S
eClaim(CMS 1500 PartB)

ey § of § Recipient
I the puiont has wimted s fBce befors, i She lookup function (0 utefil ecipient information.

.anloal "’I" | wnul

Recipbens Lookup/Auso Fill Recipient Information |
11 Sigt Medical Assistance Nember (MAID): [ 12345679300 |

I Recipient Lookup/Auto Fill Recipient Information

|11 digit Medical Assistance Number (MAID): | 12345678900 Lookup

13
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*7b | A new claim is created
with the Patients
information filled in
(Step 1 of 5).

Begin new claim.

If you have any questions, email mdh.eMedicaidMD@maryland.gov.

14
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APPENDIX
EOB Reports

This shows examples of Detailed or Summary EOB reports you may receive. This will show how
to fill in those fields from the information you receive on to the Medicare Information Form

online.

**|If you receive summary EOB reports, you should request a detailed report from the entity

which sends you those.

Claim Adjustment Group Codes

PR = Patient Responsibility
CO = Contractual Obligation
OA = Other Adjustments

- o oA |
::g:;f‘m‘;:‘! lAmount :::sonm Amount rceon;ign LAmount g:;:‘m Amiount r::;:‘":’;‘e (Amount :ajx:‘ﬂ::z‘! LAmount
$ 0 $ + s $
Detailed EOB Report
Example #1
DATE: 0172672016
PAGE #: 1
CHECK/EFT #: 883879752
REND-PROV SERV-DATE POS PD-PROC/MODS PD-NOS BILLED ALLOWED DEDUCT COINS PROV-PD
RARC SUB-NOS SUB-PROC GRP/CARC CARC-AMT ADJ-QTY BS
NAME : 1 HIC: CNT:46348227145 ICN:1916012094180 ASG:Y MOA:MAO1 MAO7
1891857603 0102 010216 31 99308 1.000 77.31 76.39 0.00 15.28 58.69
N700 N701 C0-237 2.14
CNTL #: S27145K49342K9 CO-253 1.20
PT RESP 15.28 CARC 3.34 _CLAIM TOTALS 77.31 76.39 0.00 15.28 58.69
ADJ TO TOTALS: PREV PD INTEREST 0.00 LATE FILING CHARGE 0.00 NET 58.69
CLAIM INFORMATION FORWARDED TO: MD DEP OF HEALTH & MENTAL HYGIEN
CO/PR Codes: C0O-237 ($2.14), CO-253 ($1.20) — Filled in below.
Service DOS From & To uos Procedure code $ Billed $ Allowed $ Deductble  Coinsurance $ Provider Paid Amt
Line #
1 [2015-05-05 to 2015-05-05 1 34180 £77.31 76.39 15.28 58.69
PR o A
f;:;m:;. lAmount Eis::nm‘m lamount reason mount,  [AAltment  |amaun rm;‘. LAmount ﬂ::";;: Amount
2 $ 1528 i 237 214 g 3 s
a s ) i K ¥
s 0 + + + a

15
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Example #2

Claims: 1

(1)

Patient Name
Subscriber Name
Provider Name
Claim Statement
Dates

PROGRAM OF MD : 00259

Serv Date Units Serv Code Billed
06/14/2015 - 1 HC<99203 $190.00
06/14/2015

REM: N700
06/14/2015 - 1 HC<87880<QW $32.00
06/14/2015

Patient ID
Payer Claim ID
Provider Claim
Received Date
Outpatient
Adjudication

Claim Status 19
1015232357610 Claim Amount $222.00
ID 615888 Paid Amount $106.28
08/20/2015 Pt Responsibility $23.03
MOA MAO1
MA18

Claim Status Description : Processed as Primary, Forwarded to Additional Payer(s). Forwarded to : KIDNEY DISEASE

Paid Allowed Adjustments
$90.29 SIIS.If CO-45: $73.68 , CO-237: $1.16 , CO-253: $1.84
PR-2: $23.03
e
$15.99 $16.3?. CO-45: $15.68 , CO-253: $0.33 :

CO/PR Codes: CO-45 ($73.68), CO-237 ($1.16), CO-253 ($1.84), PR-2 ($23.03)
CO/PR Codes: CO-45 ($15.68), CO-253 ($0.33) — Filled in below.

Service DOS From & To uos Procedure code $ Billed s Allowed s Deductbie $ Colnsurance s Provider Paid Amt
L]
1 2015-05-05 to 2015-05-05 1 1200 131.49 | | 23.03 106.28
R =] OA
ustment Adjustrment
e [Amount &v« lamount &“ amoune  [AAISTERE Lamount pcustment |amount pjustment  |amount
2 I+ 23.03 i 45 7368 i i i
$ i3 237 5 115 5 s s
0 0 53 % 184 0 n n
B |2015-05-05 to 2015-05-05 f I i
R =) OA
AAUSMEnt |y it Eﬁ:ﬂm lamount reasan  [Amount [amount Adpustment |, ARt et
reason coce fcode reason code reason code reason code
i i3 a5 5 1568 £ 5 s
s 0 T 0 s s
i i i i i i
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Example #3

LEREER-R-T

1- CO/PR Codes: CO 45 ($14.40), CO-253 ($1 68), PR 2 ($24 60) — Filled in below.

‘Service| DOS From & To Procedure code # Billed % Deductble $ Coinsurance $ Provider Paid Amt
Line &
1 2015-05-05 to 2015-05-05 )
PR [=+] -1}
[Adjustment Q‘“"“ Adjustment Adjustment
son coge [mount reason Amount reason [amount eason code [MOuNt san toge [Amount son coge ANt

2 #2450 3 s [ 1440
M . 253 [% 168

LEIES
-
DI

2 - CO/PR Codes: CO-94 (-$51.20), CO-253 ($1.68), PR-2 ($24.60) — Filled in below.

DOS From & To vos Procedure code 3 Billed s Allowed $ Deductble $ Coinsurance s Provider Paid Amt
Line &
1 2015-05-05 to 2015-05-05 1
PR ) oA
pcjustment  lamount reason  (Amount reason  [Amount  [ANSITENt Ly [raustment |amount pcjustment  |amount
2 $ 24.60 i a4 * 5120 i 4 s
i3 s 53 5 168 i i i
i3 5 s £ s s
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User Guide

3 - CO/PR Codes: CO-45 ($14.40), CO-253 ($1.68), PR-2 ($24.60) — Filled in below.

‘Service| DOS From & To vos Procedure code # Billed $ Allowed % Deductble $ Coinsurance $ Provider Paid Amt
Line #
1 2015-05-05 to 2015-05-05 1 |
PR co QA
ment. Adjustment
[Adpustment (Adjustment Adjustment Adjustment
coge [Amount reason Amount reason [amount se [Amount coge [Ameunt code [Ameunt

2 % 2260 i 45 $ 1340

M * 253 [% 168
0 n 0

| -
-
-

4 - CO/PR Codes: CO-45 ($67.20), CO-253 ($1.68), PR-2 ($37.80) — Filled in below.

DOS From & To uos Procedure code % Billed § Allowed $ Deductble $ Coinsurance § Provider Paid Amt
Line &
T 7015-05-05 to 2015-05-05 i i i
PR o OA
AAUSMEnt |y meunt mn: lamount reason  [Amount |Amount pastment | e (Adustment |y punt
reason code code reason code reasan code reascn code

2 s 3780 s 4 % en20 i M *

253 (¢ 168 W M s

5 - CO/PR Codes: CO-45 ($14.40), CO-253 ($1.68), PR-2 ($24.60) — Filled in below.

'Service | DOS From & To uos Procedure code $ Billed $ Allowed $ Deductble $ Coinsurance $ Provider Paid Amt
Line #
1 2015-05-05 to 2015-05-05 ) |
PR co D)
ment. Adjustment
[Adpustment (Adjustment Ad justment Adjustment
coge [Amount reason Amount reason [amount code [Amount coge [Ameunt code [Ameunt
2 % 2260 i 45 $ 1340 d 0
g 5 253 $ 168 ad s g
+ + + a +

6 - CO/PR Codes: CO-45 ($14.40), CO-253 ($1.68), PR-2 ($24.60) — Filled in below.

‘Service| DOS From & To vos Procedure code # Billed $ Allowed L] $ Coinsurance $ Provider Paid Amt
Line #
1 2015-05-05 to 2015-05-05 ) |
PR co QA
ment. Adjustment
[Adpustment (Adjustment Ad justment Adjustment
code  [Amount reason Amount reason [amount code [Amount coge [AmEunt coge [Ameunt

2 % 2260 i 45 $ 1340

M * 253 % 168
0 n 0

DI
-
-

Filled in below.

% Deductble % Coinsurance # Provider Paid Amt

7 - CO/PR Codes: CO-45 ($14.40), CO-253 ($1.68), PR-2 ($24.60)

DOS From & To Procedure code # Billed

Service|
Line #
1 2015-05-05 to 2015-05-05 ) |

PR co oA
ment Adjustment
[Adjpustrent Q‘ [Adjustment Adjustment ladjustment
3 {Amount FEason AMOUN | reason [Armount " LAMGunt 24 Amount o (Amount

2 % 2260 i 45 $ 1340

M * 253 % 168
0 n 0

DI
-
-

8 - CO/PR Codes: CO-45 ($67.20), CO-253 ($1.68), PR-2 ($37.80), CO-92 ($30.00) — Filled in
below.

Service| DOS From & To uos Procedure code $ Billed $ Allowed $ Deductble $ Coinsurance $ Provider Paid Amt
Line #

1 2015-05-05 to 2015-05-05 1 |

R =] oA
(Adjustment
[Adustment  Lamount reason  |Amount reason  [Amount  [ANSTERE Ly [rcjustment |amount pcjustment  lamount
code EO!
2 s 37.80 i as [+ &7.30 * (* ‘
’ i 3 |* 168 (* + s
s i 92 [¥ 3000 s '+ g
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User Guide
Example #4
CPETh ¥ 1014302009550 ™ Processed and forwarded to additional payer
Claim Total $65.00 $35.12 $8.96
99212 S65.06 $35312 072614 M
) Contractual Obligation # 45 $20.20 Ekceeds fee sch
Contractual Obligation # 252 $0.72
Patient Responsibility :

! aim ! !!!!!l!l!!!!! . Il!‘ro'!e's's'e! as Primary

“laim Total $120.00 $38.13
G0101 $120.00 $38.13 10-16-2014 MC
Contractual Obligation # 45 $81.09|Exceeds fee sch
@  |contractaal Obligation § 253 $0.78
70070 L.___ 2
laim # 1014302009330 Processed and forwarded to additional payer
laim Total $408.00 $184.05 c $46.95
99205 $120.0% $e4.08 09=74=2014 MC
Contractual Obligation # 253 $1.92
® Patient Responsibility
58100 t----0 $89.97 09-24-2014 MC
Contractual Obligation # 45 $173.24 |[Exceeds fee sch
Contractual Obligation # 253 $1.84
Patient Responsibility

1 - CO/PR Codes: CO-45 ($20.20), CO-253 ($0.72) — Filled in below.

DOS From & To uos Procedure code § Billed 5 Allowed § Deductble # Coinsurance % Provider Paid Amt
Line #
1 015-05-05 to 2015-05-05 1 | |
PR o oA
[Adpustment [Adjustment
Adjustment Adjustrment Adjustrment Adjustment
renson coge  [ATOUNE reason Amourtt xs:m [Amount reasan coge [TOUNT reason code [Mmount reason coge  [moUnt

a5 [ 2000 M * i
* 23 (% 78 # i [

R
-
-
w
-

2 — CO/PR Codes: CO-45 ($81.09), CO-253 ($0.78) — Filled in below.

Service DOS From & To Procedure code $ Billed $ Allowed $ Deductble $ Coinsurance $ Provider Paid Amt
Line #
1 2015-05-05 to 2015-05-05 1 I I I
PR =] OA
Adjustment Adjustment
pdjustment  lamount reason  [Amount reason  [Amount  [AAMSImENt Lo, prajustment |y djustment

[amount
Jeo reason code reason code reason code
5 3

45 |* s109 i i s
g '+ 253 (¥ 78 s * '+
8 5 i3 i3 i3 i
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User Guide

3 — CO/PR Codes: CO-253 ($1.92) — Filled in below.
CO/PR Codes: CO-45 ($173.24), CO-253 ($1.84) — Filled in below.

D08 From & Te oS Procedure cose '+ Batied [ 3 Al S Deductbie * Coinsurance [ & Prowider Paid Amt
Lina o
B [f015-95-0% to 30156508 I I
B 2] oA
[Acjustment st et
Aspeszrrert At azrmeen aspusment Azpuaimens
IAmomnt reason temcunt T ] T Jamount ey [Amount o e {omount
. . asa (¥ asx . " W
0 h 0 + B 9
0 5 0 + 3 0
z [3015-05-0% to 2005-05-05 B
PR =) oA
FreE— [ajurmans
Az mene o sty anement |aspuiment |y anmenn
lamewne reason enunt neasen  (Amount lamaunt famaun mawsny
h [T 17324 0 o
* 258 % 1ms u % W
5 0 + o
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PERF PROV SERV DATE POS HOS PROC MODS BILLED ALLOWED DEDUCT COINS GRP/RC-AMT PROV PD
NAME HIC: ACHT: 710013
ICN:2
0403 040315 11 1 1.00 GO470 190.00 0.00 0.00 33.61 190.00 131.76
co/45
C0/253 PR/2
0403 040315 11 1 1.00 90B34 175.00 0.00 0.00 0.00 175.00 0.00
co/97
PT RESP 33.61 CLAIM TOTALS 365.00 0.00 0.00 33.61 365.00 131.76

For claims where the EOB summary does not include specific amounts for specific reason codes,
enter 23 in the OA section for reason code and the amount (Billed — (Patient Responsibility
(PR))-Provider Payment (PD). In this case $190.00 — $33.61 — $131.76 = $24.63

DOS From & To uvos Procedure code $ Billed % Allowed % Deductb $ $ Provider Paid Amt
Line &
1 2015-05-05 to 2015-05-05 1 |
PR co OA
Adjustment Adjustment
Adjustment Adjustrment [Adjustment Adjustment
resson coge [Amount reason Amount reason Amount [ Amount . [Amount o tode [Amount
i i $ i 23 % 2463 i
$ 5 5 5 £ $
$ $ $ $ $ 3

Enter 23 in the OA section for reason code and the amount (Billed — (Patient Responsibility
(PR))-Provider Payment (PD). In this case $1500.00 — $46.22 — $180.71 = $1273.07

Service| DOS From & To uos Procedure code % Billed % Allowed £ $ $ Provider Paid Amt
Line #
1 2015-05-05 to 2015-05-05 1 |
PR co OA
[Adjustment Adjustment
Adjustment Adjustment Adjustrment Adjustrment
reason code Amount ?D;:un (Amount reason Armount resson code Amount resson code [Amount reason code Amount
s i id + 3 $ 1273.07 i
$ $ 5 $ $ $
5 5 $ i s $
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