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STANDARD CLAIM ADJUSTMENT (CAS) REASON CoDES (6/98)

Any reference to procedures or services in the Cl ai mAdjustnment Reason Codes
apply equally to products, drugs, supplies or equipnent. References to
prescriptions also include certificates of nedical necessity (CWNs). An “*”
after a code val ue denotes that the code value is inactive as of release of
version 3040 of the 835. An “'” after a code value denotes that the code
value is inactive as of release of version 3050 of the 835. An “'” after a
code val ue denotes that the code value is inactive as of the rel ease of
version 4010 of the 835. Codes with either of these synbols may not be used
i n post 3040, 3050 and/or 4010 versions of the 835 or versions of the NSF 2.0
or later.

This |ist supersedes earlier CAS reason code |ists. The indicated wording
may not be nodified without approval of the X12 Cl ai m Reason and Status Code
Task Group. These codes were devel oped for use by all U S. health payers.
As result, they are generic, and there are a nunber of codes that do not
apply to Medicare. These are the only CAS reason codes approved for use in
Medi care 835, National Standard Format (NSF) and standard Medi care paper

rem ttance advice transactions.

These reason codes report the reasons for any claimfinancial adjustnents,
such as denials, reductions or increases in paynent. CAS reason codes may
be used at the service or claimlevel, as appropriate. At |east one CAS
reason code must be used per claim Code 93, ‘no claimlevel adjustnents’,
nmust be used at the claimlevel when there have not been any adjustnents.
Mul ti pl e CAS reason codes may be entered for each service or claimas

war r ant ed.

Early in the history of CAS reason codes, sone codes, such as 69-83 were
i mpl emented for informational rather than adjustment purposes. However

t hese codes and their amunts interfered with balancing of the remttance
data. Approval of new codes is nowlimted to those that involve an

adj ustment from the anmount bill ed.

There are basic criteria that the X12 C ai ms Adjustnent and Status Task
Group considers when eval uating requests for new codes:

1. Can the information be conveyed by the use or nodification of
an existing CAS reason code?

2. Is the informati on avail able el sewhere in the 835?

3. WII the addition of the new CAS reason code nake any
significant difference in the action taken by the provider
who receives the nessage?

Requests for CAS reason code changes nust satisfy these questions prior to
approval
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CAS

Code

Val ue Message

1 Deduct i bl e Ampunt

2 Coi nsurance Anmpunt

3 Co- Paynent Anount

4 The procedure code is inconsistent with the nodifier used, or a required
nodi fier is mssing.

5 The procedure code/bill type is inconsistent with the place of service.

6 The procedure code is inconsistent with the patient’s age.

7 The procedure code is inconsistent with the patient’s sex.

8 The procedure code is inconsistent with the provider type.

9 The diagnosis is inconsistent with the patient’s age.

10 The diagnosis is inconsistent with the patient’s sex.

11 The diagnosis is inconsistent with the procedure.

12 The diagnosis is inconsistent with the provider type.

13 The date of death precedes the date of service.

14 The date of birth follows the date of service

15 Cl ai m servi ce deni ed because the submitted authorization nunber is
m ssing or invalid, or does not apply to the billed services.

16 Claimservice |acks information which is needed for adjudication

17 Cl ai m servi ce deni ed because requested i nformati on was not provided or
was insufficient/inconplete.

18 Duplicate cl ai m service.

19 Cl ai m deni ed because this is a work-related injury and thus the
liability of the Wrker’s Conpensation carrier

20 Cl ai m deni ed because this injury is covered by the liability carrier

21 Cl ai m deni ed because this injury is the liability of the no-fault
carrier.

22 Cl ai m deni ed because this care may be covered by another payer per
coordi nati on of benefits.

23 Cl ai m deni ed/ reduced because charges have been paid by another payer as
part of coordination of benefits.

24 Payment for charges denied. Charges are covered under a capitation
agreenent.

25 Charges denied. Your stop |oss deductible has not been net.

26 Expenses incurred prior to coverage.

27 Expenses incurred after coverage term nated.

28 Coverage not in effect at the time service was provided.

29 The tine Iimt for filing has expired.

30 Benefits are not available for these services until the patient has met
the required waiting or residency period.

31 Cl ai m deni ed as patient cannot be identified as our insured.

32 Qur records indicate that this dependent is not an eligible dependent as
defi ned.

33 Cl ai m deni ed. Insured has no dependent coverage.

34 Cl ai m deni ed. Insured has no coverage for newborns.

35 Benefit maxi mum has been reached.

36 * Bal ance does not exceed co-payment anount.
37 * Bal ance does not exceed deducti bl e.
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38 Services are not provided or authorized by designated (network)
provi ders.

39 Services denied at the tine authorization/precertification was
request ed.

40 Charges do not neet qualifications for enmergency/urgent care.

41 * Discount agreed to in Preferred Provider contract.

42 Charges exceed our fee schedule or maxi mum al | owabl e anmount .

43 Gramm Rudman reduction.

CAS

Code

Val ue Message

44 Pr onpt - pay di scount .

45 Charges exceed your contracted/|egislated fee arrangenent.

46 This (these) service(s) is (are) not covered.

47 This (these) diagnosis (es) are not covered.

48 This (these) procedure(s) is (are) not covered.

49 These are non-covered services because this is a routine exam or
screeni ng procedure done in conjunction with a routine exam

50 These are non-covered services because this is not deemed a “nedica
necessity” by the payer

51 These are non-covered services because this is a pre-existing condition

52 The referring/ prescribing provider is not eligible to
refer/prescribe/order the service billed.

53 Services by an i mredi ate relative or a nenber of the same household are
not covered.

54 Mul ti pl e physici ans/assi stants are not covered in this case.

55 Cl ai m servi ce deni ed because procedure/treatnment is deemed
experinmental /investigational by the payer.

56 Cl ai m servi ce deni ed because procedure/treatment has not been deemed
“proven to be effective” by the payer

57 Cl ai m servi ce deni ed/ reduced because the payer deens the informtion

subm tted does not support this |level of service, this many services,
this length of service, or this dosage.

58 Cl ai m servi ce deni ed/ reduced because treatnment was deened by the payer
to have been rendered in an i nappropriate or invalid place of service.

59 Charges are reduced based on nmultiple surgery rules or concurrent
anest hesia rul es.

60 Charges for outpatient services with this proximty to inpatient
services are not covered

61 Charges reduced as penalty for failure to obtain second surgica
opi ni on.

62 Penalty taken for absence of or exceeded pre-certification

aut hori zati on.
63 * Correction to a prior claim
64 * Denial reversed per Medical Review.
65 * Procedure code was incorrect. This paynent reflects the correct code.
66 Bl ood deducti bl e.
67 * Lifetinme reserve days. (Handled in QIY, QTYOl=LA)
68 * DRG weight. (Handled in CLP12)
69 Day outlier anount.
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70 Cost outlier anount.
71 Primary payer anount.
72 * Coinsurance day. (Handled in QIY, QTY01=CD)
73 ~ Admnistrative days.

74 I ndi rect medi cal education adjustnent.

75 Direct nedical education adjustnent.

76 Di sproportionate share adjustment.

77 * Covered days. (Handled in QTY, QIYO1l=CA)

78 Non- covered days/ Room charge adj ustnent.

79 ~ Cost report days. (Handled in M A1l5)

80 N CQutlier days. (Handled in QTY, QIryol=0U)

81 * Discharges.

82 * PIP days.

83 * Total visits.

84 ~ Capital adjustnent. (Handled in MA)

85 I nterest anmount.

CAS

Code

Val ue Message

86 Statutory adj ustnment.

87 Transfer anount.

88 Adj ust ment anmount represents collection against receivable created in
prior overpaynent.

89 Pr of essi onal fees renoved from charges.

90 I ngredi ent cost adj ustment.

91 Di spensi ng fee adj ustnent.

92 * Claimpaid in full

93 No claimlevel adjustnments.

94 Processed in excess of charges.

95 Benefits reduced. Plan procedures not foll owed.

96 Non- cover ed charges.

97 Payment is included in the allowance for the basic service/procedure.

98 * The hospital nust file the Medicare claimfor this inpatient non-
physici an servi ce.

99 * Medicare Secondary Payer adjustnment anount.

100 Payment made to patient/insured/responsible party.

101 Predeterm nation, anticipated payment upon conpl etion of services.

102 Maj or medi cal adj ustnent.

103 Provi der pronotional discount (i.e. Senior citizen discount)

104 Managed care wi t hhol di ng.

105 Tax wi t hhol di ng.

106 Pati ent payment option/election not in effect.

107 Cl ai m servi ce deni ed because the related or qualifying claimservice was
not paid or identified on the claim

108 Cl ai m servi ce deni ed/ reduced because rent/purchase gui delines were not
met .

109 Cl ai m not covered by this payer/contractor. You nust send the claimto
the correct payer/contractor

110 Billing date predates service date.

111 Not covered unless the provider accepts assignnment.
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112 Cl ai m servi ce deni ed/ reduced as not furnished directly to the patient
and/ or not docunent ed.

113 Cl ai m deni ed because service/procedure was provi ded outside of the
United States or as result of war.

114 Procedur e/ product not approved by the Food and Drug Admi nistration

115 Cl ai m servi ce deni ed/ reduced as procedure postponed or cancel ed.

116 Cl ai m service deni ed. The advance indemification notice signed by the
patient did not conply with requirenents.

117 Cl ai m servi ce deni ed/ reduced because transportation is only covered to
the closest facility that can provide the necessary care.

118 Charges reduced for ESRD network support.

119 Benefit maximum for this time period has been reached.

120 Patient is covered by a managed care pl an

121 I ndemmi fi cati on adj ustment.

122 Psychi atric reduction.

123 Payor refund anmount due to overpayment.

124 Payor refund anmpunt--not our patient.

125 Cl ai m servi ce deni ed/reduced due to a submi ssion/billing error(s).

126 Deducti bl e- - maj or medi cal

127 Coi nsurance--maj or medi cal .

128 Newborn’s services are covered in the nother’s all owance.

129 Cl ai m deni ed--prior processing informati on appears incorrect.

130 Paper cl ai m subni ssion fee.

131 Cl ai m speci fic negoti ated di scount.

CAS
Code
Val ue Message

132 Prearranged denonstration project adjustnent.
133 This service is suspended pending further review

A0 Pati ent refund anmount.

Al Cl ai m deni ed char ges.

A2 Contractual adjustment.

A3 ~ Medicare Secondary Payer liability met.

Ad Medi care claim PPS day capital outlier anount.

A5 Medi care claim PPS cost capital outlier anount.

A6 Prior hospitalization or 30-day transfer requirenment not net.
A7 Presunptive paynment adjustnent.

A8 Cl ai m deni ed. Ungroupabl e DRG

Bl Non- covered visits.
B2 * Covered visits.
B3 * Covered charges.
B4 Late filing penalty.

B5 Cl ai m servi ce deni ed/ reduced because coverage gui delines were not net or
wer e exceeded.
B6 Thi s service/procedure is denied/reduced when perfornmed/billed by this

type of provider, by this type of provider in this type of facility, or
by a provider of this specialty.
B7 This provider was not certified for this procedure/service on this date
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of service

B8 Cl ai m servi ce not covered/reduced because alternative services were
avail abl e, and shoul d have been utilized.
B9 Services are not covered because the patient is enrolled in a hospice.

B10 Al | owed amount has been reduced because a conponent of the basic
procedure/test was paid. The beneficiary is not liable for nore than
the charge limt for the basic procedure/test.

B11l The cl ai m service has been transferred to the proper payer/processor for
processing. Clainfservice not covered by this payer/processor

B12 Services not documented in patient’s nedical records.

B13 Previously paid. Payment for this claimservice my have been provided
in a previous paynent.

B14 Cl ai m servi ce deni ed because only one visit or consultation per
physician per day is covered.

B15 Cl ai m servi ce deni ed/ reduced because this procedure/service is not paid
separately.

B16 Cl ai m servi ce deni ed/ reduced because “New Patient” qualifications were
not net.

B17 Cl ai m servi ce deni ed because this service was not prescribed by a
physician, not prescribed prior to delivery, the prescription is
i nconpl ete, or the prescription is not current.

B18 Cl ai m servi ce deni ed because this procedure code/nodifier was invalid on
t he date of service or claimsubm ssion

B19 * Cl aim service denied/reduced because of the finding of a review
or gani zati on.

B20 Char ges deni ed/ reduced because procedure/service was partially or fully
furni shed by anot her provider

B21 * The charges were reduced because the service/care was partially
furni shed by anot her physi cian.

B22 This claimservice is deni ed/reduced based on the diagnosis.

B23 Cl ai m servi ce deni ed because this provider has failed an aspect of a
proficiency testing program

CAS

Code

Val ue Message

D1 * daimservice denied. Level of subluxation is m ssing or inadequate.

D2 * daimlacks the name, strength or dosage of the drug furnished.

D3 * Cdaim/service denied because information to indicate if the patient
owns the equi pment that requires the part or supply was m ssing.

D4 * Caimservice does not indicate the period of time for which this wll
be needed.

D5 * Cdaimservice denied. Caimlacks individual |ab codes included in the
test.

D6 °* Claimservice denied. Claimdid not include patient’s medical record
for the service

D7 * Cdaimservice denied. Claimlacks date of patient’s nobst recent
physician visit.

D8 * Caimservice denied. Claimlacks indicator that “X-ray is avail able
for review”

D9 * Cdaimservice denied. Claimlacks invoice or statenent certifying the
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actual cost of the lens, less discounts, or the type of intraocular |ens
used.

D10 * C aimservice denied. Conpleted physician financial relationship form
not on file.

D11 * Caim|lacks conpl eted pacemaker registration form

D12 * Claimservice denied. C aimdoes not identify who perforned the
pur chased di agnostic test or the anount you were charged for the test.

D13 * Claimservice denied. Perfornmed by a facility/supplier in which the
ordering/referring physician has a financial interest.

D14 * Claimlacks indication that the plan of treatment is on file.

D15 * Claimlacks indication that service was supervised or evaluated by a
physi ci an.

For denpbnstration program use only:

D97 Physi ci an al ready paid for services in conjunction with this
denonstration claim You nmust have the physician w thdraw that claim
and refund the paynent before we can process your claim

D98 Part B coi nsurance. (Part B Center of Excellence Denonstration)

D99 Adj ustment to the pre-denonstration rate.
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STANDARD PROVIDER LEVEL ADJUSTMENT (PL B) REASON CODES

The PLB segnment carries provider |evel financial adjustnment data which is not
related to the adjustnent data for the clainms addressed in a specific 835
transaction. As with the CAS financial adjustment segnents, positive nunbers
in nonetary anount el ements have a negative arithnetic value in the bal ancing
routi nes while negative nunbers in nonetary amunt el ements have a positive
arithnetic value in the bal anci ng routines.

PLB
Code
Val ue Message

AA Recei vabl e t oday
AW Accel erated paynment wi thhol di ng

AP Accel erated Paynment Anount

BD Bad debt pass-through anmount

BF Bal ance forward; a negative balance to be carried forward and applied in
a subsequent billing cycle.

BN Bonus; used to report a Medicare Transitional Qutpatient PPS paynment.

CA Manual cl ai ns adj ustnment; approved cl ai m paynents cal cul ated out si de
nor mal processing.

CcO Carryover; a negative bal ance ampunt whi ch has been carried forward from
a previous billing cycle and applied in the current billing cycle.

CcP Capi tal pass-through anount

CR Nur se anestheti st pass-through anmount (CRNA)

CwW Cl ai m wi t hhol di ng

CX Total cancel clai manount

DM Di rect nedical education pass-through anmount
DS Di sproportionate share anmount

FS Final settlenment amount (Cost Report)

GM Graduat e nedi cal education pass-through anount
M I ndi rect nmedical education pass-through anmount
I'N Interest paid

I P I nterest assessed on |late-filed cost reports and/or delinquent refunds
IR Interimrate |unmp sum adj ust nent

J1 Nonr ei mbur sabl e

KA Organ acqui sition pass-through anmount

LR Late cost report penalty anmount

NP Non- physi ci an pass-t hrough anount

A Part A offset for affiliated provider

oB Part B offset for affiliated provider

R Over paynent recovery; overpaynment amount not fully satisfied in prior

cycl es
oS Qutside recovery; noney withheld for external organizations, i.e., IRS
PA Adj ustnent for clainms paid after PIP effective date. (This amunt nust

be multiplied by negative one [-1].)
PL PIP | ump sum adj ust nent
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PO
PP
PR

PS
PW
RA

O her pass-through anount

Pl P paynent

Provi der refund adjustnment. (To be used for credit bal ance
reconciliation.)

Pass-through | unp sum adj ust nent

Penal ty wi t hhol di ng

Check received fromthe provider for credit balancing for Part A amounts
due.

(Modified 4/1/00 as update to version 3051.4A.01)

PLB Code

Val ue Message

RB Check received fromthe provider for credit balancing for Part B amounts
due.

RE Return on equity

RF Ref unds

R Rei ssued check anount

RS Penal ty rel ease anount

SW Settlement withhold anmount

TR Retroactive adjustnent (Cost Report)

TS Tentative settlenment (Cost Report)
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(Modified 4/1/00 as update to version 3051.4A.01)
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MEDI CARE LI NE LEVEL REMARK CODES (6/98)

Remar k codes nust be used to relay service-specific Medicare informtiona
messages that cannot be expressed with a reason code. Medicare remark codes
are mai ntai ned by HCFA. As with the CAS reason codes, Medicare contractors
are also prohibited fromuse of |ocal remark codes.

Remar k codes and nessages nust be used whenever they apply. Although
contractors may use their discretion to determ ne when certain remark codes
apply, they do not have discretion as to whether to use an applicable remark
code in a remttance notice. A limtation of liability message (M5-M7) nust
be used where applicable. Up to 19 Medicare line level remark codes may be
entered as warranted in an X12 835 RA. There is a limt of 5 line |eve
remark code entries in a NSF RA and on a standard paper renittance notice.

Li ne Level Remark Codes

Code

Val ue Message

ML X-ray not taken within the past 12 nonths or near enough to the start of
treatment.

Y/ Not paid separately when the patient is an inpatient.

M3 Equi pmrent is the sane or simlar to equi pment already being used.

va This is the last nonthly installnent paynent for this durable nmedica
equi pnent .

Mo Monthly rental paynments can continue until the earlier of the 15th nonth
fromthe first rental nonth, or the nonth when the equipnent is no
| onger needed.

1%¢ You nust furnish and service this itemfor as |Iong as the patient

continues to need it. W can pay for maintenance and/or servicing for
every 6 nmonth period after the end of the 15th paid rental month or the
end of the warranty period.

M7 No rental paynents after the itemis purchased or after the total of

i ssued rental paynents equals the purchase price.

We do not accept blood gas tests results when the test was conducted by

a nmedi cal supplier or taken while the patient is on oxygen

Mo This is the tenth rental nonth. You nust offer the patient the choice
of changing the rental to a purchase agreenent.

MLO Equi pment purchases are limted to the first or the tenth nonth of
medi cal necessity.

ML1 DME, orthotics and prosthetics nust be billed to the DVE carrier who
services the beneficiary's zip code.

ML2 Di agnostic tests perforned by a physician nust indicate whether
pur chased services are included on the claim

ML3 No nore than one initial visit may be covered per specialty per nedica
group. Visit may be rebilled with an established visit code.

ML4 No separate paynent for an injection adm nistered during an office
visit, and no paynent for a full office visit if the patient only

S
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recei ved an injection

ML5 Separately billed services/tests have been bundl ed under a single
procedure code as they are considered conponents of that sane procedure.
Separate paynment is not all owed.

ML6 Pl ease see the letter or bulletin of (date) for further information.
[Note: Contractor nust enter the date of the letter/bulletin.]
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Code
Val ue

ML7

ML8

ML9
\V/24¢)
w1

w2
M3
w4
M5

M2 6

Message

Payment approved as you did not know, and could not reasonably have been
expected to know, that this would not normally have been covered for
this patient. 1In the future, you will be liable for charges for the
same service(s) under the same or simlar conditions.

Certain services may be approved for hone use. Neither a hospital nor a
SNF is considered to be a patient's home.

Oxygen certification/recertification (HCFA-484) is inconplete.

HCPCS needed.

Claimfor services/itenms provided in a hone nust indicate the place of
resi dence.

Claim|lacks the nunber of miles travel ed.

I nvoi ce needed for the cost of the material or contrast agent.

Cl ai m must i ndi cate the nunber of doses per vial

Payment has been (denied for the/made only for a | ess extensive) service
because the information furni shed does not substantiate the need for the
(nmore extensive) service. |f you believe the service should have been
fully covered as billed, or if you did not know and coul d not reasonably
have been expected to know that we would not pay for this (nore
extensive) service, or if you notified the patient in witing in advance
that we would not pay for this (nore extensive) service and hel/she
agreed in witing to pay, ask us to review your claimw thin six months
of receiving this notice. |If you do not request review, we will, upon
application fromthe patient, reinmburse himher for the ambunt you have
collected fromhimher (for the/in excess of any deductible and

coi nsurance amounts applicable to the | ess extensive) service. W wll
recover the reinbursement fromyou as an overpaynent.

Payment has been (denied for the/made only for a | ess extensive) service
because the information furni shed does not substantiate the need for the
(rmore extensive) service. If you have collected (any amobunt fromthe
pati ent/any anount that exceeds the |limting charge for the |ess
extensive service), the law requires you to refund that amunt to the
patient within 30 days of receiving this notice.

The law permts exceptions to the refund requirenent in two cases:

o} If you did not know, and could not have reasonably been
expected to know, that we would not pay for this service
or

o] If you notified the patient in witing before providing the

service that you believed that we were likely to deny the
service, and the patient signed a statenent agreeing to pay
for the service

If you come within either exception, or if you believe the carrier was
wrong in its determnation that we do not pay for this service, you
shoul d request review of this determ nation within 30 days of receiving
this notice. Your request for review should include any additiona
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Code
Val ue

M7

i nformati on necessary to support your position

If you request review within the 30-day period, you may del ay refunding
the amount to the patient until you receive the results of the review
If the review decision is favorable to you, you do not need to make any
refund. [If, however, the review is unfavorable, the | aw specifies that
you nust make the refund within 15 days of receiving the unfavorable
revi ew deci si on.

Message

The [ aw al so permits you to request review at any time within six nmonths
of receiving this notice. A reviewrequested after the 30-day period
does not permt you to delay making the refund. Regardless of when a
review is requested, the patient will be notified that you have
requested one, and will receive a copy of the determ nation

The patient has received a separate notice of this denial decision. The
noti ce advises that he/she nmay be entitled to a refund of any ampunts
paid, if you should have known that we would not pay and did not tel
himher. It also instructs the patient to contact your office if he/she
does not hear anything about a refund within 30 days.

The requirenents for refund are in 81842(1) of the Social Security Act
and 42CFR411.408 . The section specifies that physicians who know ngly
and willfully fail to nake appropriate refunds may be subject to civi
nonetary penalties and/or exclusion fromthe program Please contact
this office if you have any questions about this notice.

The beneficiary has been relieved of liability of payment of these itens
and services under the limtation of liability provision of the |aw

You, the provider, are ultimately liable for the beneficiary's waived
charges, including any charges for coinsurance, since the itenms or
services were not reasonabl e and necessary or constituted custodia

care, and you knew or could reasonably have been expected to know, that
t hey were not covered.

You may appeal this determ nation provided that the beneficiary does not
exerci se his/her appeal rights. If the beneficiary appeals the initia
determ nation, you are automatically mde a party to the appeals
determination. |[If, however, the beneficiary or his/her representative
has stated in witing that he/she does not intend to request a

reconsi deration, or the beneficiary's liability was entirely waived in
the initial determination, you may initiate an appeal

You may ask for a reconsideration for hospital insurance (or a review
for medical insurance) regarding both the coverage determ nation and the
i ssue of whether you exercised due care. The request for

reconsi deration nmust be filed within 60 days (or 6 nmonths for a nedica

i nsurance review) fromthe date of this notice. You may nmake the
request through any Social Security office or through this office.
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w8 This does not qualify for paynment under Part B when Part A coverage is
exhausted or not otherw se avail abl e.

M9 Claim|lacks the operative report.

MBO Claim | acks the pathol ogy report.

MB1 Claimlacks the radiol ogy report.

M2 This is a conditional paynment made pending a decision on this service by
the patient's primary payer. This paynent may be subject to refund upon
your receipt of any additional paynment for this service from another
payer. You nmust contact this office i mediately upon receipt of an
addi ti onal paynment for this service.

MB3 Claimlacks the UPIN of the ordering/referring or perform ng physician
or practitioner, or the UPINis invalid. (Substitute NPl for UPIN when
the NPI is effective.)

M34 Claim|lacks the CLIA certification nunber.

M35 Cl ai m | acks pre-operative photos or visual field results.

Code

Val ue Message

M36 This is the 11th rental nonth. W cannot pay for this until you
i ndicate that the beneficiary has been given the option of changing the
rental to a purchase

MB7 Service not covered when the beneficiary is under age 35.

VB8 The patient is liable for the charges for this service as you infornmed
the patient in witing before the service was furnished that Medicare
woul d not pay for it, and the patient agreed to pay.

MB9 The patient is not liable for paynent for this service as the advance
noti ce of noncoverage you provided the patient did not conply with
program requirenents.

V40 Cl ai m must be assigned and nmust be filed by the practitioner's enployer

a1 We do not pay for this as the patient has no | egal obligation to pay for

this.
a2 The nmedi cal necessity form nust be personally signed by the attending
physi ci an.

A3 Payment for this service previously issued to you or another provider by
anot her Medicare carrier/internediary.

a4 Incompl ete/invalid condition code.

W45 Incompl ete/invalid occurrence codes and dates.

V46 Incompl ete/invalid occurrence span code and dat es.

a7 Incompl ete/invalid internal or document control nunber.

w48 Medi care paynment for services furnished to hospital inpatients (other
t han professional services of physicians) can only be made to the

hospital. You nust request payment fromthe hospital rather than the
patient for this service.
MA9 I nconpl ete/invalid val ue code(s) and/or ampunt(s).
MO I nconpl ete/invalid revenue code(s).
M1 I nconpl ete/invalid, procedure code(s) and/or rates, including “not
ot herwi se classified” or “unlisted” procedure codes.
(Add to message for carriers only: Refer to the HCPCS Directory. |If an

appropriate procedure code(s) does not exist, refer to Item 19 on the
HCFA- 1500 instructions.)
Vb2 Incompl ete/invalid “fronf date(s) of service.
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Mb3 Did not conplete or enter the appropriate nunber

or units(s) of service.
Vb4 Did not complete or enter the correct tot
render ed.

(one or more) of days

al charges for services

Mb5 Medi care does not pay for self-admnistered anti-enmetic drugs that are

not administered with a Medi care-covered
Vb6 Incompl ete/invalid payer identification

oral

anti-cancer drug.

Me7 Incompl ete/invalid provider nunber. (Substitute NPI for provider nunber

when the NPl is effective.)

Vb8 Pl ease resubmit the claimw th the m ssing/correct

it may be processed.
Mb9 Incompl ete/invalid “to” date(s) of servic

e.

informati on so that

M50 Rej ected wi t hout appeal rights due to invalid CVWN formor format.

Resubmit with conpl eted, OVB-approved for

m or

in an approved format.

M6 1 We cannot pay for this as the approval period for the FDA clinical trial

has expired

M52 Inconplete/invalid treatment authorization code.

M63 Medi care does not pay for nore than one of these on the same day.

M54 I ncompl ete/invalid other diagnosis code.

M55 Only one technical conmponent or interpretation can be subnitted per
cl ai m when a purchased di agnostic test is indicated. Please submt a

separate claimfor each technical conpone

nt code or

i nterpretati on code.
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Code
Val ue Message

V66 Qur records indicate that you billed diagnostic tests subject to price
limtations and the procedure code subnitted includes a professiona
component. Only the technical conponent is subject to price
limtations. Please submt the technical and professional conponents of
this service as separate |line itens.

V67 I nconpl ete/invalid other procedure code(s) and/or date(s).

M58 Incompl ete/invalid attending or referring physician identification.

M9 Paid at the regular rate as you did not submit docunmentation to justify
nodi fier 22.

M7 0 NDC code submitted for this service was translated to a HCPCS code for
Medi care processing, but please continue to submit the NDC on future
clainms for this item

M7 1 Total payment reduced due to overlap of tests billed.

M7 2 Did not enter full 8-digit date (MV DD/ CCYY)

M7 3 The HPSA bonus can only be paid on the professional conmponent of this
service. Rebill as separate professional and technical conponents. Use
t he HPSA nodifier on the professional conponent only.

M7 4 This service does not qualify for a HPSA bonus paynent.

M7 5 Al | owed amount adjusted. Miltiple automated multichannel tests
performed on the sane day conbi ned for paynent.

M7 6 Incompl ete/invalid patient's diagnosis(es) and condition(s).

Mr7 Inconpl ete/invalid place of service(s).

M7 8 Did not complete or enter accurately an appropriate HCPCS nodifier(s).

M79 Did not complete or enter the appropriate charge for each listed
servi ce.

MBO We cannot pay for this when performed during the same session as a
previ ously processed service for the beneficiary.

MB1 Patient’s diagnosis code(s) is truncated, incorrect or m ssing; you are
required to code to the highest |evel of specificity.

VB2 Service is not covered when beneficiary is under age 50.

MB3 Service is not covered unless the beneficiary is classified as at high
risk.

VB4 A d and new HCPCS cannot be billed for the same date of service

MB5 Subj ected to review of physician eval uati on and managenment services.

VB6 Servi ce deni ed because paynent already made for simlar procedure within
set tinme frane.

MB7 Cl ai m service(s) subjected to CFO CAP prepayment review.

VB8 We cannot pay for | aboratory tests unless billed by the | aboratory that
did the work.

VB9 Not covered nore than once under age 40.

VB0 Not covered nmore than once in a 12 nonth period.

M1 Lab procedures with different CLIA certification nunbers nust be billed
on separate clains.

VB2 Services subjected to review under the Hone Health Medi cal Review

Initiative.

VB3 I nformation supplied supports a break in therapy. A new capped renta
peri od began with delivery of this equipnent.

VB4 I nformation supplied does not support a break in therapy. A new capped
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rental period will not begin.
MB5 Services subjected to Home Health Initiative nedical review cost report
audi t.

VD6 The technical conponent of a service furnished to an inpatient may only
be billed by that inpatient facility. You nust contact the inpatient
facility for technical conponent reinbursenment. |f not already billed,
you should bill us for the professional conmponent only.
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Code
Val ue Message

MB7 Not paid to practitioner when provided to patient in this place of
service. Paynment included in the reinmbursenent issued the facility.

Mo8 Begin to report the Universal Product Nunber on claims for itenms of this
type. We will soon begin to deny paynment for items of this type if
billed wi thout the correct UPN

VB9 I ncompl ete/invalid/mssing Universal Product Nunber.

MLOO We do not pay for an oral anti-enetic drug that is not adm nistered for
use i mredi ately before, at, or within 48 hours of adm nistration of a
covered chenot herapy drug.

MLO1 Begin to report a Gl-Gb5 nodifier with this HCPCS. W will soon begin to
deny paynment for this service if billed without a GlL-G5 nodifier

MLO2 Service not performed on equi pnent approved by the FDA for this purpose.

MLO3 I nformation supplied supports a break in therapy. However, the nedica
i nformati on we have for this beneficiary does not support the need for
this itemas billed. W have approved paynent for this itemat a
reduced |l evel, and a new capped rental period will begin with the
delivery of this equipnent.

MLO4 | nformation supplied supports a break in therapy. A new capped renta
period will begin with delivery of the equipnent. This is the maxi num
approved under the Medicare fee schedule for this itemor service.

MLO5 I nformation supplied does not support a break in therapy. The nedica
i nformati on we have for this beneficiary does not support the need for
this itemas billed. W have approved paynent for this itemat a

reduced | evel, and a new capped rental period will not begin
MLO6 I nformation supplied does not support a break in therapy. A new capped
rental period will not begin. This is the maxi num approved under the

Medi care fee schedule for this itemor service.

MLO7 Paynent reduced as 90-day rolling average hematocrit for ESRD patient
exceeded 36. 5%

MLO8 Must report the PIN of the physician who interpreted the diagnostic
test. (Substitute NPI for PIN when effective.)

MLO9 We have provided you with a bundl ed payment for a tel econsultation. You
must send 25 percent of the teleconsultation payment to the referring
physi ci an.

ML10 M ssing/invalid provider nunmber for the provider for whom you purchased
interpretation services.

ML11 We do not pay for chiropractic manipul ative treatnment when the
beneficiary refuses to have an x-ray taken

ML12 and follow ng. Reserved for future use.
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MEDI CARE CLAI M LEVEL REMARKS CODES

A maxi mum of 5 claimlevel Medicare Inpatient Adjudication (MA) or 5 claim

| evel Medicare Qutpatient Adjudication (MOA) remarks codes may be used per
claim See the Medicare 835 | nplementation Guides. |ndividual Medicare

M A/ MOA remarks codes listed in this document nust also be used in the NSF
and the standard paper remttance notice. See NSF and standard paper

rem ttance notice specifications for use of Medicare M A/ MOA remarks codes in
the NSF and on the standard paper RAs.

Medi care M A/ MOA remar ks codes are used to convey appeal information and

ot her claimspecific information that does not involve a financial adjustment.
As with the adjustment reason codes and Medicare line | evel remarks codes,
Medi care contractors are prohibited fromusing |local MA/ MOA codes.

An appropriate appeal, limtation of [iability or other nmessage nust be used
whenever applicable. Although contractors have discretion to determ ne when
certain remarks codes and nessages apply, they do not have discretion as to
whet her to use applicabl e codes and nessages.

Code
Val ue Message

MAO1 (Initial Part B determi nation, carrier or internediary)--1f you do not
agree with what we approved for these services, you may appeal our
decision. To make sure that we are fair to you, we require another
i ndi vidual that did not process your initial claimto conduct the
review. However, in order to be eligible for a review, you must wite
to us within 6 nonths of the date of this notice, unless you have a good
reason for being late.

(Note: An Intermediary nust add: An institutional provider, e.g.
hospital, SNF, HHA may appeal only if the claiminvolves a nedica
necessity denial, a SNF recertified bed denial, or a hone health denial
because the patient was not honebound or was not in need of intermttent
skilled nursing services, and either the patient or the provider is
Iiabl e under 81879 of the Social Security Act, and the patient chooses
not to appeal.)

(NOTE: Carriers who issue tel ephone review deci sions should add: If
you neet the criteria for a tel ephone review, you should phone this
office if you wish to request a tel ephone review.)

MAO2 (Initial Part A determination)--If you do not agree with this
determ nation, you have the right to appeal. You nust file a witten
request for a reconsideration within 60 days of receipt of this
notification. Decisions made by a PRO nust be appeal ed to that PRO
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(An institutional provider, e.g., hospital

the claiminvol ves a nmedical necessity denial
denial, or a home health denial because the patient was not honebound or
was not in need of intermttent skilled nursing services, and either the
patient or the provider is |liable under 81879 of the Social Security
Act, and the patient chooses not to appeal.)

SNF, HHA, may appeal only if
a SNF noncertified bed
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Code
Val ue

MAO3

MAO4

MAOS
MAOG

MAO7
MAOS8

MAO9
MA10

MA11

MA12

MA13

MA14

MA15

Message

(Hearing)--If you do not agree with the Medicare approved anounts and
$100 or nmore is in dispute (less deductible and coi nsurance), you may
ask for a hearing. You nust request a hearing within six nonths of the
date of this notice. To neet the $100, you may conbi ne amounts on other
clainms that have been revi ewed/reconsidered. This includes reopened
reviews if you received a revised decision. You nust appeal each claim
on time. At the hearing, you may present any new evi dence which could
af fect our decision.

(Note: An Internediary nust add: An institutional provider, e.qg.
hospital, SNF, HHA, may appeal only if the claiminvolves a nedica
necessity denial, a SNF noncertified bed denial, or a home health denia
because the patient was not honebound or was not in need of intermttent
skilled nursing services, and either the patient or the provider is
liabl e under 81879 of the Social Security Act, and the patient chooses
not to appeal.)

Secondary payment cannot be considered without the identity of or
payment information fromthe primary payer. The information was either
not reported or was illegible.

Incorrect admi ssion date, patient status or type of bill entry on claim
(NOTE: See MA30, MA40 and MA43 al so.)

I ncorrect beginning and/or ending date(s) on claim

The claiminformation has also been forwarded to Medicaid for review.
You should also submit this claimto the patient's other insurer for
potential paynent of supplenental benefits. We did not forward the
claiminformati on as the supplenmental coverage is not with a Medi gap
plan, or you do not participate in Medicare.

Clai m subm tted as unassi gned but processed as assigned. You agreed to
accept assignment for all clains.

The patient's paynent was in excess of the ampunt owed. You nust refund
the overpaynment to the patient.

Payment is being issued on a conditional basis. |[If no-fault insurance,
liability insurance, Wrkers' Conpensation, Department of Veterans
Affairs, or a group health plan for enployees and dependents al so covers
this claim a refund may be due us. Please contact us if the patient is
covered by any of these sources.

You have not established that you have the right under the law to bil
for services furnished by the person(s) that furnished this (these)
service(s).

You may be subject to penalties if you bill the beneficiary for amunts
not reported with the PR (patient responsibility) group code.

Patient is a nenber of an enpl oyer-sponsored prepaid health plan.
Services fromoutside that health plan are not covered. However, as you

were not previously notified of this, we are paying this time. 1In the
future, we will not pay you for non-plan services.
Your cl ai mhas been separated to expedite handling. You will receive a

separate notice for the other services reported.
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MA16 The patient is covered by the Black Lung Program

Send this claimto

t he Departnent of Labor, Federal Black Lung Program P.O Box 828

Lanham Seabr ook NMD 20703.

MAl7 We are the primary payer and have paid at the primary rate. You nust
contact the patient's other insurer to refund any excess it may have

paid due to its erroneous primary payment.
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Code
Val ue Message

MA18 The claiminformation is also being forwarded to the patient's
suppl enental insurer. Send any questions regardi ng suppl enent al
benefits to them

MA19 Information was not sent to the Medigap insurer due to incorrect/invalid
i nformati on you subnmitted concerning that insurer. Please verify your
i nformati on and submit your secondary claimdirectly to that insurer.

MA20 SNF stay not covered when care is primarily related to the use of an
urethral catheter for conveni ence or the control of incontinence.

MA21 SSA records indicate mismatch with name and sex.

MA22 Paynent of |ess than $1.00 suppressed.

MA23 Demand bill approved as result of nedical review

MA24 Christian Science Sanitorium SNF bill in the sane benefit period.

MA25 A patient may not elect to change a hospice provider nore than once in a
benefit period.

MA26 Qur records indicate that you were previously infornmed of this rule.

MA27 Incorrect entitlenent nunber or name shown on the claim Please use the
entitl enment number or name shown on this notice for future clains for
this patient.

MA28 Receipt of this notice by a physician or supplier who did not accept
assignment is for information only and does not make the physician or
supplier a party to the determnation. No additional rights to appeal
thi s decision, above those rights already provided for by
regul ation/instruction, are conferred by receipt of this notice.

MA29 | nconplete/invalid provider nane, city, state, and zip code.

MA30 I nconplete/invalid type of bill.

MA31 Incomplete/invalid beginning and endi ng dates of the period billed.

MA32 I nconplete/invalid nunber of covered days during the billing period.
MA33 I nconplete/invalid nunber of noncovered days during the billing period.
MA34 | nconpl ete/invalid nunber of coinsurance days during the billing period.
MA35 I nconplete/invalid nunber of lifetinme reserve days.

MA36 | nconplete/invalid patient's namne.

MA37 Inconplete/invalid patient's address. (Note: Wen used, a Medicare
contractor must verify that an address, with city, State, and zip code,
and a phone nunber are present.)

MA38 I nconplete/invalid patient's birthdate.

MA39 I nconplete/invalid patient's sex.

MA40 I ncomplete/invalid adm ssion date.

MA41l I nconplete/invalid type of adm ssion.

MA42 I ncomplete/invalid source of adm ssion.

MA43 I nconplete/invalid patient status.

MA44 No appeal rights on this claim Every adjudicative decision based on
Medi care | aw.

MA45 As previously advised, a portion or all of your paynent is being held in
a special account.

MA46 The new i nformati on was consi dered, however, additional paynment cannot
be issued. Please reviewthe information listed for the explanation.

MA47 Qur records show you have opted out of Medicare, agreeing with the
patient not to bill Medicare for services/tests/supplies furnished. As
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a result, we cannot pay for this claim
payment .

MA48 | nconplete/invalid name and/or address of
payer

The pati ent

is responsible for

responsi ble party or primary

MA49 | nconplete/invalid six-digit Medicare provider
agency or hospice for physician(s) perform ng care plan oversight

servi ces.

nunber of hone health
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Code
Val ue Message

MAS50 | nconplete/invalid Investigational Device Exenption nunber for FDA-
approved clinical trial services.

MA51 I nconplete/invalid CLIA certification nunmber for |aboratory services
billed by physician office |aboratory.

MA52 Did not enter full 8-digit date (MV DD/ CCYY).

MA53 I nconsistent denonstration project information. Correct and resubmt
with information on no nore than one denpnstration project.

MA54  Physician certification or election consent for hospice care not
received timely.

MAS55 Not covered as patient received nmedical health care services,
automatically revoking his/her election to receive religious non-nedica
heal th care services.

MA56 Qur records show you have opted out of Medicare, agreeing with the
patient not to bill Medicare for services/tests/supplies furnished. As
result, we cannot pay this claim The patient is responsible for
payment, but under Federal |aw, you cannot charge the patient nore than
the Iimting charge anount.

MAS57 Patient submitted witten request to revoke his/her election for
religious non-medical health care services.

MA58 I ncomplete rel ease of information indicator

MA59 The beneficiary overpaid you for these services. You nust issue the
beneficiary a refund within 30 days for the difference between his/her
payment and the total anpbunt shown as patient responsibility on this
noti ce.

MA60 | nconplete/invalid patient's relationship to insured.

MA61 Did not conplete or enter correctly the patient's social security nunber
or health insurance clai mnunber.

MA62 Tel ephone revi ew deci sion

MA63 I ncomplete/invalid principal diagnosis code.

MA64 Qur records indicate that Medicare should be the third payer for this
claim We cannot process this claimuntil we have received payment
information fromthe primry and secondary payers.

MA65 | nconplete/invalid admitting diagnosis.

MA66 | ncomplete/invalid principal procedure code and/or date.

MA67 Correction to a prior claim

MA68 We did not crossover this claimbecause the secondary insurance
i nformati on on the claimwas inconmplete. Please supply conplete
i nformati on or use the PAYERID of the insurer to assure correct and
timely routing of the claim

MA69 I ncomplete/invalid remarks.

MA70 | nconpl ete provider representative signature.

MA71 I nconplete/invalid provider representative signature date.

MA72 The beneficiary overpaid you for these assigned services. You nust
i ssue the beneficiary a refund within 30 days for the difference between
hi s/ her payment to you and the total of the amount shown as patient
responsibility and as paid to the beneficiary on this notice.

MA73 Informational remittance associated with a Medicare denonstration. No
payment issued under fee-for-service Medicare as patient has el ected
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managed care

MA74 This paynment replaces an earlier payment for this claimthat was either
| ost, damaged or returned.

MA75 Qur records indicate neither a patient's or authorized representative's
signature was submitted on the claim Since this information is not on
file, please resubmt.

MA76 I ncomplete/invalid provider nunber of HHA or hospice when physician is
performng care plan oversight services.

Code

Val ue Message

MA77 The beneficiary overpaid you. You nust issue the beneficiary a refund
within 30 days for the difference between the beneficiary s paynent |ess
the total of Medicare and other payer paynents and the anpunt shown as
patient responsibility on this notice.

MA78 The beneficiary overpaid you. You nust issue the beneficiary a refund
within 30 days for the difference between the Medicare all owed anount
total and the amount paid by the beneficiary.

MA79 Billed in excess of interimrate.

MABO Informational notice. No paynent issued for this claimwith this
notice. Medicare paynent issued to the hospital by its intermediary for
all services for this encounter under a denmponstration project.

MA81 Qur records indicate neither a physician or supplier signature is on the
claimor on file.

MAB2 Did not conplete or enter the correct physician/supplier's Medicare
nunmber/ NPl and/or billing nanme, address, city, state, zip code, and
phone number.

MAB3 Did not indicate whether Medicare is the primary or secondary payer
Refer to Item 11 in the HCFA-1500 instructions for assistance.

MA84 Patient identified as participating in the National Enphysema Treatnent
Trial but our records indicate that this patient is either not a
partici pant, or has not yet been approved for this phase of the study.
Cont act Johns Hopkins University, the study coordinator, to resolve if
there was a di screpancy.

MA85 Qur records indicate that a primary payer exists (other than
Medi care); however, you did not conplete or enter accurately the primary
payer’s plan or program nanme. (Substitute “PAYERID' for “their plan or
program nane” when effective.)

MAB6 Qur records indicate that there is insurance primary to Medicare;
however, you either did not conplete or enter accurately the group or
policy nunber of the insured.

MAB7 Qur records indicate that a primary payer exists (other than Medicare);
however, you did not conplete or enter accurately the correct insured's
name.

MA8B8 Qur records indicate that a primary payer exists (other than
Medi care); however, you did not conplete or enter accurately the
i nsured' s address and/or tel ephone number.

MAB9 Qur records indicate that a primary payer exists (other than
Medi care); however, you did not conplete or enter the appropriate
patient's relationship to the insured.

MA90 Qur records indicate that there is insurance primary to Medicare;
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MA91
MA92

MA93
MA94

MA9S5

however, you either did not conplete or enter accurately the enpl oynent
status code of the primary insured.

This determination is the result of the appeal you filed.

Qur records indicate that there is insurance primary to Medicare;
however, you did not conplete or enter accurately the required

i nformati on.

(NOTE: Carriers nmust also add: Refer to the HCFA-1500 instructions on
how to conplete MSP information.)

Change to non-PIP claim

Did not enter the statenent “Attendi ng physician not hospice enpl oyee”
on the claimto certify that the rendering physician is not an enpl oyee
of the hospice. Refer to item 19 on the HCFA- 1500

A “not otherwi se classified” or “unlisted” procedure code(s) was billed,
but a narrative description of the procedure was not entered on the
claim Refer to item 19 on the HCFA-1500
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Code
Val ue Message

MA96 Claimrejected. Coded as a Medicare Managed Care Denonstration but
patient is not enrolled in a Medicare managed care pl an

MA97 Claimrejected. Does not contain the Medicare Managed Care
Denonstration contract number, however, the beneficiary is enrolled in a
Medi care nmanaged care pl an

MA98 Claimrejected. Does not contain the correct Medicare Managed Care
Denonstration contract nunmber for this beneficiary.

A99 Qur records indicate that a Medigap policy exists; however, you did not
conplete or enter accurately any of the required information. Refer to
t he HCFA- 1500 instructions on how to conplete a mandated Medi gap
transfer.

MA100 Did not conmplete or enter accurately the date of current illness, injury
or pregnancy.

MA101 A SNF is responsible for paynent of outside providers who furnish these
servi ces/supplies to residents.

MA102 Did not conplete or enter accurately the referring/ordering/supervising
physician's/practitioner’s name and/or UPIN. (Substitute “NPI” for
“UPI N* when effective.)

MA103 Henophilia Add On.

MA104 Did not conplete or enter accurately the date the patient was | ast seen
and/ or the UPIN of the attending physician. (Substitute “NPI” for
“UPI N* when effective.)

MA105 M ssing/invalid provider number for this place of service. Place of
service code shown as 21, 22 or 23 (hospital). (Substitute “NPI” for
provi der nunber when effective.)

MA106- 109 Reserved for future use.

MA110 Qur records indicate that you billed diagnostic test(s) subject to price
l[imtations; however, you did not indicate whether the test(s) were
performed by an outside entity or if no purchased tests are included on
the claim

MA111 Qur records indicate that you billed diagnostic test(s) subject to price
l[imtations and indicated that the test(s) were performed by an outside
entity; however, you did not indicate the purchase price of the test(s)
and/ or the perform ng | aboratory's name and address.

MA112 Qur records indicate that the perform ng physician/supplier/practitioner
is a nenber of a group practice; however, you did not conplete or enter
accurately their carrier assigned individual and group PINs.

(Substitute “NPI” for “PIN" when effective.)

MA113 I ncompl ete/invalid taxpayer identification nunber (TIN) submtted by you
per the Internal Revenue Service. Your clains cannot be processed
wi t hout your correct TIN, and you may not bill the patient pending
correction of your TIN. There are no appeal rights for unprocessable
clainms, but you may resubmt this claimafter you have notified this
of fice of your correct TIN

MA114 Did not conplete or enter accurately the name and address, or the
carrier assigned PIN, of the entity where services were furnished.
(Substitute “NPI” for “PIN" when effective.)

MA115 Qur records indicate that you billed one or nore services in a Health

10/ 01/ 1998 Version: 003 Release: 051 Inmplem: 4A 01 Appendi x B Page B-30



Medi care A 835 Health Care Cl ai m Paynent/ Advi ce Appendi x B

Pr of essi onal Shortage Area (HPSA); however, you did not enter the
physi cal |ocation (nane and address, or PIN) where the service(s) were
rendered. (Substitute “NPI” for “PIN when effective.)
MA116 Did not conplete the statement "Homebound"” on the claimto validate
whet her | aboratory services were performed at hone or in an institution
MA117 This claimhas been assessed a $1.00 user fee.
MA118- MA119 Reserved for future use

Code
Val ue Message

MA120 Did not conplete or accurately enter the CLIA nunber.

MA121 Did not conplete or enter accurately the date the X-Ray was perforned.

MA122 Did not conplete or enter accurately the initial date "actual" treatnment
occurred.

MA123 Your center was not selected to participate in this study; therefore, we
cannot pay for these services.

MA124 Processed for I ME only.

MA125-127 Reserved for future use

MA128 Did not conplete or enter accurately the six digit FDA approved,

i dentification nunber.

MA129 This provider was not certified for this procedure on this date of
service. Effective 1/1/98, we will begin to deny payment for such
procedures. Please contact __ to correct or obtain CLIA
certification. (Cl aimprocessor nust provide the name and phone nunber
of the State Agency to be contacted.)

MA130 Your claimcontains inconplete and/or invalid information, and no appea
rights are afforded because the claimis unprocessable. Please submt a
new claimw th the conplete/correct information.

MA131 and hi gher Reserved for future use.

VALUE CODES PROVI DI NG MSP | NFORNMATI ON

The val ue codes |isted bel ow provide MSP primary payer information when pl aced
in MA/ MDA Remark Code el enments. The MSP primary payer anount used to offset
the Medicare paynent is placed in a CAS segment with a CAS adj ustnment reason
code 71.

Val ue
Code Message

12 Wor ki ng Aged Beneficiary/ Spouse Wth an EGHP

13 ESRD Beneficiary in a Medicare Coordination Period Wth an EGHP
14 No- Faul t, I ncludi ng Auto/ Ot her I nsurance

15 Wor ker’ s Conpensati on (WC)

16 PHS, O her Federal Agency
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41 Bl ack Lung

42 Veterans Affairs

43 Di sabl ed Beneficiary Under Age 65 Wth LGHP
47 Any Liability Insurance
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