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Services (DHHS)

Pub 100-04 Medicare Claims Processing  Centers for Medicare & Medicaid
Services (CMS)

Transmittal 1380 Date: NOVEMBER 23, 2007

Change Request 5799

SUBJECT: Modification to Update the Medicare Summary Notice (MSN) Messages and the MSN
Customer Service Information Box

I. SUMMARY OF CHANGES: This CR is a manual update to update the MSN message listing that is
located in chapter 21, of the Claims Processing Manual. This CR requires contractors to review all
messages listed on the Internet Only Manual (IOM), and provide feedback regarding the relevance and
current applicability of the messages. This CR does not require contractors to program any new MSN
messages or make any modifications to their system. This CR will place previously-issued MSN messages
into the manual. All messages added to the manual are already- existing messages that contractors are
printing on MSNSs. These are not new messages.

Additionally, this provides a manual update for instructions provided in JSM 07522, issued on August 31,
2007, regarding a Medicare Summary Notice Customer Service Information Box Address Change.

NEW/REVISED MATERIAL
EFFECTIVE DATE: JANUARY 1, 2008
IMPLEMENTATION DATE: JANUARY 7, 2008

Disclaimer for manual changes only: The revision date and transmittal number apply only to red
italicized material. Any other material was previously published and remains unchanged. However, if this
revision contains a table of contents, you will receive the new/revised information only, and not the entire
table of contents.

Il. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated)
R=REVISED, N=NEW, D=DELETED

R/N/D CHAPTER /SECTION /SUBSECTION/ TITLE
21/Table of Contents

21/10.3.5/Title Section of the MSN
21/50.5/Number/Name/Enrollment
21/50.7/Duplicates

21/50.8/Durable Medical Equipment

21/ 50.11/Transfer of Claims

21/ 50.13/Skilled Nursing Facility

21/50.15/Medical Necessity

21/50.16/Miscellaneous
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21/50.17/Nonphysician Services
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21/ 50.18/Preventive Care
21/50.20/Benefit Limits
21/50.21/Restrictions to Coverage

21/50.24/Fraud and Abuse Section BE INFORMED

21/50.27/Hospice

21/50.29/Medicare Secondary Payer (MSP)
21/50.31/Adjustments

21/50.34/Patient Paid/Split Payment
21/50.35/Supplemental Coverage/Medigap
21/50.36/Limitation of Liability

21/50.38/General Information Section
21/50.39/Add on Messages

21/50.40/Mandated Messages
21/50.43/Demonstration Project
21/90.5/Nymero/Nombre/Inscripciy
21/90.7/Duplicados

21/90.8/Equipo Mydico Duradero
21/90.11/Reclamaciones Transferidas
21/90.13/Instalaciyn de Enferemerya Especializada
21/90.15/Necesidad Mydica

21/90.16/Miscelaneo

21/90.17/Servicios Que No Fueron Prestados Por Doctores
21/90.18/Cuidado Preventivo

21/ 90.20/Limites En Los Beneficios
21/90.21/Restricciones A La Cobertura
21/90.25/Tiempo Limite De Enviar La Reclamaciy
21/90.27/Hospicio

21/90.29/MSP

21/90.36/Reclamaciones Cuando Se Acepta Asignaciy
21/90.38/Seccion De Informacion General
21/90.39/Spanish Add-on Messages
21/90.40/Spanish Mandated Messages



R 21/90.120/Projecto Especial (Demostraciones)

I11. FUNDING:

SECTION A: For Fiscal Intermediaries and Carriers:
No additional funding will be provided by CMS; contractor activities are to be carried out within their
operating budgets.

SECTION B: For Medicare Administrative Contractors (MACs):

The Medicare administrative contractor is hereby advised that this constitutes technical direction as defined
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically
authorized by the contracting officer. If the contractor considers anything provided, as described above, to
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question
and immediately notify the contracting officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.

IV. ATTACHMENTS:

Business Requirements
Manual Instruction

*Unless otherwise specified, the effective date is the date of service.



Attachment - Business Requirements

| Pub. 100-04 | Transmittal: 1380 | Date: November 23, 2007 | Change Request: 5799 \

SUBJECT: Modification to Update the Medicare Summary Notice (MSN) Messages and the MSN
Customer Service Information Box

EFFECTIVE DATE: JANUARY 1, 2008
IMPLEMENTATION DATE: JANUARY 7, 2008

I.  GENERAL INFORMATION

A. Background: This Change Request (CR) isamanual update to update the MSN message listing. This CR
requires contractorsto review all messages listed on the Internet Only Manua (I0M), and provide feedback
regarding the relevance and current applicability of the messages. This CR does not require contractors to
program any new M SN messages or make any modifications to their system. This CR will place previously-
issued M SN messages into the manual. All messages added to the manual are already- existing messages that
contractors are printing on MSNs. These are not new messages.

Three messages have been renumbered to fit into more logical MSN message categories. These are not new
messages. Contractors can decide if they prefer to renumber the messages with these new numbers. The new
numbers will be used by CM S for organizational purposes. However, the message number is not printed on the
MSN, and contractors are free to use any internal numbering system appropriate for their systems. Note that
several sections (50.39- 50.42 and 90.38-90.42) have been moved to the appropriate chronological order.

The general information section of this manual update is not al inclusive of the general information section
messages available to print on the MSN. This section of the manual only lists CM S-mandated general
information section messages. Contractors have more flexibility in this section of the MSN, and can print
localized messages that have been approved by CM S central office or regional office staff.

Additionally, this provides a manual update for instructions provided in JSM-07522, issued on August 31, 2007,
regarding a Medicare Summary Notice Customer Service Information Box Address Change.

B. Policy: N/A

I1.  BUSINESS REQUIREMENTS TABLE

Number | Requirement Responsibility (place an “X” in each
applicable column)
A/D|F|C|R| Shared- OTH
/M| |A|H| System ER
B|E R | H| Maintainers
RITIFIM/V|C
M M | | CIM W
Al A E S|S|S|F
CclC R S
5799.1 Contractors and shared- system maintainers shall be X X[ X|X| X[ X|X|X
aware of the updated information in Pub 100-4, chapter
21, sections 50-120.

CMS/CMM / MCMG / DCOM
Change Request Form: Last updated 23 August 2007
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Number

Requirement

Responsibility (place an “X” in each
applicable column)

A
/
B

D
M
E

=
|

R

H
H
I

Shared-
System
Maintainers

MIV|C
C| MW
S|S|F

OTH
ER

5799.2

Contractors and shared system maintainers shall be
aware of the following messages that have been
renumbered:

61.41 has been changed to 18.23.

English-Y ou pay 25% of the Medicare-approved amount
for this service.

Spanish- Usted paga el 25% de |a cantidad aprobada por
Medicare por este servicio.

61.42 has been changed to 8.68.

English-Medicare will pay for you to rent oxygen for up
to 36 months (or until you no longer need the
equipment). After Medicare makes 36 payments, your
supplier will transfer the title of the equipment to you,
and you will own the equipment.

Spanish- Medicare pagara € aquiler de su oxigeno por
36 meses (0 hasta que usted no necesite mas €l equipo).
Después de que Medicare haga 36 pagos, su suplidor le
transferira el titulo de propiedad y usted sera el duefio del

equipo.

61.43 has been changed to 8.69.

English- Medicare will pay to maintain and service your
oxygen equipment. Thiswill start six months after the
supplier transfers the title of the equipment to you.
Spanish- Medicare pagara por € mantenimiento y
servicio de su equipo de oxigeno. Esto empezard 6
meses después de que el suplidor letransfiera e titulo de
propiedad del equipo a usted.

Xor
X0Oor

X|AM—2AO>O

Xnww—T

XX

5799.3

Contractors and Shared System Maintainers shall be
aware that sections (50.39- 50.42 and 90.38-90.42) have
been moved to the appropriate chronological order.

5799.4

Contractors shall be made aware, per JSM-07522, that
the Claims Processing Manual, chapter 21, section
10.3.5, has been updated to remove references to an
outdated Beneficiary ‘ Contact Center address. Per JSM-

CMS/CMM / MCMG / DCOM
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Number | Requirement Responsibility (place an “X” in each
applicable column)
A/D|F|C|R| Shared- OTH
[{M| I |A|H| System ER
B|E R | H| Maintainers
RITIF|MV|C
M M | | | C| MW
AlA E S|S|S|F
c C R S
07522, al future address changes will be communicated
viaajoint signature memorandum/technical direction
letter (JSM/TDL).
5799.5 Contractors shall review all messages currently listedin | X| X | X| X | X
chapter 21, of the Claims Processing Manual, to ensure
they are current and relevant, and provide feedback on
any messages they feel are no longer applicable.

I11.  PROVIDER EDUCATION TABLE

Number

Requirement

Responsibility (place an “X” in each
applicable column)

A
/
B

or
or

D
M
E

=
|

mMm—2X0x0>0

R

H
H
I

Shared-
System
Maintainers

FIMV|C
1 CI MW
S|S|S|F
S

OTH
ER

None.

IV.  SUPPORTING INFORMATION: N/A

A. For any recommendations and supporting information associated with listed requirements, use the

box below:

X-Ref

Number

Requirement

Recommendations or other supporting information:

5799.4

JSM /TDL 07522

B. For all other recommendations and supporting information, use this space:

V. CONTACTS

Pre-Implementation Contact(s): Julie Day at julie.day@cms.hhs.gov

Post-Implementation Contact(s): Julie Day at julie.day@cms.hhs.gov

CMS/CMM / MCMG / DCOM
Change Request Form: Last updated 23 August 2007
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VI. FUNDING

A. For Fiscal Intermediariesand Carriers:

No additional funding will be provided by CMS; contractor activities are to be carried out within their operating
budgets.

B. For Medicare Administrative Contractors (MAC):

The Medicare administrative contractor (MAC) is hereby advised that this constitutes technical direction as
defined in your contract. CM S does not construe this as changes to the MAC Statement of Work (SOW). The
contractor is not obligated to incur costs in excess of the amounts specified in your contract unless and until
specifically authorized by the contracting officer. If the contractor considers anything provided, as described
above, to be outside the current scope of work, the contractor shall withhold performance on the part(s) in
guestion and immediately notify the contracting officer, in writing or by e-mail, and request formal directions
regarding continued performance requirements.

CMS/CMM / MCMG / DCOM
Change Request Form: Last updated 23 August 2007
Page 4



Medicare Claims Processing Manual
Chapter 21 - Medicare Summary Notices

Table of Contents
(Rev. 1380, 11-23-07)

50.24 - Fraud and Abuse Section BE INFORMED



10.3.5 - Title Section of the MSN
(Rev. 1380, Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

A. General Information About the “Title” Section

This section contains afixed display of information. It does not vary in length. It
contains the following elements:

Title of notice;

Beneficiary name and mailing address;
“Be Informed” statement; and

Customer Service Information including:

°  Beneficiary Medicare number

°  BCC mailing address and contractor ID number
° 1-800-MEDICARE (1-800-633-4227)

° TTY telephone number;

°  “Summary of Claims Processed” statement.

NOTE: Contractors have the option of changing the type of information in the Customer
Service Information box. For example, they may or may not choose to list the Suite
number in the address. At a minimum, however, they must still include the BCC address,
the contractor ID number, 1-800-M EDICARE (1-800-633-4227), and the national TTY
number (1-877-486-2048). There must be one blank line between the address and phone
numbers. All changes must be approved by each contractor’s RO. The RO will notify
CO of the approved change.

B. Technical Specifications for “Title” Section

Details of the technical specifications for each element in the title section follow.

Title of Notice

“Medicare Summary Notice’ is printed in mixed case equivalent to 30-point bold type.
Thetitleis centered within abox of 10-percent shading. The box extends from left
margin to right margin. In the left corner of the box, the CMS logo (imported) is printed.
In the upper right hand corner of box “Page 1 of " is printed in mixed case equivalent

to 10-point type.

In the bottom right hand corner of the title box, the date the notice was printed is shown
in mixed case equivaent to 10-point type.

Then ablank line equivalent to 10-point type occurs.

Beneficiary Name and Mailing Address



The beneficiary name, mailing address, and dollar amounts are printed in all uppercase
letters equivalent to 10-point size fixed pitch font (the font may not be script, italic or any
other stylized font). The name and address information is placed as shown in exhibits to
conformto U. S. postal regulations. (The beneficiary name, mailing address, and dollar
amounts are the only data elements that may be printed in fixed pitch fonts. The rest of
the MSN is printed using proportional fonts.)

Contractors are not to change the format of the “ Title” section in order to use double
window envelopes. Include a separate mailing sheet with both areturn and delivery
address for double window envelopes.

Customer Service Information (refer to note in A above)
Print abox equivalent to a 1-point line around the following customer service

information. Extend from center of page to the right margin. Height is 2 1/2 inches.
Width is 3 1/2 inches.

e Allow equivalent to 12-point blank line.

e Print “Customer Service Information” in upper case equivalent to 12-point bold
type.

e Print “Your Medicare Number: " centered in the box equivalent to 12-
point bold mixed case.

e Print “If you have questions, write or call:” in mixed case equivaent to 12-point
type.

e Indent 4 bytes and print the BCC mailing address on the next 5 lines equivalent to
12-point type. Print the appropriate contractor ID number next to, and on the same line
as, the contractor name. The ID number should be preceded by the number sign, and both
the number sign and the ID number should be enclosed in parentheses and printed in
bold-faced type (if possible).

e Allow equivalent to 12-point blank line.
INTERMEDIARIES ONLY:

e Indent 4 bytesand print “Call:” then “1-800-MEDICARE (1-800-633-4227)", in
mixed case (print MEDICARE in uppercase) equivalent to 12-point bold type.

e Indent 4 bytesand print “ Ask for Hospital Services” in mixed case equivalent to
12-point bold type

e Indent 4 bytesand print “TTY for Hearing Impaired:” then “ 1-877-486-2048" in
mixed case equivalent to 12-point type.



CARRIERS ONLY:

0 Indent 4 bytesand print: “Call:” then “1-800-Medicare (1-800-633-4227)", in
mixed case (print MEDICARE in uppercase) equivalent to 12-point bold type.

0 Indent 4 bytes and print “ Ask for Doctor Services’ in mixed case equivaent to
12-point bold type.

0 Indent 4 bytesand print “TTY for Hearing Impaired:” then “1-877-486-2048" in
mixed case equivalent to 12-point type.

DMERCs ONLY:

e Indent 4 bytesand print: “Call:” then “1-800-Medicare (1-800-633-4227)", in
mixed case (print MEDICARE in uppercase) equivalent to 12-point bold type.

e Indent 4 bytesand print “Ask for Medical Supplies’ in mixed case equivaent to
12-point bold type.

e Indent 4 bytesand print “TTY for Hearing Impaired:” then “1-877-486-2048" in
mixed case equivalent to 12-point type.

Be Informed Statement

e Print “BeInformed:” in upper case letters and bold equivalent to 12-point type.
Begin printing the fraud message on the same line as “Be Informed:” Print the fraud
message in mixed case equivalent to 12-point type. It may continue for 2 additional
lines. Fraud messages are found in 850.24. Print only those messages approved for the
“Be Informed” section. The“Be Informed” section should end no lower than the bottom
of the “Customer Service Information” box. There should be at least 2 bytes between the
end of each line and the beginning of the “ Customer Service” box.

e Allow equivaent to 12-point blank line.

e For intermediaries, on all notices processed for services on multiple days, print
“Thisisasummary of claims processed from mm/dd/yyyy to mm/dd/yyyy.” in mixed
case equivaent to 14-point type centered between the margins. For al notices for
services processed on asingle day, print “Thisis a summary of claims processed on
mm/dd/yyyy.” in mixed case equivaent to 14-point type centered between the margins.

e Allow equivalent to 18-point blank line.

e For carriers, for unassigned and assigned claims with no payment to the
beneficiary, and with different finalization dates, print, “ Thisis a summary of claims
processed from mm/dd/yyyy through mm/dd/yyyy” in mixed case equivalent to 14-point
type centered between the margins.



e For carriers, for unassigned and assigned claims with no payment to the
beneficiary and the same finalization dates, print “Thisis asummary of claims processed
on mm/dd/yyyy in mixed case equivalent to 14-point type centered between the
margins.”

e For unassigned and assigned claims with payment to the beneficiary, print “ This
isasummary of claims processed on mm/dd/yyyy in mixed case equivalent to 14-point
type centered between the margins. The mm/dd/yyyy inserts should be high/low claim
finalization dates.”

Allow equivaent to 18-point blank line.

50.5 - Name/Number/Enroliment
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

5.1 - Our records show that you do not have Medicare entitlement under the number
shown on this notice. If you do not agree, please contact your local Social Security
office.

5.2 - The name or Medicare number was incorrect or missing. Please check your
Medicare card. If theinformation on this notice is different from your card, contact your
provider.

5.3 - Our records show that the date of death was before the date of service.

5.4 - If you cash the enclosed check, you are legally obligated to make payment for these
services. If you do not wish to assume this obligation, please return this check.

5.5 - Our records show you did not have Part A (B) coverage when you received this
service. If you disagree, please contact us at the customer service number shown on this
notice.

5.6 - The name or Medicare number was incorrect or missing. Ask your provider to use
the name or number shown on this notice for future claims.

5.7- Medicare payment may not be made for the item or service because, on the date of
service you were not lawfully present in the United States.

50.7 - Duplicates
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

7.1 - Thisisaduplicate of acharge already submitted.

7.2 - Thisisaduplicate of aclaim processed by another contractor. Y ou should receive a
Medicare Summary Notice from them.

7.3 - This service/itemis a duplicate of a previously processed service. No appeal rights
are attached to the denial of this service except for the issue as to whether the serviceisa



duplicate. Disregard the appeals information on this notice unless you are appealing the
duplicate service issue.

7.4- The claimfor the billing fee was denied because it was submitted past the allowed
time frame.

7.7 =Y our physician has elected to participate in the Competitive Acquisition Program
for these drugs. Claims for these drugs must be billed by the appropriate drug vendor
rather than your physician.

7.8 - Your physician has elected to participate in the Competitive Acquisition Program
(CAP) for Medicare Part B drugs. Medicare cannot pay for the administration of the
drug(s) because our records do not show that the drug(s) are available under the CAP.

50.8 - Durable Medical Equipment
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

8.1 - Your supplier isresponsible for the servicing and repair of your rented equipment.

8.2 - To receive Medicare payment, you must have a doctor’ s prescription before you rent
or purchase this equipment.

8.3 - Thisequipment is not covered because its primary use is not for medical purposes.

8.4 - Payment cannot be made for equipment that is the same or similar to equipment
already being used.

8.5 - Rented equipment that is no longer needed or used is not covered.

8.6 - A partia payment has been made because the purchase allowance has been reached.
No further rental payments can be made.

8.7 - Thisequipment is covered only if rented.
8.8 - Thisequipment is covered only if purchased.

8.9 - Payment has been reduced by the amount aready paid for the rental of this
equipment.

8.10 - Payment is included in the approved amount for other equipment.

8.11 - The purchase allowance has been reached. If you continue to rent this piece of
equipment, the rental charges are your responsibility.

8.12 - The approved charge is based on the amount of oxygen prescribed by the doctor.

8.13 - Monthly rental payments can be made for up to 15 months from the first paid
rental month or until the equipment is no longer needed, whichever comes first.

8.14 - Y our equipment supplier must furnish and service thisitem for as long as you
continue to need it. Medicare will pay for maintenance and/or servicing for every 6-
month period after the end of the 15th paid rental month.



8.15 - Maintenance and/or servicing of thisitem isnot covered until 6 months after the
end of the 15th paid rental month.

8.16 - Monthly allowance includes payment for oxygen and supplies.
8.17 - Payment for thisitem isincluded in the monthly rental payment amount.

8.18 - Payment is denied because the supplier did not have awritten order from your
doctor prior to delivery of thisitem.

8.19 - Salestax isincluded in the approved amount for thisitem.
8.20- Medicare does not pay for this equipment or item.

8.21 - Thisitem cannot be paid without a new, revised or renewed certificate of medical
necessity.

8.22 - No further payment can be made because the cost of repairs has equaled the
purchase price of thisitem.

8.23 - No payment can be made because the item has reached the 15-month limit.
Separate payments can be made for maintenance or servicing every 6 months.

8.24 - The clam does not show that you own or are purchasing the equipment requiring
these parts or supplies.

8.25 - Payment cannot be made until you tell your supplier whether you want to rent or
buy this equipment.

8.26 - Payment is reduced by 25% beginning the 4th month of rental.

8.27 - Payment is limited to 13 monthly rental payments because you have decided to
purchase this equipment.

8.28 - Maintenance, servicing, replacement, or repair of thisitem is not covered.
8.29 - Payment is allowed only for the seat lift mechanism, not the entire chair.

8.30 - Thisitem is not covered because the doctor did not complete the certificate of
medical necessity.

8.31 - Payment is denied because blood gas tests cannot be performed by a durable
medical equipment supplier.

8.32 - Thisitem can only be rented for 2 months. If the item is still needed, it must be
purchased.

8.33 - Thisisthe next to last payment for this item.
8.34 - Thisisthe last payment for thisitem.
8.35 - Thisitem is not covered when oxygen is not being used.

8.36 - Payment is denied because the certificate of medical necessity on filewasnot in
effect for this date of service.

8.37 - An oxygen recertification form was sent to the physician.
8.38 - Thisitem must be rented for 2 months prior to purchasing it.



8.39 - Thisisthe 10th month of rental payment. Y our supplier should offer you the
choice of changing the rental to a purchase agreement.

8.40 - We have previoudly paid for the purchase of thisitem.

8.41 - Payment for the amount of oxygen supplied has been reduced or denied because
the monthly limit has been reached.

8.42 - Standby equipment is not covered.

8.43 - Payment has been denied because this equipment cannot deliver the liters per
minute prescribed by your doctor.

8.44 - Payment is based on a standard item because information did not support the need
for adeluxe or more expensive item.

8.45 - Payment for electric wheelchairsis alowed only if the purchase decision is made
in the first or tenth month of rental.

8.46 - Payment isincluded in the alowance for another item or service provided at the
sametime.

8.47 - Supplies or accessories used with noncovered equipment are not covered.

8.48 - Payment for this drug is denied because the need for the equipment has not been
established.

8.49 - This alowance has been reduced because part of this item was paid on another
clam.

8.50 - Medicare cannot pay for this drug/equipment because our records do not show
your supplier is licensed to dispense prescription drugs, and, therefore, cannot assure the
safety and effectiveness of the drug/equipment. Y ou are not financialy liable for any
amount for this drug/equipment unless your supplier gave you awritten notice in advance
that Medicare would not pay for it and you agreed to pay.

8.51 - You are not liable for any additional charge as aresult of receiving an upgraded
item.

8.52 - You signed an Advanced Beneficiary Notice (ABN). You are responsible for the
difference between the upgrade amount and the M edicare payment.

8.53 - Thisitem or service was denied because the upgrade information was invalid.

8.54- If the supplier should have known that Medicare would not pay for the denied
items or services and did not tell you in writing before providing them that Medicare
probably would deny payment, you may be entitled to a refund of any amounts you paid.
However, if the supplier requests a review of this claimwithin 30 days, a refund is not
required until we complete our review. If you paid for this service and do not hear
anything about a refund within the next 30 days, contact your supplier.

8.55- Medicare will process your first claimonly. In the future, you must use a Medicare
enrolled supplier and provide the supplier identification number on your claim. For a
listing of enrolled Medicare suppliers, contact your local Durable Medical Equipment
Regional Carrier (DMERC).



8.56- Medicare cannot process this claim as you were previously notified that you must
use a supplier who has a Medicare supplier identification number.

8.57 - Y our equipment supplier must furnish and service thisitem for as
long as you continue to need it. Medicare will pay for maintenance and/or
servicing for every 3 month period after the end of the 15th paid rental
month.

8.58 - No payment can be made because the item has reached the 15 month limit.
Separate payments can be made for maintenance or servicing every 3 months.

8.59- Durable Medical Equipment Regional Carriers only pay for Epoetin Alfa and
Darbepoetin Alfa for Method 11 End Stage Renal Disease home dialysis patients.

8.60- Payment is denied because there is no hospital stay/surgery on file for implantation
of the Durable Medical Equipment (DME) or prosthetic device.

8.61- This supplier isnot located in your competitive bidding area, but isrequired to
accept the same price as a supplier in your area. This supplier may not charge you more
than 20% of the bid price, and any unmet deductibles.

8.62- This supplier is not located in your competitive bidding area, but islocated in a
different competitive bidding area. This supplier did not win a contract under national
competitive bidding and is not allowed to charge you for thisitem. You must use a
winning supplier in this area.

8.63- This supplier is not located in your competitive bidding area, but islocated in a
different competitive bidding area. This supplier won a contract under national
competitive bidding in their area. They must accept the bid price fromyour area as
payment in full, and may not charge you more than 20% of the bid price for your area,
and any unmet deductibles.

8.64- Monthly rental payments can be made for up to 13 months from the first paid rental
month or until the equipment is no longer needed, whichever comesfirst. After the 13
month of rental is paid, your supplier must transfer title of this equipment to you.

8.65- Medicare will pay for medically necessary maintenance and/or servicing as
needed after the end of the 13th paid rental month.

8.66- Medicare has paid for 36 months of rental for your oxygen equipment. Your
supplier must transfer title of this equipment to you. No further rental payments will be
made. We will continue to pay for delivery of oxygen contents, as appropriate, and
necessary maintenance of your equipment.

8.67- Medicare has already paid for 36 months of rental for your oxygen equipment. The
supplier should have transferred the title for the equipment to you. The supplier may not
collect any more money from you for this equipment, and must provide you with a refund
of any money you have already paid.

8.68- Medicare will pay for you to rent oxygen for up to 36 months (or until you no
longer need the equipment). After Medicare makes 36 payments, your supplier will
transfer the title of the equipment to you, and you will own the equipment.



8.69- Medicare will pay to maintain and service your oxygen equipment. Thiswill start
six months after the supplier transfers the title of the equipment to you.

50.11 - Transfer of Claims
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

11.1 - Your claim has been forwarded to the correct Medicare contractor for processing.
Y ou will receive anotice from them. (NOTE: Usefor carriers, intermediaries, RRB,
United Mine Workers.)

11.2 - Thisinformation is being sent to Medicaid. They will review it to seeif additional
benefits can be paid.

11.3 - Our records show that you are enrolled in a Medicare health plan. Y our provider
must bill this serviceto the plan.

11.4 - Our records show that you are enrolled in a Medicare health plan. Y our claim was
sent to the plan for processing.

11.5 - This claim will need to be submitted to (another carrier, a durable medical
equipment regiona carrier (DMERC), Medicaid agency).

11.6 - We have asked your provider to resubmit this claim to the proper carrier
(intermediary). That carrier (intermediary) is (name and address of carrier, intermediary
or durable medical equipment regional carrier, etc.)

11.7 - Thisclaim/service is not payable under our claimsjurisdiction area. We have
notified your provider that they must forward the claim/service to the correct carrier for
processing.

11.9 - Thisclam/service is not payable under our claimsjurisdiction. We have notified
your provider to send your claim for these services to the Railroad Retirement Board
Medicare carrier.

11.10- We have identified you as a Railroad Retirement Board (RRB) Medicare
beneficiary. You must send your claim for these services for processing to the RRB
carrier Palmetto GBA, at PO Box 10066, Augusta, GA 30999.

11.11- Thisclainm/service is not payable under our claims jurisdiction. We have notified
your provider to send your claim for these services to the United Mine Worker s of
America for processing.

50.13 - Skilled Nursing Facility
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

13.1 - No qualifying hospital stay dates were shown for this skilled nursing facility stay.

13.2 - Skilled nursing facility benefits are only available after a hospital stay of at least 3
days.



13.3 - Information provided does not support the need for skilled nursing facility care.

13.4 - Information provided does not support the need for continued carein askilled
nursing facility.

13.5 - You were not admitted to the skilled nursing facility within 30 days of your
hospital discharge.

13.6 - Rural primary care skilled nursing facility benefits are only available after a
hospital stay of at least 2 days. (NOTE: This message is used only in connection with
hospital stays that occurred prior to October 1, 1997).

13.7 - Normally, careis not covered when provided in abed that is not certified by
Medicare. However, since you received covered care, we have decided that you will not
have to pay the facility for anything more than M edicare coinsurance and noncovered
items.

13.8 - The skilled nursing facility should file aclaim for Medicare benefits because you
were an inpatient.

13.9 - Medicare Part B does not pay for thisitem or service since our records show that
you were in askilled nursing facility on this date.

13.10 - Medicare Part B does not pay for items or services provided by this type of
practitioner since our records show that you were receiving Medicare benefitsin a
skilled nursing facility on this date.

13.11- You have __ days(s) remaining of your total 100 days of skilled nursing facility
benefits for this benefit period

50.15 - Medical Necessity
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

15.1 - The information provided does not support the need for this many services or
items.

15.2 - The information provided does not support the need for this equipment.

15.3 - The information provided does not support the need for the special features of this
equipment.

15.4 - The information provided does not support the need for this service or item.

15.5 - The information provided does not support the need for similar services by more
than one doctor during the same time period.

15.6 - The information provided does not support the need for this many services or items
within this period of time.

15.7 - The information provided does not support the need for more than one visit aday.

15.8 - The information provided does not support the level of service as shown on the
claim.



15.9 - The PEER review organization did not approve this service.

15.10 - Medicare does not pay for more than one assistant surgeon for this procedure.
15.11 - Medicare does not pay for an assistant surgeon for this procedure/surgery.
15.12 - Medicare does not pay for two surgeons for this procedure.

15.13 - Medicare does not pay for team surgeons for this procedure.

15.14 - Medicare does not pay for acupuncture.

15.15 - Payment has been reduced because information provided does not support the
need for thisitem as billed.

15.16 - Your claim was reviewed by our medical staff. (NOTE: Add-on to other
messages as appropriate.)

15.17 - We have approved this service at areduced level. (NOTE: Add-on to other
messages as appropriate.)

15.18 - Medicare does not cover this service at home.

15.19 - A local medical review policy (LMRP) or local coverage determination (LCD)
was used when we made this decison. An LMRP/LCD provides aguideto assist in
determining whether a particular item or serviceis covered by Medicare. A copy of this
policy is available from your local intermediary or carrier by calling the number in the
customer service information box on page one. Y ou can compare the factsin your case

to the guidelines set out in the LMRP/LCD to see whether additional information from
your physician would change our decision.

15.20 - The following policies [insert LMRP/LCD ID #(s) and NCD #(s)] were used
when we made this decision.

15.21 -The information provided does not support the need for this many services or
itemsin this period of time but you do not have to pay this amount.

15.22- The information provided does not support the need for this many services or
itemsin this period of time so Medicare will not pay for thisitemor service.

50.16 - Miscellaneous
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

16.1 - This service cannot be approved because the date on the claim shows it was billed
before it was provided.

16.2 - This service cannot be paid when provided in this location/facility.
16.3 - The claim did not show that this service or item was prescribed by your doctor.
16.4 - This service requires prior approva by the PEER review organization.

16.5 - This service cannot be approved without atreatment plan by a physical or
occupational therapist.



16.6 - Thisitem or service cannot be paid unless the provider accepts assignment.
16.7 - Your provider must complete and submit your claim.
16.8 - Payment isincluded in another service received on the same day.

16.9 - This allowance has been reduced by the amount previously paid for arelated
procedure.

16.10 - Medicare does not pay for thisitem or service.

16.11 - Payment was reduced for late filing. Y ou cannot be billed for the reduction.
(NOTE: Mandated message - This message must print on all service lines subject to the
10% reduction.)

16.12 - Outpatient mental health services are paid at 50% of the approved charges.
(NOTE: Mandated message - This message must print on all service lines subject to the
outpatient psychiatric reduction when no deductible has been applied.)

16.13 - The code(s) your provider used is/are not valid for the date of service billed.
16.14 - The attached check replaces your previous check (# ) dated ( ).

16.15 - The attached check replaces your previous check. (NOTE: Use only if prior
check information is not accessible by the system.)

16.16 - Asrequested, thisis a duplicate copy of your Medicare Summary Notice.

16.17 - Medicare does not pay for these services when they are not given in conjunction
with total parenteral nutrition.

16.18 - Service provided prior to the onset date of certified parenteral/enteral nutrition
therapy is not covered.

16.19 - The approved amount of this parenteral/enteral nutrition supply is based on aless
extensive level of care for the nature of the diagnosis stated.

16.20 - The approved payment for calories/grams is the most Medicare may alow for the
diagnosis stated.

16.21 - The procedure code was changed to reflect the actual service rendered.
16.22 - Medicare does not pay for services when no charge isindicated.
16.23 - This check isfor the excess amount you paid toward a prior overpayment.

16.24 - Services provided aboard a ship are covered only when the ship is of United
States registry and isin United States waters. In addition, the service must be provided
by adoctor licensed to practice in the United States.

16.25 - Medicare does not pay for this much equipment, or this many services or
supplies.

16.26 - Medicare does not pay for services or items related to a procedure that has not
been approved or billed.

16.27 - This serviceis not covered since our records show you were in the hospital at this
time.



16.28 - Medicare does not pay for services or equipment that you have not received.
16.29 - Payment isincluded in another service you have received.

16.30 - Services billed separately on this claim have been combined under this procedure.
16.31 - You are responsible to pay the primary physician care the agreed monthly charge.
16.32 - Medicare does not pay separately for this service.

16.33 - Y our payment includes interest because M edicare exceeded processing time
limits. (NOTE: Mandated message - This message must print claim level if interest is
added into the beneficiary payment amount for unassigned or split pay claims.)

16.34- You should not be billed for this service. You are only responsible for any
deductible and coinsurance amounts listed in the * You May Be Billed’ column.

16.35 - You do not have to pay thisamount. (NOTE: Add-on to other messages as
appropriate.)

16.36 -1f you have already paid it, you are entitled to a refund from this provider.
(NOTE: Add-on to other messages as appropriate.)

16.37 - Please see the back of thisnotice. (NOTE: Add-on to other messages as you feel
appropriate.)
16.38 - Charges are not incurred for leave of absence days.

16.39 - Only one provider can be paid for this service per calendar month. Payment has
already been made to another provider for this service.

16.40 - Only one inpatient service per day is allowed.

16.41 - Payment is being denied because you refused to request reimbursement under
your Medicare benefits.

16.42 - The provider’s determination of noncoverage is correct.

16.43 - This service cannot be approved without a treatment plan and supervision of a
doctor.

16.44 - Routine careis not covered.

16.45 - You cannot be billed separately for thisitem or service. Y ou do not haveto pay
this amount.

16.46 - Medicare payment limits do not affect a Native American’sright to free care at
Indian Health Institutions.

16.47 - When deductible is applied to outpatient psychiatric services, you may be billed
for up to the approved amount. The“You May Be Billed” column will tell you the
correct amount to pay your provider.

16.48 - Medicare does not pay for thisitem or service for this condition.

16.49 - Thisclaim/serviceis not covered because alternative services were available, and
should have been utilized.

16.50 - The doctor or supplier may not bill more than the Medicare allowed amount.



16.51 - This serviceis not covered prior to July 1, 2001.

16.52 - This service was denied because coverage for this service is provided only after a
documented failed trial of pelvic muscle exercise training.

16.53 - The amount Medicare paid the provider for thisclamis $ .
16.54 - This serviceis not covered prior to January 1, 2002.
16.55- The provider billed this charge as non-covered.

16.56- Claim denied because information from the Social Security Administration
indicates that you have been deported.

16.57- Medicare Part B does not pay for thisitem or service since our records show that
you were in an Medicare+ Choice Plan on thisdate. Your provider must bill this service
to the Medicare+ Choice Plan.

16.58- The provider billed this charge as non-covered. You do not have to pay this
amount.

16.59- Medicare doesn’t pay for missed appointments.

16.60- Want to see your latest claims? Visit MyMedicare.gov on the web any time, day,
or night, and get the most out of your Medicare. Your personalized Medicare information
iswaiting for you online.

50.17 - Nonphysician Services
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

17.1 - Services performed by a private duty nurse are not covered.
17.2 - This anesthesia service must be billed by a doctor.

17.3 - This service was denied because you did not receive it under the direct supervision
of adoctor.

17.4 - Services performed by an audiologist are not covered except for diagnostic
procedures.

17.5 - Your provider's employer must file this claim and agree to accept assignment.

17.6 - Full payment was not made for this service(s) because the yearly limit has been
met.

17.7 - This service must be performed by alicensed clinical social worker.
17.8 - Payment was denied because the maximum benefit allowance has been reached.

17.9 - Medicare (Part A/Part B) pays for this service. The provider must bill the correct
Medicare contractor. (NOTE: Insert appropriate program. Message is used for Part A
clams received by Part B or Part B claims received by Part A.)

17.10 - The allowance has been reduced because the anesthesiol ogist medically directed
concurrent procedures.



17.11 - Thisitem or service cannot be paid as billed.
17.12 - This serviceis not covered when provided by an independent therapist.

17.13 - Medicare approves alimited dollar amount each year for physical therapy and
speech-language pathology services and a separate limit each year for occupational
therapy services when billed by providers, physical and occupational therapists,
physicians, and other non-physician practitioners. Medically necessary therapy over
these limitsis covered when received at a hospital outpatient department or when
approved by Medicare.

17.14 - Charges for maintenance therapy are not covered.

17.15 - This service cannot be paid unless certified by your physician every (__ ) days.
(NOTE: Insert appropriate number of days.)

17.16 - The hospital should file aclaim for Medicare benefits because these services were
performed in a hospital setting.

17.17- Medicare already paid for an initial visit for this service with this physician,
another physician in hisgroup practice, or a provider. Your doctor or provider must use
a different code to bill for subsequent visits.

17.18 - (%) has been applied during this calendar year (CCY'Y) towards the ($) limit on
outpatient physical therapy and speech-language pathology benefits.

17.19 - (%) has been applied during this calendar year (CCY'Y) towards the ($) limit on
outpatient occupational therapy benefits.

50.18 - Preventive Care
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

18.1 - Routine examinations and related services not covered.
18.2 - Thisimmunization and/or preventive care is not covered.
18.3 - Screening mammography is not covered for women under 35 years of age.

18.4 - Thisserviceis being denied because it has not been 12 months since your last
examination of thiskind. (NOTE: Insert appropriate number of months.)

18.6 - A screening mammography is covered only once for women age 35 - 39.

18.7 - Screening pap smears are covered only once every 24 months unless high risk
factors are present.

18.12 - Screening mammograms are covered annually for women 40 years of age and
older.

18.13 - This serviceis not covered for beneficiaries under 50 years of age.

18.14 - Serviceis being denied because it has not been (12, 24, 48) months since your last
(test/procedure) of this kind.



18.15 - Medicare only covers this procedure for beneficiaries considered to be at high
risk for colorectal cancer.

18.16 - This serviceis being denied because payment has aready been made for asimilar
procedure within a set time frame.

18.17 - Medicare pays for a screening Pap smear and a screening pelvic examination
once every 2 years unless high risk factors are present.

18.18 - Medicare does not pay for this service separatel y since payment of it isincluded
in our allowance for other services you received on the same day.

18.19 - This serviceis not covered until after the beneficiary’ s 50th birthday

18.22 - This service was denied because Medicare only allows the one-timeinitial
preventive physical exam with an electrocardiogram within the first six months that you
have Part B coverage, and only if that coverage begins on or after January 1, 2005.

18.23- You pay 25% of the Medicare-approved amount for this service.

50.20 - Benefit Limits
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

20.1 - You have used al of your benefit days for this period.
20.2 - You have reached your limit of 190 days of psychiatric hospital services.
20.3 - You have reached your limit of 60 lifetime reserve days.

20.4 - (__ ) of the Benefit Days Used were charged to your Lifetime Reserve Day
benefit. (NOTE: Mandated message - This message must be printed claim level when all
or aportion of the Benefit Days Used are charged to the Lifetime Reserve Day benefit.)

20.5 - These services cannot be paid because your benefits are exhausted at this time.
20.6 - Days used has been reduced by the primary group insurer’s payment.
20.7 - You have (___) day(s) remaining of your 190-day psychiatric limit.

20.8 - Days are being subtracted from your total inpatient hospital benefits for this benefit
period.

20.9 - Services after (mm/dd/yy) cannot be paid because your benefits were exhausted.

20.10 - This service was denied because Medicare only pays up to 10 hours of diabetes
education training during the initial 12-month period. Our records show you have
already obtained 10 hours of training.

20.11 - This service was denied because Medicare pays for two hours of follow up
diabetes education training during a calendar year. Our records show you have already
obtained two hours of training for this calendar year.

20.12- This service was denied because Medicare only covers this service once a lifetime.



20.13 - This service was denied because Medicare only pays up to three hours of medical
nutrition therapy during a calendar year. Our records show you have aready received
three hours of medical nutrition therapy.

20.14 - This service was denied because Medicare only pays two hours of follow-up for
medical nutrition therapy during a calendar year. Our records show you have already
received two hours of follow-up services for this caendar year.

50.21 - Restriction to Coverage
(Rev. 1380, Issued. 11-23-07; Effective: 01-01-08; |mplementation: 01-07-08)

21.1 - Services performed by an immediate relative or amember of the same household
are not covered.

21.2 - The provider of this serviceis not eligible to receive Medicare payments.
21.3 - This provider was not covered by Medicare when you received this service.

21.4 - Services provided outside the United States are not covered. See your Medicare
Handbook for services received in Canada and Mexico.

21.5 - Services needed as a result of war are not covered.

21.6 - Thisitem or serviceis not covered when performed, referred or ordered by this
provider.

21.7 - This service should be included on your inpatient hill.

21.8 - Services performed using equipment that has not been approved by the Food and
Drug Administration are not covered.

21.9 - Payment cannot be made for unauthorized service outside the managed care plan.
21.10 - A surgical assistant is not covered for this place and/or date of service.
21.11 - This service was not covered by Medicare at the time you received it.

21.12 - This hospital service was not covered because the attending physician was not
eligible to receive Medicare benefits at the time the service was performed.

21.13 - This surgery was not covered because the attending physician was not eligible to
receive Medicare benefits at the time the service was performed.

21.14 - Medicare cannot pay for thisinvestigational device because the FDA clinical trial
period has not begun.

21.15 - Medicare cannot pay for thisinvestigational device because the FDA clinical trial
period has ended.

21.16 - Medicare does not pay for thisinvestigational device.
21.17 - Your provider submitted noncovered charges for which you are responsible.
21.18 - Thisitem or service is not covered when performed or ordered by this provider.



21.19 - This provider decided to dropout of Medicare. No payment can be made for this
service, you are responsible for this charge. Under Federal law, your doctor cannot
charge you more than the limiting charge amount.

21.20 - This provider decided to dropout of Medicare. No payment can be made for this
service; you are responsible for this charge.

21.21 - This service was denied because Medicare only covers this service under certain
circumstances.

21.22 - Medicare does not pay for this service because it is considered investigational
and/or experimental in these circumstances.

21.23- Your claimis being denied because the physician noted on the claim has been
deceased for more than 15 months.

21.24- This serviceis not covered for patients over age 60.

50.24 - Fraud and Abuse Section BE INFORMED
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

24.1 - Protect your Medicare number as you would a credit card number.

24.2 - Beware of telemarketers or advertisements offering free or discounted Medicare
items and services.

24.3 - Beware of door-to-door solicitors offering free or discounted Medicare items or
services.

24.4 - Only your physician can order medical equipment for you.

24.5 - Always review your Medicare Summary Notice for correct information about the
items or services you received.

24.6 - Do not sell your Medicare number or Medicare Summary Notice.
24.7 - Do not accept free medical equipment you do not need.

24.8 - Beware of advertisements that read, “Thisitem is approved by Medicare’, or “No
out-of-pocket expenses.”

24.10 - Alwaysread the front and back of your Medicare Summary Notice.

24.11 - Beware of Medicare scams, such as offers of free milk or cheese for your
Medicare number.

24.12 - Read your Medicare Summary Notice carefully for accuracy of dates, services,
and amounts billed to Medicare.

24.13 - Be sure you understand anything you are asked to sign.
24.14 - Be sure any equipment or services you received were ordered by your doctor.



50.27 - Hospice
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

27.1 - Thisserviceis not covered because you are enrolled in a hospice.

27.2 - Medicare will not pay for inpatient respite care when it exceeds five consecutive
days at atime.

27.3 - The physician certification requesting hospice services was not received timely.

27.4 - The documentation received indicates that the general inpatient care level of
services were not necessary for care related to the terminal illness. Therefore, payment
will be adjusted to the routine home care rate.

27.5 - Payment for the day of discharge from the hospital will be made to the hospice
agency at the routine home care rate.

27.6 - The documentation indicates the level of care was at the respite level not the
genera inpatient level of care. Therefore, payment will be adjusted to the routine home
carerate.

27.7 - According to Medicare hospi ce requirements, the hospice e ection consent was not
signed timely.

27.8 - The documentation submitted does not support that your illnessisterminal.

27.9 - The documentation indicates your inpatient level of care was not reasonable and
necessary. Therefore, payment will be adjusted to the routine home care rate.

27.10 - The documentation indicates that the service level of continuous home care was
not reasonable and necessary. Therefore, payment will be adjusted to the routine home
care rate.

27.11 - The provider has billed in error for the routine home care items or services.

27.12- The documentation indicates that your respite level of care exceeded five
consecutive days. Therefore, payment for every day beyond the 5 day will be paid at the
routine home care rate.

27.13 - According to Medicare hospice requirements, this service is not covered because
the service was provided by a non-attending physician.

50.29 - Medicare Secondary Payer (MSP)
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

29.1 - Secondary payment cannot be made because the primary insurer information was
either missing or incomplete.

29.2 - No payment was made because your primary insurer’s payment satisfied the
provider’s hill.



29.3 - Medicare benefits are reduced because some of these expenses have been paid by
your primary insurer.

29.4 - Inthe future, if you send claims to Medicare for secondary payment, please send
them to (carrier MSP address).

29.5 - Our records show that Medicare is your secondary payer. This claim must be sent
to your primary insurer first. (NOTE: Use Add-on message as appropriate.)

29.6 - Our records show that Medicare is your secondary payer. Services provided
outside your prepaid health plan are not covered. We will pay this time only since you
were not previously notified.

29.7 - Medicare cannot pay for this service because it was furnished by a provider who is
not a member of your employer prepaid health plan. Our records show that you were
informed of thisrule.

29.8 - Thisclaim is denied because the service(s) may be covered by the worker’s
compensation plan. Ask your provider to submit aclaim to that plan.

29.9 - Since your primary insurance benefits have been exhausted, Medicare will be
primary on this accident related service.

29.10 - These services cannot be paid because you received them on or before you
received aliability insurance payment for thisinjury or illness.

29.11 - Our records show that an automobile medical, liability, or no-fault insurance plan
is primary for these services. Submit this claim to the primary payer. (NOTE: Use Add-

0N message as appropriate.)

29.12 -Our records show that these services may be covered under the Black

Lung Program. Contact the U.S. Department of Labor, Federal Black Lung Program,
P.O. Box 8302, London, KY 40742-8302 (NOTE: Use >Add-on message as
appropriate).

29.13 - Medicare does not pay for these services because they are payable by another
government agency. Submit this claim to that agency. (NOTE: Use Add-on message as
appropriate.)

29.14 - Medicare s secondary payment is ($ ). Thisisthe difference between the
primary insurer’s approved amount of ($ ) and the primary insurer’s paid amount
of ($ ). (NOTE: Mandated message - This message should print service level
when aMedicare secondary payment is made and the primary insurer’s approved amount
is higher than Medicare’' s approved amount. Do not print when the claim paid amount is
equal to the amount Medicare would pay if services were not covered by athird party
payer. This message should print claim level for MSNs containing claims or adjustments
having the M edicare secondary payment calculated at the claim level.)

29.15 - Medicare' s secondary payment is ($ ). Thisisthe difference between
Medicare' s approved amount of ($ ) and the primary insurer’s paid amount of
% ). (NOTE: Mandated message - This message should print claim service when
aMedicare secondary payment is made and Medicare’ s approved amount is higher than
the primary insurer’s approved amount. Do not print when the claim paid amount is



equal to the amount Medicare would pay if services were not covered by athird party
payer. This message should print claim level for MSNs containing claims or adjustments
having the M edicare secondary payment calculated at the claim level.)

29.16 - Your primary insurer approved and paid ($ ) on thisclaim. Therefore, no
secondary payment will be made by Medicare. (NOTE: Mandated message - This
message should print service level when the primary insurer’ s approved amount is higher
than Medicare' s approved amount and the primary payment is equal to the approved
amount. Do not print on denied service lines. This message should print claim level for
M SNs containing claims or adjustments having the Medicare secondary payment
calculated at the claim level. Print either “claim” or “service” in the message as
applicable. Do not print “claim/service”.)

29.17 - Your provider agreed to accept ($ ) as payment in full on this
(claim/service). Your primary insurer has already paid ($ ) SO Medicare' s payment
isthe difference between the two amounts. (NOTE: Mandated message - This message
should print service level when the provider is obligated to accept less than the Medicare
approved amount. Print the message at the claim level for M SNs containing claims or
adjustments having the Medicare secondary payment calculated at the claim level. Print
either “claim” or “service” in the message as applicable. Do not print “claim/service.”)

29.18 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid the provider. If your primary insurer paid you, then you are responsible to
pay the provider the amount your primary insurer paid to you plus the amount in the
“You May Be Billed” column. (NOTE: Mandated message - This message should print
on al assigned M SP service lines when Medicare secondary payment was made. Print
message on assigned service lines for full recoveries. Do not print on denied service
lines.)

29.19 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount charged and the amount the primary insurer
paid. (NOTE: Mandated message - This message should print on al unassigned M SP
service lines when Medicare secondary payment was made. Print message on unassigned
service lines for full recoveries. Do not print on denied service lines. Do not print when
conditionsin 29.20 or 29.22 are met.)

29.20 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amounts the provider agreed to accept and the
amount the primary insurer paid. (NOTE: This message should print on al unassigned

M SP service lines when the provider is obligated to accept less than the Medicare
approved amount. Do not print on denied service lines.)

29.21 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer made no payment for this service. If your primary insurer did make payment for
this service, the amount you may be billed is the difference between the amount charged
and the primary insurer’s payment. (NOTE: Mandated message - This message should
print on all Medicare disallowed services for which the beneficiary is liable and the



service has been submitted on a claim indicating there has been a primary insurer
payment made.)

29.22 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount the provider can legally charge and the
amount the primary insurer paid. See note (_ ) for thelegal chargelimit. (NOTE: This
message should print on all unassigned M SP service lines when a Medicare secondary
payment is made and the provider has exceeded the limiting charge.)

29.23 - No payment can be made because payment was already made by either worker’s
compensation or the Federal Black Lung Program.

29.24 - No payment can be made because payment was already made by another
government entity.

29.25 - Medicare paid all covered services not paid by other insurer.

29.26 - The primary payer is . (NOTE: Add-on to messages as appropriate
and/or as your system permits.)

29.27 - Y our primary group’s payment satisfied Medicare deductible and coinsurance.

29.28 - Y our responsibility on this claim has been reduced by the amount paid by your
primary insurer.

29.29 - Your provider is alowed to collect atotal of ($ ) on thisclaim. Your
primary insurer paid ($ ) and Medicare paid ($ ). You areresponsible for the
unpaid portion of ($ ).

29.30- ($ ) of the money approved by your primary insurer has been credited to
your Medicare Part B (A) deductible. You do not have to pay this amount.

29.31 - Resubmit this claim with the missing or correct information.

29.32 - Medicare' s secondary payment is ($ ). Thisisthe difference between
Medicare's limiting charge amount of ($ ) and the primary insured’ s paid amount
of ($ ) (NOTE: Mandated message - This message should print service level when
the Medicare secondary payment is the difference between the limiting charge amount
and the primary insurer’ s paid amount.)

29.33 -Your claim has been denied by Medicare because you may have funds set aside
fromyour settlement to pay for your future medical expenses and prescription drug
treatment related to your injury(ies).

NOTE: Pleaserefer to the exhibits for examples of M SP messages.

50.31 - Adjustments
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

NOTE: You must print a least one of the messages in this section for all adjusted claims
shown on the MSN.



31.1- Thisisacorrection to a previously processed claim and/or deductible record.
31.2 - A payment adjustment was made based on a tel ephone review.

31.3 - Thisnotice is being sent to you as the result of areopening request.

31.4 - Thisnoticeis being sent to you as the result of afair hearing request.

31.5 - If you do not agree with the Medicare approved amount(s) and $100 or moreisin
dispute (less deductible and coinsurance), you may ask for ahearing. Y ou must request a
hearing within 6 months of the date of this notice. To meet the limit you may combine
amounts on other claims that have been reviewed. At the hearing, you may present any
new evidence which could affect the decision. Call us at the number in the Customer
Service block if you need more information about the hearing process.

31.6 - A payment adjustment was made based on a PEER review organization regquest.

31.7 - This claim was previously processed under an incorrect Medicare claim number or
name. Our records have been corrected.

31.8 - This claim was adjusted to reflect the correct provider.
31.9 - This claim was adjusted because there was an error in billing.

31.10 - Thisisan adjustment to a previously processed charge (s). This notice may not
reflect the charges as they were originally submitted.

31.11 - The previous notice we sent stated that your doctor could not charge more than
% ). Thisadditional payment allows your doctor to bill you the full amount
charged. (NOTE: Mandated message - This message should print service level, as
appropriate, when limiting charge applies.)

31.12 - The previous notice we sent stated the amount you could be charged for this
service. Thisadditional payment changed that amount. Y our doctor cannot charge you
more than ($ ). (NOTE: Mandated message - This message should print service
level, as appropriate, when limiting charge applies.)

31.13 - The Medicare paid amount has been reduced by ($ ) previously paid for
thisclam. (NOTE: Mandated message - This message should print claim level on all
adjustments for which a partial payment was previously made.)

31.14 - This payment is the result of an Administrative Law Judge’s decision.
31.15 - An adjustment was made based on a redetermination.

31.16 - An adjustment was made based on a reconsideration.

31.17 - Thisisaninternal adjustment. No action isrequired on your part.

31.18 — This adjustment has resulted in an overpayment to your provide/supplier. Y our
provider/supplier has been requested to repay $ to Medicare. Y ou do not have
to pay thisamount. (NOTE: This message shall be used in conjunction with other
messages concerning the claim adjustment and/or limitation of liability. This message
shall not be used aone.

31.19 - If you do not agree with the Medicare approved amount(s), you may ask for a
reconsideration. Y ou must request a reconsideration within 180 days of the date of receipt



of this notice. Y ou may present any new evidence which could affect your decision. Call
us at the number in the Customer Service block if you need more information about the
reconsideration process.

50.34 - Patient Paid/Split Payment
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

34.1 - Of thetotal ($ ) paid on this claim, we are paying you ($ ) because
you paid your provider more than your 20% coinsurance on Medicare approved services.
Theremaining ($ ) was paid to the provider. (NOTE: Mandated message - This
message should print claim level on al assigned claims generating payment to the
beneficiary.)

34.2 - The amount in the “Y ou May Be Billed” column has been reduced by the amount
you paid the provider at the time the services were rendered. (NOTE: Mandated message
- Thismessage should print claim level on all assigned claims with abeneficiary paid
amount that does not exceed coinsurance and deductible and for all unassigned claims
submitted with a beneficiary paid amount.)

34.3 - After applying Medicare guidelines and the amount you paid to the provider at the
time the services were rendered, our records indicate you are entitled to arefund. Please
contact your provider. (NOTE: Mandated message - This message should print claim
level on assigned claims with a split payment to the beneficiary under $1.00.) (NOTE:
Use this message only when your system cannot plug the dollar amount in message 34.8.)

34.4 - We are paying you ($ ) because the amount you paid the provider was more
than you may be billed for Medicare approved charges.

34.5 - The amount owed you is ($ ). Medicare does not routinely issue checks for
amounts under $1.00. Thisamount due will be included in your next check. If you want
this money issued immediately, please contact us at the address or phone number in the
Customer Service Information box.

34.6 - Y our check includes ($ ) which was withheld on a prior claim.

34.7 - This check includes an amount less than $1.00 that was withheld on a prior claim.
(NOTE: Use this message only when your system cannot plug the dollar amount in

message 34.6.)

34.8 - The amount you paid the provider for this claim was more than the required
payment. Y ou should be receiving arefund of ($ ) from your provider, which isthe
difference between what you paid and what you should have paid. (NOTE: Mandated
message - This message should print claim level on assigned claims with a split payment
to the beneficiary under $1.00.)

34.9 - If you aready paid the supplier/provider, the supplier/provider must refund any
amount that exceeds the M edicare approved amount.

50.35 - Supplemental Coverage/Medigap
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)



35.1 - Thisinformation is being sent to your private insurer(s). Send any questions

regarding your benefits to them. (NOTE: Add if possible. “Y our private insurer(s) is/are
)’

35.2 - We have sent your claim to your Medigap insurer. Send any questions regarding

your benefitsto them. (NOTE: Add if possible: “Your Medigap insurer is

)’

35.3 - A copy of thisnotice will not be forwarded to your Medigap insurer because the
information was incomplete or invalid. Please submit a copy of this notice to your
Medigap insurer.

35.4 - A copy of this notice will not be forwarded to your Medigap insurer because your
provider does not participate in the Medicare program. Please submit a copy of this
notice to your Medigap insurer.

35.5 - We did not send this claim to your private insurer. They have indicated no
additional payment can be made. Send any questions regarding your benefits to them.

35.6 - Your supplemental policy is not aMedigap policy under Federal and State law or
regulation. It isyour responsibility to file a claim directly with your insurer.

35.7 - Please do not submit this notice to them (Add-on to other messages as
appropriate.)

50.36 - Limitation of Liability
(Rev. 1380, Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

36.1 - Our records show that you were informed in writing, before receiving the service,
that Medicare would not pay. You are liable for this charge. If you do not agree with
this statement, you may ask for areview.

36.2 - It appears that you did not know that we would not pay for this service, so you are
not liable. Do not pay your provider for this service. If you have paid your provider for
this service, you should submit to this office three things: (1) a copy of this notice, (2)
your provider’s hill, and (3) areceipt or proof that you have paid the bill. Y ou must file
your written request for payment within 6 months of the date of this notice. Future
services of thistype provided to you will be your responsibility.

36.3 - Your provider has been notified that you are due arefund if you paid for this
service. If you do not receive arefund from the provider within 30 days from your
receipt of this notice, please write our office and include a copy of this notice. Y our
provider has the right to appeal this decision, which may change your right to arefund.

36.4 - This payment refunds the full amount you paid to your provider for the services
previously processed and denied. You are entitled to this refund because your provider
did not tell you in writing before providing the service(s) that Medicare would not pay for
the denied service (s). In thefuture, you will have to pay for this service when it is
denied.



36.5 - This payment refunds the full amount you are entitled to for services previously
processed and reduced. Y ou are entitled to this refund because your provider did not tell
you in writing before providing the service (s) that Medicare would approve it at alower
amount. In the future, you will have to pay for the service as billed when it is reduced.

36.6 - Medicare is paying this claim, this time only, because it appears that neither you
nor the provider knew that the service(s) would be denied. Future services of thistype
provided to you will be your responsibility.

36.7- This code is for informational/reporting purposes only. You should not be charged
for this code. If thereis a charge, you do not have to pay the amount.

50.38 - General Information Section
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

38.3 - If you change your address, contact the Social Security Administration by calling
1-800-772-1213.

38.4 - You are at high risk for complications from the flu and it is very important that you
get vaccinated. Please contact your health care provider for the flu vaccine.

38.5 - If you have not received your flu vaccineit is not too late. Please contact your
health care provider about getting the vaccine.

38.6 - January is cervical cancer prevention month.
38.7 - The Pap test is the most effective way to screen for cervical cancer.
38.8 - Medicare helps pay for screening Pap tests once every two years.

38.9 - Colorectal cancer isthe second leading cancer killer in the United States. However,
screening tests can find polyps before they become cancerous. They can also find cancer
early when treatment works best. Medicare helps pay for screening tests. Talk to your
doctor about the screening options that are right for you.

38.10 - Compare the services you receive with those that appear on your Medicare
Summary Notice. If you have questions, call your doctor or provider. If you feel further
investigation is needed due to possible fraud or abuse, call the phone number in the
Customer Service Information Box.

38.11-January is cervical health month. The Pap test is the most effective way to screen
for cervical cancer. Medicare helps pay for screening Pap tests every two years. For more
information on Pap tests, call your Medicare carrier.

38.12-Y our physician participates in the Competitive Acquisition Program for Medicare
Part B drugs (CAP. The drug(s) you received in your physician's office were provided by
an approved CAP vendor. You will receive two separate Medicare Summary Notices



(MSNs). ThisMSN isfrom the Medicare carrier that processes claims for your drug that
came from the approved CAP vendor. Y ou will receive another MSN from the Medicare
carrier that processes claims for your physician, for the administration of the drug(s). If
you appeal the determination for this drug vendor claim, you must send your appeal to
the Medicare carrier address listed on the physician administration MSN, and not this
vendor claim MSN.

38.13 — If you aren’'t due a payment check from Medicare, your Medicare Summary
Notices (MSN) will now be mailed to you on aquarterly basis. You will no longer get a
monthly statement in the mail for these types of MSNs. Y ou will now get a statement
every 90 days summarizing al of your Medicare claims. Y our provider may send you a
bill that you may need to pay before you get your MSN. When you get your MSN, look
to seeif you paid more than the MSN saysisdue. If you paid more, call your provider
about arefund. If you have any questions about the bill from your provider, you should
call your provider.

38.18 - ALERT: Coverage by Medicare will be limited for outpatient physical therapy
(PT), speech-language pathology (SLP), and occupational therapy (OT) services for
services received on January 1, 2006 through December 31, 2007. The limits are $1,740
in 2006 and $1780 in 2007 for PT and SLP combined and $1,740 in 2006 and $1780 in
2007 for OT. Medicare pays up to 80 percent of the limits after the deductible has been
met. These limits don't apply to certain therapy approved by Medicare or to therapy you
get at hospital outpatient departments, unless you are aresident of and occupy a
Medicare-certified bed in a skilled nursing facility. If you have questions, please call 1-
800-MEDICARE.

You have the right to request an itemized statement which details each Medicare item or
service which you have received from your physician, hospital, or any other health
supplier or health professional. Please contact themdirectly, in writing, if you would
like an itemized statement.

Beneficiaries needing or receiving home health care may qualify for the new Home
Health Independence Demonstration and have the freedom to leave home mor e often
while remaining eligible for Medicare home health services. To qualify, you must meet
several criteria, have a permanent disabling condition, and live in Colorado,
Massachusetts, or Missouri.

For more information, ask your home health agency about the "Home Health
Independence Demonstration”; call 1(800) MEDICARE (1-800-633-4227); or visit our
website at: www.cms.hhs.gov/resear cher /'demos/homeheal thindependence.asp

50.39 - Add-On Messages
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

9.3 - Please ask your provider to submit a new complete clamto us. (NOTE: Add-on to
other messages as appropriate.)


http://www.cms.hhs.gov/researchers/demos/homehealthindependence.asp�

9.7 - We have asked your provider to resubmit the claim with the missing or correct
information. (NOTE: Add-on to other messages as appropriate.)

15.16 - Your claim was reviewed by our Medicare staff. (NOTE: Add-on to other
messages as appropriate.)

15.17 - We have approved this service at areduced level. (NOTE: Add-on to other
messages as appropriate.)

16.34 - Y ou should not be billed for thisitem or service. Y ou do not have to pay this
amount. (Add-on to other messages, or use individually as appropriate.)

16.35 - You do not have to pay thisamount. (NOTE: Add-on to other messages as
appropriate.)

16.36 - If you have dready paid it, you are entitled to arefund from this provider.
(NOTE: Add-on to other messages as appropriate.)

16.37 - Please see the back of thisnotice. (NOTE: Add-on to other messages as you feel
appropriate.)

16.45 - You cannot be billed separately for thisitem or service. Y ou do not haveto pay
this amount.

25.2 - You can be billed only 20% of the charges that would have been approved.
(NOTE: Add-on to 25.1 for assigned claims.)

29.26 - The primary payer is . (NOTE: Add-on to other messages as
appropriate.)
35.7 - Please do not submit this notice to them (add-on to other messages as appropriate).

29.31 - Resubmit this claim with the missing or correct information.

50.40- Mandated Messages
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

14.7 - Thisserviceis paid at 100% of the Medicare approved amount. (NOTE: Mandated
message - This message must appear on all service lines paid at 100% of the Medicare
approved amount.)

16.11 - Payment was reduced for late filing. Y ou cannot be billed for the reduction.
(NOTE: Mandated message - This message must print on all service lines subject to the
10% reduction.)

16.12 - Outpatient mental health services are paid at 50% of the approved charges.
(NOTE: Mandated message - This message must print on all service lines subject to the
outpatient psychiatric reduction.)

16.33 - Your payment includes interest because M edicare exceeded processing time
limits. (NOTE: Mandated message - This message must print claim level if interest is
added into the beneficiary payment amount for unassigned or split pay claims.)



20.4 - (_) of the Benefit Days Used were charged to your Lifetime Reserve Day benefit.
(NOTE: Mandated message - This message must be printed claim level when all or a
portion of the Benefit Days Used are charged to the Lifetime Reserve Day benefit.)

22.1 - Your claim was separated for processing. The remaining services may appear on a
separate notice. (NOTE: Mandated message - This message must print claim level on dll
split claims, including the original and replicate claim.)

29.14 - Medicare' s secondary payment is ($ ). Thisisthe difference between the
primary insurer’s approved amount of ($ ) and the primary insurer’s paid amount
of ($ ). (NOTE: Mandated message - This message should print service level
when a Medicare secondary payment is made and the primary insurer’s approved amount
is higher than Medicare’' s approved amount. Do not print when the claim paid amount is
equal to the amount Medicare would pay if services were not covered by athird party
insurer. This message should print claim level for MSNs containing claims or
adjustments having the Medicare secondary payment calculated at the claim level.)

29.15 - Medicare' s secondary payment is ($ ). Thisisthe difference between
Medicare' s approved amount of ($ ) and the primary insurer’s paid amount of

6 ). (NOTE: Mandated message - This message should print service level when a
Medicare secondary payment is made and Medicare’ s approved amount is higher than the
primary insurer’ s approved amount. Do not print when the claim paid amount is equal to
the amount Medicare would pay if services were not covered by athird party payer. This
message should print claim level for M SNs containing claims or adjustments having the
Medicare secondary payment calculated at the claim level.)

29.16 - Your primary insurer approved and paid ($ ) on thisclam. Therefore, no
secondary payment will be made by Medicare. (NOTE: Mandated message - This
message should print service level when the primary insurer’ s approved amount is higher
than Medicare’ s approved amount and the primary payment is equal to the approved
amount. Do not print on denied servicelines. This message should print clam level for
M SN containing claims or adjustments having the Medicare secondary payment
calculated at the claim level. Print either “claim” or “service” in the message as
applicable. Do not print “claim/service.”)

29.17 - Your provider agreed to accept ($ ) as payment in full on this
(claim/service). Your primary insurer has aready paid ($ ) SO Medicare' s payment
is the difference between the two amounts. (NOTE: Mandated message - This message
should print service level when the provider is obligated to accept |ess than the Medicare
approved amount. Print the message at the claim level for M SNs containing claims or
adjustments having the Medicare secondary payment calculated at the claim level. Print
either “claim” or “service” in the message as applicable. Do not print “claim/service.”)

29.18 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid the provider. If your primary insurer paid you, then you are responsible to
pay the provider the amount your primary insurer paid to you plus the amount in the
“You May Be Billed” column. (NOTE: Mandated message - This message should print
on al assigned M SP service lines when Medicare secondary payment was made. Print
message on assigned service lines for full recoveries. Do not print on denied service
lines.)



29.19 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount charged and the amount the primary insurer
paid. (NOTE: Mandated message - This message should print on al unassigned M SP
service lines when Medicare secondary payment was made. Print message on unassigned
service lines for full recoveries. Do not print on denied service lines. Do not print when
conditionsin 29.20 or 29.22 are met.)

29.20 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amounts the provider agreed to accept and the
amount the primary insurer paid. (NOTE: This message should print on al unassigned

M SP service lines when the provider is obligated to accept less than the Medicare
approved amount. Do not print on denied service lines.)

29.21 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer made no payment for this service. If your primary insurer did make payment for
this service, the amount you may be billed is the difference between the amount charged
and the primary insurer’s payment. (NOTE: Mandated message - This message should
print on all Medicare disallowed services for which the beneficiary is liable and the
service has been submitted on a claim indicating there has been a primary insurer
payment made.)

29.22 - The amount listed in the “You May Be Billed” column assumes that your primary
insurer paid you. If your primary insurer paid the provider, then you only need to pay the
provider the difference between the amount the provider can legally charge and the
amount the primary insurer paid. See note (_ ) for thelegal charge limit. (NOTE: This
message should print on all unassigned M SP service lines when a Medicare secondary
payment is made and the provider has exceeded the limiting charge.)

29.32 - Medicare' s secondary payment is ($ ). Thisisthe difference between
Medicare's limiting charge amount of ($ ) and the primary insurer’s paid amount of
% ). (NOTE: Mandated message - This message should print service level when
the Medicare secondary payment is the difference between the limiting charge amount
and the primary insurer’ s paid amount.)

30.3 - Your doctor did not accept assignment for this service. Under Federal law, your
doctor cannot charge more than ($ ). If you have aready paid more than this
amount, you are entitled to arefund from the provider. (NOTE: This message should
print on all assigned service lines for which the billed amount exceeds the Medicare
limiting charge. Do not print when the amount the limiting charge is exceeded is less
than any threshold established by CMS.)

34.3 - After applying Medicare guidelines and the amount you paid to the provider at the
time the services were rendered, our records indicate you are entitled to arefund. Please
contact your provider. (NOTE: Mandated message - This message should print on
assigned claims with a split payment to the beneficiary under $1.00.)

31.11 - The previous notice we sent stated that your doctor could not charge more than
% ). Thisadditional payment allows your doctor to bill you the full amount



charged. (NOTE: Mandated message - This message should print claim level, as
appropriate, when limiting charge applies.)

31.12 - The previous notice we sent stated the amount you could be charged for this
service. Thisadditional payment changed that amount. Y our doctor cannot charge you
more than ($ ). (NOTE: Mandated message - This message should print claim
level, as appropriate, when limiting charge applies.)

31.13 - The Medicare paid amount has been reduced by ($ ) previously paid for
thisclam. (NOTE: Mandated message - This message should print claim level on all
adjustments for which a partial payment was previously made.)

321-(% ) of this payment has been withheld to recover a previous overpayment.
(NOTE: Mandated message - This message should print claim level when the beneficiary
check amount is reduced to recover a previous overpayment. Fill in the blank with the
amount withheld on the claim at issue.)

34.1 - Of thetotal ($ ) paid on this claim, we are paying you ($ ) because
you paid your provider more than your 20% coinsurance on Medicare approved services.
Theremaining ($ ) was paid to the provider. (NOTE: Mandated message - This
message should print claim level on all assigned split pay clams.)

34.2 - Theamount in the*Y ou May Be Billed” column has been reduced by the amount
you paid the provider at the time the services were rendered. (NOTE: Mandated message
- This message should print claim level on all assigned claims with a beneficiary paid
amount that does not exceed coinsurance and deductible and for all unassigned claims
submitted with a beneficiary paid amount.)

34.3 - After applying Medicare guidelines and the amount you paid to the provider at the
time the services were rendered, our records indicate you are entitled to arefund. Please
contact your provider. (NOTE: Mandated message - This message should print claim
level on assigned claims with a split payment to the beneficiary under $1.00.)

34.8 - The amount you paid the provider for this claim was more than the required
payment. Y ou should be receiving arefund of ($ ) from your provider, whichis
the difference between what you paid and what you should have paid. (NOTE: Mandated
message - This message should print claim level on assigned claims with a split payment
to the beneficiary under $1.00.)

37.1 - This approved amount has been applied toward your deductible. (NOTE:
Mandated message - This message should print on each service line with the total
approved amount applied to the deductible.)

372-(% ) of this approved amount has been applied toward your deductible.
(NOTE: Mandated message - This message should print on each service line with a
portion of the approved amount applied to the deductible.)

37.3- (% ) was applied to your inpatient deductible. (NOTE: Mandated message -
This message should print on al Part A lineitemswith al, or aportion of the approved
amount applied to the inpatient deductible.)



Print the following messages in the “ Deductible Information Section” as appropriate.
Print all messages that apply. There must be at |east one message printed in the
deductible section for all MSNs.

37.9 - You have now met ($ ) of your ($ ) Part B deductible for (year).

37.10 - You have now met ($ ) of your ($ ) Part A deductible for this
benefit period.

37.11 - You have met the Part B deductible for (year).

37.12 - Y ou have met the Part A deductible for this benefit period.
37.13 - You have met the blood deductible for (year).

37.14- You havemet ($____ ) pints of your blood deductible.

50.43 - Demonstration Project
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

60.1 - In partnership with physicians in your area, isparticipatingin a
M edicare demonstration project that uses asimplified payment method to combine all
hospital and physician care related to your hospital service.

60.2 - The total Medicare approved amount for your hospital serviceis ($ ).

$ ) isthe Part A Medicare amount for hospital services and ($ ) isthe Part
B Medicare amount for physician services (of which Medicare pays 80 percent). You are
responsible for any deductible and coinsurance amounts represented.

60.3 - Medicare has paid ($ ) for hospital and physician services. Your Part A
deductibleis ($ ). Your Part A coinsuranceis ($ ) Your Part B coinsurance
is($ ).

60.4 - This claim is being processed under a demonstration project.

60.5 - This claim is being processed under a demonstration project. If you would like
more information about this project, please contact 1-888-289-0710.

60.6 - A claim has been submitted on your behalf indicating that you are participating in
the Medicare Coordinated Care Demonstration project. However, our records indicate
that you are not currently enrolled or your enrollment has not yet been approved for the
demonstration.

60.7 - A claim has been submitted on your behalf indicating that you are participating in
the Medicare Coordinated Care Demonstration project. However, our records indicate
that either you have terminated your e ection to participate in the demonstration project
or the dates of service are outside the demonstration participation dates.

60.8 - The approved amount is based on the maximum allowance for this item under the
DMEPOS Competitive Bidding Demonstration.



60.9 - Our records indicate that this patient began using this service(s) prior to the current
round of the DMEPOS Competitive Bidding Demonstration. Therefore, the approved
amount is based on the alowance in effect prior to this round of bidding for this item.

60.10 - Even though this service is being paid in accordance with the rules and guidelines
under the Competitive Bidding Demonstration, future claims may be denied when this
item is provided to this patient by a non-demonstration supplier. If you would like more
information regarding this project, you may contact 1-888-289-0710.

60.11-This payment is being retracted because the services provided are covered under a
demonstration project in which the hospital receives payment for all physician and
hospital servicesrelated to this admission. The provider should seek reimbur sement
directly from the hospital where the care was provided. Any deductible or coinsurance
paid by you or your supplemental insurer (including Medicaid) for these services should
be returned by the provider.

60.12- Your co-payment under this demonstration is the lesser of 20% of the Medicare
allowed amount or 20% of the allowed amount under your drug discount card.

60.13- This claimis being processed under a demonstration project. Services cannot be
covered because you do not reside in one of the demonstration area.

60.14-This claimis being processed under a demonstration project. Services cannot be
covered because your doctor does not have a practice in one of the demonstration areas.

60.15- Beginning April 1, 2005 through March 31, 2007, Medicare will cover additional
chiropractic services. For more information, talk to your chiropractor, call 1-800-
MEDICARE, or go to http://www.cms.hhs.gov/resear cher ’demos/eccs/default.asp .

90.5 - Numero/Nombre/lInscripcion
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

5.1 - Nuestros archivos indican que usted no esta cubierto(a) bajo el nimero de Medicare
en estanotificacion. Si usted no esté de acuerdo, comuniquese con la oficinadel Seguro
Social.

5.2 - El nombre o nimero de Medicare es incorrecto o fue omitido. Por favor, revise su
tarjetade Medicare. Si lainformacion en esta notificacion es diferente ala de su tarjeta,
comuniquese con € proveedor del servicio.

5.3 - Nuestros archivos indican que la fecha de fallecimiento fue antes de lafecha del
Servicio.

5.4 - Si usted cambia el cheque adjunto, usted esta legalmente obligado a pagar por estos
servicios. Si usted no desea asumir esta obligacion, favor de devolvernos este cheque.

5.5 - Nuestros archivos indican que usted no teniala Parte A (B) cuando recibi6 éstos
servicios. Si usted no esta de acuerdo favor de llamar a nimero de Servicios a Cliente
indicado en esta notificacion.



5.6 - El nombre o niumero de Medicare esincorrecto o fue omitido. Pidale a su proveedor
de servicios que use e nombre y nimero indicados en esta notificacion para futuras
reclamaciones.

5.7- Medicare no puede pagar por este articulo 0 servicio porgue, en la fecha en quelo
recibid, usted no estaba legalmente en los Estados Unidos.

90.7 - Duplicados
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

7.1 - Este es un duplicado de un cargo previamente sometido.

7.2 - Este es un duplicado de una reclamacion procesada por otro contratista de Medicare.
Usted debe recibir un Resumen de Medicare de €llos.

7.3 - Este servicio/articulo es un duplicado de otro servicio procesado previamente. No
tiene derechos de apelacién por la denegacion de este servicio, excepto si cuestiona que
este servicio es un duplicado. Haga caso omiso alainformacion sobre apelaciones en esta
notification, en relacion a sus derechos de apel acion, a menos que esté apelando si €
servicio fue duplicado.

7.4- Lareclamacién por € cargo cobrado fue denegada porque se envié después del
tiempo permitido.

7.7 - Sumédico €ligio participar en € Programa de Adquisicion Competitiva para estas
medicinas. Las reclamaciones para estas medicinas deben ser facturadas por €l
distribuidor de medicinas adecuado y no por su médico.

7.8 — Sumédico ha elegido participar en el Programa de Adquisicion Competitiva (CAP,
por sus siglas en inglés) paralas medicinas cubiertas por la Parte B de Medicare.

Medicare no puede pagar por € suministro de las medicinas cobradas porque estas
medicinas no estan disponibles del vendedor CAP.

90.8 - Equipo Médico Duradero
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

8.1 - Su suplidor es responsable por € servicio y reparacion de su equipo alquilado.

8.2 - Para usted poder recibir un pago de Medicare, debid obtener una receta médica
antes de alquilar o comprar este equipo.

8.3 - Este equipo no esta cubierto ya que su uso primario no es por razones médicas.

8.4 - Medicare no paga por equipo que esigual o similar a equipo que usted esta usando
actuamente.

8.5 - Equipo alquilado que no es necesario ni usado, no esta cubierto.

8.6 - Hemos hecho un pago parcia porque la cantidad permitida de compra ha sido
alcanzada. No se pagaran gastos de alquiler adicionales.



8.7 - Este equipo esta cubierto solamente cuando es a quilado.

8.8 - Este equipo esta cubierto solamente cuando es comprado.

8.9 - El pago se redujo por la cantidad ya pagada por e alquiler de este equipo.
8.10 - El pago estaincluido en la cantidad aprobada por otro equipo.

8.11 - Lacantidad de compra hasido alcanzada. Si usted contintia alquilando esta pieza
de equipo, los cargos por aquiler son su responsabilidad.

8.12 - La cantidad aprobada esta basada en |a cantidad de oxigeno recetada por €
medico.

8.13 - Pagos mensuales por aquiler pueden hacerse hasta 15 meses desde €l primer mes
de alquiler o hasta que el equipo no sea necesario, |0 que ocurra primero.

8.14 - Su suplidor debe proveer y dar servicio a equipo por € tiempo que sea hecesario.
Medicare pagara por e mantenimiento y/o servicio por cada periodo de 6 meses después
defindizar €l pago 15 del aquiler.

8.15 - Mantenimiento y/o servicio de este articulo no esta cubierto hasta 6 meses después
definaizar € pago 15 de aquiler.

8.16 - La cantidad mensua permitidaincluye el pago por oxigeno y sus articulos.
8.17 - El pago por este articulo estaincluido en la cantidad del pago mensual de aquiler.

8.18 - Este pago se denegd porque € suplidor no obtuvo la orden por escrito del médico
antes de entregar € articulo.

8.19 - Los impuestos de venta fueron incluidos en la cantidad aprobada por este articulo.
8.20 - Medicare no paga por este equipo o articulo.

8.21 - Este articulo no puede ser pagado sin obtener un certificado de necesidad meédica
nuevo, revisado o renovado.

8.22 - No se pueden hacer mas pagos porque €l costo de las reparaciones haigualado el
precio de compra de este articulo.

8.23 - No se puede hacer € pago debido aque € articulo hallegado a limite de 15
meses. Pagos separados se pueden hacer por mantenimiento y reparaciones cada 6
Meses.

8.24 - Lareclamacion no demuestra que usted es duefio o esté comprando equipo que
necesite estas piezas 0 suministros.

8.25 - El pago no se hara hasta que usted le diga al suplidor si usted desea alquilar o
comprar €l equipo.

8.26 - Empezando € cuarto mes de alquiler los pagos se reducen en 25%.

8.27 - Los pagos de alquiler se limitan a 13 pagos porque usted decidioé comprar €
equipo.

8.28 - El mantenimiento, servicio, reemplazo o reparacion de este articulo no esta
cubierto.



8.29 - El pago se autoriza para el mecanismo que levantalasilla, no paralasilla
completa.

8.30 - Este articulo no esta cubierto debido que el médico no llend € certificado de
necesidad médica.

8.31 - El pago fue denegado porgque examenes de gas en la sangre no pueden ser
administrados por un suplidor de equipo meédico duradero.

8.32 - Este articul o se puede alquilar por 2 meses solamente. Debe ser comprado si 10
necesita por mas tiempo.

8.33 - Este es @ penultimo pago por este articulo.
8.34 - Este es el Ultimo pago por este articulo.
8.35 - Este articulo no esta cubierto cuando € oxigeno no esta en uso.

8.36 - El pago se denegd debido a que € certificado de necesidad médica en nuestros
archivos no estaba en efecto en lafecha de este servicio.

8.37 - Un formulario de re-certificacion fue enviado a su médico.
8.38 - Este articul o debe ser alquilado por 2 meses antes de comprarlo.

8.39 - Este es el décimo mes de pago por alquiler. Su suplidor e debe ofrecer 1a opcidn
de cambiar el acuerdo de alquiler a un acuerdo de compra.

8.40 - Hemos pagado anteriormente por la compra de este articulo.

8.41 - El pago por la cantidad de oxigeno suplido ha sido reducido o denegado debido a
gue € limite mensua ha sido acanzado.

8.42 - Equipo listo para usar en caso de necesidad no esté cubierto.

8.43 - El pago fue denegado debido que el equipo no puede proveer los litros por minuto
recetados por su médico.

8.44 - El pago fue basado en un articulo corriente debido que lainformacion recibida no
demostro la necesidad para usar uno de lujo 0 més costoso.

8.45 - Los pagos paralas sillas de ruedas el éctricas son permitidos si ladecision de
comprafue hechaen e primer o décimo mes de alquiler.

8.46 - El pago fue incluido en otro articulo o servicio proporcionado a mismo tiempo.

8.47 - Medicare no pagara por suministros o accesorios usados con equipo que no esta
cubierto.

8.48 - El pago de este medicamento ha sido denegado porque la necesidad de este equipo
no ha sido demostrada.

8.49 - El pago ha sido reducido porque parte de este articul o fue pagado en otra
reclamacion.

8.50 - Medicare no puede pagar por estamedicina o por e equipo debido a que nuestros
expedientes no muestran que su suplidor esta autorizado para distribuir medicinas, Yy, por
lo tanto, no puede asegurar la seguridad y efectividad de lamedicinao del equipo. En €



futuro, s usted desea que Medicare pague por estamedicina, usted debe obtener la
medicina por una farmacia autorizada.

8.51 - Usted no es responsabl e de ninguin cargo adicional como resultado de obtener un
articulo de lujo 0 més costoso.

8.52 - Usted firmé una Notificacion Previaa Beneficiario. Usted es responsable de la
diferencia entre e costo del articulo de lujo 0 méas costoso y e pago de Medicare.

8-53 - Este articulo/servicio fue denegado porgue lainformacion del articulo/servicio de
lujo 0 més costoso erainvaida

8.54 - S € suplidor hubiera sabido que Medicare no pagaria por los articulos o
servicios negados y no le informo por escrito, antes de proveerle los articulos o servicios,
gue Medicare probablemente negaria €l pago, usted podria tener derecho a recibir un
reembolso por cualquier cantidad que pagd. Sn embargo, s €l suplidor pide una
revision de esta reclamacién en 30 dias, un reembolso no es requerido hasta que
completemos nuestra revision. S usted pago por este servicio y no escucha nada sobre
un reembolso en 30 dias, comunigquese con su suplidor.

8.56- Medicare no puede procesar esta reclamacion debido a que ya le habiamos
notificado que usted debe usar un suplidor autorizado por Medicare, al cual le hemos
asignado un numero de identificacion.

8.59- Las Empresas Regionales de Equipo Médico Duradero pagan por los
medicamentos Epoetina Alfa y Darbepoetina Alfa solo a pacientes del Método |1 de
didlisis con enfermedad renal en etapa final que estan confinados al hogar.

8.60 - El pago fue denegado debido a que nuestros expedientes no muestran una estadia
0 cirugia en un hospital para el suministro del equipo médico duradero (DME, por sus
siglasen inglés) o protesis.

8.61 - Este suplidor no se encuentra en su area de oferta competitiva pero tiene que usar
el mismo costo que un suplidor en su area. Este suplidor no le puede cobrar mas del
20% del costo de oferta y algun deducible que deba.

8.62- Este suplidor no se encuentra en su area de oferta competitiva, pero esta en un
area de oferta competitiva distinta. Este suplidor no gand un contrato bajo la oferta
competitiva nacional, por lo tanto no puede cobrarle por este articulo. Usted debe usar
un suplidor que gand un contrato para esa area.

8.63- Este suplidor no se encuentra en su area de oferta competitiva sino que esta en un
area de oferta competitiva distinta. Este suplidor gané un contrato en su area bajo la
oferta competitiva nacional. El suplidor debe usar e costo de la oferta de su area como
pago completo y no le puede cobrar mas del 20% del costo de oferta para su area 'y
algun deducible que deba.

8.64 - Los pagos mensuales por alquiler pueden hacerse hasta 13 meses contando desde
el mes que usted hizo el primer pago o hasta que usted no necesite mas el equipo, lo que
ocurra primero. Después de 13 meses de pago por € alquiler, su suplidor le debe
transferir € titulo de propiedad de este equipo a usted.



8.65 - Medicare pagara por €l mantenimiento y/o servicio que sea médicamente
necesario, seguin su necesidad, después de que pasen y pague por 13 meses de alquiler.

8.66 - Medicare ha pagado por 36 meses de alquiler para su equipo de oxigeno. Su
suplidor le debe transferir € titulo de este equipo a usted. No se haran mas pagos por €l
alquiler. Continuaremos pagando por la entrega de la materia de oxigeno, segiin sea
apropiado, y por el mantenimiento necesario de su equipo.

8.67 - Medicare ya ha pagado por 36 meses de alquiler para su equipo de oxigeno. El
suplidor le debe haber transferido €l titulo del equipo a usted. El suplidor no debe
recaudarle mas dinero por este equipo y debe reembolsarle cualquier dinero que usted
haya pagado.

8.68- Medicare pagara €l alquiler de su oxigeno por 36 meses (0 hasta que usted no
necesite mas el equipo). Después de que Medicare haga 36 pagos, su suplidor le
transferira €l titulo de propiedad y usted sera el duefio del equipo.

8.69- Medicare pagara por e mantenimiento y servicio de su equipo de oxigeno. Esto
empezara 6 meses después de que el suplidor le transfiera  titulo de propiedad del
equipo a usted.

90.11 - Reclamaciones Transferidas
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

11.1 - Su reclamacion fue enviada al contratista de Medicare apropiado para ser
procesada. Usted recibira una notificacion de ellos.

(NOTE: Usefor carriers, intermediaries, RRB, United Mine Workers.)

11.2 - Estainformacion se esta enviando aMedicaid. Elloslarevisaran paraver s
beneficios adicionales pueden ser pagados.

11.3 — Nuestros archivos muestran que usted esta inscrito en un plan de salud Medicare.
Su proveedor debe facturarle este servicio al plan.

11.4 - Nuestros archivos muestran que usted esta inscrito en un plan de salud Medicare.
Su reclamacion fue enviada al plan para procesarla.

11.5 - Estareclamacion debe ser sometida a (agencia de seguros de Medicare Parte B,
agenciaregional de seguros para equipo médico duradero o agenciade Medicaid).

11.6 - Le hemos pedido a su proveedor que resometa esta reclamacion ala agenciade
seguros de Medicare Parte B (intermediario) correspondiente. Dicha agencia de seguros
de Medicare Parte B es ( nombre y direccion de la agencia de seguros de Medicare Parte
B, intermediario, o agenciaregiona de seguros para de equipo médico duradero, etc.).

11.7 - Estareclamacién/servicio no se paga bajo nuestra juridiccion de reclamaciones.
Le hemos notificado a su proveedor que debe enviar lareclamacién/servicio alaagencia
de seguros de Medicare Parte B apropiada para ser procesada.

11.9 - Estareclamacién/servicio no se paga bajo nuestrajuridiccion de reclamaciones.
Le hemos notificado a su proveedor que debe enviar lareclamacion por estos servicios a



la Junta de Retiro Ferroviario (RRB, por sus siglas en inglés), agencia de seguros de
Medicare Parte B.

11.10 - Le hemos identificado como un beneficiario de la Junta de Retiro Ferroviario
(RRB, por sus siglas en inglés), agencia de seguros de Medicare Parte B. Usted debe
enviar su reclamacion por estos servicios para que sea procesada a la Junta de Retiro
Ferroviario (RRB, por sus siglas en inglés), agencia de seguros de Medicare Parte B
Palmetto GBA, PO Box 10066, Augusta, GA 30999.

90.13 - Instalacién de Enferemeria Especializada
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

13.1 - No se demostraron fechas aprobadas de estadia en el hospital para una estadiaen
esta instalacion de enfermeria especializada.

13.2 - Los beneficios de unainstalacion de enfermeria especializada son obtenibles
solamente después de una estadia en € hospital de por lo menos 3 dias.

13.3 - Lainformacion proporcionada no confirma la necesidad de una estadia en una
instalacion de enfermeria especializada.

13.4 - Lainformacion proporcionada no confirma la necesidad de continuar |os servicios
de cuidado de unainstalacion de enfermeria especializada.

13.5 - Usted no fue ingresado en unainstalacion de enfermeria especializada dentro de
los 30 dias después de ser dado de altaen el hospital.

13.6 - Los beneficios de cuidado primario en unainstalacion de enfermeria especiaizada
rural son obtenibles después de una estadia de hospital de por lo menos 2 dias.

13.7 - Normamente, servicios de cuidado de salud no estan cubiertos cuando son
proporcionados en una cama que no esta certificada por Medicare. Sin embargo, como
usted recibi6 servicios de cuidado de salud que si estaban cubiertos, decidimos que no
tiene que pagarle alainstitucion nada mas que el seguro complementario y los articulos y
servicios que Medicare no cubre.

13.8 - Lainstalacion de enfermeria especializada (SNF, por sus siglas en inglés) debe
archivar una reclamacion para beneficios de M edicare porque usted estaba hospitalizado.

13.9 - Medicare Parte B no paga por este articulo o servicio ya que nuestros expedientes
indican que usted estaba en unainstal acion de enfermeria especializada (SNF, por sus
siglas eninglés) en estafecha. Su proveedor debe cobrarle este servicio alainstalacion
de enfermeria especializadao a e intermediario fiscal.

13.10 - La Parte B de Medicare no paga por articulos o servicios provistos por este tipo
de médico ya que nuestros expedientes indican que usted estaba recibiendo beneficios de
la Parte A de Medicare en una institucion de enfermeria especializada en esta fecha.

13.11- Sololequedan __ delos 100 dias por este periodo de beneficios de cuidado en
un centro de enfermeria especializada.



90.15 - Necesidad Médica
(Rev. 1380, Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

15.1 - Lainformacion proporcionada no confirma la necesidad de esta cantidad de
servicios o articul os.

15.2 - Lainformacién proporcionada no confirma la necesidad para este equipo.

15.3 - Lainformacion proporcionada no confirma la necesidad para las caracteristicas
especiaes de este equipo.

15.4 - Lainformacion proporcionada no confirma la necesidad para este servicio o
articulo.

15.5 - Lainformacion proporcionada no confirma la necesidad por servicios similares por
mas de un médico durante e mismo periodo.

15.6 - Lainformacion proporcionada no confirma la necesidad de estos servicios o
articulos en este periodo de tiempo.

15.7 - Lainformacion proporcionada no confirma la necesidad de mas de unavisitaa
dia.

15.8 - Lainformacion proporcionada no confirma el nivel de servicios segun indicado en
la reclamacion.

15.9 - La Organizacion parael Megoramiento de la Calidad no aprobo este servicio.
15.10 - Medicare no paga por més de un asistente de cirujano para este procedimiento.
15.11 - Medicare no paga por € asistente del cirujano por este procedimiento/cirugia.
15.12 - Medicare no paga por dos cirujanos para este procedimiento.

15.13 - Medicare no paga por un equipo de cirujanos para este procedi miento.

15.14 - Medicare no paga por acupuntura.

15.15 - El pago se redujo debido a que lainformacién recibida no confirma la necesidad
para este articulo como fue facturado.

15.16 - Su reclamacion fue revisada por nuestro personal médico.
15.17 - Hemos aprobado este servicio con un indice de pago reducido.
15.18 - Medicare no cubre este servicio en su casa.

15.19- UnaPolitica Local de Revision Médica (LMRP, por sus siglas en inglés) o una
Determinacion de Cobertura Local (LCD, por sus siglas en inglés) fue utilizada cuando
setomo estadecision. LaPoliticaLocal de Revision Médicay la Determinacion de
Cobertura Local proveen unaguia que ayuda a determinar si un articulo o servicio en
particular esta cubierto por Medicare. Una copia de esta politica esta disponible en su
intermediario 0 su empresa de seguros Medicare local a |lamar a nimero que aparece en
la seccion de Servicios a Cliente en la pagina uno. Usted puede comparar |os datos de su



caso con las reglas establecidas en la PoliticaLocal de Revision Médicay en la
Determinacion de Cobertura Local paraver si obteniendo informacion adiciona de su
meédico pudiera cambiar nuestra decision

15.20 - Las siguientes politicas [afadir los#s de LMRP/LCD, por sussiglaseninglésy
los #s de NCD, por sus siglas en inglés] fueron utilizadas cuando se tomd esta decision.

15.21 Lainformacion proporcionada no justifica la necesidad de esta cantidad de
servicios o articulos en este periodo de tiempo pero usted no tiene que pagar esta
cantidad.

15.22 Lainformacion proporcionada no justifica la necesidad de esta cantidad de
servicios o articulos en este periodo de tiempo por |o cual Medicare no pagara por este
articulo o servicio.

90.16 - Miscelaneo
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

16.1 - Este servicio no puede ser aprobado debido que lafecha en lareclamacién indica
gue fue facturado antes del servicio.

16.2 - Este servicio no se puede pagar cuando es suministrado en esta sitio/facilidad.
16.3 - Lareclamacién no muestra que € servicio o articulo fue recetado por su médico.

16.4 - Este servicio requiere aprobacion de la Organizacion parael Meoramiento dela
Calidad.

16.5 - Este servicio no se aprobara sin € plan de tratamiento por €l terapista ocupacional
o fisico.

16.6 - Este articulo o servicio no se pagaraa menos de que & proveedor acepte
asignacion.

16.7 - Su proveedor debe completar y someter su reclamacion.

16.8 - El pago fue incluido en otro servicio recibido el mismo dia.

16.9 - Este pago ha sido reducido por la cantidad previamente pagado por un
procedimiento relacionado.

16.10 - Medicare no paga por este articulo o servicio.

16.11 - El pago fue reducido por enviar lareclamacion tarde. A usted no le pueden
cobrar esta reduccion.

16.12 - Servicios de salud mental como paciente externo se pagan al 50% del costo
aprobado.

16.13 - El/los codigo(s) que uso su proveedor no es/son vaido(s) en lafechade servicio
facturada.

16.14 - El cheque adjunto reemplaza su cheque (# ), fechado ( )



16.15 - El cheque adjunto reemplaza su cheque anterior.
16.16 - De acuerdo a su solicitud, éste es un duplicado del Resumen de Medicare.

16.17 - Medicare no paga por este servicio cuando no es proporcionado conjuntamente
con una alimentacion parenteral total.

16.18 - Servicio proporcionado antes de |a fecha autorizada para comenzar unaterapiade
alimentacion parenteral/nasogastrica no esta cubierto.

16.19 - La cantidad aprobada para esta alimentaci én parenteral/nasogastrica esta basada
en un nivel de més bajo de cuidado por lanaturaleza del diagnostico indicado.

16.20 - El pago aprobado por calorias-gramos es la cantidad mayor que Medicare aprueba
segun establecido en |a prueba diagnostica.

16.21 - El cddigo de procedimiento fue cambiado parareflgjar 10s servicios actuales
rendidos.

16.22 - Medicare no paga por servicios cuando la cantidad a cobrar no seindica.

16.23 - Este cheque es por la cantidad en exceso que usted pago para aplicar aun
sobrepago anterior.

16.24 - Servicios proporcionados abordo de un barco son cubiertos solamente cuando €l
barco esta registrado en los Estados Unidos y esta en aguas territotiales de | os Estados
Unidos. Ademas, el servicio debe ser proporcionado por un médico con licencia para
practicar en los Estados Unidos.

16.25 - Medicare no paga por tantos servicios 0 suministros.

16.26 - Medicare no paga por servicios o articul os relacionados con procedimientos que
no han sido aprobados ni facturados.

16.27 - Este servicio no esta cubierto porgque nuestros archivos indican que usted estaba
recluido en & hospital.

16.28 - Medicare no paga por servicios o equipo que usted no recibio.

16.29 - El pago fue incluido en otro servicio que usted recibio.

16.30 - Hemos combinado |os servicios facturados bajo un solo procedimiento.
16.31 - Es su responsabilidad pagar al médico primario € costo mensual acordado.
16.32 - Medicare no paga este servicio por separado.

16.33 - Su pago incluye interéses debido a que Medicare excedio € tiempo limite para
procesar lareclamacion.

16.34 - Usted no deberia ser facturado por este servicio. Usted es responsable solamente
por cualquier cantidad del deducible o coseguro que aparece bajo la columna titulada
‘Podria Ser Facturado’

16.35 - Usted no tiene que pagar esta cantidad.
16.36- S usted ya lo ha pagado, tiene derecho a un reembolso de su proveedor.
16.37 - Por favor veaa dorso de esta notificacion.



16.38 - No seincurre en cargos por dias de ausencia.

16.39 - Solamente un proveedor a mes puede ser pagado por este servicio. Yaseleha
pagado a otro proveedor por este servicio.

16.40 - Solamente un servicio al dia por paciente interno es aprobado.

16.41 - El pago se esta denegando porque usted rehuso pedir un reembol so bajo sus
beneficios de Medicare.

16.42 - Ladeterminacion del proveedor de no existir cubierta es correcta.

16.43 - Este servicio no puede ser aprobado sin un plan de tratamiento y supervision de
un médico.

16.44 - Cuidados rutinarios no estan cubiertos.

16.45 - Usted no puede ser facturado separadamente por este articulo o servicio. Usted
no tiene que pagar esta cantidad.

16.46 - Los limites de pago de Medicare no afectan el derecho de los Indigenas
Americanos al servicio gratis prestado en las Instituciones de Salud Indigena.

16.47 - Cuando €l deducible es aplicado a servicios psiquiétricos fuera del hospital, a
usted le pueden facturar hastala cantidad aprobada. La columnatitulada“Podria Ser
Facturado” le indicarala cantidad correcta que usted debe pagar a su proveedor.

16.48 - Medicare no paga por este articulo o servicio para esta afeccion.

16.49 - Esta reclamacion/servicio no esta cubierta por que servicios alternativos estaban
disponibles, y debieron ser utilizados.

16.50 - El doctor o suplidor no podréa facturar mas que la cantidad aprobada por
Medicare.

16.51 - Este servicio no se cubre antes del 1 de abril de 2001.

16.52 - Este servicio fue negado debido a que la cobertura para este servicio es
proporcionada solamente después de una prueba documentada sin éxito del gercicio de
entrenamiento del musculo pélvico.

16.53 - La cantidad que Medicare pag6 a proveedor por estareclamacion es ($ )
16.54 - Este servicio no esta cubierto antes del 1 de enero de 2002.
16.55- El proveedor facturé este cargo como no cubierto.

16.56 - La reclamacion fue denegada porgue la informacion proporcionada por la
Administracion del Seguro Social indica que usted ha sido deportado(a).

16.57 - La Parte B de Medicare no paga por este articulo o servicio ya que nuestros
expedientes muestran que en esta fecha usted estaba en un plan de Medicare + Opcién.
Su proveedor debe facturar este servicio a €l plan de Medicare + Opcion.

16.58 - El proveedor factur6 este cargo como no cubierto. Usted no tiene que pagar esta
cantidad.

16.59- Medicare no paga por citas médicas a las que no se presenté.



16.60- ¢Quiere ver sus reclamaciones (facturas) masrecientes? Visite e sitio Web
MiMedicare.gov en cualquier momento del dia o la noche, para obtener lo maximo de su
Medicare. Su informacion personalizada de Medicare estara disponible en linea.

90.17 - Servicios Que No Fueron Prestados Por Doctores
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

17.1 - Servicios realizados por una enfermera privada no estan cubiertos.

17.2 - Su médico debe facturar por este servicio de anestesia.

17.3 - Este servicio se denego porgue usted no |o recibio bajo la supervision directa de un
meédico.

17.4 - Servicios realizados por un audiélogo no son cubiertos, excepto por

procedi mientos diagnasticos.

17.5 - El patron de su proveedor debe enviar esta reclamacion y estar de acuerdo en
aceptar laasignacion.

17.6 - Debido a que usted alcanzo su limite anual por este servicio, no se hard un pago
completo.

17.7 - Este servicio debe ser realizado por un trabajador social clinico autorizado.

17.8 - El pago fue denegado debido a que usted alcanzé e pago maximo del beneficio.

17.9 - Este servicio es pagado por Medicare (Parte A/Parte B). El proveedor debe enviar
lafacturaa contratista de Medicare correcto.

17.10 - La cantidad aprobada ha sido reducida porque el anestesiologo dirigio
procedi mientos médi cos concurrentes.

17.11 - Este servicio no se puede pagar segun facturado.

17.12 - Este servicio no es cubierto cuando es proporcionado por un terapista
independiente.

17.13 - Coda afio, Medicare aprueba una cantidad limite por servicios de terapiafisicay
patologia del lenguaje. Anua mente también aprueba otra cantidad limite por servicios de
terapia ocupacional cuando son facturados por proveedores, terapistas fisicos y
ocupacionales, médicos y otros practicantes no medicos. La terapia que es médicamente
necesariay gque sobrepasa estas cantidades limites esté cubierta cuando se recibe en una
unidad de hospital ambulatorio o cuando esta aprobada por Medicare.

17.14 - Los costos por terapia de mantenimiento no estén cubiertos.

17.15 - Este servicio no puede ser pagado si no esta certificado por su médico cada ()
dias.

17.16 - El hospital debe radicar una reclamacion por |os beneficios de M edicare porque
estos servicios fueron prestados en un hospital.



17.17- Medicare ya pag6 una visita inicial por este servicio con este médico, otro médico
de su mismo grupo, o un proveedor. Su médico o proveedor debe usar un codigo distinto
para facturar visitas subsiguientes.

17.18 - En este afio (CCY'Y), ($) han sido deducidos de la cantidad limite de ($) por los
beneficios de terapia fisicaambulatoriay de patologia del lenguage hablado.

17.19 - En este afio (CCY'Y), ($) han sido deducidos de la cantidad limite de ($) por los
beneficios de terapia ocupacional ambulatoria.

90.18 - Cuidado Preventivo
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

18.1 - Examenes rutinarios y servicios relacionados no estan cubiertos por Medicare.
18.2 - Estainmunizacion y/o servicios preventivos no estan cubiertos.
18.3 - Las pruebas de mamografia para mujeres menores de 35 afios no estan cubiertas.

18.4 - Este servicio se deneg6 debido a que no han transcurrido (12-24) meses desde su
ultimo examen de este tipo.

18.6 - Una mamografia de cernimiento es cubierta una vez solamente para mujeres entre
las edades de 35-39.

18.7 - El examen Papanicolau es cubierto una vez cadatres afios, a menos de que existan
factores de alto riesgo.

18.12 - El examen de mamografia de cernimiento se cubre unavez a afio para mujeres de
40 afos de edad o0 mas.

18.13 - Este servicio no esta cubierto para beneficiarios menores de 50 afios de edad.

18.14 - Este servicio esta siendo denegado ya que no han transcurrido (12,24,48) meses
desde €l Ultimo (examen/procedimiento) de esta clase.

18.15 - Medicare solamente cubre este procedimiento para beneficiarios con alto riesgo
de contraer cancer en €l colon.

18.16 - Este servicio esta siendo denegado ya que se ha hecho un pago por un
procedimiento similar dentro del término de tiempo establecido.

18.17 - Medicare paga por € examen Papanicolau y/o examen pélvico (incluyendo un
examen clinico del pecho) solamente unavez cada tres afios, a menos que existan
factores de alto riego.

18.18 - Medicare no paga por separado estos servicios, yaque e pago estabaincluido en
nuestra asignacion por otros servicios que usted recibio el mismo dia

18.19 - Este servicio no esta cubierto hasta después de que € beneficiario cumpla 50
anos.

18.22 - Este servicio fue denegado porque Medicare solamente cubre un examen inicial
de prevencioén fisica con un el ectrocardiograma dentro de los primeros 6 meses que



usted tenga cobertura de la Parte B, y solo si esta cobertura comienza en o después del 1
de enero de 2005.

18.23- Usted paga el 25% de la cantidad aprobada por Medicare por este servicio.

90.20 - Limites En Los Beneficios
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

20.1 - Usted ha utilizado todos sus dias de beneficios por este periodo.
20.2 - Usted hallegado a su limite de 190 dias de servicios psiquiatricos de hospital.
20.3 - Usted hallegado a su limite de 60 dias de reserva vitalicia.

20.4 - ( ) de los dias de beneficios usados fueron cobrados a sus beneficios de dias de
reservavitaicia

20.5 - Estos servicios no pueden ser pagados porque sus beneficios se han agotado.
20.6 - Los dias usados han sido reducidos por € pago del asegurador de grupo primario.
20.7 - De sus 190 dias por servicios de psiquiatria alos que tiene derecho, le quedan

).

20.8 - Algunos dias han sido reducidos del total de sus dias de beneficios como paciente
interno para este periodo de beneficios.

20.9 - Los servicios recibidos después de mm/dd/yy no pueden ser pagados porque sus
beneficios ya estaban agotados.

20.10 - Este servicio fue negado porque Medicare solamente paga hasta 10 horas de
entrenamiento en la educacion de la diabetes durante el periodo inicial de 12 meses.
Nuestros expedientes indican que usted ya obtuvo 10 horas de entrenamiento.

20.11 - Este servicio fue negado porque Medicare solamente paga por 2 horas de
continuacion del entrenamiento en la educacion de la diabetes durante un afio. Nuestros
expedientes indican que usted ya obtuvo 2 horas de entrenamiento por este afio.

20.12 Este servicio fue negado porque Medicare solo cubre este servicio una vezen la
vida.

20.13 - Este servicio fue negado porque Medicare solo paga hasta 3 horas por terapia
médica nutricional durante un afio calendario. Nuestros expedientes indican que usted ya
recibio 3 horas de terapia médica nutricional .

20.14 - Este servicio fue negado porque Medicare sélo paga 2 horas a afio por servicios
de seguimiento de laterapia médica nutricional. Nuestros expedientes indican que usted
yarecibié 2 horas de servicios de seguimiento en este afio.

90.21 - Restricciones A La Cobertura
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)



21.1 - Servicios rendidos por un pariente inmediato o un miembro de lamismacasao
familia no estén cubiertos.

21.2 - El proveedor de estos servicios no es elegible pararecibir pagos de Medicare.
21.3 - Este proveedor no estaba cubierto por Medicare cuando usted recibio los servicios.

21.4 - Servicios rendidos fuera de los Estados Unidos no son cubiertos. Consulte su
Manual de Medicare para servicios recibidos en Canaday Méjico.

21.5 - Servicios necesitados como consecuencia de una guerra no estan cubiertos.

21.6 - Este servicio no esta cubierto cuando es rendido, referido u ordenado por este
proveedor.

21.7 - Este servicio debe ser incluido en su factura de paciente interno.

21.8 - Servicios rendidos usando equipo que no es aprobado por la Administracion de
Alimentos y Drogas no son cubiertos.

21.9 - Medicare no paga por servicios no autorizados fuera del plan de cuidado de la
salud.

21.10 - Un asistente cirujano no esta cubierto por este servicio y/o fecha del servicio.
21.11 - Este servicio no estaba cubierto por Medicare cuando usted |o recibio.

21.12 - Este servicio de hospital no fue cubierto porgque el médico de cabecerano era
elegible pararecibir beneficios de Medicare cuando |os servicios fueron prestados.

21.13 - Estacirugia no esta cubierta porque el médico no era elegible pararecibir
beneficios de Medicare cuando |os servicios fueron prestados.

21.14 - Medicare no puede pagar por este artefacto experimental porgue la Organizacion
parala Administracion de Alimentos y Medicinas (FDA) no hainiciado el periodo
clinico de prueba.

21.15 - Medicare no puede pagar por este artefacto experimental porque la Organizacion
parala Administracion de Alimentos y Medicinas (FDA) haterminado €l periodo clinico
de prueba.

21.16 - Medicare no paga por este artefacto experimental.
21.17 - Su Proveedor someti6 cargos no cubiertos por |os cuales usted es responsable.
21.18 - Este servicio no esta cubierto cuando es ordenado o rendido por este proveedor.

21.19 - El proveedor decidi6 renunciar a programade Medicare. Ningun pago se puede
hacer por este servicio. Usted es responsable por este cargo. Bgo laley Federal, su
meédico no puede cobrarle mas de la cantidad limitada establecida.

21.20 - El proveedor decidi6 renunciar a programade Medicare. Ningln pago se puede
hacer por este servicio. Usted es responsable por este cargo.

21.21 - Este servicio fue denegado porque Medicare solamente |o cubre bajo ciertas
circunstancias.



21.22 - Medicare no paga por este servicio debido a que se considera de investigacion y/o
experimental en estas circunstancias.

21.23 - Su reclamacién se deneg6 porque el proveedor anoté en la reclamacion "ha
fallecido hace mas de 15 meses'.

21.24- Este servicio no esta cubierto para pacientes mayores de 60 afios.

90.25 - Tiempo Limite De Enviar La Reclamacion
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

25.1 - Esta reclamacion fue denegada debido a que fue sometida después del tiempo
limite.

25.2 - A usted solamente se le puede facturar €l 20 por ciento del costo total que hubiese
sido aprobado.

25.3- El limite de tiempo para someter su reclamacion ha expirado; por lo tanto, los
derechos de apelacion no se aplican a esta reclamacion.

90.27 - Hospicio
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)

27.1 - Este servicio no es cubierto debido que usted esta registrado(a) en un hospicio.

27.2 - Medicare no pagar por €l cuidado temporero de paciente interno cuando ecxede 5
dias consecutivos por cada ocasion.

27.3 - Lacertificacion del médico solicitando servicios de hospicio no serecibio a
tiempo.

27.4 - Ladocumentacion recibidaindica que |os servicios general es de paciente interno
no estaban relacionados alaenfermedad terminal. Por o tanto, el pago va a ser gustado
alatarifade cuidado rutinario en e hogar.

27.5 - El pago por € diaque le dieron de altadel hospital se hardalaagencia de hospicio
alatarifade cuidado rutinario en e hogar.

27.6 - Ladocumentacion indica que € nivel de cuidado eraal nivel de cuidado
temporero, no a nivel general de cuidado como paciente interno. Por o tanto, €l pago de
Medicare va a ser gjustado alatarifa de cuidado rutinario en el hogar.

27.7 - De acuerdo con los requisitos de hospicio de Medicare, el consentimiento parala
eleccion del hospicio no fue firmado atiempo.

27.8 - La documentacion sometida no apoya que su enfermedad sea terminal.

27.9 - Ladocumentacion indica que su nivel de cuidado como paciente interno no fue
razonable ni necesario. Por lo tanto, €l pago vaa ser gjustado alatarifa de cuidado
rutinario en el hogar.



27.10 - Ladocumentacién indica que € nivel de cuidado continuo no fue rasonable ni
necesario. Por |o tanto, el pago vaaser gjustado a latarifade cuidado rutinario en el
hogar.

27.11 - El proveedor factur6 por error por los articulos de cuidado rutinario en el hogar o
por los servicios recibidos.

27.12- La documentacion indica que su nivel de cuidado temporero excedio 5 dias
consecutivos. Por lo tanto, € pago por cada dia después del quinto (5) dia sera ajustado
alatarifa de cuidado rutinario en e hogar.

27.13 - Segun requisitos de hospicio de Medicare este servicio no se cubre debido aque
el servicio fue proporcionado por un médico no primario.

90.29 - MSP
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

29.1 - No se pueden hacer pagos secundarios debido a gue lainformacién de su
asegurador primario fue omitida o incompleta.

29.2 - No se hizo ningin pago debido a que la cantidad que su asegurador primario pago,
cubri6 lacuenta del proveedor.

29.3 - Los beneficios de Medicare fueron reducidos porgue algunos de estos gastos
fueron pagados por su asegurador primario.

29.4 - En d futuro, si usted enviareclamaciones a Medicare para pagos secundarios,
favor de enviarlas a: (direccion contratista M SP).

29.5 - Nuestros archivos indican que Medicare es su asegurador secundario. Esta
reclamacion debera ser enviada a su asegurador primario. (Note: Use “Add-on” message
as appropriate).

29.6 - Nuestros archivos indican que Medicare es su asegurador secundario. Servicios
prestados fuera de su plan de salud no son cubiertos. Medicare pagara esta vez solamente
porque usted no fue notificado previamente.

29.7 - Medicare no puede pagar por este servicio, pues lo realizé un proveedor que no es
miembro de su plan patronal prepagado de salud. Nuestros archivos indican que a usted
seleinformo sobre estaregla.

29.8 - Esta reclamacion fue denegada debido a que el servicio puede ser cubierto por €
plan de compensacion del trabajador. Solicite a su proveedor que envie esta reclamacion
a ese seguro.

29.9 - Yaque los beneficios de su seguro primario han sido agotados, Medicare sera su
asegurador primario en este servicio que esta relacionado con € accidente.

29.10 - Estos servicios no se pueden pagar porque usted |os recibié en o antes de recibir
un pago del seguro de responsabilidad publica por estalesion o enfermedad.



29.11 - Nuestros archivos indican que un plan de seguro de automdviles o un seguro de
otro tipo son primarios para este servicio. Envie esta reclamacion a su asegurador
primario. (Note: Use “Add-on” message as appropriate.)

29.12 - Nuestros archivos indican que estos servicios pueden estar cubiertos bajo €
programa Federal del Pulmon Negro (Black Lung). Comuniquese con € Labor
Department, Federal Black Lung Program, P.O. Box 828, Lanham-Seabrook, MD
20703-0828. (Note: Use “Add-on” message as appropriate.)

29.13- Medicare no pagara estos servicios debido a que pueden ser pagados por otra
agencia gubernamental. Envie estareclamacion aesaagencia. (Note: Use “Add-on”

message as appropriate.)

29.14 - El pago secundario de Medicare es ($ ). Estaesladiferenciaentrela
cantidad aprobada de ($ ) por &l asegurador primario y la cantidad pagada de

63 ) por el asegurador primario.

29.15 - El pago secundario de Medicare es ($ ). Estaesladiferenciaentrela
cantidad aprobada por €l Medicare de ($ ) y la cantidad pagada por asegurador

primario de ($ ).

29.16 - Su asegurador primario aprobd y pagé ($ ) en estareclamacion. Por |o tanto
no habra pago secundario por € Medicare.

29.17 - Su proveedor accedi6 a aceptar ($ ) como pago completo en esta
reclamacién. Su asegurador primario ya ha pagado ($ ) por lo que & pago de
Medicare es la diferencia entre las dos cantidades.

29.18 - Lacantidad bajo la columna Podria Ser Facturado asume que su asegurador
primario le pago a proveedor. Si su asegurador primario le pago a usted, entonces usted
tiene laresponsibilidad de pagarle a proveedor la cantidad que su asegurador primario le
pagd a usted més la cantidad que aparece en la columna Podria Ser Facturado.

29.19 - Lacantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pag6 austed. Si su asegurador primario le pagd a proveedor,
entonces usted solamente tiene que pagarle a proveedor la diferencia entre la cantidad
cobraday la cantidad que e asegurador primario pago.

29.20 - Lacantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pag6 austed. Si su asegurador primario le pagd a su proveedor,
entonces usted solamente tiene que pagarle a proveedor la diferencia entre la cantidad
gue e proveedor acordd aceptar y la cantidad que su asegurador primario pago.

29.21 - Lacantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario no pago por este servicio. Si su asegurador primario pago por este
servicio, la cantidad que a usted e pueden facturar es la diferencia entre la cantidad
cobraday el pago del asegurador primario.

29.22 - Lacantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pag6 austed. Si su asegurador primario le pagd a proveedor,
entonces usted solamente necesita pagarle a proveedor la diferencia entre la cantidad que
el proveedor puede cobrar legalmente y la cantidad que su asegurador primario pago.
Vealanota(_ ) paraver e limite de cargo legal.



29.23 - No se puede hacer un pago porque ya fue hecho o por la compensacion de
trabajadores o por € Programa Federal de Enfermedad Pulmonar Minera.

29.24 - No se puede hacer un pago porque ya fue hecho por otra entidad gubernamental.
29.25 - Medicare pago todos |os servicios cubiertos no pagados por otro asegurador.
29.26 - El pagador primario es

29.27 - El pago de su grupo primario ha cumplido con el deducible y coaseguro de
Medicare.

29.28 - Su responsibilidad en esta reclamacion ha sido reducida por la cantidad pagada
por su asegurador primario.

29.29 - Su proveedor esta autorizado a cobrar un total de ($ ) en esta reclamacion.

Su asegurador primario pagoé ($ ) y el Medicare pag6 ($ ). Usted. es
responsabl e por |a porcién restante de ($ ).

29.30- (% ) del dinero aprobado por su asegurador primario hasido acreditado asu
deducible de Medicare Parte B (A). Usted. no tiene que pagar esta cantidad.

29.31 - Favor de enviar lareclamacién con lainformacién omitida o incorrecta.

29.32 - El pago secundario de Medicare es de ($ ). Estaesladiferenciaentrela
cantidad limite aprobada por Medicare de ($ ) y la cantidad pagada por €l

asegurador primario de ($ ).

29.33 - Su reclamacién ha sido denegada por Medicare porque usted podria sacar
dinero de su convenio/acuerdo para pagar por sus futuros gastos médicosy su
tratamiento con medicinas recetadas relacionadas a su lesion(es).

90.36 - Reclamaciones Cuando Se Acepta Asignacion
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

36.1 - Nuestros archivos indican que usted fue informado por escrito, antes de recibir €
servicio, que Medicare no pagaria. Usted es responsable por esta cantidad. Si usted no
esta de acuerdo, usted puede pedir unarevision.

36.2 - Aparentemente, usted no sabia que Nosotros No pagamaos por este servicio, por 1o
tanto usted no esresponsable. Si usted le pagd a proveedor por este servicio debe
enviarnos lo siguiente: (1) Copia de esta notificacion; (2) Facturadel proveedor; (3) El
recibo o prueba de que usted le pags. Debe enviar su peticion por escrito dentro de 6
meses de la fecha de esta notificacion. Servicios de este tipo prestados en el futuro serén
su responsabilidad.

36.3 - Su proveedor ha sido notificado de su derecho a un reembolso si pag6 por este
servicio. Si usted no recibe un reembolso de este proveedor dentro de 30 dias desde €
recibo de esta notificacion, favor de escribir a nuestra oficinaincluyendo copia de esta
notificacion. Su proveedor tiene &l derecho de apelar estadecision, la cua podria
cambiar su derecho al reembolso.



36.4 - Este pago reembolsa la cantidad total que usted |e pag6 a su proveedor por (l0s)
servicios previamente procesados y denegados. Usted tiene derecho a este reembolso
porque su proveedor no le informo por escrito antes de prestarle € servicio(s) que
Medicare no pagaria por € (los) servicio(s) denegado(s). En el futuro, usted tendra que
pagar por este servicio cuando sea denegado.

36.5 - Este pago le reembolsa a usted la cantidad total ala que usted tiene derecho por
servicios previamente procesados y reducidos. Usted tiene derecho a este reembol so
porque su proveedor no le informo por escrito antes de prestarle e servicio que Medicare
aprobaria una cantidad menor. En € futuro, usted tendré que pagar la cantidad total
facturada cuando sea reducida.

36.6 - Medicare esta pagando esta reclamacién, solamente esta vez porgue parece que ni
usted. ni su proveedor, sabian que los servicios iban a ser denegados. En €l futuro, pagos
por este tipo de servicio seran su responsabilidad.

36.7- Este codigo es para propositos infor mativos solamente. A usted no se le debio
haber cobrado por este codigo. S hay un costo, usted no tiene que pagar esta cantidad.

90.38 - Seccion De Informacion General
(Rev. 1380, Issued.: 11-23-07; Effective: 01-01-08; Implementation: 01-07-08)

38.3 - Si usted cambia de direccién, por favor comuniquese con la Administracion del
Seguro Social a 1-800-772-1213.

38.4 - Usted esta en alto riesgo para complicaciones de lainfluenzay es muy importante
gue usted se vacune. Favor de comunicarse con su proveedor del cuidado de la salud para
lavacuna contralainfluenza

38.5 - Si usted no harecibido su vacuna contra la influenza no es demasiado tarde. Favor
de comunicarse con su proveedor del cuidado de la salud sobre recibir la vacuna contrala
influenza

38.6 - El cancer colorectal es el segundo cancer principal que atacaen losE.E.U.U. Sin
embargo, pruebas de investigacion pueden encontrar pélipos antes de que lleguen a ser
cancerosos. También pueden encontrar €l cancer temprano cuando €l tratamiento trabaja
lo mejor posible. Medicare ayuda a pagar por pruebas de investigacion. Comuniquese con
su doctor sobre las opciones de pruebas de investigacion que son apropiadas para usted.

38.7 - Medicare cubre |as pruebas de investigacion del cancer colorectal que pueden
encontrar polipos precancerosos en € colon y recto. Los polipos pueden ser removidos
antes de gque sean cancerosos. Comuniquese con su doctor sobre hacerse la prueba.
38.8 - Enero es el mes de la prevencion del cancer cervical.

38.9 - La prueba de papanicolao (o prueba pap) es la manera mas efectiva de examinar €
cancer cervical.



38.10 - Compare los servicios que usted recibe con los que aparecen en su Resumen de
Medicare. Si tiene preguntas, [lame a su doctor o proveedor. Si usted cree que se necesita
investigar mas debido a un posible fraude o abuso, llame al teléfono que aparece en la
seccion Informacion de Servicios al Cliente.

38.11- Enero es €l mes dela prevecion del cancer cervical. La pueba de papanicolao (o
prueba pap) esla manera mas efectiva de examinar €l cancer cervical. Medicare ayuda a
pagar por la prueba de papanicolao (o prueba pap) una vez cada dos afios. Para mas
informacion sobre el examen papanicolao, llame a su agencia de seguros Medicare.

38.12 — Su médico participa en e Programa de Adquisicion Competitiva paralas
medicinas cubiertas por |a Parte B de Medicare (CAP, por sussiglaseninglés). Las
medicinas que usted recibio en la oficina de su médico fueron provistas por un suplidor
autorizado del CAP. Usted recibira dos Resimenes de Medicare por separado. Este
Resumen es de la empresa de seguros M edi care que procesa | as reclamaciones de sus
medicinas provistas por €l suplidor autorizado del CAP. Usted recibird otro Resumen de
la empresa de seguros M edicare que procesa | as reclamaciones de su médico, por €l
suministro de sus medicinas. Si usted apelaladecision de estareclamacion del suplidor
de medicinas, debe enviar la apelacion ala empresa de seguros Medicare que se
mencionaen el Resumen de lareclamacion de su médico y no aladireccién que aparece
en este Resumen.

38.13 - Si Medicare no le debe un pago por cheque, sus Restimenes de Medicare (M SN,
por sus siglas en inglés) seran enviados por correo cadatres meses. Usted no recibiraun
resumen mensual en su correo si Medicare no le debe un pago por cheque. De ahoraen
adelante, usted recibira un aviso como éste (que no incluye pago por cheque) cada 90 dias
resumiendo todas sus reclamaciones de Medicare. Usted puede recibir una factura de su
proveedor antes de que reciba un aviso de MSN. Compare el MSN con lafacturaque le
envio su proveedor para asegurarse de que pago la cantidad correcta por sus servicios.

38.18 - ALERTA: La cobertura de Medicare estara limitada para |os servicios de
terapia fisica ambulatoria (PT, por sus siglas en inglés), terapia de patologia del habla
(SLP, por sussiglas eninglés), y terapia ocupacional (OT) si son recibidosentre el 1 de
enero de 2006 y € 31 de diciembre de 2007. Estos limites son $1,740 en 2006 y $1780
en 2007 para PT y SLP combinadosy $1,740 en 2006 y $1780 en 2007 para OT.
Medicare paga hasta 80 por ciento de los limites después que se haya pagado €l
deducible. Estoslimites no se aplican a cierta terapia aprobada por Medicare ni a
terapia que usted obtenga en |os departamentos de hospital para paciente ambulatorio, a
menos que usted sea un residente y ocupe una cama certificada por Medicare en un
centro de enfermeria especializada. S tiene preguntas, por favor [lame GRATIS al 1-
800-MEDICARE.

Usted tiene derecho a solicitar una declaracion detallada la cual especifica cada item o
servicio que recibi6 de su médico, hospital, o de cualquier otro suplidor de servicios de



salud o de profesional de la salud. Por favor, comuniguese con ellos directamente por
escrito si desea recibir una declaracion detallada.

90.39 - Spanish Add-on Messages
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

9.3 - Por favor solicite a su proveedor que nos envie una nueva reclamacién completa.

9.7 - Le hemos pedido a su proveedor que envie lareclamacion con lainformacion
omitida o incorrecta.

15.16 - Su reclamacion fue revisada por nuestro personal médico.
15.17 - Hemos aprobado este servicio con un indice de pago reducido.

16.34 - Usted no deberia ser facturado por este servicio. Usted no tiene que pagar esta
cantidad.

16.35 - Usted no tiene que pagar esta cantidad.
16.36 - Si usted yalo ha pagado, tiene derecho a un reembol so de su proveedor.
16.37 - Por favor vea a dorso de esta notificacion.

16.45 - Usted no puede ser facturado separadamente por este articulo o servicio. Usted
no tiene que pagar esta cantidad.

25.2 - A usted solamente se le puede facturar €l 20 por ciento del costo total que hubiese
sido aprobado.

29.26 - El pagador primario es

35.7 - Por favor no someta esta notificacion aellos.
29.31- Favor de enviar lareclamacién con lainformacién omitida o incorrecta.

90.40 - Spanish Mandated Messages
(Rev. 1380; Issued. 11-23-07; Effective: 01-01-08; | mplementation: 01-07-08)

14.7 - Este servicio es pagado al 100% de la cantidad aprobada por Medicare.

16.11- El pago fue reducido por enviar la reclamacion tarde. A usted no le pueden
cobrar esta reduccion.

16.12- Servicios de salud mental como paciente externo se pagan al 50% del costo
aprobado.

16.33- Su pago incluye interéses debido a que Medicare excedi6 e tiempo limite para
procesar la reclamacion.

20.4 - () delos dias de beneficios usados fueron cobrados a sus beneficios de dias de
reserva vitalicia.



22.1 -Su reclamacion fue separada para ser procesada. Los servicios restantes pueden
aparecer en una notificacion aparte.

29.14- El pago secundario de Medicarees ($). Esta esla diferencia entrela cantidad
aprobada de ($) por € asegurador primarioy la cantidad pagada de ($) por €
asegurador primario.

29.15-El pago secundario de Medicarees ($). Esta esla diferencia entre la cantidad
aprobada por € Medicarede ($) y la cantidad pagada por asegurador primario de ($

).

29.16-Su asegurador primario aprobd y pagd ($) en esta (reclamacion/servicio). Por lo
tanto no habréa pago secundario por el Medicare.

29.17-Su proveedor accedio a aceptar ($) como pago completo en esta
(reclamacion/servicio). Su asegurador primario ya ha pagado ($) por lo que el pago de
Medicare esla diferencia entre las dos cantidades.

29.18-La cantidad bajo la columna Podria Ser Facturado asume que su asegurador
primario le pago al proveedor. S su asegurador primario le pago a usted, entonces
usted tiene la responsibilidad de pagarle al proveedor la cantidad que su asegurador
primario le pago a usted mas la cantidad que aparece en la columna Podria Ser
Facturado.

29.19-La cantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pagd a usted. S su asegurador primario le pago al proveedor,
entonces usted solamente tiene que pagarle al proveedor |la diferencia entre la cantidad
cobrada y la cantidad que & asegurador primario pago.

29.20-La cantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pagé a usted. S su asegurador primario le pagd a su proveedor,
entonces usted solamente tiene que pagarle al proveedor |a diferencia entre la cantidad
gue e proveedor acordo aceptar y la cantidad que su asegurador primario pago.

29.21-La cantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario no pagoé por este servicio. S su asegurador primario pago por este
servicio, la cantidad que a usted le pueden facturar esla diferencia entre la cantidad
cobraday el pago del asegurador primario.

29.22-La cantidad que aparece en la columna Podria Ser Facturado asume que su
asegurador primario le pagd a usted. S su asegurador primario le pagd al proveedor,
entonces usted solamente necesita pagarle al proveedor |a diferencia entre la cantidad
gue e proveedor puede cobrar legalmentey la cantidad que su asegurador primario
pagl. Vealanota () paraver € limite de cargo legal.

29.32-El pago secundario de Medicare es de ($). Esta esla diferencia entre la cantidad
limite aprobada por Medicare de ($) y la cantidad pagada por el asegurador primario de

$).

30.3 -Su médico no aceptd la asignacion por este servicio. Bajo la Ley Federal, su
meédico no puede cobrarlemasde$ . S usted pagd mas de esta cantidad, usted tiene
derecho a un reembol so de su proveedor.



34.3 -Después de aplicar los reglamentos de Medicare y la cantidad que usted. e pagd6 al
proveedor cuando |os servicios fueron prestados, nuestros archivos indican que usted
tiene derecho a un reembolso. Favor de comunicarse con su proveedor.

31.11-La notificacion que enviamos previamente indico que su medico no puede cobrar
masde $ . Este pago adicional permite que su médico le facture a usted la
cantidad completa cargada.

31.12-La notificacion previamente enviada indico la cantidad que a usted |e pueden
cobrar por este servicio. Este pago adicional cambi6 esa cantidad. Sumédico no le
puede cobrar mas de $

31.13- La cantidad pagada por Medicare ha sido reducida por ($) previamente pagado
por esta reclamacion.
32.1- ($) deeste pago ha sido retenido para recuperar un sobrepago anterior.

34.1 -Ddl total de (($) pagados en esta reclamacion, nosotros e estamos pagando a
usted. ($) porqgue usted. le pagd a su proveedor mas del 20 por ciento del coaseguro de
los servicios aprobados por Medicare. La cantidad restante (($), fue pagada al
proveedor.

34.2 -La cantidad en la columna Podria Ser Facturado ha sido reducida por la cantidad
gue usted le pago al proveedor, cuando |os servicios fueron prestados.

34.3 -Después de aplicar los reglamentos de Medicare y la cantidad que usted. e pagdé al
proveedor cuando |os servicios fueron prestados, nuestros archivos indican que usted
tiene derecho a un reembolso. Favor de comunicarse con su proveedor.

34.8 -La cantidad que usted le pag0 al proveedor por esta reclamacion es mayor que la
cantidad requerida. Usted debera recibir un reembolso de $XX de su proveedor, la cual
esla diferencia entre la cantidad que usted pag0 y la que debi6 haber pagado.

37.1- Lacantidad aprobada ha sido aplicada a su deducible.

37.2- Una parte de esta cantidad aprobada ha sido aplicada a su deducible.

37.3- () fue aplicado a su deducible de hospital.

37.9 - Usted ha cumplido con ($) desus($) del deducible de la Parte B para (afio).

37.10-Usted ha cumplido con ($) desus($) del deducible de la Parte A cubiertos por
este periodo de beneficios.

37.11- Usted ha cumplido con el deducible de la Parte B para (afo).

37.12- Usted ha cumplido con & deducible de la Parte A por este periodo de beneficios.
37.13- Usted ha cumplido con el deducible de sangre para (afio).

37.14- Usted ha cumplido con pinta(s) de su deducible de sangre.

90. 120 - Projecto Especial (Demostraciones)
(Rev. 1380; Issued: 11-23-07; Effective: 01-01-08; | mplementation. 01-07-08)



60.1 - (Name of Hospital) en cooperacion con médicos en su &rea, estan participando en
una demostracion de Medicare € cual utiliza un método de pago simplificado que
combinatodos |os hospitales y médicos rel acionados a sus servicios de hospital.

Este pago sencillo va ahacer el proceso de facturacion mas féacil mientras que mantiene
el costo mas bajo 0 a mismo nivel de como erabgjo e sistematradiciona de pago.

60.2 - Lacantidad total que Medicare aprobo por sus servicios de hospital esde

(63 ). ($ ) es lacantidad de Medicare Parte A por sus servicios de hospital y
$ ) esla cantidad de Medicare Parte B por sus servicios medicos (de |os cuales
Medicare paga €l 80%). Usted es responsable por cualquier deducible y coaseguro
presentado mas abgjo.

60.3 - Medicare pago ($ ) por servicios de hospital y por servicios médicos. Su
deducible delaParte A es ($ ). Su coaseguro de laParte A es ($ ). Su
coaseguro de laParte B es ($ ). Su deducible dela Parte A parasangre es

$ ).

60.4 - Esta reclamacion estd siendo procesada bajo un projecto especial.

60.5 - Esta reclamacion se esta procesando bajo el proyecto de demonstracion. Si usted
desea mas informacién sobre este proyecto, favor de llamar a 1-888-289-0710.

60.6 - Una reclamacion de reembol so ha sido sometida en su nhombre indicando que usted
esta participando en el Projecto de Prueba de Cuidado de Salud Coordinado de Medicare.
Sin embargo, nuestros archivos indican que usted no esta afiliado al presente o su
afiliciacion todavia no ha sido aprobada para participar en este projecto de prueba.

60.7 - Una reclamacion de reembol so ha sido sometida en su hombre indicado que usted
esta participando en el Projecto de Prueba de Cuidado de Salud Coordinado de Medicare.
Sin embargo, nuetros archivos indican que usted o decidi6 terminar su participacion en el
projecto de prueba o los dias de servicios estan excluidos de |os dias de participacion del
projecto de prueba.

60.8 - La cantidad aprobada est4 basada en |o maximo permitido para este articulo bagjo €l
proyecto de Equipo Médico Duradero Protésico, Ortético y Suministros (DMEPQOS, por
sus siglas en inglés).

60.9 - Nuestros expedientes indican que este paciente empezo e uso de este servicio(s)
antes de laronda actual de Equipo Médico Duradero Protésico, Ortético y Suministros
(DMEPOS, por sus siglaseninglés). Por lo tanto, la cantidad aprobada esta basada en |a
autorizacion que estaba en efecto antes de la ronda actual para este articulo.

60.10 - Aungue este servicio esta siendo pagado de acuerdo con las reglas y normas bgjo
el proyecto de Equipo Médico Duradero Protésico, Ortotico y Suministros (DMEPOS,
por sus siglas en inglés), reclamaciones futuras pueden ser denegadas cuando este
articulo es suministrado al paciente por un proveedor que no participaen la
demonstracion. Si usted desea mas informacion referente a este proyecto, puede llamar
al 1-888-289-0710.

60.11 - Este pago esta siendo retirado debido a que los servicios proporcionados estan
cubiertos bajo € proyecto de demostracién en que el hospital recibe el pago paratodos
los servicios médicos y del hospital relacionados a esta admision. El proveedor debe



procurar e reembolso directamente del hospital en donde el cuidado fue proporcionado.
Cualquier deducible o coaseguro pagado por usted o su asegurador suplementario para
estos servicios deberia ser devuelto por su proveedor.

60.12- Su copago bajo este estudio esla cantidad que sea menor entre el 20% dela
cantidad aprobada por Medicare o € 20% de |a cantidad aprobada por su tarjeta de
descuento para recetas medicas.

60.13- Esta reclamacién esta siendo procesada bajo un proyecto de demostracion. Los
servicios no pueden ser cubiertos porgue usted no vive en una de las areas de la
demonstracion.

60.14 - Esta reclamacion esta siendo procesada bajo un proyecto de demostracion. Los
servicios no pueden estar cubiertos porque su médico no tiene una oficina en una de las
areas de la demonstracion.

60.15 - Comenzando €l 1 de abril de 2005 hasta e 31 de marzo de 2007, Medicare
cubrira mas servicios quiropracticos. Para mas informacion, comuniquese con su
quiropractico, llame al 1-800-MEDICARE o visite € sitio de Internet
http://www.cms.hhs.gov/r esear cher s“demos/eccs/defaul t.asp.
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