 New Mexico OmniCaid System Documentation
January 15, 2016

10.0   Claims Pricing and Adjudication

10.1   Claims Pricing and Adjudication Narrative 

10.1.1   Functional Area Overview

The New Mexico OmniCaid MMIS Claims Processing subsystem can be divided into four general functional areas:  Electronic Media Capture (EMC), Claims Entry, Claims Pricing and Adjudication, and Claims Payment and Reporting.  This chapter of the System Documentation addresses the Claims Pricing and Adjudication functional area. EMC is addressed in Chapter 8, Claims Entry is described in Chapter 9 and Claims Payment and Reporting is addressed in Chapter 11 of this document.  

All claims entering the New Mexico OmniCaid MMIS are processed through the Pricing and Adjudication function with the exception of Pharmacy claims, which are priced and adjudicated by XEROX’s Prescription Drug Card System (PDCS) as described in Chapter 13 of this document. Adjudicated Pharmacy claims enter New Mexico OmniCaid MMIS through the PDCS/MMIS interface for payment and reporting. 

The claims pricing and adjudication function validates claims submitted by the New Mexico Medicaid provider community, determines the claim’s Medicaid allowed reimbursement amount and determines the claims final disposition.  Billing providers or their agents can submit claims to the Medical Assistance Division (MAD) through a variety of submission media and take advantage of both the EMC and claims entry functions.  Security and control over all claim information is maintained through MAD-defined function-level security.  

All paper claims entering the system are grouped into batches of related claims and each claim is assigned a transaction control number (TCN).  The TCN provides a method of uniquely identifying any claim in the system.  Paper claims are entered into the MMIS through the claims entry exam entry process.  Electronic claims are entered directly into the system through the EMC interface using approved electronic claim formats.  Initial control of electronic and paper claims is established through the batch control database.  The batch control database ensures that all claims received are processed by the system and no unauthorized or improper information enters the system.  Batch control records for paper claims are created online using the batch control process of the claims entry function.  Batch control records for all other claims are created systematically. 
As claims enter the system they are subject to a complete series of edits and audits to ensure that only valid claims for eligible clients and covered services are reimbursed to enrolled providers. The Claims Pricing and Adjudication function edits, prices, audits, and processes claims to final disposition according to the policies and procedures established by MAD.  A complete range of data validity, client, provider, reference, prior authorization, and third-party liability (TPL) edits are applied to each claim.  In addition, the system performs comprehensive duplicate checking and utilization criteria auditing.
The New Mexico OmniCaid MMIS uses a variety of pricing methodologies to accommodate the claim types processed by the system.  To arrive at the final payment amount, the system calculates an allowed amount utilizing a fee schedule, relative value scale, DRG, per diem, percentage of charge or provider specific rate and subtracts applicable third party, patient payment, and co-payment amounts.  
The system determines the proper disposition of each claim using the Reference subsystem exception control database.  The exception control database allows authorized staff to associate a claim disposition with each exception code (i.e. Edit or audit) based the claim input medium, claim document type, client major program, and claim type.  Modifications to the claims exception control database are applied online.
Unique exception codes are posted for each edit and audit.  Each exception code can be set to one of six dispositions as follows: super-suspend, deny-and-report, deny, suspend, pay-and-report, or pay.  When all exception codes that are posted to a claim have a disposition of pay, deny, pay and report, or deny and report, then the claim is adjudicated and the final reimbursement amount is computed.  If the disposition of the claim is set to suspend or super‑suspend, the entire claim is written to the suspended claims database. The super‑suspend disposition is used for edits so severe that no resolution short of correcting the error is possible (e.g. Missing provider number). Certain exceptions will cause claims to suspend and re-cycle for a user specified number of days before their final disposition is determined. 
Each suspended claim is associated with a location and user ID (if assigned) based on the exceptions posted to the claim.  Authorized user staff make the necessary corrections to the claims using the suspense correction process of the claims pricing and adjudication function.  The specific unit or individual responsible for correction of an exception is designated on the claims exception control database.  Authorized users can readily change the location code and user IDs for each exception code through the online windows.  In addition, users can route a claim to a specific location or to a location and user ID using the location override feature of the online system.
To assist users in entering corrections to suspended claims, the MMIS provides the capability to display detailed exception resolution text that is maintained on the reference subsystem database.  Client, provider, and reference database information, as well as related history information and microform copies of the paper claims, is available to further assist users in correcting claims.
The New Mexico OmniCaid MMIS always maintains 7 years of claims history for auditing, online inquiry, and reporting.  Additionally, claims requiring a longer retention period to accommodate audit requirements or other needs are maintained on the claims history database.  The number of months of history that is maintained by the MMIS may be reduced online by updating a parameter on the system parameter database.  Claims pricing and adjudication stores adjudicated claims outside these retention criteria on the archived claims files.

All claims on the active claims database (including suspended claims) and on the claims history database are available for online inquiry by TCN, billing provider number, or client ID number.  The primary search criteria may be further limited by a variety of additional selection criteria: header level rendering provider number, line item rendering provider number, claim type, prior authorization number, dates of service (from/through range), dates of payment (from/through range), total allowed charge, patient account number, and attending physician number.  All claims that meet the selection criteria are displayed in a scrollable region on the claims inquiry selection window.  Claims may be selected from this selection window and viewed in detail.  Client and provider claims history profiles, as well as other reports are available to meet the various claims reporting requirements.

Following are the functions performed by the Pricing and Adjudication component of New Mexico OmniCaid MMIS Claims Subsystem:
· Claim type assignment and setting of the ICD Version Code
· Data validity processing
· Provider edits
· Category of service determination
· Client edits
· Reference edits
· Prior authorization processing
· Determine allowed charge
· Third party liability edits
· Claims audit processing
· Claims final adjudication processing
· Automatic Medicare crossover processing
· Claims correction processing
· Claims adjustment processing
· Electronic Claim Adjustments and Voids
· Claim Adjustment Segments (CAS)
10.1.1.  Claim Type Assignment

Claims pricing and adjudication identifies, by claim type, claims submitted for reimbursement.  Claim type assignment evaluates the batch type, provider type, type of bill, condition codes, and Medicare payment information on the claim to determine the appropriate claim type.  For example, the system assigns a claim type of inpatient (“I”) to a claim with a batch type equal to UB-04 (“U”) and a type of bill equal to hospital inpatient (“11x”) billed on a UB-04 claim form.  

There is an exception to the claim type assignment process when processing batches of electronically submitted claims.  The EMC subsystem determines some claim types according to the presence of specific national standard format (NSF) records.  EMC utilizes this and other NSF records in the translation of the 320-byte NSF into the MMIS internal claim record.  The claims entry function utilizes the internal claim records generated by the EMC subsystem for additional claims processing.  The exhibits section of this chapter of the System Documentation includes a detailed description of the claim type assignment process.

The system assigns a major program code to each claim during data validity processing to ensure that the claim has a program code even if a primary COE cannot be assigned later in client editing.  The major program code stored on the claim is used to set the disposition of posted exceptions and to select candidate eligibility spans from the client database. The criteria for assigning the major program code is described in the client edit section of this document.  

The system assigns an ICD Version Code to the claim which is used by various claims edits and to format the diagnosis codes.  This function is also performed in the Claim Type Assignment program.  The assignment of this ICD Version Code is based on the following specifications: 


Institutional Claims with TOB 11X, 18X, 21X, or 32X

The ICD Version Code is set to 10 when:

The Discharge Date is greater than or equal to the ICD10 effective date

Or 

The Header Last Date of Service is greater than or equal to the ICD10 effective date

The ICD Version Code is set to 9 when:

The Discharge Date is less than the ICD10 effective date

Or 

The Header Last Date of Service is less than the ICD10 effective date

All other claims

The ICD Version Code is set to 10 when:

The Header First Date of Service is greater than or equal to the ICD10 effective date

The ICD Version Code is set to 9 when:

The Header First Date of Service is less than the ICD10 effective date   
10.1.2.  Data Validation Processing

Data validation processing checks for missing or invalid claim data based on the claim type.  The system also performs verification of total claim charges.  If an error is detected, an exception is posted to the claim or line item.  The data validity edit requirements are detailed in the edit exhibit that can be found in the exhibits section of this chapter of the System Documentation.

For an adjustment request, the data validity process performs edits against the adjustment request record.  If no exceptions are posted, the system searches the claims history database for the claim to be credited or adjusted.  When the system locates the claim to be credited or adjusted, the data validity program updates the pointer fields and the adjustment indicator of the claim in history and of the credit or adjustment claim.  These forward and backward pointers are TCNs that relate all the claims included in the adjustment chain.  The adjudication function documented in this chapter of the System Documentation includes a detailed description of the adjustment process.

10.1.3.  Provider Edits

Claims pricing and adjudication performs provider edits to validate that the provider is authorized to perform and/or bill for the services rendered.  The system interrogates the provider database, comparing provider information against both header and line item level information on the claim record.  The claims pricing and adjudication function posts provider exceptions to the claim or line item when inconsistencies are identified.
The provider edit process verifies that both the billing provider and the rendering provider have an active enrollment status, and are authorized to serve the client based on the major program code assigned to the claim.  When applicable, the system evaluates the relationship between the billing provider and the rendering provider.  The system ensures that the rendering provider is a member of the billing provider's group.  The system also examines the provider’s practice type to ensure that both the billing and the rendering provider have appropriate practice types.
The system evaluates the provider database to determine if the provider is under review.  Provider type, provider specialty, and participation indicators are evaluated to ensure the provider is allowed to perform the services on the claim.  Claims pricing and adjudication also ensures that clinical laboratory improvements amendment (CLIA) requirements are enforced when applicable. 
If multiple CLIA rows are found for the provider for the DOS, the system uses a hierarchy to determine which one to use.  The hierarchy is as follows:  COA and COC, COR, CO-PPMP, and COW.  COA and COC are at the same level in the hierarchy.  If 2 rows exist with these types, the COA row will be selected.  The provider edit process also validates other provider numbers submitted on the claim.  The system performs edits on the referring provider, attending provider, other provider 1, and other provider 2 and also performs verification checks for primary care physicians and lock-in providers.  The provider edits are documented in the exhibits section of this chapter of the System Documentation.

The system assigns a specialty for both the billing and rendering providers based on the specialties listed for the provider in the provider database.  A provider may have multiple specialties for which they are authorized to provide services.  For billing providers, the system assigns the specialty that has the lowest begin date where the DOS of the claim is between the begin and end date of the specialty on the provider database.  Exceptions to this are done for provider type 301-304 and provider type 344.  The system will always assign specialty 026 or 047 over any other specialties if the provider type = 301-304. The system will always assign specialty 069 over any other specialties if the provider type = 344, claim type is X or Wand either procedure S5190 or T2025 is on the claim.  For rendering providers, the system will assign the first specialty that matches between both the provider and the procedure code.   For both billing and rendering provider, specialty 069 will only be assigned if the procedure code is T2025 or S5190 and claim type is X or W.

10.1.4.  Category of Service Determination

Each service performed by a provider is assigned a category of service (COS).  The provider edit module assigns a COS to the claim or line item based on the claim type, billing provider type, condition code, procedure code, bill type, and other criteria that have been defined by MAD.  The category of service determination table in the exhibits section of this chapter of the System Documentation displays the criteria used by the New Mexico OmniCaid MMIS to determine the COS assigned to a claim or line item.

10.1.5  Client Edits

Claims Pricing and Adjudication Client Editing verifies that client information is on the client database and that the client is eligible to receive services for the claim dates of service.  A single client may have up to four Categories of Eligibility (COE) in effect on the claim’s dates of service.  The system stores one primary COE and up to three secondary COEs on each claim.

The State wants to pay claims from Medicaid funds rather than State-funded programs           whenever possible.  To accomplish this the system uses two pass processing logic. The major program code is assigned based in part on which pass, first or second, that the claim is currently being processed as. The system initially assigns a major program code of “M” (MAD) to all claims.  Suspended claims with major program “M” will continue to cycle through the system until they either pay or are about to be denied.  This process is called first pass processing, although suspended claims may in fact be processed through multiple cycles as first pass claims before they finally pay, deny or are recycled as second pass claims.  When the system determines that a first pass claim is about to be denied the adjudicator checks the claim to see if it is a candidate for second pass processing. If the claim is a candidate for second pass processing, the “two-pass” indicator is set and the claim is recycled for second pass processing. 

The process of evaluating and selecting client eligibility information from the client database and applying it to the claim, as well as second pass processing, is described in detail in the Client Eligibility Processing exhibit in the exhibits section of this document.

10.1.6  Reference Edits

Reference database edits are performed to validate procedure codes, DRGs (after pricing), diagnosis codes, and revenue codes.  The system examines claim data for proper client age and sex.  The provider type, provider specialty, place of service, and procedure code modifiers are also scrutinized.
The system determines if a client's major program covers the service by examining information maintained on the program coverage segments on the reference database associated with the claim line item procedure code.  Each program coverage segment contains a begin date, an end date, and a list of major programs that cover the service.  If the major program does not cover the service, claims pricing and adjudication posts an exception to the claim that indicates the service is not covered by the client’s major program. 
After program coverage is evaluated, the system determines if the procedure code on the line item on the claim requires prior authorization (PA).  The program coverage segments on the reference database indicate prior authorization requirements by major program.  Claims pricing and adjudication examines the prior authorization required code on the reference database and when prior authorization is required, performs prior authorization processing.
When the authorization required code indicates that prior authorization is “sometimes required,” the system performs the standard prior authorization processing.  The exception occurs with a Medical claim that has a place of service code equal to Inpatient (21).
The adjudication process uses this line item information to increment the used units or amount on the matching PA line item.  During medical criteria auditing, the system examines the PA override indicator on the associated medical criteria record.  If the PA override indicator is set to bypass if prior authorized, the system examines the claim line item field to determine if the claim has been prior authorized.  

10.1.7  Authorization Processing

The claims pricing and adjudication function performs authorization processing when a claim requires prior approval.  The prior authorization request (PA) number that comes on the claim is used to access authorization information maintained by the prior authorization subsystem.  This section of the System Documentation documents how the claims pricing and adjudication function uses prior authorization information to ensure that a claim is authorized according to MAD defined policy.  This section is subdivided into the following topics:

Exemption/non-exempt prior authorizations
Locate the authorization record

Locate the appropriate line item

· Descriptors
Use of the prior authorization

10.1.7.1  Exemption/non-exempt prior authorizations

The system requires authorization for each service on the claim that meets any of the following criteria:

1. If major program is equal to “D” (DOH).

2. If claim type is equal to “W” (Waiver) except when:

· Billing Provider Type = 344 and Billing Provider Specialty = 078

· 1st Procedure Code = T2025

3. If inpatient claim DRG priced and patient status is equal to “02” (Dischg/Trans).

4. If inpatient or outpatient claim and provider type is equal to “202” (Hosp rehab PPS exempt), “203” (Hosp rehab), “204” (Hosp PPS Exempt Psych), or “205” (Hosp psych).

5. If revenue or ICD code’s prior authorization indicator** is equal to “A” (PA Always) or “B” (PA Sometimes).

6. If one of the statements below is true:  

a. If the claim’s procedure code’s prior authorization indicator** is “A” (PA Always). 

b. If the claim is not an inpatient claim and the procedure code’s prior authorization indicator** is “B” (Outpatient Only) and the place of service is not 06, 08, 21, 31, 32, 51, 54, or 61.

c. If the claim is not an inpatient claim and the procedure code’s prior authorization indicator** is “C” (PA Always for 21 years plus) and the client is 21 or older.

d. If the claim is not an inpatient claim and the procedure code’s prior authorization indicator** is “D” (PA 21 years plus Outpatient Only) and the client is 21 or older and the place of service is not 06, 08, 21, 31, 32, 51, 54, or 61.

e. If the claim is not an inpatient claim and the procedure code’s prior authorization indicator** is “E” (PA Rehab Outpatient Only) and one of the statements below is true:

1) The claim type is outpatient  (“O”) and the billing provider’s provider type is 201, 202, 203, 204 or 205.

2) The claim type is Physician (“P”) and the billing provider’s provider type is 451, 452, 453, 454, 455, or 457 and the place of service is not 06, 08, 21, 31, 32, 51, 54, or 61.  

f. If the claim is not an inpatient claim and the procedure code’s prior authorization indicator** is “F” (PA under 18 Always) and the client is 18 or younger.

7. If out of state provider, provider location is equal to “O” (Out of state – beyond border) and PA number is included on the claim.  Note:  Out of state providers that do not include a PA number on their claim will post either edit 0725 or 0726 depending on the presence or lack of specific attachments (see edit 0725/0726 for more details).

**  The procedure code, revenue code or ICD surgical procedure code major program coverage segment on the reference database that encompasses the line item dates of service on the claim indicates that prior authorization is required for the client’s major program. 
The following conditions will cause the system to bypass prior authorization validation:
1. Outpatient claim and the provider type is “201” (Gen Acute), “204” (PPS Exempt Psych), or “315” (RR Hlth Med) and the revenue code is “0910,” “0911,” “0912,” “0914,” or “0915.”

2. If provider location is equal to “O” (Out of state – beyond border) and the service is considered an emergency (Procedure or revenue code’s emergency indicator equals “Y”).

3. If “Second Pass Processing” (Major Program is NOT equal to “M” (MAD)) and the attachment code is equal to “61” (CMS Authorization), “62” (Medical Services Authorization), or “63” (Title XX Medical Services Authorization).

4. Medical claims where the service is “8” (Assistant Surgery) revenue code or “A” (Anesthesia) on procedure code.

5. Provider types of 313 (FQHC), 221 (IHS), and 345 (Schools) as well as providers that have the IHS indicator set to “Y”.

6. Providers with Psych Social Indicator set to “Y”.

7. The claim type is Inpatient and the attachment code is equal to 68 (Alien The claim type is Outpatient and the provider type is “203” (Hospital Rehab) and the revenue code is “0424” or “0434”.

10.1.7.2  Locate the Authorization Record

When prior authorization is required, the system utilizes the PA number submitted on the claim to access the appropriate PA to then perform claim prior authorization.  In 837s PA number can be sent in the line level as well as header level. When PA number in the line level does not match with the one in the header level an exception is posted on the line stating PA’s are different. When the PA does not exist on the prior authorization database or the PA number does not exist on the claim, the system posts an exception to the line item of the claim indicating that a prior authorization is not on the authorization database. 
When a PA record is located, the claims pricing and adjudication function examines the PA header level status to determine if the PA is approved.  When the PA header level status is set to one of the following values, the system examines the PA record’s line item information.

· Approved – One or more detail line items are approved for processing.
· Suspended – There are errors at the header level and/or all detail lines for this PA are marked suspended.
· Denied – This PA has been denied and is not approved for processing.
· Closed – This PA is no longer available for processing.
Note:  Claims processing will update the PA status to a value of closed once the amount used or units used have reached the approved amount or approved units.

When the PA status is set to “Denied” or “Closed,” the system posts an exception to the line item of the claim indicating that the associated prior authorization is denied.  A complete description of PA statuses and processing is included in the Prior Authorization subsystem chapter of this System Documentation.
10.1.7.3  Locate the appropriate line item

The system uses the following criteria to locate a matching line item on a PA record.  
· When procedure, revenue, or ICD code authorization is required, the claim line item code   (procedure, revenue, ICD) must either match the PA line item code exactly or appear on a PA Descriptor list.  See “10.1.7.4 Descriptors” below for details on Descriptor usage. In case claim line item procedure code does not match the PA line item code, a local code - national code cross walk is done to establish a match. If the ‘Service Type’ on the PA contains a value of ‘B’ (DD Waiver Budget Procs), ‘O’ (DD Waiver Other Procs), or ‘P’ (DD Waiver Professional Procs), then the procedure code must match.  These values apply to Developmentally Delayed Waiver PAs and were added under RAT0534 (memo 120736).

· When diagnosis code authorization is required, the claim diagnosis code must match a PA diagnosis code.
· The PA line item from/through date range must encompass the claim line item first date of service and last date of service.

· The PA line item procedure code modifier(s), if present must match the claim line item procedure code modifier(s). If the PA Line item code is a descriptor, modifier matching is not required. 
· When the PA line item includes two modifiers, the claim line item must contain both modifiers to be considered a match. If the PA line item code is a descriptor, modifier matching is not required.   
· When the PA line item includes one modifier, the claim line item must have a modifier that matches the PA's modifier to be considered a match. If the PA line item code is a descriptor, modifier matching is not required.   
· When the PA line item does not include any modifiers, the line item is considered to be a match, and the system examines the next PA line item field. 
· For dental claims, the PA line item tooth number, if present, must match the claim line item tooth number or oral cavity code.
· For dental claims, the PA line item tooth surface(s), if present, must match the claim line item tooth surface(s).
· The PA line item billing provider number must match the claim billing provider number.
· The PA line item client number must match the claim client number.
· The PA line-item status must be equal to “approved.”
When the PA line item does not match the criteria listed above, the system posts the appropriate PA exception to the line item of the claim according to the following situations.
· The PA line item procedure code does not match the claim line item procedure code, revenue code or descriptor.
· The PA line item dates of service do not encompass the line item dates of service on the claim.
· The PA line item modifiers are present and do not match the modifiers billed on the line item of the claim. If PA line item procedure code is matched with claim line item code through the local code national code cross walk, this edit will be bypassed. If the PA line item code is a descriptor, this edit will be bypassed. 

· The PA line item tooth number is present and does not match the tooth number or oral cavity code on the line item of the claim.
· The PA line item tooth surface(s) is present and does not match the tooth surface(s) on the line item of the claim.
· The PA line item billing provider number is present and does not match the billing provider number on the claim.
· The PA line item status is “suspended.”
· The PA line item status is “denied” or “closed.”
Refer to the Claims Edit Exhibit in the exhibits section of this chapter of the System Documentation for a more detailed description of the exception codes.
10.1.7.4  Descriptors 

A Descriptor is a code value used to define a range, or ranges of codes including procedure code, revenue code, or ICD code.  The specific claim line item procedure code, revenue code or ICD code must match the range or ranges of associated codes found on the corresponding descriptor.  For example, procedure code 70002, which requires PA authorization, has been entered on claim line item number one.  The associated PA has a descriptor of XRAY, which encompasses procedure codes “70000” through “79999” and “R0000” through “R9999.”  The PA requirement is met because the procedure code was found in Descriptor XRAY.  Use of descriptors saves time and promotes accuracy when creating new PA’s.  For additional information, see the Authorization section 7.1. Authorization Narrative, located in Chapter 7, Authorization Processing, of the System Documentation.

10.1.7.5  Use of the prior authorization 

Claims pricing and adjudication ensures that the PA limit is not exceeded.  The claim line item information is compared to the PA line item information.  When PA limits are present on the matching PA, the adjudicator module performs a comparison of the claim allowed charge with the PA remaining amount or compares the claim units of service with the PA remaining units.  The units are compared when the PA type is FFS, CMS or waiver.  The amounts are compared when the PA type is Mi Via.

10.1.8  Determine Allowed Charge

The New Mexico MMIS pricing logic determines the claim or line item allowed charge using a number of pricing methods through online and batch processing. These methods include:
· Ambulatory surgical center (ASC) group
· Anesthesia base units
· Capitation
· Special rate tables
· Fee schedule (FS) pricing for procedure or revenue codes
· Per diem
· Percent of charge
· DRG Grouper
· Relative value scale (RVS) pricing for procedure
· Usual and customary.
For Medicare crossover claims, the system performs lower of logic pricing to determine if the allowed charge – Medicare Paid amount or the sum of the coinsurance and deductible amounts should be paid.  The lower of the two is selected.

The exhibits section of this chapter of the System Documentation provides a detailed explanation of the pricing methodologies including the Medicare crossover logic.  Once the system determines the claims allowed charge, it performs a series of reasonableness checks to verify provider charges.  Each service’s charges are compared to the claims allowed charge.  If the provider’s charge is over or under the allowed charge by more than a MAD-specified percentage, the system posts an exception to the claim.

10.1.9  Third Party Liability Edits

The claims processing subsystem uses information maintained on the reference, client, and the third party liability (TPL) databases, in conjunction with the claim data, to identify payment resources for a client.  This data is processed in accordance with state and federal requirements to ensure that the Medicaid program is the payer of last resort.
The system retrieves information for all of the client’s TPL resources and determines which type of coverage the client has available for the claim’s dates of service.  If the claim dates of service are equal to or fall within the effective dates of coverage on the TPL client coverage table, and the policy number from the client coverage table matches the policy number from the TPL coverage code table, the client has effective coverage for that TPL coverage code.  Each code represents a different type of coverage available to the client. A list of the thirty possible TPL coverage codes is included in the TPL Matrix Exhibit section of this document. 

Claims pricing and adjudication examines the services being billed and assigns a TPL type of service code to the claim.  This is an internal code that is only used during TPL edit processing and is not stored on the claim record.  The list of TPL types of service and the criteria used to assign them are also included in the TPL Matrix exhibit.  The combination of the claim type and TPL type of service code provides the key to accessing the TPL Edit Matrix. The matrix contains one row for each claim type / type of service combination and one column for each TPL coverage code.  The system locates the correct row in the table for the claim type/type of service combination and then checks the TPL coverage column for each type of coverage in effect for the client.  The intersection of these co-ordinates contains an edit instruction code used to determine which of the TPL exceptions, if any, should be posted to the claim.  The Matrix edit instruction codes are documented in the TPL Matrix exhibit.  TPL exceptions that may be posted are:

· 0750 – Client has primary insurance coverage – resubmit with TPL EOB
· 0751 – TPL casualty resource available – State review
· 0752 – MCO coverage available – rebill with MCO co-payment code
· 0753 – TPL worker’s compensation available – State review
· 0754 – TPL resources available for trauma/accident related incident – State review
· 0755 – TPL resources available for black lung diagnosis – State review
· 0756 – TPL payment is less than 30%
· 0757 – TPL indicated on claim form – no resource on file
· 0758 – TPL resource available – absent parent indicated
· 0759 – TPL attachment on claim – pend for manual review
· 0760 – MCO – no TPL attachment
· 0761 – Billed Exceeds Allowed – resubmit with HMO EOB 0433
· 0762 – Billed Exceeds Allowed – pend For State Review
The TPL Matrix and Edit Exhibit sections of this document provide a more detailed discussion of the TPL edit criteria. 

10.1.10  Claims Audit Processing 

The Claims Pricing and Adjudication function performs duplicate checking and historical audit processing prior to final claims adjudication.  This module determines if a billed service is an exact duplicate, possible duplicate, or possible conflict using specified criteria.  The module reviews against all paid claims previously processed and all to-be-paid claims still in process to determine whether a duplicate exception should be posted to a claim or line item.  Denied, to-be-denied, and suspended claims are not considered for duplicate or history related audits.  The duplicate check determination table in the exhibits section of this System Documentation identifies the criteria defined by New Mexico to be used by the MMIS to evaluate claims for duplicate check processing.
The claim audit module performs Prepayment Utilization Review (prepay U/R) processing.  The editing performed by prepay U/R processing is defined online using the Reference subsystem U/R criteria windows.  The parameters on the windows for the U/R criteria database define limits based on the type of claim being processed.  Medical criteria are used to define three types of exceptional conditions:
· General medical criteria are used to restrict procedure and diagnosis code combinations.
· Medical Limit parameters are used to ensure that maximum unit or dollar amount restrictions are placed on services during a specified time period.  Limit parameters may apply to either a revenue code or a procedure code.
· Medical Contraindicated parameters are used to detect inconsistencies between two different services rendered to a client over a specified period of time.
The claim audit module performs benefit limit processing using benefit limit parameters on the U/R criteria database.  The benefit limits are defined online using the benefit limit windows in the reference subsystem.  This window is similar to the medical limit screen that is used for medical criteria limits.  The benefit limit parameters are used to ensure that maximum unit or dollar amount restrictions are placed on services during a specified time period.  The specified time period allowed to be entered on a benefit limit parameter is always defined in terms of years, either a calendar year or fiscal year. The used amounts are maintained by calendar year or fiscal year(s) for all major programs.  If a service on a claim has been prior authorized, then benefit limits may or may not be applied based on the prior authorization indicator on the benefit limit window in the Reference subsystem.  
Benefit limits must be specified by procedure code on the Reference subsystem windows. The limit type is specified on the Reference subsystem windows and includes the associated procedure code list.  Claims audit processing uses the information to determine if the claim currently being processed contains a procedure code value that has an associated benefit limit.  If a benefit limit exists, the system analyzes the unit or dollar amount limit against the current claim and the history claims stored on the client master record.  The exception is posted if the claim exceeds the limit.  If the claim does not exceed the limits, the client master record is updated to reflect the services and processing continues.

Claims audit processing also applies cap limits to the billed services.  Cap limits are established on the Reference subsystem windows and are processed the same way as benefit limits.  The difference between a cap limit and a benefit limit is that cap limits are used to enforce dollar limitations within a given time period for a specific client as opposed to benefit limits that are frequency based.
The audit exceptions required by MAD are documented in the exhibits section of this chapter of the System Documentation.  The audit exceptions identified will be accommodated using the Reference subsystem U/R criteria database.  

10.1.11  Claims Final Adjudication Processing

Claims final adjudication processing involves processing for prior authorization, determining a claim's disposition, creating the credit side of adjustment claims when appropriate, and calculating a final reimbursement amount.  Prior to calculating a final reimbursement amount, Third Party Liability (TPL) allocations, client co-payment processing for State Children’s Health Insurance Program (SCHIP), patient payment allocations, and tax computation processing are performed to determine if additional add-ons or cutbacks (base rate change codes and amounts) are to be created for the claim.  The tax computation takes place after any co-payment post-calculated allowed charges have been determined and before TPL or patient payment processing is performed.
Prior authorization restrictions affect payment if the service units or dollars exceed those authorized on the prior authorization.  If the units or dollars that are billed, completely or partially exceed restrictions set at the line item level of the prior authorization, the system posts an edit to the claim line item and claim payment is denied.  In addition, for claims that result in a to-be-paid status, claims pricing and adjudication updates the units used or amount used on the PA record related to the line item of the claim to reflect the amounts used to process that claim,

A claim's final disposition is determined by analyzing the status of each exception posted to a claim.  If an exception with a disposition of “super-suspend” is posted to a claim, the claim is suspended for manual review regardless of the status of any other exception posted to the claim.  If an exception with a status of “deny” or “deny and report” is posted to a claim at the header level, the claim status is set to “to be denied.”  If an exception with a status of “deny” or “deny and report” is posted to any line item on the claim, the line item is denied with the line item reimbursement amount set to zero (other line items on the claim may be paid).  If all of the line items are “denied,” then the header status is set to “to be denied” if the claim is not denied, and an exception of “suspend” is posted either to the header or line item of the claim, the claim status is set to “suspend,” otherwise, the claim status is set to “pay”.  If the claim is a UB inpatient encounter (claim types I and A) and any exceptions have the status of “deny”, the claim status is set to “deny”. The exception status values are listed below along with a brief discussion of each status:

	Exception status
	Exception status description

	Super suspend
	This status indicates that a critical piece of information is in error or missing.  The error must be corrected before the claim can be completely processed.  This exception status prevents the exception from being forced or denied.

	Deny and report
	A status of “deny and report” indicates that a claim or line item is automatically denied, but information regarding the claim should appear on the claims exception report.

	Deny
	A status of “deny” indicates that a claim or line item is automatically denied.

	Suspend
	When an exception posts to a claim with a status of “suspend,” the claim is suspended for review.  When the claim data has been corrected or the exception status reset to either “deny” or “force pay” the claim is reprocessed through claims pricing and adjudication.

	Pay and report
	An exception status of “pay and report” allows an exception to post to a claim to be used to gather information without affecting payment to the provider.  When an exception with a pay and report status is posted to a claim, information regarding that claim appears on the claims exception report if the claim is paid.  This feature can be used to assess the impact of new policy or procedures on the provider community.

	Pay
	An exception status of “pay” is used to post informational edits.  These edits are sometimes used by the system to trigger additional processing such as TPL billing processing and reporting.


The final adjudicator also assigns a location code to each claim based on the exception codes posted to the claim. The system will update the current location information on the claim as well as maintain up to ten occurrences of previously assigned locations as an audit trail. The current location information is updated if the origin of the claim is exam entry or if the origin of the claim is claim correction and the adjudication parameter date is equal to the current location date on the claim header.  If the Claims header Status code is paid, the system moves the default location code (900) to the claim. If the Claims header Status code is denied, the system moves the default location code (910) to the claim.   If Claims header Status code is suspended, the system determines the location code based on the exception codes associated with the claim.                     The lowest valued location associated with any exception will be selected as the claim level location.  If the location cannot be assigned based on the exception codes, the system will assign the claim to the global default location unless an override location has been specified.  If the location was assigned based on exception codes, the system will allow a location override based on the override indicator associated with the exception, which determined the location.

The New Mexico OmniCaid MMIS uses a process called second pass processing to try and ensure that claims are paid from Medicaid funds rather than State funds whenever possible.  Second pass processing is described in detail in the client edit section of this document.  The system uses a claim indicator called the “two-pass” code to inform the adjudicator if the claim is in first or second pass processing at the time of adjudication.  The adjudicator evaluates the claim disposition in conjunction with the “two-pass” code value.  If the “two-pass” code is equal to spaces and the claim’s disposition is suspend, the claim will recycle as a first pass claim.  If the “two-pass” code is equal to spaces and the claim’s disposition is to-be-denied, the adjudicator evaluates the claim attachment codes and decides if the claim should be recycled for second pass processing.  If so, the “two-pass” code is set to “S” (Second Pass) and exception 0712 (Recycle Claim For Two-Pass Processing) is posted.  The system automatically recycles a claim that has exception 0712 posted to it.  The value of “S” in the “two-pass” code instructs the system to assign a new major program if possible when it recycles. 

As a part of final adjudication processing, the system reviews the TPL amount on the claim.  The system subtracts this amount from the calculated allowed charge amount in order to determine the reimbursement amount.  The total TPL amount is entered and carried at the header level of all claims.  This total TPL amount is allocated using a base rate change code.
The pricing and adjudication function uses a post-allowed base rate change to accommodate a reduction in the allowed charge amount required for client co-payment amounts.  The system evaluates the copay indicator and other client data on the client master database in addition to the billed services from the claim record to determine if co-payment amount should be applied to the claim.  The services that require a co-payment base rate change and the associated system parameter that maintains the co-payment dollar amounts are the following:

	Type of service
	System parameter number for co-payment amount

	Physician visit, urgent care, vision
	4651 (co-pay per phys visit, urgent care, vision) 

	Outpatient services
	4652 (co-pay per outpatient visit)

	Emergency service
	4653 (co-pay per emergency visit)

	Inpatient hospital admissions
	4654 (co-pay per inpatient hospital admission)

	Outpatient hospital service
	4655 (co-pay per outpatient hospital service)

	Dental service 
	4656 (co-pay per dental visit)

	Missed appointments
	4657 (co-pay per missed appointment)


The following services are exempt from co-payment and are identified:
· Preventive and prenatal care.

· Service provided by IHS facilities, urban Indian providers and providers with an IHS indicator.
· DME (Supplies)
· Transportation
· Place of Service = 21, 23, 31-34, 51, 54-56, and 61 (these values are maintained in system list 4525 (Place of Service Excluded From CoPay)
Further details on co-payment processing can be found in the pricing exhibit of this document.

Pharmacy claim co-payment requirements are accommodated by PDCS and are discussed in Chapter 13 of the System Documentation.
Once a claim is approved for payment, the final reimbursement amount is calculated taking into consideration the post-allowed charge base rate change amounts for third party liability, client co-payments, and patient payment amounts.  If a reduction in the payment exceeds the claim's total allowed amount, the system sets the reimbursement amount to zero and the claim's status to “to be paid.”  For claims with a status of “to be denied,” the system sets the header level and line item reimbursement amounts to zero.  The system retains all information necessary to determine how the final reimbursement amount was determined in the claim record.  The reimbursement status indicates if the claim line was paid or denied.  If paid, the reimbursement status indicates if the billed or allowed amount was paid.
If the claim being processed is a void request or a replacement claim that has a final disposition of “to-be-paid,” the claims final adjudication process builds the void or credit side of the adjustment based on the claim being voided/replaced.  The void or credit side of the adjustment looks exactly like the claim being voided/replaced, except that the dollar amounts and units on the credit are negated.

10.1.12  Automatic Medicare Crossover Processing

MAD allows automatic crossover claims to enter the MMIS directly from state-approved Medicare intermediaries and carriers using national standard format (NSF) record layouts and electronic data interchange (EDI) protocols.  

These intermediaries submit Part A and UB-04 Part B crossover claims using the coordination of benefits (COB) version 6.0 record layouts.  The COB version 6.0 is a new version of the NSF layout for institutional claims and is based upon the NSF 6 record layouts.

The automatic Medicare crossover pre-processor functionality excludes some crossover claims from entering the MMIS, formats acceptable Medicare crossover claims into Medicaid internal claim formats, and generates a crossover claim exclusion listing and facsimile report.
10.1.12.1  Crossover claim exclusion processing

The only reason crossover claims will be excluded from processing is if the Medicare provider number on the crossover claim cannot be cross-referenced to a Medicaid provider number on the MMIS tables.  These claims are written to an exclusion report for follow-up.  The necessary changes are made to correct the claim and it is recycled through the system. 

10.1.12.3  Crossover claim format processing

The automatic Medicare crossover pre-processor module maps the input COB 6.0 for Part A and UB-04 Part B crossover claims and NSF COB for Part B and DME/supply crossover claims to the MMIS internal claim record layouts.  This mapping process is very similar to the re-formatting process the EMC subsystem performs for electronic claims submitted to the MMIS.  The crossover claim format processing includes additional information and records not currently utilized by the third-party billing systems and ACES software.  The pre-processor performs a one-for-one mapping of a Medicare crossover claim to a Medicaid claim with the following exception:  Crossover claims excluded from entry to the MMIS do not have an associated Medicaid claim.
10.1.12.4  Crossover claim report processing

The automatic Medicare crossover pre-processor module generates a crossover claim exclusion report that lists crossover claims not permitted into the MMIS according to the criteria described above and a crossover claim facsimile of the input information for each crossover claim.  These reports are described in Chapter 8 – EMC.

10.1.13  Claims Correction Processing

The Claims Pricing and Adjudication function provides an online suspense correction feature.  This feature allows the user to either request the next queued suspended claim for correction, or request a specific claim by TCN.  The user makes the required corrections, and the system reprocesses the claim online.  The system processes a claim through all editing logic, even if it has failed one or more edits.
During online suspense correction processing, the claim in process is displayed on the claims correction windows.  An authorized user reviews the claim in an attempt to resolve exceptions posted to the claim.  An authorized user may elect to force or deny selected exceptions.  If the user forces an exception, the system processes the claim as though the exception had never posted to the claim.  If the user denies the exception, the system sets the exception status to deny, causing the claim or line item to be denied.
An authorized user may also use the exception override feature.  This feature allows an authorized user to pre-force an exception prior to the exception posting to a claim.  When the system encounters an exception override code, it treats the exception as though the user had forced the exception to pay.
After the claim has been updated, the system edits and prices the claim.  This complete reprocessing of suspended claims ensures that the claims pricing and adjudication function processes updated claims as thoroughly as newly entered claims.  In some cases an edit posted due to erroneous or missing data is so severe that subsequent claim editing is not meaningful.  However, once the user corrects the original data, the iterative editing process allows the system to reevaluate the claim without user intervention.  In addition, user activity is logged for future quality control and reporting.  The user logon identification and date of last update are stored on the claim record for audit trail purposes.  The system maintains a user logon identification for any exception that is forced or denied through the online suspense correction facility.
The exception control database in the reference subsystem plays an integral role in the exception resolution process.  Each exception code has an associated disposition status.  The exception code status is maintained through the windows for the exception control database.  The exception control database also indicates which exceptions can be forced or denied.  This ensures that only authorized exception codes are forced or denied through online suspense correction processing.
The exception control database assigns the routing location to claims that are suspended.   A routing location within the claims pricing and adjudication function consists of two fields:  a three-digit location code and a seven-character user ID.  If a user ID is specified as part of a location, it identifies a specific user within the location.  Suspended claims are routed in two ways:  manually or automatically.  Manual routing occurs based on the override location field that is presented on the detail online screen for a claim.  To manually route a claim a user enters the location code (and optionally, user ID) to route the claim in the override location field.  This causes the specified location to be assigned as the claims current location.
Automatic routing occurs based on the exceptions posted to a claim and is controlled by the exception control database.  When determining the proper location for a suspended claim, the system first inspects the override location field.  If an override location is specified, this becomes the claims current location.  If an override location is not specified, the system inspects the exceptions posted to the claim to determine the proper location.

The system maintains location information for each exception on the exception control database.  A default location and up to ten specific locations may be defined for each exception.  Specific locations are assigned based on specified claim types.  To assign a location to a claim, the system first reviews the specific location occurrences in the order entered, beginning with the first occurrence.  The location associated with the first occurrence that matches the claim based on claim type is assigned to a claim.  The default location is assigned to a claim if none of the specific locations apply.
The exception control database also allows the user to control exception report formats.  Exception reports are used in conjunction with the queuing feature during the suspense correction processing.  The exception control database allows the user to indicate whether an exception code should be reported on paper for resolution or simply queued online for automatic retrieval.  These reports and queues are routed to the appropriate location based on information on exception control database.  The reference chapter of the System Documentation provides more detailed information regarding the exception control database windows and fields.
The Claims Pricing and Adjudication online environment provides an additional feature to assist authorized users in processing suspended claims.  The suspense release transaction request window provides authorized users the capability to release or delete a group of related claims.  If the release option is selected, all claims meeting the specified criteria are automatically reprocessed through the adjudication cycle.  A delete request ensures that all suspended claims meeting the specified criteria are deleted from the suspended claims database.

The system provides the option of releasing all suspended claims or specific groups of claims to be released.  A user may select claims to be released based on batch number, TCN Julian date, exception code, provider number, client ID, or claim type.  If releasing by exception code(s), up to five exception codes may be entered on a release request.  In addition, for each exception code entered, a disposition code may be entered for that exception which will override the normally associated disposition code on the claims selected.  If releasing by criteria other than exception(s), exception codes and associated disposition codes can also be entered to override the normally associated disposition codes.  Suspended claims may also be deleted based on batch number, TCN Julian date, or claim type.  Claims suspended as part of mass adjustment processing can be released or deleted using a specific batch number and TCN Julian date.  Excluding mass adjusted claims from other selection criteria ensures that the fiscal agent has the opportunity to review an entire batch of mass adjusted claims prior to the claims being released or deleted.  Without this safeguard mass adjusted claims could be released inadvertently.

The suspense release request window allows for the entry of an EOB code which will be added to the claim header during the release processing.  The user may also enter a location code which will override the system-determined location code for the released claims. 
10.1.14  Claims Adjustment Processing

Adjustment and financial transaction processing is a broad subject that encompasses many topics.  The MMIS processes the following types of transactions to adjust claim history data:
· Claim credits
· Claim replacements
· Mass adjustments
· Backout file processing.
Each type of adjustment transaction is discussed individually in the following paragraphs.
10.1.14.1  Claim credits

A claim credit is a complete reversal or offsetting of a previously paid claim.  Only claims that are adjudicated by the MMIS may be credited using this process.  Pharmacy claims that are adjudicated by PDCS may not be credited using this process, but are credited within PDCS.  Claim credit requests are entered into the MMIS through the online system using the exam entry features used to enter the original claims (although a separate credit request window is provided).  

To enter claim credit requests, the user must supply the transaction control number (TCN) and accounting code of the claim to be credited, the client ID number, billing provider number of the original claim, and accounting code that indicates if the request is for-pay or history-only.  These criteria are used to identify the claim to be credited on claims history and ensure that the proper claim is selected.  The user must also supply an adjustment reason code that identifies the reason the claim is being credited.  

Once the claim that is to be credited is identified, the system creates a “negative image” of the claim selected.  The negative image is identical to the original claim that is to be credited except that all of the amount fields and the units on the claim are reversed.  The negative image is the real credit and if it is being processed for payment, it is reported on the provider’s remittance statement and reflected in the provider’s warrant or accounts receivable balance as appropriate.  A credit claim is like any other claim except that it has negative units and amounts.
The claim credit is also added to claims history where it and the credited claim provide a complete picture of the transactions that have occurred.  The original claim and the claim credit are linked together using TCN pointers.  The original claim points forward to the claim credit and the claim credit points backward to the original claim.  It is important to understand that a claim, once credited, may never be credited or replaced again.  Instead, the claim may be resubmitted, if necessary.  As with all claims, if a credit request is suspended, it can be displayed and corrected online and, if desired, a detailed report can be created that identifies information on the credit request and the posted errors.  

10.1.14.2  Claim replacements

Replacement claims accomplish a net change in the reimbursement of a claim to a provider rather than a complete reversal or credit.  Replacement claims are identical in format to original claims but contain two additional data fields: replacement TCN, and adjustment reason code.  The adjustment reason code and replacement TCN are used by the system to identify replacement claims and are both required to create a replacement claim.  If one field is entered without the other, an edit is posted to the claim.  The replacement claims are entered into the MMIS through the online exam entry process.  In addition, replacement claims can be submitted on paper forms or any of the available electronic submission functions.
As with credit claim processing, once the proper claim is identified on claims history, a copy of the claim is written to the suspended claims database and an exception is posted to the claim.  The purpose of the exception code is simply to hold the replacement claim on the suspended claims database allowing the user to make the necessary modifications to the claim online using the suspense correction windows.  Once the modifications have been made, the user simply clears the exception and the replacement claim is processed.  Replacement claims are identified by the presence of an adjustment indicator of the TCN, adjustment reason code, and replacement TCN on the claim record.  The TCN is used to identify the claim to be replaced on claims history.  The provider number and client ID number on the replacement claim are compared to the corresponding fields on the claim to be replaced.  If the provider number and client ID match, the transaction is allowed.  If the client ID does not match, the reason code is inspected to determine if it indicates that the reason the claim is being replaced is to change the client ID number, then the transaction is allowed.  Otherwise an exception is posted to the replacement claim.
A replacement claim actually consists of two parts, a credit record and a replacement record.  As discussed above, the claim credit is a negative image of the claim to be replaced on claims history.  The replacement claim is a new version of the replaced claim either with the updates applied online or with the information contained on the electronically submitted claim.
The credit portion of the replacement claim negates the original paid claim.  The replacement portion provides the new claim information.  Both records are retained on claim history, reported on the provider’s remittance statement and reflected in the provider’s warrant or accounts receivable balance as appropriate.  The credit and replacement claims are linked to the replaced claim using the TCN pointers.  Once the original claim has been replaced, it may not be replaced or credited again.  However, the replacement claim may be either replaced or credited.  Through this process, replacement chains are created that consist of the various versions of a claim all linked together by the TCN pointers.  During final adjudication processing, the credit record and replacement claim are paired and adjudicated together.  Thus, the net effect of the two transactions is reflected in the system.

PERM (PAYMENT ERROR RATE MEASUREMENT) adjustments are exam entered Pay to provider adjustments.  Only lines priced as Manual are re-priced.  The other lines retain their original price. When the original price is retained, any denied exceptions are also copied from the original claim.

10.1.14.3  Mass adjustments

The mass adjustment process differs from claim credits and replacement claims in that it is a process rather than a specific claim or transaction type.  This feature allows users to select claims based on user-specified selection criteria and systematically generate claim credits or replacement claims for each of the claims meeting the selection criteria.  
Authorized users enter mass adjustment requests through the online system.  To enter a request, the user must specify the transaction type (replacement or credit), the batch date, batch number, reason code, and the accounting code (payment or history-only).  In addition, the user must specify the desired claim selection parameters.  When the mass adjustment request is processed, the appropriate claims are selected based on the selection criteria.  These claims are then completely reprocessed through the system including the application of all relevant edits and audits.  In addition, the claims are re-priced according to the current reference subsystem database information (only pay-to-provider adjustments are re-priced.  History only adjustments retain the original price).  A special edit is posted to each claim so that the claims will be held in the suspended claims database until the results of the mass adjustment can be analyzed to ensure that the desired results were achieved.
The mass credit/replacement analysis report lists all of the claims included in each mass adjustment batch and compares the pre-calculated allowed charge amount of the claims with the previous payment amount.  Batch totals are provided to show the net effect of each mass adjustment request and grand totals are provided to show the effect of all of the requests that were processed.  If the results of the mass adjustment are as intended, the user simply releases the appropriate batch from the suspended claims database to allow final adjudication of the claims.  If the results are not as intended, the user may update selected claims through the claims correction feature, delete selected claims and release others, or delete the entire batch.  In addition, to reduce the number of replacement claims processed as a result of a mass replacement request, the user may delete all replacement claims in a mass replacement batch that resulted in a net payment difference of zero.

Certain types of mass adjustment requests will bypass client eligibility editing and allow the system to pay more than the billed amount (for retroactive rate changes).  This bypass functionality is controlled by a specific adjustment reason code value.
Additional Adjustment Processing

There are two types of mass adjustments that are typically not requested online – Medicare Recovery adjustments and SCI Medicare Part A adjustments. Each month, the Medicare Recovery process identifies claims that should be adjusted due to the client having retroactively received Medicare after the original claim was paid. The Medicare Recovery process creates a file of TCN numbers that get loaded into the Mass Adjustment control tables for batch processing. The Medicare Recovery adjustments were intended to use batches 850-859, but only batch 850 is utilized. The reason code ‘086’ (Medicare Recovery) is utilized by the claims Final Adjudicator to suspend each Medicare Recovery claim with exception 0859 (Medicare Recovery). These suspended claims will be reviewed and released online the next day. 

In November 2011 (project memo 111187) a similar process to the Medicare Recovery process was introduced – the SCI Medicare Part A adjustment process. Similar in concept to the Medicare Recovery process, this monthly process identifies SCI capitations that should be adjusted for Part A cohort pricing and then populates the Mass Adjustment control tables for subsequent batch processing. The tcns selected for the Part A adjustments are for SCI clients that have retroactively received Part A (only) Medicare.  These adjustments do not suspend however, as they are automatically released by the system. These adjustments are restricted to batch 855 and use reason code ‘013’ (DMA change in recipient aid category).

See more documentation in the Paid Claims Recovery subsystem section.

10.1.14.4  Back out file processing

The claims pricing and adjudication function creates a back out record for each claim during processing which applies updates to a prior authorization, benefit, cap limit, or co-payment accumulation.  If the claim is then credited or replaced, the back out record is retrieved and used to reapply to units and amounts to the appropriate prior authorization, benefit limit, cap limit, or co-payment accumulation records.  The back out transaction record maintains the original TCN, prior authorization, and client ID to correctly identify the records involved when the original claim was processed.
10.1.15 Electronic Claim Adjustments and Voids

An Electronic Void or Adjustment claim will be recognized by the X12 indicator of ‘X’ (indicating claim sent electronically) and the transaction code of ‘3’ for adjustments and ‘1’ for voids. This is true for both FFS and encounter claims.  

If an Adjustment posts any of the following edits, the claim did not linked to the original claim correctly.  The edits are:

0201             Credit/Replacement TCN missing or invalid

0350             Claim has been Audited

0840


Replacement or Credit is in Process


0842


Client Id Match not Found

0843


Billing Provider Match not Found

0844             Blng NPI Match not Found

0845


Claim Already Credited or Replaced

0850 


Claim not Found on History

0856


A Credit may not be Adjusted

0857


Can not adjust an Adjustment denied for LAE
1135 Invalid Adjustment Reason Code

If any of the edits above post, a ‘4’ (Denied Provider Submitted Replacement) will be moved to the transaction code.

If the adjustment is good (none of the above edits posted), the high order document number is changed to ‘2’.  If the adjustment is not good (any of the above edits posted), the high order document number remains a zero.

If the adjustment is good, the original claim’s TCN is returned.

When a claim is processing, the ‘Forced Deny” and ‘Force Paid’ claim edit dispositions will not be retained or carried forward on the new adjustment.

If the adjustment is not good, the header adjustment status code will be set to ‘D’ and the sequence number will be set to zero.

Edit 0857 will post if an adjustment is submitted to adjust an adjustment that has one of the above edits.

If the adjustment posts one of the edits above, then a credit will not be created.

10.1.16 Claim Adjustment Segments (CAS)

CAS will be created for all claims when the reimbursement amount is not equal to the submitted amount.  CAS can be created for pended claims, header paid claims or line paid claims.  For pended claims, CAS will be created at the header.  For header exceptions on denied claims, CAS will be created at the header and for claims with line exceptions on denied lines, CAS will be created at the line.  CAS records are mutually exclusive, i.e. it is either at the header or the line, but not both since claims are paid either at the header or at the line.

Within the CAS the payor id will be ‘NMMAD’ and one of three group codes will be used, ‘CO’ (Contractual Obligation), ‘PR’ (Patient Responsibility), or ‘OA’ (Other Adjustments).  The adjustment reason codes used in the CAS will be determined by the base change rate reason code when the base change rate reason code is numeric.  The following crosswalk will be used:  

Base change rate reason code

CAS adjustment reason code   
Group code

                  03                                                    03                                   PR

                  04                                                    23                                   CO

                  06                                                  142                                   CO

                  07                                                  137                                   CO
                    08                                                         23                                      CO

For all other adjustment reason codes for denied header or line item claims, the Group code will be ‘CO’ and the CAS reason codes can be found in the Claims Exception Control table.  If a denied claim contains TPL, the system will create two CAS segments.  One segment will be created for the TPL amount with CAS reason = 23 and Group Code = CO.  Another segment will be created for the difference between the submitted amount and TPL amount with the CAS reason found in the Claims Exception Control Table.

For Pended claims that will appear on the electronic Remittance Advice, a CAS will be created with the total charge, adjustment reason code of 133 and a group code of ‘OA’.  

Pharmacy claims will have the CAS segments sent.

For charges that exceed or are in excess of the allowable amount at either the header or line, adjustment reason code 45 will be used for positive amounts and adjustment reason code 94 will be used or negative amounts.

CAS amounts will be adjusted if either the TPL amount or the CoPay is greater than the allowed amount.  These are the only two amounts that can be greater than the allowed amount.

When CoPay is greater than the allowed amount, the submitted amount is reduced by the CoPay.  Tax and TPL are zeroed out, as they should not be applied to a line where the CoPay exceeds the allowed plus tax.

When TPL is greater than the allowed amount, the TPL amount is adjusted by subtracting the CoPay amount from the sum of the allowed charge amount, tax and patient responsibility.

When there is no CAS adjustment reason code for the exception or when the CAS segment amounts are not equal to the submitted amount, exception 0379 – system error – will be posted.  If the submitted amount is equal to the CAS segment amount(s) plus the reimbursement amount, all adjustment reason codes have been accounted.
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