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10.5  Claims Pricing and Adjudication Exhibits

The following exhibits have been included to assist in defining the requirements for Claims Pricing and Adjudication.  Those exhibits are:

·  Claim Type Assignment

· Category of Service Determination

· Pricing Exhibit

· TPL Cost Avoidance Matrix

· Duplicate Check Determination Table – FFS and Encounter

· Client Eligibility

· Claims Pricing and Adjudication Edit Exhibit

· Medicare Part B Crossovers – Claims Edit Bypass Listing

· Assign Cost Centers – See Exhibit 11D-5exhb.doc for details

· Timely Filing Exhibits

These exhibits begin on the following page.

10.5.1  Claim Type Assignment Exhibit

	Claim Type
	Claim Form
	Claim Type Description
	Batch/Invoice

Type
	Assignment

Criteria
	Other Criteria/Comments

	I
	UB-04
	Inpatient
	Batch Type U – UB-04
(OR)=================

Batch Type A – UB-04 Crossover
	Type of Bill = 11X
                        12X

AND

Provider Type = 201-205, 221

(OR)=================

Type of Bill = 11X 

                        12X

AND

Provider Type = 201-205

AND 

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND 

Not an IHS Facility

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810) 

(OR)=================

Type of Bill = 12X 

AND 

Batch Document Type Code not equal “E” (Encounter)


	General Hospital

Mental Hospital

(OR)=================

(for X12N-ADJ , X12N and type of bill code digits 1-2 = 12)

AND 

Batch Document Type Code not equal “E” (Encounter)

OR

Value Code = XO

AND

Type of Bill – 11X

                        12X

AND 

Batch Document Type Code not equal “E” (Encounter)



	O
	UB-04
	Outpatient

Note:  This is the default code for UB-04’s.
	Batch Type U – UB-04
(OR)=================

Batch Type A – UB-04 Crossover
	Type of Bill = 13X

                        71X   

                        72X

                        73X

                        74X

                        77X

                        84X

AND

Provider Type = 201-205, 221, 313, 314,315, 447

OR

Claim Type not previously assigned as CT 1, N, V or H.  Provider type 364 and 218 would fall into this category.

(OR)=================

Type of Bill = 13X

                        71X

                        72X

                        73X

                        74X

                        77X

                        84X

AND

Provider Type = 201-205, 315

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND 

Not an IHS Facility

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)
	Outpatient Hospital

Rural Health Clinic

Freestanding Dialysis Center

Freestanding FQHC

Outpatient Rehabilitation Facility

Ambulatory Surgery Center

Freestanding Birthing Center



	N
	UB-04
	Long Term Care
	Batch Type U – UB-04
(OR)=================

Batch Type A – UB-04 Crossover
	Type of Bill = 65X

                        66X

                        69X

                        86X

                        89X

AND

Provider Type = 211-215, 216-217, 219

(OR)

Batch Document Type Cd = “E” (Encounter)

AND

Type of Bill = 65X

                        66X

                        69X

                        86X

                        89X

21X

22X

AND

Provider Type = 211-215, 216-218, 219

(OR)=================

Type of Bill = 65X

                        66X

                        69X

                        86X

                        89X

AND

Provider Type = 216

AND
	

	
	
	
	
	Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND 

Not an IHS Facility

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)
	

	P
	CMS-1500
	Practitioner/Physician

Note:  This is the default code for CMS-1500’s.
	Batch Type H – CMS-1500
(OR)=================

Batch Type B – HCFA Crossover
	Claim Type not previously assigned as CT L, S, T, W, or X.  

(OR)=================

Claim Type not previously assigned as CT L, S, T, W, or X.  

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)

AND

Provider Billing Type is not 341, 344, 363, 447, 705, 463-999
	Edit 0032 (Provider Type/Claim Type Conflict) posts if default is assigned.

	D
	ADA Dental
	Dental
	Batch Type D – ADA Dental


	
	

	L
	CMS-1500
	Independent Laboratory, X-Ray
	Batch Type H –CMS-1500
(OR)=================

Batch Type B – HCFA Crossover
	Provider Type = 351-354

(OR)=================

Provider Type = 351-354

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)

AND

Provider Billing Type is not 341, 344, 363, 447, 705, 463-999
	

	S
	CMS-1500
	Medical Supply
	Batch Type H –CMS-1500
(OR)=================

Batch Type B – HCFA Crossover
	Provider Type = 336-338, 411, 414-417

(OR)=================

Provider Type = 336-338, 411, 414-417

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)

AND

Provider Billing Type is not 341, 344, 363, 447, 705, 463-999
	

	V
	UB-04
	Home Health
	Batch Type U – UB-04

(OR)=================

Batch Type A – UB-04 Crossover
	Type of Bill = 32X (Discontinued as of 02/27/14)

                        33X

                        34X

AND

Provider Type = 361

(OR)

Batch Document Type Cd = “E” (Encounter)

AND

Type of Bill = 32X (Discontinued as of 02/27/14)

                        33X

                        34X

AND

Revenue Code '0550' THRU '0559', '0570' THRU '0579' , '0580' THRU '0589' , '0590' THRU '0599'.

OR

Provider Type = 361

(OR)=================

Type of Bill = 32X (Discontinued as of 02/27/14)

                        33X

                        34X

AND

Provider Type = 361

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND 

Not an IHS Facility

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)
	

	T
	CMS-1500
	Transportation
	Batch Type H – CMS-1500
(OR)=================

Batch Type B – HCFA Crossover
	Provider Type = 401-405

(OR)=================

Provider Type = 401-405

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND

There is no Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)

AND

Provider Billing Type is not 341, 344, 363, 447, 705, 463-999
	

	A
	UB-04
	Mcare Part A Crossover


	Batch Type A – UB-04 Crossover
	Type of Bill = 110-118

                        180-188

                        210-218

                        280-288

                        410-418

                        510-518

                        61X

AND

Header Medicare Allowed Amount is greater than 0

OR

Provider Billing Code is not Unrestricted or Billing Only

OR

Provider Billing Type is 211-215, 217-218, 221

OR 

An IHS Facility

OR

There is an Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)
	

	B
	CMS-1500
	Mcare Part B Crossover
	Batch Type B – CMS-1500 Crossover
	Header Medicare Allowed Amount is greater than 0

OR

Provider Billing Code is not Unrestricted or Billing Only

OR

There is an Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)

AND

Provider Billing Type is not 341, 344, 363, 447, 705, 463-999
	

	C
	UB-04
	Mcare UB-04 Part B Crossover

Note:  This is the default code for UB-04 Crossover’s.
	Batch Type A– UB-04 Crossover
	Type of Bill =120-128

                       131-135

                       137-138

                       13P

                       13I

                       141

                       145

                       147-148        

                       22X

                       231

                       235

                       237-238

                       241

                       245

                       247-248

                       331-335

                       337-338

                       341-344

                       62X

                       711-715

                       717-718

                       721-725

                       727-728

                       741-745

                       747-748

                       811-815

                       817-818

                       821-825

                       827-828

                       831-835

                       837-838

AND

Header Medicare Allowed Amount is greater than 0

OR

Provider Billing Code not Unrestricted or Billing Only

OR 

Provider Billing Type is 221, 313-314, 455

OR 

An IHS Facility

OR

There is an Administrative Claim Adjustment Segment (CAS) for the Medicare Payer.  (system list 4810)
	

	H
	UB-04
	Hospice
	Batch Type U – UB-04
(OR)=================

Batch Type A – UB-04 Crossover
	Type of Bill = 81X

                        82X 

AND

Provider Type = 362

(OR)

Batch Document Type Cd = “E” (Encounter)

AND

Type of Bill = 81X

                        82X

AND

Revenue Code  '0650' THRU '0658'

(OR)=================

Type of Bill = 81X

                        82X 

AND

Provider Type = 362

AND

Header Medicare Allowed Amount = 0

AND

Provider Billing Code is Unrestricted or Billing Only

AND 

Not an HIS Facility

AND

There is no Administrative Claim Adjustment Segments (CAS) for the Medicare Payer.  (system list 4810)
	Hospice

	W
	CMS-1500
	HCBS Waiver
	Batch Type H – CMS-1500
	Provider Type = 344

AND

Procedure Code NOT = AA001, EA001, FA001, GA002, EA038, EA039, FA016, T1023, T2024, S5190
(OR)

 Provider Type = 344, Provider Specialty = ‘078’ AND

 Procedure Code NOT = S5199
 (OR)

 Provider Type = 462, Provider Specialty = ‘069’ AND

 Procedure Code = T2025
	HCBW

	X
	CMS-1500
	HCBS CMA Waiver
	Batch Type H - CMS-1500
	Provider Type = 344 

AND

Procedure Code = AA001, EA001, FA001, GA002, EA038, EA039, FA016, T1023, T2024, S5190
(OR)

Provider Type = 463

(OR)

 Provider Type = 344, Provider Specialty = ‘078’ AND

 Procedure Code = S5199

(OR)

Provider Type = 363 

AND

Procedure Code = S5199


	

	F
	System Generated OR

Exam entered
	Financial Transaction
	Batch Type F – Financial Transaction
	
	

	Y
	System Generated

OR

Exam entered
	Replacement Request
	Batch Type Y – Replacement Request
	
	

	Z
	System Generated

OR

Exam entered
	Credit Request
	Batch Type Z – Credit Request
	
	

	M
	System Generated

OR

Exam entered
	Capitation
	Batch Type M – Capitation
	Provider Type = 701-702
	Edit 0032 (Provider Type/Claim Type Conflict) posts if Provider Type is NOT 701 or 702.


Note:

10.5.2  Category of Service Determination Table

	COS
	Category of Service

Description
	Provider Type
	Other Criteria

	10
	Inpatient Free-Standing Psych
	Billing Provider Type:

205 – Hospital, Psychiatric
	Claim Type:

I – Inpatient

A – Mcare Part A Crossover

	11
	Inpatient Hospital
	Billing Provider Type:

201 – Hospital, General Acute

202 – Hospital, PPS Exempt, Rehab

203 – Hospital, Rehabilitation

204 – Hospital, PPS Exempt, Psych
	Claim Type:

I – Inpatient

A – Mcare Part A Crossover

	12
	Physician
	Billing Provider Type:

301 – Physician, MD

302 – Physician, DO

303 – Physician Component for Hospital

304 – Physician Component for 

          Residential Provider
	N/A

	13
	Prescribed Drugs
	Billing Provider Type:

411 – Department Store

412 – Hearing Aid Supplier

414 – Medical Supply Company

415 – IV Infusion Services

416 – Pharmacy

417 – Clinic, Rural Health Pharmacy

903 – FQHC Pharmacy


	If the claim is submitted with a procedure code. The procedure code used to price the claim is one of the following:

A4000 through A49999

B4030 through B49999

E0720 through E0745

W9100 through W9137

If the claim is submitted by a pharmacy, an NDC code will be billed and must not be in therapeutic class type of X0A through Y9Z (DME) or C5A through C5U (nutritional supp).



	14
	Dental Services
	Billing Provider Type:

421 – Dentist

422 – Clinic, Rural Health Dental

423 – Dentist Assistant

902 – FQHC Dentist
	Claim Type:

D – Dental  

B – Mcare Part B Crossover

P – Practitioner/Physician (and Prov Type is 421)

	16
	Non-Emergency Transportation
	Billing Provider Type:

403 – Handivan

404 – Taxi

405 – Travel Agencies & Airlines
	N/A

	17
	Prosthetic Appliances
	Billing Provider Type:

336 – Orthotist

337 – Prosthesis

338 – Prosthesis & Orthotist
	N/A

	18
	Laboratory and Radiology
	Billing Provider Type:

351 – Lab, Clinical Free Standing

352 – Radiology Facility

353 – Lab, Clinical with Radiology

354 – Lab, Diagnostic
	N/A

	20
	Rural Health Clinic
	Billing Provider Type:

314 – Clinic, Rural Health Med, Free

          Standing

315 – Clinic, Rural Health Med, Hosp

          Based
	N/A

	21
	EPSDT Screening 

(Note 1)
	N/A
	Use a combination of the diagnosis code and the procedure code

Proc Code – Group A:

99381-99385, 99391-99395, 99431-99432, WE017, WE018, WE019, WE020, WE040, WE037, WE039

Proc Code – Group B with Group B in the Diagnosis Code:

99201-99205, 99211-99215

Diag Code – Group B

V200 through V202, V700, V703, V709

	22
	IHS Inpatient Hospital 

(Note 1)
	N/A
	Provider IHS Indicator:

Y – Indicating the provider renders IHS services

AND

Claim Type:

I – Inpatient or

A – Mcare Part A Crossover

	22
	IHS Inpatient Hospital
	Billing Provider Type:

221 – Indian Health Services Hospital
	Claim Type:

I – Inpatient

A – Mcare Part A Crossover

	23
	IHS Outpatient Hospital
	N/A
	Provider IHS Indicator:

Y – Indicating the provider renders his services

AND

Claim Type:

Any claim type except: 

I – Inpatient

A – Mcare Part A Crossover

	23
	IHS Outpatient Hospital (Note 1)
	Billing Provider Type:

221 – Indian Health Services Hospital
	Claim Type:

Any claim type except:

I – Inpatient

A – Mcare Part A Crossover

	33
	Nursing Facility – State
	Billing Provider Type:

212 – Nursing Facility
	N/A

	34
	Intermediate Care Facility, MR – State
	Billing Provider Type:

215 – ICF MR State Owned
	N/A

	35
	Nursing Facility – Private
	Billing Provider Type:

211 – Nursing Facility, private

213 – Hospital, Swing Bed
	N/A

	36
	Intermediate Care Facility, MR – Private
	Billing Provider Type:

214 – ICF MR Private
	N/A

	39
	Clinic Services
	Billing Provider Type:

311 – Clinic Non-Prt Trtmnt & Diag

          Center

312 – Clinic, Family Planning

321 – School Based Health Centers

343 – Methadone Clinic

345 – Schools

432 – Behavioral Health Agency
433 – Mental Health Center
	N/A

	40
	Federally Qualified Health Center
	Billing Provider Type:

313 – Clinic, Federally Qualified Health

          Center
	N/A

	42
	Other Practitioner
	Billing Provider Type:

305 – Physician Assistant

306-Clinical nurse Specialist

316 – Nurse, CN Practitioner

317 – Nurse, RN

318 – Nurse, CRNA

319 – Aneesthetist Assistant

320 – Pharmacist Clinical

322 – Midwife, Certified Nurse

323 – Midwife, Lay

324 – Nursing, Private Duty

325 – Podiatrist

331 – Audiologist

333 – Dietician

334 – Optician

335 – Optometrist

341 – Chiropractor

342 – Intensive Outpatient (IOP)
430 – Behavioral Health Worker

431 – Psychologist, PHD, EdD, PsyD

435 – Licensed Professional Clinic 

          Counselor

436 – Licensed Marriage and Family

          Therapist

437 – Licensed Masters Level Social  

          Worker

438 – Psychologist School Cert

439 – Psychologist Asso. Lisc

440 - Lic Alchol & Drug Abuse Cnslr
441 – Psychosocial Rehav & Develop

443 – Nurse Psych Nurse Specialist

444 – Licensed Ind Social Worker

445 – Licensed Masters Level Counselor

446 – Core Service Agency
447 – Renal Dialysis Facility

451 – Occup Therapist, Lic & Cert

452 – Occup Therapist, Licensed

453 – Physical Therapist, Lic & Cert

455 – Rehabilitation Ctr, Certified

454 – Physical Therapist, Licensed

457 – Speech Therapist for Children

458 – Speech Therapist Child, School 

          Certified

901 – Acupuncture

904 – Government Agency

905 – Rehab Center, not certified

906 – Speech Therapist, not certified

921 – CnslrBachl

922 – Counselor, Master, not licen

923 – CnslrPastr

924 – CnslrOther

931 – PsycIntern

932 – PsycBachlr

933 – PsycMaster

951 – Social Worker, Bachelor Level

952 – Social Worker, Other Master’s

953 – Soc WrkIntn
	(OR) Any Provider Type with Claim Type:

P – Practitioner/Physician

AND

The procedure code used to price the claim line is

WE068.

	43
	Medical Supply
	Billing Provider Type:

411 – Department Store

412 – Hearing Aid Supplier

414 – Medical Supply Company

415 – IV Infusion Services

416 – Pharmacy
	If the claim is billed with a procedure code.  The procedure code used to price the claim line is NOT one of the following:

A4000 through A4999

B4030 through B4999

E0720 through E0745

W9100 through W9137

If the claim is billed with an NDC code, the code will have a therapeutic class type of X0A through Y9Z (DME) and C5A through C5U.

	44
	Residential Treatment Center
	Billing Provider Type:

216 – Residential Trtmnt Ctr, JCAHO

217 – Residential Trtmnt Ctr not 

          JCAHO

218 – Treatment Foster Care Svcs

219 – Group Home
	N/A

	45
	Premium Payment
	802 – HIPP
	

	46
	Ambulance
	Billing Provider Type:

401 – Ambulance, air

402 – Ambulance, ground
	procedure Code Not T2024 (OR) T1016

	47
	Case Management
	Billing Provider Type:

462 – Case Management
	Procedure Code NOT T2025

	48
	Hospice Service
	Billing Provider Type:

362 – Hospice
	N/A

	49
	Home Health Service
	Billing Provider Type:

361 – Home Health Agency
	N/A

	51
	Outpatient Hospital
	Billing Provider Type:

201 – Hospital, General Acute

202 – Hospital, PPS Exempt, Rehab

203 – Hospital, Rehabilitation

204 – Hospital, PPS Exempt, Psych

364 – Ambulatory Surgical Center
	Claim Type:

Any claim type except:

I – Inpatient

A – Mcare Part A Crossover

	52
	Outpatient, Free Standing Psych
	Billing Provider Type:

205 – Hospital, Psychiatric
	Claim Type:

Any claim type except:

I – Inpatient

A – Mcare Part A Crossover

	53
	Wvr & PCO Assess / Crim Bkgd Chk
	
	Claim Type = X

OR

Provider Type – 463 

AND

Procedure Code Not T1028 and No Modifier = U2

	54
	HCBW
	
	 Claim Type = W

	55
	HP Regular Capitation

And

SCI Supplemental Capitations


	Billing Provider Type:

701 – HMO Fed

702 – HMO Non Fed
	Claim Type:

M – Capitation

AND

The procedure code used to price the claim line is one of the following: ME002 or ME003 

AND

Cohort rate type = 1 – Regular, B – BH SALUD!, E – SCI county Funded, or F – SCI non-county funded or J – SCI Part A Retro 

OR

Cohort rate type = “G”, “H”, or “I” and the procedure code used to price the claim line is ME006, ME007 or ME008.

	56
	Maintenance
	Billing Provider Type:

346 – Lodging, Meals
	N/A

	57
	HP Native American 
	Billing Provider Type:

703 – NA HMO Fed

704 – NA HMO NFQ
	Claim type:

M – Capitation

(OR)

Any provider type AND

The procedure code used to price the claim line is one of the following:

ME004 or ME005

	58
	Administrative Payments


	Billing Provider Type:

701 – HMO Fed

702 – HMO Non Fed
	Claim type = M – Capitation 

AND

Cohort rate type = A – BH FFS

(OR)

8 – PDL Medicare Dual 

(OR)

N- PDL Native American Dual

(OR)

0 – PDL Native American

	59
	Buy in
	N/A
	Currently not being assigned in OmniCaid.

	60
	Family Planning
	N/A
	The system assigns the category of service of Family Planning to the claim or claim line using the criteria documented in the Family Planning Determination Exhibit.  The system performs family planning determination prior to category of service determination.

For Pharmacy claims, The interface program (NMMC6500)  determines C-COS-CD from W1C40541-R-DRG-THR-CHAR3-CD as follows.  (For the C-COS-CD on the claims main header table, use the W1C40541-R-DRG-THR-CHAR3-CD from the first line item):

G8A THRU G8C  

G9A             

X1A THRU X1C  

G8F

G9B

	61
	HP Newborn Capitation
	Billing Provider Type:

701– HMO Fed

702 – HMO Non Fed
	Claim type:

M – Capitation

AND

The procedure code used to price the claim line is one of the following:

ME001

	62
	PACE
	Billing Provider Type:

705 – PACE Provider
	Claim type not equal to I - Inpatient

	63
	Medical Management
	N/A
	Claim type:

M – Capitation

AND

The procedure code used to price the claim line is one of the following:

ME020

(Not a code being used by our system)

	64
	Personal Care
	Billing Provider Type:

363 – Personal Care Provider


	

	99
	Unknown
	N/A


	The Claims Processing Subsystem assigns a category of service of 99 (Unknown) to a claim if it cannot assign any other valid category of service.

If the system assigns a category of service of 99 (Unknown), it posts exception 0313 (Category of Service Cannot Be Determined).


	CMS-1500 Claims

	Action applied to claim line
	Proc family planning code value is:
	Diagnosis family planning indicator is: 

	The system bypasses family planning processing if one or more of the following conditions are true:

The procedure information is not available.

OR

The client’s gender is female and the client’s age is less than 8 or more than 45 on the claim line first date of service.

OR

The client’s gender is male and the client’s age is less than 8.

OR

The client has COE 085 on file for the First DOS
	
	

	Assign Family Planning COS

Bypass COS determination
	Always family planning
	Not relevant

	Assign Family Planning COS

Bypass COS determination
	Suspect family planning
	Always family planning

	Go to COS determination
	
	


	UB-04 Claims Priced at the Line Level (Excluding Inpatient Percent of Charge Claims)

	Action applied to claim line
	Proc/Rev family planning code value is:

(Note 1)
	Diag family planning indicator 
	Condition code family planning code is: (Note 2)

	The system bypasses family planning processing if one or more of the following conditions are true:

The procedure information is not available.

OR

The client’s gender is female and the client’s age is less than 8 or more than 45 on the claim line first date of service.

OR

The client’s gender is male and the client’s age is less than 8.

OR

The client has COE 085 on file for the First DOS
	
	
	

	Assign Family Planning COS

Bypass COS determination
	Always family planning
	Not relevant
	Not relevant

	Assign Family Planning COS

Bypass COS determination
	Suspect family planning
	Always family planning
	Not relevant

	Assign Family Planning COS

Bypass COS determination
	Suspect family planning
	Not relevant
	Always family planning

	Go to COS determination
	
	
	

	Notes:

(1) Revenue codes do NOT have a family planning code in the database.  System list 4545 (Revenue codes related to Family Planning) is used to identify revenue codes that are “Suspect family planning.”  No revenue code is ever “Always family planning.”

The system examines the family planning indicator associated with the claim line procedure code (if present) to determine the proc/rev family planning value.  The system sets the proc/rev value as follows:

· If the indicator for the procedure code is “Always family planning”, the system sets the proc/rev family planning value to “Always family planning.”  

· If the indicator for the procedure code is “Suspect family planning” or the revenue code is on system list 4545 (“Suspect Family Planning--see above), the system sets the proc/rev family planning value to “Suspect family planning.” 

· Otherwise, the system sets the proc/rev family planning value to “Never family planning.”

(2) If one or more of the claim condition codes are “A4” (Always Family planning), the system sets the condition code value to “Always family planning.”




	UB-04 Claims Priced at the Header Level and Inpatient Percent of Charge Claims

	Action applied to claim line
	Rev/ICD-Surgical Procedure family planning code is:  (Note 1)

	The system bypasses family planning processing if one or more of the following conditions are true:

The procedure information is not available.

OR

The client’s gender is female and the client’s age is less than 8 or more than 45 on the claim line first date of service.

OR

The client’s gender is male and the client’s age is less than 8.

OR

The client has COE 085 on file for the First DOS
	

	Assign Family Planning COS

Bypass COS determination
	Always family planning

	Go to COS determination
	

	Notes:

(1) The system examines the family planning indicator associated with all of the revenue codes and all of the ICD-Surgical procedure codes entered on the claim.  It classifies the revenue/ICD-Surgical Procedure family planning value using the following logic:

If one or more of the revenue or ICD-Surgical Procedure family planning codes are “Always family planning,” the system sets the revenue/ICD-Surgical Procedure family planning value to “Always family planning.”
Otherwise, the system sets the revenue/ICD-Surgical Procedure family planning value to “Never family planning.”


10.5.3  Pricing Exhibit

The Claims Pricing and Adjudication Pricing Exhibit documents the reimbursement methodologies for claims processed by the New Mexico Medicaid Management Information System.  This document is presented in the following sections:

Medical Pricing Diagram


Figure 1:  Medical Pricing Logic
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Non-Inpatient Pricing Diagram


Figure 2: Non-inpatient Pricing Logic


Figure 2.5: Outpatient Prospective Payment System (OPPS) Pricing Logic
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Figure 3: Inpatient Pricing Logic
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10.5.3.1 Medical Pricing Diagram

The medical pricing diagram depicts the processing flow that the Claims Pricing and Adjudication function performs to determine the allowed charge for medical services.  A narrative description of this processing is presented following the diagram.
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Figure 1: Medical Pricing Logic

10.5.3.1 Medical Pricing

This section describes the steps the Claims Pricing and Adjudication function performs to determine the allowed charge for medical services.  Medical services include the following (this includes both CMS-1500 and Dental invoice types):

· Anesthesia Services.

The system identifies anesthesia services as procedure code’s with a service area code = “A” (Anesthesia Procedure Codes) or a procedure code modifier equal to “AA”, “QK”, “QX”, “QY’, “QZ”, “P1”, “P2”, “P3”, “P4”, “P5” or “P6” (Anesthesia Service).

· Ambulatory Surgical Center Services.

The system identifies ASC services by matching a billing provider type 364   (Ambulatory Surgical Center) on a claim type of “P” (Practitioner) or ‘B’ (Medicare Part B Crossover).
.

· Dental Services.

The system identifies dental services by a claim type of “D” (Dental).

· Independent Laboratory Services.

The system identifies independent laboratory services by a claim type of “L” (Independent Laboratory).

· Pathology Services.

The system identifies pathology services by a procedure code service area type of “P” (Pathology).

· Practitioner Services.

The system identifies practitioner services by a claim type of “P” (Practitioner).

· Radiology Services.

The system identifies radiology services by a procedure code service area type of “R” (Radiology).

· Supply Services.

The system identifies medical supply services by a claim type of “S” (Supply) or by a line item category of service of “43” (Supply).  

· Transportation Services.

The system identifies transportation services by a claim type of “T” (Transportation).

· Waiver Services.

The system identifies waiver services by a claim type of “W” (Waiver) or “X” (CMA Waiver).

Note: When the Claim type = “W” and the Billing Provider Type = “344” and the claim was submitted with a Mi Via PA and the procedure code NOT = T2025 OR Billing Provider Type = “344”, Specialty = “078” and Claim type = “W”, the system will bypass rate file processing, base rate change processing and set the base rate amount and the allowed amount to the submitted amount.  The Base amount source will be set to “SA” (submitted amount).
The system performs the following default pricing logic for services billed using procedure codes.

A.
Determine the Calculated Base Rate.

1. Locate Procedure Record Pricing Segment.

The system reads the procedure record and locates the appropriate pricing segment for the procedure code and dates of service on the line item of the claim.  Refer to the “Obtaining the Procedure Record Pricing Segment” section of this exhibit for a more detailed description of this process, along with a description of the factor code pricing features including pricing methodologies. 

a).
Technical Component.

If one of the procedure code modifiers is equal to “TC” (technical component), the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the procedure factor code values listed below:
	Code
	Code Description

	G
	TC Fee Schedule (FS)

	H
	TC Relative Value Scale (RVS) 

	I
	TC Manual Review FS

	J
	TC Manual Review RVS

	K
	TC By Report

	L
	TC Not Covered


If a pricing segment containing one of the procedure factor codes listed above cannot be located, the system attempts to locate a procedure code pricing segment using one of the six default values listed below:

	Code
	Code Description

	1
	General Fee Schedule (FS)

	2
	General Relative Value Scale (RVS) 

	3
	General Manual Review FS

	4
	General Manual Review RVS

	5
	General By Report

	6
	General Not Covered


If a pricing segment containing a technical component procedure factor code cannot be located, the system multiplies the total component rate associated with procedure factor codes 1 through 4 times a technical component percentage.  This technical component percentage is stored on the reference database and is used to calculate the Medicaid allowed amount for the technical component of a procedure.  The formula for general technical component pricing is:

FS:     Calculated Base Rate = Procedure Value  *  Calculated Units of Service * 

         Procedure Technical Component Multiplier


RVS:  Calculated Base Rate = Procedure Value * Calculated Units of Service *   

         System Parameter RVS Conversion Factor  *
         Procedure Technical Component Multiplier



b).
Professional Component.

If one of the procedure code modifiers is equal to “26” (professional component) or for CMS-1500 claims, if the line item procedure code that has a service area of lab, pathology or radiology and a rendering provider with the professional/technical indicator equal to “P” and the (provider type is equal to 301 or 302 AND the place of service is 21, 22 or 23) OR the provider type is equal to 303, modifier 26 is added to the service and the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the procedure factor code values listed below.  However, if a procedure modifier for anesthesia exists, the “26” modifier is not added to the claim and the service area is set to “A” (anesthesia).

If a HCFA or UB claim line is billed without the modifier 26 and the system only contains a procedure code pricing segment with a factor code of A for the dates of service, the system will price using the procedure code pricing segment for factor code A.

	Code
	Code Description

	A
	26 Fee Schedule (FS)

	B
	26 Relative Value Scale (RVS) 

	C
	26 Manual Review FS

	D
	26 Manual Review RVS

	E
	26 By Report

	F
	26 Not Covered


If a pricing segment containing one of the procedure factor codes listed above cannot be located, the system attempts to locate a procedure code pricing segment using one of the six default values listed below:

	Code
	Code Description

	1
	General Fee Schedule (FS)

	2
	General Relative Value Scale (RVS) 

	3
	General Manual Review FS

	4
	General Manual Review RVS

	5
	General By Report

	6
	General Not Covered


If a pricing segment containing a professional component procedure factor code cannot be located, the system multiplies the total component rate associated with procedure factor codes 1 through 4, times a professional component percentage.  This professional component percentage is stored on the reference database and is used to calculate the Medicaid allowed amount for the professional component of a procedure.  The formula for general professional component pricing is:

FS:     Calculated Base Rate = Procedure Value * Calculated Units of Service * 

         Procedure Professional Component Multiplier


RVS:  Calculated Base Rate = Procedure Value * Calculated Units of Service * 




         System Parameter RVS Conversion Factor  *



   
                        Procedure Professional Component Multiplier
c).
ASC Pricing

If the claim type is either P or B, DOS is on or after 1/1/2009 and the billing provider is type 364, ASC pricing will be performed.  The system will price using the procedure code pricing segments listed below.  
	Code
	Code Description

	7
	ASC Fee Schedule 

	8
	ASC Manual Review Fee Schedule

	9
	ASC by Report

	0
	ASC Not Covered


d).
Anesthesia Services.

For anesthesia procedure codes (Service Area code = “A”) or line items with a procedure code modifier equal to “AA”,”OK”, “QK”, “QY”,  “QX”, “QZ”, “P1”, “P2”, “P3”, “P4”, “P5” or “P6” (indicating an anesthesia service), the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the procedure factor code values listed below:
	Code
	Code Description

	S
	Anesthesia Fee Schedule (FS)

	T
	Anesthesia Relative Value Scale (RVS) 

	U
	Anesthesia Manual Review FS

	V
	Anesthesia Manual Review RVS

	W
	Anesthesia By Report

	X
	Anesthesia Not Covered


Anesthesia services are normally reimbursed using the relative value scale (RVS) rate (procedure factor code equal to “T”). 

e).
DME/Medical Supply Services.

(1). Maintenance/Repair Supply Services.

For medical supply line items with a procedure code modifiers equal to “MS” (indicating a maintenance/repair supply service), the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the procedure factor code values listed below:  Please note that Anesthesia and Repair supply share factor codes S – V
	Code
	Code Description

	S
	Anesthesia Fee Schedule (FS)

	T
	Anesthesia Relative Value Scale (RVS) 

	U
	Anesthesia Manual Review FS

	V
	Anesthesia Manual Review RVS


(2). Rental Supply Services. 

For medical supply line items with a procedure code modifiers equal to “RR (indicating an initial rental supply service), the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the procedure factor code values listed below:
	Code
	Code Description

	M
	Rental Fee Schedule (FS)

	N
	Rental Relative Value Scale (RVS) 

	O
	Rental Manual Review FS

	P
	Rental Manual Review RVS

	Q
	Rental By Report

	R
	Rental Not Covered


For purchased supplies, the system attempts to locate a procedure code pricing segment using one of the six default values listed in the “All Other Services” section below.

f).
All other services.

For all other services, the Claims Pricing and Adjudication function locates the procedure code pricing segment using one of the six default values listed below:

	Code
	Code Description

	1
	General Fee Schedule (FS)

	2
	General Relative Value Scale (RVS) 

	3
	General Manual Review FS

	4
	General Manual Review RVS

	5
	General By Report

	6
	General Not Covered


The system allows authorized users to change the procedure factor codes online to trigger a different pricing algorithm.  Similarly, a procedure code pricing segment factor code can be changed to “Not Covered” for a particular date range.

g).
Pricing Segment Calculation.

(1).
Anesthesia Services (RVS Pricing Only).

The system calculates the line item units of service from the anesthesiologist time on the line item of the claim.  The system uses the following formula to determine the calculated base rate for anesthesia services:

Calculated Base Rate = (Base Units * (1 – Unit Reduction Percentage) + (Calculated Units of Service + Additional Units)) * Reimbursement Rate

Whereas:

Base Units =

RVS Unit Value from the procedure code pricing span.

If edit 0204 has posted to the line, the base units will be set to zero.
Forced to one (1) unit under certain circumstances.  See Calculated Units of Service below.
Unit Reduction Percentage (Reduction in Base Units due to Anesthesiologist directing multiple CRNAs) =

Default = 0%

QK (Direction of 2 or more CRNAs) modifier = Percentage stored in System Parameter “4602”.  Only used for DOS < 12/1/10

Calculated Units of Service (Submitted units from line) =

Time To Unit Ratio:

Default = One unit equates to 15 minutes.

59410 (Epidural) for DOS < 12/1/10 = One unit equates to 1 hour.

01967 (Epidural) for DOS >=12/1/10 = One unit equates to 1 hour.

Procedure Codes for Qualifying Circumstances  (Based on procedure code):

99100 (Patient of extreme age)

99116 (Anesthesia complicated by hypothermia)

99135 (Anesthesia complicated by hypothermia)

99140 (Anesthesia complicated by emergency cond.) 

= Set Calculated Units of Service to “0” units.

= Set Base Units to “1” units.



99410 (Epidural) for DOS less than 12/1/2010
= Maximum of 4 units allowed (4 hours).

   Assume “Base Units” set to 0.

   (System uses lesser of max or submitted units.)

Additional Units (Additional units added if procedure was due to a severe or life threatening operation) =

Default = 0 units.

Units below only added if DOS is less than 12/1/10.

P3 (Patient with severe systemic disease) modifier = 1 units.

P4 (Patient with severe systemic disease that is a constant threat to life) modifier = 2 units.

P5 (Moribund patient who is not expected to survive without operation) = 3 units.

Reimbursement Rate =
Default = System Parameter RVS Conversion Factor (“ANE Default RVS Conv Factor” System Parameter “4611”).

QX (Medically directed CRNA service) modifier = System Parameter RVS Conversion Factor (“ANE Medical Directed RVS Conv Factor” System Parameter “4612”), regardless of DOS.

QY  (Medical Direction one certified registered nurse anesthetist (CRNA) by anesthesiologist) modifier and DOS is less than 12/1/10 = System Parameter RVS Conversion Factor (“ANE Non-Medical Directed RVS Conv Factor” System Parameter “4613”).

QZ  (CRNA with no Medical Direction) modifier and DOS is less than 12/1/10 = System Parameter RVS Conversion Factor (“ANE Non-Medical Directed RVS Conv Factor” System Parameter “4613”).

QZ  (CRNA with no Medical Direction) modifier and DOS is on or after 12/1/10 = System Parameter RVS Conversion Factor (“ANE Default RVS Conv Factor” System Parameter “4611”).

QY ( Medical Direction one certified registered nurse anesthetist (CRNA) by anesthesiologist) modifier or QK (Med Dir of 2, 3, 4, Concur Anesth) and DOS is on or after 12/1/10 = System Parameter RVS Conversion Factor (“ANE Medical Directed RVS Conv Factor” System Parameter “4612”).

(2).
Other Services.

Refer to the “Obtaining the Procedure Record Pricing Segment” section of this exhibit for the formulas used in normal factor code pricing.

The system sets the claim line item base rate source to “PP” (Procedure Priced).  This field allows authorized users to identify the source of the derived base rate amount.

2. Perform Authorization Processing.

The system requires authorization for certain services on the claim.  The claim does not price from the authorization.  See “Authorization Processing” section for details.

3. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For profit) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Line Tax Process” section of this exhibit for details.

4. Perform Rates Processing.

a).
ASC Services.

The system always performs rates processing for ASC services.  Refer to the “Rates Processing” section of this exhibit for a more detailed description of this process.

This is only performed if the DOS is before 1/1/2009.

b).
Other Services.

The system performs rates processing according to the values of the rate indicators on the procedure record.

The system performs rates processing as specified in the “Rates Processing” section of this exhibit.  If a rate indicator is set to perform rates processing, the system sets the line item base rate source accordingly and overlays the calculated base rate with a value determined by the following calculation: 

Calculated Base Rate = Rate Amount * Claim Line Item Allowed Units of Service

5. Perform Matrix Pricing Process.

Matrix pricing is used to price claims based on a percentage of the submitted amount.  This pricing methodology is used to price services that are new or do not occur often enough to establish a good pricing history.  Please refer to the “Matrix Pricing” section of this exhibit for a more detailed description of these exceptions.

6. Perform Manual Pricing Process.

When specific exceptions are posted to a line item, the system requires manual pricing.  These specific exceptions indicate either that the claim cannot be priced by the system or that the price derived must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a line item base rate source of “MM” (Manually Priced) and a corresponding line item base rate amount, the system utilizes the value entered as the calculated base rate. 

B.
Determine the Base Rate.

The system sets the line item base rate equal to the value of the line item calculated base rate for medical services.

C.
Determine the Calculated Allowed Charge.
At this point in the pricing logic, the system has determined the line item base rate.  Any additional pricing criteria that apply to the line item are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on, of the line item base rate.

The system sets the line item calculated allowed charge equal to the value of the line item base rate prior to determining the line item pre-calculated allowed charge base rate changes.

· System Parameter Percentages.

The percentages used in many of the cutbacks/add-on’s are stored in System Parameters.  The percentage maintained in these parameters represents the percentage of the calculated allowed amount to be reimbursed.  For instance, to attain a twenty-five percent (25%) cutback would require the value of seventy-five percent (75%) to be stored in the appropriate system parameter; while a twenty-five percent (25%) add-on would require the value of one hundred and twenty-five percent (125%) to be stored in the appropriate system parameter.  

· Assistant Surgeon Cutback.
If a procedure code modifier on the line item is equal to “80” (Surgical Assistant Service), “81” (Minimum Assistant Surgeon) or “82” (Asst Surg Qual Res Not Avail), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4407” (Assistant Surgeon Percent).  This system parameter maintains assistant surgeon percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the assistant surgeon percentage to determine the base rate change amount as determined by the following formula:

Assistant Surgery Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “AS” (Assistant Surgeon).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Assistant Surgery Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  If both procedure code modifiers affect the calculated allowed charge, the system posts exception “0438” (Proc Requires Manual Revw) to the claim line item.

· Multiple Anesthesia Cutback.
For anesthesia procedure codes or line items with a procedure code modifier equal to AA, OK, QK, QX, QY, QZ, P2, P3, P4, P5 or P6 (indicating an anesthesia service), the Claims Pricing and Adjudication function determines if the provider billed for more than one anesthesia service for the same date of service.  It pays the first anesthesia line at one hundred percent.  The system then applies the following cutback logic to all subsequent anesthesia lines billed for the same date of service.

The multiple anesthesia cutback is applied if the following criteria are met:

· Procedure Code Multiple Surgery Indicator is set on (“Y”).

· Preceding claim line item has the same first date of service.

· Preceding claim line item is the same service area (Anesthesia) or modifier identified above.

· Base Rate Source code NOT equal to “MM” (Manually Priced).

The system uses one of two system parameters to calculate the cutback amount.  The system uses system parameter “4622” (Second Anesthesia Cutback Pct) for the first claim line that meets the above criteria.  The system uses system parameter “4623” (Third Anesthesia Cutback Pct) for all subsequent claim lines that meet the above criteria. 

The system formulates the cutback by multiplying the adjusted percentage by the claim line base amount as follows:

Multiple Anesthesia Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change source is “AM” (Anesthesia Multiple Surg Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Multiple Anesthesia Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Bilateral Procedure Add-on.
The bilateral procedure add-on is applied if the following criteria are met:

· A Procedure Code Modifier on the line item is equal to “50” (Bilateral Procedures)

·  The Procedure Code on the line is contained on system list “4901” (50% Add-On Procedure Codes or “4902” (100% Add-On Procedure Codes).   If the procedure code is on system list “4901”, the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4625” (Bilateral Procedures Add-on Pct).  If the procedure code is on system list “4902”, the system multiplies the calculated allowed times a percentage maintained on system parameter “4804” (100% Bilateral Proc Add-On Pct.).   Both system parameters maintain bilateral procedures percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the bilateral procedure percentage to determine the base rate change amount as determined by the following formula:

Bilateral Procedures Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “BP” (Bilateral Procedure Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Bilateral Procedures Base Rate Change Amount.

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  If both procedure code modifiers affect the calculated allowed charge, the system posts exception “0438” (Proc Requires Manual Revw) to the claim line item.

· Multiple Procedure Cutback.
The multiple procedure cutback is applied if the following criteria are met:

· Procedure Code Multiple Surgery Indicator is set on (“Y”).

· Preceding claim line item has the same first date of service.

· Preceding claim line item is the same service area (Surgery).

· Previous claim line(s) procedure has multiple surgery indicator = Y.

This is a two-pass cutback, taken only after all the other add-ons and cutbacks have been applied.  The system uses one of two system parameters to calculate the cutback amount.  The system uses system parameter “4626” (Second Multiple Procedure Cutback Pct) for the first claim line that meets the above criteria.  It uses system parameter “4627” (Third Multiple Procedure Cutback Pct) for all subsequent claim lines that meet the above criteria.  

The system formulates the cutback by multiplying the adjusted percentage by the claim line base amount as follows:

Multiple Surgery Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge


The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “MP” (Multiple Procedure Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Multiple Surgery Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Surgical Procedure Only Cutback (Modifier 54). 
If a procedure code modifier on the line item is equal to “54” (Surgical Procedure Only), the system multiplies the calculated allowed charge times the surgical procedure only percentage that is maintained on system parameter ‘4638” (Surgical Procedure Only Cutback Percentage).  The system uses the surgical procedure only percentage to determine the base rate change amount as determined by the following formula:

Surgical Procedure Only Base Rate Change Amount = (Calculated Allowed Charge * (System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “SP” (Surgical Proc Only Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Surgical Procedure Only Base Rate Change Amount.

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  If both procedure code modifiers affect the calculated allowed charge, the system posts exception “0438” (Proc Requires Manual Revw) to the claim line item.

· Rental Cutback (Modifier RR). 
If the procedure code is on system list 4840 (Rental Cutback Procedure Codes), claim type is S (Medical Supply) and line is pricing via a rental factor code, the system multiplies the calculated allowed charge times the rental cutback percentage that is maintained on system parameter ‘4810” (Rental Rate Reduction Mth 4-13) if the rental payment is for any rental month greater than 3.  The system uses the rental cutback percentage to determine the base rate change amount as determined by the following formula:

Rental Cutback Base Rate Change Amount = (Calculated Allowed Charge * (System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “RR” (Rental Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Rental Cutback Base Rate Change Amount.

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Postoperative management Only Cutback (Modifier 55).
If a procedure code modifier on the line item is equal to “55” (Postoperative Management Only), the system multiplies the calculated allowed charge times the postoperative management only percentage that is maintained on system parameter “4639” (Postoperative Management Only Percentage).  The system uses the postoperative management only percentage to determine the base rate change amount as determined by the following formula:

Postoperative Management Only Base Rate Change Amount = (Calculated Allowed Charge * (System Parameter Percentage) – Calculated Allowed Charge 

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “PM” (Postoperative Mgmt Only Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Postoperative Management Only Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Two Surgeons Cutback (Modifier 62).
If a procedure code modifier on the line item is equal to “62” (Two Surgeons), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4628” (Two Surgeons Cutback Pct).  This system parameter maintains two surgeon cutback percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the two surgeon cutback percentage to determine the base rate change amount as determined by the following formula:

Two Surgeon Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “TS” (Two Surgeons Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Two Surgeons Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Surgical Team Cutback (Modifier 66). 
If a procedure code modifier on the line item is equal to “66” (Surgical Team), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4629” (Surgical Team Cutback Pct).  This system parameter maintains surgical team percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the surgical team percentage to determine the base rate change amount as determined by the following formula:

Surgical Team Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “ST” (Surgical Team).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Surgical Team Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Ground Transportation-Two Patients Cutback (Modifier 92).
If a procedure code on the line item contains a service area code of “T” (Transportation Services) and a procedure code modifier on the line item is equal to “92” (Two Patients Med Trans Vehicle), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4630” (Ground Transp – Two-Patient Cutback Pct).  This system parameter maintains ground transportation – two-patient cutback percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the ground transportation – two-patient cutback percentages to determine the base rate change amount as determined by the following formula:

Ground Trans Two-Patient Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “GT” (Ground Trans-Two Patient Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Ground Trans Two-Patient Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Ground Transportation-Three or More Patients Cutback (Modifier 93).
If a procedure code on the line item contains a service area code of “T” (Transportation Services) and a procedure code modifier on the line item is equal to “93” (Three Patients Med Trans Vehicle), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4631” (Ground Transp – Three-Patient Cutback Pct).  This system parameter maintains ground transportation – three-patient cutback percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the ground transportation – three-patient cutback percentages to determine the base rate change amount as determined by the following formula:

Ground Trans Three-Patient Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “GM” (Ground Trans-Three Patient Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Ground Trans Three-Patient Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Oxygen Cutback (Modifier QE).
If a procedure code on the line item contains a service area code of “E” (DME/Medical Supply Service) and a procedure code modifier on the line item is equal to “QE” (Oxygen Less Than 1 Liter/Min), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4632” (Oxygen Cutback Pct).  This system parameter maintains oxygen cutback percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the oxygen cutback percentages to determine the base rate change amount as determined by the following formula:

Oxygen Cutback Base Rate Change Amount = (Calculated Allowed Charge* System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “OC” (Oxygen Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Oxygen Cutback Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Oxygen Add-on (Modifier QG or QF).
If a procedure code on the line item contains a service area code of “E” (DME/Medical Supply Service) and a procedure code modifier on the line item is equal to “QG” (Oxygen More Than 4 Liters/Min) or “QF” (Prt Oxy More Than 4 Liters/Min), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4633” (Oxygen Add-on Pct).  This system parameter maintains oxygen add-on percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the oxygen add-on percentages to determine the base rate change amount as determined by the following formula:

Oxygen Add-on Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “OA” (Oxygen Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Oxygen Add-on Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Used Durable Medical Equipment (DME) Cutback (Modifier UE).
If a procedure code on the line item contains a service area code of “E” (DME/Medical Supply Service) and a procedure code modifier on the line item is equal to “UE” (Used DME), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4634” (Used DME Cutback Pct).  This system parameter maintains used DME percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the used DME percentage to determine the base rate change amount as determined by the following formula:

Used DME Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “UD” (Used Durable Equipment Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Used DME Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

This cutback excludes anesthesia services.  If the service area is anesthesia, this cutback is bypassed.

· Nurse Practitioner as Billing Provider Cutback.
If the billing provider type is equal to “316” (Nurse Practitioner), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4635” (Certified Nurse Practitioner Cutback Pct).  This system parameter maintains certified nurse practitioner percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the certified nurse practitioner percentage to determine the base rate change amount as determined by the following formula:

Nurse Practitioner Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “NP” (Nurse Practitioner Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Nurse Practitioner Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Clinical Nurse Specialist Cutback.
If the billing provider type is equal to “306” (Clinical Nurse Specialist), the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4619” (Clinical Nurse Specialist).  This system parameter maintains clinical nurse specialist percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the clinical nurse specialist percentage to determine the base rate change amount as determined by the following formula:

Nurse Practitioner Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “NP” (Nurse Practitioner Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Nurse Practitioner Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

· Hospital-Based Service Cutback.
Note:  This cutback is bypassed if the service is a professional component (Modifier equals “26”).

This cutback is taken to reduce payment because the physician doesn’t own the facility.  If a procedure code on the line item matches one of the codes maintained on system list parameter “4701” (List of Hospital-Based Procedure Codes) and the line item place of service matches one of the codes listed below, the system calculates a hospital based service cutback.  This system parameter maintains hospital based procedure codes by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.

	Code
	Place of Service 

	22
	Outpatient Hospital


This system parameter maintains hospital based procedure codes by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.

The system uses the hospital based service percentage maintained on system parameter “4658” (Hosp-Based Service Cutback Percentage) to determine the base rate change amount as determined by the following formula:

Hospital Based Service Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “HB” (Hospital Based Service Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Hospital Based Service Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error). 

This cutback excludes anesthesia services.  If the service area is anesthesia, this cutback is bypassed.

· High-Risk Pregnancy Add-on. 
If a procedure code on the line item contains a service area code of “S” (Surgery) and a procedure code modifier on the line item is equal to “22” (Unusual Procedural Service), the system verifies that the procedure code and diagnosis code combination is valid for the high-risk pregnancy percentage add-on by examining the high risk pregnancy procedure/diagnosis table below.

	Procedure

Code
	Diagnosis

Code 

	59400
	640.0 – 679.9

	59410
	640.0 – 679.9

	59425
	640.0 – 679.9

	59426
	640.0 – 679.9

	59510
	640.0 – 679.9

	59514
	640.0 – 679.9

	59515
	640.0 – 679.9


Add-on processing is performed only if the system finds a matching row in the table.

The system multiplies the calculated allowed charge times a percentage maintained on system parameter “4636” (High-Risk Pregnancy Add-on Pct).  This system parameter maintains high-risk pregnancy add-on percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the high-risk pregnancy percentage to determine the base rate change amount as determined by the following formula:

High-Risk Pregnancy Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “HR” (High-Risk Pregnancy Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + High-Risk Pregnancy Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

C. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed amount is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

D. Determine the Allowed Charge.
The system performs “Determine Allowed Amount Process” section in determining the claim line item allowed charge.  

E. Determine the Reimbursement Amount.

At this point in the pricing logic, the system has determined the line item allowed charge.  Any additional pricing criteria that apply to the line item are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate change associated with TPL has a cumulative affect on the determination of the line item final reimbursement amount.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the line item and applies these amounts only to line items with a final disposition of pay (or pay and report).  Please refer to the associated narrative section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.

10.5.3.2 Capitation Pricing

Capitation claims generated by the Managed Care Subsystem enter the adjudication process with a rate already established.  These fully priced claims enter directly into the dupe check/final adjudication steps of the claims processing cycle.  See the Managed Care Subsystem section on Capitation Claim Generation for more information on capitation claims.  The adjudication cycle for the capitation claims occurs on an agreed upon schedule after the time capitation claims are generated by the Managed Care Subsystem.  A roster will be sent to the MCO identifying all clients for whom a capitation has been generated.  

All capitation claims, generated by either the Managed Care Subsystem or the Claims Subsystem, are assigned a claim type of “M” (Capitation).

The following steps depict the claims process for manually (individually) entered capitation claims, as well as, adjusted capitation claims that are created within the Claims Subsystem.  These claims are priced using a common Managed Care Subsystem pricing module that uses the MCO Plan Number, Cohort Number and first date of service in arriving at the plan’s rate.  The following steps document the deviations from the standard medical pricing logic for capitation services.  

A.
Determine the Calculated Base Rate.
1.
Locate Procedure Record Pricing Segment.

The Claims Subsystem locates the procedure record pricing segment using the procedure code found at the line.  The claim will be priced using the MCO rate described below, but the procedure code must first pass all normal validation requirements.

2. Price from MCO Rate.

The Claims Subsystem uses a common Managed Care Subsystem pricing module to obtain the appropriate capitation rate for each procedure code.  The system uses the client’s MCO plan number, rate cohort number and the claim first date of service to find the plan specific rate for the client.

The system derives the calculated base rate for capitation claims utilizing a managed care plan rate record.  See the Managed Care Subsystem Capitation section for more details on the pricing methodology.  

The pricing module determines the rate by accessing the appropriate plan rate record and by examining the plan rates segment for the corresponding rate matching the capitation claim dates of service.  The calculated base rate is determined using the following calculation:

Calculated Base Rate = Plan Rate Amount
If the system cannot locate a Plan rate record the system posts exception “0381” (Rate Rec Not Found) to the claim, and bypasses subsequent pricing logic.

The system sets the claim base rate source to “CR” (Cohort Rate).  This field allows authorized users to identify the source of the derived base rate amount.

3. Perform Authorization Processing.

Not applicable for capitation pricing.

4. Remove Tax.

Not applicable for capitation pricing.

5. Perform Rates Processing.

Not applicable for capitation pricing.

B.
Determine the Base Rate.
Capitation claims do not have procedure code modifiers.  The system sets the base rate equal to the value of the calculated base rate for capitation claims.

C.
Determine the Calculated Allowed Charge.
At this point in the pricing logic, the system has determined the base rate.  Any additional pricing criteria that apply to the claim are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on, of the line item base rate.

The system sets the calculated allowed charge equal to the value of the base rate prior to determining the pre-calculated allowed charge base rate changes.  

There are no base rate changes associated with capitation claims at this time.

D. 
Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed amount is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

E.
Determine the Allowed Charge.
The system does NOT perform “Determine Allowed Amount Process” section in determining the claim allowed charge for capitation claims.  The system sets the allowed charge equal to the value of the calculated allowed charge.

F.
Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

No post-calculated allowed charges affect capitation pricing.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the claim.  Please refer to the associated narrative section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.

Taxes are not applicable to capitation pricing.

10.5.3.25  Rates Processing

This section describes the steps that the Claims Pricing and Adjudication performs to determine if a special rate exists for a service.  The rates database is a repository of rate information that is maintained by the Reference Subsystem.  If the system finds a matching rate record that encompasses the dates of service, then the system prices the claim using rate information found on the record.  If no matching record is found, then the system bypasses rates processing.

To help the user know what types of rate records exist for a service, the system maintains several indicators.  Each indicator represents a different type of rate record.  Each type of record is associated with a set of criteria.  These sets of criteria are explained in detail below.  

The system does not restrict a user from entering several criteria for one service.  However, the Claims Processing Subsystem uses the first matching rate record it finds to price a claim.  For example, there could be provider-specific rate records on the reference database.  There could also be rate records based on provider type.  If the Claims Processing Subsystem finds a rate record with a matching provider number, then the system uses that record to determine the claim's calculated base rate.  The system bypasses further rates processing once it finds a matching record.  Therefore, the system would never locate the rate record based on provider type.

If the Claims Processing Subsystem locates a rate record that matches one of the sets of criteria listed, it then attempts to locate a rate table pricing segment that encompasses the claim dates of service.  If the system finds a matching pricing segment, it uses the associated rate as the calculated base rate.

If the system fails to find a matching segment, it then examines the “use rate only” indicator to determine its next action.  If the indicator is set to “Y,” then the system sets the base rate to zero, posts exception “0381” (Rate Rec Not Found) to the claim, and bypasses subsequent pricing logic. If the indicator is set to “N,” then the system attempts to price the claim using fee schedule pricing.

If the procedure code is on system list 4758 (Behavioral Health Procedure Codes), the system will look for a special rate type H.  If one exists and specialty on the rate record is on system list 4757 (Behavioral Health Specialty Codes) and the billing provider has the specialty on file for DOS, the system will price using rate type H.  If the billing provider does not have the specialty on file, edit 0387 (BH Agency Specialty/Pricing Conflict) will post.  If the rate’s specialty code is not on system list 4757, then the claim line will execute existing special rate pricing logic associated with edit 0383 (Special Rate Indicated and No Rate on File).

Under most circumstances, the system examines rate records in the order listed below.  The system deviates from this processing under specific conditions.  These unique processing requirements are also presented below.

A.  Modifier Pricing.

To accommodate new procedure rate Pricing, Rate modifier type and Pricing modifiers are used in search criteria for the specific rates. Modifiers on the claim are tested first against the system list table (system list 4800)  to determine if they are pricing modifiers. Only pricing modifiers are used for getting special rates. Base rate source code values P1 thru P6 are replaced with new values PA thru PI.

Different selection criteria and the order in which they are selected using the special rate table are illustrated in the table below 

	BASE RATE CHANGE CODE 
	SELECTION CRITERIA
	RATE INDICATOR IS PROC TABLE
	RATE CODE IN SPECIAL RATE TABLE 

	PA
	Billing-Provider, Procedure Rate 
	R_BLNG_PROV_IND
	R_RT_TY_CD = 'A'

	PB
	Billing-Type, Render-Type, Procedure Rate 
	R_BLNG_RNDR_TY_IND
	R_RT_TY_CD = 'B'

	PC
	Render-Type, COE , Procedure Rate
	R_RNDR_TY_COE_IND
	R_RT_TY_CD = 'C'

	PD
	Render-Type, 

Procedure Rate
	R_RNDR_TY_IND
	R_RT_TY_CD = 'D'

	PE
	Rendering Specialty, Procedure Rate 
	R_RNDR_SPECL_IND
	R_RT_TY_CD = 'E'

	PF
	Billing-Type, COE, Procedure Rate
	R_BLNG_TY_COE_IND
	R_RT_TY_CD = 'F'

	PG
	Billing-Type , 

Procedure Rate
	R_BLNG_TY_IND
	R_RT_TY_CD = 'G'

	PH
	Billing Specialty,

 Procedure Rate
	R_BLNG_SPECL_IND
	R_RT_TY_CD = 'H'

	PI
	Procedure Rate 
	R_PROC_IND
	R_RT_TY_CD = 'I'


B.
ASC Group/Region.

The ASC criteria are used for ASC pricing only with DOS before 1/1/2008.  When processing an ASC service using group logic, the system bypasses all other keys to the rates database.  The base rate source code is set to “AG” when priced using procedure code.  The criteria are listed below:

· ASC Group 

· ASC Region

The ASC Group is maintained on the procedure record.   

The ASC Region equates to the billing provider’s serving geo-county code.  The region code is determined as follows:

Region “U1”:  Albuquerque.  Geo-County Codes 01, 23, 32.

Region “U2”:  Las Cruces.  Geo-County Code 07.

Region “U3”:  Santa Fe.  Geo-County Codes 15, 26.

Region “RR”:  Rural.  All other Geo-County Codes.

10.5.3.3 Non-Inpatient Pricing Diagram

The non-inpatient pricing diagram depicts the processing flow that the Claims Pricing and Adjudication function performs to determine the allowed charge for non-inpatient services.  This depicts non-inpatient, non-OPPS pricing.  A narrative description of this processing is presented following the diagram.
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Figure 2: Non-Inpatient Pricing Logic

The Outpatient Prospective Payment System (OPPS) pricing diagram depicts the processing flow that the Claims Pricing and Adjudication function performs to determine the allowed charge for outpatient hospital services.  This logic is executed within the non-inpatient pricing modules but a separate routine is called when the claim is an Outpatient, hospital claim.  A narrative description of this processing is presented following the diagram.
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Figure 2.5: OPPS Pricing Logic

10.5.3.4 Non-Inpatient and OPPS Pricing

This section describes the steps the Claims Pricing and Adjudication function performs to determine the allowed charge for non-inpatient services.  Non-Inpatient services include the following:

· Dialysis Pricing.

The system identifies dialysis services by a provider type of “447” (Dialysis) and a claim type of “O” (Outpatient).

Dialysis claims are generally paid using Provider Specific Rates.  Dialysis providers will be setup with both an Institutional Percent of Charge and with provider specific rates.

· Federally Qualified Health Center/Rural Health Center.

The system identifies FQHC and “Freestanding” RHC services by a billing provider type of “313” (Clinic Federal Qlfd Health Center) or “314” (Clinic Rural Health Med Freesndg), and a claim type of “O” (Outpatient).  These services are reimbursed using specific revenue or procedure codes.

The system identifies “Hospital Based” RHC services by a provider type “315” (Clinic Rural Health Med Hospital), and a claim type of “O” (Outpatient).  These services are reimbursed at encounter rates.  The usual encounter rate is obtained from the provider specific rates based on revenue code.  Some circumstances will cause the encounter rate to be derived from procedure code pricing. 

· Home Health Services.

The system identifies home health services by a claim type of “V” (Home Health). 

· Hospice Services.

The system identifies hospice services by claim type of “H” (Hospice).

· ICF/MR Services. 

The system identifies ICF/MR services by a provider type “214” (Private) or “215” (State Owned).

· IHS Services. 

The system identifies IHS services by a provider type “221” (Indian Health Services Hospital).

· Long Term Care. 

Long Term Care services are identified by a claim type of “N” (Long Term Care).  See “Long Term Care (LTC) Pricing” section below.
· OPPS. 

OPPS claims are priced using the pricing logic described in the “Outpatient Prospective Payment System (OPPS) Pricing” section.  OPPS claims have the following attributes:  Claim type of “O” (Outpatient) or “C” (Medicare UB-04 Part B Crossover), billing provider type “201” (Hospital, General Acute) or “203” (Hospital, Rehabilitation), type of bill 13X or 83X, and Header First Date of Service on or after the OPPS Effective Start Date maintained on System Parameter 4840 (FFS claims) or on System Parameter 4841 (Encounter Claims).
The system performs the following pricing logic for non-inpatient, non-OPPS services billed using revenue codes.

A.
Determine the Calculated Base Rate.
1.
Locate Revenue Record Pricing Segment.

The system reads the revenue record and locates the appropriate pricing segment for the revenue code and the date of service on the line item of the claim.  Refer to the “Obtaining the Revenue Record Pricing Segment” section of this exhibit for a more detailed description of this process, along with a description of the factor code pricing features that include the pricing methodologies.  
The Claims Pricing and Adjudication function locates the revenue code pricing segment using one of the six default values listed below:

	Code
	Code Description

	1
	General Fee Schedule (FS)

	2
	General Relative Value Scale (RVS) 

	3
	General Manual Review FS

	4
	General Manual Review RVS

	5
	General By Report

	6
	General Not Covered


2. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For Profit indicator) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Line Tax Process” section of this exhibit for details.

3. Long Term Care.

The system performs unique rate processing for LTC claim lines that contain a revenue code equal to “190” (Long Term Care).  See the “Long Term Care (LTC) Pricing” section below for LTC pricing specifics.  The system then skips to the “Perform Manual Pricing Process” step 9 below.  

4. Hospice Services.

The system performs unique rate processing for Hospice nursing facility room and board services which are identified by the line item revenue code “658” (Hospice Low NF) or “659” (Hospice Other).  Hospice providers receive a reduction of the normal rate that is given to LTC providers.  The system posts edit “0331” (No LTC Span Available for First Date of Service) if no client LTC Span exists for the claim’s first date of service.

For the hospice nursing facility room and board services, the system uses the LTC Provider Number that is retrieved from the Client database and the Level of Care (LOC)  located in LTC_SPN_TB along with a charge mode code of “D” (LTC Per Diem) to access the appropriate Institutional Provider specific rate record. Editing is performed to ensure that the LOC submitted on the claim does not exceed the authorized LOC on the Client database.  This editing is described in detail in the “Long Term Care (LTC) Pricing” section.  Refer to the “Rates Processing” section of this exhibit for a more detailed description of this process.  
The system determines the calculated base rate with a value determined by the following formula:

Calculated Base Rate = Institutional Rate Amount * Claim Line Item Allowed Units of Service

The Hospice Reduction Percentage is acquired from system parameter “4538” (Hospice Reduction Percent).  This parameter contains the percentage that the State reduces hospice payments for Room and Board.  If the system parameter cannot be found for the claim first date of service, the system posts exception “0379” (System Parameter Error).

Calculated Base Rate = Calculated Base Rate * System Parameter Percentage (Hospice Reduction           Percent)
The system then skips to the “Perform Manual Pricing Process” step 9 below.  

5. Provider Specific Rates Processing.

The system attempts to price the claim using provider specific rates processing as specified in the “Rates Processing” section of this exhibit.  If a rate indicator is set to perform rates processing, the system sets the line item base rate source accordingly and overlays the calculated base rate with a value determined by the following calculation: 

Calculated Base Rate = Rate Amount * Claim Line Item Allowed Units of Service

If the system successfully prices the claim using this methodology then pricing is deemed completed and the system skips to the “Perform Manual Pricing Process” (step 9 below).

6. Calculate Revenue Code Base Rate.

Refer to the “Obtaining the Revenue Record Pricing Segment” section of this exhibit for the formulas used in normal factor code pricing.

The system sets the claim line item base rate source to “RR” (Revenue Priced).  This field allows authorized users to identify the source of the derived base rate amount.

The system allows authorized users to change the revenue factor codes online to trigger a different pricing algorithm.  Similarly, a revenue code pricing segment factor code can be changed to “Not Covered” for a particular date range.

If the system successfully prices the claim using this methodology then pricing is deemed completed and the system skips to the “Perform Manual Pricing Process” (step 9 below).
7. Calculate Procedure Code Base Rate.          
Outpatient revenue codes may require the claim line item to contain a procedure code.  The system uses a “Procedure Required Indicator” which is maintained on the revenue table to determine whether to price the claim using the claim line procedure code.

Revenue codes that are on system list 4932 only require a procedure for DOS on or after 12/1/2009.

Dialysis line items and IHS line items that contain a procedure code will automatically price the claim using the line item procedure code regardless of whether the revenue code specified that it requires a procedure code or not.  (IHS changed to “Procedure Required Indicator” pricing on 06/13/04.) (Dialysis changed to “Procedure Required Indicator” Pricing on 4/30/06.) Beginning 09/10/2007 Dialysis Line items (billing provider type = “447”) that are billed with revenue codes 0634, 0635, 0636 with DOS> =11/01/2006 will automatically price the claim using the line item procedure code.

Outpatient Claims and Medicare UB-04 Part B Crossovers

The following edit only applies if the “procedure code required indicator” is set to “Y.”  The system posts edit “0172” (Procedure Missing) if the procedure code is equal to spaces or zero. 

· Laboratory Services.
Clinical lab line items are required to be billed with a revenue code equal to “30X” or “31X”, a procedure lab service area equal to “L” (Lab Services) and a procedure lab code NOT equal to “A” (Anatomic).  Laboratory procedure code line items follow the standard medical pricing logic and are commonly reimbursed using a fee schedule rate.

· Anatomical Lab Services.
Anatomical lab line items are required to be billed with a revenue code of “30X” or “31X”, a procedure lab service area equal to “L” (Lab Services) and a procedure lab code equal to “A” (Anatomic).  Anatomical lab line items follow the standard medical pricing logic and are commonly reimbursed using a relative value scale rate.

For anatomical lab procedure services, the system plugs a “TC” (Technical Component) modifier and accesses the procedure factor code associated with the technical component in order to derive the calculated base rate.

If a line item procedure code is present, then procedure based pricing is performed.  Refer to the “Obtaining the Procedure Record Pricing Segment” section of this exhibit for a more detailed description of this process, along with a description of the factor code pricing features including pricing methodologies.

If the claim was priced from a line item procedure code, the system sets the claim line item base rate source to “PP” (Procedure Priced).  This field allows authorized users to identify the source of the derived base rate amount.

If the system successfully prices the claim using this methodology then pricing is deemed completed and the system skips to the “Perform Manual Pricing Process” step 9 below.

8. Outpatient Percent of Charge Rates Processing.

a) 
The system retrieves the provider’s outpatient percent of charge from the Institutional Rate Table using a charge mode of “B” (Outpatient Percent) and ensuring that the rate row dates encompass the claim line item first date of service.  If successful, the system derives the calculated base rate for the line item of the claim using the following calculation:

Calculated Base Rate = LI Charge Without Tax * Rate Outpatient Percentage         

The system updates the claim line item base rate source to “IB” (Institutional Outpatient Percent).

b)  
If the system is unsuccessful at pricing the claim by using the Institutional Rate Table to obtain the provider outpatient percent of charge, then the system attempts to locate specific provider type System Parameters containing the Outpatient Percent of Charge.  The following is a list of the provider types and their associates System Parameter Outpatient Percent of Charge. 

 NOTE:  The provider types that require a specific outpatient percent of charge system parameter include: 

· 447
Dialysis


 uses System Parameter “4640”

· 201
Hosp General Acute Care
 uses System Parameter “4641” 
· 202
Hosp PPS Exempt Rehab
 uses System Parameter “4642”
· 203
Hosp Rehabilitation

 uses System Parameter “4643”
· 204
Hosp PPS Exempt Psych
 uses System Parameter “4644”
· 205
Hosp Psych


uses System Parameter “4645”
When using System Parameters to drive Outpatient Percent of Charge pricing, the system derives the calculated base rate for the line item of the claim using this formula:

Calculated Base Rate = LI Charge Without Tax * System Parameter Outpatient Percentage 

The system updates the claim line item base rate source to “SP” (System Parameter Outpatient Percent).

9. Perform Manual Pricing Process.

When specific exceptions are posted to a line item, the system requires manual pricing.  These specific exceptions indicate either that the claim cannot be priced by the system or that the derived price must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a line item base rate source of “MM” (Manually Priced) and a corresponding line item base rate amount, the system utilizes the value entered as the calculated base rate amount. 

10. Perform Authorization Processing.  

The system requires authorization for certain services on the claim.  The claim does not price from the authorization.  See “Authorization Processing” section for details.

B.
Determine the Base Rate.
The system sets the line item base rate equal to the value of the line item calculated base rate for non-inpatient services. 

C.
Determine the Calculated Allowed Charge.
At this point in the pricing logic, the system has determined the line item base rate.  Any additional pricing criteria that apply to the line item are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on of the line item base rate.

The system sets the line item calculated allowed charge equal to the value of the line item base rate prior to determining the line item pre-calculated allowed charge base rate changes.

1. Sole Community Provider Add-On.

The system applies the sole community add-on if all of the following conditions exist:

a. The claim type is equal to “O” (Outpatient).

b. The claim line base amount source code is equal to “PP” (Procedure Priced)

c. The line item service area = “L” (Laboratory Service). 

d. Provider database’s Sole Community Provider Indicator = “Y”.   

e. The claim contains a condition code of “27” (Ref to Sole Comm for Diag Lab).

f. Anatomical Lab (Procedure Code Lab Code equal “A” (Anatomic)).

The system retrieves the sole community laboratory percentage from system parameter “4620” (Sole Community Laboratory Add-on Pct).  If the system parameter cannot be found for the claim line item first date of service, the system posts exception “0379” (System Error), and pricing is exited.  The base amount is multiplied by this percentage, using the formula:

Sole Community Add-on Base Rate Change Amount = (Calculated Allowed Charge * 

System Parameter Percentage) – Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “SC” (Sole Community Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Sole Community Add-on Base     Rate Change Amount.
D. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed amount is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

E. Determine the Allowed Charge.
The system performs “Determine Allowed Amount Processing” described in a separate section of this exhibit.

F. Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the line item allowed charge.  Any additional pricing criteria that apply to the line item are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate changes associated with TPL and patient liability have a cumulative affect on the determination of the line item final reimbursement amount.  Patient liability only applies to hospice claims that have a revenue code 0651, 0657, 0658 or 0659.  The Patient liability cutback is described in the “Determine LTC Patient Liability” section of this exhibit.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the line item and applies these amounts only to line items with a final disposition of pay (or pay and report).  Refer to the associated processing section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.  

Outpatient Prospective Payment System (OPPS) Pricing Methodology
The system performs the following pricing logic for non-inpatient, OPPS services billed using revenue codes.

A.
Determine the Calculated Base Rate.
1.
Locate Revenue Record Pricing Segment.

The system reads the revenue record and locates the appropriate pricing segment for the revenue code and the date of service on the line item of the claim.  Refer to the “Obtaining the Revenue Record Pricing Segment” section of this exhibit for a more detailed description of this process, along with a description of the factor code pricing features that include the pricing methodologies.  
The Claims Pricing and Adjudication function locates the revenue code pricing segment using one of the two default values listed below:

	Code
	Code Description

	6
	General Not Covered

	Y
	Outpat Prospective Payment System (OPPS)


2. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For Profit indicator) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Line Tax Process” section of this exhibit for details.

3.
Provider Specific Rates Processing.

The system attempts to price the claim using provider specific rates processing as specified in the “Rates Processing” section of this exhibit.  If a rate indicator is set to perform rates processing, the system sets the line item base rate source accordingly and overlays the calculated base rate with a value determined by the following calculation: 

Calculated Base Rate = Rate Amount * Claim Line Item Allowed Units of Service

If the system successfully prices the claim using this methodology then pricing is deemed completed and the system skips to the “Perform Manual Pricing Process” (step 9 below).

4. Calculate Revenue Code Base Rate.

Refer to the “Obtaining the Revenue Record Pricing Segment” section of this exhibit for the formulas used in normal factor code pricing.

The system sets the claim line item Base Rate Source to “RR” (Revenue Priced) only if no procedure code is billed or the revenue code is considered packaged.  A packaged revenue code is identified as one with a ‘Revenue Rate Source Code’ on the Revenue Code Pricing Segment of ‘HA’ (Always Packaged).  If the value is equal to ‘HP’ (HCPCS Pricing) then the system expects a procedure code and goes on to retrieve the Procedure Record Pricing Segment (step 5).  The Base Rate Source Code on the claim line item allows users to identify the source of the derived base rate amount.  
The system allows authorized users to change the revenue factor codes online to trigger a different pricing algorithm.  Similarly, a revenue code pricing segment factor code can be changed to “Not Covered” for a particular date range.

If the revenue code is considered ‘Always Packaged’, then the system posts RA EOB 9501 to the claim and the base rate amount is set to 0.00.  In this instance pricing is deemed completed and the remaining pricing logic is aborted).
5. Calculate Procedure Code Base Rate.          
If the ‘Base Rate Source Code’ on the Revenue Code Pricing Segment is an ‘HP’ (HCPCS Pricing) then the system expects to price the OPPS claim using the claim line procedure code.  If a procedure code is not billed, then RA EOB 9502 is posted to the claim and the base rate amount is set to 0.00.  In this instance pricing is deemed completed and the remaining pricing logic is aborted.
If a line item procedure code is present, then procedure based pricing is performed.  Refer to the “Obtaining the Procedure Record Pricing Segment” section of this exhibit for a more detailed description of this process, along with a description of the factor code and rate source code pricing methodologies.

If the claim was priced from a line item procedure code, the system sets the claim line item base rate source to “PP” (Procedure Priced) or “IH” (OPPS Percent of HCPCS).  These values are described futher in step 6.  The Base Rate Source Code field allows users to identify the source of the derived base rate amount.

6. OPPS Percent of HCPCS.
a) 
If the Rate Source Code retrieved from the Procedure Pricing segment (described in step 5 above) equals ‘JF’, ‘JG’, ‘JH’, ‘JK’, ‘JL’, ‘JP’, ‘JR’, ‘JS’, ‘JT’, ‘JU’, ‘JV’, ‘JX’ ‘J1’, ‘J2’ ‘J3’, ‘J5’, or ‘J9’ the system retrieves the provider’s outpatient percent of HCPCS from the Institutional Rate Table using a charge mode of “G” (OPPS Percent of Base) and ensuring that the rate row dates encompass the claim line item first date of service.  The system derives the calculated base rate for the line item of the claim using Calculation A found below.  If the Rate Source Code retrieved equals ‘JA’, the system reads the Rate Reason Code from the Procedure Pricing span.  If the value equals ‘AL’ (APC Lab), then the system does not retrieve the provider’s outpatient percent of HCPCS from the Institutional Rate Table and Calculation B, found below, is used to derive the calculated base rate.  Otherwise, the system derives the calculated base rate for the line item of the claim using Calculation A found below.  If the OPPS claim is an Encounter claim, the system does not retrieve the provider’s outpatient percent of HCPCS from the Institutional Rate Table and Calculation B, found below, is used to derive the calculated base rate..
Calculation A:

Calculated Base Rate = (Procedure Value * Pct of HCPCS Value) * Claim Line Item Allowed Units of Service
Calculation B:

Calculated Base Rate = Procedure Value * Claim Line Item Allowed Units of Service

The system updates the claim line item base rate source to “IH” (OPPS Percent of HCPCS).

b)  
If the system is unable to find a match on the Institutional Rate Table to obtain the provider outpatient percent of base entry, then the system posts exception 1059 (OPPS Institutional Rate Absent) and the pricing logic is aborted
7. Perform Manual Pricing Process.

When specific exceptions are posted to a line item, the system requires manual pricing.  These specific exceptions indicate either that the claim cannot be priced by the system or that the derived price must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a line item base rate source of “MM” (Manually Priced) and a corresponding line item base rate amount, the system utilizes the value entered as the calculated base rate amount. 

8. Perform Authorization Processing.  

The system requires authorization for certain services on the claim.  The claim does not price from the authorization.  See “Authorization Processing” section for details.

B.
Determine the Base Rate.
The system sets the line item base rate equal to the value of the line item calculated base rate for non-inpatient services. 

Token Billing is described as the scenario where a provider bills an amount on an OPPS claim line item less than $1.01.  In this instance the line item is paid at $0.00 regardless of the rate value on the associated procedure pricing span.  The Base Rate Amount, Calculated Allowed Charge, and Reimbursement amounts are all set to $0.00.

C.
Determine the Calculated Allowed Charge.
At this point in the pricing logic, the system has determined the line item base rate.  Any additional pricing criteria that apply to the line item are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on of the line item base rate.

The system sets the line item calculated allowed charge equal to the value of the line item base rate prior to determining the line item pre-calculated allowed charge base rate changes.

1.  Sole Community Provider Add-On.

The system applies the sole community add-on if all of the following conditions exist:

a. The claim type is equal to “O” (Outpatient).

b. The claim line base amount source code is equal to “PP” (Procedure Priced)

c. The line item service area = “L” (Laboratory Service). 

d. Provider database’s Sole Community Provider Indicator = “Y”.   

e. The claim contains a condition code of “27” (Ref to Sole Comm for Diag Lab).

f. Anatomical Lab (Procedure Code Lab Code equal “A” (Anatomic)).

The system retrieves the sole community laboratory percentage from system parameter “4620” (Sole Community Laboratory Add-on Pct).  If the system parameter cannot be found for the claim line item first date of service, the system posts exception “0379” (System Error), and pricing is exited.  The base amount is multiplied by this percentage, using the formula:

Sole Community Add-on Base Rate Change Amount = (Calculated Allowed Charge * 

System Parameter Percentage) – Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “SC” (Sole Community Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Sole Community Add-on Base     Rate Change Amount.

2.  Bilateral Procedure Add-On.

The bilateral procedure add-on is applied if the following criteria are met:

· A Procedure Code Modifier on the line item is equal to “50” (Bilateral Procedures)

·  The Procedure Code on the line is contained on system list “4901” (50% Add-On Procedure Codes or “4902” (100% Add-On Procedure Codes).   If the procedure code is on system list “4901”, the system multiplies the calculated allowed charge times a percentage maintained on system parameter “4625” (Bilateral Procedures Add-on Pct).  If the procedure code is on system list “4902”, the system multiplies the calculated allowed times a percentage maintained on system parameter “4804” (100% Bilateral Proc Add-On Pct.).   Both system parameters maintain bilateral procedures percentages by effective dates.  Claims Pricing and Adjudication locates the appropriate system parameter date segment that encompasses the line item dates of service on the claim.  The system uses the bilateral procedure percentage to determine the base rate change amount as determined by the following formula:

Bilateral Procedures Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “BP” (Bilateral Procedure Add-on).  This base rate change amount represents a add-on to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Bilateral Procedures Base Rate Change Amount.

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).
3.  Multiple Procedure Cutback.
The multiple procedure cutback is applied if the following criteria are met:

· Rate Source Code on the associated Procedure Pricing Span = ‘JT’
· Preceding line item has the same first date of service with a Rate Source code of ‘JT’ on the associated Procedure Pricing Span.

This is a cutback taken only after all the other add-ons and cutbacks have been applied.  The system first internally sorts all applicable lines in ascending order by submitted charges.  The first applicable line item has no add-on applied.  All subsequent line items following that with the highest billed amount will be adjusted with the application of a base change amount (add-on).  The system uses system parameter “4624” (OPPS Multiple Procedure Cutback Pct) for any line item after the first claim line that meets the above criteria.
The system formulates the cutback by multiplying the adjusted percentage by the claim line base amount as follows:

Multiple Surgery Base Rate Change Amount = (Calculated Allowed Charge * System Parameter Percentage) - Calculated Allowed Charge


The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “MP” (Multiple Procedure Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Multiple Surgery Base Rate Change Amount

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

G. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed amount is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

H. Determine the Allowed Charge.
The system performs “Determine Allowed Amount Processing” described in a separate section of this exhibit.

I. Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the line item allowed charge.  Any additional pricing criteria that apply to the line item are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate changes associated with TPL and patient liability have a cumulative affect on the determination of the line item final reimbursement amount.  Patient liability only applies to hospice claims that have a revenue code 0651, 0657, 0658 or 0659.  The Patient liability cutback is described in the “Determine LTC Patient Liability” section of this exhibit.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the line item and applies these amounts only to line items with a final disposition of pay (or pay and report).  Refer to the associated processing section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.  

10.5.3.5 Long Term Care (LTC) Pricing

This section describes the steps that the Claims Pricing and Adjudication function performs to determine the allowed charge for nursing facility services.  The system identifies long term care services by a claim type of “N” (Long Term Care). 

The system performs the following pricing logic for nursing facility services billed using revenue codes.

A. Determine if Long Term Care Client.

The system attempts to locate the client’s long term care (LTC) span using the claim’s client number and first date of service.  If successful, the client’s LTC provider number and level of care data is acquired.  If unsuccessful, the system posts edit “0331” (No LTC Span Available for First Date of Service) sets the Calculated Base Rate to zeros and terminates pricing.

B.
Determine the Calculated Base Rate.
1.
Calculated Base Rate.

All providers will enter their appropriate Level-of-Care (LOC) in the HCPCS field on the line containing revenue code “0190”.  The LOC will then be mapped to a claim LOC field within the system.  The system edits the claim LOC against the client LTC span’s LOC.  For Rural Treatment Center (RTC) and Ambulatory-Rural Treatment Center (A-RTC) providers, the claim LOC must be less than or equal to the client’s LTC LOC.  For all other providers, including Nursing Home, Mental Retardation (MR) and Treatment Foster Care (TFC), the claim LOC must equal the client LTC span’s LOC.

The basic premise for LTC pricing is that all covered days are priced at the appropriate LOC rate, along with a system-created cutback of the Reserved Bed Day amount that uses a base rate change, if applicable.  LTC pricing is described in detail below.

Note:  Providers are required to enter the number of units on the line item of the claim, which must equal the Covered Days.  Otherwise, edit 0051 (Sum of Accommodation Days Does Not Equal Total Covered Days) will post to the claim.

Level of Care Determination = The claim (submitted) LOC is always used for LTC pricing for pre HIPAA claims. All claims which are after the HIPAA implementation date, would get the Level of Care from LTC_SPN_TB for the claim line field.

Revenue Code = “0190” “0182”, “0184”, “0185” LTC per diem pricing applies only to this revenue code.

LTC Days = Units submitted on the line (edit noted above ensures the units submitted equal the covered days.

LTC Per DIEM Rate = The per diem rate will be retrieved from the Institutional Rate table in the Reference subsystem.  The rate will be based on the claim level of care submitted.  The following fields are used to retrieve the rate from the tables:

· LTC Provider Number

· Major Program

· Statement Coverage Last Date of Service

· Level of Care (see Level of Care determination above)

· Charge Mode = “D” (LTC Per Diem)

Calculated Base Rate = LTC Per Diem Rate * LTC Days

The claim line base rate source will be set to “ID” (Long Term Care Priced) after successfully pricing.  The following is an example of the Long Term Care Pricing algorithm:

The Covered Days in box 7 (UB-04 Covered Days) and Non-Covered Days in box 8 (UB-04 Non-Covered Days) can be used for LTC in the same manner as it is used in Inpatient Pricing.

Reserve Bed Days, as described in the Pricing Exhibit, will be picked up from a Value Code (for value codes Y1 and Y2) field on the UB-04 claim only if the revenue code is “0190”(for pre-HIPAA dated claims) 

For post-HIPAA claims,  Reserve Bed days are calculated as the Submitted Number of Units of the Claim Line.

Pre-HIPAA

	Value Code
	Description in Pricing Exhibit

	Y1
	Inpatient Hospital Reserve Bed Day

	Y2
	Home Reserve Bed Day


Post-HIPAA

	Revenue Code
	Description

	0182
	NH Leave

	0184
	ICF/MR Hospital Leave

	0185
	NH Hospital Leave


Note:  If multiple Level-of-Care values are needed for a month (RTC or A-RTC providers), then the provider would need to submit multiple claims for that month.

Statement Covers Period
Covered Days
Non-Covered Days
Patient Status

From
     Thru


03/02/2000
03/31/2000
28
2
30

UB-04 Claim Header Information:

Statement Covers Period
(Box 6):

03/02/2000 through 03/31/2000

Covered Days
(Box 7):

28

Non-Covered Days
(Box 8):

2

Admission Date
(Box 17):

03/02/2000

Patient Status
(Box 22):

30

	Value Code
	Description
	Amount

	D3
	Patient Liability (Medical Care Credit)
	$150.00

	Y2
	Home Reserve Bed Day
	13


UB-04 Claim Line:

	Rev Cd
	HCPCS/ Rates
	Description
	Serv Date
	Serv Units
	Total Charges
	Non-Covered Charges

	190
	LNF
	Nursing Facility Care
	03/02/2000
	28
	xxx.xx
	xxx.xx


Calculated Base Rate = 

Step 1.  Per Diem Rate from Institutional Rate Table = $100.00.

Step 2.  LTC Per Diem Rate ($100.00) * LTC Days (28) = $2800.00.

Step 3.  The Calculated Base Rate Amount is $2800.00.

Step 4.  Apply Reserve Bed Day Cutback as described below.

Reserve Day Cutback:

1) Reserve Bed Day (RBD) Cutback for Nursing Facilities.

This cutback applies to Nursing Facilities identified by provider types 211 (Nursing Facility-Private) and 212 (Nursing Facility-State).

Providers accumulate and submit two different types of Reserve Bed Days:  Home Reserve Bed Days and Inpatient Hospital Reserve Bed Days.  The following table describes where the provider submits there:

	Description
	Value Code
	Value Amt

	Home Reserve Bed Day
	Y2
	RBD Days

	Inpatient Hospital Reserve Bed Day
	Y1
	RBD Days


Reserve Bed Day Calculation:

The reserve bed days are acquired from the Y1/Y2 value codes encoded on the claim, while the RBD Level of Care is set to the lowest Level of Care currently active for the provider.  

Reserve Days = Y1 + Y2 values (per table above) (pre-HIPAA)

Reserve Days =  Submitted Number of Units ( for revenue code 0182,0184,0185) (post-HIPAA)
Reserve Bed Day Cutback = ((LTC Per Diem Rate claim LOC * Reserve Days * System Parameter “4637” (LTC Facility Reserve Day Cutback PCT)) – (LTC Per Diem Rate claim LOC * Reserve Days) 
The following is an example of the above Reserve Bed Day Cutback calculation:

Per Diem Rate for the claim (submitted) LOC = $100.00

Number of Reserve Bed Days = 13

System Parameter “4637”(LTC Facility Reserve Day Cutback pct) value = 50%

Step 1.  Reserve Bed Day Cutback = ((100.00 *13) * 50%) – (100.00 * 13))

Step 2.  Reserve Bed Day Cutback = ((1300.00 * 50%) - 1300)

Step 3.  Reserve Bed Day Cutback = (650.00 - 1300)

Step 4.  Reserve Bed Day Cutback = -650.00

In the example above, the system would create a $650.00 Reserve Bed Day Cutback to offset the days the client was away from the Long Term Care Facility.  The net effect would be to pay the provider $100.00 for each covered day (Non-reserve bed days) and only $50.00 for each reserve bed day.

The base rate change reason code associated with this pre-calculated allowed charge base rate change amount is “RD” (Reserve Day Cutback).  This base rate change amount represents a cutback of the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Reserve Bed Day Cutback

2) Reserve Bed Day (RBD) Cutback for ICF/MR.

ICF/MR cutback is similar to the LTC facility cutback with the exception that no percentage cutback is applied.

The rates database (Institutional rates) contains both a high and low ICF/MR rate.  If the provider type equal “214” (ICF-MR, private) or “215” (ICF/MR, state owned), the system calculates a claim line base amount change for ICF/MR. When obtaining the Institutional Rate for the provider, the system uses the “Lowest” Level of Care value for the provider, which is found in System Parameter “4649” (Lowest Level of Care for ICF/MR Res Bed).

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).

Providers accumulate and submit two different types of Reserve Bed Days:  Home Reserve Bed Days and Inpatient Hospital Reserve Bed Days.  The following table describes where the provider submits there:

	Description
	Value Code
	Value Amt

	Non-Medical Leave Days
	Y2
	RBD Days

	Medical Leave Days
	Y1
	RBD Days


Reserve Bed Day Calculation:

The reserve bed days are submitted via the Y1/Y2 value codes encoded on the claim, while the RBD Level of Care is set to the lowest Level of Care currently active for the provider.  

Reserve Days = Y1 + Y2 values (per table above) (pre HIPAA)

Reserve Days =  Submitted Number of Units ( for revenue code 0182,0184,0185) (post-HIPAA)

Reserve Bed Day (RBD) Per Diem Rate = The rate from the Institutional Rate table based on the following fields:
Institutional Rate Per Diem acquired using:

· LTC Provider

· Major Program

· Statement Coverage Last Date of Service

· Charge Mode = “D” (LTC Per Diem)

· Level of Care = System Parameter “4649” (Lowest Level-of-Care for ICF/MR Res Bed) value

Reserve Bed Day Cutback = ((RBD Per Diem Rate (lowest LOC) * Reserve Days) – (LTC Per Diem Rate claim LOC * Reserve Days) 
The following is an example of the above Reserve Bed Day Cutback calculation:

Per Diem Rate for the claim (submitted) LOC = $100.00

Per Diem Rate for the lowest LOC on file for the provider = $40.00

Number of Reserve Bed Days = 13

Step 1.  Reserve Bed Day Cutback = ((40.00 *13) – (100.00 * 13)) = -780.00

Step 2.  Reserve Bed Day Cutback = ((520.00) - 1300) = -780.00

Step 3.  Reserve Bed Day Cutback = -780 = -780.00

In the example above, the system would create a $780.00 Reserve Bed Day Cutback to offset the days the client was away from the facility.  The net effect would be to pay the provider $100.00 for each covered day (Non-reserve bed days) and only $40.00 for each reserve bed day.

The base rate change reason associated with this pre-calculated allowed charge base rate change amount is “RD” (Reserve Day Cutback).  This base rate change amount represents a cutback of the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Calculated Allowed Charge + Reserve Bed Day Cutback

3) RTC and Treatment of Foster Care

The system pays no reserve bed days for RTC or Treatment of Foster Care claims.

C. Check for Negative Calculated Allowed Amount

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed charge is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

D. Determine the Allowed Charge.
Before 03/01/2003, the system did NOT perform “lower of logic” in determining the claim allowed charge for nursing facility services.  The system set the allowed charge equal to the value of the calculated allowed charge.  The system now performs “lower of logic” on Long Term Care claims except when the claim transaction type is ‘3’ (Debit of Adjustment) and the adjustment reason code is in System List 4702.  See 10.5.3.24 Determine Allowed Amount Process for further explanation of lower-of-logic.

E. Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the claim allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate changes associated with TPL and patient liability have a cumulative affect on the determination of the line item final reimbursement amount.  Patient liability is described in the “Determine LTC Patient Liability” section of this exhibit.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the line item and applies these amounts only to line items with a final disposition of pay (or pay and report).  Refer to the associated processing section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.  

10.5.3.6 Determine LTC Patient Liability

Patients in Long Term Care facilities may have an obligation to financially assist in their own care.  The Client Subsystem maintains a Long Term Care Patient Liability table span that contains the monthly amount that the patient is responsible for.

· The date of service on the claim is used in attempting to locate a patient liability span.  

· The patient paid amount on the claim or the patient liability amount from the client’s long term care span is used as the patient liability amount, whichever is greater.

· The system will continue to apply the patient liability to additional claims within the same month (based on the claim line item first date of service) until the liability has been met.  

· The system will apply patient liability, even if liability has been met, if the claim includes a patient paid amount. 

· Patient liability does not apply to the initial month if the admissions date was not the first of the month.  No patient liability applies if the patient has been discharged from the Long Term Care facility—patient discharge status equal “01” (To home) , “20” (Expired), “21” (Discharged / transferred to Court/Law Enforcement ), “40” (Expired at Home), “41” (Expired in a Medical Facility), or “66” (Discharged / transferred to a Critical Access Hospital).  The above rules handle the situation where a patient transfers to another LTC facility in mid-month; the system would take patient liability only against the first LTC facility that the patient was in for a month.  See the Claims Adjudication section of the Claims Pricing and Adjudication document for more details on Patient Liability post-calculated base rate changes.  

· The base rate change reason code is “06” (LTC Patient Paid Amount).

10.5.3.7  Inpatient Pricing Diagram

The inpatient pricing diagram depicts the processing flow that the Claims Pricing and Adjudication function performs to determine the allowed charge for inpatient services.  A narrative description of this processing is presented following the diagram.
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Figure 3: Inpatient Pricing Logic

10.5.3.8  Inpatient Pricing

This section describes the steps the Claims Pricing and Adjudication function performs to determine the allowed charge for inpatient services.  The system identifies inpatient services by interrogating information present on the claim record.  These steps apply to institutional claims with a claim type of “I” (Inpatient).

A.
Determine Inpatient Methodology.
1.  
Rates Processing.

The system reads the rates database for the appropriate institutional rate record, obtaining the applicable charge mode below.  The system uses the billing provider number, client major program, and statement coverage last date of service to access the appropriate institutional rate on the rates database.  The system considers only the following charge modes for Inpatient pricing, all other charge modes are bypassed.

	Code
	Code Description

	A
	Inpatient Percent

	C
	Inpatient Per Diem

	E
	IHS Per Diem

	F
	Diagnostic Related Group (DRG)


For fee-for-service claims, if no matching rate record can be found, the system sets the claim base rate to zero, posts exception “0381” (Rate Rec Not Found) to the claim, and bypasses all subsequent pricing logic (unless the claim is an inpatient “awaiting placement” claim – it does not require any of the above “rates processing” methodologies to price).  The system bypasses posting exception “0381” for encounters with a billing provider type of 201 (Hospital, General Acute), 202 (Hospital, PPS Exempt, Rehab), 203 (Hospital, Rehabilitation), 204 (Hospital, PPS Exempt, Psychiat) or 205 (Hospital, Psychiatric), because these encounters automatically price using a charge mode of “F” (DRG).

2.
Provider Charge Mode Criteria.

The following sections of this document detail the inpatient charge mode usage, which is categorized into three distinct areas:  

· Inpatient Per Diem Pricing methodology 

· Inpatient Percent of Charge Pricing methodology

· Inpatient DRG Pricing methodology  
3. 
The system will pay Inpatient Part B Only claims (Type of Bill equal 121, 122, 123, 124, 821, 823 or 824), which is a claim that is not a crossover claim, but a DRG priced Inpatient claim that shows Medicare Part B allowed amount, coinsurance or deductible.  Claims pricing will pay the difference between the “coinsurance plus the deductible” and the Allowed amount.  See the Inpatient Part B Only Cutback described below.

4.
The system will pay Inpatient “Awaiting Placement” claims at the line item level by using the units of service and the revenue code pricing information – it will not use any of the Institutional Inpatient Pricing Methodologies described above.  An Inpatient “Awaiting Placement” claim is defined as follows:

· Claim type of I (Inpatient)

· Provider type of 204 (Hospital, PPS Exempt, Psychiatric) or 205 (Hospital Psychiatric)

· The provider has NO DRG institutional rate record on file

· The first line item of the claim contains a revenue code of 0169 (Room & Board – Psych – Awaiting Placement) – this will be the ONLY line item billed on an Inpatient Awaiting Placement claim.

10.5.3.9  Inpatient Per Diem Pricing

After locating an institutional rate with a charge mode of “C” (Inpatient Per Diem) or “E” (IHS Per Diem), the system determines the calculated covered days, base rate, calculated allowed charge, and allowed charge for the claim.

A. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For Profit Indicator) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Header Tax Process” section of this exhibit for details.

B. Determine Calculated Covered Days.

The system determines the calculated covered days for the hospital stay by determining the difference between the claim’s first and last dates of service.    The following details the steps the system uses to derive the final calculated covered days.

1. The system derives calculated claim days by subtracting the claim header first date of service from the claim header last date of service.

Calculated Claim Days = Last Date of Service – First Date of Service

2. If the calculated claim days are equal zero, the system adds one to the calculated claim days.

If Calculated Claim Days = 0  


Compute Calculated Claim Days = Calculated Claim Days + 1

3. The calculated covered days are then calculated by subtracting the non-covered days from the calculated claim days.

Calculated Covered Days = Calculated Claim Days – Non-Covered Days

C. Perform Authorization Processing.  
The system requires authorization for certain services on the claim.  The claim does not price from the authorization.  See “Authorization Processing” section for details.

D. Determine the Calculated Base Rate.
1.
Calculated Base Rate.

The system multiplies the per diem rate on the institutional rate record by the claim’s calculated covered days to determine the calculated base rate.  The pricing formula used is:

Calculated Base Rate = Institutional Rate * Calculated Covered Days
If the charge mode is equal to “C” (Inpatient Per Diem), the system sets the claim base rate source to “IC” (Inpatient Per Diem Priced).  If the charge mode is equal to “E” (IHS Per Diem), the system sets the claim base rate source to “IE” (IHS Per Diem Priced).   This field allows authorized users to identify the source of the derived base rate amount.  
2.
Perform Manual Pricing.

When specific exceptions are posted to a claim, the system requires manual pricing.  These specific exceptions indicate that either the claim cannot be priced by the system or the derived price must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a base rate source of “MM” (Manually Priced) and a corresponding base rate amount, the system utilizes the value entered as the calculated base rate. 

E. Determine the Base Rate.

The system sets the base rate equal to the value of the calculated base rate for inpatient services.

F. Determine the Calculated Allowed Charge.

At this point in the pricing logic, the system has determined the claim’s base rate.  Any additional pricing criteria that apply to the claim are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on, of the line item base rate.

The system sets the calculated allowed charge equal to the value of the base rate prior to determining the pre-calculated allowed charge base rate changes.

G. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed charge is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

H. Determine the Allowed Charge.
The system performs “Determine Allowed Amount Process ” section in determining the claim allowed charge.

I. Determine the Reimbursement Amount.

At this point in the pricing logic, the system has determined the claim allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate change associated with TPL has a cumulative affect on the determination of the line item final reimbursement amount.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the claim and applies these amounts only to claims with a final disposition of pay (or pay and report).  Please refer to the associated narrative section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.

10.5.3.10  Inpatient Percent of Charge Pricing

After locating an institutional rate with a charge mode of “A” (Inpatient Percent), the system determines the base rate, calculated allowed charge, and allowed charge for each line of the claim.

A. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For profit) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Line Tax Process” section of this exhibit for details.

B. Perform Authorization Processing.  
The system requires authorization for certain services on the claim.  The claim does not price from the authorization.  See “Authorization Processing” section for details.
C. Determine the Calculated Base Rate.

1.
Calculated Base Rate.

The system determines the calculated base rate for percent of charge using the following formula:

Calculated Base Rate = LI Charge Without Tax  * Institutional Rate Percentage

The system sets the claim base rate source to “IA” (Inpatient Percent of Charge).  This field allows authorized users to identify the source of the derived base rate amount.  

2.
Perform Manual Pricing.

When specific exceptions are posted to a claim, the system requires manual pricing.  These specific exceptions indicate either the claim cannot be priced by the system or the price derived must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a base rate source of “MM” (Manually Priced) and a corresponding base rate amount, the system utilizes the value entered as the calculated base rate. 

D. Determine the Base Rate.

The system sets the base rate equal to the value of the calculated base rate for inpatient services.

E. Determine the Calculated Allowed Charge.

At this point in the pricing logic, the system has determined the claim’s base rate.  Any additional pricing criteria that apply to the claim are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on, of the line item base rate.

The system sets the calculated allowed charge equal to the value of the base rate prior to determining the pre-calculated allowed charge base rate changes.

There are no pre-calculated allowed charges associated with Inpatient Percent priced claims.

F. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed charge is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

G. Determine the Allowed Charge.
The system performs “Determine Allowed Amount” section in determining the claim allowed charge.  

H. Determine the Reimbursement Amount.

At this point in the pricing logic, the system has determined the claim allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.

After taxes have been computed, the final post-calculated allowed charge base rate change associated with TPL has a cumulative affect on the determination of the line item final reimbursement amount.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the claim and applies these amounts only to claims with a final disposition of pay (or pay and report).  Please refer to the associated narrative section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.

10.5.3.11  Inpatient DRG Pricing

For fee-for-service claims, after locating an institutional rate with a charge mode of “F” (DRG), and for encounters with a billing provider type of 201 (Hospital, General Acute), 202 (Hospital, PPS Exempt, Rehab), 203 (Hospital, Rehabilitation), 204 (Hospital, PPS Exempt, Psychiat) or 205 (Hospital, Psychiatric), the system determines the calculated covered days, calls the grouper module, determines the base rate, determines the calculated allowed charge, and determines the allowed charge for the claim.  Client only needs to be eligible on the claim’s last date of service.   

Logic was added under project 120257 (RAT0372 – Provider Preventable Conditions) to the Inpatient Pricing module which utilizes the Present on Admission (POA) indicator associated with the billed primary and secondary diagnosis codes.  The value of this indicator is passed to the Grouper module which uses it for assigning DRG.  System parameter 4870 (effective date for POA logic for non-OCR claims) includes the effective date for use of the POA logic on non-paper claims.  System parameter 4871 (effective date for POA logic for OCR claims) includes the effective date for use of the POA logic on paper claims.  Prior to these dates the POA logic is not executed in the DRG assignment.  For dates on or after these parameter values, the POA logic is executed in the DRG assignment.
A. Remove Tax.

The billed amount may include tax depending on whether the billing provider is taxable (For profit) and whether the service is taxable.  If both are taxable, the system must remove the tax for the service.  See the “Remove Claim Header Tax Process” section of this exhibit for details.

B. Determine Calculated Covered Days.

The system determines the calculated covered days for the hospital stay by determining the difference between the claim’s first and last dates of service.  The last date of service is normally not counted as a covered day.  The following details the steps the system uses to derive at the final calculated covered days.

1. The system derives calculated claim days by subtracting the claim header first date of service from the claim header last date of service.

Calculated Claim Days = Last Date of Service – First Date of Service

2. If the calculated claim days equal zero, the system adds one to the calculated claim days.

If Calculated Claim Days = 0

Compute Calculated Claim Days = Calculated Claim Days + 1

3. The calculated covered days are then calculated by subtracting the non-covered days from the calculated claim days.

Calculated Covered Days = Calculated Claim Days – Non-Covered Days

C. Call Grouper.

Claims Pricing and Adjudication calls the appropriate version of the grouper module according to the specifications of MAD.  Please refer to the “Grouper Processing” section of this exhibit for a more detailed description of this process.
D. Determine the Calculated Base Rate.
1.
Determine Type of DRG.

The three types of DRG pricing are outlier, transfer and standard.  The system picks the appropriate type based on the following criteria:

a. If the calculated total charge without tax is greater than the amount specified on system parameter “4465” (Outlier Dollar Limit) or if the calculated covered days are greater than the amount specified in system parameter “4466” (DRG Outlier Day Limit), the system checks the client’s age to determine DRG methodology.  Otherwise, the system prices per the Price Standard DRG methodology described below.

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).

1). If the client’s age is less than one as of the claim header last date of service, the system prices by the Price Outlier DRG methodology described below.

2). If the client’s age is less than six as of the claim header last date of service, the system checks to see if the provider is a disproportionate share provider.

3). If the provider disproportionate share indicator span encompasses the claim header last date of service, the system prices by the Price Outlier DRG methodology described below.

4). If the patient status code is equal “02” (Discharge/transfer to another short term general hospital for inpatient care), the system prices per the Price Transfer DRG methodology described below.  Otherwise, the system prices per the Price Standard DRG methodology described below.

2.
DRG Pricing Methodologies.

· Price Outlier DRG.

The system multiplies the provider’s Institutional Rate Percentage (Standardized Cost Percentage) by the percentage maintained in system parameter “4467” (DRG Outlier Percentage).  This amount is then multiplied by the total charge without tax amount.  The formula is:

Calculated Base Amount = (Institutional Rate Percentage * System Parameter Percentage) * Total Charge Without Tax

If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).

The system sets the claim line item base rate source to “DO” (DRG Outlier Priced).  This field allows authorized users to identify the source of the derived base rate amount.

· Price Transfer DRG.

The system computes a hold transfer cost by multiplying the provider’s Institutional Rate Percentage (Standardized Cost Percentage) by the total charge without tax amount.  The formula is:

Hold Transfer Cost = Institutional Rate Percentage * Total Charge Without Tax

The system then performs the Price Standard DRG methodology to arrive at what the standard DRG price would be.  If the hold transfer cost is less than the calculated base amount (Standard DRG price), the system moves the hold transfer cost to the calculated base amount and the system sets the claim line item base rate source to “DT” (DRG Transfer Priced).  This field allows authorized users to identify the source of the derived base rate amount.

· Price Standard DRG.

The system multiplies the DRG relative weight by the Institutional Rate Amount (DRG Base Rate).  Then the system adds the provider’s DRG Pass Thru Amount to this amount.  The formula is:

Calculated Base Amount = (DRG Relative Weight * Institutional Rate Amount) + Institutional Rate Pass Thru Amount.     

The system sets the claim line item base rate source to “DS” (DRG Standard Priced).  This field allows authorized users to identify the source of the derived base rate amount.

3.
Perform Manual Pricing.

When specific exceptions are posted to a claim, the system requires manual pricing.  These specific exceptions indicate either that the claim cannot be priced by the system or that the price derived must be reviewed by the fiscal agent staff.  Please refer to the “Manual Pricing” section of this exhibit for a more detailed description of these exceptions.

If an authorized user enters a base rate source of “MM” (Manually Priced) on the first line item of the claim and a corresponding base rate amount, the system utilizes the value entered as the calculated base rate for the claim. 

E. Determine the Base Rate.

The system sets the base rate equal to the value of the calculated base rate for inpatient services.

F. Determine the Calculated Allowed Charge.

At this point in the pricing logic, the system has determined the claim’s base rate.  Any additional pricing criteria that apply to the claim are considered to be pre-calculated allowed charge base rate change amounts.  Each pre-calculated allowed charge base rate change is an adjustment, cutback or add-on, of the line item base rate.

The system sets the calculated allowed charge equal to the value of the base rate prior to determining the pre-calculated allowed charge base rate changes.

1. Inpatient Part B Only Claim Cutback.

Inpatient Part B Only claims cutback the Medicare paid, coinsurance and deductible amounts.  This cutback is identified by DRG priced Inpatient claims (Claim type of “I”) and the presence of value code “X0” (Medicare Paid Amount) with an amount greater than zero or value code “A1” (Medicare Deductible) with an amount greater than zero or value code “A2” (Medicare Coinsurance) with an amount greater than zero.

Part B Only Cutback = Medicare Paid + Coinsurance + Deductible
The base rate change associated with this pre-calculated allowed charge base rate change amount is “IB” (Inpatient Part B Only Cutback).  This base rate change amount represents a cutback to the base rate and is reflected in the determination of the calculated allowed charge that follows:

Calculated Allowed Charge = Base Rate + Part B Only Cutback.
If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).  

G. Check for Negative Calculated Allowed Amount.

All pre-calculated allowed charge base rate changes have been applied and the line item calculated allowed charge has now been determined.  If the claim line item calculated allowed charge is less than zero, the system move zeros to the claim line item calculated allowed charge and post exception “1601” (Negative Calculated Allowed Amount).

H. Determine the Allowed Charge.

The system does NOT perform “Determine Allowed Amount Process” section in determining the claim allowed charge.  The system sets the allowed charge equal to the value of the calculated allowed charge.  An exception to this is when the claim involves HMO TPL Co-pay, where the system does perform “Determine Allowed Amount Process” section and the claim will price using the submitted amount.

I. Determine the Reimbursement Amount.

At this point in the pricing logic, the system has determined the claim allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments have a cumulative affect on the determination of the line item final reimbursement amount.  See “Co-payment Processing” section for more details on SCHIP Co-payments.

Taxes are then computed and retained as a post-calculated base rate change amount.  The system performs “Determine Tax on Base Amount” described in a separate section of this exhibit.  

After taxes have been computed, the final post-calculated allowed charge base rate change associated with TPL has a cumulative affect on the determination of the line item final reimbursement amount.

The adjudicator module determines the post-calculated allowed charge base rate changes that apply to the claim and applies these amounts only to claim with a final disposition of pay (or pay and report).  Please refer to the associated narrative section of the Claims Pricing and Adjudication chapter for a more detailed description of this process.

10.5.3.12  Grouper Processing

Claims Pricing and Adjudication grouper processing identifies the appropriate grouper version by date, calls the appropriate grouper module, reads the reference database for the associated DRG record, and accesses the required pricing information on the DRG record.

A.
Determine Grouper Version.

The system determines which grouper version to call based on the claim's statement coverage through date of service.  The system maintains up to seven (7) date ranges and their associated grouper numbers in system parameter “4455” (DRG Grouper Number).  

B.
Call Grouper.
The system calls the grouper module using the following fields:

· Diagnosis codes.

· ICD-CM Surgical Procedure Codes.

· Client age based on the claim admission date.

· Client sex.

· Patient status.

Please note that the diagnosis codes and ICD‑CM surgical procedure codes, which are used when calling the grouper, may not be the same as those found on the claim.  Each diagnosis record contains up to three occurrences of former diagnosis codes and their associated grouper version numbers.  The system uses the former diagnosis occurrence spans when the diagnosis record's initial grouper number is greater than the grouper version number used to price the claim (from system parameter “4455” (DRG Grouper Number)).

The system determines which, if any of the previous diagnosis codes should replace the diagnosis code on the claim for grouper processing by locating the first segment that has a grouper version number that is equal to or less than the grouper number used to price the claim.  The diagnosis listed in that span is used when calling the grouper.  This process applies to each ICD-CM surgical procedure code or diagnosis code used during grouper processing.

Although the diagnosis may change for grouper processing, the original diagnosis is maintained on the claim.  The same processing logic is followed for ICD‑CM surgical procedure code processing.  

If the grouper return code is greater than zero, then the system posts one of seven exceptions to the claim, sets the claim's base rate to zero, and bypasses subsequent inpatient pricing.  The exception codes are as follows:

	Edit Num
	Edit Description

	0583
	DRG RC 1 - Diag Not Prin Diag

	0584
	DRG RC 2 - No DRG in MDC for Prin Diag

	0587
	DRG RC 3 - Inv Clnt Age

	0589
	DRG RC 4 - Inv Clnt Sex

	0590
	DRG RC 5 - Inv Disch Stat

	0592
	DRG RC 6 - Illogical Prin Diag

	0593
	DRG RC 7 - Inv Prin Diag


For DRG versions 25 and above, the grouper return code is now a 2 byte field. For these versions, there is no longer a return code 1 or 01, therefore unlike in version 24 and below, exception 0583 will no longer post. .  DRG 26 added 7 more return codes. They all deal with the Present On Admission (POA) indicator which is a field not currently used in the MMIS.  To prevent these return codes we added code to program NMDC8530 to move an ‘X’ to the grouper linkage POA LOG indicator field which  tells the DRG 26 module that the POA field is not required for diagnosis codes and therefore the grouper should bypass POA logic.  This will prevent return codes 09-15 from being returned by the grouper, and the grouper will determine DRG code without using POA logic.   If at some point we do start to utilize the POA indicator  this code will need to be removed and exceptions for return codes 09-15 will need to be created.  

	Edit Num
	Edit Description

	0584
	DRG RC 02 - No DRG in MDC for Prin Diag

	0587
	DRG RC 03 - Inv Clnt Age

	0589
	DRG RC 04 - Inv Clnt Sex

	0590
	DRG RC 05 - Inv Disch Stat

	0592
	DRG RC 06 - Illogical Prin Diag

	
0593
	DRG RC 07 - Inv Prin Diag

	
	DRG RC 09 – POA logic indicator = Z and at least one HAC POA is invalid or missing

	
	DRG RC 10 – POA logic indicator is invalid or missing and at least one HAC POA is N or U

	
	DRG RC 11 - POA logic indicator is invalid or missing and at least one HAC POA is invalid or missing

	
	DRG RC 12 – POA logic indicator = Z and at least one HAC POA = 1

	
	DRG RC 13 – POA logic indicator is invalid or missing and at least 1 HAC POA = 1

	
	DRG RC 14 – POA logic indicator = Z and there are multiple HAC’s that have different HAC POA values that are not Y, W, N, U.

	
	DRG RC 15 – POA logic indicator is invalid or missing there are multiple HAC’s that have different HAC POA values that are not Y or W. 


· Get DRG Data.
1.
Read the DRG Record.

The system finds the DRG record using the DRG code returned from the grouper.

If the system does not find a matching DRG record, then it posts exception “0582” (DRG Record Not On DB) to the claim, sets the claim's base rate to zero, and bypasses subsequent pricing logic.

2.
Find DRG Pricing Segment.

The system examines the DRG record’s rate spans until it finds a matching span or has rejected all spans.  This process is described below.

The system compares the DRG rate span’s effective date with the claim’s statement coverage through the date of service.  If the DRG rate span’s effective date is greater than the claim’s statement coverage through date of service, then the system rejects the DRG rate span.  

If the system does not locate a matching rate span, then it posts exception “0585” (DRG Pricing Span Not Found) to the claim and bypasses subsequent pricing logic.

10.5.3.13  Medicare Crossover Pricing

The Claims Pricing and Adjudication function determines the allowed amount by summing the coinsurance, deductible, psych amount, and the patient responsibility on crossover claims.  Normal pricing logic is followed so that cost savings analysis can be performed later.

10.5.3.14 Medicare Part A Crossovers and Medicare UB-04 Part B Crossovers

The system calculates the claim’s allowed charge for all Medicare Part A Crossover claims that have been paid by Medicare, as follows.  These claims are identified by the existence of a claim type equal to “A” (Medicare Part A Crossover) or “C” (Medicare UB-04 Part B Crossover).

Although Crossover claims only pay coinsurance, deductible, psych amount and the patient responsibility, normal pricing logic is followed so that cost savings analysis can be performed later.

Medicare Pricing and lower of logic for claim type A is always performed at the header.  Medicare Pricing and lower of logic for claim type C is performed at the line or the header depending on how the provider reported the Medicare amounts.

A.
Determine the Base Rate.

The system performs standard inpatient/non-inpatient pricing logic for Medicare Part A or Medicare UB-04 Part B services.  Percent-of-charge priced claims are priced at the line, while all other claims are priced at the header.  Percent of charge priced claims are determined by a charge mode of “A” (Inpatient Percent-of-Charge) in the provider’s institutional rate table.  

The system uses special pricing methodology to determine what Medicaid would have paid for LTC crossover claims.  Part A crossover claims for provider types 211, 212 or 213 (Nursing) are priced as follows using the institutional charge mode of “D” (LTC) along with a level of care equal to “HNF.”  Part A crossover claims for provider types 214 or 215 (ICF/MR) are priced as follows using the institutional charge mode of “D” (LTC) along with a level of care equal to “MR1.”

HDR Allowed Charge = Institutional rate * Calculated Days
B.
Determine the Calculated Base Rate.

The claim calculated base rate for Medicare Part A and Medicare UB-04 Part B services is equal to the claim calculated base rate determined during inpatient pricing or non-inpatient pricing.

C.
Determine the Calculated Allowed Charge.

The claim calculated allowed charge and pre-calculated allowed charge base rate change amounts for Medicare Part A services are equal to the claim calculated allowed charge and pre-calculated allowed charge base rate change amounts determined during inpatient pricing or non-inpatient pricing.

D.
Determine the Allowed Charge.

Prior to 05/01/2004, the system always paid the sum of the coinsurance and the deductible amounts on Medicare Part A and Medicare UB-04 Part B crossover claims at the header.  The following formula was used:    

HDR Allowed Charge = HDR Medicare Coinsurance Amount + HDR Medicare Deductible Amount + Psych Amount + Patient Responsibility
After 05/01/2004, the system will go through lower of logic to determine the allowed charge. The system will use the formula above and compare the result to the new calculation of:

Medicaid Calculated Allowed Charge – Medicare Paid Amount = New Calculation

When the new calculation is less than the sum of the patient responsibility, then it is used as the Medicaid allowed amount.  In this instance, “XO” or “XD” is not the base rate source; it is the real Medicaid base rate source.  The Medicare paid amount is a base rate change “XL” and is subtracted from the line.

The lower of logic payment limitation is bypassed under the following circumstances:

· When the Major Program is not MAD.

· When the claim type is “A” and the billing provider type is 211 through 218 (nursing facilities, ICF-MR, RTC, and TFC), or 221 (IHS).

· When the claim type is “A” and the provider does not have a Major Program MAD pricing methodology of inpatient percent or DRG percent.

· When the claim type is “A” and the provider Major Program MAD pricing methodology is inpatient percent and the provider location is instate or border.

· When the claim type is “A”, the DRG code is 470 (ungroupable DRG versions prior to 25) and the LDOS is less than 10/1/2007.

· When the claim type is “A”, the DRG code is 999 (ungroupable for DRG versions 25 or greater) and the LDOS is greater than or equal to 10/1/2007.

· When the claim type is “C” and the billing provider type is 201 through 218, and the provider location is instate or border.

· When the claim type is “C” and the billing provider type is 221, 313, 314, 315 (IHS, FQHC, RHC), or 455 (rehab center).

· When the claim type is “A” and the pricing methodology is DRG percent and the last date of service is prior to 05/01/2004.

· When the claim type is “C” or any claim type “A” not priced with DRG percent methodology and the first date of service is prior to 05/01/2004. 

· When the claim calculates a zero Medicaid amount.

E.
Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associated with co-payments do not apply to Medicare crossover claims.

Taxes are not applicable on Medicare crossover claims.

The final post-calculated allowed charge base rate changes (if applicable) associated with TPL and patient liability have a cumulative affect on the determination of the line item final reimbursement amount.  The adjudicator module determines the post-calculated allowed amount base rate changes that apply to the claim and applies these amounts only to claims with a final disposition of pay (or pay and report).    

Reimbursement Amount  = Allowed Amount  + Post-Calculated Allowed Charge Base Rate Change [Negative]
If the reimbursement amount is negative, the reimbursement amount is set to zeros. 

The system sets the claim line item base rate source to “XO” (Medicare Crossover Priced).  This field allows authorized users to identify the source of the derived base rate amount.  For Claim Type B and C, if Medicare denied the claim line, and sent in $0 as the Medicare Allowed Amount, “XD” is moved to the claim line item base rate source.  The claim line is denied, because Medicare denied it (Edit 0168).

10.5.3.15 Medicare Part B Crossovers

The system calculates the line item’s allowed charge as follows for all Medicare Part B Crossover claims that have been paid by Medicare.  The system identifies these claims by claim types equal to “B” (Medicare Part B Crossover).  

Normal pricing logic is also followed so that cost savings analysis can be performed later.

For Part B Crossover (claim type B) claims, if a line’s allowed amount is zero, then that line will price as a Medicaid line.  The only zero lines that will not price in this manner are those on claims that are not eligible to be turned into a Medicaid claim (please see claim type assignment for more information) or those for clients that are QMB only.  This means that Medicare pricing will be bypassed for these lines.
The claims pricing module performs a units of service conversion for some Part B services that require a recalculation of the submitted units to conform to the rate information maintained on the Reference tables.  This conversion is necessary primarily due to differing billing instructions and pricing rules between the Medicare carriers’ claims processing systems and the MMIS.  

Some electronic Part B claims are sent in with only header COB and CAS information.   The system will prorate the header information to the lines and pricing will follow the same logic below.  The calculation for proration is as follows:




Ratio = Line Calculated Amount / Total Calculated Amount for the claim




Line Medicare field = Ratio * Hdr Medicare field




Note:  Medicare field refers to Medicare Allowed Amount, Medicare Paid Amount




Medicare Coins, Medicare Ded, Medicare Psy Amt, and Medicare PR Amt.
A.
Determine the Calculated Base Rate.

The system performs standard non-inpatient pricing logic for standard medical pricing logic for Medicare Part B services.  The line item calculated base rate for Part B services is equal to the line item calculated base rate determined during medical pricing. 

B.
Determine the Base Rate.

The line item base rate for Part B services is equal to the line item calculated base rate determined during medical pricing.

C.
Determine the Calculated Allowed Charge.

The line item calculated allowed charge and pre-calculated allowed charge base rate change amounts for Part B services are equal to the line item calculated allowed charge and pre-calculated allowed charge base rate change amounts determined during medical pricing.

D.  Determine the Allowed Charge.

Prior to 05/01/2004, the system always paid the sum of the coinsurance and the deductible amounts on HCFA Part B Crossover claims at the line.  The following formula was used:    

LI Allowed Charge = LI Medicare Coinsurance Amount + LI Medicare Deductible Amount

(*** Refer to the Note below for detailed calculation information)

After 05/01/2004, the system will go through lower of logic to determine the allowed charge. The system will use the formula above and compare the result to the new calculation of:

Medicaid Calculated Allowed Charge – Medicare Paid Amount = New Calculation

When the new calculation is less than the sum of the patient responsibility, then it is used as the Medicaid allowed amount.  In this instance, “XO” or “XD” is not the base rate source; it is the real Medicaid base rate source.  The Medicare paid amount is a base rate change “XL” and is subtracted from the line.

The lower of logic payment limitation is bypassed for claim type “B” under the following circumstances:

· When the Major Program is not MAD.

· When the billing provider type is 344 (waiver).

· When the line item first date of service is prior to 05/01/2004. 

· When the line item service area code is Anesthesia and the procedure code is 10000 – 99999 inclusive.
· When the line item pricing factor code is equal to 3-6, C-F, I-L, O-R, U-X, or Z.
· When the claim calculates a zero Medicaid amount.

For Part B, if there is a psych amount on the claim, or if the coinsurance is within one penny of half of the Medicare allowed amount, then the claim will perform the lesser of logic from above and the claim is eligible for a different amount in the base rate change.  The base rate change will be the Medicaid base rate source

Psych Amount Pricing Logic

1. The line is eligible for lesser of pricing.  This would mean that the Medicaid Allowed Amount – Medicare Paid Amount is less than the sum of the Medicare Patient Responsibility.

a. Medicaid Allowed – Medicare Paid < Medicare Coinsurance + Medicare Deductible + Medicare Psych Amount + Medicare Other Patient Responsibility

b. A normal claim will price at the lower of either of these

c. Example without Psych lesser of: Medicare Allowed is $100, Medicare Paid $80, Medicare Coinsurance $20, Medicaid allowed is $90.  90 – 80 (10) < (20) 20 + 0 + 0 + 0. (True)

This is a true statement, so the claim line will price at the new calculated lesser of amount.  This will show up on the claim as priced at $90 with a Base Rate Change of –80 (XL).

d. Example without Psych lesser of: Medicare Allowed is $100, Medicare Paid $80, Medicare Coinsurance $20, Medicaid allowed is $110.  110 – 80 (30) < (20) 20 + 0 + 0 + 0.  (False)

This is a false statement and the claim line will price as normal Medicare pricing.  This will show up as $20 (Crossover as the Base Rate).  This claim line will not flow down.  This is the end of pricing for this claim line; it will not advance to steps 2 or 3.

2. The claim has a Medicare Psych amount or the line’s Medicare Paid and Medicare Coinsurance equal within one penny.

a. An example of this if the Medicare Allowed is $100.01 and the Medicare Paid is $50.01 and the Medicare Coinsurance is $50.  The provider is obviously billing the psych amount calculated into the coinsurance.  This line is eligible for the special pricing.

b. Any claim that has chosen the new lesser of amount, but does not meet one of these two criteria is finished pricing and will not proceed to step 3.

3. The line will price at the Greater Amount between the new calculated-lower-of-amount or 80% of the Medicare Allowed amount – Medicare Paid Amount.

a. The state wants the providers for these services to get at least 80% of the psych services; and the pricing process will chose the greater amount.

b. Example: Medicare Allowed $46.89; Medicare Paid $23.45; Medicare Coinsurance $5.86; Medicare Psych $17.58; Medicaid Allowed $45.63.

The claim was eligible to get this far because it chose the lesser of logic cited from step 1 and had a Medicare Psych Amount from step 2.  The lesser of logic looks like this: 45.63 – 23.45 (22.18) < (23.44) 5.86 + 17.58 + 0 + 0. (True)

The psych algorithm is:  Medicare Allowed * .8 – Medicare Paid > New Calculation Amount, which looks like this: 46.89 * .8 – 23.45  (or 14.06) > 22.18. (False)

This claim chooses to price at the higher of these two, which is $22.18

c. Example: Medicare Allowed $100; Medicare Paid $50; Medicare Coinsurance $25; Medicare Psych $25; Medicaid Allowed $45.63.  45.63 – 50 (-4.37 or 0 for the comparison) < (50) 25 + 25 + 0 + 0. (True)

The new calculated amount is 0.  Here is the Psych algorithm: 100 * .8 – 50 (30) > 0 (True).  This claim line will price at $30.
E.
Determine the Reimbursement Amount.
At this point in the pricing logic, the system has determined the line item allowed charge.  Any additional pricing criteria that apply to the claim are considered to be post-calculated allowed charge base rate change amounts.

Post-calculated allowed charge base rate changes associates with co-payments do not apply to Medicare crossover claims.

Taxes are not applicable to Medicare crossover claims.

The final post-calculated allowed charge base rate changes (if applicable) associated with TPL and patient liability have a cumulative affect on the determination of the line item final reimbursement amount.  The adjudicator module determines the post-calculated allowed amount base rate changes that apply to the claim and applies these amounts only to claims with a final disposition of pay (or pay and report).    

Reimbursement Amount  = LI Allowed Amount  + Post-Calculated Allowed Charge Base Rate Change [Negative]
If the reimbursement amount is negative, the reimbursement amount is set to zeros. 

The system sets the claim line item base rate source to “XO” (Medicare Crossover Priced).  This field allows authorized users to identify the source of the derived base rate amount.  For Claim Type B and C, if Medicare denied the claim line, and sent in $0 as the Medicare Allowed Amount, “XD” is moved to the claim line item base rate source.  The claim line is denied, because Medicare denied it (Edit 0168).

*** Detailed Line Calculation Information.

1. Calculate the ‘normal’ allowed amount for each line (price per unit * number of units)

2. Sum all of the lines ‘normal’ allowed amounts

3. Calculate the sum of the coinsurance and deductible amounts

4. Determine each line ‘ratio’ for all lines (except the last line) by taking the allowed amount for that line and dividing it by the total allowed amount for all lines

5. For each line (except the last line), determine the actual allowed amount by multiplying the ratio calculated in line 4 by the sum of the coinsurance and deductible amounts (as each line is calculated, the total for all of the lines is being accumulated in an interim field)

6. For the last line, subtract the interim accumulation from the total of the coinsurance plus deductible to determine the actual allowed amount for this line

Example:  Claim with 3 line items

Step 1:

Line 1:
31 units * .87 per unit
= 26.97

Line 2:
20 units * 1.00 per unit
= 20.00

Line 3:
341 Units * .51 per unit
= 173.91

Step 2:


26.97 + 20.00 + 173.91
= 220.88

Step 3:

Coinsurance =  
33.66 + Deductible = 5.00
= 38.66

Step 4

Line 1
26.97 / 220.88

= .1221025

Line 2
20.00 / 220.88

= .0905470

Step 5:

Line 1
.1221025 * 38.66

= 4.72

Line 2
.0905470 * 38.66

= 3.50

(Accumulation =   4.72 + 3.50 

= 8.22)

Step 6:

Line 3
38.66 – 8.22

= 30.44

(Just to double check:   4.72 + 3.50 + 30.44 
= 38.66)

In the claim line, three fields exist: c-li-subm-unt-num, c-li-unt-msr-num, and c-li-unt-msr-cd.  When c-li-unt-msr-cd = ‘MJ‘, r-ty-unt-cd must be = to ‘1’, otherwise post an edit, number 0962 ‘minutes are not acceptable for this proc code’ and move the fields as though minutes were not sent.  If minutes were sent and r-ty-unt-cd is ‘1’ and partial indicator is ‘Y’, convert c-li-unt-msr-num using the conversion factor number (r-cnv-unt-fctr-num) with 2 decimals and the results will be in c-li-subm-unt-num.  If minutes were sent and r-ty-unt-cd is ‘1’ and the partial indicator is ‘N’, convert c-li-unt-msr-num using the conversion factor number round to the next whole number if any remainder exists.  The result will be in c-li-subm-unt-num.  No edit is posted when the conversion is done.  To convert, divide the number in c-li-unt-msr-num by r-cnv-unt-fctr-num.  The partial indicator determines the rounding factor.

10.5.3.16 Obtaining the Procedure Record Pricing Segment

The following steps are performed to obtain the procedure record pricing segment, which corresponds to the line item of a claim being priced.  Step C is further broken down by OPPS and non-OPPS claims.
A.
Locate the Procedure Record.

The system attempts to find the procedure record for the procedure code on the line item of the claim.  If the procedure record cannot be found, the system posts exception “0430” (Proc Not On DB) to the line item of the claim, sets the line item base rate to zero, and bypasses further pricing logic.

B.
Calculate unit of service.

Units of service may be sent as minutes or units on the 837. A partial units indicator field in the procedure code record  (the default value of “Y”) tells if partial units are allowed or not.  The unit code values are “0” = units, “1” = minutes, “2” = hours, “3” = days, “4” = month, “5” = year.  With the exception of “0” and “1”, all other values are informational for internal use.  When minutes are received on the 837, they will be converted to units.  If partial units indicator is “Y”, calculate to two decimals otherwise round up to the next unit.  When converting, a factor number is used to convert minutes to units since per 837 units and minutes are allowed.  Anesthesia will be converted to units (4.1) at the same time which allows one unit conversion routine.  If partial units are sent on a claim and the partial indicator is set to “N”, an edit is posted (0959) stating, “Partial units are not allowed”.

The following conversion hierarchy rule applies when minutes are sent for Anesthesia:


If procedure code = 01953, bypass conversion as it does not apply.


If procedure code = 01967, convert at 60 minutes per unit

30 minutes per unit – Anesthesia modifiers are QK and QY when DOS is less than 12/1/10.  For DOS on or after 12/1/10, converted as 15 minutes per unit.
15 minutes per unit – Anesthesia modifiers are AA, QX, QZ, P1, P2, P3, P4, P5, and P6.  

60 minutes per unit for any anesthesia service area (r-svc-area-cd) of procedure table. 

In the claim line, three fields exist: c-li-subm-unt-num, c-li-unt-msr-num, and c-li-unt-msr-cd.  When c-li-unt-msr-cd = “MJ”, r-ty-unt-cd must be = to “1”, otherwise post an edit, number 0962 (Minutes are not acceptable for this procedure code) and move the fields as though minutes were not sent.  If minutes were sent and r-ty-unt-cd is “1” and partial indicator is “Y”, convert c-li-unt-msr-num using the conversion factor number (r-cnv-unt-fctr-num) with two decimals and the results will be in c-li-subm-unt-num.  If minutes were sent and r-ty-unt-cd is “1” and the partial indicator is “N”, convert c-li-unt-msr-num using the conversion factor number rounded to the next whole number if any remainder exists.  The result will be in c-li-subm-unt-num.  No edit is posted when the conversion is done.  To convert, divide the number in c-li-unt-msr-num by r-cnv-unt-fctr-num.  The partial indicator determines the rounding factor.

C.
Locate the Pricing Segment.

· Factor Code Description and Usage (Non-OPPS).
For Non-OPPS claims, Factor Codes provide the flexibility to price a procedure code in one of six methods:  Fee Schedule, Relative Value Scale, Manual Review Fee Schedule, Manual Review Relative Value Scale, By Report and Not Covered.  The table below depicts each method’s base rate formula, along with applicable edits that may be set.  This pricing exhibit contains other pricing formulas that supercede these default methods.

	Code Description
	Edit
	Base Rate
	Base Rate Description

	Fee Schedule (FS)
	N/A
	FS
	Price per “FS” formula below

	Relative Value Scale (RVS) 
	N/A
	RVS
	Price per “RVS” formula below

	Manual Review FS
	 0432
	FS
	Price per “FS” formula below, but post edit if submitted amount exceeds calculated base amount

	Manual Review RVS
	 0432
	RVS
	Price per “RVS” formula below, but post edit if submitted amount exceeds calculated base amount

	By Report
	 0438
	Matrix/ Manual
	Post Edit if not matrixed priced and manual (“MM”) pricing not present 

	Not Covered
	 0439
	Zeros
	Post Edit indicating “Not Covered”


FS: 
     Calculated Base Rate = Procedure Value * Claim Line Item Allowed Units of Service

RVS:
     Calculated Base Rate = Procedure Value * Claim Line Item Allowed Units of Service  * 

                                           
System Parameter RVS Conversion Factor 

Matrix:   Calculated Base Rate = Matrix Percentage * Line Item Submitted Amount Without Tax
Manual:  Calculated Base Rate = User entered amount (With base rate source of “MM”)
Procedure codes are typically priced using the General Pricing Factor Code range (1-6).  The user chooses the pricing method by setting the appropriate factor code, 1 to 6, in the procedure code’s pricing span.  

Modifier pricing allows for alternative pricing for procedure codes.  Professional Component (Factor codes A-F) and Technical Component pricing (factor codes G-L) are two examples of modifier pricing.  When using modifier pricing, the user creates multiple procedure pricing segments for the specified date span.  For example, a laboratory service may have three (3) pricing segments established, one for general pricing (factor codes between 1 and 6), another containing the professional component pricing (factor code between A and F), and another containing the technical component pricing (factor code between G and L).  The system chooses the correct procedure pricing span, which includes Factor Code, based upon the claim line item modifiers that are present.  

	Factor Code Range
	Description

	1 – 6
	General Pricing

	A – F
	Professional Component Pricing

	G – L
	Technical Component Pricing

	M – R
	DME Rental Pricing

	S – X
	Anesthesia Pricing


· Factor Code and Rate Source Code Description and Usage. (OPPS)

For OPPS claims, the Factor Code and the Rate Source Code provide the flexibility to edit a procedure code in one of twenty-seven methods:  The table below depicts each Rate Source Code and a description of the service, along with applicable edits that may be set.  This pricing exhibit contains other pricing formulas that supercede these default methods.

	Omnicaid
Rate Source Codes
	APC Status Indicator
	

Edit
	Pricing Method
	APC Status Indicator Description / OmniCaid Definition

	JA
	A
	
	Procedure Price or Percent of HCPCS depending on value of associated Omnicaid Rate Reason Code
	Services furnished to a hospital outpatient that are paid under a fee schedule or payment system other than OPPS (e.g. ambulance; clinical laboratory; non-implantable prosthetic and orthotic devices; EPO for ESRD Patients; physical, occupational, and spee

	JB
	B
	1056
	None
	Codes that are not recognized by OPPS when submitted on an outpatient hospital.  

	JC
	C
	1057
	None
	Inpatient Procedures.  

	JE
	E
	1053
	None
	Items, Codes, and Services:
- That are not covered by any Medicare outpatient benefit based on statutory exclusion.
- That are not covered by any Medicare outpatient benefit for reasons other than statutory exclusion.
- That are not recognized by Medicare

	JF
	F
	
	Percent of HCPCS
	Corneal Tissue Acquisition; Certain CRNA Services and Hepatitis B Vaccines

	JG
	G
	
	Percent of HCPCS
	Pass-Through Drugs and Biologicals

	JH
	H
	
	Percent of HCPCS
	New Device Pass Through

	JK
	K
	
	Percent of HCPCS
	Nonpass-Through Drugs and Nonimplantable Biologicals, Including Therapeutic Radiopharmaceuticals

	JL
	L
	
	Percent of HCPCS
	Influenza Vaccine; Pneumococcal Pneumonia Vaccine

	JM 
	M 
	1056
	None
	Items and Services Not Billable to the Fiscal Intermediary/MAC

	JN
	N
	RA EOB 9503
	Always Packaged.  Prices at 0.00
	Items and Services Packaged into APC Rates

	JP
	P
	
	Percent of HCPCS
	Partial Hospitalization

	J1
	Q1
	
	Percent of HCPCS
	STVX-Packaged Codes

	J2
	Q2
	
	Percent of HCPCS
	T-Packaged Codes

	J3
	Q3
	
	Percent of HCPCS
	Codes That May Be Paid Through a Composite APC

	JR
	R 
	
	Percent of HCPCS
	Blood and Blood Products

	JS
	S
	
	Percent of HCPCS
	Significant Procedure, Not Discounted When Multiple

	JT
	T
	
	Percent of HCPCS
	Significant Procedure, Multiple Reduction Applies

	JU
	U
	
	Percent of HCPCS
	Brachytherapy Sources

	JV
	V
	
	Percent of HCPCS
	Clinic or Emergency Department Visit

	JX
	X
	
	Percent of HCPCS
	Ancillary Services

	JY
	Y
	1056
	None
	Non-Implantable Durable Medical Equipment

	J5
	-
	
	Percent of HCPCS
	New Mexico Medicaid specific definition (Pricing factor code ‘Y’ span & source code is ‘Manual Review’)

	J6
	-
	
	Matrix Pricing
	New Mexico Medicaid specific definition (Pricing factor code ‘Y’ span & source code is ‘General By Report’)

	J7
	-
	1053
	None
	New Mexico Medicaid specific definition (Procedure not covered)

	J8
	-
	1054
	None
	New Mexico Medicaid specific definition (Procedure manually priced)

	J9
	-
	1055
	None
	New Mexico Medicaid specific definition (Medicare non-payable but NM payable)


· Factor Code Pricing Process (Non-OPPS).

For Non-OPPS claims, the system attempts to find the procedure pricing segment associated with the line item procedure code and the line item dates of service.  The pricing segment’s date span must encompass the line item dates of service on the claim for the system to consider the pricing segment a match. 

1. If the matching procedure pricing segment contains a procedure factor code of “By Report” the following steps are performed:

a).
Matrix pricing (See “Matrix Pricing” Section) is attempted.  If a price is determined, the line item base rate source is set to “MX” (Matrix Priced) and pricing is considered complete with no manual pricing performed.

b).
If the line item base rate source is not equal to “MM” (Manually Priced), the system sets the line item’s base rate on the claim to zero, posts exception “0438” (Proc Requires Manual Price) to the line, and bypasses subsequent pricing logic.

c).
If the line item base rate source is equal to “MM” (Manually Priced), pricing is complete.

2. If the procedure pricing segment contains a procedure factor code of “Not Covered,” the system sets the line item base rate on the claim to zero, posts exception “0439” (Proc Not A Benefit For Serv Date) to the line, and bypasses subsequent pricing logic.

3. If “Relative Value Scale” (RVS) pricing is used, the system maintains the RVS Conversion Factor, coefficient value, on a system parameter.  RVS System Parameters follow:

· Procedure Service Area = “M” (Medical): 

use System Parameter “4500” (RVS Conversion Factor – Medical).

· Procedure Service Area = “S” (Surgical): 

use System Parameter “4501” (RVS Conversion Factor – Surgery).

· Procedure Service Area = “P” (Pathology): 

use System Parameter “4502” (RVS Conversion Factor – Pathology).

· Procedure Service Area = “R” (Radiology): 

use System Parameter “4503” (RVS Conversion Factor – Radiology).

· Procedure Service Area = “A” (Anesthesia) or a anesthesia procedure modifier code


use System Parameter “4602” (ANE Default RVS Conv Factor)


or   System Parameter “4603” (ANE Medical Directed RVS Conv Factor)


or   System Parameter “4604” (ANE Non-Medical Directed RVS Conv Factor)


depending on anesthesia requirements.  See the special pricing section on anesthesia in the “Medical Pricing” section of this document. 

· Default:

use System Parameter “4500” (RVS Conversion Factor – Medical).

4. If the procedure pricing segment contains a procedure factor code of “Fee Schedule” or “Relative Value Scale,” the system continues to the corresponding pricing section based on the service being processed.

5. If the procedure pricing segment contains a procedure factor code of "Manual Review FS" or "Manual Review RVS," the system posts exception “0432” (Procedure Requires Revw) to the line if the submitted line item amount (without taxes) is greater than the calculated base rate amount.  The system continues to the corresponding pricing section based on the service being processed.

6. If no matching pricing segment can be found, the system sets the line item base rate on the claim to zero, posts exception “0437” (Proc Not Valid For Serv Date) to the line, and bypasses subsequent pricing logic.

The claim line item base rate source will be set to “PP” (Procedure Priced) after successfully pricing from the line item procedure code.

· Factor Code Pricing Process (OPPS).

If the claim is determined to be an OPPS claim, the system attempts to find the procedure pricing segment associated with the line item procedure code and the line item dates of service and Factor Code ‘Y’.  The pricing segment’s date span must encompass the line item dates of service on the claim for the system to consider the pricing segment a match.  If a span is not found for the claim Dates of Service with a Factor Code of ‘Y’, then the system posts exception 1050 (No Procedure Factor Code ‘Y’ Pricing Span) and the pricing process is aborted.

10.5.3.17 Obtaining the Revenue Record Pricing Segment

The following steps are performed to obtain the revenue record pricing segment, which corresponds to the line item of a claim being priced.  Step B is further broken down by OPPS and non-OPPS claims.
A.
Locate the Revenue Record.
The system attempts to find the revenue record for the revenue code on the line item of the claim.  If the revenue record cannot be found, the system posts exception “0347” (Rev Not On DB) to the line item of the claim, sets the line item base rate to zero, and bypasses further pricing logic.

B.
Locate the Pricing Segment.
· Factor Code Description and Usage (Non-OPPS)
For Non-OPPS claims, Factor Codes provide the flexibility to price a revenue code in one of six methods:  Fee Schedule, Relative Value Scale, Manual Review Fee Schedule, Manual Review Relative Value Scale, By Report and Not Covered.  The table below depicts each method’s base rate formula, along with applicable edits that may be set.  This pricing exhibit contains other pricing formulas that supercede these default methods.

	Code Description
	Edit
	Base Rate
	Base Rate Description

	Fee Schedule (FS)
	N/A
	FS
	Price per “FS” formula below

	Relative Value Scale (RVS) 
	N/A
	RVS
	Price per “RVS” formula below

	Manual Review FS
	0545
	FS
	Price per “FS” formula below, but post edit if submitted amount exceeds calculated base amount

	Manual Review RVS
	0545
	RVS
	Price per “RVS” formula below, but post edit if submitted amount exceeds calculated base amount

	By Report
	0536
	Manual
	Post Edit if manual (“MM”) pricing not present 

	Not Covered
	0541
	Zeros
	Post Edit indicating “Not Covered”


FS: 
      Calculated Base Rate = Revenue Value * Line Item Allowed Units of Service

RVS:
      Calculated Base Rate = Revenue Value * Line Item Allowed Units of Service  * 

                                                           
              System Parameter RVS Conversion Factor 

Manual:    Calculated Base Rate = User entered amount (With base rate source of “MM”)
Revenue codes are priced using the General Pricing Factor Code range (1-6).  The user chooses the pricing method by setting the appropriate factor code, 1 to 6, in the revenue code’s pricing span.  As noted below, Reference Subsystem window edits forbid Relative Value Scale (RVS) pricing.  Thus, factor codes 2 (RVS) and 4 (Manual Review RVS) are not an option on revenue code pricing spans.     

	Factor Code Range
	Description

	1 – 6
	General Pricing


· Factor Code and Rate Source Code Description and Usage. (OPPS)

For OPPS claims, the Factor Code and the Rate Source Code provide the flexibility to edit a procedure code in one of two methods:  The table below depicts each method’s base rate formula, along with applicable edits that may be set.  .

	Code Description
	Edit
	Base Rate
	Base Rate Description

	Fee Schedule (FS)
	N/A
	FS
	Price per procedure fee schedule described in Outpatient Prospective Payment System (OPPS) Pricing Methodology section

	Not Covered
	0541
	Zeros
	Post Edit indicating “Not Covered”


	Factor Code Range
	Description

	Y
	Outpatient Prospective Payment System Pricing

	6
	Not Covered


· Factor Code Pricing Process (Non-OPPS)
For Non-OPPS claims, the system attempts to find the revenue pricing segment associated with the line item revenue code and the line item dates of service.  The pricing segment's date span must encompass the line item dates of service on the claim for the system to consider the pricing segment a match. 

1. If the revenue pricing segment contains a revenue factor code of “By Report” the following steps are performed:

a).
If the line item base rate source is not equal to “MM” (Manually Priced), the system sets the line item’s base rate on the claim to zero, posts exception “0536” (Rev Requires Manual Price) to the line, and bypasses subsequent pricing logic.

b).
If the line item base rate source is equal to “MM” (Manually Priced), pricing is complete.

2. If the revenue pricing segment contains a revenue factor code of “Not Covered,” the system sets the line item base rate on the claim to zero, posts exception “0541” (Rev Not A Benefit For Serv Date) to the line, and bypasses subsequent pricing logic.

3. Relative Value Scale (RVS) pricing is NOT allowed when pricing by revenue codes.   Reference Subsystem window edits do NOT allow for entry of either Factor Code “2” (RVS Pricing) or “4” (Manual Review RVS Pricing) on revenue pricing spans. 

4. If the revenue pricing segment contains a revenue factor code of “Fee Schedule” the system continues to the corresponding pricing section based on the service being processed.

5. If the revenue pricing segment contains a revenue factor code of “Manual Review FS” the system posts exception “0545” (Rev Submitted Amt Exceeds Allowed Amt) to the line, and continues to the corresponding pricing section based on the service being processed.

6. If no matching pricing segment can be found, the system sets the line item base rate on the claim to zero, posts exception “0544” (Rev Not Valid For Serv Date) to the line, and bypasses subsequent pricing logic.

The claim line item base rate source will be set to “RR” (Revenue Priced) after successfully pricing from the line item revenue code.    

· Factor Code Pricing Process (OPPS)_

If the claim is determined to be an OPPS claim, the system attempts to find the revenue pricing segment associated with the line item revenue code and the line item dates of service and Factor Code ‘Y’.  The pricing segment’s date span must encompass the line item dates of service on the claim for the system to consider the pricing segment a match.  If a span is not found for the claim Dates of Service with a Factor Code of ‘Y’, then the system attempts to find a span with a Factor Code of ‘6’ (Not Covered).  If one is found, the system posts exception 0541 (Not Covered) and the pricing process is aborted.  If a span is not found with either a ‘Y or ‘6’ Factor Code, then the system posts exception 1060 (No Revenue Factor Code ‘Y’ Pricing Span) and the pricing process is aborted.

10.5.3.18 Authorization Processing

The claim performs this process to determine authorization requirements.  The system uses the claim’s authorization number to access the information maintained by the Authorization Subsystem.  

A. General Authorization Rules.
1. Authorization is required if any of the following conditions are met:

a). The major program is equal “D” (DOH).

b). The claim type is “W” (Waiver)

c). The system checks each procedure code, revenue code and ICD surgical procedure code on the claim to see if it requires authorization (Authorization Required Indicator set to either “A” (Always Required) or “B” (Sometimes Required).

d). Out-of-state provider submitting a non-emergency claim that contains a prior authorization number, but the claim does not require prior authorization.

e). See edit 0436 in Chapter 10, exhibit C for all instances where PA is required.  

2. Authorization is EXEMPT for the following services:

a). For a MAD (Major Program equal “M”) Outpatient claim, with a provider type of “201” (Hospital, General Acute), “204” (Hospital PPS Exempt Psych), or “315” (Clin,Rural Hlth Med, Hosp Bsd), bypass authorization processing for lines with a revenue code of 0910, 0911, 0912, 0913, 0914, 0915 or 0916.

b). Medical claim procedure code contains a prior authorization code of “B” (PA Sometimes) and the place of service is “21” (Inpatient).

Note:  All non-MAD major program claims require authorization.  These claims are authorized by the existence of an attachment code of 61, 62 or 63.  Due to the fact that all non-MAD major program codes are assigned by the existence of an attachment code of 61, 62 or 63, authorization is automatically assumed. 

3. Miscellaneous:

a). Inpatient revenue codes only require authorization if the PA-Required Indicator is set to “A” (PA Always).

b). Outpatient revenue codes require authorization if the PA-Required Indicators is set to either “A” (PA Always) or “B” (PA Sometimes).

c). ICD surgical procedure codes require authorization only if PA-Required Indicator is set to “A” (PA Always).

d). The following descriptors allow authorization even though the PA units are exhausted.  (See “Authorization Descriptor Table” below for matching criteria.)

· DISP

· ENUTR

· NUTRI

· OXYG

e). For CMS PA’s with reviewer code of “XXX” or “ZZZ”:

· Only PA edit performed is the DOS match (edit 0605).

B. Inpatient Claims.
1.  Rules:

a). All Inpatient Claims are authorized at the Header.

b). Require authorization if patient status is “02” (Disch/Trans to Inpatient Hospital) and a Provider setup with a Charge Mode type of “F” (DRG Pricing).

c). Require authorization if hospital provider type equals 202 (Hosp Rehab PPS exempt), 203 (Rehab Hospital), 204 (Hospital PPS Exempt Psych) or 205 (Hospital Psych).
d). Require authorization if any revenue codes requires authorization (See “General Authorization Rules” above.)

e). Require authorization if any ICD surgical procedure code requires authorization (See “General Authorization Rules” above.)

2. Authorization Flow if authorization is required:

a). Post edits again PA Header table if applicable (e.g. Auth Not on File).

b). Search PA Detail Line Table for a match on one of the following descriptors.  (See “Authorization Descriptor Table” below for matching criteria.)

· HOSP

· IPSYC

· PHYS

· REHAB

· TRANS

If the descriptor matches, then the claim is considered authorized.

c). The search for the authorization requirements is performed on all revenue codes that require authorization (See “General Authorization Rules” above).  If a matching revenue code is found in the PA line item table (A_PA_DETAIL_TB) for all revenue codes requiring authorization, then the claim is considered authorized. 

d). The search for authorization requirements is performed on all ICD surgical procedure codes that require authorization (see “General Authorization Rules” above).  If a matching ICD surgical procedure code is found in the PA line item table (A_PA_DETAIL_TB) for all ICD surgical procedure codes requiring authorization, then the claim is considered authorized.

e). Authorized claims will be marked with the following:

· C_PRIOR_AUTH_IND in the claim header table is flagged with a “Y” indicating claim has been authorized.

· C_PRIOR_AUTH_IND in the claim line item table (Rev code 001 line) is flagged with a “Y” indicating claim has been authorized.

· A_LI_NUM in the claim line item table (C_LI_TB) (Rev code 001 line) contains the line number of the matching PA line item table (A_PA_DETAIL_TB).  When many detail lines match as in the case of many ICD surgical procedure codes requiring authorization, the matching line will be the authorization line that contains the most available units.

f). Inpatient claims always reflect units used.  The system uses the calculated days (C_CALC_DAYS_NUM) column to determine the number of PA units to decrement.

C. Non-Inpatient Claims.
1. Rules:

a). Claims are paid at the line and so is authorization processing.

b). Require authorization if line item procedure code requires authorization (See “General Authorization Rules” above.)

c). Outpatient claim (claim type “O”) with a hospital provider type of “202” (Hosp Rehab PPS exempt) or “203” (Hosp Rehab) or “204” (Hospital PPS Exempt Psych) or “205” (Hospital Psych).

2. Authorization Flow if authorization is required:

a). Search for authorization match if revenue code or procedure code (if required) requires authorization (See “General Authorization Rules” above).  If a matching service code is found in the PA line item detail table (A_PA_DETAIL_TB), then the claim line is considered authorized.

b). Search PA Detail Line Item Table for a match on an authorization descriptor.  (See “Authorization Descriptor Table” below for matching criteria.)

· OPSYC

· PHYS

· PSYCH

· MRI

· OT

· PT

· ST

If a descriptor match is found, then the claim line is considered authorized.  

c). Authorized claims will be marked with the following:

· C_PRIOR_AUTH_IND in the claim line item table (C_LI_TB) (appropriate line) flagged with a “Y” indicating claim has been authorized.

· A_LI_NUM in the claim line item table (C_LI_TB) (appropriate line) contains the line number of the matching PA line item table (A_PA_DETAIL_TB).
d). Edits are posted based on matching criteria including provider and dates of service.

e). Units or amounts are decremented from the PA based on authorization.

D. HCFA Claims.
1. Rules:

a). Claims are paid at the line and therefore, authorization processing is also performed at the line item level.

b). Require authorization if line item procedure code requires authorization (See “General Authorization Rules” above.)

2. Authorization Flow if authorization is required:

a). Search for authorization match if procedure code requires authorization (See “General Authorization Rules” above.)  If a matching procedure code is found in the A_PA_DETAIL_TB, then the claim is considered authorized.

b). Search PA Detail Line Table for a match on an authorization descriptor.  (See “Authorization Descriptor Table” below for matching criteria.)  HCFA claims attempt to match any descriptor that has a “List#” less than 9999.  If the descriptor matches, then the claim is considered authorized.

c). Authorized claims will be marked with the following:

· C_PRIOR_AUTH_IND in claim line item table (C_LI_TB) (appropriate line) flagged with a “Y” indicating claim has been authorized.

· A_LI_NUM in claim line item table (C_LI_TB) (appropriate line) contains the line number of the matching PA line item table (A_PA_DETAIL_TB).

· Edits are posted based on matching criteria including provider and dates of service.

· Units or amounts are decremented from the PA based on authorization.

E. Authorization Descriptor Table.

	DESCRIPTOR
	LIST#
	TYPE
	SPECIAL INFO

	AUTOP
	0302
	HCFA claims
	

	CHEMO
	0303
	HCFA claims
	

	DENT
	0304
	Dental Claims
	

	DISP
	0305
	HCFA claims
	Units not required on Authorization

	DME
	0306
	HCFA claims
	

	EARS
	0308
	HCFA claims
	

	ENUTR
	0309
	HCFA claims
	Units not required on Authorization

	EOT
	0310
	HCFA claims
	

	EYES
	0313
	HCFA claims
	

	HOSP
	N/A
	Claim type “I”

Prov type = 201,202,203,204,205
	

	IPSYC
	N/A
	Claim type “I”

Prov type= 201,204,205
	

	LAB
	0319
	HCFA claims
	

	MI VIA
	0338
	Claim type “W”

Provider type = 344
	

	MRI
	0321
	HCFA claims  OR

Non-Inpatient claims (Rev list 0421)
	

	NUTRI
	0323
	HCFA claims
	Units not required on Authorization

	OPSYC
	N/A
	Claim type “O”

Prov type= 201,204,205
	

	OT
	0326
	HCFA claims  OR

Non-Inpatient claims (Rev list 0426)
	

	OXYG
	0327
	HCFA claims
	Units not required on Authorization

	PHYS
	N/A
	Any service on claim types I,O,P,L,D
	

	PPSYC
	0329
	HCFA claims
	

	PSYCH
	N/A
	HCFA claims (clone of PPSYC) OR
Non-Inpatient claims (clone of OPSYC).
	

	PT
	0331
	HCFA claims  OR

Non-Inpatient claims (Rev list 0431)
	

	REHAB
	N/A
	Claim type “I”

Prov type= 201,202,203
	

	ST
	0333
	HCFA claims  OR

Non-Inpatient claims (Rev list 0433)
	

	SURG
	0335
	HCFA claims
	

	TRANS
	N/A
	Claim type “I”

Prov type 201

Patient Status = “02” (discharge/transfer)
	

	XRAY
	0337
	HCFA claims
	


F. Order of PA edits.

PA edits are performed in the following sequence and according to the criteria explained for each edit in section 10.5.7  Claims Pricing and Adjudication Edit Exhibit.

	Claim Type
	Order to PA Edits

	All HCFA Claim Types
	0725, 0726, 0436, 0727, 0932, 0502, 0858, 0714, 0605, 0727, 0510, 0511, 0605, 0504, 0514, 0517, 0518, 0608, 0609, 0610, 0501, 0516, 0503

	Inpatient
	0932, 0725, 0726, 0436, 0727, 0502, 0858, 0714, 0510, 0511, 0605, 0504, 0514, 0517, 0518, 0608, 0609, 0610, 0501, 0516, 0503

	All Other UB Claim Types
	0725, 0726, 0436, 0727, 0932, 0502, 0858, 0714, 0501, 0516, 0503, 0605, 0510, 0511, 0605, 0504, 0514, 0517, 0518, 0608, 0609, 0610


10.5.3.19 Co-Payment Processing

Co-payments are only required for clients in the State Children’s Health Insurance Program (SCHIP).  Clients are identified by a Category of Eligibility (COE) of “071” (235% of Poverty Kids) and a Federal Match Code of “1” (Regular FFP) or Category of Eligibility (COE) of “074” (Working Disabled Individuals) and a Federal Match Code of “1” in any of the possible four category of eligibility/federal match combinations assigned to the claim.  

Co-payments are exempt for:

· Native American – Identified by client B_RACE_CD of “3” (American Indian).

· Indian Health Services (IHS) provider – Identified by provider P_IHS_IND of “Y” (IHS provider).

· Schools – Identified by C_BLNG_PROV_TY_CD of “345” (Schools). 

SCHIP is an expansion of the New Mexico Medicaid program.  It allows Medicaid to look at children with higher levels of income—above 185%, up to 235% of the Federal Poverty Level (FPL).  New Mexico SCHIP clients share the costs of Medicaid by making co-payments for services needed.

Patient Paid Amount is acquired from claim forms as follows:

· CMS-1500:
Box 29 AMOUNT PAID

· UB-04:

Box 57 DUE FROM PATIENT





OR




Box 39 VALUE CODES  (“D3” indicates Patient Paid Amount)

Co-payments are broken down into separate service areas, each requiring a different co-payment amount.  Each area is identified below, along with the system parameter that maintains the required co-payment amount.  

The system will calculate the required co-payment amount based on the system parameters and store the amount on the claim record.  Co-payment amounts will be applied, once on a single claim, unless the dates of service at the line level are different.

A.  Co-Payment Specifics.

1. HCFA.  

Co-payments are applied for procedure codes listed on system list “4521” (Proc codes requiring co-pay).  

Exempt:

a). Place of service code is on system list “4525” (Excluded place of services from co-pay).

b). Diagnosis code is on system list “4524” (Excluded Diagnosis codes from co-pay). 

2. Dental.

Co-payments are applied to procedure codes not exempted.

Exempt:  Dental procedure codes on system list “4517” (Dental procedure codes excluded from co-pay).

3. Clinic Visit.

Co-payments are applied if Type of Bill is equal to 71x (Rural Health Clinics), 73x (Freestanding Clinic), 77x (FQHC) or 79x and service (revenue/procedure) code is on one of the following system lists:

· System list “4520” (Freestanding clinic revenue codes requiring co-pay).

· System list “4519” (FQHC psych procedure codes requiring co-pay).

· System list “4518” (FQHC procedure codes requiring co-pay).

Exempt:  Diagnosis codes on system list “4524” (Diagnosis codes excluded from co-pay).

4. Outpatient Visit.

Co-payments are applied if Type of Bill is equal 13x (Outpatient Hospital) and the service (revenue/procedure) code is on one of the following system lists:
· System list “4523” (Emergency revenue codes requiring co-pay).

· System list “4522” (OP visit revenue codes requiring co-pay).

· System list “4521” (Procedure codes requiring co-pay).

Exempt:  Diagnosis codes on system list “4524” (Diagnosis codes excluded from co-pay).


 

5. Inpatient Visit.

Co-payments are applied if the Type of Bill is equal 111, 112, 121, and 122.
B. Required Co-Payment Amounts.

· System Parameter “4651” (Co-Pay per phys visit, urgent care, vision).

· System Parameter “4652” (Co-Pay per outpatient therapies and behavioral health services).

· System Parameter “4653” (Co-Pay per emergency visit). 


· System Parameter “4654” (Co-Pay per inpatient hospital admission).

· System Parameter “4655” (Co-Pay per outpatient hospital service).

· System Parameter “4656” (Co-Pay per dental visit).

· System Parameter “4664” (Co-Pay per inpatient hospital admission for working disabled).

C. Exempt from Co-Payment Amounts.

· Preventive and prenatal care.

· Services provided by IHS facilities, urban Indian providers and tribal 638s.

· DME (Supplies).

· Transportation.

· Schools.

· Place of Service = 21, 23, 31-34, 51, 54-56, and 61.

D.
Co-Payment Requirements.

· Annual family co-payment maximum.

· Family co-payment maximum is for calendar year.

· Pro-rated family co-payment maximum for the rest of the year following and including month of approval.  An example of a pro-rated need is a client that gets approved in March.  With 10 months remaining in the co-pay year, the system computes the pro-rated co-payment maximum amount as follows:

Pro-rated Co-payment = (Co-pay Maximum / 12) * 10.

The base rate change reason code is set to “03” (Client Co-payment) if a base rate change is computed.

10.5.3.20  Remove Claim Line Tax Process

The billed amount may include tax depending on whether the billing provider is taxable (For profit) and whether the revenue or procedure code is taxable.  If the system determines that both the provider and the service are taxable, the tax must be removed from the submitted charge to derive the true charge for the service. 

A. The system moves the total charge to a hold area where total charge without tax will be computed.

LI Charge Without Tax = Total Line Item Charge

B. If the invoice type is “U” (UB-04), the system subtracts the non-covered charge from the hold area.

LI Charge Without Tax = LI Charge Without Tax – Line Non-Covered Charge

C. If the provider tax status code (Profit Indicator) is NOT equal “Y” (Tax Is Applicable) or if the service is not taxable, bypass the remaining steps and exit.

D. If the claim first date of service falls on or between the procedure or revenue code’s tax begin date and tax end date, the system retrieves the tax (see “Retrieve Tax Process” section of this exhibit) and continues, otherwise skip the remaining steps and exit.

E. The system recalculates the total charge without tax by dividing it by one plus the tax rate.  The system then subtracts the total charge without tax from total claim charge to derive the total tax amount.

LI Charge Without Tax = LI Charge Without Tax / (1 + Procedure Tax Rate)

LI Total Tax Amount = LI Total Charge – LI Charge Without Tax
10.5.3.21  Remove Claim Header Tax Process

The billed amount may include tax depending on whether the billing provider is taxable (For profit).  To determine the true charge for a service on a UB-04 claim, the system must remove the tax.  This process applies to the following three charge modes (Priced Methodology), “C” (Inpatient Per Diem), “E” (IHS Per Diem) and “F” (DRG).     

A. The system retrieves the claim line where the revenue code is “0001.”  Both the Total Charges and the Total Non-covered Charges are picked up here. 

B. The system calculates the claim total charge by subtracting the total non-covered charge from the total charge.  

Total Charge Without Tax = Total Charge  - Total Non-Covered Charge 

C. If the provider tax status code (Profit Indicator) is NOT equal “Y” (Tax Is Applicable), skip remaining steps and exit this routine.

D. The system retrieves the tax, (see “Retrieve Tax Process” section of this exhibit).

E. The system recalculates total charge without tax by dividing it by one plus the claim tax rate.  The system subtracts the total charge without tax from the claim total charge to derive the total claim total tax amount.

Total Charge Without Tax = Total Charge Without Tax / (1 + Revenue Tax Rate)

Total Tax Amount = Total Charge – Total Charge Without Tax  
10.5.3.22  Retrieve Tax Rate Process

The system retrieves the gross receipt sales tax rate for the provider’s tax region.  Only taxable providers (For profit) include tax on their claims. 

A.  Find Tax Region/Rate.

The tax table’s key consists of county, nine-digit (9) zip code and effective date.  

The system uses the billing provider’s county and servicing provider’s address zip code in its attempt to locate the provider’s gross receipt tax rate.  The system retrieves the provider’s gross receipt tax rate for the billing provider with an effective date that falls on or before the claim line (or header) first date of service.  If the institutional rate provider charge mode is equal “F” (Diagnostic Related Group), the system uses the claim header last date of service instead of the first date of service.

Tax tables can be established with either nine-digit (9) or five-digit (5) zip codes.  The system will automatically default to the five-digit zip code tax entry if no nine-digit zip code tax entry can be located.

B.  Provider Tax Discount.

Some providers, such as Acute Care Hospitals, receive a tax reduction.  If the provider tax discount indicator is equal “Y” (Tax Discount Indicator), the system modifies the claim header tax rate by multiplying it times the percentage maintained on system parameter “4600” (Tax Discount Percentage).

If the system does not find a parameter entry for the claim first date of service, the system moves the parameter key to the claim record and posts exception “0379” (System Parameter Missing).

10.5.3.23  Determine Tax on Base Amount Process

The system calculates the tax associated with the allowed amount.  Provider tax rate is based on the Billing Provider.  The calculated tax amount is maintained on the system as a base amount change.  

When the Final Adjudicator determines the tax, the amount reflects the tax applied either to the billed amount or the calculated allowed charge, depending on which amount the system has determined to pay.

Only TPL and patient liability base rate changes are applied after the calculated tax amount is formulated and applied to the claim as a tax base rate change.  

A. If the Provider is not taxable (Not For Profit), skip remaining steps and exit the routine.

B. Taxes are computed per below.  See “Retrieve Tax Rate Process” section of this exhibit for details on how the system derives the tax rate.  Provider tax discounts for select inpatient providers is also addressed.

Calculated Tax Amount = Allowed Amount * Tax Rate
C. The system determines the calculated tax amount by multiplying the tax rate by the claim allowed amount.

D. The system moves the calculated tax amount to the base amount change total and moves “TX” (Tax Add On) to the claim line base amount change reason code. (Claim taxed at header level is also stored in this same manner.)

10.5.3.24  Determine Allowed Amount Process

The system compares the calculated allowed amount with the total charges without tax.  Based on the following criteria, the system determines whether to cutback the allowed amount or post an exception.

A. HMO TPL Co-pay Client.

The system pays the co-pay amount for clients who have HMO TPL coverage.  For clients identified as having HMO TPL coverage along with an accompanying TPL amount or the claim contains attachment code 70 (Co-Pay EOB), the system sets the allowed amount equal to the submitted amount.  The system moves a “B” (Billed Amount) to the claim header reimbursement status code.  Later, in the Final Adjudicator, a base rate change will be created that deducts the TPL amount from the allowed amount netting out the TPL co-pay amount for reimbursement.  This is only done for non-crossover claims with a CAS reason of 1, 2 or 3.  Crossover claims with attachment code 70 follow normal crossover pricing logic.

This process is then exited if the above conditions are met.  

B. Inpatient Claims Priced Manually or Per Diem.

If Institutional charge mode is equal to “C” (Inpatient Per Diem), “E” (IHS Per Diem), or base rate source code is equal to “MM” (Manually Priced), the system compares the amounts as follows:

1. If the Charge Without Tax amount is less than the claim header Total Allowed amount and the claim transaction type equal “3” (Debit of Adjustment), the system compares the claim adjustment reason code with the codes maintained on the system list “4702” (Adjustment Rsn Codes Paying Allowed Amt).

This system list containing the adjustment reason codes are maintained by effective dates.  Claims Pricing and Adjudication locates the appropriate system list date segment that encompasses the line item first date of service on the claim.  If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).

If the claim adjustment reason code matches one on the system list, the system moves “A” (Allowed Amount) to the claim header reimbursement status code and then exits this process.

2. If the Charge Without Tax Amount is less than or equal to the claim header Total Allowed Amount, the system moves “B” (Billed Amount) to the claim header reimbursement status code and exits this process.

3. If the Charge Without Tax Amount is greater than the claim header Total Allowed Amount, the system moves “A” (Allowed Amount) to the claim header reimbursement status code and exits this process.

C. FQHC and Freestanding RHC Claims.

These claims are usually paid an encounter rate, so the system always sets the Allowed Charge equal to the Calculated Allowed Amount.

The system moves “A” (Allowed Amount) to the claim line reimbursement status code and then exits this process.

An exception to this is FQHC Outpatient (Claim type = “O”) claims with TOB equal 73x (free-standing FQHC) that are priced by procedure code.  Under this condition the system will perform lower-of-logic as described in “All Other Claims” section below. 

CT C FQHC claims also price at the line based on the Medicaid Outpatient pricing. There are exceptions to this rule. Please see “Medicare UB-04 Part B Crossover IHS Encounter Claims” for the exceptions.

D. Medicare UB-04 Part B Crossover IHS Encounter Claims

These claims are identified by claim type equal to “C” (Medicare UB-04 Part B Crossover), provider type equal to “221” (IHS Facility), or the billing provider’s IHS indicator is equal to “Y”, and the revenue code is “0510”, “0512”, or  “0519.”  These claims will always price as per the “Crossover Pricing” section.  

CT C, FQHC exceptions – the claim will price as per the “Crossover Pricing” section if one of the following conditions exists:

· The primary COE is QMB (041 or 044) and Attachment 70 is not present.

E. Exceptions to lower of logic

The following claims bypass lower of logic:

· OPPS claim (claim type equal to “O” (outpatient), provider type 201 or 203 and TOB 013X or 083X) where the submitted charge amount is > 1.00

· Outpatient Claim, Rural Clinic  (claim type equal to “O” (outpatient), provider type 314

· Encounter claim where submitted without tax = 0

These claim price at the calculated allowed amount, so the system always sets the Allowed Charge equal to the Calculated Allowed Amount.

The system moves “A” (Allowed Amount) to the claim line reimbursement status code and then exits this process.

F. All Other Claims

For all claims priced at the line level, the system compares the amounts as follows, i.e. lower-of-logic. 

1. If the Charge Without Tax Amount is less than the claim line Total Allowed Amount and the claim transaction type equal “3” (Debit of Adjustment), the system compares the claim adjustment reason code with the codes maintained on the system list “4702” (Adjustment Rsn Codes Paying Allowed Amt).

This system list adjustment reason codes are maintained by effective dates.  Claims Pricing and Adjudication locates the appropriate system list date segment that encompasses the line item first date of service on the claim.  If no system parameter date segment matches the dates of service on the claim, the system posts exception “0379” (System Error).

If the claim adjustment reason code matches one on the system list, the system moves “A” (Allowed Amount) to the claim line reimbursement status code and then exits this process.

2. If the Charge Without Tax Amount is less than the claim line Total Allowed Amount and the line item base source code is equal to “MM” (Manually Priced), the system posts exception “1350” (Manual Price GT Submitted Charge).  The system then moves “A” (Allowed Amount) to the claim line reimbursement status code and exits this process.

3. If the Charge Without Tax Amount is less than or equal to the claim line Total Allowed Amount, the system moves “B” (Billed Amount) to the claim line reimbursement status code and exits this process.

10.5.3.25  Rates Processing

This section describes the steps that the Claims Pricing and Adjudication performs to determine if a special rate exists for a service.  The rates database is a repository of rate information that is maintained by the Reference Subsystem.  If the system finds a matching rate record that encompasses the dates of service, then the system prices the claim using rate information found on the record.  If no matching record is found, then the system bypasses rates processing.

To help the user know what types of rate records exist for a service, the system maintains several indicators.  Each indicator represents a different type of rate record.  Each type of record is associated with a set of criteria.  These sets of criteria are explained in detail below.  

The system does not restrict a user from entering several criteria for one service.  However, the Claims Processing Subsystem uses the first matching rate record it finds to price a claim.  For example, there could be provider-specific rate records on the reference database.  There could also be rate records based on provider type.  If the Claims Processing Subsystem finds a rate record with a matching provider number, then the system uses that record to determine the claim's calculated base rate.  The system bypasses further rates processing once it finds a matching record.  Therefore, the system would never locate the rate record based on provider type.

If the Claims Processing Subsystem locates a rate record that matches one of the sets of criteria listed, it then attempts to locate a rate table pricing segment that encompasses the claim dates of service.  If the system finds a matching pricing segment, it uses the associated rate as the calculated base rate.

If the system fails to find a matching segment, it then examines the “use rate only” indicator to determine its next action.  If the indicator is set to “Y,” then the system sets the base rate to zero, posts exception “0381” (Rate Rec Not Found) to the claim, and bypasses subsequent pricing logic. If the indicator is set to “N,” then the system attempts to price the claim using fee schedule pricing.

Under most circumstances, the system examines rate records in the order listed below.  The system deviates from this processing under specific conditions.  These unique processing requirements are also presented below.

B.  Modifier Pricing.

To accommodate new procedure rate Pricing, Rate modifier type and Pricing modifiers are used in search criteria for the specific rates. Modifiers on the claim are tested first against the system list table (system list 4800) to determine if they are pricing modifiers. Only pricing modifiers are used for getting special rates. Base rate source code values P1 thru P6 are replaced with new values PA thru PI.

Different selection criteria and the order in which they are selected using the special rate table are illustrated in the table below 

	BASE RATE CHANGE CODE 
	SELECTION CRITERIA
	RATE INDICATOR IS PROC TABLE
	RATE CODE IN SPECIAL RATE TABLE 

	PA
	Billing-Provider, Procedure Rate 
	R_BLNG_PROV_IND
	R_RT_TY_CD = 'A'

	PB
	Billing-Type, Render-Type, Procedure Rate 
	R_BLNG_RNDR_TY_IND
	R_RT_TY_CD = 'B'

	PC
	Render-Type, COE , Procedure Rate
	R_RNDR_TY_COE_IND
	R_RT_TY_CD = 'C'

	PD
	Render-Type, 

Procedure Rate
	R_RNDR_TY_IND
	R_RT_TY_CD = 'D'

	PE
	Rendering Specialty, Procedure Rate 
	R_RNDR_SPECL_IND
	R_RT_TY_CD = 'E'

	PF
	Billing-Type, COE, Procedure Rate
	R_BLNG_TY_COE_IND
	R_RT_TY_CD = 'F'

	PG
	Billing-Type , 

Procedure Rate
	R_BLNG_TY_IND
	R_RT_TY_CD = 'G'

	PH
	Billing Specialty,

 Procedure Rate
	R_BLNG_SPECL_IND
	R_RT_TY_CD = 'H'

	PI
	Procedure Rate 
	R_PROC_IND
	R_RT_TY_CD = 'I'


B.
ASC Group/Region.

The ASC criteria are used for ASC pricing only.  When processing an ASC service using group logic, the system bypasses all other keys to the rates database.  The base rate source code is set to “AG” when priced using procedure code.  The criteria are listed below:

· ASC Group 

· ASC Region

The ASC Group is maintained on the procedure record.   

The ASC Region equates to the billing provider’s serving geo-county code.  The region code is determined as follows:

Region “U1”:  Albuquerque.  Geo-County Codes 01, 23, 32.

Region “U2”:  Las Cruces.  Geo-County Code 07.

Region “U3”:  Santa Fe.  Geo-County Codes 15, 26.

Region “RR”:  Rural.  All other Geo-County Codes.

C. 
Institutional Rates. 

The Claims Processing Subsystem uses the following key to access provider specific rates for inpatient and outpatient claims.

· Provider Number 

· Major Program

· Charge Mode

· Level of Care



Level of Care is only used in LTC/Hospice priced claims (Charge Mode = “D”).  This includes LTC Part A crossover claims (see “Medicare Part A Crossovers and Medicare UB-04 Part B Crossovers section”.

LTC/Hospice claims will look for two different LTC Per Diem Rates.  One for the normal covered days.  A second “Lowest” (System Parameter driven—see “LTC Pricing section”) LTC Per Diem rate is obtained to facilitate Reserve Bed Days Cutback. 

The following table displays the valid charge modes associated with institutional rates, along with the base rate source that allows authorized user to identify the source of the derived base rate amount.  

	Code
	Code Description
	Base Rate Source
	Expect Amount
	Expect Percent
	Note

	A
	Inpatient Percent
	IA
	
	X 
	1

	B
	Outpatient Percent
	IB
	
	X 
	1

	C
	Inpatient Per Diem
	IC
	X
	 
	1

	D
	LTC Per Diem
	ID
	X
	 
	2

	E
	IHS Per Diem
	IE
	X
	 
	1

	F
	Diagnostic Related Group (DRG)
	Outlier     = DO

Standard  = DS

Transfer   = DT
	                       X
	X                     X                     X 
	1


Notes:

1. A single Inpatient Charge Mode (A,C,E,F) can only co-exist (same date span) with a single Outpatient Percent (B) Charge Mode.

2. LTC Per Diem (D) Charge Mode can only co-exist (same date span) with other LTC (D) Charge Modes that have different Level Of Care codes.

D.
MCO Plan Rates.

The MCO Plan rates for capitation claims are not maintained within the rates database maintained by the Reference Subsystem.  See the Managed Care Subsystem for details on the rate structure.

10.5.3.26  Matrix Pricing

The Claims Processing Subsystem requires matrix pricing on all procedure code priced lines that have a calculated allowed amount of zeroes.  Matrix pricing includes services that are new or do not occur often enough to establish a good pricing history.  The procedure pricing matrix table (Reference Subsystem) contains ranges of procedure codes and the associated matrix percentage and maximum amount.  The claim line item first date of service is also used in accessing the correct matrix table row.   

A. Attempt to find the procedure code in the matrix table using procedure code and service area.  Matrix pricing is bypassed if no matrix pricing row is found.

B. Determine the calculated allowed amount as follows:

Calculated Allowed Amount = Matrix Percentage * Line Item Submitted Amount Without Tax
C. If the Calculated Allowed Amount exceeds the matrix maximum, then the system sets the base rate to zero, posts exception “1602” (Submitted Amount Exceeds Matrix Threshold) to the claim, and bypasses subsequent pricing logic.

The system sets the claim line item base rate source to “MX” (Matrix Priced).  This field allows authorized users to identify the source of the derived base rate amount.

10.5.3.27  Manual Pricing

The Claims Processing Subsystem requires manual pricing when the following exceptions post to the claim or line item of the claim:

	Edit Num
	Edit Description

	0438
	Proc Requires Manual Price

	0536
	Rev Requires Manual Price


The dollar amount entered by the user represents the claim or line item base rate and calculated allowed charge.  If the line is taxable and the billing provider type is not 313, 314, or 315 and the user enters an amount that would reimburse greater than the submitted amount, then the submitted amount without tax is moved to the allowed amount.  If the line is non-taxable or the billing provider is 313, 314, or 315, this amount is not altered.

If the claims adjustment reason code is one of the following 048, 050, 067-068, 082-085, the system will allow “MM” (Manually-Priced) where the claims base rate amount is greater than the claim total submitted charge.

The system sets the claim line item base rate source to “MM” (Manually Priced).  This field allows authorized users to identify the source of the derived base rate amount.

10.5.3.28  Bypass Pricing

The claims processing subsystem attempts to price a claim whenever possible.  However, there are conditions that make it impossible or impractical to continue to price the claim.  The following exception codes are error conditions for which pricing is bypassed.  

	Edit Num
	Edit Description

	0112
	FDOS/LDOS Must be the Same MM/YY

	0118
	Anesthesia Service Units Missing/Invalid

	0124
	Last Date of Service Missing/Invalid

	0126
	Through Date Prior to From Date

	0157
	LI Count is Inv

	0172
	Procedure Code Missing or Invalid

	0189
	Subm Units Missing or Invalid

	0286
	MCare Paid Date Mis or Inv

	0347
	Rev Not On DB

	0377
	Prof/Tech Percent Equal Zero

	0379
	System Error

	0381
	Rate Rec Not Found

	0430
	Proc Not On DB

	0431
	Proc Not Covered for Service date

	0437
	Proc Not Valid For Serv Date

	0438
	Proc Requires Manual Price

	0439
	Proc Not A Benefit For Serv Date

	0536
	Rev Requires Manual Price

	0539
	Procedure code not valid with Revenue code

	0541
	Rev Not A Benefit For Serv Date

	0544
	Rev Not Valid For Serv Date

	0576
	Provider Not Allowed to Bill Procedure /Revenue

	0582
	DRG Pricing Record Not Found

	0583
	DRG RC 1 - Diag Not Prin Diag only used for DRG Versions 24 and below.

	0584
	DRG RC 2 - No DRG in MDC for Prin Diag For DRG Version 25 and above Return Code is a 2 byte field so RC 02 applies.

	0585
	DRG Rate Span Not Found

	0587
	DRG RC 3 - Inv Clnt Age For DRG Version 25 and above Return Code is a 2 byte field so RC 03 applies.

	0588
	DRG RV/LOS Missing

	0589
	DRG RC 4 - Inv Clnt Sex For DRG Version 25 and above Return Code is a 2 byte field so RC 04 applies.

	0590
	DRG RC 5 - Inv Disch Stat For DRG Version 25 and above Return Code is a 2 byte field so RC 05 applies.

	0592
	DRG RC 6 - Illogical Prin Diag For DRG Version 25 and above Return Code is a 2 byte field so RC 06 applies.

	0593
	DRG RC 7 - Inv Prin Diag For DRG Version 25 and above Return Code is a 2 byte field so RC 07 applies.


10.5.4  TPL Cost Avoidance Matrix Exhibit

This document is presented in the following sections:

· TPL Edit Matrix                   

· Interpreting the TPL Matrix

· TPL Edit Service Group

· TPL System Edits
10.5.4.1  TPL Edit Matrix

The TPL Edit Service Group is a field derived by Claims Processing during TPL editing.  The criteria for this field is described following the TPL Edit Matrix.
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	I – Inpatient 

00 – Default 
	1
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	1
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	02
	I – Inpatient 

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	

	03
	O – Outpatient

00 – Default 
	
	1
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	04
	O -Outpatient 

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	
	

	05
	V – Home Health 

00 – Default 
	
	
	
	
	
	
	
	1
	
	
	
	
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	06
	O – O/P Renal dialysis

00 – Default
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	5
	
	4
	
	
	
	
	
	
	
	

	07
	O – O/P – Clinic Rural

       Health                                

00 – Default
	
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	08
	O – O/P – Clinic Rural 

       Health

12 – Vision
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	09
	O – O/P – Clinic Rural 

       Health 

13 – EPSDT
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	

	10
	H – Hospice

00 – Default
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	11


	O – O/P –FQHC

00 – Default
	
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	12
	P – Physician

00 – Default
	
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	4
	
	
	
	

	13
	P – Physician

02 – Surgery
	
	
	1
	
	
	
	
	
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	14
	P – Physician

07 – Anesthesia
	
	
	
	
	
	1
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	15
	P – Physician

08 – Assist Surg
	
	
	1
	
	
	
	
	
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	16
	P – Physician

10 – Prof X-ray
	
	
	
	
	1
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	17
	P – Physician

11 – Prof Lab
	
	
	
	1
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	18
	P – Physician

12 – Vision
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	4
	

	19
	P – Physician

14 – Hearing
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	4

	20
	P – Physician

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	
	

	21
	L – Independent Lab

00 – Default
	
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	22
	L – Independent Lab

04 – Diag X-ray
	
	
	
	
	1
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	23
	L – Independent Lab

05 –Diag Lab
	
	
	
	1
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	24
	L – Independent Lab

10 – Prof X-ray
	
	
	
	
	1
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	25
	L – Independent Lab

11 – Prof Lab
	
	
	
	1
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	

	26
	P – Physician - Psych

18 – Psych
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	
	

	27
	P – Phys Midwife

00 Default
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	

	28
	P – Physician – Rehab

77 – Rehab
	
	
	
	
	
	
	1
	
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	
	4
	
	
	
	
	
	
	
	

	29
	P – Physician – Rehab

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	
	

	30
	P – Physician ASC

16 – ASC
	
	
	1
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	

	31
	S – Medical Supply

00 – Default
	
	
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	

	32
	T – Transportation

00 – Default
	
	
	
	
	
	
	
	1
	
	
	
	3
	B
	
	
	
	
	
	1
	
	
	4
	
	
	
	
	
	
	
	

	33
	R – Pharmacy

00 – Default
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	34
	D – Dental

00 – Default
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	4
	
	

	35
	P – Physician - EPSDT           

00 – Default
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	4
	
	
	
	
	
	
	
	

	36
	N – LTC

00 – Default
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	37
	N – LTC

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	4
	
	
	

	38
	A – Mcare Part A Xovr 

00 – Default
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	
	

	39
	A – Mcare Part A Xovr

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	1
	
	
	4
	
	
	

	40
	B – Mcare Part B Xovr 

00 – Default
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	
	
	
	
	
	
	
	

	41
	B – Mcare Part B Xovr 

15 – Mental Health
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	1
	
	
	
	
	1
	
	
	4
	
	
	
	

	42
	W – Waiver

00 – Default
	
	1
	
	
	
	
	
	1
	
	
	6
	3
	B
	
	
	
	
	
	
	5
	7
	4
	
	
	
	
	
	
	
	


10.5.4.2  Interpreting the TPL Matrix

The columns in the first row of the matrix are the TPL coverage codes listed below.

A. Coverage Codes.

1. Inpatient
16. HMO Drug

2. Outpatient
17. Part A Supplemental

3. Surgery
18. Part B Supplemental

4. Laboratory
19. Transportation

5. X-Ray
20. Cancer

6. Anesthesia
21. Black Lung

7. Standard Drug
22. HMO Standard

8. Major Med
23. Ambulatory Mental Health

9. Dental
24. Inpatient Mental Health

10. Vision
25. Hearing

11. Accident 
26. HMO Ambulatory Mental Health

12. Casualty
27. HMO Inpatient Mental Health

13. Workers Comp
28. HMO Dental

14. Indemnity
29. HMO Vision

15. Nursing Facility
30. HMO Hearing

There is one row in the table for each combination of claim type and TPL Edit Service Group. The following is a list of defined TPL Edit Service Group.

B. Values for Matrix TPL Edit Service Group (TPS100W2).

00 – Default
08 – Assist Surg
14 - Hearing

02 – Surgery
10 – Prof X-ray
15 – Mental Health

04 – Diag X-ray
11 – Prof Lab
16 - Ambulatory Surgical Center (ASG)

05 – Diag Lab
12 – Vision
18 - Psych

07 – Anesthesia
13 – EPSDT
77 - Rehab

The intersection of a TPL coverage code and a claim type/TPL edit service group contain an instruction used by the system to determine which TPL exception codes, if any, apply to the claim.  In general, the matrix instruction will cause the exception listed in the table below to post, however, certain edits are mutually exclusive or may be bypassed due to special circumstances.  See the Edit Exhibit section of this document for details on specific TPL edit criteria.  The system uses the following codes:

	Matrix Instruction
	Description
	Exception Code

(Non Pay & Chase)
	Exception Code 

(Pay & Chase)

	1
	Indemnity insurance applies to the claim
	0750
	0761

	3
	Casualty coverage applies to the claim
	0751
	0761

	4
	HMO coverage applies to the claim
	0752
	0761

	5
	Cancer Coverage Applies to the claim
	0750
	0761

	6
	Accident coverage applies to the claim
	0754
	0761

	7
	Black lung coverage applies to the claim
	0755
	0761

	B
	Worker’s comp coverage applies to the claim
	0753
	0761


10.5.4.3  TPL Edit Service Group

Claims are assigned a TPL Edit Service Group according to the following criteria:

1.
Inpatient Default.

· Claim type is “I – Inpatient.”

· And the billing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the servicing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the billing provider’s provider type is NOT in system list:  4002 - Mental Health Provider Types.

· And the servicing provider’s provider type is NOT in system list:  4002 - Mental Health Provider Types.

2.
Inpatient Mental Health.

· Claim type is “I – Inpatient.”

· And the billing provider ID is in system list:  4001 - Mental Health Providers.

· Or the servicing provider ID is in system list:  4001 - Mental Health Providers.

· Or the billing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

· Or the servicing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

3.
Outpatient Default.

· Claim type is “O – Outpatient.”

· Type of Bill is NOT: “71X – Rural Health Clinic”, “72X – Free Standing Dialysis Center”,  “73X – Freestanding Clinic or 77X – FQHC..”   

· And the billing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the servicing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the billing provider’s provider type is NOT in system list:  4002 - Mental Health Provider Types.

· And the servicing provider’s provider type is NOT in system list:  4002 - Mental Health Provider Types.

4.
Outpatient Mental Health.

· Claim type is “O – Outpatient.”

· Type of Bill is NOT: “71X – Rural Health Clinic”, “72X – Free Standing Dialysis Center”,  “73X – Freestanding Clinic, 77X - FQHC.”  

· And the billing provider ID is in system list:  4001 - Mental Health Providers. 

· Or the servicing provider ID is in system list:  4001 - Mental Health Providers.

· Or the billing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

· Or the servicing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

Home Health Default.

· Claim type is “V – Home Health.”

Outpatient Renal Dialysis – Default.

· Claim type is “O – Outpatient.”

· Type of Bill = “72X – Freestanding Dialysis Center.”

Outpatient Clinic Rural Health  - Default.

· Claim type is  “O – Outpatient.”

· Type of Bill = ‘”71X – Rural Health Clinic.”

· Service is not in system list:  4005 – Vision Procedure Codes.

· Service is not in system list: 4004 – EPSDT Screening Procedure Codes.

Outpatient Clinic Rural Health – Vision.

· Claim type is  “O – Outpatient.”

· Type of Bill = ‘”71X – Rural Health Clinic.”

· Service is in system list:  4005 – Vision Procedure Codes.

Outpatient Clinic Rural Health – EPSDT.

· Claim type is  “O – Outpatient.”

· Type of Bill = ‘”71X – Rural Health Clinic.”

· Service is in system list:  4004 – EPSDT Screening Procedure Codes.

Hospice – Default.

· Claim type is “H –Hospice.”

Outpatient FQHC – Default.

· Claim type is “O – Outpatient.”

· Type of Bill is “73X – Freestanding Clinic or 77X - FQHC.”

Physician – Default.

· Claim type is “P – Physician.”

· Not Physician – Surgery, Physician – Anesthesia, Physician – Assist Surg, Physician – Prof X-ray, Physician – Prof Lab, Physician – Vision, Physician – Hearing, Physician – Mental Health, Physician – EPSDT, Physician – Midwife, Physician – Psych, Physician ASC, Physician – Rehab.

Physician – Surgery.

· Claim type is “P – Physician.”

· C_SVC_COMPONENT_CD = “ 2 – Surgery.”

Physician – Anesthesia.

· Claim type is “P – Physician.”

· C_SERVICE_AREA_CD = “ A – Anesthesia.”

Physician – Assist Surgery.

· Claim type is “P – Physician.”

· C_SVC_COMPONENT_CD = “ 8 – Asst Surgery.”

Physician – Professional X-Ray.

· Claim type is “P – Physician.”

· C_SERVICE_AREA_CD = ” R – Radiology.”

Physician – Professional Lab.

· Claim type is “P – Physician.”

· C_SVC_COMPONENT_CD = “ P – Professional.”

Physician – Vision.

· Claim type is “P – Physician.”

· Service is in system list:  4005 – Vision Procedure Codes.

19. 
Physician – Hearing.

· Claim type is “P – Physician.”

· Service is in system list:  4006 – Hearing Procedure Codes.

20. 
Physician – Mental Health.

· Claim type is “P –Physician.”

· And the billing provider ID is in system list:  4001 - Mental Health Provider. 

· Or the servicing provider ID is in system list:  4001 - Mental Health Provider. 

· Or the billing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

· Or the servicing provider’s provider type is in system list: 4002 - Mental Health Provider Types.

21.
Independent Lab – Default.

· Claim type is “L – Independent Lab.”

· Not Diag X-ray, Diag Lab, Professional X-ray, Professional Lab.

22.
Independent Lab – Diagnostic X-ray.

· Claim type is “L – Independent Lab.”

· C_SERVICE_AREA_CD = ”R – Radiology.”

23.
Independent Lab – Diagnostic Lab.

· Claim type is “L – Independent Lab.”

· And C_SERVICE_AREA_CD = ”L – Laboratory.” 

· Or C_SERVICE_AREA_CD = “ P – Pathology.”

24. 
Independent Lab – Professional X-ray.

· Claim type is “L – Independent Lab.”

· C_SERVICE_AREA_CD = ”R – Radiology.”

25.
Independent Lab – Professional Lab

· Claim type is “L – Independent Lab.”

· R_SVC_COMPONENT_CD = “ P – Professional.”

26.
Physician Psych. 

· Claim type is ‘P – Physician.”

· Billing provider type in system list:  4008 - Psych Provider Types. 

27. 
Physician Midwife – Default.

· Claim type is “P – Physician.”

· Billing or servicing provider type is system list:  4007 - Midwife Provider Types.

28.
Physician Rehab. 

· Claim Type is “P – Physician.”

· And billing provider type in system list:  4009 - Rehab Provider Types.

· And billing provider ID not in system list: 4001 - Mental Health Providers.

· And servicing provider ID is not in system list: 4001 - Mental Health Providers.

29. 
Physician Rehab – Mental Health.

· Claim type is “P – Physician.”

· And billing provider type in system list:  4009 Rehab Provider Types

· Or billing or servicing provider ID in system list: 4001 Mental Health Providers

· Or billing or servicing provider type is in system list: 4002 Mental Health Provider Types

30. 
Physician ASC.

· Claim type is “P- Physician.”

· Billing provider type = “364 – Ambulatory Service Center.”

31. 
Medical Supply – Default.

· Claim type is “S – Medical Supply.”

32. 
Transportation – Default.

· Claim type is “T – Transportation.”

33. 
Pharmacy – Default.

· Claim type is “R – Pharmacy.”

34. 
Dental – Default.

· Claim type is “D – Dental.”

35. 
Physician EPSDT – Default.

· Claim type is “P – Physician.”

· Service is in system list:  0004 – EPSDT Screening Procedure Codes.

36. 
Long Term Care  – Default.

· Claim type is “N – Long Term Care.”

· And the billing provider type is not in system list:  4010 – LTC Mental Health Provider Types.

· And the servicing provider type is not in system list 4010 – LTC Mental Health Provider Types.

· And the billing provider specialty is not in system list:  4011 – LTC Mental Health Provider Specialties.

37. 
Long Term Care – Mental Health.

· Claim type is “N” – Long Term Care.”

· And the billing provider type is in system list:  4010 – LTC Mental Health Provider Types.

· Or the servicing provider types is in system list 4010 – LTC Mental Health Provider Types.

· Or the billing provider specialty is in system list:  4011 – LTC Mental Health Provider Specialties.

38. 
Medicare Part A Crossover – Default.

· Claim type is “A – Part A Xover.”

· And the billing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the servicing provider ID is NOT in system list:  4001 - Mental Health Providers.

· And the billing provider’s specialty code is NOT in system list:  4003 - Mental Health Provider Specialty Codes.

39. 
Medicare Part A crossover – Mental Health.

· Claim type is “A –Part A Xover.”

· And the billing provider ID is in system list:  4001 - Mental Health Providers.

· Or the servicing provider ID is in system list:  4001 - Mental Health Providers.

· Or the billing provider’s specialty code is in system list: 4003 - Mental Health Provider Specialty Codes.

40. 
Medicare Part B Crossover – Default.

· Claim type is “B – Part B Xover.”

· And billing provider type is not in system list:  4009 Rehab Provider Types.

· And billing provider ID is not in system list: 4001 Mental Health Providers.

· And servicing provider ID is not in system list: 4001 Mental Health Providers.

· And billing provider type is not in system list: 4002-Mental Health Provider Types.

· And servicing provider type is not in system list: 4002-Mental Health Provider Types.

41. 
Medicare Part B Crossover – Mental Health.

· Claim type is “B – Part B Xover.”

· And billing provider type in system list:  4009 Rehab Provider Types.

· Or billing or servicing provider ID in system list: 4001 Mental Health Providers.

· Or billing or servicing provider type is in system list: 4002 Mental Health Provider Types.

42. 
Waiver – Default.

· Claim type is “W – Waiver.”

10.5.4.4  TPL System Edits

TPL edit processing is not performed in the following cases:

· The claim is a void.

· The provider IHS indicator = Y.

· The service on the claim is in system list 4012 – Exempt From Regular TPL Edits. 

· Provider Type is equal to 221, 344, 345, 363, 446, 447, 451-455, 457, 458, or 462.

Note:  TPL Edit 0757 is still performed regardless of criteria above.

TPL Edit Criteria

None of the TPL edits will post if the claim procedure code is lodging, diapers or non-emergency transportation. 

· System list 4017 – Services Never Covered by TPL

TPL edits are performed in the following sequence and according to the criteria explained for each edit in section 10.5.7  Claims Pricing and Adjudication Edit Exhibit.

· 0757 – TPL Indicated On Claim Form – No Resource On File

· 0761 – Pay and Chase

· 0756 – TPL Payment Is Less Than X%

· 0751 – TPL Casualty Resource Available – State Review

· 0752 – HMO Coverage Available

· 0760 – HMO – NO TPL Attachment

· 0759 – TPL Attachment On Claim – Pend For Manual Review

· 0758 – TPL Resource Available – Absent Parent Indicated

· 0750 – Client Has Primary Insurance Coverage – Resubmit With TPL EOB

· 0754 – TPL Resources Available For Trauma/Accident Related Incident – State Review

· 0753 – TPL Worker’s Compensation Available – State Review

· 0755 – TPL Resources Available For Black Lung Diagnosis – State Review

· 0762 – No documentation on this edit. (This edit is not functional in the code at this time)

10.5.5 Duplicate Check Determination Table Exhibit – FFS and Encounter 

Note: The following service versus same service edits must be turned on for either FFS or Encounter to post.  If they are not turned on, they will not post.  However, the system supports all service versus same service edits for both FFS and Encounter.

Claim Type = I (Inpatient) and none of the lines of the claim contains revenue code = 0169       Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

The New Mexico OmniCaid MMIS does not post this exception if only one of the claims has only one revenue code in the donor charge revenue codes system list (4723).


	Old – 0650

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	

	Different Provider - Exception 1371
	Different Provider – 

Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0651

1. Same client ID

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)


	Old – 0587

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different from dates.

(C_HDR_SVC_FST_DT)

4. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

5. The claim with the earliest from date does not have the same admission date and through date. 

(C_HDR_ADMIT_DT

C_HDR_SVC_LST_DT)

6. The claim with the earliest from date has a hospital pay mode of “C” (DRG).

(C_BSE_AMT_SRC_CD)

7. The claim with the earliest from date does not have a patient status of “02” (discharge/ transferred to another short-term general hospital for inpatient care).

(C_PAT_STAT_CD)


	
	
	
	


Claim Type = I (Inpatient) and one of the lines of the claim contains revenue code = 0169 = Awaiting Placement           Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	
	


Claim Type = O (Outpatient) and Type of Bill NOT 71x, 72x, 73x or 79x           Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366

	Old – 0688

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT) and C_LI_LAST_DOS_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code or modifier; see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD or R-PROC-MOD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider – 

Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0690

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code or modifier; see Notes 5a, 5b and 14.

(R_REV_CD or R_PROC_CD or R-PROC-MOD)

5. Same billed charge.

(C_LI_SUBM_CHRG_AMT)

6. The servicing provider type

(P_TY_CD from C_LI_TB) on both claims is not “221” (Indian health services hospital).
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code or modifier; see Notes 5a, 5b and 16.

(R_REV_CD or R_PROC_CD or R-PROC-MOD)

5. Same billed charge.

(C_LI_SUBM_CHRG_AMT)

6. The servicing provider type

(P_TY_CD from C_LI_TB) on both claims is “221” (Indian health services hospital).

	
	
	
	


Claim Type = O (Outpatient) and Type of Bill = 73x and 79X = Federally Qualified Health Center (FQHC)         Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366

	Old – 0736

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)and C_LI_LAST_DOS_DT)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16. 

(R_REV_CD or R_PROC_CD or R_PROC_MOD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0737

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16. 

(R_REV_CD or R_PROC_CD or R_PROC_MOD)
	
	
	
	
	


Claim Type = O (Outpatient) and Type of Bill = 72x = Renal Dialysis                    Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider – 

Exception 1366

	Old – 0715

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)and C_LI_LAST_DOS_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD or R_PROC_MOD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0716

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD, or R_PROC_MOD)
	
	
	
	
	


Claim Type = O (Outpatient) and Type of Bill = 71x and NM Prov. Type = 314 = Rural Health Clinic – Free Standing          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider - Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)and C_LI_LAST_DOS_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD, or R_PROC_MOD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD or R_PROC_MOD)
	
	
	
	
	


Claim Type = O (Outpatient) and Type of Bill = 71x and NM Prov. Type = 315 = Rural Health Clinic – Hospital Based         Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider - Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – 0719

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)and C_LI_LAST_DOS_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD or R_PROC_MOD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0721

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, 14 and 16.

(R_REV_CD or R_PROC_CD or R_PROC_MOD)
	
	
	
	
	


Claim Type = N (Long Term Care)          Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider – 

Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	Old – 0800

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0801

1. Same client ID

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	
	


Claim Type = P (Practitioner/Physician) and NM Prov. Type NOT = (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 435-437, 443-446, 451-455, 457-458, 904-906, 331, 334-335, or 412)               Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – 0741

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note 16.

(R_PROC_CD)

4. Same service component code.

(C_SVC_COMPONENT_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 10, 11, 12, 13 and 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note 16.

(R_PROC_CD)

4. Same service component code.

(C_SVC_COMPONENT_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 10, 11, 12, 13 and 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note 16.

(R_PROC_CD)

4. Same service component code.

(C_SVC_COMPONENT_CD)

5. The claims meet the conditions in Note 11b.

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 10, 12 and 13.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note 16.

(R_PROC_CD)

4. Same service component code.

(C_SVC_COMPONENT_CD)

5. The claims meet the conditions in Note 13.

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 10 and 12.
	Old – 0585

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number 

3. The paid claim’s service component code is “2” (surgery) and the in-process claim’s service component code is “8” (assistant surgery). (C_SVC_COMPONENT_CD)

4. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the servicing provider is a group.

(PROV_INDIV_GRP_IND)
	Old – 0586

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number 

3. The in-process claim’s service component code is “2” (surgery) and the paid claim’s service component code is “8” (assistant surgery).

(C_SVC_COMPONENT_CD)

4. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the servicing provider is a group.

(PROV_INDIV_GRP_IND)
	

	
	
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0742

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different servicing provider number.

(C_RNDR_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code. (C_SVC_COMPONENT_CD)

6. Same Billed Charge.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 9, 10, 11, 13, 14 and 17.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different servicing provider number.

(C_RNDR_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code. (C_SVC_COMPONENT_CD)

6. The claims meet the conditions in Note 11b.

7. Same Billed Charge.

8. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 9, 10, 12, 13 and 14.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different servicing provider number.

(C_RNDR_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code. (C_SVC_COMPONENT_CD)

6. The claims meet the conditions in Note 13.

7. Same Billed Charge.

8. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 9, 10 and 12.
	Old – 0748

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different enterprise provider number.

(C_BLNG_PROV_ID)

4. Same servicing provider number.

(C_RNDR_PROV_ID)

5. Same procedure code, see Note 16.

(R_PROC_CD)

6. Same Billed Charge.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 10, 11 and 14.

NOTE: This exception does not currently post in production.
	Old – 0744

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different servicing provider number.

(C_RNDR_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code. (C_SVC_COMPONENT_CD)

6. Same bill charged.

(C_LI_SUBM_CHRG_AMT)

7. Same servicing provider specialty.

(P_SPECL_CD)

8. The claims meet the conditions in Note 9.

9. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the claims meet the conditions in Note 10.
	
	


Claim Type = P (Practitioner/Physician) and NM Prov. Type = 364 = Ambulatory Surgical Center          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0776

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0777

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.
	
	
	
	
	


Claim Type = P (Practitioner/Physician) and NM Prov. Type = 324, 342-343, 346, 441, 462, 363, or 901= Misc/Enhanced EPSDT          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	
	1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

C_BLNG_PROV_ID)

4. Same procedure code, see Note 16.

(R_PROC_CD)

5.  The history and in-process claims’ lines have the same modifiers on System List 4800 and 4801.

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same Billed Charge

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.
	
	
	
	
	
	1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_

DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_RNDR_NTRPRS_ID FROM C_LI_CMS-1500_TB)

4. Same procedure code, see Note 16.

(R_PROC_CD)

5.  Same Billed Charge.

6.  The HIS claim and the IP claim’s lines have the same modifiers on System List 4800and 4801.


Claim Type = P (Practitioner/Physician) and NM Prov. Type = 431-433, 435-437, or 443-446 = Psychiatric           Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note   16.(R_PROC_CD)

4. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0759

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

Same Servicing Prov Number or IP Servicing Prov Number equals IHS Billing Prov Number or IP Billing Prov Number equals IHS Servicing Provider Number

3. Same procedure code; see Note 16.

(R_PROC_CD)

4. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0761

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different enterprise provider number.

(C_RNDR_NTRPRS_ID from C_LI_TB)

4. Same procedure code; see Note 16.

(R_PROC_CD) 

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs see note 14
	
	
	
	
	
	


Claim Type = P (Practitioner/Physician) and NM Prov. Type = 451-455, 457-458, or 904-906 = Rehabilitation          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0770

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0772

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.
	
	
	
	
	
	


Claim Type = P (Practitioner/Physician) and NM Prov. Type = 331, 334-335, or 412 = Vision and Hearing          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs see note 14

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0764

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs see note 14

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0766

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

New Mexico Omnicaid does not post this exception if the following condition occurs; see note 14.
	
	
	
	
	
	


Claim Type = D (Dental)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider - Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – 0795

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Same billing provider number or same servicing provider or IP billing provider equal IHS servicing provider or IP servicing provider equal IHS billing provider. 

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. (R_PROC_CD)

5. Criteria to fail exception:

Procedure code is the same on both claims and Oral cavity is the same on both claims and Tooth number is the same on both claims.

6. Criteria to fail exception:

Procedure code is the same on both claims and Oral cavity is the same on both claims and Tooth number is blank on both claims.

7. Criteria to bypass the exception:

Procedure code is the same on both claims and Oral cavity is the same on both claims and Tooth number is different on both claims.

8. Criteria to fail the exception:

Procedure code is the same on both claims and Oral cavity is the same on both claims and Tooth number is blank on one claim and valued on the other.

9. Criteria to fail the exception:

Procedure code is the same on both claims and Oral cavity is blank on both claims and Tooth number is the same on both claims.

10. Criteria to fail the exception:

Procedure code is the same on both claims and Oral cavity is blank on both claims and Tooth number is blank on both claims.

11. Criteria to bypass the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is different on both claims.

12.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is blank on one claim and valued on the other.

13. Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is the same on both claims.

14.  Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on both claims.

15. Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on both claims.

16. Criteria to by pass the exception:  Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on one claim and valued on the other.

17.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is the same on both claims.

18.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is blank on both claims.

19. Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is different on both claims.

20.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is blank on one claim and valued on the other.

21.  Criteria to fail the exception:

For procedure codes D2140-D2161, D2330-D2332, and D2390-D2394, if the claim would otherwise fail the exception and all tooth surfaces match on both claims.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0796

1. Same client ID.

(B_SYS_ID)

2. Same date of service.

(C_LI_FST_DOS_DT)

3. Different enterprise provider number.

(C_RNDR_NTRPRS_ID from C_LI_TB)

4. Same procedure code; see Note 16. (R_PROC_CD)

5.  Criteria to fail exception:

Procedure code is the same on both claims and oral cavity is the same on both claims and tooth number is the same on both claims.

6. Criteria to fail exception:

Procedure code is the same on both claims and oral cavity is the same on both claims and tooth number is blank on both claims.

7.  Criteria to bypass the exception:

Procedure code is the same on both claims and oral cavity is the same on both claims and tooth number is different on both claims.

8. Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is the same on both claims and tooth number is blank on one claim and valued on the other.

9. Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is the same on both claims.

10.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is blank on both claims.

11. Criteria to bypass the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is different on both claims.

12.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on both claims and tooth number is blank on one claim and valued on the other.

13. Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is the same on both claims.

14.  Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on both claims.

15. Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on both claims.

16. Criteria to by pass the exception:  Procedure code is the same on both claims and oral cavity is different on both claims and tooth number is blank on one claim and valued on the other.

17.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is the same on both claims.

18.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is blank on both claims.

19. Criteria to by pass the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is different on both claims.

20.  Criteria to fail the exception:

Procedure code is the same on both claims and oral cavity is blank on one claim and valued on the other and tooth number is blank on one claim and valued on the other.
21.  Criteria to fail the exception:

For procedure codes D2140-D2161, D2330-D2332, and D2390-D2394, if the claim would otherwise fail the exception and all tooth surfaces match on both claims.
	
	
	
	
	


Claim Type = L (Independent Laboratory, X-Ray)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 11, 13 and 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0752

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if one of the following conditions occurs; see Notes 11, 13 and 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. The claims meet the conditions in Note 11b.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the claims meet the conditions in Note 13.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. The claims meet the conditions in Note 13.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.


	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0754

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. Same billed charge.

(C_LI_SUBM_CHRG_AMT)

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the claims meet the conditions in Notes 11 and 14.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. Same service component code.

(C_SVC_COMPONENT_CD)

6. Same billed charge.

(C_LI_SUBM_CHRG_AMT)

7. The claims meet the conditions in Note 11b.

8. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico Omnicaid MMIS does not post this exception if the claims meet the conditions in Note 14.
	
	
	
	
	


Claim Type = S (Medical Supply)            Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the procedure code modifier on one claim is “LT” (left side of the body) and the procedure code modifier on the other claim is “RT” (right side of the body).

(C_PROC_MOD_XXX_CD where XXX = 1ST or 2ND or 3RD or 4TH). Or meets the criteria in Note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0781

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the procedure code modifier on one claim is “LT” (left side of the body) and the procedure code modifier on the other claim is “RT” (right side of the body).

(C_PROC_MOD_XXX_CD where XXX = 1ST or 2ND or 3RD or 4TH). Or meets the criteria in Note 14.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.


	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0783

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16. 

(R_PROC_CD)

5. Same billed charge.

(C_LI_SUBM_CHRG_AMT) 

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico Omnicaid MMIS does not post this exception if the claim meets the criteria in Note 14.
	
	
	
	
	
	


Claim Type = V (Home Health)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – 0705

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code, see Notes 5b and 16. 

(R_REV_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

 The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code, see Note 5b and 16. 

(R_REV_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.


	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0707

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code, see Notes 5b and 16. 

(R_REV_CD)


	
	
	
	
	


Claim Type = T (Transportation)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – 0786

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Both modifiers are the same.

(C_PROC_MOD_XXX_CD where XXX = 1ST or 2ND or 3RD or 4TH)

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the criteria for Note 14 are met.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Both modifiers are the same.

(C_PROC_MOD_XXX_CD where XXX = 1ST or 2ND or 3RD or 4TH)

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the criteria for Note 14 are met.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0788

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Both modifiers are the same.

(C_PROC_MOD_XXX_CD where XXX = 1ST or 2ND or 3RD or 4TH)

6. Same billed charge.

(C_LI_SUBM_CHRG_AMT)

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The New Mexico OmniCaid MMIS does not post this exception if the claim meets the criteria in Note 14.
	
	
	
	
	
	


Claim Type = A (Medicare Part A Crossover) and Type of Bill = 11x, 12x, 81x, or 82x = Institutional Part A Crossover          Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	Old – 0808

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0813

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	
	


Claim Type = A (Medicare Part A Crossover) and Type of Bill = 18x, 21x, 22x, 25x, 26x, 27x, 28x, 62x, 65x, 66x, 67x, or 68x = Medicare Long Term Care Part A Crossover           Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)


	
	
	
	
	

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)
	
	
	
	
	


Claim Type = B (Medicare Part B Crossover)          Edits Post to  Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363- Post to Header
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – 0812

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16.

(R_PROC_CD).  

Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code.

5. Same billed amount.

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

7. The New Mexico Omnicaid MMIS does not post this exception if the claim meets the criteria in Note 17.

8. At least one modifier is the same.

Or

All of the following is true:

· Both Claims have a media
type of “2”

· The current claim has a
Medicare Paid Date that is 

greater  than the Medicare

Paid Date of the History 

Claim and the current claim’s

Medicare Paid Date is no

More than 30 days after the

History’s Claim Medicare 

Paid Date 

· Billing Provider type is “303” (Physician Component for Hospital)
The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
The system will bypass the edit when compare lines on the same claim and the Medicare Allowed Amounts at the line items are > 0.
	Old – 0811

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16.

(R_PROC_CD).  

Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code.

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

6. The New Mexico Omnicaid MMIS does not post this exception if the claim meets the criteria in Note 17.

7. At least one modifier is the same.

Or

All of the following is true:

· Both Claims have a media
type of “2”

· The current claim has a
Medicare Paid Date that is 

greater  than the Medicare

Paid Date of the History 

Claim and the current claim’s

Medicare Paid Date is no

More than 30 days after the

History’s Claim Medicare 

Paid Date

· Billing Provider type is “303” (Physician Component for Hospital)
The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.

The system will bypass the edit when compare lines on the same claim and the Medicare Allowed Amounts at the line items are > 0.

	1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.
(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16

(R_PROC_CD).  

Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code.

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

6.  Both claims have the same header deductible.

7. At least one modifier is the same.

     The system will bypass the edit when compare lines on the same claim and the Medicare Allowed Amounts at the line items are > 0.
	
	
	

	Different Provider – 

Exception 1371
	Different Provider – 

Exception 1372
	Different Provider – 

Exception 1373- Post to Header
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16b.

(R_PROC_CD).  

Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code.

5.  Same billed amount.

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

7. The New Mexico Omnicaid MMIS does not post this exception if the claim meets the criteria in Note 17.
	
	1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code, see Note 16b

(R_PROC_CD).  

Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code.

5. The history and in-process claims’ lines have the same modifiers on system list 4800.

6.  Both claims have the same header deductible amount.
	
	
	


Claim Type = C (Medicare UB-04 Part B Crossover)          Edits Post to Header

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, and 16b.

(R_REV_CD or R_PROC_CD)  Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code or the Revenue Code.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – 0808

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, and 16b.

(R_REV_CD or R_PROC_CD)  Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code or the Revenue Code.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	

	Different Provider – 

Exception 1371
	Different Provider – 

Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0814

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code or procedure code, see Notes 5a, 5b, and 16b.

(R_REV_CD or R_PROC_CD)  Note: If the paid date of the history claim is on or before the date in system parameter 4660, the allowed amount (Medicare Co-Insurance plus Medicare Deductible for the entire claim) is used for duplicate check comparison rather than the Procedure Code or the Revenue Code. Edit is bypassed if the billing provider types on the two claims being compared are “447” and “201”.
	
	
	
	
	


Claim Type = H (Hospice)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – 0729

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code; see Notes 5b and 16. 

(R_REV_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code; see Notes 5b and 16. 

(R_REV_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 0730

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Different enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. Same revenue code; see Notes 5b and 16. 

(R_REV_CD)
	
	
	
	
	


Claim Type = W (Waiver)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider - Exception 1363
	Same Provider – 

Exception 1364
	Same Provider – 

Exception 1365
	Same Provider - Exception 1366
	Same Provider – Exception 1369

	Old – 0804

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code.

(R_PROC_CD)

5. Same procedure code pricing modifiers.

6.  Same billed charge.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.
	Old – New

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code. 

(R_PROC_CD)

5. Same procedure code pricing modifiers.

6. The history and in-process claims’ lines have the same modifiers on system list 4800.

Note:  This edit is bypassed when the billing provider type is 344 and specialty is 078.

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.


	
	
	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376
	Different Provider – Exception 1379

	Old – 0805

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Different billing provider number.

(C_BLNG_PROV_ID)

4. Same procedure code. (R_PROC_CD)

5. Same procedure code pricing modifiers.

6. Same billed charge.

7. The history and in-process claims’ lines have the same modifiers on system list 4800.
	
	
	
	
	
	


Claim Type = M (Capitation) and NM Prov. Type = 701-704)          Edits Post to Line

	Same Provider – 

Exception 1361
	Same Provider – 

Exception 1362
	Same Provider – 

Exception 1363
	Same Provider - Exception 1364
	Same Provider - Exception 1365
	Same Provider - Exception 1366

	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider ID.

(C_BLNG_PROV_ID)

4. Same procedure code; see Note 16.

(R_PROC_CD)

5. Same plan type or plan type on one claim cannot coexist with plan type on the other claim.  See Note 18. 

(H_PLN_TY_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t. 

The system will bypass the edit if one of the claims has modifiers 59, XE, XP, XS, or XU and the Service area is Pathology.


	Old – New

1. Same client ID.

(B_SYS_ID)

2. Same dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider ID.

(C_BLNG_PROV_ID)

4. The procedure code (R_PROC_CD) on one claim is “ME001” and the procedure code on the other claim is “ME003”; see Note 16.

5. Same plan type or plan type on one claim cannot coexist with plan type on the other claim.  See Note 18. 

(H_PLN_TY_CD)

The system will bypass the edit if one of the claims has a modifier 76 or 77 and the other doesn’t.
	Old – 768

1. Same client ID.

(B_SYS_ID)

2. Overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Same billing provider ID.

(C_BLNG_PROV_ID))

4. Same procedure code; see Note 16, (R_PROC_CD) or the procedure code on one claim is “ME001” and the procedure code on the other claim is “ME003”.

5. Same plan type or plan type on one claim cannot coexist with plan type on the other claim.  See Note 18. 

(H_PLN_TY_CD)


	
	
	

	Different Provider - Exception 1371
	Different Provider - Exception 1372
	Different Provider - Exception 1373
	Different Provider - Exception 1374
	Different Provider - Exception 1375
	Different Provider - Exception 1376

	Old – 769

1. Same client ID.

(B_SYS_ID)

2. Same or overlapping dates of service.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3.Different billing provider ID.

(C_BLNG_PROV_ID 

4. Same procedure code (R_PROC_CD) or the procedure code on one claim is “ME001” and the procedure code on the other claim is “ME003”.

5. Same plan type or plan type on one claim can not coexist with plan type on the other claim.  See Note 18. 

(H_PLN_TY_CD)


	
	
	
	
	


	Exception
	Title and Description

	0600


	Suspect Duplicate Professional Or Technical Component, Covered By Complete Service

Description (posts to line for all claim types below):

The New Mexico OmniCaid MMIS posts this exception when it compares a paid claim line for one of the claim types listed below to an in-process claim line for one of the claim types listed below.  For example, the New Mexico OmniCaid MMIS compares physician claim lines to psychiatric claim lines or physician claim lines to physician claim lines or outpatient claim lines to vision and hearing claim lines, etc. 

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Form 

Claim Type

CMS-1500
Lab/Radiology (L)


CMS-1500 
Misc/Enhances EPSDT (P and Prov. Ty. = 324, 342-343, 346, 441, 462, 363, or 901)

UB-04

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x)

CMS-1500
Physician (P and Prov. Ty. NOT (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 



435-437, 443-446, 331, 334-335, 412, 451-455, 457-458, or 904-906))  

CMS-1500
Psychiatric (P and Prov. Ty. = 431-433, 435-437, or 443-446)
CMS-1500 
Vision and Hearing (P and Prov. Ty. = 331, 334-335, or 412) 

If the New Mexico OmniCaid MMIS is comparing two HFCA-1500 claim types, it uses these criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claim lines have the same dates of service or the dates of service overlap.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Both claim lines have the service area and is one of these:

“LAB” (laboratory) 

“MED” (medicine)

“RAD” (radiology).

(R_SVC_AREA_CD)

4. Both claims have the same procedure code.

(R_PROC_CD)

5. The service component code on one claim is “C” (complete) and the service component code on the other claim is “T” (technical component) or “P” (professional).

(C_SVC_COMPONENT_CD)

If the New Mexico OmniCaid MMIS is comparing a HFCA-1500 claim to a UB-04 claim type, it uses these criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Both claims have the same service area and the service area is one of these:

“LAB” (laboratory)

 “RAD” (radiology).

(R_SVC_AREA_CD)

4. Both claims have the same procedure code. 

(R_PROC_CD)

5. The HFCA-1500 claim’s service component code is “C” (complete) or “T” (technical component). (C_SVC_COMPONENT_CD)

6. The HFCA-1500 claim’s place of service is “22” (outpatient hospital).

(R_PL_OF_SVC_CD)



	0601


	Suspect Duplicate Case Management Service, Covered By Inpatient Claim or Waiver Part A

Description (posts to the header of the in-patient claim; posts to line for all other claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process inpatient part A or waiver claim to a paid claim line for one of the claim types listed below, or

2. An in-process claim line for one of the claim types listed below to a paid inpatient part A or waiver  claim.

Claim types that the New Mexico OmniCaid MMIS compares to the inpatient claim: 

Lab/Radiology (L)

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x)        

Practitioner/Physician (Claim type P)                          

See Note 1.

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT C_LI_LAST_DOS_DT depending on the claim type)

3. The non-inpatient claim’s procedure code is listed in the case management procedure codes system list (4726).

(R_PROC_CD)

NOTE: Currently Not used in the Omnicaid duplicate Claim process

	0652
Old

Numbers

0654

0666

0667

0668

0671

0676

0677

0678

0680

0684

0685


	Suspect Duplicate Service, Covered By Inpatient DRG Claim

Description (posts to the header of the in-patient, Awaiting Placement, and Long Term Care claim; posts to line for all other claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process inpatient claim to a paid claim line for one of the claim types listed below, or

2. An in-process claim line for one of the claim types listed below to a paid inpatient claim.

Claim types that the New Mexico OmniCaid MMIS compares to the inpatient claim:

Ambulatory Surgical Center (P and NM Prov. Ty. = 364)

Awaiting Placement (I and at least one line with revenue code = 0169)

Medical Supply (S) + 

Waiver (W)

Home Health (V)

Hospice (H)

Lab/Radiology (L)

Long Term Care (N)

Misc/Enhanced EPSDT (P and Prov. Ty. = 324, 342-343, 346, 441, 462, 363, or 901) +

Rehabilitation (P and Prov. Ty. = 451-455, 457-458, or 904-906) +                                   

Transportation (T) +

+  The New Mexico OmniCaid MMIS does not post this exception if the claim’s procedure code is listed in Notes 2 or 4.

*  The New Mexico OmniCaid MMIS does not post this exception if either claim’s provider type is 313, 314, 315 or 346.
See Note 1.

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT C_LI_LAST_DOS_DT depending on the claim type)

3. The inpatient claim’s hospital pay mode is “C” (DRG).

(C_BSE_AMT_SRC_CD)

4. For the claim types listed below, the New Mexico OmniCaid MMIS performs these additional edits:

Medical Supply:  

The New Mexico OmniCaid MMIS does not post this exception if:

1.  The line DOS is within 3 days of the Inpatient Claim Admit or Discharge Date.

Lab/Radiology:

1. The lab/Radiology claim’s service component code is not “P” (professional component).

(C_SVC_COMPONENT_CD)

Long Term Care:

See Note 6.

Transportation:

The New Mexico OmniCaid MMIS does not post this exception if:

1. The transportation claim’s servicing provider type (P_TY_CD) is “401” (air ambulance), or 

2. The transportation claim’s servicing provider type (P_TY_CD) is “403” (handivan) and the recipient’s age (C_HDR_CLNT_AGE) at the time of service is less than 18, or

3. The transportation claim’s servicing provider type (P_TY_CD) is “404” (taxi) and the recipient’s age (C_HDR_CLNT_AGE) at the time of service is less than 18.

Outpatient:

The New Mexico OmniCaid MMIS does not post this exception if:

1. The outpatient claim has only one line and the revenue code (R_REV_CD) on that line is “0545” (air ambulance).

2. The outpatient claim’s revenue code (R_REV_CD) is in the bone marrow transplant revenue codes system list (4724) or the donor charge revenue codes system list (4723).  



	0653

Old

Numbers 0672

0679


	Suspect Duplicate Service, Covered By Inpatient Non-DRG Claim

Description (posts to the header of the in-patient claim; posts to line for all other claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process inpatient claim to a paid claim line for one of the claim types listed below, or

2. An in-process claim line for one of the claim types listed below to a paid inpatient claim.

Claim types that the New Mexico OmniCaid MMIS compares to the inpatient claim:

Ambulatory Surgical Center (P and NM Prov. Ty. = 364)

Awaiting Placement (I and at least one line has revenue code = 0169)

Medical Supply (S) +

Waiver (W)

Home Health (V)

Lab/Radiology (L)

Long Term Care (N)

Misc/Enhanced EPSDT (P and Prov. Ty. = 324, 342-343, 346, 441, 462, 363, or 901) +

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x ) +

Rehabilitation (P and Prov. Ty. = 451-455, 457-458, or 904-906) +                                                            

+  The New Mexico OmniCaid MMIS does not post this exception if the claim’s procedure code is listed in Notes 2 or 4.

*  The New Mexico OmniCaid MMIS does not post this exception if either claim’s provider type is 313, 314, 315 or 346.

See Note 1.

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT C_LI_LAST_DOS_DT depending on the claim type)

3. The inpatient claim’s hospital pay mode is not “C” (DRG).

(C_BSE_AMT_SRC_CD)

4. For the claim types listed below, the New Mexico OmniCaid MMIS does these additional edits:

Medical Supply:  

The New Mexico OmniCaid MMIS does not post this exception if:

1.  The line DOS is within 3 days of the Inpatient Claim Admit or Discharge Date.

Lab/Radiology:

1. The lab/Radiology claim’s service component code (C_SVC_COMPONENT_CD) is not “P” (professional component).

Long Term Care:

See Note 6.



	0681


	Suspect Duplicate Psychosocial Rehabilitation Service, Covered By Inpatient Claim

Description (posts to the header of the in-patient claim; posts to line for all other claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process inpatient claim to a paid claim line for one of the claim types listed below, or

2. An in-process claim line for one of the claim types listed below to a paid inpatient claim.

Claim types that the New Mexico OmniCaid MMIS compares to the inpatient claim:

Misc/Enhanced EPSDT (P and Prov. Ty. = 324, 342-343, 346, 441, 462, 363, or 901)

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x)                                  

Physician (P and Prov. Ty. NOT (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 435-437, 443-
   446, 331, 334-335, 412, 451-455, 457-458, or 904-906))                                  

Psychiatric (P and Prov. Ty. = 431-433, 435-437, or 443-446)
The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT_C_LI_LAST_DOS_DT depending on the claim type)

3. The non-inpatient claim’s procedure code is listed in the psychosocial rehabilitation procedure codes system list (4727). 
(R_PROC_CD)

NOTE: Currently Not used in the Omnicaid duplicate Claim process   

	0686

Old Numbers

0687

0703

0706

0735

0803

0806

0809
	Suspect Duplicate, Medicare Part A Claim Overlaps with Another Service

Description (this edit posts to the header of all claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process Medicare institutional Part A crossover to a paid claim for one of the claim types listed below, or

2. An in-process claim for one of the claim types listed below to a paid Medicare institutional Part A crossover.

Claim types that the New Mexico OmniCaid MMIS compares to the Medicare institutional Part A crossover:

Home Health (V)

Hospice (H)

Inpatient (I)

Long Term Care (N)

Medicare Long Term Care Part A Crossover (A and Type of Bill = 18x, 21x, 22x, 25x, 26x, 27x, 28x, 
62x, 65x, 66x, 67x, or 68x)

Renal Dialysis Center (O and Type of Bill = 72x) 

Outpatient (O)

Ambulatory Surgical Center (P and NM Prov Type = 364)

Medical Supply (S)

Waiver (W)

Lab/Radiology (L)

Misc/Enhanced EPSDT (P and Prov Type = 324, 342, 343, 346, 363, 441, 462, or 901)

Rehabilitation (P and Prov Type = 451-455, 457, 458, or 904-906)

Transportation (T)

The New Mexico OmniCaid MMIS does not post this exception if the claim’s procedure code is listed in Note 2.

See Notes 1 and 2. 

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3. 

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT_C_LI_LAST_DOS_DT depending on the claim type)

3. For the claim types listed below, the New Mexico OmniCaid MMIS does these additional edits. 

Long Term Care:

See Note 6.

Lab/Radiology:

1. The lab/radiology claim’s service component code is not “P” (professional component). (C_SVC_COMPONENT_CD)

Outpatient:

The New Mexico OmniCaid MMIS does not post this exception if:

1. The outpatient claim has only one line and the revenue code (R_REV_CD_ on that line is “0545” (air ambulance).

2. The outpatient claim’s revenue code is in the bone marrow transplant revenue codes system list (4724) or the donor charge revenue codes system list (4723).

Transportation:

The New Mexico OmniCaid MMIS does not post this exception if:

1. The transportation claim’s servicing provider type (P_TY_CD) is “401” (air ambulance), or

2. The transportation claim’s servicing provider type is “403” (handivan) and the client’s age (C_HDR_CLNT_AGE) at the time of service is less than 18, or

3. The transportation claim’s servicing provider type is “404” (taxi) and the client’s age at the time of service is less than 18.



	0689

Old Numbers

0718

0740


	Suspect Duplicate Service, Covered By Medicare Institutional Part B Crossover 

Description (this edit posts to the header of all claim types):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process Medicare institutional Part B crossover claim line to a paid claim line for one of the claim types listed below, or

2. An in-process claim line for one of the claim types listed below to a paid Medicare institutional Part B crossover claim line.

Claim types that the New Mexico OmniCaid MMIS compares to the Medicare institutional Part B crossover: 
FQHC (O and Type of Bill = 73x)

Home Health (V)

Hospice (H)

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x)                             

Renal Dialysis Center (O and Type of Bill = 72x) 

Inpatient Part B of Part A (I and Type of Bill = 12x)

See Note 1. 

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

 (C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT).

3. Both claims have the same enterprise provider number.

(C_BLNG_NTRPRS_ID)

4. For the claim types listed below, the New Mexico OmniCaid MMIS does these additional edits:

FQHC:

1. The FQHC claim’s revenue code is not “0949” (other free standing clinic).

(R_REV_CD)



	0775
	Suspect Duplicate Outpatient and Long Term Care Claim 

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process outpatient claim to a paid long term care claim, or an in-process long term care claim to a paid outpatient claim, and the two claims meet all of the following criteria:

This edit posts to the header

Claim types that the New Mexico OmniCaid MMIS compares:

Long Term Care (N)

Outpatient (O and Type of Bill NOT 71x, 72x, or 73x) 

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3. (C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Provider type equal 213 (Hospital, swing bed).

NOTE: Currently Not used in the Omnicaid duplicate Claim process

	0776

 
	Suspect Duplicate Home Health and Rehabilitation Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process home health claim line to a paid rehabilitation claim line, or an in-process rehabilitation claim line to a paid home health claim line, and the two claim lines meet all of the following criteria:

This edit posts to the line.

Claim types that the New Mexico OmniCaid MMIS compares:

Home Health (V)

Rehabilitation (P and Prov. Ty. = 451-455, 457-458, or 904-906) 
1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap.

(C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. The first three digits of the home health claim’s revenue code are “042” (physical therapy) or “044” (speech-language pathology).

(R_REV_CD)

NOTE: Currently Not used in the Omnicaid duplicate Claim process

	0777

	Suspect Duplicate Home Health and Long Term Care Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process home health claim to a paid long term care claim, or an in-process long term care claim to a paid home health claim, and the two claims meet all of the following criteria:

This edit posts to the header for the Long Term Care Claim and posts to the line of the Home Health Claim.

Claim types that the New Mexico OmniCaid MMIS compares:

Home Health (V)

Long Term Care (N) 
1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3. (C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)



	0778

 
	Suspect Duplicate Home Health and Waiver Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process home health claim to a paid Waiver claim line, or an in-process Waiver claim line to a paid home health claim, and the two claims meet all of the following criteria:

This edit posts to the header of the Home Health claim and posts to the line item of the Waiver Claim.

Claim types that the New Mexico OmniCaid MMIS compares:

Home Health (V)

Waiver (W) 
1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT).

3. The Waiver claim’s procedure code is the Waiver system list (4728). 



	0779

Old Numbers

0708

0732

0733

0734


	Suspect Duplicate Service, Covered By Hospice Claim

Description (posts to the header of Awaiting Placement, Inpatient, and Long Term claims and posts to the line of all other claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process hospice claim to a paid claim for one of the claim types listed below, or

2. An in-process claim for one of the claim types listed below to a paid hospice claim.

Claim types that the New Mexico OmniCaid MMIS compares to the hospice claim:

Medical Supply (S)

Home Health (V)

Physician (P and Billing Prov. Ty. = 363)  

See Note 1.                                                  

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT_C_LI_LAST_DOS_DT depending on the claim type)



	0780

 
	Suspect Duplicate Physician and Lab/Radiology Claim

Description (this edit posts to the line):

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process physician claim line to a paid lab/Radiology claim line, or an in-process lab/Radiology claim line to a paid physician claim line, and the two claim lines meet all of the following criteria: 

Claim types that the New Mexico OmniCaid MMIS compares:

Lab/Radiology (L)

Physician (P and Prov. Ty. NOT (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 435-437, 443-
   446, 331, 334-335, 412, 451-455, 457-458, or 904-906))                                     

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap.

 (C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Both claims have the same procedure code. 
4. The lab/Radiology claim’s referring provider number is the same as the physician claim’s billing provider number or servicing provider number.

(PROV_ID).

The New Mexico OmniCaid MMIS does not post this exception if:

1. The physician claim’s service component code is “P” (professional component).

(C_SVC_COMPONENT_CD)



	0781

Old Numbers

0747


	Suspect Duplicate HFCA-1500 Services

Description (this edit posts to the line):

The New Mexico OmniCaid MMIS posts this exception when it compares a paid claim line for one of the claim types listed below to an in-process claim line for one of the claim types listed below and the two claim types that the New Mexico OmniCaid MMIS is comparing are different.  For example, the New Mexico OmniCaid MMIS compares Medical Supply claim lines to psychiatric claim lines.

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Medical Supply (S)

Waiver (W)

Lab/Radiology (L)

Misc/Enhanced EPSDT (P and Prov. Ty. = 324, 342-343, 346, 441, 462, 363, or 901)

Physician (P and Prov. Ty. NOT (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 435-437, 443-
   446, 331, 334-335, 412, 451-455, 457-458, or 904-906))

Psychiatric (P and Prov. Ty. = 431-433, 435-437, or 443-446)

Rehabilitation (P and Prov. Ty. = 451-455, 457-458, or 904-906)

Transportation (T)

Vision and Hearing (P and Prov. Ty. = 331, 334-335, or 412)
The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap.

 (C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. Both claims have the same procedure code.

(R_PROC_CD)

4. Both claims have the same service component code.

(C_SVC_COMPONENT_CD)

5. The New Mexico OmniCaid MMIS does not post this exception if the service area on either claim is one of these:

“RAD” (radiology)

      “LAB” (laboratory).

	0782


	Suspect Duplicate Service, Covered By Medicare Professional Part B Crossover

Description (this edit posts to the line of all claim types listed below):

The New Mexico OmniCaid MMIS posts this exception when it compares either: 

1. An in-process Medicare professional crossover to a paid claim for one of the of the claim types listed below, or

2. An in-process claim for one of the claim types listed below to a paid Medicare professional crossover claim.

Claim types that the New Mexico OmniCaid MMIS compares to the Medicare Professional Part B crossover:

Ambulatory Surgical Center (P and NM Prov. Ty. = 364)

Dental (D)

Medical Supply (S)

Lab/Radiology (L)                               

Physician (P and Prov. Ty. NOT (364, 324, 342-343, 346, 441, 462, 363, 901, 431-433, 435-437, 443-
   446, 331, 334-335, 412, 451-455, 457-458, or 904-906))                                     

Psychiatric (P and Prov. Ty. = 431-433, 435-437, or 443-446)

Transportation (T)

Vision and Hearing (P and Prov. Ty. = 331, 334-335, or 412)

See Note 1.

The two claims that the New Mexico OmniCaid MMIS compares meet all of the following criteria:

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap. 

(C_LI_FST_DOS_DT_C_LI_LAST_DOS_DT)

3. Both claims have the same enterprise provider number.  

(C_BLNG_NTRPRS_ID)

4. Both claims have the same procedure code; see Note 16.  

(R_PROC_CD)



	0783

 
	Suspect Duplicate Long Term Care, Waiver, or Personal Care Options Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process long term care claim to a paid Waiver claim or Personal Care Option claim, or an in-process Waiver claim or Personal Care Option claim to a paid long term care claim, and the two claims meet all of the following criteria:

This edit posts to the header.

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Long Term Care (N)

Waiver (W)

Personal Care (P and Prov Type = 363)

1. Both claims have the same client ID.

(B_SYS_ID)

2.   Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT or

C_LI_FST_DOS_DT_C_LI_LAST_DOS_DT depending on the claim type)



	0786

 
	Suspect Duplicate Home Health and Medical Supplies Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process home health claim line to a paid medical supply claim line, or an in-process medical supply claim line to a paid home health claim line, and the two claim lines meet all of the following criteria:

This edit posts to the line.

Claim types that the New Mexico OmniCaid MMIS compares:

Home Health (V)

Medical Supply (S) 
1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap. (C_LI_FST_DOS_DT C_LI_LAST_DOS_DT)

3. The Medical Supply claim’s procedure code is the Medical Supply system list.



	1382
	Suspect Duplicate Inpatient Claim and Medicare Long Term Care Part A Crossover

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process inpatient claim to a paid Medicare long term care Part A crossover, or an in-process Medicare long term care Part A crossover to a paid inpatient claim, and the two claims meet all of the following criteria:

This edit posts to the header.

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Inpatient (I)

Medicare Long Term Care Part A Crossover (A and Type of Bill = 18x, 21x, 25x, 26x, 27x, 28x, 


62x, 65x, 66x, 67x, or 68x)

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

NOTE: Currently Not used in the Omnicaid duplicate Claim process

	1383


	Suspect Duplicate Long Term Care Claim and Rehabilitation Claim

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process long term care claim to a paid rehabilitation claim, or an in-process rehabilitation claim to a paid long term care claim, and the two claims meet all of the following criteria:

The edit posts to the header.

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Long Term Care (ND)

Rehabilitation (P and Prov. Ty. = 451-455, 457-458, or 904-906)

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3. (C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. The billing provider type on the long-term care claim is “214” (ICF/MR private) or “215” (ICF/MR State-owned).

(P_TY_CD).



	1384

 
	Suspect Duplicate Medicare Institutional Part A Crossover and Medicare Institutional Part B Crossover

The New Mexico OmniCaid MMIS posts this exception when it compares either an in-process Medicare institutional Part A crossover to a paid Medical institutional Part B crossover, or  an in-process Medical institutional Part B crossover claim to a paid Medicare institutional Part A crossover claim, and the two claims meet all of the following criteria:

This edit posts to the header.

Claim types that the New Mexico OmniCaid MMIS compares to each other:

Medicare Institutional Part A Crossover (A and Type of Bill = 11x, 12x, 81x, or 82x)

Medicare UB-04 Part B Crossover (C)

1. Both claims have the same client ID.

(B_SYS_ID)

2. Both claims have the same dates of service or the dates of service overlap; see Note 3.

(C_HDR_SVC_FST_DT C_HDR_SVC_LST_DT)

3. Both claims have the same Medicare allowed amount.
(C_MCARE_ALLOW_AMT)




	Note
	Description

	1
	The New Mexico OmniCaid MMIS contains a system list for this exception that allows MAD to list the claim types that the New Mexico OmniCaid MMIS will automatically replace.  When the New Mexico OmniCaid MMIS compares the two claims, the New Mexico OmniCaid MMIS automatically replaces the paid claim if it is for a claim type on the system list (4731).  

If the edit is posting to the header, the claim must be paid.  If not paid, a mass adjustment request will not be created for the related history claim.

If the edit is posting to the line, the claim line must not be denied.  If denied, a mass adjustment request will not be created for the related history claim.



	2
	The New Mexico OmniCaid MMIS does not post this exception if the claim’s procedure code is listed in the System List (4729).  The system does not check procedure codes for Inpatient Awaiting Placement, LTC, or claim type A.



	3


	Before the New Mexico OmniCaid MMIS compares the dates, it does the following:

Inpatient and Long Term Care Claims:

1. If the claim’s last digit of the type of bill is “1” (admit through discharge claim) or “4” (last bill of a series of bills), the New Mexico OmniCaid MMIS subtracts one day from the claim’s last date of service (C_HDR_SVC_LST_DT).  (The last date of service becomes one day earlier than what the provider billed because the provider does not get paid for the last day.)

If the New Mexico OmniCaid MMIS is comparing an inpatient claim to a Medical Supply claim, the New Mexico OmniCaid MMIS subtracts three days from the inpatient claim’s last date of service (C_HDR_SVC_LST_DT).  (MAD does not care whether these claims overlap during this time because they assume that the Medical Supply services are related to the client’s discharge.)

If the New Mexico OmniCaid MMIS is comparing an inpatient claim to an Administrative Fee claim (claim type = M and NM Prov. Ty. not 701-704), the New Mexico OmniCaid MMIS subtracts 31 days from the inpatient claim’s last date of service (C_HDR_SVC_LST_DT).  (MAD does not care whether these claims overlap during this time because they assume that the administrative fee services are related to the client’s discharge.)

2. If the claim’s last digit of the type of bill is “1” (admit through discharge) or “2” (first bill of a series of bills), the New Mexico OmniCaid MMIS adds one day to the claim’s first date of service (C_HDR_SVC_FST_DT).  (The first date of service becomes one day later than what the provider billed because any other service that the client receives the same day that they enter the hospital or nursing home, MAD assumes, was rendered before the client entered the facility.)

For UB-04 claims the New Mexico OmniCaid MMIS uses the C_TY_OF_BLL_1_2_CD/C_TY_OF_BILL_3_CD.

Medicare Institutional Part A and Long Term Care Part A Crossovers:

1. The New Mexico OmniCaid MMIS subtracts one day from the claim’s last date of service (C_HDR_SVC_LST_DT).  (MAD does not care whether the last date of service overlaps another claim by one day.)

The New Mexico OmniCaid MMIS adds one day to the claim’s first date of service (C_HDR_SVC_FST_DT). (MAD does not care whether the last date of service overlaps another claim by one day.)



	4
	The New Mexico OmniCaid MMIS does not post this exception if the in-process or history claim’s procedure code is listed in the System List (4730).



	5a


	If both claim lines being compared have a procedure code that is non-spaces, then use procedure code for the comparison; otherwise use revenue code for the comparison.  

	5b
	The program does not compare the lines when the in-process claim’s line item non-covered amount (C_NN_CVRD_CHRG_AMT) equals the in-process claim’s line item submitted revenue amount (C_LI_SUBM_CHRG_AMT).

The program stops the comparison when the line item revenue code (R_REV_CD) on either claim is “0001.”



	6
	The New Mexico OmniCaid MMIS determines the covered period between the inpatient claim and the long-term care claim.  The covered period begin date is the earliest first date of service (C_HDR_SVC_FST_DT) on the two claims.  The covered period end date is the most recent last date of service (C_HDR_SVC_LST_DT) on the two claims.

The New Mexico OmniCaid MMIS calculates the covered number of days (covered period end date minus covered period begin date plus 1).  Next, the New Mexico OmniCaid MMIS calculates the number of days covered by each claim (last date of service minus first date of service plus 1).

The New Mexico OmniCaid MMIS calculates the total claim days by adding the LTC claim and the inpatient claim covered days together.  The New Mexico OmniCaid MMIS subtracts the total reserve days on the LTC claim from the total claim days.  The New Mexico OmniCaid MMIS posts the exception if the total claim days are more than the covered period days.

Please note that the New Mexico OmniCaid MMIS uses the dates of service that it calculates according to Note 3.



	9


	Both claims have the same service area (R_SVC_AREA_CD) and the service area is one of these:

“RAD” (Radiology)

“LAB” (Laboratory)

“MED” (Medicine) OR

Both claims have the same procedure code (R_PROC_CD), which is in one of these ranges:

“36400” through “36425” OR

“36600” through “36660.”



	10


	The service area (R_SVC_AREA_CD) on both claims is “ANE” (anesthesia) and the first, second, third or fourth modifier (C_PROC_MOD_XXX_CD (WHERE XXX = 1ST OR 2ND OR 3rd OR 4th )) on one claim is:

“QX” (CRNA with medical direction physician) 

AND

The first, second, third or fourth modifier (C_PROC_MOD_XXX_CD (WHERE XXX = 1ST OR 2ND OR 3rd OR 4th)) on the other claim is one of these:

“QK” (direction of 2, 3, 4 CRNAs)

“QY”

“QZ”

“P1”

“P2”

“P3”

“P4”

“P5”

“P6”



	11
	The Service Area Code on the two lines are equal and the service area (R_SVC_AREA_CD) is one of these:

 “ANE” (anesthesia) 

“DEN” (dental)

“LAB” (laboratory)

“MED” (medicine)

“RAD” (radiology)

“SUR”(surgery) AND

The first,second, third or fourth modifier (C_PROC_MOD_XXX_CD (WHERE XXX = 1ST OR 2ND OR 3rd OR 4th)) on one claim is one of these:

“76”(repeat procedure by same physician) OR

“77” (repeat procedure by a different physician).

 

	11b
	Both claims have the same service area (R_SVC_AREA_CD) and the service area is one of these:

“ANE” (anesthesia) 

“DEN” (dental)

“LAB” (laboratory)

“MED” (medicine)

“RAD” (radiology)

“SUR” (surgery) AND

Both claims have the same modifier (C_PROC_MOD_XXX_CD (WHERE XXX = 1ST OR 2ND OR 3rd OR 4th)) and the modifier is one of these:

“76” (repeat procedure by same physician) OR

“77” (repeat procedure by different physician).



	12


	The place of service(R_PL_OF_SVC_CD) on both claims is one of these:

“21” (inpatient hospital)

“51” (inpatient psychiatric facility) OR

“61” (comprehensive inpatient rehabilitation facility) AND

The billing provider type (P_TY_CD) on both claims is “303” (physician component for hospital) and the procedure code (R_PROC_CD) is in one of these ranges:

“70000” through “79999” (radiology) OR

“R0000” through “R0000” (radiology).



	13


	The place of service (R_PL_OF_SVC_CD) on both claims is one of these:

“21” (inpatient hospital)

“51” (inpatient psychiatric facility)

“61” (comprehensive inpatient rehabilitation facility) AND

The service component code (C_SVC_COMPONENT_CD) on both claims is “P” (professional component).


	14
	When comparing a History claim to an In-process claim and both claims’ billing provider type is 363 (personal care), either claim’s line has a modifier on system list 4801.  

	16


	The New Mexico OmniCaid MMIS does not post this exception if it occurs on the same claim and the service’s duplicate check indicator (C_LI_DUPL_CHK_IND) is “Y” (allow duplicate lines on the same claim).



	16b


	The New Mexico OmniCaid MMIS does not post this exception if it occurs on the same claim.

	17


	The modifier (C_PROC_MOD_XXX_CD (WHERE XXX = 1ST OR 2ND OR 3RD OR 4TH)) on both claims is one of these:

“62” (two surgeons)

“66” (surgical team)

“AK” (nurse practitioner, team member, rural)

“AL” (nurse practitioner, team member, non-rural)

“AM” (physician, team member)

“AU”(PA services, other than assistant surgery, team member).

 

	18


	1. When the plan type on the In-process claim is “S” (Standard Managed Care Org), the plan type on the History claim can not be one of these:  

“A” (Dental)

“C” (State Coverage Insurance - SCI)

“D” (Preferred Drug List – NMRX)

“K” (Premium Assistance for Kids)

“N” (State Coverage Insurance – SCI for non-parents

“P” (PACE)

“T” (Transportation)

“L” (LTC)

2. When the plan type on the In-process claim is “A” (Dental) or “D” (Preferred Drug List – NMRX) or “T” (Transportation), the plan type on the History claim can not be one of these:  

“B” (Behavioral Health MCO) – if the client is not Native American

“C” (State Coverage Insurance - SCI)

“K” (Premium Assistance for Kids)

“N” (State Coverage Insurance – SCI for non-parents

“P” (PACE)

“S” (Standard Managed Care Org)

“L” (LTC)

3. When the plan type on the In-process claim is “C” (State Coverage Insurance – SCI), the plan type on the History claim can not be one of these:  

“A” (Dental)

“B” (Behavioral Health MCO)

“D” (Preferred Drug List – NMRX)

“H” (Behavioral Health HIO) 

“K” (Premium Assistance for Kids)

“P” (PACE)

“S” (Standard Managed Care Org)

“T” (Transportation)

“L” (LTC)

4. When the plan type on the In-process claim is “B” (Behavioral Health MCO), the plan type on the History claim can not be one of these:  

“A” (Dental) – if the client is not Native American

“C” (State Coverage Insurance - SCI)

“D” (Preferred Drug List – NMRX) – if the client is not Native American

“H” (Behavioral Health HIO)

“K” (Premium Assistance for Kids)

“P” (PACE)

“T” (Transportation) – if the client is not Native American

5. When the plan type on the In-process claim is “H” (Behavioral Health HIO), the plan type on the History claim can not be one of these:  

“B” (Behavioral Health MCO)

“C” (State Coverage Insurance - SCI)

“K” (Premium Assistance for Kids)

“P” (PACE)

6. When the plan type on the In-process claim is “K” (Premium Assistance for Kids), the plan type on the History claim can not be one of these:  

“A” (Dental)

“B” (Behavioral Health MCO)

“D” (Preferred Drug List – NMRX)

“H” (Behavioral Health HIO) 

“C” (State Coverage Insurance - SCI)

“P” (PACE)

“S” (Standard Managed Care Org)

“T” (Transportation)

“L” (LTC)

7.  When the plan type on the In-process claim is "L" (LTC), the plan type on the History claim can not be one of these:  
"D" (Preferred Drug List - NMRX)

"C" (State Coverage Insurance - SCI)

"P" (PACE)

"S" (Standard Managed Care Org)

"K" (Premium Assistance Child)
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