New Mexico OmniCaid System Documentation
April 15, 2016

10.5.7  Claims Pricing and Adjudication Edit Exhibit

Note:  Medicare Part B Crossover claim lines with a Medicare allowed amount that is greater than zero will bypass posting certain system edits.  See section 10.5.8 Medicare Part B Crossovers - Edit Bypass Listing for a complete list of these edits.

See section 10.5.9 for a complete listing of the Claim Exception Dependency Table.

Edit
Description

C002    Client Locked (Internal)

0005
Claims to be Reprocessed in OmniCaid (Not currently used in System)
0014
FCN Not Valid For Void Or Adjustment Request

0025
Submitted Units Not Consistent With Dates of Service

0029
Service Not Family Planning Related

0032
Provider Type/Claim Type Conflict

0046
Total Revenue Charge Missing/Invalid
0051
Sum of Accommodation Days Does Not Equal Total Covered Days

0057
Client is Not Eligible For Managed Care

0058
Patient Status Conflicts With Type of Bill

0072 
Accommodation Revenue Code is Missing

0075
ICD-Surgical Procedure Code Required

0076
Claim Dates of Service Span ICD10 Effective Date
0077
Service Dates Span More Than One Day of Service

0090
Illness Severity Index Invalid

0091
Managed Care Plan Entry Not Found For First Date of Service

0092     Allowed Amount missing/invalid

0093
Newborn Capitation Submitted For Client Over Age Limit

0094
Service Dates Overlap Managed Care Enrollment Period

0095
Retroactive MCO Newborn Capitation Only Allowed for 1-11 months

0096
Invalid Subcapitated Code

0097
Plan Payment Missing/Invalid 

0098
Claims Date of Service Does Not Match Client Birth Month for Capitation Claim

0099
Output Encounter W/O Data Record

0100 
MCO Paid Date Missing or Invalid

0101
Service Dates Within Managed Care Enrollment Period

0102
Service Dates Within Behavioral Health Enrollment Period

0103
Service Dates Within Statewide Coverage Initiative Enrollment Period

0104
Multi Surg Requires MAD Revw

0105
Duplicate Inpatient/Outpatient

0106
Inpatient Claim Service Dates in Managed Care Enrollment Period

0107
Service Dates Within Premium Assistance For Kids Enrollment Period

0108
TPAK Client is 18 or older

0109
Surgery Follow-Up Covers Serv

0110
Service Dates Within Coordinated Long Term Care Enrollment Period

0111
Hospital Stay Before MCO Enrollment

0112
Date of Service Cannot Span Across Months

0113
Admit Date/From Date Cnfl
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Description

0114
Admit Source Invalid

0115
Inpatient Claim Service Dates in Coordinated Long Term Care Enrollment Period

0117
Mod 1 Invalid

0118
MCare Allowed Amt Cnfl
0119
Tooth Surface Invalid

0120
Billing Prov is Missing

0121
Mod 2 Invalid

0122
Capitation Vs FFS Duplicate

0123
Mod PA, PB and PC Invalid

0124
FDOS is Missing

0125
FDOS is less than 1/1/1964

0126
FDOS After LDOS

0127
LDOS After Batch Date

0128
Service Dates Within Centennial Care Enrollment Period
0129
Client ID is Missing

0130
Client DOB is Mis or Inv

0131 
Billing Prov Sig Missing or Invalid

0132
Sub Chrg is Missing

0133
EPSDT Indicator is Invalid

0134
Encounter Received Date Not Present

0135
Claim Priced at Zero

0140
Client Not Found – Recycle

0141
Client Not Found

0142
Client Not Eligible – Recycle

0143
Client Not Eligible – Eligibility before DOS

0144     Client Not Eligible – Eligibility after DOS

0145 
Client not Eligible – No qualifying Managed Care Lock-in

0146
Client Not Found – Presumptive Eligibility Attachment

0147
Admit Type Invalid

0148 
Rev Code is Mis

0149
Client Has Partial Eligibility

0150
Place of Serv is Mis or Inv

0155 
LDOS is Missing

0156
Billed Dt Greater Than Batch Dt

0157
LI Count is Inv

0158
Billing Date is Before LDOS

0159
EOB LI Invalid

0160
Total Clm Chrg Cnfl

0161
Sequence Number Invalid

0162
Other Pyr Pymt Does Not Balance  
0163
LI DOS Outside From/Thru Dates

0164
Claim Type Match List Parm 4463

0165
MCare Provider ID Mis or Inv

0167
Admit Date is Missing

0168
Medicare Line Denied

0169
MCare Allowed Amt is Zero

0172
Proc Missing
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Description

0175
Header Level Override Location Code Inv

0176
Tobacco Cessation Sessions Not Allowed

0177
Replcmt/Cred of Denied Clm

0179
Duplicate Mods Not Allowed

0181
1st Condition Code Invalid

0182
Missing or Invalid Covered/Non-Covered Days

0184
Hospice Units of Serv Invalid

0185     Hospice Subm Units GT Tot Days

0187
Header EOB Invalid

0188
Patient Status Invalid

0189
Sub Units of Serv Missing

0193
2nd Occur Span Code Invalid

0194
5th Occur Code/Date Mis

0197
1st Surg Proc Cd/Dt Mis or Inv

0198
2nd Surg Proc Cd/Dt Mis or Inv

0199
3rd Surg Proc Cd/Dt Mis or Inv

0201
Cred/Replcmt TCN Mis or Inv

0204
Medical Supervision limited to three units for Anesthesia

0205
Referring Provider Required

0206
Non-Covered Chrg Cnfl

0208
1st Occur Span Date Mis or Inv

0209
2nd Occur Span Date Mis or Inv

0210
1st Occur Code Invalid

0211
1st Occur Code/Date Mis

0212
1st Occur Span Code Invalid

0216
5th Occur Code Invalid

0222
Client Name or Birth Date Mismatch

0223
1st Value Code Invalid

0225
6th Occur Code/Date Mis

0226
6th Occur Code Invalid

0227
7th Occur Code/Date Mis

0228
7th Occur Code Invalid

0230
Provider Not Allowed to Bill Prof/Tech Component

0232
1st Value Cd/Amt Mis

0235
8th Occur Code/Date Mis

0238
Submitted Units Exceed Maximum Allowed Units

0239
OPPS Observation Stay 23 Hour Limit

0240
Client Does Not Have Mi Via LOC Long Term Care Span

0243
8th Occur Code Invalid

0253
Diagnosis Not Valid for DOS

0260
Diagnosis Code Not Specific

0261
Client is Mcare Part C Eligible

0263
Crossover Claim – No Medicare on File

0264
Client is Mcare Part A Eligible

0265
Client is Mcare Part B Eligible

0266
QMB Client Eligible for Mcare Crossovers Only

0268
Claim Exceeds Filing Time Period

0272
MCARE Part A Avail – Non Xover Claim – EOB Requires Review

0273
MCARE Part B Available – Non Xover – EOB Requires Review

0274
Mcare Part C Avail – Non Xover Claim – EOB Requires Review
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0275
Major Program - Service Conflict

0276
CLNT Not Eligible – COE 100 W/ Medicare

0277
DRG Claim Includes Temp Discharge
0280
Procedure Code Requires Review by Fiscal Agent

0282
2nd Condition Code Invalid

0286
MCare Paid Date Mis or Inv

0287
Othr Prov Not On DB

0288
Ref Prov Not On DB

0289
Invalid Operating NPI

0290
Invalid Referring NPI

0291
Invalid Other Prov NPI

0292
Review Hysterectomy Attachment

0293
Invalid Svc Faci NPI

0294
Svc Faci Requires NPI

0295
Invalid Billing NPI

0296
Billing NPI Not Found

0297
Diagnosis Requires Review by Fiscal Agent

0298
Billing NPI Not Found on DOS

0299
Blng NPI Match Multi Mcaid ID

0300
Billing Prov Not On DB

0302
Attend Nbr Not On DB

0303
Attend Nbr is Mis or Inv

0304
Invalid Batch Type

0305
State Funded HCBW Client Not Eligible For Medicaid Service

0306
Billing NPI Required

0307
Client Not Found – Eligibility/Authorization Attachment

0308
Rendering NPI Required

0309
Invalid Attend NPI

0310
Attend NPI Not Found

0311
Attending NPI Not Found on DOS

0312
Blng NPI Found-Txnmy No Match

0313
Cat of Serv Cannot Be Determined

0314
Inpatient Services Not Payable for Presumptive Eligibility

0315
Attnd NPI Match Multi Mcaid ID

0316
Attnd NPI Found-Txnmy No Match

0317
Attending NPI Required

0318
Blng SSN/Tax ID Not  Found

0319
Blng SSN/Tax Match Multi Mcaid 
0320
Prov/Lab Class Cnfl

0321
Billing NPI Cross-Matched to different Provider on Replacement Claim
0322     Servicing Facility NPI Required for School Base Health Centers
0325 
Trauma/Accident Clm

0328
Phy/Lab Services Under Review (Not currently used in System)

0330
Referring NPI Not Found
0331
No LTC Span Available For First Date of Service

0332
Diag Code Missing

0333
Level Of Care Not Authorized By LTC Span

0336
Billing Provider Not Authorized by LTC Span or Lockin 

0338
Service Not Payable for LTC Client

Edit
Description

0340
Client Not Eligible for LTC Due to Resource Transfer

0341
Referring NPI Required

0343
Billing Provider Not Authorized For Program

0344
Provider Not Authorized For Clients Aged 21 and Over

0345
Claim Exceeds Filing Time Period

0346
Part B Only Claim Needs MCare Payment Or Co-insurance Or Deductible

0347
Rev Not On DB

0350
Claim has been Audited
0351
High Variance

0352
Low Variance

0356
LTC Claim Not Allowed For Hospice Client

0357 
No Hospice Lockin Available For Dates Of Service

0360
Service Not Covered by Behavioral Health

0361
Tooth/Quadrant Nbr Reqd

0362
Tooth Surface Reqd

0363
Proc/Mod 1 Cnfl

0364
Proc/Tooth/Quadrant Nbr Cnfl

0365
Proc/Place of Serv Cnfl

0366
Rendering Prov Requires Review for Proc/Type Combo

0367
Blng Prov Requires Review for Proc/Type Combo

0368     Blng Prov Requires Review for Rev/Type Combo
0369
Rev/Rend Prov Spec Mismatch

0371
Proc/Mod 2 Cnfl

0372
Proc/Clm Type Cnfl

0373
Rev/Type of Bill Cnfl

0376
Proc Requires Modifier

0377
Missing or Invalid Cost Center
0378
Claim Table Counts Greater than Max

0379
System Error

0381
Rate Rec Not Found

0382
Revenue Code Requires Review By Fiscal Agent

0383
Special Rate Indicated and No Rate Record on File

0384
Proc Code Excluded from ABP
0385
Proc Code Exists on ABP System List 4754
0386
Proc Code Exists on ABP System List 4755
0387
BH Agency Specialty/Pricing Conflict
0388
FQHC Prov Not Allowed to Bill Mcare Crossover

0390 
PROC Only Billed Health Home Provider

0391
Clinical Utility Diagnosis Required for Service

0392
Surgical procedure Code Not Specific

0395
School Based Service Invalid For Provider Type


0396
CMS-1500 Auto Acc Ind Inv

0397
CMS-1500 Oth Acc Ind Inv

0401
Blng Prov No Affl w/MCO on DOS

0402
Rndr Prov No Affl w/MCO on DOS

0405
Procedure Code is Value Added Behavioral Health

0406
Revenue Code is Value Added Behavioral Health

0410
Attending Prov is Under Review

0411
Billing Prov is Under Review

0412
Rendering Provider Required

0413
Rend Prov is Under Revw

0414
Rend Prov License Expired

0419
No Tax Rate Available

Edit
Description

0420
Invalid Rendering NPI

0421
Rendering NPI Not Found

0422
Rend Prov Not Enrolled

0423
Rend Prov Not in Billing Group

0424
Bill Prov Not Enrolled on Dates of Service

0425     Billing Prov Not Allowed to Submit Claims – Servicing Only

0426     Billing Prov Not Allowed to Subm Claims – Other

0427
Rendering NPI Not Found on DOS

0428
Rend NPI Match Multi Mcaid ID

0429
Rend NPI Found-Txnmy No Match

0430
Proc Not On DB

0431
Proc Not Covered

0432
Procedure Requires Revw

0434
Proc/Age Cnfl

0435
Proc/Sex Cnfl

0436
Auth is Reqd – PA # on Claim Missing

0437
Proc Not Valid for Serv Date

0438
Proc Requires Matrix/Manual Price

0439
Proc Not a Benefit for Serv Date

0440
6th Diag Not On DB

0441
6th Diag Not Covered

0443
6th Diag/Age Cnfl

0444
6th Diag/Sex Cnfl

0446
7th Diag Not On DB

0447
7th Diag Not Covered

0449
7th Diag/Age Cnfl

0450 
1st Diag Not On DB

0451
1st Diag Not Covered

0452
7th Diag/Sex Cnfl

0453
Non-related Diag Not on DB

0454
1st Diag/Age Cnfl

0455
1st Diag/Sex Cnfl

0458
8th Diag Not On DB

0459
8th Diag Not Covered

0460
2nd Diag Not On DB

0461
2nd Diag Not Covered

0464
2nd Diag/Age Cnfl

0465
2nd Diag/Sex Cnfl

0467
8th Diag/Age Cnfl

0468
8th Diag/Sex Cnfl

0470
3rd Diag Not On DB

0471
3rd Diag Not Covered

0472
9th Diag Not On DB

0474
3rd Diag/Age Cnfl

0475
3rd Diag/Sex Cnfl

0477
9th Diag Not Covered

0479
9th Diag/Age Cnfl
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0480
4th Diag Not On DB

0481
4th Diag Not Covered

0482
9th Diag/Sex Cnfl

0484
4th Diag/Age Cnfl

0485
4th Diag/Sex Cnfl

0488
Adm Diag Not On DB

0489
Adm Diag/Sex Cnfl

0490
5th Diag Not On DB

0491
5th Diag Not Covered

0494
5th Diag/Age Cnfl

0495
5th Diag/Sex Cnfl

0496
Claim Not Submitted Within the Two Year Filing Period

0497
Exceeds resubmission or adjustment filing limit
0499
Adm Diag/Age Cnfl

0501 
Auth is Suspended

0502
Auth/Client Cnfl

0503
Auth is Denied

0504
Auth/Mod Cnfl

0506
2nd Value Cd/Amt Mis

0507
2nd Value Code Invalid

0508
3rd Value Cd/Amt Mis

0509
3rd Value Code Invalid

0510
Auth/Prov Cnfl

0511
Auth/Srv Cnfl

0514
Auth LI Status Suspended-Recycle

0516
Auth is Suspended

0517
Auth LI Status Suspended

0518
Auth LI Status Deny

0519
NDC Not Valid

0520
Procedure Code requires a NDC

0521
4th Surg Proc Not On DB

0522
4th Surg Proc Not Covered

0526
5th Surg Proc Not On DB

0527
5th Surg Proc Not Covered

0528
Procedure Code optional for NDC

0530
Procedure Code Must Exist On System List 0338

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 Dates

0545
Rev Requires Manual Revw

0546
Proc Requires Price

0547
Rev Requires Price

0549
Allow MSBS HCPCS & Rate Types

0550
1st Surg Proc Not On DB

0551
1st Surg Proc Not Covered
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Description

0552
6th Surg Proc Not On DB

0553
Rental Amounts Total Exceed Purchase Price

0554
More than 9 Reserve Days w/o PA

0555
EPSDT Screening Performed Twice in 11 months

0557
Client Readmitted within 2 Days of Discharge – Different DRG 

0558
Client Readmitted within 14 days of Discharge

0560
2nd Surg Proc Not On DB

0561
2nd Surg Proc Not Covered

0562
6th Surg Proc Not Covered

0567
More than 65 Reserve Days w/o PA

0570
3rd Surg Proc Not On DB

0571
3rd Surg Proc Not Covered

0576
Provider Not Allowed to Bill Procedure/Revenue

0582
DRG Record Not On DB

0583
DRG RC 1 – Diag Not Prin Diag

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

0585
DRG Pricing Span Not Found

0587
DRG RC 3 – Inv Clnt Age

0588
DRG RV Missing

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

0594
Oxygen Equipment Requires PA After 31 Days

0596
Diag Related Code Invalid

0598
Present on Admission (POA) Indicator is Required

0600
Suspect Dup Prof or Tech Comp, Covered by Complete Service

0601
Suspect Dup CMS, Covered by Inpatient Claim

0605
Auth/Svc Date Cnfl

0608
Auth/Tooth Num Cnfl

0609
Auth/Tooth Surf Cnfl

0610
Auth/Oral Cav Cnfl

0617
Auth LI Units/Amt Used – Adjud

0620
ARA Plan Limit Amount Exceeded
0633
Dental Occp Rltd Ind Inv

0634
Dental Occp Rltd Date Inv

0635
Dental Auto Acc Ind Inv

0636
Dental Auto Acc Date Inv

0637
Dental Othr Acc Ind Inv

0638
Dental Othr Acc Date Inv

0652
Suspect Dup, Covered by Inpatient DRG Claim

0653
Suspect Dup, Covered by Inpatient non-DRG Claim

0670
Sterilization Form Required

0671
Abortion Indicated 

0673
Diagnosis Sterilization Form Required

0675
Hysterectomy Form Required

0681
Suspect Dup Psychosocial Rehab, Covered by Inpatient Claim

0686
Suspect Dup, Medicare Part A Claim Overlaps with Another Service
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0689
Suspect Dup, Covered by Medicare Part B Crossover

0696
3rd Condition Code Invalid

0697
4th Condition Code Invalid

0700
Native American Procedure Code for Non-Native American Client

0701
DME Billed Line Item Charges are over the Specified Limit

0702
Date of Service Before Date of Birth

0703
Client On Medical Review

0704
Medical Diagnosis Required

0705
Client on Medical Review for Medical Management

0706
Review Physician Statement Attachment For Sterilization

0707
Procedure Not Pregnancy-Related

0708
Review Physician Statement For Service Modifier

0709
LTC Span Ends Before Last Date Of Service

0710
Ground Ambulance Service Requires Attachment

0711
Review CMS, ISD or CPS Attachment

0712
Recycle Claim For Two-Pass Processing

0713
Inpatient Admission Less Than 24 Hours, Deny, Rebill As Outpatient Observation

0714
Auth CMS Case Limit Ind Is Y

0715
Claim First Date Of Service More Than 60/90 Days After Auth From Date

0716
Service For Hospice Client Requires Validation

0717
Provider Can Only Submit Crossover Claims

0718
No Deductible or Coinsurance on Crossover Claim

0719
Mcare Payment Date Before LDOS or After Batch Date

0720
Transportation Modifier Required, But Not Present

0721
Claim exceeds CMS Limit of $15,000 for Fiscal Year

0722
Revenue Code Requires Review by MAD

0723
Sum of Ded and Coins is Greater than Mcare Allowed Amt

0724
Rendering Prov Not Allowed to Provide Treatment

0725
Out-of-State Provider Requires Review for Non-Emergency Service
0726
Out-of-State Billing Requires Review, No Attach

0727
Auth ID Not Found

0728
Diagnosis Code Requires Review by MAD

0729
Procedure Code Requires Review by MAD

0730
ICD Surgical Procedure Requires Review by MAD

0731
PAP Related Proc Not Covered

0732
PSA Related Proc Not Covered

0740
Pair Procedure Code / COE Conflict

0741
No Policy in system for HIPP Provider

0742  
Policy Address Mismatch for HIPP Provider

0743  
Client does not exist on HIPP Policy

0744  
HIPP Procedure Billed for non-HIPP client

0745  
Pair Procedure Provider Conflict

0748
No TPL Indicated on Claim Form – No Resource with Attachment on Claim 

0749
TPL Indicated on Claim Form – No Resource with Attachment on Claim 

0750
Client has Primary Insurance Coverage – Resubmit with TPL EOB

0751
TPL Casualty Resource Available – State Review

0752
HMO Coverage Available 

0753
TPL Worker’s Compensation Available – State Review
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0754
TPL Resources Available for Trauma/Accident Related Incident – State Review

0755
TPL Resources Available for Black Lung Diagnosis – State Review

0756
TPL Payment is less than X% 

0757
TPL Indicated on Claim Form – No Resource on File

0758
TPL Resource Available – Absent Parent Indicated

0759
TPL Attachment on Claim – Pend for Manual Review

0760     HMO – No TPL Attachment

0761
Pay and Chase

0775
Suspect Dup Outpatient and Long Term Care Claim

0776
Suspect Dup Home Health and Rehabilitation Claim

0777
Suspect Dup Home Health and Long Term Care Claim

0778
Suspect Dup Home Health and Waiver Claim

0779
Suspect Dup, Covered by Hospice Claim

0780
Suspect Dup Physician and Lab/Radiology Claim

0781
Suspect Dup CMS-1500 Services

0782
Suspect Dup, Covered by Medicare Part B Crossover

0783
Suspect Dup, Long Term Care and Waiver Claim
0784
Suspect Duplicate Home Health and Community Benefit Claim
0790
1st ICD Surg Proc/Sex Conflict

0791
2nd ICD Surg Proc/Sex Conflict

0792
3rd ICD Surg Proc/Sex Conflict

0793
4th ICD Surg Proc/Sex Conflict

0794
5th ICD Surg Proc/Sex Conflict

0795
6th ICD Surg Proc/Sex Conflict

0800
5th Condition Code Invalid

0801
6th Condition Code Invalid

0802
7th Condition Code Invalid

0803
4th Value Cd/Amt Mis

0804
4th Value Code Invalid

0805
5th Value Cd/Amt Mis

0806
5th Value Code Invalid

0807
6th Value Cd/Amt Mis

0808
6th Value Code Invalid

0809
7th Value Cd/Amt Mis

0810
7th Value Code Invalid

0811
8th Value Cd/Amt Mis

0812
8th Condition Code Invalid

0813
9th Condition Code Invalid

0814
10th Condition Code Invalid

0815
Claim Exceeds Filing Time Period Attachment Code present

0818
6th Surg Proc Cd/Dt Mis or Inv

0820
Claim Exceeds Filing Time Period No Attachment Code present

0821
4th Surg Proc Cd/Dt Mis or Inv

0822
5th Surg Proc Cd/Dt Mis or Inv

0823
TPL Amt is Inv

0824 
CMS-1500 Occp Rltd Ind Inv

0825
Net Clm Chrg Cnfl
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0834
Net Clm Chrg Cnfl

0835
Net Clm Chrg Cnfl (This edit no longer used)  

0837
 HMO Copayment Reasonableness  
0837
Net Clm Chrg Cnfl – HMO TPL Cvrg

0838
TPL HMO/PPO Reasonableness

0840
Replcmt or Cred is in Process

0841
MCO Prov ID must match orig

0842
Client ID Match Not Found

0843
Bill Prov Match Not Found

0844
Blng NPI Match Not Found

0845
Clm Already Cred or Replcd

0849
8th Value Code Invalid

0850 
ADJ/VOID Req Not Processed
0851
9th Value Cd/Amt Mis or Inv

0852
9th Value Code Invalid

0853
FT Cannot be Cred/Replcd

0854
1st Cycle Mass Adj

0855
History Only Adjustment is going to deny

0856
A Credit May Not Be Adjusted

0857
Can not adjust Denied Replacement

0858
Auth Type Does Not Match Claim Program Indicator

0859
1st Cycle Medicare Recovery Mass Adj

0860
2nd Occur Code Invalid

0861
2nd Occur Code/Date Mis

0862
3rd Occur Code Invalid

0863
3rd Occur Code/Date Mis

0864
4th Occur Code Invalid

0865
4th Occur Code/Date Mis

0868
Tooth/Quadrant Nbr Invalid

0869
10th Value Cd/Amt Mis

0870
Type of Bill is Mis or Inv
0875
Invalid Attachment Code  
0877
Claim Contains Attachment77 (Unable to Process - Return to Provider)
0878
Claim Contains Attachment Code 82 (Numbered Memo)

0879
Claim Contains Attachment 79 (Reconsideration Request)

0880
Claim Contains Attachment Code 56

0882
10th Value Code Invalid

0883
11th Value Cd/Amt Mis

0884
11th Value Code Invalid

0885
12th Value Cd/Amt Mis

0886
12th Value Code Invalid

0891
Base Rate Chng Rsns Exceeded

0892
On-size Error

0899 
More Than 25 Header Exceptions or More than 1000 total exceptions 

0900
Mcare Denied for Administration Reasons

0901
Non MCare Denied for Administration Reasons

0902
Type Of Bill 12x & DOS Before 10/16/03  (Not currently used in System)
0903
Billed Mcaid for Mcare ‘A’ Xover  (Not currently used in System)
0904
Co-Ins/Ded Cannot > Than Patient Responsibility  (Not currently used in System)

0905
Client Part B only and not eligible for this Service

0906
Not Authorized to Submit Claims Electronically  (Not currently used in System)
0907
Submitter Not Authorized To Submit Claims  (Not currently used in System)
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0908
Oral Cavity Code Invalid

0909
Y1 & Y2-Codes Cannot Be Used 

0910
Other Payer Identified – No Payer Information Provided 

0911
Claim DOS Overlaps the End Date of a Claim Edit 

0929
Revenue Code Not Valid for DOS

0930
Surgical Procedure Not Valid

0931
Validate Begin/End Date  (Not currently used in System)
0932
PA Line Is Different Than Header

0948
Modifier 3 Not Valid For Date Of Service

0949
Modifier 4 Not Valid For Date Of Service

0951
Prior Payer Co-Pay Exists

0952
Prior Payer Co-Pay Present

0953
COB Financial Penalty Reduction 

0954
COB Medicaid “Not To Negate”

0955 
Invalid Waiver Case Management COE in Client ID

0956
Oral Cavity Required

0957
Proc/Oral Cavity Conflict

0958
Client not Eligible for Waiver Service

0959
Partial Units Not Allowed

0960
Proc/Modifier 3 Conflict

0961
Proc/Modifier 4 Conflict

0962
Minutes not Accepted

0963
Family Planning Indicator Invalid

0999
History-Only Claim in Error

1050
No Procedure FC Y Pricing Span

1051
Procedure Requires OPPS Price

1052
Procedure Requires Matrix/Manual OPPS Price

1053
Not Covered by NM Medicaid OPPS

1054
Special OPPS Pricing Review

1055
No NM Specific OPPS Pricing

1056
Not Paid Under OPPS

1057
Inpatient Service Only, Not OPPS

1058
No Specific OPPS Pricing 

1059
OPPS Institutional Rate Absent

1060
No Revenue FC Y Pricing Span
1105     Invalid Diag for Procedure

1128
Accident Date After LDOS
1135
Invalid Adjustment Reason Code

1150
No Health Plan Entry for Encounter First DOS

1151
Lockin Entry Ends Before Encounter Last DOS

1152
Health Plan Provider Not Authorized by Lockin Entry

1160
No Health Plan Entry for DOS for CC Plan


1186
Admit Hour Inv

1211
MCare Ded GT Yearly Amt

1212
Rev Code 169 Cnfl

1253
Clm DOS/Client DOD Cnfl

1255
Client Over 65 Bill Mcare
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1274
Patient Stat/Client DOD Cnfl

1288
Client Not Eligible – Presumptive Eligibility

1289
Client Information Not Available – Alien Emergency

1290
Client Not Eligible – Eligibility/Authorization Attachment

1291
Client Not Eligible – Alien Emergency Attachment

1295
EVS Auth/Client DB Cnfl

1296
EVS Auth/Client Elig Cnfl

1300     UR EMSA Review
1301
Service Conflict/ Respit Not Allowed With Family Planning
1347
Bill Prov is Invalid

1348
Servicing Prov is Invalid

1350
Manual Price GT Submitted Charge

1351
Service Requires Review When Total Charges Exceed Threshold
1355
Clinic Bill Prov Reqs Rend Prov

1361
Exact Dup

1362
Possible Dup – Variation 1

1363
Possible Dup – Variation 2

1364
Possible Dup – Variation 3

1365
Possible Dup – Variation 4

1366
Possible Dup – Variation 5

1369     Possible Dup – Same Provider

1371
Possible Conflict – Variation 1

1372
Possible Conflict – Variation 2

1373
Possible Conflict – Variation 3

1374
Possible Conflict – Variation 4

1375
Possible Conflict – Variation 5

1376
Possible Conflict – Variation 6

1377
Calc Allowed Charge Too Large

1378
Referring Prov Not Elig on DOS

1379
Possible Duplicate Different Provider

1380 
Duplicate Anesthesia Service

1382
Suspect Dup Inpatient Claim and Medicare Part A Crossover

1383
Suspect Dup Long Term Care and Rehab Claim

1384
Suspect Dup Medicare Part A and Medicare Part B Crossover

1396
Claim First and Last DOS must be in same Calendar Year

1420
Ind Lab Must Bill

1447
DRG Interim Bills Denied

1470
Radiology Proc/Rev Cnfl

1471
Surgery Proc/Rev Cnfl

1534
Primary Diag Invalid for DRG

1600     E-Prov cannot bill globally  (Not currently used in System)
1601
Negative Calculated Allowed Amount

1602
Service Requires Review when Charge Exceeds Matrix Threshold

1699
Must Submit Claim Electronically

1700
HCPCS Code Must Be Laboratory

1701
Revenue Code Must Be Laboratory

1702
ICD Surg Code not within From/Thru Dates


Edit
Description

1710
Provider Missing CLIA Number for Lab Service

1900
10th Diag Not On Data Base

6000
Physical Medicine > 3/Month

6001
Modalities More Than 3/Month

6002
Rental Exceeds Purchase

6003
Activities Exceed 3 Per Month

6004
Manipulation Exceeds 3/Month

6005
Tests Exceed 1 Per Month

6006
New Patient Visit More Than 1

6007
Dialysis Proc > 25/Month

6008
Hospital Visits Per Day > 2

6009
LTC Visit Exceed 2/Day

6010
Office Visit Exceeds 1/Day

6011
Intraoral Xray > Every 5/Yrs

6012
Panoramic Xray > Every 5/Yrs

6013
Environmental Modifications

6014
Steril Incidental To CSection

6015
Environmental Modifications

6016
Service 1/Mo Unit Exceeded for Calendar Month
6017
Psychological Eval Limit

6018
Early Interv More Than 38/Month

6019
Procedure > 1/Lifetime

6020
Tonsillectomy > Once In Life

6021
Adenoidectomy More Than Lifetime

6022
Gastrectomy More Than Once

6023
Proctectomy More Than Once

6024
Appendectomy More Than Once

6025
Hysterectomy More Than Once

6026
Circumcision More Than Once

6027
Cholecystectomy More Than Once

6028
Pancreatectomy More Than Once

6029
Ureterectomy More Than Once

6030
Vaginectomy More Than Once

6031
Thyroidectomy More Than Once

6032
Prostatectomy More Than Once

6033
Tooth Previously Extracted

6034
Sterlization Incid To C Section

6035
Mastectomy More Than Twice

6036
Tubal Ligation More Than Twice

6037
Salpingectomy More Than Twice

6038
Nephrectomy More Than Twice

6039
Eye Removal More Than Twice

6040
Mastoidectomy More Than Twice

6041
Procedure More Than Twice

6042
DIALYSIS Partial Month vs Full

6043
Personal Care Limit 1/Year

Edit
Description

6044
Epidural Nerve Block > 6

6045
Waiver Services
6046
Personal Care Services

6047
Bitewings Conflict With Panora

6048
Bitewings Conflict With Intrao

6049
Vision Service Conflict Code

6050
Prophy Exceeds Limit - Adult

6051
Prophy Exceeds Limit - Child

6052
Flouride Exceeds Limit - Adult

6053
Flouride Exceeds Limit - Child

6054
Dental Flouride Includes Proph

6055
Dental Restorative Procedure

6056
Dental Exam More Than Once Per

6057
CDT4 vs CPT Code On The Same D

6058
ONE EXTRACTION ALLOWED/TOOTH
6059
Personal Care Limit 8 Hrs/Year

6060
Personal Care Limit 2 / Year

6061
Personal Care Limit 1/Year

6062
Personal Care Exceeds 100 Hrs

6063
Resin-One Surface Once/Tooth

6064
Resin-Based Composite Once/Tth

6065
Resin-Based Composite 1/Tooth

6066
Torch Panel Suspect

6067
Hepatitis Panel Suspect

6068
Arthritis Panel Suspect

6069
Hepatic Function Panel Suspect

6070
Renal Function Panel Suspect

6071
Lipid Panel Suspect

6072
Obstetric Panel Suspect

6073
General Health Panel Suspect

6074
Metabolic Panel Suspect

6075
E-Transportation Over $200

6076
Resin-Based Composite 1/Tooth

6077
Lab Limited By MD W/E&M Codes

6078
Personal Care Limit 100 Hrs

6079
Rad Unilateral Incl Bilateral

6080
Dental Service Requires PA

6081     Dental not Payable on the Same

6082     Fitting of Spectacles Limited

6084
Maximum Units for Waiver Case Management Assessment Claims

6085     Dental Limit Two Per Year

6086
Dental Service Limit

6090
Dental Service Not a Benefit for Clients 21 Years of Age or Older

6091
Pre-Molar Sealants Not Covered

6092
Maximum Units for Waiver Case Management Assessment Claims

6093
Rad Partial View Incl Compl

6094
General Hlth Pan Incl Individual

6095
Panel Includes Individual Code

6096
Torch Panel Includes Individual

6097
Hepatic Panel Includes Individual

Edit
Description

6098
Hepatitis Panel Incl Individual

6099
Arthritis Panel Incl Individual

6100
Lipid Panel Incl Individual

6102
Renal Panel Incl Individual

6103
Obstetric Panel Incl Individual

6104
Electrolyte Panel Incl Individual

6105
Metabolic Panel Incl Individual

6106
Audiology Test Codes Conflict

6107
Laparoscopy Included Surgical
6108
Physical Therapy School Based

6109
Speech Therapy School Based

6110
OCC Therapy School Based
6111
Speech Therapy Waiver And Non

6112
Occupational Therapy Waiver An

6113
Physical Therapy Waiver And No

6114
Surgical Procedures Overlap

6115
Dialysis Exceeds 3 Months

6116
Dental Exam Exceeds Limit - Child

6117
Dental Exam Exceeds Limit -Adult

6118
Dental Exam Exceeds Limit -Child

6119
Dental Exam More Than 1/Year
6120
Bed Includes Bed Rails

6121
Bed Includes Mattress

6122
Pulpotomy Already Performed 
6123
Purchase Requires Prior Auth

6124
Hearing Aids And Dispensing Fee Only 1 Per 4 Yrs Each

6125
Eye Exam 1 Every 2 Yrs for Adults (21 Years and Older)

6126
Disposable Gloves (Sterile or Non-Sterile) Limited to 200 Per Month

6127
Disposable Diapers Limited to 200 per Month

6128
Custom Fabricated Prosthetic/Orthotic Devices Are Limited to One Every Three Years

6132
DME Delivery More Than 3/Month

6133
Supplies Misc More Than $300/Month

6134
Incontinence Supplies > $500

6135
Ostomy Supplies > $1000/Month

6136
Purchase Of Supply Exceeds

6137
Specimen Collect > 1/Day

6138
Enteral And Parental > $2000/Month

6139
Repair/Refit and Spectacle PR

6140
Motion Test Code Conflict

6141
Refraction Limit 1 Every 2 Yrs
6143
Service Not Allowed in Same Month
6144
Service Not Allowed Together

6146
Service Cannot be Billed in Conjunction with Another Service

6147
Dental Exam Exceeds Limit – Child – Different Providers

6148
Transportation Exceeds $115

6149
Transportation Over $230

6150
Prophy Exceeds Limit - Adult

6151
Early Intervention CM 1/Mo Unit Exceeded for Calendar Month

6152
NB Genetic Screening Pricing Limit

6153
HP Vaccine Pricing Limit

6154
Maximum Pre-Eligibility Mi Via Service Exceeded
6155
HP Vaccine Pricing Limit

Edit
Description

6156 
Adult Vaccine Pricing Limit

6157
Repair/Refit of specs on same DOS
6158
Refraction Lmt 1 Yr for Child

6159
RP/Refit Eyewear 1/60 Days

6160
New Patient Visit More Than 1

6161
Eval Twice in 10 month Period
6162
CCI Contra Limits
6163
Home Modification Exceeds Lmt

6164
Eye Exam 1 Every 3 Yrs

6165
Refraction Limit 1 Every 3 Yrs

6166
Eyeglass Lens Only 2 Every 3 Y

6167
Eyeglass Frmes Lmt 1 Every 3 Y

6168
Eyeglass Disp Limit 1 Every 3

6169
Child Vaccine Pricing Limit

6170
Tobacco Cessation More Than 8

6201
Carelink Coordinated Care Fee Monthly Limit Exceeded
6271
Diapers Not Allowed Within 26 Days
6501
NCCI Procedure to Procedure Conflict for Practitioner, ASC, or Lab Claim

6502
NCCI Procedure to Procedure Conflict for Outpatient OPPS Claim

6503
NCCI MUE Units-of-Service Exceeded for Practitioner, ASC, or Lab Claim

6504
NCCI MUE Units-of-Service Exceeded for OPPS or Critical Care

6505
NCCI MUE Units-of-Service Exceeded for DME supplier
6506
NCCI Procedure to Procedure Conflict for Medical Supply Claim
9999     More than 15 Exceptions for the line 

Claims Edit Exhibit

Claim Engine
C002
Client Locked (Internal)

Creation Date:
10/01/2000

Revision Date:  
02/21/2002
Description:

Edit posts if the claim cannot be processed due to an internal lock condition.  All claims that have this edit posted are automatically re-processed by Suspense Release. 

This is an internal edit that is posted and resolved in a timely automated fashion.

Affected Invoice Types:

Claims Edit Exhibit

Claim Engine

0005
Claims To Be Repro In OmniCaid

Creation Date:
01/14/2004

Revision Date:  
Description:

Claims to be reprocessed in OmniCaid.    This exception was posted to all claims pending in the last cycle in the First Health System and is not used in OmniCaid.
Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0014
FCN Not Valid For Void Or Adjustment Request

Creation Date:
10/01/2000

Revision Date:
09/11/2001


Description:

The Adjustment Reason Code is found in List 4697 (Adjustment Reason Codes Requiring FCN) and the FCN Date or FCN Media or FCN Num is NOT present.

OR 

The Adjustment Reason Code is NOT found in List 4697 (Adjustment Reason Codes Requiring FCN) and the FCN Date or FCN Media or FCN Num is present.

OR 

There is not an entry on the Financial Header Table for the FCN (FCN Date/FCN Media/FCN NUM) entered and the Adjustment Reason Code (List 4697) indicates and FCN is required.

OR 

The Financial Reason Code obtained from the Financial Header Table is NOT in the List 4698 (Financial Reason Codes that are adjustment related).

Special Note: If this edit posts, then no attempt is made to read the claim to be replaced.  Therefore, other adjustment edits that check information from the claim being replaced will not post, i.e. 0177, 0840, 0842, 0843 (with the exception if the provider entered is blank or zeroes), 0845, 0850, 0853, and 0856.  Adjustment edits that are done prior to reading the claim to be replaced (i.e., 0201, 1135, and 0843 (if provider ID entered is blank or zeroes)) may post with edit 0014.

Affected Invoice Types:

 Claims Edit Exhibit
Medical Pricing
0025
Submitted Units Not Consistent With Dates of Service

Creation Date:
 10/01/2000
Revision Date:
 09/26/2005
Description:
The procedure span days indicator is set to “Y” (indicating the dates of service can span days).

AND

The procedure code is found on system list “4471” (Proc With Units vs Date Span Requirements).

AND

The claim line submitted units are not less than or equal to the results of one of the following calculations:

· Last date of service minus first date of service plus one.

OR

· Two times (last date of service minus first date of service plus one).

The system bypasses this exception if the submitted units are one.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Inpatient and Non-Inpatient
0029
Service Not Family Planning Related

Creation Date:
02/08/2002
Revision Date:
07/06/2015 
Description:
The claim primary category of eligibility (COE) code is equal to “029” (Family Planning) and the service is NOT family planning related.

The edit always posts if the claim type is “V” (Home Health), “N” (LTC), “H” (Hospice), “I” (Inpatient), or “D” (Dental) and the COE is “029.”  The edit will post to the header if the claim type is V, W, I or N.  The edit will post to the detail if the claim type is D.

Medical Claims: 

The system examines the procedure code on the line along with the related diagnosis codes; BYPASSING edit if either of the following is true:

· Procedure Code is on system list “4816” (Fam Plan Waiver Procs-DX also Fam Plan) and any related diagnosis is on system list “4732” (Pregnancy Prevention Diagnoses).

· Procedure Code is on system list “4815” (Always Fam Plan Waiver Procs).

The edit will post to the line.

Inpatient Claims:

The system examines the diagnosis codes on the claim.  The edit is BYPASSED if the following is true:

· If ICD Version Code equals 09 and Diagnosis code V25.2 (Sterilization Diagnosis) is found on the claim.

· If ICD Version Code equals 10 and Diagnosis code Z30.2 (Encounter for Sterilization) is found on the claim.

The edit will post to the header.

Outpatient Claims:

The system examines the revenue code, procedure code (if required) and diagnosis codes on the line.  The edit is BYPASSED if either of the following is true:

· The revenue code is contained on system list “4545” (Revenue Codes Related to Family Planning) and any diagnosis code on the claim is on system list “4732” (Pregnancy Prevention Diagnoses).

· Procedure code (regardless of whether a procedure code is required or not) is contained on system list “4815” (Always Fam Plan Waiver Procs).

· Procedure code (regardless of whether a procedure code is required or not) is contained on system list “4816” (Fam Plan waiver Procs-DX also Fam Plan) and any diagnosis on the claim is on system list “4732” (Pregnancy  Prevention Diagnosis).

· If ICD Version Code equals 09 and Diagnosis code V25.2 (Sterilization Diagnosis) is found on the claim.

· If ICD Version Code equals 10 and Diagnosis code Z30.2 (Encounter for Sterilization) is found on the claim.

The edit will post to the line.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation
0032
Provider Type/Claim Type Conflict

Creation Date:
09/27/2001
Revision Date:
08/16/2015
Description:
The claim has been assigned a claim type of Practitioner, but the Billing Provider Type Code is not on system list 4960 ( Provider Types allowed on Clm Ty P)    (Note: this condition occurs when a claim with a Batch Type of HCFA is assigned a claim type of Practitioner by default).

 

OR

 

The claim has been assigned a claim type of Capitation, but the Billing Provider Type Code is not one of the Billing Provider Type Codes listed in the Claim Type Assignment Exhibit within Exhibit A.  (Note: this condition occurs when a claim with a Batch Type of Capitation is assigned a claim type of Capitation by default).

 

OR

The claim has been assigned a claim type of Outpatient (‘O’)_ or MCARE Part B Xover (‘C’), first Date Of Service (DOS) is greater than or equal to the Centennial Care Implementation date (PARM 0100 Subsystem H) and Billing Provider Type is not on system list 4961( Provider Types allowed on Clm Ty O and C).

OR

The claim has been assigned a claim type of Long Term Care (‘N’), first Date Of Service (DOS) is greater than or equal to the Centennial Care Implementation date (PARM 0100 Subsystem H) and Billing Provider Type is not on system list 4962 ( Provider Types allowed on Clm Ty N).

Affected Invoice Types: 

Claims Edit Exhibit
Data Validation – Institutional
0046
Total Revenue Charge Missing/Invalid
Creation Date:
10/01/2000
Revision Date:
08/22/2013
Description:
None of the lines contain a revenue code of “0001” (total charges).

OR

More than one of the line items contains a revenue code of “0001” (total charges).

OR

The line item containing revenue code “0001” (total charges) is not the last line on the claim.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient and Non-Inpatient
0051
Sum of Accommodation Days Does Not Equal Total Covered Days

Creation Date:
10/01/2000
Revision Date:
09/11/2001

Description:
The sum of the submitted units for all the claim revenue codes that match the revenue codes on system list “4490” (Accommodation Revenue Codes) does not equal the covered days.

The system uses the first date of service to access the correct list of accommodation revenue codes.  If the provider rate type is DRG, the system uses the last date of service instead of the first date of service.  A rate type of DRG is identified by the base rate source code of “DO” (Outlier), “DS” (Standard,) or “DT” (Transfer).

The system bypasses this exception if a revenue code of “720” – (Labor Room/Delivery General Classification) is present on any of the claim lines and the sum of the claim line submitted units for the accommodation revenue codes is less than the covered days.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0057
Client Not Eligible For Managed Care

Creation Date:
10/01/2000
Revision Date:
03/05/2001
Description:
Dates of service on the claim do not fall within the managed care lockin span dates.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation –Institutional
0058
Patient Status Conflicts With Type of Bill

Creation Date:
10/01/2000
Revision Date:


Description:
The claim header paitent status code conflicts with  the claim header type of bill as follows:

The last character of type of bill is “1” (Admit Thru Discharge Claim) or “4” (Interim Billing – Last Claim) and the patient status is “30” (Still a Patient), “31” (Still a Patient, State- Assigned) or  “32” (Still a Patient, Waiting Placement).

OR

The last character of type of bill is “2” (Interim Billing – First Claim) or “3” (Continuing Claim) and the patient status is not “30” (Still a Patient), “31” (Still a Patient, State- Assigned) or “32” (Still a Patient, Waiting Placement).

Affected Invoice Types:
Claims Edit Exhibit

Data Validation
0072
Accommodation Revenue Code is Missing

Creation Date:
10/01/2000

Revision Date: 
03/03/2004

Description:
The claim does not contain a line item with a revenue code equal to any of the revenue codes found on system list “4490” (Accommodation Revenue Codes).  The system bypasses this exception when the revenue code is equal to “0720” (Labor Room/delivery General Classification) and the last date of service minus the first date of service equals one. 

Affected Invoice Types:
Claims Edit Exhibit

Data Validation
0075
ICD Surgical Procedure Code Required

Creation Date: 
10/01/2000

Revision Date:
07/23/2014

Description:
One of the revenue codes on the claim line item is equal to “0360” (operating room services) through “0379” (anesthesia), or “0490” (ambulatory surgical care) through “0499,” or “0710” (recovery room) through “0719,” and there is no ICD surgical procedure code present.  

The system bypasses this exception if one of the claim diagnosis codes is equal to “V641” (surgical procedure not performed due to complications).

07/23/14 - System List 4749 replaced diagnosis code “V641” and contains both ICD9 and ICD10 codes. The following codes are in this list:

· V64.1

· Z53.01 

· Z53.09 

· Z53.1 

· Z53.20 

· Z53.21 

· Z53.29 

· Z53.8 

· Z53.9

Affected Invoice Types:
Claims Edit Exhibit

Pricing - Non-Inpatient, and Inpatient Pricing
0076
Claim Dates of Service Span ICD10 Effective Date

Creation Date: 02/06/2015

Revision Date:  
Description:

If the claim header first date of service is less than the ICD10 effective date and the claim header last date of service is greater than or equal to the ICD10 effective date, then the following fields are checked:
o
For medical claims with header DOS that span the ICD-10 effective date on General subsystem system parameter 5050 (10/1/2015), post edit 0076 at the claim line level to any line that has FDOS >= ICD-10 effective date

o
For institutional claims with type of bills 11x, 18x, 21x, or 32x, bypass edit 0076.  Otherwise, if the claim’s header DOS span the ICD-10 effective date on General subsystem system parameter 5050 (10/1/2015), post edit 0076 at the claim header level.  

Note: Pharmacy claims do not contain diagnosis codes, so they are excluded.

Affected Invoice Types:

Claims Edit Exhibit

Medical Pricing
0077
Service Dates Span More Than One Day of Service

Creation Date:
10/01/2000

Revision Date: 
03/05/2001

Description:
The procedure span days indicator is set to “N” (No) indicating the dates of service cannot span days.

AND

The claim line first date of service does not equal the claim line last date of service.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility

0090
Illness Severity Index Invalid

Creation Date:
01/09/03

Revision Date: 
03/18/2004
Description:  No longer used with HIPAA implementation
The Illness Severity Index on the line must be numeric, greater than or equal to zero, and less than “101.”

Affected Invoice Types:


Encounter HCFA or UB claim

Claims Edit Exhibit

Client Eligibility
0091
Managed Care Plan Entry Not Found For First Date of Service

Creation Date:
10/01/2000

Revision Date:
08/24/2005
Description:
The dates of service on the claim overlap one or more managed care enrollment segments; however, no plan exists for the dates of service.

This edit is bypassed when the client is covered under the Behavioral Health Statewide Entity (BHSE) program.

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Inpatient and Non-Inpatient
0092
Allowed Amount Missing/Invalid

Creation Date:
03/07/2004

Revision Date:
 
Description:
Allowed amount is for an encounter is equal to zero and therefore is considered to be missing or invalid.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0093
Newborn Capitation Submitted For Client Over Age Limit

Creation Date:
10/01/2000

Revision Date:
08/07/2002

Description:
The procedure code is “ME001” (procedure codes found on system list “4718”) and the claim line first date of service minus the client birth date is more than two calendar months.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0094
Service Dates Overlap Managed Care Enrollment Period

Creation Date: 
10/01/2000
Revision Date: 
01/01/2014
Description:
The dates of service on the claim overlap the dates of a managed care enrollment period such that:  
1. The claim’s First date of service is covered, but the Last date of service is not covered. 

OR

2. The claim’s First date of service is not covered, but the Last date of service is covered. 

OR

3. The claim’s First date of service is not covered, the Last date of service is not covered, but days in between the First and Last dates of service are covered. 

This edit is bypassed if any of the following is true:

· The client lockin type is equal to PDL.
· The client lockin type is equal to SEB.
· The client lockin type type is equal to PAC and the billing provider type is equal to “705” (PACE).
· The client lockin type is equal to MMD.
· The client lockin type is equal to CCO and the procedure and modifiers appear on the Early Intervention table, then edit 0094 is suppressed for the line:
	Procedure Code
	Modifier 1
	Modifier 2
	Modifier 3
	Modifier 4

	H2000
	HA
	
	
	

	H2000
	TL
	
	
	

	T1027
	TL
	
	
	

	T1027
	TL
	HQ
	
	

	T1027
	TL
	TT
	
	

	T1027
	TL
	TJ
	
	

	T2023
	TL
	
	
	


Affected Invoice Types:
UB-04 

CMS-1500

ADA Dental

Claims Edit Exhibit

Client Eligibility
0095
Retroactive MCO Newborn Capitation Only Allowed for 1-11 months

Creation Date:
03/05/2001

Revision Date: 
08/07/2002

Description:
Capitation claim is submitted with either procedure code “ME002”* (Retroactive MCO Newborn) or “ME005”* (Retroactive IHS Newborn) for a client whose age is greater than 11 months during the dates of service on the claim.

*  These procedure codes are obtained from system list “4720.”

Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Institutional
0096
Invalid Subcapitated Code

Creation Date:
03/03/2004

Revision Date:  
Description:

For Encounters, the sub-capitated code is checked to see if it is “0” (None), “1” (Partial) or “2” (Whole) and if not one of these three codes, the exception Invalid sub-capitated code not = to “0”, “1” OR “2” is posted.  

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0097
Plan Payment Missing/Invalid

Creation Date:
03/03/2004

Revision Date:  
03/30/2014
Description:

Medical Claims and Institutional Claims with Claim Types other than A (Medicare Part A Crossover) and I (Inpatient) :

For DOS prior to Centennial Care Implementation (PARM 0100 Subsystem H), the encounter claim line has a MC paid amount = zero and the procedure pricing code is not “00” (Zero Pricing (Not Covered)), “09”( Maternity Pricing / Other) or “10”( Other Pricing).
This edit is bypassed when pricing process code on the claim is 08, claim type of O (outpatient) or C (Mcare UB Part B Crossover), Type of Bill 013X or 083X, Billing Provider Type 201 or 203 and Header First Date of Service is on or after Date Value on System Parameter 4841.  

For DOS equal to or greater than the Centennial Care Implementation, the encounter claim line has a MC paid amount = zero and the procedure pricing code is not “00” (Zero Pricing (Not Covered)) or  “04” (Bundled Pricing).
The edit is bypassed when any of the following are true:

· If the Copay or TPL exceeds 25% of the billed charge

· The claim was sent in with a line prior payment amount > zero.
· The billing provider type is ‘211’ or ‘212’ AND (Value Code is ‘23’ and Value Code Amount is greater than zero)
· The Patient Liability exceeds 25% of the billed charge.  Reported as value code 23 on the claim.
The edit posts to the line.

            Institutional Claims with Claim Type A (Medicare Part A Crossover) or I (Inpatient):

For DOS prior to Centennial Care Implementation (PARM 0100 Subsystem H, the encounter claim header has a MC paid amount = zero and the procedure pricing code is not “00” (Zero Pricing (Not Covered)), “09”( Maternity Pricing / Other) or “10”( Other Pricing).

For DOS equal to or greater than the Centennial Care Implementation, the encounter claim has a MC paid amount = zero and the procedure pricing code is not “00” (Zero Pricing (Not Covered)) or  “04” (Bundled Pricing).
The edit is bypassed when any of the following are true:

· If the Copay or TPL exceeds 25% of the billed charge

· The claim was sent in with a header prior payment amount > zero.
· The billing provider type is ‘211’ or ‘212’ AND (Value Code is ‘23’ and Value Code Amount is greater than zero)
· The Patient Liability exceeds 25% of the billed charge.  Reported as value code 23 on the claim.
The edit posts to the header.

For all claims, the edit is bypassed for adjustments when the original claim’s Julian date is less than or equal to 09002 (1/3/2009).

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0098
Claim Dates of Service Does Not Match Client Birth Month for Capitation Claim

Creation Date:
04/05/2003

Revision Date:

Description:
Capitation claim can be submitted with only a procedure code of “ME001” (MCO Newborn) for a client within the first two months of birth.

Affected Invoice Types:
Capitation (“M”)

Claims Edit Exhibit

Data Validation – Institutional
0099
Output Encounter W/O Data Record

Creation Date:
03/03/2004

Revision Date:  
Description:

At least one Outpatient line item must exist for an Outpatient encounter claim or the exception “Outpatient encounter submitted without outpatient data record” is posted.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0100
MCO Paid Date Missing or Invalid

Creation Date:
07/01/2009

Revision Date:
06/09/2014


Description:

Edit posts to encounter claims if any of the following are true:

· The c-billed-dt (MCO Paid Date) is greater than the current date

· The c-billed-dt (MCO Paid Date) is less than  Header LDOS

· The c-billed-dt (MCO Paid Date) is not a valid date or is blank

Edit is bypassed if any of the following are true:

· Julian Date is less than or equal to 09181 (June 30, 2009).  

· The billing provider ID is found on System List 4920 (MCO Paid Date Provider Bypass)

· The MCO Provider is 71006010 (Value Options)

· Claim is an adjustment claim and the original claim’s Julian Date is less than or equal to 09181 (June 30, 2009).

This edit posts at the header for all claim types.

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0101
Service Dates Within Managed Care Enrollment Period

Creation Date:
10/01/2000
Revision Date: 
01/29/2010
Description:

The dates of service on the claim fall completely within the dates of an MCO enrollment period.  That is, the From date of service on the claim is equal to or greater than the managed care enrollment begin date and/or the To date of service on the claim is equal to or less than the managed care enrollment end date.

The edit is bypassed if any of the following is true:

· If the billing provider type is 345 and the procedure on a line is specified on System List 4745, then edit 0101 is suppressed for the line.

· If the procedures and modifiers appear on the National table

	Procedure Code
	Modifier 1
	Modifier 2
	Modifier 3
	Modifier 4

	H2000
	HA
	T
	
	

	T2023
	HB
	TL
	HU
	HI

	90801
	HI
	
	
	

	90802
	HI
	
	
	

	90504
	HI
	
	
	

	90805
	HI
	
	
	

	90806
	HI
	
	
	

	90807
	HI
	
	
	

	90808
	HI
	
	
	

	90809
	HI
	
	
	

	90810
	HI
	
	
	

	90811
	HI
	
	
	

	90814
	HI
	
	
	


· Lockin type is “PDL” (Preferred Drug List), “SEB” (Behavioral Health Statewide Entity), or “MMD” (Medical Management – Physician).
· Lockin type is “PAC” (PACE) and billing provider type is “705” (PACE).

· Claim type is “A” (Mcare Part A Crossover)  or “C” (Mcare UB-04 Part B Crossover), Medicare Allowed Amount is greater than zero and the Header First Date of Service is greater than or equal to 7/1/2005.
· Claim is a professional claim with an Admit Date that is prior to the earliest lockin begin date in a string of contiguous MCO enrollment spansthat is prior to the lockin begin date,  and the Place of Service is equal to “21” (Inpatient).
· Claim is a professional claim with an Admit Date that is prior to the lockin begin date,  and the Place of Service is equal to “99” (Other) and Billing Provider Type is “0346” (Lodging Meals) and client’s Lockin Type Code = MCO (SALUD enrollees).

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0102
Service Dates Within Behavioral Health Enrollment Period

Creation Date:
07/09/2007
Revision Date: 
03/06/2012
Description:
The claim is classified as Behavioral Health, and the dates of service on the claim overlap the dates of a Behavioral Health enrollment period such that:  
1. The claim’s First date of service is covered, but the Last date of service is not covered. 

OR

2. The claim’s First date of service is not covered, but the Last date of service is covered. 

OR

3. The claim’s First date of service is not covered, the Last date of service is not covered, but days in between the First and Last dates of service are covered. 

For inpatient and LTC claims that are classified as Behavorial Health, the edit posts when the admission date on the claim falls within the Behavorial Health enrollment period and the billing provider type is 204, 205, 216, 217, 218 or 219.

The table below lists the criteria the system uses to identify Behavioral Health providers and services.  The system examines the header billing provider, first.  If billing provider type, provider specialty, and Other Criteria meet Behavioral Health requirements, then edit 0102 will post to the claim header.  If billing provider does not meet Behavioral Health requirements, then the system examines line item rendering provider.  If rendering provider meets Behavioral Health requirements, then 0102 will post to the claim line.

NOTE:  For claim type B (Medicare Part B Crossovers), edit 0102 never posts at the header level, even when the billing provider meets Behavioral Health requirements.  Instead, the system always posts the edit at the line level when either the billing or rendering providers meet Behavioral Health requirements.

The edit posts to the claim header or claim line.

The edit is bypassed if any of the following is true:

· The claim’s Last date of service is prior to the Behavioral Health implementation date of 07/01/2005.

· Claim type is equal to ‘A’ (Medicare Part A Crossovers), and the Medicare Allowed Amount is greater than zero.  However, if the client is enrolled in the Coordinated Long Term Services (CLTS) program, then the edit will post.

· Claim type is equal to ‘B’ (Medicare Part B Crossovers), and the Medicare Allowed Amount is greater than zero.  However, if the client is enrolled in the Coordinated Long Term Services (CLTS) program, then the edit will post. 

· Claim type is equal to ‘C’ (Medicare UB Part B Crossovers), and  the Medicare Allowed Amount is greater than zero.  However, if the client is enrolled in the Coordinated Long Term Services (CLTS) program, then the edit will post.

Behavioral Health Providers and Services

	Prov

Type
	Prov Specialty
	Prov Type and Specialty Definitions
	Other Criteria

	204
	
	Hospital, Psychiatric Unit in a General Acute Hospital
	

	205
	
	Hospital, Psychiatric
	

	216
	
	Residential Treatment Ctr, JCAHO certified
	

	217
	
	Residential Treatment Center not JCAHO certified
	

	218
	
	Treatment Foster Care Svcs
	

	219
	
	Group Home
	

	221
	100
	Indian Health Services Hospital or Tribal Compacts    Hospital
	Revenue code = 0919

	301
	
	Physician, MD (specialty required)
	Billing or Rendering Provider Specialty = 026, Psychiatry, Board Certified or 047, Psychiatry, Board Certification, Child/Adolescent or 050, Addictionologist

	302
	
	Physician, DO (specialty required)
	Billing or Rendering Provider Specialty = 026, Psychiatry, Board Certified or 047, Psychiatry, Board Certification, Child/Adolescent or 050, Addictionologist

	303
	
	Physician Component for Hospital (specialty required)
	Billing or Rendering Provider Specialty = 026, Psychiatry, Board Certified or 047, Psychiatry, Board Certification, Child/Adolescent or 050, Addictionologist

	304
	
	Physician Component for Residential Provider (specialty required)
	Billing or Rendering Provider Specialty = 026, Psychiatry, Board Certified or 047, Psychiatry, Board Certification, Child/Adolescent or 050, Addictionologist

	313
	
	FQHC 
	Revenue code = 0919

	314
	
	Rural Health Clinic
	Revenue code = 0919

	315
	
	Rural Health Clinic-Hospital Based
	Revenue code = 0900-0919, 0945, 0961

	316
	
	Nurse, CN Practitioner
	Billing or Rendering Provider Specialty = 097, Psychiatric

	342
	
	Intensive Outpatient (IOP)
	

	343
	
	Methadone Clinic
	

	416
	
	Pharmacy
	Prescribing Provider is Provider Type 301-304 and Specialty = 026 or 047 or Prescribing Provider is 204, 431, or 443

	430
	
	Behavioral Health Worker 
	

	431
	
	Psychologist, (Ph.D., Ed.D., Psy.D.)
	

	432
	
	Behavioral Health Agency
	

	433
	
	Clinic, Mental Health Center (DOH certified) CMHC
	

	435
	
	LPCC (Licensed Professional Clinical Counselor*)
	

	436
	
	LMFT (Lic Marr & Family Therapist*)
	

	437
	
	Social Worker, LMSW (Licensed Master's Level SW*)
	

	438
	
	Psychologist School Certified
	

	439
	
	Psychologist Associate Licensed
	

	440
	
	LADAC (Licensed Alcohol & Drug Abuse Counselors)
	

	441
	
	PsychoSocial Rehab & Developmental Delay Service (specialty
	Billing Provider Specialty = 080, Adult Psychosocial Rehab Svcs or 081, Behavioral Mgmt Svcs or 082, Day Treatment Services or 130, ACT or 131, MST or 132, BM ASB Autism Disorder

	443
	
	Psychiatric Clinical Nurse Specialist
	

	444
	
	Social Worker, LISW (Licensed Independent Social Worker)
	

	445
	
	Counselor, Master's Level, licensed
	

	446
	
	Core Service Agency
	

	462
	
	Case Management
	Procedure Code = T1017 with Modifier HE or HK

	921
	
	Counselor, Bachelor's Level
	

	922
	
	Behavioral Health Enhanced Service or Enhanced Service Providers
	

	923
	
	Counselor, Pastoral
	

	924
	
	Counselor, Other
	

	931
	
	Psychologist, Intern for Ph.D.,Ed.D., Psy.D.
	

	932
	
	Psychologist, Bachelor's Level
	

	933
	
	Psychologist, Master's Level, Intern
	

	951
	
	Social Worker, Bachelor's Level
	

	952
	
	Social Worker, Other Master's Level
	

	953
	
	Social Worker, Intern
	


Affected Invoice Types:

1. UB

2. CMS1500

Claims Edit Exhibit
Client Eligibility
0103
Service Dates Within Statewide Coverage Initiative Enrollment Period

Creation Date:
07/09/2007
Revision Date: 
04/25/2008

Description:
The last date of service is greater than 07/01/2005 and client has a SCI lockin span (lockin type SCI, plan C or plan N) for the dates of service.

Affected Invoice Types:

Claims Edit Exhibit

Duplicate Check
0104
Multi Surg Requires MAD Revw

Creation Date: 
10/01/2000
Revision Date: 
11/21/2001
Description:
There is more than one surgical procedure code billed with the same date of service, the same client ID, both providers are ASC type providers, and the multiple surgery indicator on one of the procedure codes is equal to “Y.”

OR

There are more than one anesthesia procedure codes billed on a claim with the same client ID, rendering provider number, and date of service.

Exceptions:

This edit does not post when any of the following is true:

·  One claim line is for an ASC provider and the other is not. 

·  One claim line is for assisted surgery and the other is not.

·  One of the procedure code modifiers is “51.”

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0105
Duplicate Inpatient/Outpatient

Creation Date:
10/01/2000

Revision Date: 
10/08/2007
Description:
This edit is posted at the header level of inpatient claims and at the line level of outpatient claims when the client IDs are equal, the billing provider numbers are equal, and the line first date of service or line last date of service of the outpatient claim equals the first date of service of the inpatient claim or the line first date of service or the line last date of service of the outpatient claim equals the last date of service of the inpatient claim.and the last digit of the type of bill on the inpatient claim is 1 (admit) or 4 (last claim).

This edit is posted to all outpatient claims in process (if the above criteria are met). The edit is posted to Inpatient claims only when the associated outpatient claim already has been paid. During the adjudication cycle, the system performs special processing for each inpatient claim that has exception 0105 posted.  An adjustment request is generated for the conflict outpatient claim with an adjustment reason = “550” resulting in a claim credit to the outpatient claim.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0106
Inpatient Claim Service Dates in Managed Care Enrollment Period

Creation Date: 
10/01/2000
Revision Date: 
04/09/2012
Description:
An inpatient claim is submitted for a client who has a lockin segment (type MCO, PAC or MMD) and the admission date on the claim falls within the lockin enrollment date span.  For lockin type MCO(managed care) the the billing provider type must be 201-203, 221 for the edit to post.

OR

An inpatient claim has a last date of service is greater than 07/01/2005 and the client has a SCI lockin span (lockin type SCI, plan C or plan N) for the DOS.  In this case, the claim is covered under the Statewide Coverage Initiative (SCI).  

OR

An inpatient claim has a last date of service is greater than 09/01/2006 the client has a PAK lockin span (lockin type SCI, plan K) for the DOS. In this case, the claim is covered under the Premium Assistance for Kids program (PAK).

The edit posts to the claim header.

This edit is bypassed for the following managed care lockin types:   

· MMD – Management - Physician

· PAC – PACE , when the billing provider type is 705 (PACE)

· PDL – Preferred Drug List

· SEB – Behavioral Health Statewide Entity (BHSE)

Affected Invoice Types:
1. UB

Claims Edit Exhibit
Client Eligibility
0107
Service Dates Within Premium Assistance for Kids Enrollment Period

Creation Date:
07/09/2007
Revision Date: 
04/25/2008

Description:
The last date of service is greater than 09/01/2006 and the client has a PAK lockin span (lockin type SCI, plan K) for the DOS. In this case, the claim is covered under the Premium Assistance for Kids program (PAK).

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0108
TPAK Client is 18 or Older

Creation Date:
11/15/2007
Revision Date: 
04/25/2008

Description:
The TPAK (Transitional Premium Assistance for Kids) client is over the age limit for TPAK eligibility as of the date of service of the claim. TPAK clients must be less than 18 years old. 

Affected Invoice Types:

Claims Edit Exhibit
Duplicate Check
0109
Surgery Follow-Up Covers Serv

Creation Date:
10/01/2000
Revision Date: 
09/11/2001
Description:
The follow-up service billed should have been part of the surgery billing. The following conditions must be true when comparing a current and previously paid claim: 

This edit posts when a medical procedure code for a follow-up office visit per system list “4599” is billed within the span of days between the first date of service and the follow-up date of another claim with a surgical procedure, the rendering provider numbers are equal, and the first three digits of the primary diagnosis codes are equal (practitioner claims only).  The follow-up date is calculated by adding the post-op days from the Reference database to the line item procedure’s first date of service.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0110
Service Dates Within Coordinated Long Term Care Enrollment Period

Creation Date:
08/01/2008
Revision Date: 
12/19/2011
Description:
The dates of service on the claim fall completely within the dates of a Coordinated Long Term Care (CLTS) enrollment period.  That is, the From date of service on the claim is equal to or greater than the CLTS enrollment begin date and/or the To date of service on the claim is equal to or less than the CLTS enrollment end date.

The edit posts to the claim header or claim line.

The edit is bypassed if any of the following is true:

· The claim, or claim line, is classified as Behavioral Health (see edit 0102).  The edit will post if the the claim type is “A” (Mcare Part A Crossover), “B” (Mcare Part B Crossover), or “C” (Mcare UB Part B Crossover).

· Claim type is “W” (HCBS Waiver) or “X” (HCBS Case Mgmt Assmt), billing provider type is 344 and billing provider specialty is 069 or 078, and a LTC span for FDOS exists for the client with setting of care MIV or TRV.
· Claim type is “X” (HCBS Case Mgmt Assmt) and the primary COE is “090” (HCBW AIDS), “095” (HCBW MED FRAGILE) or “096” (HCBW DEV DIS).

· The billing provider type is 463 and the procedure on a line is T1028.

· The claim is a professional claim with an Admit Date that is prior to the earliest lockin begin date in a string of contiguous CLTS enrollment spans and the place of service = 21 (Inpatient).
· The claim is an inpatient claim
· The Billing Provider = 55821065
· The claim is a CMS1500 claim and procedure code is T2025 or S5190
Affected Invoice Types:

1. UB

2. CMS1500

3. Dental

Claims Edit Exhibit
Client Eligibility
0111
Hospital Stay Before MCO Enrollment

Creation Date:
10/01/2000
Revision Date:
07/29/2010
Description:
An inpatient claim is submitted for a client who has a managed care lockin segment and the dates of service on the claim overlap a managed care enrollment period and the admission date on the claim does not fall within a managed care segment.

This edit is bypassed when:

· The lockin type is equal to “PAC” (PACE).

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0112
Date of Service Cannot Span Across Months


Creation Date:
10/01/2000
Revision Date: 
11/30/2004
Description:
The claim header first date of service month is not equal to the claim header last date of service month.

OR

The claim header first date of service year is not equal to the claim header last date of service year.

Only the following billing provider types apply to this edit:

· “211”   (Nursing Facility, Private)

· “212”   (Nursing Facility, State)

· “213”   (Hospital, Swing Bed)

· “214”   (ICF MR Private)

· “215”   (ICF MR State Owned)

· “216”   (Residential Treatment Center - JCAHO)

· “217”   (Residential Treatment Center – Not JCAHO)

· “218”   (Treatment Foster Care Services)

· “362”   (Hospice)

· “701”   (Salud HMO Federally Qualified)

· “702”   (Salud HMO NonFederal Qualified)

· “703”   (Salud Native Amer HMO Fed Qual)

· “704”   (Salud Native Amer HMO Non-Fed)

· “705”   (PACE)

For hospice claims (claim type = “H”), the system bypasses this exception unless one of the claim’s revenue codes is “0658” or “0659.”

For Capitation claims (CT = “M”), this can be posted to the header and the line.  The exception is only eligible to post to the header if the Header Last Date of Service is after 11/30/2004.  

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0113
Admit Date/From Date Cnfl

Creation Date:
10/01/2000
Revision Date:
06/04/2015
Description:
The admission date is not within 3 days of the first date of service and the the provider has an institutional rate of F (DRG) for DOS.

OR

The provider does NOT have an institutional rate of F (DRG) for DOS and the admit date is more than 1 day greater than the FDOS.

This edit is bypassed if admission date is 0001-01-01 (low values).

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0114
Admit Source Invalid

Creation Date:
10/01/2000
Revision Date:


Description:
The source of admission is missing from the claim.

OR

The source of admission is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0115
Inpatient Claim Service Dates In Coordinated Long Term Care Enrollment Period

Creation Date:
08/01/2008
Revision Date: 
08/27/2008

Description:
An inpatient claim is submitted for a client who has a Coordinated Long Term Care lockin segment with lockin type equal to ‘LTC’ and the admission date on the claim falls within the lockin enrollment date span.  

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Line
0117
Mod 1 Invalid

Creation Date: 
10/01/2000
Revision Date:
11/27/2012
Description:
The first procedure code modifier either does not exist on the modifer table or the last date of service on the claim line is before the modifier begin date or after the modifer end date.  

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0118
MCare Allowed Amt Cnfl

Creation Date:
10/01/2000
Revision Date: 
01/27/2014
Description:
For claim Types A and C:

· TheMedicare coinsurance amount on the claim plus the Medicare deductible amount plus the psych reduction amount plus the Medicare paid amount plus the Medicare Patient Responsibility amount on the claim is NOT within $10.00 (plus or minus) of the Medicare allowed amount.  The Medicare amounts are header amounts.  

· For electronic claims, if the MC allowed amount is NOT within $10 of MC coinsurance plus MC deductible plus MC amount paid plus MC patient responsibility amount plus MC psych reductionand the claim is more than one year old, 10% is taken from the MC allowed amount.  If MC coinsurance, MC deductible, MC patient responsibility amount, MC psych reductionand MC paid amounts are not within $10 of the new MC calculated allowed amount, the edit posts.  If the claim is not more than a year old, and the MC coinsurance plus deductible plus MC paid amount plus MC patient responsibility plus MC psych reduction is NOT within $10 of the MC allowed amount, the edit posts.

· For Exam Entered or Web entered claims (Media Source code of “8” or “9”), 

1. If the Medicare allowed amount is greater than zero 

AND the Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility amount plus Medicare psych reduction is within $10.00 of the Medicare allowed amount, bypass the edit.

2. If the Medicare allowed amount is greater than zero

AND the Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility plus Medicare psych reduction amount is NOT within $10.00 of the Medicare allowed amount, post the edit.

3. If the Medicare allowed amount is equal to zeros

AND the Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility amount plus Medicare Psych Reduction is less than or equal to the submitted amount, compute the Medicare allowed amount equal Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility amount plus Medicare Psych Reduction and bypass the edit.

4. If the Medicare allowed amount is equal to zeros

AND the Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility amount plus Medicare Psych Reduction is greater than the submitted amount, compare the Medicare coinsurance to the result of twenty percent of the Medicare coinsurance plus Medicare paid amount plus Medicare patient responsibility plus Medicare Psych Reduction.  If the amount is plus or minus $1.00 then compute the Medicare allowed amount equal Medicare coinsurance plus Medicare deductible plus Medicare paid amount plus Medicare Patient Responsibility amount  plus Medicare Psych Reduction and bypass the edit.

5. Post the edit.

For Claim Type B:  

· TheMedicare coinsurance amount on the claim plus the Medicare deductible amount plus the psych reduction amount plus the Medicare paid amount plus the Medicare Patient Responsibility amount on the claim is NOT within $10.00 (plus or minus) of the Medicare allowed amount.  The Medicare amounts are line amounts.  

· If the MC allowed amount is NOT within $10 of MC coinsurance plus MC deductible plus MC amount paid plus MC patient responsibility amount plus MC psych reductionand the claim is more than one year old, 10% is taken from the MC allowed amount.  If MC coinsurance, MC deductible, MC patient responsibility amount, MC psych reductionand MC paid amounts are not within $10 of the new MC calculated allowed amount, the edit posts.  If the claim is not more than a year old, and the MC coinsurance plus deductible plus MC paid amount plus MC patient responsibility plus MC psych reduction is NOT within $10 of the MC allowed amount, the edit posts.

The edit posts to the header for claim type A and C and to the line for claim type B.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Medical
0119
Tooth Surface Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
Dental Claims:

The line item tooth surface on the claim is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0120
Billing Prov is Missing

Creation Date: 
10/01/2000
Revision Date:


Description:
The billing provider number is equal to zero or spaces, indicating that the provider number is missing.

For encounter claims, the system evaluates the Network provider number.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Line
0121
Mod 2 Invalid

Creation Date: 
10/01/2000
Revision Date:
11/27/2012
Description:
The second procedure code modifier either does not exist on the modifer table or the last date of service on the claim line is before the modifier begin date or after the modifer end date. 

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0122
Capitation Vs FFS Duplicate

Creation Date:
07/11/2011

Revision Date: 
03/03/2014
Description:
This edit is posted at the header level of capitation claims when the plan type of the capitation is L(COLTS) or S(Salud) or M(Standard Centennial Care Org)and a FFS claim with type I, O, N, P, D, L, S, V, T, A, B, C, W, H, or X exists where the client IDs are equal and the claims have overlapping DOS.  During the adjudication cycle, the system performs special processing for each capitation claim that has exception 0122 posted.  An adjustment request is generated for the conflict FFS claim with an adjustment reason = “550” resulting in a claim credit to the FFS claim.

This edit is bypassed if: 

· The the plan type of the capitation is L (COLTS) and the FFS claim is a Mi Via Waiver Claim (claim type W or X, billing provider type 344 with specialty 069 or 078 or billing provider type 463).
· The plan type on the capitation is M (Centennial Care) 
AND 
the FFS claim is a  Waiver Claim (claim type W or X, billing provider type 344) and 
client's primary COE = 096 OR 095, 
OR 
the FFS claim’s billing provider type is 345 ,
OR

the FFS claim’s line item procedures and modifiers appear on the Early Intervention table 
T2023/TL
T1027/TL
T1027/TLHQ
T1027/TLTT
T1027/TLTJ
H2000/TL
H2000/HA
Affected Invoice Types:
CMS-1500

Claims Edit Exhibit
Data Validation – Medical and Institutional
0123  
Mod PA, PB and PC Invalid

Creation Date: 
09/04/11
Revision Date:

Description:
The claim line was billed with either PA, PB, or PC.  

The edit posts to the line for all claim types.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0124
FDOS is Missing

Creation Date: 
10/01/2000
Revision Date:


Description:
All UB-04 Claim Types:

The claim statement from coverage date is missing.

All Other Claim Types:

The line item first date of service is missing.

Claims Edit Exhibit
Data Validation – Institutional and Medical
0125
FDOS is less than 1/1/1964

Creation Date: 
10/13/2006
Revision Date:


Description:
All UB0-92 Claim Types:

The claim statement from coverage date is less than 1/1/1964.

All Other Claim Types: 

The line item first date of service is less than 1/1/1964.
Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Institutional and Medical
0126
FDOS After LDOS

Creation Date: 
10/01/2000
Revision Date:


Description:
All UB-04 Claim Types, Financial Transactions:

The header level from date in the statement covers period/first date of service is greater than the header level through date/last date of service.

All Other Claim Types:

The line item first date of service is greater than the line item last date of service.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0127
LDOS After Batch Date

Creation Date:
10/01/2000
Revision Date:
03/08/2005

Description:
All UB-04 Claim Types, Medicare Part A:

The header through date in the statement covers period/last date of service is greater than the batch date.

Medicare Part B (Claim Types B & C):

The header through date is greater than 90 days of the batch date.

All Other Claim Types:

The line item last date of service is greater than the batch date.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0128
Service Dates Within Centennial Care Enrollment Period

Creation Date:
01/01/2014
Revision Date: 
01/11/2016
Description:

The dates of service on the claim fall completely within the dates of a Centennial Care (CCO) enrollment period.  That is, the From date of service on the claim is equal to or greater than the Centennial Care enrollment span begin date and/or the To date of service on the claim is equal to or less than the Centennial Care enrollment span end date.

OR

For an inpatient claim, the admission date on the claim falls within the Centennial Care (CCO) enrollment span begin and end dates.

The edit is bypassed if any of the following is true:

· Billing provider type is equal to “214” (ICF MR Private) or “215” (ICF MR State Owned)

· Claim type is “W” (HCBS Waiver) or “X” (HCBS CMA) and claim primary COE is equal to “095” (HCBW-Medically Fragile) or “096” (HCBW-Developmentally Disable)

· Billing provider type is “345” (Schools) then edit 0128 is suppressed for the line.

· Claim type is “P” or “B”, Place of Service is 21 or 52, Admit date is not within the enrollment dates for the CC enrollment span, and discharge date is greater than or equal to FDOS and LDOS.  

· If the procedure and modifiers appear on the Early Intervention table below (which is hard-coded in program NMDC8420), then edit 0128 is suppressed for the line:  Any changes to this table will need to be submitted via a numbered memo.
	Procedure Code
	Modifier 1
	Modifier 2
	Modifier 3
	Modifier 4

	H2000
	HA
	
	
	

	H2000
	TL
	
	
	

	T1027
	TL
	
	
	

	T1027
	TL
	HQ
	
	

	T1027
	TL
	TT
	
	

	T1027
	TL
	TJ
	
	

	T2023
	TL
	
	
	


Affected Invoice Types:

UB-04 

CMS-1500

ADA Dental
 Claims Edit Exhibit
Data Validation – Common Header
0129
Client ID is Missing

Creation Date:
10/01/2000
Revision Date:


Description:
The client ID is missing.
Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Common Header
0130
Client DOB is Mis or Inv

Creation Date:
10/01/2000
Revision Date:


Description:
The client date of birth is missing or not a valid date format.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0131
Billing Prov Sig Missing or Invalid

Creation Date:
10/01/2000
Revision Date: 
09/11/2001
Description:
The provider signature indicator is set not equal to “Y” (provider signature entered).
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Line
0132
Sub Chrg is Missing

Creation Date: 
10/01/2000
Revision Date:
06/24/2013
Description:
The line item submitted charge is missing.

The edit is bypassed if the procedure code is on system list 4751 (Bypass Procs for Edit 0132).  

The edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical
0133
EPSDT Indicator is Invalid


Creation Date: 
10/01/2000
Revision Date:
03/16/2004

Description:

The EPSDT code is not equal to spaces or a ’Y’ or ‘N’.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation
0134 Encounter Received Date Not Present


Creation Date:
11/03/2014


Revision Date:


Description:

The claim is an encounter claim and the encounter received date is not present.  

The edit will bypass if the claim was received before 12/1/2014.   

The edit posts to the header for all claim types.

Affected Invoice Types:

Claims Edit Exhibit
Final Adjudicator
0135
Claim Priced at Zero

Creation Date: 
04/16/2002
Revision Date:
06/24/2013
Description:

The claim has a final status of “to be paid” and the total reimbursement amount calculated for the claim is equal to $0.00.

The edit is bypassed if all the procedure codes on the claim are on system list 4751 (Bypass Procs for Edit 0132).  

The edit posts to the header for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0140
Client Not Found - Recycle

Creation Date: 
10/01/2000
Revision Date: 
10/17/2011

Description:
The client ID is present, but the system cannot find a matching client entry.  The claim is eligible for recycling.  The system posts edit 0140 based on the following criteria:

Claim attachment codes are NOT equal to:

· “58”  (Presumptive Eligibility)

· “61” (CMS Authorization)

· “62”  (Medical Services Authorization)

· “63”  (Title XX Medical Services Auth)

· “68”  (Alien Emergency)

AND

The prior authorization on the claim does NOT have a prior authorization type of CMS.  

AND

The client does NOT have an effective authorization covering the claim from and through dates on the eligibility guarantee database that approves the service.
AND

The current date minus the claim last date of service is less than or equal to the number of days maintained on system parameter “4590” (Recycle Days).  See Notes.

Notes: 

1. If the claim last date of service is greater than the claim batch date, then edit 0141 will post instead of edit 0140.  

2. If system parameter “4590” cannot be found (due to it not being present or due to the claim having an invalid first date of service), then edit 0141 will post instead of edit 0140.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0141
Client Not Found

Creation Date: 
10/01/2000
Revision Date: 
10/17/2011
Description:
The client ID is present, but the system cannot find a matching client entry.  The system posts edit 0141 based on the following criteria:

Claim attachment codes are NOT equal to:

· “58”  (Presumptive Eligibility)

· “61” (CMS Authorization)

· “62”  (Medical Services Authorization)

· “63”  (Title XX Medical Services Auth)

· “68”  (Alien Emergency)

AND

The client does NOT have an effective authorization covering the claim from and through dates on the eligibility guarantee database that approves the service.
AND

The current date minus the claim header last date of service is greater than the number of days maintained on system parameter “4590” (Recycle Days).  See Notes.

Notes: 

1. If the claim is eligible for recycling, but the last date of service is greater than the claim batch date, then edit 0141 will post instead of edit 0140.  

2. If system parameter “4590” cannot be found (due to it not being present or due to the claim having an invalid first date of service), then edit 0141 will post.

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0142
Client Not Eligible - Recycle

Creation Date:
10/01/2000
Revision Date:
10/17/2011

Description:
The client has no eligibility spans covering any dates of service.  The claim is eligible for recycling.  The system posts edit 0142 based on the following criteria:

Claim attachment codes are NOT equal to:

· “58”  (Presumptive Eligibility)

· “61” (CMS Authorization)

· “62”  (Medical Services Authorization)

· “63”  (Title XX Medical Services Auth)

· “68”  (Alien Emergency)

AND

The prior authorization on the claim does NOT have a prior authorization type of CMS.  

AND

The client does NOT have an effective authorization covering the claim from and through dates on the eligibility guarantee database that approves the service.
AND

The current date minus the claim header last date of service is less than the number of days maintained on system parameter “4590” (Recycle Days).  See Notes.

Notes: 

1. If the claim is eligible for recycling, but the last date of service is greater than the claim batch date, then edit 0143 will post instead of edit 0142.  

2. If system parameter “4590” cannot be found (due to it not being present or due to the claim having an invalid first date of service), then edit 0143 will post instead of edit 0142.

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0143
Client Not Eligible – Eligibility Before DOS

Creation Date:
10/01/2000
Revision Date: 
10/17/2011
Description:
The COE span table is read for candidate eligibility.  The client has no eligibility spans covering from and through dates of service.  The system posts edit 0143 based on the following criteria:

The client has eligibility before the date of service.

AND

Claim attachment codes are NOT equal to:

· “58”  (Presumptive Eligibility)

· “61” (CMS Authorization)

· “62”  (Medical Services Authorization)

· “63”  (Title XX Medical Services Auth)

· “68”  (Alien Emergency)

AND

The client does NOT have an effective authorization covering the claim from and through dates on the eligibility guarantee database that approves the service.
AND

The current date minus the claim header last date of service is greater than the number of days maintained on system parameter “4590” (Recycle Days).  See Notes.

Notes: 

1. If the claim is eligible for recycling, but the last date of service is greater than the claim batch date, then edit 0143 posts instead of edit 0142.  

2. If system parameter “4590” cannot be found (due to it not being present or due to the claim having an invalid first date of service), then edit 0143 will post.

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0144
Client Not Eligible  - Eligibility After DOS

Creation Date:
12/30/2004
Revision Date: 
10/17/2011
Description:
The COE span table is read for candidate eligibility.  The client has no eligibility spans covering from and through dates of service.  The system posts edit 0144 based on the following criteria:

The client has eligibility after the date of service.

AND

Claim attachment codes are NOT equal to:

· “58”  (Presumptive Eligibility)

· “61” (CMS Authorization)

· “62”  (Medical Services Authorization)

· “63”  (Title XX Medical Services Auth)

· “68”  (Alien Emergency)

AND

The client does NOT have an effective authorization covering the claim from and through dates on the eligibility guarantee database that approves the service.
AND

The current date minus the claim header last date of service is greater than the number of days maintained on system parameter “4590” (Recycle Days).  See Notes.

Notes: 

1. If the claim is eligible for recycling, but the last date of service is greater than the claim batch date, then edit 0144 posts instead of edit 0142.  

2. If system parameter “4590” cannot be found (due to it not being present or due to the claim having an invalid first date of service), then edit 0144 will post.

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility
0145 Client not Eligible – No qualifying Managed Care Lock-in

Creation Date:
04/25/2008
Revision Date: 

Description:
Client has eligibility (active COE span) only for SCI (062-064) or PAK (071/2) but does not have an “SCI” lock-in span for the dates of service of the claim.

For PAK the system will look for a SCI lockin, plan type K

For SCI the system will look for a SCI lockin, plan type C or N.
Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility

0146
Client Not Found – Presumptive Eligibility Attachment

Creation Date:
10/01/2000
Revision Date:
10/17/2011
Description:
The client ID is present, but the system cannot find a matching client entry and one of the claim attachment codes is “58” (Presumptive Eligibility).

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0147
Admit Type Invalid

Creation Date:
10/01/2000
Revision Date: 
04/14/2006
Description:

Inpatient Claims:

The admit type is not a valid value or is equal to spaces.  Please refer to OmniAdd for a list of valid values.

Outpatient Claims:

The admit type is greater than spaces and is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0148
Rev Code is Mis 

Creation Date: 
10/01/2000
Revision Date:


Description:
The line item revenue code is missing.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0149
Client Has Partial Eligibility

Creation Date:
10/01/2000
Revision Date: 
06/01/2007
Description:
The client eligibility spans that cover some time during the claim service period, but the spans do not cover the entire period between the first date of service and the last date of service.

The system bypasses this exception if the provider’s institutional rate type (charge mode) code is “F” (Diagnostic Related Group), the claim type is “I” (inpatient) or “A” (Medicare Part A Crossover), and the client is eligible on the last date of service.

Note:  Please refer to the Client Eligibility narrative for a more detailed explanation of this process.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation - Medical
0150
Place of Serv is Mis or Inv

Creation Date:
10/01/2000
Revision Date:


Description:
The place of service on the claim line item is missing or not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0155
LDOS is Missing

Creation Date: 
10/01/2000
Revision Date:


Description:
All UB-04 Claim Types:

The claim statement through coverage date is missing.

All Other Claim Types:

The line item last date of service is missing.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0156
Billed Dt Greater Than Batch Dt


Creation Date: 
10/01/2000
Revision Date: 
01/02/2002

Description:

The billed date on the claim is greater than the batch date.

Note:  Billed date is defaulted to last date of service if billed date is not entered on claim.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation Institutional and Claim Type Assignment
0157
LI Count is Inv

Creation Date: 
10/01/2000
Revision Date: 
09/11/2001
Description:
The claim line item count is zero or the claim line item count is greater than maximum number of line items on the claim.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0158
Billing Date Is Before LDOS


Creation Date:
10/01/2000
Revision Date:


Description:

The billed date on the claim is before the header last date of service.

OR

The billed date on the claim is before the line item last date of service.

The system bypasses this exception if the billed date is equal to the batch date.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Common Line
0159
EOB LI Invalid







Creation Date:
10/01/2000

Revision Date: 
09/11/2001

Description:
The line item EOB code was not found on the reference EOB text database.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0160
Total Clm Chrg Cnfl

Creation Date:
10/01/2000
Revision Date:
12/20/2011
Description:
The sum of the line item submitted charges is not equal to the total submitted charges or the sum of the line item non-covered charges is not equal to the total non-covered charges.  The total submitted charges and total non-covered charges are keyed on the line item of the claim associated with revenue code “0001.”

The sum of the line item submitted charges does not add up to the total claim charge.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation - Medical
0161
Sequence Number Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
For all multiple occurring data (i.e., base rate change data, occurrence codes, value codes) the system keeps an internal sequence number to represent the sequence of the given occurrence within the particular type of data.  The edit posts if the sequence number exceeds the allowed number of occurrences for that type of data or the sequence number is not numeric.  

This situation represents an internal system problem, please contact the systems support group.

Affected Invoice Types:

0162
Other Pyr Pymt Does Not Balance  

Creation Date: 
10/17/2011

Revision Date:
06/04/2015
Description:

If line level COB is present, the sum of the 2400 SVC203 loop (C-TOT-CHRG-AMT) must equal the sum of the amounts in loop 2430 CAS Service Line Adjustments (C-CAS-AMT) + sum of the amounts in loop 2430 SVD02 Service Line Paid Amount (C-LI-PYR-PYMT-AMT).

If no line level COB is present, the header amounts must balance.  Loop 2300 CLM02 Total Claim Charge Amount (
C-TOT-CHRG-AMT) must equal the sum of the amounts in Loop 2300 CAS Header Service Adjustments (C-CAS-AMT) + Loop 2320 AMT Claim Paid Amount (C-COB-PYR-PYMT-AMT).  

The summed amounts are accumulated for all the payers on the claim.

This edit applies to only 5010 claims.

The exception posts at the header.

Note that COB and CAS amounts posted to the claim by Omnicaid are not included in the edit calculations.  These CAS values are identified by Payer Id NMMAD.


For Omnicaid balancing, if the sum (based on how the prior payment info was sent, i.e. at the line or the header) does not balance, then the most recent payer will be the one used for balancing and that the most recent payer will be identified according to:

1.  First attempt to use the payer sequence code hierarchy of primary, secondary, tertiary; with the payer lowest in the hierarchy being the most recent payer.  The most recent payer's payment amount must then balance.

2.  If there are more than one payer identified with the same payer sequence code, choose the payer whose filing code identifies the payer as Medicare (MA or MB) and use that payer to balance.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0163
LI DOS Outside From/Thru Dates

Creation Date: 
10/01/2000
Revision Date:
04/22/2005

Description:
The line item date of service on the claim is less than the statement from coverage date or greater than the statement through coverage date.

This edit posts to the header for inpatient claims only.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Common Header

0164
Claim Type Match List Parm 4463

Creation Date: 
10/01/2000
Revision Date: 
09/11/2001

Description:

The claim type is equal to one of the claim types stored on system list “4463” (Claim Types to Get Exception = 0164) for claims with dates of service equal to or within the system list effective dates.  This edit is used to super-suspend all claims of a given claim type.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0165
MCare Provider ID Mis or Inv

Creation Date:
10/01/2000
Revision Date: 
09/11/2001
Description:
All Automatic Crossover Claim Types:

The Medicare billing provider ID is missing or not on the provider master database.  The system attempts to access the provider master database using the Medicare provider ID.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0167
Admit Date is Missing

Creation Date:
10/01/2000
Revision Date:


Description:
The admit date is missing.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0168
Medicare Line Denied

Creation Date:
09/26/2002
Revision Date:


Description:
The Medicare allowed amount is equal to zero.  

Affected Invoice Types:
Posts to the line.  Affects type B and C.

Claims Edit Exhibit
Data Validation – Common Header
0169
MCare Allowed Amt is Zero

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The Medicare allowed amount on the claim is zero. 
Affected Invoice Types:
Claims Edit Exhibit
Data Validation –Medical and Non-Inpatient Pricing
0172
Proc Missing

Creation Date: 
10/01/2000
Revision Date: 
07/08/2013
Description:
Outpatient and Medicare UB-04 Part B Crossover Claims:

The line item procedure code is equal to spaces or zero.  The procedure code required indicator is equal to “Y” or the revenue code is on system list “4540” or the revenue code is on system list “4543” or the revenue code is on system list “4822” or the revenue code is on system list “4932” and the line DOS is greater than or equal to 12/1/2009.

OR

The line item procedure code is equal to spaces or zeros and the Billing Provider type = “447” (dialysis), the revenue code = 0634, 0635, or 0636 and the line Dos>= 11/1/06 .

The edit will be bypassed for OPPS claims.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.
All Other Claim Types:

The line item procedure is equal to spaces or zero.
Note:  Outpatient claim type is part of this logic in order to perform the pricing logic for these claim types.  Revenue Codes on system list 4822 require procedure, but will not price by procedure code.

The edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Common Header

0175
Header Level Override Location Code Inv

Creation Date:
10/01/2000
Revision Date:


Description:

The header-level override location code does not have a matching location text row on the Reference database.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0176
Tobacco Cessation Sessions Not Allowed

Creation Date:
10/29/2012
Revision Date:
01/26/2016
Description:
Procedure Code equals 99406 or 99407

Bypass if:

· The claim primary category of eligibility (COE) code is equal to “030” (Med Assist – Pregnant Women) or “035” (Pregnancy – Related)

or

· The client’s age is < 21

The edit will post to the header.

Affected Invoice Types:
CMS1500 and non-inpatient UBs

Claims Edit Exhibit
Data Validation – Common Adjustment
0177
Replcmt/Cred of Denied Clm

Creation Date: 
10/01/2000
Revision Date:


Description:
The TCN on the credit or replacement request matches a claim in history that has been denied.
Affected Invoice Types:
Data Validation – Institutional and Medical
0179
Duplicate Mods Not Allowed

Creation Date:
09/30/2013

Revision Date:  

Description:

If the claim line contains a value in modifier fields 1-4 which is a duplicate to a value in modifier fields 1-4 on the same line, post the exception to the line.
The edit does not compare fields with blanks.
            
Affected Invoice Types:


CMS-1500

UB

Claims Edit Exhibit
Data Validation - Institutional
0181
1st Condition Code Invalid

Creation Date:
10/01/2000
Revision Date: 
09/11/2001

Description:
The first condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0182
Missing or Invalid Covered/Non-Covered Days 

Creation Date:
10/01/2000
Revision Date: 
08/16/2015
Description:
Inpatient or LTC Claims:

The through date of service minus the from date of service must be within three days of the covered days plus the non-covered days – if patient status equals 30 one day is added, otherwise the edit will post.

If it’s an Encounter claim with Claim Type N, Billing Provider Type ‘211’ or ‘213’, and if any claim line contains a therapy revenue code of 0420-0449, then the exception will be bypassed.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0184
Hospice Units of Serv Invalid

Creation Date:
10/01/2000
Revision Date:


Description:
The line item revenue code on the claim is equal to “652” and the associated units of service are less than “8” or greater than “24.”

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0185
Hospice Subm Units GT Tot Days

Creation Date:
10/01/2000
Revision Date:
03/03/2004

Description:
The patient status on the claim is equal to “30” (Still patient) and the line item submitted units of service associated with revenue code “0658” or “0659” is greater than the statement through coverage date minus statement from coverage date plus one. 

OR

The patient status on the claim is NOT equal to “30” (Still patient) and the line item submitted units of service associated with revenue code “0658” or “0659” is greater than the statement through coverage date minus statement from coverage date.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Common Header

0187
Header EOB Invalid

Creation Date:
10/01/2000
Revision Date:


Description:

One or both of the header override EOB codes does not have a matching EOB row on the Reference database.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0188
Patient Status Invalid

Creation Date: 
10/01/2000
Revision Date: 
08/11/2014
Description:
This edit sets when the patient status is missing or not a valid value for the claim type.

Home Health, Inpatient, or Outpatient Claims:

The patient status entered on the claim must be one of the following values:

· “01”   (Discharge to Home or Self Care)

· “02”   (Discharged/Transferred to Another Short Term Hospital)

· “03”   (Discharged to a Skilled Nursing Facility)

· “04”  (Discharged to a facility that provides custodial or supportive care)

· “05”   (Disch Trans Can Cntr Chld Hosp)
· “06”   (Discharged to Home under Organized Home Health Care Program (HCBS))

· “07”   (Left Against Medical Advice)

· “20”   (Expired)

· “21” (Discharged / transferred to Court/Law Enforcement)
· “30”   (Still Patient)

· “40”   (Expired at Home)

· “41”   (Expired in Medical Facility)

· “42”   (Expired Place Unknown)

· “43”   (Discharged/Transferred to a Federal Hospital)

· “50”
 (Hospice – Home)

· “51”  
 (Hospice – Medical Facility)

·  “61” (Discharged/transferred within this institution to hospital-based Medicare      approved swing bed)

· “62” (Discharged/transferred to another rehabilitation facility (IRF) including rehabilitation distinct part units of a hospital)

· “63”   (Discharged/transferred to a certified long term care hospital (LTCH))

· “64”  (Discharged/transferred to a nursing facility certified under Medicaid but not certified under Medicare)

· “65” 
(Discharged/transferred to a psychiatric hospital)

· “66” (Discharged / transferred to a Critical Access Hospital)
· “69” (DISCHTRANS DISASTER ALT CARE)
· “70” (  Discharged/Transferred Other Type Inst)

· “81” (DISCHHOME SELF ACUTE CARE INP)

· “82” (DISTRN ACUTECARE SHORTTERM GH)

· “83” (DISTRN ACUTECARE CERTIFI SNF)

· “84” (DISTRN ACUTECARE CUSTODL SUPPT)

· “85” (DISTRN ACUTECARE CANCERCHLDHSP)

· “86” (DISTRN ACUTECARE CAREHHSERVORG)

· “87” (DISTRN ACUTECARE COURT LAW ENF)

· “88” (DISTRN ACUTECARE FED HLTH CARE)

· “89” (DISTRN ACUTECARE APPR SWINGBED)

· “90” (DISTRN ACUTECARE INPREHABFCLTY)

· “91” (DISTRN ACUTECARE MEDCERTIF LTC)

· “92” (DISTRN ACUTECARE NON-CERT LTC)

· “93” (DISTRN ACUTECARE PSYCHHSP)

· “94” (DISTRN ACUTECARE CRIT ACCESS)

· “95” (DISTRN ACUTECARE ANTHER TYP HI)

In addition to those values above, Hospice claims (type of bill 81X and 82X) can also be one of the following values:

· “40”   (Expired at Home)

· “41”   (Expired in Medical Facility)

· “42”   (Expired Place Unknown)

· “50”
 (Hospice – Home)

· “51”  
 (Hospice – Medical Facility)

In addition to those values above, outpatient claims can have spaces or “00” as a valid status.

Long Term Care (LTC) Claims:

LTC claims must be one of the following values:

· “01”   (Discharged to Home)

· “02”   (Discharged/Transferred to Another Short Term Hospital)

· “03”   (Discharged/Transferred to Skilled Nursing Facility)

· “04”  (Discharged to a facility that provides custodial or supportive care)

· “05”   (Disch Trans Can Cntr Chld Hosp)
· “06”   (Discharged/Transferred to organized Home Health Care Program (HCBS))

· “07”   (Left Against Medical Advice)

· “20”   (Expired)

· “21” (Discharged / transferred to Court/Law Enforcement)
· “30”   (Still a Patient)

· “40”   (Expired at Home)

· “41”   (Expired in Medical Facility)

· “42”   (Expired Place Unknown)

· “43”   (Discharged/Transferred to a Federal Hospital)

· “50”
 (Hospice – Home)

· “51”  
 (Hospice – Medical Facility)

· “61” (Discharged/transferred within this institution to hospital-based Medicare      approved swing bed)

· “62” (Discharged/transferred to another rehabilitation facility (IRF) including rehabilitation distinct part units of a hospital)

· “63”   (Discharged/transferred to a certified long term care hospital (LTCH))

· “64”  (Discharged/transferred to a nursing facility certified under Medicaid but not certified under Medicare)

· “65” 
(Discharged/transferred to a psychiatric hospital)

· “66” (Discharged / transferred to a Critical Access Hospital)
· “70” (Discharged/Transferred Other Type Inst)

· “81” (DISCHHOME SELF ACUTE CARE INP)

· “82” (DISTRN ACUTECARE SHORTTERM GH)

· “83” (DISTRN ACUTECARE CERTIFI SNF)

· “84” (DISTRN ACUTECARE CUSTODL SUPPT)

· “85” (DISTRN ACUTECARE CANCERCHLDHSP)

· “86” (DISTRN ACUTECARE CAREHHSERVORG)

· “87” (DISTRN ACUTECARE COURT LAW ENF)

· “88” (DISTRN ACUTECARE FED HLTH CARE)

· “89” (DISTRN ACUTECARE APPR SWINGBED)

· “90” (DISTRN ACUTECARE INPREHABFCLTY)

· “91” (DISTRN ACUTECARE MEDCERTIF LTC)

· “92” (DISTRN ACUTECARE NON-CERT LTC)

· “93” (DISTRN ACUTECARE PSYCHHSP)

· “94” (DISTRN ACUTECARE CRIT ACCESS)

· “95” (DISTRN ACUTECARE ANTHER TYP HI
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0189
Sub Units of Serv Missing 

Creation Date: 
10/01/2000
Revision Date:
03/03/2004

Description:
The submitted line item units of service is missing.  
Note:  

1) 
This edit is bypassed for the line item associated with the “0001” revenue code of an institutional claim.

2)
System default submitted units to “1” if units were not greater than zero and claim type is Dental (D), Laboratory (L), Physician (P), Medical Supply (S), Waiver (W) or CMA Waiver (X).

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0193
2nd Occur Span Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The second occurrence span code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0194
5th Occur Code/Date Mis 

Creation Date: 
10/01/2000
Revision Date:


Description:
The fifth occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The fifth occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0197
1st Surg Proc Cd/Dt Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The first surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The first surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0198
2nd Surg Proc Cd/Dt Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The second surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The second surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0199
3rd Surg Proc Cd/Dt Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The third surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The third surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0201
Cred/Replcmt TCN Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The keyed TCN to credit or replace is missing or invalid.

Affected Invoice Types:
Claims Edit Exhibit
Medical and Non-Instutional Pricing
0204
Medical Supervision limited to three units for Anesthesia

Creation Date:
 12/01/2010
Revision Date:
 01/10/2011
Description:
This edit posts when the procedure code is 00100-01999, modifier is AD, and more than 3 units were submitted on the line.

This edit posts to the line for Medical and Non-inpatient claims..

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
0205
Referring Provider Required

Creation Date: 
10/01/2000
Revision Date:
10/29/2012
Description:

The referring provider required indicator on the reference database associated with the line item procedure code on the claim is equal to ‘R’ (Referring) or ‘B’ (Both) and the line item referring provider on the claim is blank.

Or

The Billing Provider Type is on system list 4670 and the referring provider NPI on the claim is blank.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0206
Non-Covered Chrg Cnfl

 Creation Date:
10/01/2000
 Revision Date:
03/05/2001
Description:
Inpatient, Long Term Care Claims:

The total non-covered charges are greater than the total submitted charges.  The total submitted charges must include the total non-covered charges.

OR

The sum of the line item non-covered charges is not equal to the total non-covered charges.  The total non-covered charges and total submitted charges are keyed on the line item of the claim associated with revenue code “001.”

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0208
1st Occur Span Date Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The first occurrence span code is present on the claim, but the associated from or through dates are missing or invalid.
OR

The first occurrence span from and through dates is present on the claim, but the associated occurrence span code is missing or invalid.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0209
2nd Occur Span Date Mis or Inv

Creation Date: 
10/01/2000
Revision Date:


Description:
The second occurrence span code is present on the claim, but the associated from or through dates are missing or invalid.

OR

The second occurrence span from and through dates is present on the claim, but the associated second occurrence span code is missing or invalid.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0210
1st Occur Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The first occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0211
1st Occur Code/Date Mis 

Creation Date: 
10/01/2000
Revision Date:


Description:
The first occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The first occurrence code date is present on the claim, but the associated occurrence code is missing..
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0212
1st Occur Span Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The first occurrence span code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0216
5th Occur Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The fifth occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0222
Client Name or Birth Date Mismatch

Creation Date: 
10/01/2000
Revision Date: 
10/12/2001
Description:
The system successfully located the client information on the client database, but the client name and date of birth do not match the information keyed on the claim.

A birth match is deemed successful if the submitted client birth month and day equal the client database birth month and day OR if the submitted client birth month and year equal the client database birth month and year.

A patient name match is deemed successful if the first four (4) characters of the last names match or the first three (3) characters of the first name match.
Note:  Wavier claims (Claim Types “W” and “X”) often do not include a submitted date of birth.  In these cases, the system will populate the submitted date of birth field with the date of birth found in the client database. 

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0223
1st Value Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The first value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0225
6th Occur Code/Date Mis 

Creation Date: 
10/01/2000
Revision Date:


Description:
The sixth occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The sixth occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0226
6th Occur Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The sixth occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0227
7th Occur Code/Date Mis 

Creation Date: 
10/01/2000
Revision Date:


Description:
The seventh occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The seventh occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0228
7th Occur Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The seventh occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
0230
Provider Not Allowed to Bill Prof/Tech Component

Creation Date: 
03/05/2001
Revision Date:
01/24/2002
Description:
If the claim modifier is equal to “26” (Professional Component) and the rendering provider’s Professional/technical component indicator is equal to “T.”

OR

The claim modifier is equal to “TC” (Technical Component) and the rendering provider’s Professional/technical component indicator is equal to “P.”

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0232
1st Value Cd/Amt Mis 

Creation Date: 
10/01/2000
Revision Date:
11/01/2001
Description:
The first value code is present on the claim, and the associated value amount is zero.

OR

The first value amount is present on the claim, and the associated value code is missing.

Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
 Claims Edit Exhibit
Data Validation - Institutional
0235
8th Occur Code/Date Mis 

Creation Date: 
10/01/2000
Revision Date:


Description: 

The eighth occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The eighth occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Non-Inpatient
0238
Submitted Units Exceed Maximum Allowed Units

Creation Date: 
10/01/2000

Revision Date: 
02/14/2002

Description:


UB-04 Claims:

The submitted units are greater than the service maximum allowed units. 


HCFA Claims:

The procedure code is NOT found on system list “4471” (Proc With Units vs. Date Span Requirements).

AND

The submitted units are greater than the service maximum allowed units.

----OR----

The procedure code is found on system list “4471” (Proc With Units vs. Date Span Requirements).

AND

The submitted units are greater than the service maximum allowed units.

AND

The claim line submitted units are NOT equal to the results of any of the following calculations:

· Last date of service minus first date of service plus one.

· Two times (last date of service minus first date of service plus one).

Note:  The system bypasses this exception if the submitted units are one. 

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical and Non-Inpatient
0239
OPPS Observation Stay 23 Hour Limit

Creation Date: 
11/28/2011

Revision Date: 
07/08/2013
Description:

The claim is an OPPS claim, the procedure code = G0378 and the submitted units are greater than the service maximum allowed units on the OPPS procedure pricing span.  The OPPS procedure pricing spans are identified as those on the Procedure Pricing Span table which have a Factor Code = ‘Y’.

An OPPS claims is defined as:

1. Header Date of service greater than or equal to the OPPS effective start date on parameter 4840 for FFS claims or parameter 4841 for Encounter claims.

2. Claim Type = ‘O’ or ‘C’

3. Type of Bill = ‘13X’ or ‘83X’ or ‘851’
4. Provider Type = ‘201’ or ‘203’

Affected Invoice Types:

UB-04

Claims Edit Exhibit
Client Eligibility
0240
Client does not have a Mi Via LOC Long Term Care Span
Creation Date:
07/01/2010
Revision Date: 
05/07/2012
Description:
If Provider type is equal to 344 and specialty is equal to 078, client must have a Mi Via LTC span on file for FDOS.

If primary COE on claim is 091-094, a LTC span of NFL must exist with setting of care = MIV or TRV.

If primary COE on claim is 090, 095, or 096, a LTC span of MR0 must exist with setting of care = MIV or TRV.

The edit posts to the claim header.

The edit is bypassed if any of the following is true:

· The claim is an adjustment claim from PPL (Provider Number 53689747) received before 1/1/2011. 
Affected Invoice Types:

CMS1500

Claims Edit Exhibit
Data Validation - Institutional
0243
8th Occur Code Invalid

Creation Date: 
10/01/2000
Revision Date:


Description:
The eighth occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Inpatient and Non-Inpatient 
0253
Diagnosis Not Valid For DOS

Creation Date:
10/01/2000

Revision Date: 
02/06/2015

Description:


Inpatient DRG Claims:

Inpatient claims with an associated DRG code will use the claim last date of service to determine whether the diagnosis is covered.

The claim last date of service is after the diagnosis end date.

OR

The claim last date of service is prior to the diagnosis begin date.

Institutional Claims with Type of Bill 1-2 Code 11, 18, 21 or 32
Claim last DOS is after the diagnosis end date

OR

Claim last DOS is prior to the diagnosis begin date.

All Other Claim Types:

The claim first date of service is prior to the diagnosis begin date or after the diagnosis end date.

OR

The claim last date of service is prior to the diagnosis begin date.

Affected Invoice Types:

Claims Edit Exhibit

Pricing 
0260
Diagnosis Code Not Specific

Creation Date:
10/01/2000

Revision Date:
04/12/2016
Description:


The diagnosis code non-specific indicator is “Y” (indicating the diagnosis code is not specific) and either:

1. The diagnosis code is NOT found on system list 4768
2. The diagnosis code is found on system list 4768 and the claim LDOS is between or on the system list begin date and the end date for that diagnosis code.

The claim will be denied at the header level for all claim types except Y and Z. Note:  The system list look up returns the first row found for the diagnosis code.
Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Client Eligibility
0261
Client is Mcare Part C Eligibile

Creation Date: 11/27/2012

Revision Date:  03/30/2014
Description:
The client database indicates that the client has Medicare Part C coverage for the claim dates of service and there is no attachment code “59.”

This edit is bypassed for the following reasons:

1. If attachment code “74” is present on the claim, or the claim contains a CAS Reason that is present on system list 4811 for the Medicare payor (MA, MB or 16).
2. The claim type is “S” (Medical Supply) AND the POS is “21” (Inpatient), “31” (Skilled Nursing Facility), “32” (Nursing Facility), “55” (Residential Substance Abuse Treatment Center), or “56” (Psychiatric Residential Treatment Center).  

3. The provider type on the claim is “313” (FQHC) and the procedure code is “YE010,” “YE011,” “YE012,” “YE013,” “YE014,” or “YE015.”

4. Provider type “435” (LPCC), “436” (LMFT), “443” (CNS), or “444” (LISW).

5. Note for Outpatient claims:  This edit is bypassed for a line, if the revenue code on that line is present on the system list (“4733”).

6. For CMS1500 claims, if the procedure code is not covered by Medicare (either part A or part B).
7. For UB claims, if the revenue code requires a procedure code and the procedure code is not covered by Medicare (either part A or part B).

8. For encounters, the FDOS is before the Centennial Care Implementation Date (system parm 0100). 

9. For encounter, the COB Filing Indicator Code is MA, MB or MI. 

Affected Invoice Types:

Claims Edit Exhibit
Client Eligibility

0263
Crossover Claim – No Medicare on File

Creation Date:
03/05/2001
Revision Date: 
03/05/2001
Description:
The claim is a crossover claim, but the client is not Medicare eligible.  If the claim is for Part A, the client must have Part A Medicare coverage or both Part A and Part B Medicare coverage.  If the claim is a Part B claim, the client must have Part B Medicare coverage or both Part A and Part B Medicare coverage.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility

0264
Client is Mcare Part A Eligible

Creation Date:
03/05/2001
Revision Date: 
03/30/2014
Description:
The client database indicates that the client has Medicare Part A coverage for the claim dates of service and there is no attachment code “59.”

The edit is bypassed for the following reasons:

1.  If attachment code “74” is present on the claim
2. The claim a CAS Reason that is present on system list 4811 for the Medicare payor.
3. For encounters, the FDOS is before the Centennial Care Implementation Date (system parm 0100). 

4. For encounter, the COB Filing Indicator Code is MA or MI. 

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0265
Client is Mcare Part B Eligible

Creation Date:
03/05/2001
Revision Date: 
04/01/2016
Description:
The client database indicates the client has Medicare Part B coverage for the claim dates of service and the procedure code has Medicare Part B coverage, but there is NO attachment code “59.”

OR

The claim is an outpatient claim and the client database indicates the client has Medicare Part B coverage for the claim dates of service, but there is NO attachment code “59.”  Note for Outpatient claims:  This edit is bypassed for a line, if the revenue code on that line is present on the system list (“4733”) of revenue codes that are to bypass edit 0265.

OR

The claim is an inpatient Part B only non-crossover claim and the client does - have Medicare Part B coverage and the type of bill is NOT equal to “121,” “122,” “123,” “124,” “821,” “823,” or “824.”
This edit is bypassed for the following reasons:

1) The claim type is “S” (Medical Supply) AND the POS is “21” (Inpatient), “31” (Skilled Nursing Facility), “32” (Nursing Facility), “55” (Residential Substance Abuse Treatment Center), or “56” (Psychiatric Residential Treatment Center).  

2) The provider type on the claim is “313” (FQHC) and the procedure code is “YE010,” “YE011,” “YE012,” “YE013,” “YE014,” or “YE015.”

3) Provider type “435” (LPCC), “436” (LMFT), “443” (CNS), or “444” (LISW), “345” (Schools)

4) Attachment code “70” or “74” is present on the claim.
1) Claim contains a CAS Reason that is present on system list 4811 for the Medicare             payor.
2) For encounters, the FDOS is before the Centennial Care Implementation Date (system parm 0100). 

3) For encounter, the COB Filing Indicator Code is MB or MI. 

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0266
QMB Client Eligible for Mcare Crossovers Only

Creation Date:
03/05/2001
Revision Date:
10/17/2011
Description:
The client category of eligibility (COE) is equal to “041” (QMB – age 65 and over) or “044” (QMB – under 65) and the claim is a non-crossover claim type.

The system bypasses this edit if the provider type is equal to “313” (FQHC) and the procedure code is equal to “YE021” (Medicaid/Medicare Co-Pay).

This edit is bypassed if Attachment “70” is present.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical and Institutional
0268
Claim Exceeds Filing Time Period

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to exception 0345 for a description of this exception.

Affected Invoice Types:
Claims Edit Exhibit

 Client Eligibility 
0272
MCARE Part A Avail – Non Xover Claim – EOB Requires Review

Creation Date:
10/01/2000

Revision Date: 
10//17/2011

Description:
The system posts this exception when the client has Medicare Part A coverage, the service is covered by Medicare Part A, and the claim has an attachment “59” (Medicare explaining why the provider submitted the claim to Medicaid rather than Medicare.  

Crossover claims (Claim types “A,” “B,” and “C”) and claims with attachment “74” covered by Medicare) and claim that contain a CAS Reason that is present on system list 4811 for the Medicare payor bypass this edit.
Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility / Pricing – Medical and Inpatient and Non-Inpatient
0273
MCARE Part B Available – Non Xover – EOB Requires Review

Creation Date:
10/01/2000

Revision Date:  
10/17/2011

Description:


The system posts this exception when the client has Medicare Part B coverage, the service is covered by Medicare Part B, and the claim has an attachment “59” (Medicare explaining why the provider submitted the claim to Medicaid rather than Medicare.  

This edit is also bypassed for the following reasons:

· The claim type is “S” (Medical Supply) AND the POS is “21” (Inpatient), “31” (Skilled Nursing Facility), “32” (Nursing Facility), “55”(Residential Substance Abuse Treatment Center), or “56” (Psychiatric Residential Treatment Center).

· The provider type on the billing provider is “435” (LPCC), “436” (LMFT), “443” (CNS), or “444” (LISW).

· The claim is a crossover claim (Claim types “A”, “B” “C”)

· Attachment “74” (Not covered by Medicare) is present on the claim.

· The line item claim contains a CAS Reason that is present on system list 4811 for the Medicare payor.

OR

The edit will post if the following are true:

1. The claim is a crossover claim (Claim types “A”, “B”, “C”)

2. The Medicare allowed amount for the line = zero

3. The primary COE is not equal to “041” (QMB - Age 65 and Over) or “044” (QMB under 65)

OR

The Line Item Medicare Stat Code is not equal to “N” (Medicare never pays)

4. The service is covered by Medicare Part B

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Client Eligibility
0274
Mcare Part C Avail – Non Xover Claim – EOB Requires Review

Creation Date: 11/27/2012

Revision Date:  
Description:
The system posts this exception when the client has Medicare Part C coverage, the service is covered by Medicare, and the claim has an attachment “59” (Medicare EOMB) explaining why the provider submitted the claim to Medicaid rather than Medicare.  

This edit is bypassed for the following reasons:

· The claim type is “S” (Medical Supply) AND the POS is “21” (Inpatient), “31” (Skilled Nursing Facility), “32” (Nursing Facility), “55”(Residential Substance Abuse Treatment Center), or “56” (Psychiatric Residential Treatment Center).

· The provider type on the billing provider is “435” (LPCC), “436” (LMFT), “443” (CNS), or “444” (LISW).

· The claim is a crossover claim (Claim types “A”, “B” “C”)

· Attachment “74” (Not covered by Medicare) is present on the claim.

· The line item claim contains a CAS Reason that is present on system list 4811 for the Medicare payor.

· The provider type on the claim is “313” (FQHC) and the procedure code is “YE010,” “YE011,” “YE012,” “YE013,” “YE014,” or “YE015.”
Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0275
Major Program - Service Conflict

Creation Date:
10/01/2000
Revision Date:
10/08/2015
Description:
The major program code on the reference database associated with the line item procedure code for the line item dates of service is not equal to the major program code on the claim or the date of service is missing.

OR

The major program code on the reference database associated with the revenue code for the dates of service is not equal to the major program code on the claim or the date of service is missing.  The header dates of service are used to find the major program span for Inpatient claims.  The line item dates of service are used to find the major program span for non-Inpatient UB claims.
OR

The major program code on the reference database associated with one of the ICD surgical procedure codes for the claim dates of service is not equal to the major program code on the claim or the date of service is missing.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility 
0276
CLNT NOT ELIGIBLE- COE 100 W/MEDICARE
Creation Date:
04/28/2014

Revision Date:  

Description:


The system posts this exception when the client has Medicare Part A or part B Medicare Coverage and COE 100 for the DOS.  

Affected Invoice Types:

CMS1500 and UB 

Claims Edit Exhibit

Claim Pricing
0277
DRG Claim Includes Temp Discharge

Creation Date:
08/11/2014

Revision Date:  

Description:

Edit posts to the claim header if the claim patient discharge status code is 81-95 and the institutional charge mode = F (DRG) . 

Affected Invoice Types:

UB Claims

Claims Edit Exhibit

Pricing
0280
Procedure Code Requires Review by Fiscal Agent

Creation Date:
10/01/2000

Revision Date:


Description:


The procedure control code is equal to “S” (Suspend).

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0282
2nd Condition Code Invalid

Creation Date:
10/01/2000
Revision Date:
09/11/2001
Description:
The second condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
0286
MCare Paid Date Mis or Inv

Creation Date:
10/01/2000
Revision Date:


Description:
Medicare Part A Crossover, Medicare UB-04 Part B Crossover Claims:

The Medicare paid date is missing or invalid. 

Medicare Part B Crossover Claims:

The Medicare EOMB date is missing or invalid.
Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0287
Othr Prov Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
All UB-04 Claim Types:

One of the UB-04 Other Physician 1 and Other Physician 2 numbers on the claim does not have a corresponding row on the provider master database.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0288
Ref Prov Not On DB

Creation Date:
10/01/2000
Revision Date:
10/25/2002
Description:
The referring provider number on the claim does not have a corresponding row on the provider master database.

If the procedure referral code is “None” or “Rendering,” this edit is bypassed.  

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0289
Invalid Operating NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Operating NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0290
Invalid Referring NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Referring NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0291
Invalid Other Prov NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Other Provider NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit

Pricing
0292
Review Hysterectomy Attachment

Creation Date:
10/01/2000

Revision Date:
10/17/2011
Description:

The service hysterectomy indicator is set to “Y” (indicating the service is hysterectomy related), and the claim has one of the following attachments:

· “51”   (ISD-345, Sterilization Consent)

· “52”   (Acknowledgement of Hysterectomy)

· “54”   (Physician Statement)

The system bypasses this exception if the client is older than 54 on the first date of service and the sex is female.  The system also bypasses this exception if the service area is “A” (anesthesia) or a service component code is equal to “8” (assistant surgeon).

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0293
Invalid Svc Faci NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Servicing Facility NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0294
Svc Faci Requires NPI

Creation Date:
05/21/2007
Revision Date:
01/19/2016
Description:
An NPI is not present on the claim for the Servicing Facility, but it is required because of  the place of service code.  

The list of places of service which require a Service Facility NPI is found on System List 4903

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0295
Invalid Billing NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Billing NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0296
Billing NPI Not Found

Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module could not determine a Medicaid ID, for the Billing provider, because the cross-matching module could not find a matching NPI on the provider NPI table.

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit

Pricing
0297
Diagnosis Requires Review by Fiscal Agent

Creation Date:
10/01/2000

Revision Date:


Description:


The diagnosis control code is “S” (Suspend).

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0298
Billing NPI Not Found on DOS
Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module found at least one matching NPI, for the Billing provider, but it was not in effect on the claim’s first date of service.  

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0299
Blng NPI Match Multi Mcaid ID

Creation Date:
05/21/2007
Revision Date:
02/26/2015

Description:
The cross-matching module found more than one matching Medicaid provider ID, for the Billing provider, in effect on the claim’s date of receipt.  The cross-matching module will return one of the matching provider IDs based on the multiple matching provider ID hierarchy.  

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

After the 6:00am Friday morning batch adjudication cycle jobs complete, weekly job NMCW1500 runs to automatically force pay or deny this edit for the billing providers listed below that have pended claims (header status code = ‘S’) that meet the claim type and batch media source code criteria specified in the table.  These criteria are contained in a set of SQL update statements in sysin member CW1500SA.  After updating the exception status code to force pay or force deny, the system creates a suspense release transaction for the edit so that the claims will adjudicate to final disposition in time for the weekly payment cycle. 

	Criteria Set
	Billing Provider IDs
	Claim

Type
	Batch Media Source Code
	Action

	1 
	000B3151
	B
	2
	D (Force Deny)

	2 
	00000018

00000224

00000521

00000646

00000695

00000729

00000901

00020371

25274571
	B
	2
	D (Force Deny)

	3 
	73636711
	B
	2
	D (Force Deny)

	4 
	00062246
	B
	2
	D (Force Deny)

	5 
	000H9136
	B
	2
	D (Force Deny)

	6 
	15176029
	B
	2
	D (Force Deny)

	7 
	28802730
	B
	2
	D (Force Deny)

	8 
	000B2978

00000109

84979305
	B
	2
	D (Force Deny)

	9 
	18450750

000I0449

000I0316       
	B
	2
	D (Force Deny)

	10 
	000R9657
	B
	2
	D (Force Deny)

	11 
	000D0658
	B
	2
	D (Force Deny)

	12 
	80705260
	B
	2
	D (Force Deny)

	13 
	000L3632
	B
	2
	D (Force Deny)

	14 
	00089805
	B
	2
	D (Force Deny)

	15 
	000H0010
	B
	2
	D (Force Deny)

	16 
	000I0126
	B
	2
	D (Force Deny)

	17 
	000A7086
	B
	2
	D (Force Deny)

	18 
	94888523

000G8465
	B
	2
	D (Force Deny)

	19 
	03632369

24870889
	B
	2
	D (Force Deny)

	20 
	000M1545

000D0021
	B
	2
	D (Force Deny)

	21 
	00058375
	B
	2
	D (Force Deny)

	22 
	000B5391
	B
	2
	F (Force Pay)

	23 
	06587577

000S5865
	B
	2
	F (Force Pay)

	24 
	000F4497
	B
	2
	F (Force Pay)

	25 
	000T0376
	B
	2
	F (Force Pay)

	26 
	00050559
	B
	2
	F (Force Pay)

	27 
	000S3882
	B
	2
	F (Force Pay)

	28 
	000K0463
	B
	2
	F (Force Pay)

	29 
	98686364
	B
	2
	F (Force Pay)

	30 
	000G4481

00045930

47485817
58123822
	B
	2
	F (Force Pay)

	31 
	000B2253
	B, C
	2
	D (Force Deny)

	32 
	000D0425
	B, C
	2
	D (Force Deny)

	33 
	000F5196
	B, C
	2
	D (Force Deny)

	34 
	31427871
	B, C
	2
	D (Force Deny)

	35 
	000Z9376
	B, C
	2
	D (Force Deny)

	36 
	000D0413
	B, C
	2
	D (Force Deny)

	37 
	000G6331

00000760

00000547

000G0889                      
	B, C
	2
	D (Force Deny)

	38 
	00045690
	B, C
	2
	D (Force Deny)

	39 
	000T7597

000T7604

68975091

83873830

000N3686      
	B, C
	2
	D (Force Deny)

	40 
	000A2872
	B, C
	2
	D (Force Deny)

	41 
	00047464
	B, C
	2
	D (Force Deny)

	42 
	00047472
	B, C
	2
	D (Force Deny)

	43 
	00000216
	B, C
	2
	F (Force Pay)

	44 
	000B5391
	C
	2
	D (Force Deny)

	45 
	26001373

000B5046

000S5865

000R1041                      
	C
	2
	D (Force Deny)

	46 
	000R1249 
	C
	2
	D (Force Deny)

	47 
	000L5784
	C
	2
	D (Force Deny)

	48 
	000D0015
	C
	2
	D (Force Deny)

	49 
	000D2261
	C
	2
	D (Force Deny)

	50 
	000I0897
	C
	2
	D (Force Deny)

	51 
	00000018

00000109

00000224

00000521

00000646

00000695

00000729

00000901

000B2978
000B3151
	C
	2
	F (Force Pay)

	52 
	000H0010
	C
	2
	F (Force Pay)


Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0300
Billing Prov Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The billing provider number on the claim does not have a corresponding row on the provider master database.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0302
Attend Nbr Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The attending provider number on the claim does not have a corresponding row on the provider master database.
Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0303
Attend Nbr is Mis or Inv

Creation Date:
10/01/2000
Revision Date:
09/11/2001
Description:
All UB-04 Claim Types:

The attending provider number on the claim is equal to spaces or zeroes.

The system bypasses this exception if any of the following conditions exist:

Provider Type 



Provider Location
“201”  (Hospital, general acute)

“O”  (out-of-state) 

“221”  (IHS Hospital)


Not applicable

“447”  (Renal dialysis facility)

“O”  (out-of-state) 

Affected Invoice Types:
Claims Edit Exhibit

Claim Type Assignment

0304
Invalid Batch Type

Creation Date:
10/01/2000
Revision Date:


Description:
The batch type code on the claim is not a valid value.  The claim type assignment module uses the batch type code to assign claim types according to the criteria defined in the Claim Type Assignment Table. 

Claims with this edit are written to the current claims database, but the disposition of this edit is set to super-suspend and cannot be updated online.  In other words, the disposition for this edit is hard-coded in the claim type assignment module.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0305
State Funded HCBW Client Not Eligible For Medicaid Service

Creation Date:
10/01/2000

Revision Date:


Description:


The client’s primary category of eligibility is “097” through “099.”

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0306
Billing NPI Required           

Creation Date:
05/21/2007
Revision Date:
2/25/2009
Description:
The Billing NPI is not present on the claim, and the Billing provider’s “Healthcare Provider” flag is equal to ‘Y’. 

This edit will not post to a claim with a date of receipt before 02/01/2008.  This edit will not post to an adjustment claim that replaces a claim with a date of receipt before 02/01/2008.

This edit will not post to encounter claims with a header FDOS before 5/23/08.
Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0307
Client Not found – Eligibility/Authorization Attachment

Creation Date:
10/01/2000

Revision Date: 
10/17/2011

Description:


The client ID is present on the claim, but the system cannot find a matching client entry and one of the claim attachment codes is equal to “61” (CMS Attachment), “62” (ISD Authorization), or “63” (CPS Authorization).

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0308
Rendering NPI Required           

Creation Date:
05/21/2007
Revision Date:
2/25/2009
Description:
The Rendering NPI is not present on the claim, and the Rendering provider’s “Healthcare Provider” flag is equal to ‘Y’. 

This edit will not post to a claim with a date of receipt before 02/01/2008.  This edit will not post to an adjustment claim that replaces a claim with a date of receipt before 02/01/2008.

This edit will not post to encounter claims with a header FDOS before 5/23/08.
Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0309
Invalid Attend NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Attending NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0310
Attend NPI Not Found

Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module could not determine a Medicaid ID, for the Attending provider, because the cross-matching module could not find a matching NPI on the provider NPI table.

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0311
Attending NPI Not Found on DOS
Creation Date:
05/21/2007
Revision Date:
07/15/2013
Description:
The cross-matching module found at least one matching NPI, for the Attending provider, but it was not in effect on the claim’s first date of service.  

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0312
Blng NPI Found-Txnmy No Match

Creation Date:
05/21/2007
Revision Date:
02/26/2015
Description:
The cross-matching module found a single matching NPI, for the Billing provider, in effect on the claim’s date of receipt.  However, the cross-matching module could not find a matching NPI using the provider type(s) determined from crosswalking the submitted taxonomy code.  

After the 6:00am Friday morning batch adjudication cycle jobs complete, weekly job NMCW1500 runs to automatically force pay or deny this edit for the billing providers listed below that have pended claims (header status code = ‘S’) that meet the claim type and batch media source code criteria specified in the table.  These criteria are contained in a set of SQL update statements in sysin member CW1500SA.  After updating the exception status code to force pay or force deny, the system creates a suspense release transaction for the edit so that the claims will adjudicate to final disposition in time for the weekly payment cycle. 

	Criteria Set
	Billing Provider IDs
	Claim

Type
	Batch Media Source Code
	Action

	1 
	000L3632
	B
	2
	D (Force Deny)

	2 
	00089805
	B
	2
	D (Force Deny)

	3 
	000K1887
	B
	2
	D (Force Deny)

	4 
	000H0010
	B
	2
	D (Force Deny)

	5 
	000I0126
	B
	2
	D (Force Deny)

	6 
	000A7086
	B
	2
	D (Force Deny)

	7 
	94888523

000G8465
	B
	2
	D (Force Deny)

	8 
	03632369

24870889
	B
	2
	D (Force Deny)

	9 
	000M1545

000D0021
	B
	2
	D (Force Deny)

	10 
	00058375
	B
	2
	D (Force Deny)

	11 
	00050559
	B
	2
	F (Force Pay)

	12 
	000S3882
	B
	2
	F (Force Pay)

	13 
	000K0463
	B
	2
	F (Force Pay)

	14 
	00051052
	B
	2
	F (Force Pay)

	15 
	98686364
	B
	2
	F (Force Pay)

	16 
	000G4481

00045930

47485817
58123822
	B
	2
	F (Force Pay)

	17 
	28952022
	B
	2
	F (Force Pay)

	18 
	88473023
	B
	2
	F (Force Pay)

	19 
	000D0413
	B, C
	2
	D (Force Deny)

	20 
	000G6331

00000760

00000547

000G0889                      
	B, C
	2
	D (Force Deny)

	21 
	10006729
	B, C
	2
	D (Force Deny)

	22 
	00045690
	B, C
	2
	D (Force Deny)

	23 
	000T7597

000T7604

68975091

83873830

000N3686      
	B, C
	2
	D (Force Deny)

	24 
	000A2872
	B, C
	2
	D (Force Deny)

	25 
	00047464
	B, C
	2
	D (Force Deny)

	26 
	00047472
	B, C
	2
	D (Force Deny)

	27 
	28203062
	B, C
	2
	D (Force Deny)

	28 
	00000216
	B, C
	2
	F (Force Pay)

	29 
	00050278
	C
	2
	D (Force Deny)

	30 
	000L5784
	C
	2
	D (Force Deny)

	31 
	000D0015
	C
	2
	D (Force Deny)

	32 
	000D2261
	C
	2
	D (Force Deny)

	33 
	000I0897
	C
	2
	D (Force Deny)

	34 
	000H0010
	C
	2
	F (Force Pay)

	35 
	000Q3467
000E7214

000E7413

00020371

01771248
	P
	3, 8
	F (Force Pay)


Affected Invoice Types:
  Claims Edit Exhibit
Provider Eligibility
0313
Cat of Serv Cannot Be Determined

Creation Date:
10/01/2000
Revision Date:
03/05/2001
Description:
Inpatient, Medicare Part A Crossover, Long Term Care Claims:

The claim category of service cannot be determined from the rules in the category of service determination table.

All Other Claim Types:

The line item category of service cannot be determined from the rules in the category of service determination table.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0314
Inpatient Services Not Payable for Presumptive Eligibility

Creation Date:
03/05/2001
Revision Date: 
11/12/2015
Description:
Inpatient Claim Types:

The client’s primary category of eligibility is equal to “035” (Preg WM FM 3 Presumptive Elig), and the Federal Match code is equal to “3” (100% FFP, Preg Presmpt, SCHIP).

OR 
the client’s primary category of eligibility code is equal to “300” and the Federal Match Code is equal to “3” 
OR 
the client’s primary category of eligibility code is equal to “301” and the Federal Match Code is equal to “3”.

Physician Claim Types:

The client’s primary category of eligibility is equal to “035” (Preg WM FM 3 Presumptive Elig), and the Federal Match code is equal to “3” (100% FFP, Preg Presmpt, SCHIP), and the place of treatment is equal to “21” (Inpatient).

OR 
The client’s primary category of eligibility code is equal to “300” and the Federal Match Code is equal to “3” and the place of treatment is equal to “21” (Inpatient)
OR 
the client’s primary category of eligibility code is equal to “301” and the Federal Match Code is equal to “3” and the place of treatment is equal to “21” (Inpatient).

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0315
Attend NPI Match Multi Mcaid ID

Creation Date:
05/21/2007
Revision Date:

Description:
The cross-matching module found more than one matching NPI, for the Attending provider, in effect on the claim’s date of receipt.  The cross-matching module will return one of the matching provider IDs based on the multiple matching provider ID hierarchy.  

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0316
Attnd NPI Found-Txnmy No Match

Creation Date:
05/21/2007
Revision Date:

Description:
The cross-matching module found a single matching NPI, for the Attending provider, in effect on the claim’s date of receipt.  However, the cross-matching module could not find a matching NPI using the provider type(s) determined from crosswalking the submitted taxonomy code.  

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0317
Attending NPI Required           

Creation Date:
05/21/2007
Revision Date:
02/25/2009
Description:
The Attending NPI is not present on the claim, and the Attending provider’s “Healthcare Provider” flag is equal to ‘Y’. 

This edit will not post to encounter claims with a header FDOS before 5/23/08.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0318
Blng SSN/Tax ID Not Found

Creation Date:
05/21/2007
Revision Date:

Description:
The cross-matching module could not determine a Medicaid ID, for the Billing provider, because it could not find a matching Tax ID/SSN on the provider detail table.  

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0319
Blng SSN/Tax Match Multi Mcaid 

Creation Date:
05/21/2007
Revision Date:

Description:
The cross-matching module found more than one matching Tax ID/SSN, for the Billing provider, on the provider detail table.  The cross-matching module will return one of the matching provider IDs based on the multiple matching provider ID hierarchy designed for the atypical provider.  

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0320
Prov/Lab Class Cnfl

Creation Date:
10/01/2000
Revision Date:
03/26/2013
Description:
The line item procedure has a service area of lab or pathology and and the CLIA type on the reference database for the line item date of service is not covered by the billing provider certification type on the provider master database for the line item date of service on the claim.  

This edit is bypassed if any of the following is true:

· The procedure record does not contain a certification type.

· The procedure modifier on the line item is “26” (professional component). 

For Medical claims, the rendering provider’s certification type is used if the billing provider does not have a certification type.

The acceptable CLIA certification types based on the procedure CLIA Code are: 

· If the provider certification type is COC, COA, or COR, then they can perform any procedure.                     

· If the provider certification type is COW, then the procedure CLIA code must by COW.   

· If the provider certification type is PPM, then the procedure CLIA code must by COW or PPM.

· If the provider certification type is COPA, then the procedure CLIA code must by COW or PPM.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0321
Billing NPI Cross-Matched to different Provider on Replacement Claim

Creation Date:
12/04/2008
Revision Date:

Description:
The Billing NPI Cross-Matched to a Provider ID that does not match the billing provider ID on the replaced claim.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0322
Require Servicing Facility NPI Required for School Base Health Centers 
                                                                                                                 Creation Date: 02/24/2014
                                                                                                                 Revision Date:

Description:
For medical claims (W1C40521- C-HDR-ID-CD = WV-G0145-C-MED-CLAIM)  and Billing Provider Type = 321 (School Based Health Care):

1. The servicing facility has not been submitted OR
2. The servicing facility NPI  has been submitted, is on the database with effective dates during the dates of service, but the  enrolled provider status is not ‘60’ or ‘70’ for the dates of service OR
3. The effective dates of the provider’s NPI do not cover the dates of service on the claim or encounter. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0324
Attending Prov Matches Blng Prov

Creation Date: 01/04/2016

Revision Date:  
Description:
This edit will post when the attending provider ID equals the Billing Provider ID.

Affected Invoice Types
 Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0325
Trauma/Accident Clm

Creation Date:
10/01/2000
Revision Date:


Description:
Inpatient and Medicare UB-04 Part A Crossover Claims:

The diagnosis accident indicator from the reference database indicates that one of the diagnosis codes on the claim is accident related or one of the occurrence codes on the claim is equal to “01” (Auto Accident), “02” (Auto Accident/No Fault Insurance), “03” (Accident/Tort Liability), “04” (Accident Employment Related), “05” (Other Accident), or “06” (Crime Victim).

All Other Claim Types:

The diagnosis accident indicator from the reference database indicates that one of the diagnosis codes on the claim is accident related.

Affected Invoice Types:
Claims Edit Exhibit

(Not currently used in system)
0328
Phy/Lab Services Under Review

Creation Date:
01/14/2004

Revision Date:  
Description:

Physician laboratory service is under review. This exception is set to ignore per Heidi Owen, 5-7-02. This edit is not currently used in any programs and was added by NMCT172 5/18/2002.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0330
Referring NPI Not Found

Creation Date:
05/23/2007
Revision Date:
11/16/2015
Description:
The cross-matching module could not determine a Medicaid ID, for the Referring provider, because the cross-matching module could not find a matching NPI on the provider NPI table.

Note that the system attempts to find a match against both Encounter  and non-Encounter Billing types.  If the claim is an Encounter, the system first looks for a match on providers with an Encounter only Billing Type.  If none found, then the system attempts to find a match with any Billing Type.  If the claim is not an Encounter,  the system first looks for a match on providers with a non-Encounter only Billing Type.  If none found, then the system attempts to find a match with any Billing Type.

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

This edit is bypassed if neither of the following is true:

· The Procedure Referral Code is equal to (B) Both or (R) Referring

· Billing Provider Type is on system list 4670
Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0331
No LTC Span Available For First Date Of Service

Creation Date:
10/01/2000

Revision Date: 
09/08/2015

Description:
If the claim is an Encounter:

If the Provider Type is 211 or 212  

If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘NFL’ and Setting of Care of ‘INF’.  

If not found, then post the exception 0331. 

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

If the Provider Type is 362 and Revenue Code is 0658 or 0659  

If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘NFL’ and Setting of Care of ‘INF’.  

If not found, then post the exception 0331.

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

If the Provider Type is 363  

If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘NFL’ and Setting of Care of ‘ANW’, ‘SNW’, ‘ADB’, or ‘SBD’.  

If not found, then post the exception 0331. 

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

If the claim is a FFS:

If the Provider Type is 216, 217, or 219  

If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘AR3’ through ‘AR5’ or ‘TR1’ through ‘TR4’.  

If not found, then post the exception 0331. 

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

If the Provider Type is 214 or 215  

If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘MR1’, ‘MR2’, or ‘MR3’.  

If not found, then post the exception 0331. 

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

If the Provider Type is 211 or 212 or 362
If true, then check for a non-voided LTC span where the span begin date is <= the Claim LDOS and the span end date >= claim FDOS where the Level of Care of ‘LNF’ or ‘HNF’. 

If not found, then post the exception 0331. 

If found, then confirm that the span begin date <= FDOS.  If not, then post exception 0331.  If the span begin date is <= FDOS, then continue to exception 0709.

For all claims (FFS and Encounter), the edit is bypassed if the claim type is Hospice and the revenue code is not on system list 4721. 

The edit is bypassed on encounter claims if the FDOS is prior to 01/01/2014. 

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0332
Diag Code Missing

Creation Date:
10/01/2000  
Revision Date: 
11/21/2001
Description:
Inpatient, Long Term Care, and Medicare Part A Crossover Claims:

The principal diagnosis code is missing.

All Other UB-04 Claim Types and Medicare UB-04 Part B Crossover Claims:

The first diagnosis code is missing (claim has a diag sequence number other than “01”).

All Other Claim Types:

The diagnosis related code, if present, in the first diagnosis related code field of the claim line does not have a diagnosis code on the claim that matches the diagnosis related code value.

OR

The diagnosis required indicator on the reference database for the procedure code indicates that a diagnosis code is required and the number of diagnosis entries on the claim is zero or the first diagnosis related code is blank.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0333
Level Of Care Not Authorized By LTC Span

Creation Date:
10/01/2000

Revision Date:
03/30/2014

Description:

Long Term Care (LTC) Claims – FFS Claims:

The claim level of care submitted in the HCPCS/Rate code field is invalid when compared to the client LTC span level of care code.   

1. The line item revenue code is equal to “0190.”

2. If the provider type is equal “217” (RTC) or “216” (A-RTC) and the claim submitted level of care is greater than the client LTC span level of care (within that provider’s level of care values).  Valid level of care codes for each are:

· “217”  (RTC): 
TR1, TR2, TR3, TR4

· “216”  (A-RTC): 
AR3, AR4, AR5

3. For all other provider types, including Nursing Home, MR, and TFC, the claim submitted level of care is NOT equal to the client LTC span level of care.

Hospice Claims – FFS Claims:

1. If the line item revenue code is equal to “0658,” then the client LTC span level of care must equal “LNF.”

2. If the line item revenue code is equal to “0659,” then the client LTC span level of care must equal “HNF.”

Encounter Claims:
For Centennial Care Encounters, post edit 0333 if the encounter first DOS is greater than or equal to the Centennial Care Implementation Date and:

· If provider type is equal to 211 or 212, and the LTC span Level of Care “NFL” with Setting of Care “INF” doesn’t cover DOS.


OR

· If provider type is equal to 363, and  the LTC span Level of Care “NFL” with Setting of Care “ADB”, “SDB”, “ANW”, or “SNW” doesn’t  cover DOS.

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0336
Billing Provider Not Authorized by LTC Span or Lockin

Creation Date:
10/01/2000

Revision Date:
11/05/2014
Description:

The provider ID in the lockin entry does not match the claims billing provider ID.  For LTC claims use the LTC provider ID.

Note:  This edit is bypassed in the programming logic for Claim Types P and H.

Affected Invoice Types:

Claims Edit Exhibit

Pricing
0338
Service Not Payable For LTC Client

Creation Date:
10/01/2000

Revision Date: 
03/30/2014

Description:

The procedure code LTC indicator is “Y” (indicating that the service is covered by LTC). 

AND

The client LTC span covers the claim line item dates of service (indicating that the client was in an LTC facility during the service period).

AND 

The provider’s level of care on the client LTC span is 

1)  Equal to “HNF,” “LNF,” “MR1,” “MR2,” or “MR3” (the other additional LOC values indicate that the client is in a Treatment Care Facility and for which the edit should NOT post)  and the FDOS is less than the Centennial Care Implementation date (PARM 0100 Subsystem H).

OR

2) Equal to "NFL" with Setting of Care = 'INF" or LOC is  “MR1,” “MR2,” or “MR3”  and FDOS is greater than or equal to the Centennial Care Implementation date (PARM 0100 Subsystem H)

AND

The procedure code modifiers do not equal “U1”.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0339
Attending Prov Not Eligible for DOS

Creation Date: 01/04/2016

Revision Date:  
Description:
This edit will post when the attending provider ID is greater than spaces and is not enrolled as of the FDOS with an enrollment status of 60 or 70.

Affected Invoice Types
Claims Edit Exhibit

Client Eligibility
0340
Client Not Eligible For LTC Due To Resource Transfer

Creation Date:
10/01/2000

Revision Date:


Description:

The claim’s primary category of eligibility is “001”, “003”, “004”, “081”, “083”, “084” and the associated federal match code is equal to “X” or “4” (Restricted SSI).

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0341
Referring NPI Required           

Creation Date:
05/23/2007
Revision Date:
02/13/2012
Description:
The Referring NPI is not present on the claim, and the Medicaid provider’s “Healthcare Provider” flag is equal to ‘Y’. 

If the Referring Provider Medicaid ID is spaces, the edit is bypassed

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0343
Billing Provider Not Authorized For Program

Creation Date:
10/01/2000

Revision Date:


Description:

The billing provider and the major program code are not a valid combination in the provider/ program table.

To be a valid combination, the begin date of the provider/program entry must be on or before the first date of service, and the end date must be on or after the last date of service.

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0344
Provider Not Authorized For Clients Aged 21 And Over

Creation Date:
10/01/2000

Revision Date:
06/14/2004

Description:

The client age on the last date of service is 21 or more and the billing provider’s EPSDT only indicator is “Y” (indicating that the provider is restricted to clients under the age of 21).

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Institutional
0345
Claim Exceeds Filing Time Period

Creation Date:
10/01/2000
Revision Date:
10/17/2011
Description:
The claim was not received within the claim filing time period.  (Please refer to exception 0496 for a description of the two-year filing limit exception).  Note:  Edit 0268 and 0345 only post on claims received before 8/31/10.  The claims received after that date, edit 0815 or 0820 will post for timely.

The text below describes filing limit edits 0268 and 0345 and is organized as follows:

1. Filing limits for all claims except adjustments and crossovers.

2. Filing limits for adjustments.

3. Filing Limits for crossovers.

4. Bypass logic for filing limit edits.

Filing Limits For All Claims Except Adjustments and Crossovers:

For these claims the MMIS may post exception 0268 or 0345 depending on the conditions in the in-process claim.

Determine filing period begin date:

If the claim meets all of the following conditions, the filing period begin date is the add date of the claim’s primary category of eligibility:

· The COE span’s add date is after the claim’s last date of service.

· The COE span’s add date is after the COE span’s begin date.

· For Long Term Care (LTC) claims the LTC span’s add date is before the claim’s last date of service.  If the LTC span’s add date is after the claims’s last date of service.  The LTC add date will be used.

Otherwise, the filing period begin date is set to one of the following:  

· For claim types D, H, L, O, P, S, T, V, W and X, the filing period begin date is the claim line’s first date of service

· For claim type I (where the claim’s hospital pay mode is DRG), the filing period begin date is the claim’s header last date of service

· For claim types I (where the claim’s hospital pay mode is not DRG) and N, the filing period begin date is the claims’ header first date of service

· For newborn capitation claims (procedure code equal to “ME002” – Retroactive MCO Newborn or “ME005” – Retroactive IHS Newborn), the MMIS adds 365 days to the client’s date of birth.

Determine filing period number of days: 

The filing period number of days is 365 if the claim meets any of the following conditions:

· The claim’s total TPL amount is more than zero.

· One of the claim’s attachment codes is “56” (TPL Denial) or “70” (copay EOB). 

· The claim is for UB-04 services and the claim’s first digit of the type of bill is “1” (hospital) or “8” (special facility) and the claim’s second digit of the type of bill is “2” (inpatient, Medicare Part B only).

Otherwise the filing period number of days is 123. 

Determine filing period end date:

The MMIS adds the filing period number of days to the filing period begin date.

Post filing limit exception:

If the claim’s TCN date (batch date) is after the filling period end date, the MMIS checks the conidtions in the order listed and either posts exception 0268 or 0345.

· If one of the claim’s attachment codes is “55” (proof of timely filing), the MMIS posts exception 0268.

· Otherwise the MMIS posts exception 0345.

Filing Limits for Adjustments:

For adjustments, the MMIS may post exception 0345 depending on the conditions in the in-process claim.

Determine filing period end date:

If the adjustment meets any of the following conditions, the MMIS determines the filing period end date according to the text under the heading Determine filing period end date for adjustments with TPL.  Otherwise, the MMIS determines the filing period end date according to the text under heading Determine filing period end date for adjustments without TPL.

· One of the claims attachment codes is “56” (TPL denial) or “70” (copay The claims total TPL amount is more than zero.

Determine filing period end date for adjustments without TPL:

First, the MMIS adds 184 days to the payment date of the claim that the adjustment is adjusting.  (The MMIS always uses the payment date from the most recent adjustment is a series of adjustments).

Determine filing period end date for adjustments with TPL:

First, the MMIS adds 184 days to the payment date of the original claim that the adjustment is adjusting.  If this is an adjustment to an adjustment, the MMIS uses the payment date from the original claim in the series of adjustments.

Second, the MMIS compares this date to the following:

· For claim types D, H, L, O, P, S, T, V, W and X: The claim line’s first date of service + 365 days

· For claim type I (where the claim’s hospital pay mode is DRG):  The claim’s header last date of service + 365 days

· For claim types I (where the claim’s hospital pay mode is not DRG) and N:  The claims’ header first date of service + 365 days

Post filing limit exception:

If the claim’s TCN date (batch date) is after the filing period end date, the MMIS posts exception 0345.

Filing Limits for Crossovers:

For these claims the MMIS may post exception 0268 or 0345 depending on the conditions in the in-process claim.

Determine the filing period end date:

First, the MMIS adds 184 days to the claim’s Medicare payment date.  Next, if the claim meets any of the conditions below, the MMIS adds 365 days to the claim’s last date of service:

· One of the claim’s attachment codes is “56” (TPL denial) or “70” (copay EOB).

· The claim’s total TPL amount is more than zero.

The MMIS compares the dates that it calculated and the later date is the filing period end date.

NOTE:  

· For claim types B and C, the line’s last date of service is used in the comparison.

For claim type A, the claim’s header last date of service is used in the comparison.
Post filing limit exception:

If the claim’s TCN date (batch date) is after the filing period end date, the MMIS checks the conditions in the order listed and either posts exception 0268 or 0345.

· If one of the claim attachment codes is “55” (proof of timely filing) the MMIS posts exception 0268.

· Otherwise, the MMIS posts exception 0345.

Bypass Logic For Filing Limit Edits:

The MMIS bypasses the filing limit edits if the in-process claim meets the conditions below:

· The claim’s billing provider is listed on system list “4460” (Filing limit provider exclusions) and the claim’s header/line dates of service are within the system list effective begin date and effective end date.

AND

· The claim’s billing provider is on system list “4461” (Filing limit for exclusion Receipt Date) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

OR

· The claim is the result of a mass adjustment.

· The claim was received after August 31, 2010

· The claim is an adjustment and the claim’s adjustment reason is on system list “4462” (Filing limit adjustment reason exclusions) for the claim’s header/line dates of service.

· The claim’s header/line first or last date of service is invalid.

· The claim is a crossover and its Medicare payment date is invalid.

· The claim’s billing provider type is listed on system list “4464” (Filing limit provider exclusions Prov Type) and the claim’s header/line dates of service are within the system list effective begin date and effective end date.

AND

· The claim’s billing provider type is on system list “4465” (Filing limit for exclusion Receipt Date Prov Type) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

NOTE:  

The bypass logic will use either the header DOS or the line DOS depending on the claim type:

· For claim types B, C, D, H, L, O, P, S, T, V, W and X, the system will use the line dates.

· For claim types A, I, and N, the system will use the header dates.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation - Institutional
0346
Inpatient Part B Only Claim Needs Mcare Payment Or Co-insurance Or Deductible

Creation Date:
10/01/2000

Revision Date: 
03/17/2004
Description:

The claim type of bill code is “121,” “122,” “123,” “124,” “821,” “823,” or “824,” and none of the following conditions are true:

1. Value code “X0” (Medicare Paid Amount) is present and the amount is greater than zero.

2. Value code “A1” (Medicare Deductible) is present and the amount is greater than zero.

3. Value code “A2” (Medicare Coinsurance) is present and the amount is greater than zero.

4. Medicare Paid

Affected Invoice Types:

Claims Edit Exhibit
 Pricing - Non-Inpatient, and Inpatient Pricing
0347
Rev Not On DB

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The revenue code on the line item of the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Adjustments
0350
Claim has been Audited

Creation Date: 
02/04/2009
Revision Date: 
04/13/2015
Description:

This edit will post when the Audit Indicator is set to “Y” for the claim being adjusted.  

This edit is bypassed if the batch number on the adjustment/void is 890.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Variance
0351
High Variance

Creation Date:
10/01/2000
Revision Date: 
03/31/2014
Description:
The calculated allowed charge is less than the submitted charge, the calculated allowed charge is not zero, and the percent difference between the calculated allowed charge and the submitted charge is greater than the MAD-specified percent limit.  The  percent difference is calculated as follows:

Percent difference = (submitted charge – calculated allowed charge)/calculated allowed charge

For Centennial Care Encounters, compare the MCO Paid Amount to the submitted charge to create the percentage to apply to the system lists.
The percent limit is stored in the following system parameters:

· “4485”   (Waiver)

· “4491”   (Independent Laboratory)

· “4482”   (Dental)

· “4484”   (Practitioner)

· “4492”   (Transportation)

· “4486”   (Home Health)

· “4487”   (Medical Supply)

· “4488”   (Outpatient)

· “4489”   (Inpatient)

· “4480”   (Long Term Care)

· “4493”   (Hospice)

· “4493”   (CMA Waiver)

· “4525”   (Medicare Part A Crossover)
· “4525”   (Medicare Part B Crossover)

· “4527”   (Medicare UB-04 Part B Crossover)

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Variance
0352
Low Variance

Creation Date:
10/01/2000
Revision Date: 
03/31/2014
Description:
The submitted charge is less than the calculated allowed charge, the submitted charge is not zero, and the percent difference between the calculated allowed charge and the submitted charge is greater than the MAD-specified percent limit.  The percent limit is calculated as follows:

Percent difference = (calculated allowed charge - submitted charge) \ submitted charge

For Centennial Care Encounters, compare the MCO Paid Amount to the submitted charge to create the percentage to apply to the system lists.
The percent limit is stored in the following system parameters:

· “4442”   (Waiver)

· “4448”   (Independent Laboratory)

· “4439”   (Dental)

· “4441”   (Practitioner)

· “4449”   (Transportation)

· “4444”   (Medical Supply)

· “4445”   (Outpatient)

· “4446”   (Inpatient)

· “4437”   (Long Term Care)

· “4443”   (Home Health)

· “4450”   (Hospice)
· “4451”   (CMA Waiver)
· “4520”   (Medicare Part A Crossover)
· “4521”   (Medicare UB-04 Part B Crossover)

· “4522”   (Medicare Part B Crossover)

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0356
LTC Claim Not Allowed For Hospice Client

Creation Date:
10/01/2000

Revision Date: 
03/05/2001

Description:

The client has a lockin span with a lockin type of “HSP” (Hospice) and that span meets either of the following conditions:

· The claim last date of service is on or after the lockin begin date and/or the claim first date of service is on or before the lockin end date.

· The system bypasses this exception if the claim last date of service is the same day as the lock in begin date and the discharge status is “1” (Admission Through Discharge) or “4” (Interim Blng – Discharge Clm).

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0357
No Hospice Lockin Available For Dates Of Service


Creation Date:
10/01/2000

Revision Date: 
01/11/02

Description:

Edit will post if a hospice lockin span is NOT found.  The following conditions constitute a successful lockin span lookup:

· Lockin type is “HSP” (Hospice).

· Lockin span begin date is on or before the claim line item first date of service.

· Lockin span end date is on or after the claim line item last date of service.

· Lockin void indicator is NOT equal “V” (Voided Lockin Span).

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0360
Service Not Covered by Behavorial Health

Creation Date:
02/01/2011

Revision Date:
02/19/2014


Description:

Professional Claims
The edit posts when the claim is an encounter, MCO provider is  equal to Value Options (71006010) or OptumHealth (38900882), and the procedure code on the claim line is not on system list 4942 (BH covered procedure codes).  The edit posts to the claim line.

OR

The edit posts when the claim is FFS, claim line item first date of service is greater than or equal to 1/1/2014, claim type is “P" (Physician), claim billing or rendering provider type is stored on system list 4953 (BH PROV TYPES PROFESSIONAL), and the procedure code on the claim line is not on system list 4942 (BH covered procedure codes).  The edit posts to the claim line. NOTE:  If the provider types listed below are included in system list 4953, they also require a provider specialty to be considered a Behavioral Health provider type:  
	Provider Type
	Required Specialty

	301
	026, 027 or 047

	302
	026, 027 or 047

	303
	026, 027 or 047

	316
	097


Institutional Claims
The edit posts when the claim is an encounter, MCO provider is  equal to Value Options (71006010) or OptumHealth (38900882), and no line on the claim has a  revenue code on system list 4941 (BH covered revenue codes).  The edit posts to the claim header.

OR

The edit posts when the claim is FFS, claim header first date of service is greater than or equal to 1/1/2014, claim type is “A” (Mcare Part A Crossover) or “I” (Inpatient) or “N” (Long Term Care), claim billing provider type is stored on system list 4954 (BH PROV TYPES INPATIENT), and no line on the claim has a revenue code on system list 4941 (BH covered revenue codes).  The edit posts to the claim header.

OR

The edit posts when the claim is FFS, claim line item first date of service is greater than or equal to 1/1/2014, claim type is “O” (Outpatient) or “C” (Mcare UB Part B Crossover), claim billing or rendering provider type is stored on system list 4955 (BH PROV TYPES OUTPATIENT), and the revenue code on the claim line is not on system list 4941 (BH covered revenue codes).  The edit posts to the claim line. .  NOTE:  If the provider types listed below are included in system list 4955, they also require a provider specialty to be considered a Behavioral Health provider type:  
	Provider Type
	Required Specialty

	301
	026, 027 or 047

	302
	026, 027 or 047

	303
	026, 027 or 047

	316
	097


Affected Invoice Types:

UB-04 

CMS-1500

Claims Edit Exhibit
Pricing - Medical
0361
Tooth Nbr Reqd

Creation Date:
10/01/2000
Revision Date:
03/03/2004

Description:
Dental Claims:

The tooth number required indicator on the reference database associated with the line item procedure code on the claim is equal to “Y” (Yes) and the line item tooth number on the claim is blank.

Affected Invoice Types:
Claims Edit Exhibit
 Pricing - Medical
0362
Tooth Surface Reqd

Creation Date:
10/01/2000
Revision Date: 
07/06/2008
Description:
Dental Claims:

The tooth surface required indicator on the procedure record is equal to tooth surface required, and none of the six tooth surfaces on the line item have a value other than spaces.

OR

The tooth surface required indicator on the procedure record is equal to tooth surface required, the procedure code is equal to D1351 and the tooth surface is not O-Occlusal, OB (Occlusal-Buccal) or OL (Occlusal-Lingual).
Affected Invoice Types:
Claims Edit Exhibit
Pricing -  Medical and Non-Inpatient
0363
Proc/Mod 1 Cnfl

Creation Date:
10/01/2000
Revision Date:
07/08/2013
Description:
The procedure code modifier include/exclude code on the reference database is equal to “I” (Include) and the claim's first procedure code modifier on the line item does not match any of the procedure code modifiers listed on the reference database.

OR

The procedure code modifier include/exclude code on the reference database is equal to “E” (Exclude) and the claim's first procedure code modifier on the line item matches a procedure code modifier listed on the reference database.

If the reference database does not contain a procedure code modifier, then this exception is bypassed.

If the modifier value on the claim matches a modifier on system list “4651” (Bypass Procedure Modifiers), this edit is bypassed.

If the claim is an OPPS claim, then this exception is bypassed.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
0364
Proc/Tooth Nbr Cnfl

Creation Date:
10/01/2000
Revision Date:
03/03/2004

Description:
Dental Claims:

The tooth number include/exclude code on the reference database associated with the line item procedure code on the claim is equal to “I” (Include) and the line item tooth number on the the claim is not equal to any of the tooth numbers included on the reference database.

OR

The tooth number include/exclude code on the reference database associated with the line item procedure code on the claim is equal to “E” (Exclude) and the line item tooth number on the the claim is equal to one of the tooth numbers excluded on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0365
Proc/Place of Serv Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure place of service include/exclude code on the precedure database is equal to “I” (Include) and the place of service on the line item does not match a place of service listed on the reference database

OR

The procedure place of service include/exclude code on the reference database is equal to “E” (Exclude) and the place of service on the line item matches a place of service listed on the reference database.

If the reference database does not contain a place of service, then this exception is bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0366
Rendering Prov Requires Review for Proc/Type Combo
Creation Date:
10/01/2000
Revision Date: 
12/15/2013
Description:
All UB-04 Claim Types:

The provider specialty include/exclude code on the reference procedure code database is equal to “I” (Include) and the billing provider specialty on the claim does not match any of the provider specialties listed on the reference procedure code database.

OR

The provider specialty indicator on the reference procedure code is set to “E” (Exclude) and the billing provider specialty on the claim matches a provider specialty listed on the reference procedure code database.

Note:  Edit is bypassed if:

1. If the reference procedure code database does not contain a provider specialty.

2. If the provider database does not contain a provider specialty.

3. If the claim is an OPPS claim.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

4. If the claim is Outpatient (O) and the Billing Provider Type is 313 (FQHC) 

All HCFA (Professional) Claim Types:

The provider specialty include/exclude code on the reference procedure code database is equal to “I” (Include) and the rendering provider specialty on the claim or the line item does NOT match any of the provider specialties listed on the reference procedure code database.

OR

The provider specialty include/exclude code on the reference procedure code database is equal to “E” (Exclude) and the rendering provider specialty on the claim or the line item matches a provider specialty listed on the reference procedure code database.

Note:  Edit is bypassed if:

1. If the reference procedure code database does not contain a provider specialty.

2. If the provider database does not contain a provider specialty.

Note:  For Medical Claims:

1. The rendering provider’s specialty is used first for this edit.

2. If edit would post based on the rendering provider’s specialty, then the billing provider’s specialty code is used, if the procedure code is found on system list “4547” (Procedures that can use either Rendering or Billing Provider Type/Specialty).

3. If  the billing provider does not have a specialty, the edit is bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0367
Blng Prov Requires Review for Proc/Type Combo
Creation Date:
10/01/2000
Revision Date:
07/08/2013
Description:
All UB-04 Claim Types:

The provider type include/exclude code on the reference procedure code database is equal to “I” (Include) and the billing provider type on the claim does NOT match any of the provider types listed on the reference procedure code database.

OR

The provider type indicator on the reference procedure code database is set to “E” (Exclude) and the billing provider type on the claim matches a provider type listed on the reference procedure code database.

Note:  If the reference database does not contain a provider type, this exception is bypassed.

The edit will also be bypassed for OPPS claims.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

In addition, the edit will be bypassed when Outpatient (Claim Type O) and the Billing Provider Type is 313 (FQHC).
All Other Claim Types:

The provider type include/exclude coded on the reference procedure code database is equal to “I” (Include) and the rendering provider type on the claim does NOT match any of the provider types listed on the reference procedure code database.

OR

The provider type include/exclude code on the reference procedure code database is equal to “E” (Exclude) and the rendering provider type on the claim matches a provider type listed on the reference procedure code database.

Note:  If the reference procedure code database does not contain a provider type, this exception is bypassed.

Note:  For Medical Claims:

1. The rendering provider’s type is used first for this edit.

2. If edit would post based on the rendering provider’s specialty, then the billing provider’s type code is used, if the procedure code is found on system list “4547” (Procedures that can use either Rendering or Billing Provider Type/Specialty).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient and Non-Inpatient
0368
Blng Prov Requires Review for Rev/Type Combo
Creation Date:
03/05/2001
Revision Date:
09/26/2001
Description:
All UB-04 Claim Types:

The provider type include/exclude code on the reference revenue code database is equal to “I” (Include) and the billing provider type on the claim does NOT match any of the provider types listed on the reference revenue code database.

OR

The provider type indicator on the reference revenue code database is set to “E” (Exclude) and the billing provider type on the claim matches a provider type listed on the reference revenue code database.

Note:  If the reference revenue code database does not contain a provider type, this exception is bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient and Non-Inpatient
0369
Rev/Rend Prov Spec Mismatch

Creation Date:
01/02/2002
Revision Date:
09/14/2007

Description:
All UB-04 Claim Types:

The provider specialty include/exclude code on the reference revenue code database is equal to “I” (Include) and the rendering provider specialty on the claim does NOT match any of the provider specialties listed on the reference revenue code database.

OR

The provider specialty indicator on the reference revenue code database is set to “E” (Exclude) and the rendering provider specialty on the claim matches a provider specialty listed on the reference revenue code database.

Note:  Edit is bypassed if:

1. If the reference revenue code database does not contain a provider specialty.

2. If the provider database does not contain a provider specialty.

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Non-Inpatient
0371
Proc/Mod 2 Cnfl

Creation Date:
10/01/2000
Revision Date: 
07/08/2013
Description:
The procedure code modifier include/exclude code on the reference database is equal to “I” (Include) and the claim's second procedure code modifier on the line item does not match any of the procedure code modifiers listed on the reference database.

OR

The procedure code modifier include/exclude code on the reference database is equal to “E” (Exclude) and the claim's second procedure code modifier on the line item matches a procedure code modifier listed on the reference database.

If the reference database does not contain a procedure code modifier, then this exception is bypassed.

If the modifier value on the claim matches a modifier on system list “4651” (Bypass Procedure Modifiers), this edit is bypassed.

If the claim is an OPPS claim, then this exception is bypassed.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0372
Proc/Clm Type Cnfl

Creation Date:
10/01/2000
Revision Date:
07/08/2013
Description:
The procedure claim type inlcude/exclude code on the reference database is equal to “I” (Include) and the claim type on the claim does not match any of the claim types listed on the reference database.

OR

The procedure claim type include/exclude code on the reference database is equal to “E” (Exclude) and the claim type on the claim matches a claim type listed on the reference database.

If the reference database does not contain a claim type, then this exception is bypassed.

The edit will also be bypassed for OPPS claims.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0373
Rev/Type of Bill Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The revenue type of bill inlcude/exclude code on the reference database is equal to “I” (Include) and the type of bill on the claim does not match any of the type of bill values listed on the reference database.

OR

The revenue type of bill include/exclude code on the reference database is equal to “E” (Exclude) and the type of bill on the claim matches a type of bill value listed on the reference database.

If the reference database does not contain a type of bill, then this exception is bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0376
Proc Requires Modifier

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure code modifier required indicator on the reference database is equal to “Y” (Yes) and both line item procedure code modifiers on the claim are equal to spaces or zeroes.

Affected Invoice Types:
Claims Edit Exhibit
Final Adjudicator
0377
Missing or Invalid Cost Center

Creation Date:
03/08/2006
Revision Date:


Description:
This edit posts if the default cost center, 86999, would have been assigned to the claim.

Note:  This edit does not post if the claim is a credit or a void.
Affected Invoice Types:

 Claims Edit Exhibit
Claim Type Assignment
0378
Claim Table Counts Greater than Max

Creation Date:
10/01/2000
Revision Date:


Description:
This is an internal system edit.  Please contact technical support if this edit is posted.  The edit posts if the internal claim table counts are greater than the maximum number of claim segments.

Affected Invoice Types:
Claims Edit Exhibit
Common - System
0379
System Error

Creation Date:
10/01/2000
Revision Date: 
10/13/2006
Description:
The system cannot locate a date span on the system parameter or system list row in the reference database that encompasses the dates of service on the claim or line item of the claim.

This edit is bypassed if Edit 0125 has already posted to the claim.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional, Pricing – Medical, Inpatient, and Non-Inpatient

0381
Rate Rec Not Found

Creation Date:
10/01/2000
Revision Date:
04/17/2015
Description:
Inpatient Claims:

The institutional specific rate record for the billing provider on the claim cannot be found, or the institutional rate pricing span does not encompass the through coverage date on the claim or the hospital rate charge mode record cannot be found for an inpatient claim for the billing provider that has begin and end dates that encompass the claims through coverage date.

Outpatient Claims:

The institutional specific rate record for the billing provider on the claim cannot be found, or the institutional rate pricing span does not encompass the statement from and through coverage dates on the claim. 

Capitation:

The exception will post if any of the following are true:

· Procedure code is NOT “ME001” (Newborn), “ME002” (Retroactive Newborn), “ME003” (Regular), “ME004” (Native American Regular), or “ME005” (Native American Retroactive Newborn).

· Managed care rate cohort could not be found or rate cohort found is equal to spaces.

· Managed care service area not found. (Required on Native American clients.)

· Managed care plan rate not found.

· The client is ineligible based on eligibility requirements found in chapter 14.1.2.1.1 (Ineligibility Criteria) in section 14d-narr of System Documentation.

Practitioner or Medicare Part B Claim Type with a Billing Provider Type of ASC:

· Provider’s “Location” address could not be found (obtain Geo-County).

· Procedure code’s ASC group number row could not be found or the Procedure code’s ASC group number row’s span does not encompass the dates of service on the line item.

· ASC rate could not be found or the ASC rate row’s pricing span does not encompass the dates of service on the line item.

· The ASC rate record cannot be found, or the ASC rate pricing span does not encompass the dates of service on the line item of the claim.

All Other Claim Types:

· Rate File Only Indicator is set to “Y” (Indicates that price must be derived from the rate table), but no rows encompass the dates of service on the line item.

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Inpatient and Non-Inpatient
0382
Revenue Code Requires Review By Fiscal Agent


Creation Date:
10/01/2000

Revision Date:
09/11/2001

Description:

The revenue control code is “S” (Suspend).

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical, Inpatient, and Non-Inpatient

0383
Special Rate Indicated and No Rate on File

Creation Date:
06/14/2004
Revision Date:
05/26/2006
Description:
Medical Claims
· Procedure Code Rate File Only Indicator is set to “Y” (Indicates that price must be derived from the rate table), but no rate row encompass the dates of service on the line item.

Non-inpatient Claims
· Revenue Code Rate File pricing only indicator is set to “Y” (indicates price must be derived from rate table), but no rate row encompass the dates of service on the line item.

Or

· The Revenue Code requires a Procedure Code and the Procedure Code Rate File only indicator is set to “Y” (indicates price must be derived from rate table), but no rate row encompass the dates of service on the line item.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0384
Proc Code Excluded from ABP
Creation Date:
06/23/2014
Revision Date:
01/26/2016
Description:
This edit will post if the procedure code is found in system list 4753 – PROC CODES EXCLUDED FROM ABP and the claim’s primary COE is equal to “100” and the recipient’s disability indicator is not equal to ‘ME’ or ‘PH’.
The edit will bypass if the following is true:

· If the recipient is under 21 

The edit will post to the line.

Affected Invoice Types:
CMS1500 and Non-inpatient UB

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0385
Proc Code Exists on ABP System List 4754
Creation Date:
06/23/2014
Revision Date:
01/26/2016 
Description:
This edit will post if the procedure code is found in system list 4754 – PROC CODES INCLUDED IN ABP - LIST ONE. 

The edit will bypass if the following is true:

· If the claim’s primary COE is equal to “100” and the recipient’s disability indicator is not equal to ‘ME’ or ‘PH’

OR

· If the recipient is under 21
The edit will post to the line.

Affected Invoice Types:
CMS1500 and Non-inpatient UB

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0386
Proc Code Exists on ABP System List 4755
Creation Date:
06/23/2014
Revision Date:
01/26/2016
Description:
This edit will post if the procedure code is found in system list 4755 – PROC CODES INCLUDED IN ABP - LIST TWO.

This edit will bypass if the following is true:

· If the claim’s primary COE is equal to “100” and the recipient’s disability indicator is not equal to ‘ME’ or ‘PH’ 
OR

· If the claim’s primary COE is equal to “030”, “035”, “300” or “301”

OR

· If the recipient is under 21

The edit will post to the line.

Affected Invoice Types:
CMS1500 and Non-inpatient UB

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient

0387
BH Agency Specialty/Pricing Conflict
Creation Date:
02/23/2015
Revision Date:
03/30/2015
Description:
The edit will post if all of the following are true:  

· Procedure code on system list 4758

· Procedure Code has rate type H pricing span 

· Pricing span has specialty on system list 4757 
· Billing provider does not have a matching specialty code span for DOS.  

This edit posts the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit

Provider Eligibility

0388
FQHC Prov Not Allowed to Bill Mcare Crossover

Creation Date:
10/01/2000
Revision Date: 
01/23/2002
Description:

The billing provider type is “313” (Clinic Federally Qualified Health Center).

Note:  Only applies to crossover claims (Controlled via Exception Disposition Table).
Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical and Institutional
0390
PROC Only Billed Health Home Provider

Creation Date:
06/15/2015
Revision Date: 

Description:

The claims procedure code on System list 4766 can only be billed by a Health Home Provider.  

If the claim meets all of the following conditions the edit will post.

· Billing Provider Health Home indicator is not checked and procedure code is on System list 4766 or Billing Provider Health Home indicator is checked and procedure code is not on System list 4766
· The edit posts to the line for all claim types.

Affected Invoice Types:

Claims Edit Exhibit

Pricing - Non-Inpatient, and Inpatient Pricing
0391
Clinical utility diagnosis required for service

Creation Date: 04/17/2015

Revision Date:  11/20/2015
Description:

If the claim is ICD10, then the following fields are checked:
· For medical claim types P and L, post edit 0391 at the header level if either one of the following is true:

1. All of the diagnosis codes are in the range V00-Z99.89 and none are found on system list 4767.

2. All of the diagnosis codes on the claim are invalid.

· For medical claims, if there is at least one valid diagnosis code that is not in range V00-Z99.89, edit 0391 is bypassed. 

· For institutional claims with claim type O, H or V, post edit 0391 at the claim header level if all of the diagnosis codes are in the range V00-Z99.89 and none are found on system list 4767.

Note: Pharmacy claims do not contain diagnosis codes, so they are excluded.

Affected Invoice Types:

Claims Edit Exhibit

Pricing 
0392
Surgical procedure Code Not Specific

Creation Date:
06/05/2015
Revision Date:


Description:


The surgical procedure code non-specific indicator is “Y” (indicating the surgical procedure code is not specific) and either:

1. The surgical procedure code is NOT found on system list 4769
2. The surgical procedure code is found on system list 4769 and the claim LDOS falls within the effective dates on the list for that surgical procedure code .

The claim will be denied at the header level.
Affected Invoice Types:

Claims Edit Exhibit

Pricing - Medical
0395
School Based Service Invalid For Provider Type


Creation Date:
10/01/2000

Revision Date: 
09/11/2001
Description:

The billing provider type is not “345” (Schools) and the claim line procedure code matches one of the procedure codes maintained on system list “4700” (School Based Procedures).

Affected Invoice Types:


Claims Edit Exhibit

Data Validation - Medical

0396
CMS-1500 Auto Acc Ind Inv

Creation Date:
10/01/2000
Revision Date:


Description:

For CMS-1500 claims, the Auto Accident Indicator is not “Y,” “N,” or space.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation - Medical

0397
CMS-1500 Oth Acc Ind Inv

Creation Date:
10/01/2000
Revision Date:


Description:

The CMS-1500 Other Accident Indicator is not “Y,” “N,” or space.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0401
Blng Prov No Affl w/MCO On DOS

Creation Date:
05/21/2007
Revision Date: 
03/31/2014
Description:
The claim’s DOS does not fall within the Billing provider’s contract begin and end dates on the MCO Affiliation table for providers with status ‘60’ (ACTIVE) and ‘70’ (NON-MCO-PROV).  

This edit only posts on encounters with FDOS is equal to or greater than the Centennial Care Implementation Date of 01-01-2014.
Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0402
Rndr Prov No Affl w/MCO On DOS

Creation Date:
05/21/2007
Revision Date: 
03/31/2014
Description:
The claim’s DOS does not fall within the Rendering provider’s contract begin and end dates on the MCO Affiliation table for providers with status ‘60’ (ACTIVE) and ‘70’ (NON-MCO-PROV).  

This edit only posts on encounters where the Line Item FDOS is equal to or greater than the Centennial Care Implementation Date of 01-01-2014. 

Affected Invoice Types:

Claims Edit Exhibit
Pricing - Medical
0405 Procedure Code is Value Added Behavioral Health

Creation Date: 
06/23/2011
Revision Date:
03/30/2014
Description:
This edit will post to the line when the claim is an encounter claim (media source “5”), plan type = H, first Date Of Service (DOS) is less than or equal to the Centennial Care Implementation date (PARM 0100 Subsystem H) and the procedure code is on system list 4405 (Value Added Proc Cds for BH)

Affected Invoice Types:
CMS1500 and Non-inpatient UBs

Claims Edit Exhibit
Pricing – Institutional
0406 Revenue Code is Value Added Behavioral Health

Creation Date: 
06/23/2011
Revision Date:
03/30/2014
Description:
This edit will post to the line when the claim is an encounter claim (media source “5”), plan type = H, first Date Of Service (DOS) is less than or equal to the Centennial Care Implementation date (PARM 0100 Subsystem H) and the revenue code is on system list 4406 (Value Added Rev Cds for BH)

Affected Invoice Types:
All UBs

Claims Edit Exhibit

Provider Eligibility

0410
Attending Prov is Under Review

Creation Date:
10/01/2000
Revision Date:


Description:

All UB-04 Claim Types:

The statement from or through coverage date on the claim falls within the attending provider review date span on the provider master database and the service meets the criteria found within the provider review span.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0411
Billing Prov is Under Revw

Creation Date:
10/01/2000
Revision Date: 
11/16/2009
Description:
All UB-04 Claim Types:

The statement from and through coverage dates  overlap the effective date on the billing provider review date span on the provider master database and the date indicator on the review date span is set to “S” (Service) and the service meets the criteria found within the provider review span.

OR

The date the claim was entered into the system overlaps the effective date on the billing provider review date span on the provider master database and the date indicator on the review date span is set to “R” (Receipt) and the service meets the criteria found within the provider review span.

All Other Claim Types:

The line item first date of service is less than or equal to the effective date and the last date of service is greater than or equal to the effective date on the billing provider review date span on the provider master database and the date indicator on the review date span is set to “S” (Service) and the service meets the criteria found within the provider review span.

OR

The date the claim was entered into the system overlaps the effective date on the billing provider review date span on the provider master database and the date indicator on the review date span is set to “R” (Receipt) and the service meets the criteria found within the provider review span.

The provider review span review criteria can specify claim types, major programs, procedure codes, diagnosis codes, DRG codes, and revenue codes.  The system compares all the review criteria entered against the claim information to identify when this edit sets.
NOTE:  For all claim types, the disposition of this edit is set to the review action code off the provider table unless it is forced paid or force denied

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0412
Rendering Provider Required

Creation Date:
10/01/2000
Revision Date:
01/30/2004
Description:
The rendering provider number if present on the claim does not have a corresponding row on the provider master database.

The system bypasses this exception if the billing provider type is equal to the billing provider type on system list “4542” (Billing Provider Types).
Note - Prior to HIPAA this edit was used for destination providers on transportation claims.
Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0413
Rend Prov is Under Revw

Creation Date:
10/01/2000
Revision Date:
11/16/2009
Description:
The line item first or last date of service on the claim falls within the rendering provider review date span on the provider master database and the service meets the criteria found within the provider review span.

The provider review span review criteria can specify claim types, major programs, procedure codes, diagnosis codes, DRG codes, and revenue codes.  The system compares all the review criteria entered against the claim information to identify when this edit sets.
NOTE:  For all claim types, the disposition of this edit is set to the review action code off the provider table unless it is forced paid or force denied

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0414
Rend Prov License Expired - Recycle
Creation Date:
03/05/2001
Revision Date: 
01/31/2010
Description:
The rendering provider’s license has expired (Claim’s last date of service is after the rendering provider’s license expiration date) and the provider’s status is active.  

If a provider has no license (no rows in table), then this edit is bypassed.
Note:  After 60 days, the Provider Subsystem will change the provider’s status from active to deny.

The system bypasses this exception if the billing provider type is equal to the billing provider type on system list “4542” (Billing Provider Types).
Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, Inpatient and Final Adjudicator
0419
No Tax Rate Available


Creation Date:
10/01/2000

Revision Date: 
04/22/2003

Description:

The billing provider tax status indicator is “Y4” (Taxable) and the system cannot locate a gross receipts tax rate.

OR

The provider location address could not be found to obtain the county code to retrieve the tax rate.

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0420
Invalid Rendering NPI

Creation Date:
05/21/2007
Revision Date:

Description:
The Rendering NPI did not pass the Luhn check digit validation.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0421
Rendering NPI Not Found

Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module could not determine a Medicaid ID, for the Rendering provider, because the cross-matching module could not find a matching NPI on the provider NPI table.

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0422
Rend Prov Not Enrolled

Creation Date:
10/01/2000
Revision Date:
02/03/2016
Description:
The edit posts if both of the following conditions are NOT true:

· The line item last date of service is encompassed by the rendering provider enrollment span dates.

· The rendering provider enrollment status is equal to “60” (Active).  
· For Centennial Care Encounter Claims (FDOS greater than or equal to 1-1-2014), the rendering provider enrollment status is equal to “60” (Active) or “70” (Non-MCO-Prov).  
This edit logic is bypassed if the billing provider type is equal to the billing provider type on system list “4542” (Billing Provider Types).

This edit logic is bypassed if Referral Indicator on the Procedure Code is not equal to ‘Rendering’ or ‘Both’.

This edit logic is bypassed for Encounter Claims with FDOS < 1-1-2014.
Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0423
Rend Prov Not in Billing Group

Creation Date:
10/01/2000

Revision Date:
 
Description:
The billing provider number is not equal to the rendering provider number and the rendering provider is not a member of the billing provider’s group.  The line item first and last date of service must fall within the provider’s affiliation date spans.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0424
Bill Prov Not Enrolled on Dates of  Service

Creation Date:
10/01/2000
Revision Date:
03/31/2014
Description:
All UB-04 Claim Types:

The edit posts if both of the following conditions are NOT true:

· The statement dates of service are encompassed by the billing provider enrollment span dates.

· The billing provider enrollment status is equal to “60” (Active).  

This edit does not apply if the billing provider ID is not present.

All Other Claim Types:

The edit posts if both of the following conditions are NOT true:

· The line item first date of service is encompassed by the billing provider enrollment span dates.

· The billing provider enrollment status is equal to “60” (Active).  

Encounters:

All UB-04 Claim Types:

The edit posts if both of the following conditions are NOT true:

· The statement dates of service are encompassed by the billing provider enrollment span dates.

· The billing provider enrollment status is equal to “70” (MCO provider).  

· For Centennial Care Encounter Claims (Header FDOS greater than or equal to 1/1/2014), the billing provider enrollment status is equal to “60” (ACTIVE) or “70” (MCO Provider). 

This edit does not apply if the billing provider ID is not present.

All Other Claim Types:

The edit posts if both of the following conditions are NOT true:

· The line item first date of service is encompassed by the billing provider enrollment span dates.

· The billing provider enrollment status is equal to “70” (MCO provider).  

· For Centennial Care Encounter Claims (Header FDOS greater than or equal to 1/1/2014), the billing provider enrollment status is equal to “60” (ACTIVE) or “70” (MCO Provider). 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0425     Billing Prov Not Allowed to Submit Claims – Servicing Only

Creation Date:
02/15/2002
Revision Date: 
03/17/2003
Description:
This edit determines if the billing provider is not allowed to submit claims.  The edit posts if the Billing Provider Code is equal to “S” (Service Only – No Claims).

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0426     Billing Prov Not Allowed to Subm Claims - Other

Creation Date:
03/17/2003
Revision Date:
 
Description:
This edit determines if the billing provider is not allowed to submit claims.  The edit posts if the Billing Provider Code is equal to:

· “E”   (Encounter Only)

· “P”   (Presumptive Eligibility Determiner – No claims)

· “I”    (Insurance)

· “C”   (Carrier)

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
0427
Rendering NPI Not Found on DOS
Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module found at least one matching NPI, for the Rendering provider, but it was not in effect on the claim’s first date of service.  

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0428
Rend NPI Match Multi Mcaid ID

Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module found more than one matching NPI, for the Rendering provider, in effect on the claim’s date of receipt.  The cross-matching module will return one of the matching provider IDs based on the multiple matching provider ID hierarchy.  

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0429
Rend NPI Found-Txnmy No Match

Creation Date:
05/21/2007
Revision Date:
04/28/2014
Description:
The cross-matching module found a single matching NPI, for the Rendering provider, in effect on the claim’s date of receipt.  However, the cross-matching module could not find a matching NPI using the provider type(s) determined from crosswalking the submitted taxonomy code.  

Please refer to section ‘3.5.1  NPI to MMIS Provider Id Cross-Matching Module (CMM) Overview’ of 03D-5exhb for a detailed explanation of the NPI cross-match criteria. 

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0430
Proc Not On DB

Creation Date:
10/01/2000
Revision Date:     12/28/2004


Description:
The line item procedure code on the claim does not exist on the reference database.

OR

The line item revenue code is included in system list “4540” (Radiology Revenue Codes) or system list “4543” (Surgery Revenue Codes).
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0431
Proc Not Covered for date of Service

Creation Date:
10/01/2000
Revision Date:
03/19/2004

Description:
The procedure code on the reference database associated with the line item procedure code on the claim is not covered for the date of services on the claim.

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0432
Procedure  Requires Revw

Creation Date:
10/01/2000
Revision Date: 
04/29/2013
Description:
The procedure factor code on the reference database associated with the line item procedure code for the line item dates of service is equal to “3” (Manual Review – FS), “4” (Manual Review – RVS), “C” (26 Manual Review – FS), “D” (26 Manual Review – RVS), “I” (TC Manual Review – FS), “J” (TC Manual Review – RVS), “O” (Rental Manual Review – FS), “P” (Rental Manual Review – RVS), “T” (Anesthesia Manual Review – FS), or “U” (Anesthesia Manual Review – RVS)

AND

The submitted amount on the claim is greater than the calculated base rate amount. 

The edit is bypassed if claim type = S and attachment code 70 on the claim.

This edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0434
Proc/Age Cnfl

Creation Date:
10/01/2000
Revision Date:
01/26/2016
Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the line item procedure code or the ICD surgical procedure on the claim. The exception will be bypassed if procedure code is included on System List 4754 (Proc Codes Included in ABP), the Primary COE is equal to “100”, and the recipient’s disability indicator is not equal to ‘ME’ or ‘PH’.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical
0435
Proc/Sex Cnfl

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The sex code on the reference database associated with the line item procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Inpatient 
0436
Auth is Reqd – PA # on Claim Missing 

Creation Date:
10/01/2000
Revision Date: 
01/14/2016
Description:
Prior authorization is required under the following circumstances:

1. If major program is equal to “D” (DOH).  (Note:  The system currently assigns a ‘D’ to the Major program when a valid PA is present and attachment code 61 is billed.  This edit is bypassed when attachment code is 61.)
2. If claim type is equal to “W” (Waiver).

a.
If Billing Provider type = “344” and specialty = “078” , the exception if bypassed.  If provider = 53689747 (PPL) and claim is an adjustment received before 1/1/2011, edit is not bypassed.

b.
If the first procedure code = T2025, the exception is bypassed.

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

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

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

6.
If one of the statements below is true:  

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

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

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

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

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

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

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

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

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

**  The procedure code, revenue code or ICD surgical procedure code major program coverage segment on the reference database that encompasses the line item dates of service on the claim indicates that prior authorization is required for the client’s major program. 

The following conditions will cause Prior Authorization validation to be BYPASSED:

1. Outpatient claim and the provider type is “201” (Gen Acute), “204” (PPS Exempt Psych), or “315” (RR Hlth Med) and the revenue code is “0910,” “0911,” “0912,” “0914,” or “0915.”

2. If provider location is equal to “O” (Out of state – beyond border) and the service is considered an emergency (Procedure, diagnosis, or revenue code’s emergency indicator equals “Y”). Effective 04/09/2013, the emergency indicator was set to ‘N’ on all diagnosis codes per memo 111436.

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

4. Primary COE is 035/2 (PAM) or Primary COE is 072/2 (PAK)..

5. The Service Area code = ‘A’ (Anesthesia) OR Procedure Code Modifier (1, 2, 3, or 4) is equal to ‘80’ (Asst Surgeon), ‘81’ (Minimum Asst Surgeon) or ‘82’ (Asst Surgeon Qual Resident Not)

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

7. Provider types of 313 (FQHC), 221 (IHS), 321 (School Based Health Centers) and 345 (Schools) as well as providers that have the IHS indicator set to  “Y”.

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

9. The claim type is Inpatient and attachment code is equal to “68” (Alien Emergency).

10. The claim type is Outpatient and the provider type is “203” (Hospital Rehab) and the revenue code is “0424” or “0434”.

11. Attachment 70 is on the claim and TPL amount is greater than zero (This does apply to Waiver claims)

12. Primary COE is 085 and attachment code 67 (EMSA Approval) is on the The claim type is Practitioner/Physician and the provider type is “364” (Ambulatory Surgical Center).

13. The claim type is Mcare Part B Crossover and the line item Medicare Allowed Amount is greater than zero.

14. Claim Type = ‘O’, TOB = 013X or 083X or 851, Provider Type = 201 or 203, and procedure code on system list 4940 (OPPS Wound Care Procedures)

Posting at Header or Line:

1. The default is to post at the line.

2. If the input source is ICD surgical procedure code, then post at the header.

3. If the claim is Inpatient, then post at header.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0437
Proc Not Valid for Serv Date

Creation Date:
10/01/2000
Revision Date:


Description:
The line item last date of service on the claim fall completely outside of any of the pricing segments on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Crossover
0438
Proc Requires Matrix/Manual Price

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The procedure factor code on the reference database associated with the line item procedure code for the line item dates of service is equal to “5” (General By Report), “E” (26 By Report), “K” (TC By Report), “Q” (Rental By Report), or “W” (Anesthesia By Report) and the base amount source code is not equal to “MX” (Matrix Priced) or “MM” (Manual Price).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0439
Proc Not a Benefit for Serv Date

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure factor code on the reference database associated with the line item procedure code for the line item dates of service is equal to “6” (General Not Covered), “F” (26 Not Covered), “L” (TC Not Covered), “R” (Rental Not Covered), or “X” (Anesthesia Not Covered).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0440
6th Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The sixth diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0441
6th Diag Not Covered

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The diagnosis covered code on the reference database associated with the sixth diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0443
6th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the sixth diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0444
6th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The sex code on the reference database associated with the sixth diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0446
7th Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The seventh diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0447
7th Diag Not Covered

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The diagnosis covered code on the reference database associated with the seventh diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0449
7th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the seventh diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0450
1st Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
All UB-04 Claim Types:

The principal diagnosis code on the claim does not have a corresponding record on the reference database.

If Admitting and Primary Diagnosis (1st diag) are the same, this exception is bypassed.

All Other Claim Types:

The first diagnosis code on the claim does not have a corresponding record on the reference database.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0451
1st Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
Inpatient and Medicare Part A Crossover Claims:

The diagnosis covered indicator on the reference database associated with the admitting diagnosis or the first diagnosis code on the claim is equal to D (Deny).

All Other Claim Types:

The diagnosis covered code on the reference database associated with the first diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0452
7th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the seventh diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0453
Non-related Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
This edit applies only to Professional claims.

The diagnosis code on the claim is not related to any line item on the claim and does not have a corresponding record on the reference database
Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0454
1st Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the first diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0455
1st Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:
01/31/2006

Description:
The sex code on the reference database associated with the first diagnosis code is compared to the sex code on the claim, which is populated using the gender code on the client database.  If these codes do not correspond, the edit 1st Diag/Sex CnfI posts.  

If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0458
8th Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The eighth diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0459
8th Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the eighth diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0460
2nd Diag Not On DB

Creation Date:
10/01/2000
Revision Date:
11/06/2015
Description:
The second diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0461
2nd Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the second diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0464
2nd Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the second diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0465
2nd Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the second diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0467
8th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the eighth diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0468
8th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the eighth diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0470
3rd Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The third diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0471
3rd Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the third diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0472
9th Diag Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The ninth diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0474
3rd Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the third diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0475
3rd Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the third diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0477
9th Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the ninth diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0479
9th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the ninth diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0480
4th Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The fourth diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0481
4th Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the fourth diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0482
9th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:
Description:
The sex code on the reference database associated with the ninth diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0484
4th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the fourth diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0485
4th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the fourth diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0488
Adm Diag Not On DB

Creation Date:
10/01/2000
Revision Date:
03/05/2001 
Description:
The admitting diagnosis code on the claim does not have a corresponding record on the reference database.

Note:  When admitting diagnosis code is spaces, the system maps the principal diagnosis code to the admitting diagnosis code on the claim for inpatient and long term care claims.
Note:  For claim types other than inpatient or long term care the admitting diagnosis is allowed to be spaces.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0489
Adm Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the admitting diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0490
5th Diag Not On DB

Creation Date:
10/01/2000
Revision Date: 
11/06/2015
Description:
The fifth diagnosis code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0491
5th Diag Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The diagnosis covered code on the reference database associated with the fifth diagnosis code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0494
5th Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the fifth diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0495
5th Diag/Sex Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The sex code on the reference database associated with the fifth diagnosis code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Institutional
0496
Claim Not Submitted Within the Two Year Filing Period

Creation Date:
10/01/2000
Revision Date:
04/04/2014
Description:
The claim was not received withing the two year filing time period.

The MMIS determines the two-year filing period end date by adding 730 days to one of the following:

· For claim type I where the hospital pay mode is DRG, the system uses the claim’s last date of service.  

· For claim types I (where the hospital pay mode is not DRG), A and N, the system uses the claim’s first date of service.   

· For inpatient encounters (claim type I), the system will use the claim’s last date of service.

· For all other claim types, the system uses the claim’s lines first date of service.

The date may be reset based on the following conditions.  The latest date will be used if it is greater than the filing period DOS begin date.  

If the claim meets all of the following conditions, the filing period begin date is the add date of the claim’s primary category of eligibility:

· The COE span’s add date is after the claim’s last date of service.

· The COE span’s add date is after the COE span’s begin date.

· For Long Term Care (LTC) claims (claim type N) the LTC span’s add date is also checked.  NOTE:  This is only done if the a retro COE span was found.  If the LTC span’s add date is after the claims’s last date of service, the LTC add date will be used.  If the LTC span’s add date is not after the claim’s LDOS, the retro COE add date is used.  

If the in-process claim’s TCN date (batch date) is after the two-year filing period end date, the MMIS posts exception 0496 to the in-process claim.

For electronic adjustments and voids (FFS only), if the new reimbursement is less than or equal to original reimbursement, the edit will be force paid by the system.  If the new reimbursement is greater than the original reimbursement, the edit will be set to deny by the system, the transaction type is set to 4(denied replacement), and credit will not be created.  

The MMIS bypasses the exception if the in-process claim meets any of the conditions below:

· The claim is the result of a mass adjustment and the batch number is not on system list 4300.

· The claim’s first or last date of service is invalid.

· The claim is an encounter and the plan type is not equal to H

The edit posts to the line for claim type B, D, L, P, S, T, W, X, C, H, O, and V.  The edit will post at the header for all other claim types.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Institutional

0497
Exceeds resubmission or adjustment filing limit


Creation Date:
09/01/2010
Revision Date:
04/04/2014
Description:
The adjustment or resubmission claim was not received within the filing grace period.

For adjustments, the edit will post when the replacement claim was not received within 90 days of the replaced TCN’s paid date and the replaced TCN was timely as defined in edit 0815/0820.

· Claims with the billing provider type of 345 (Schools) ) or 344 with specialty 078  will have 120 days from the replaced TCN’s paid date.
· The edit will bypass if the replacment claim’s paid date is 0001-01-01 (claim has not been through payment cycle).
For electronic adjustments and voids (FFS only), if the new reimbursement is less than or equal to original reimbursement, the edit will be force paid by the system.  If the new reimbursement is greater than the original reimbursement, the edit will be set to deny by the system, the transaction type is set to 4(denied replacement), and credit will not be created.  

For non-adjustment claims (resubmissions), the edit will post when attachment code 55 present on the claim and timely was not met for the claim (timely determined under edit 0815/0820).

The MMIS bypasses the exception if the in-process claim meets any of the conditions below:

· The claim is the result of a system generated adjustment (Media Source Code = 4).

· The claim is an adjustment and the claim’s adjustment reason is on system list “4462” (Filing limit adjustment reason exclusions).

· The claim’s first or last date of service is invalid.

· The claim was received before September 1, 2010.

· The claim’s billing provider type is 221 or the IHS indicator is set to Y.
· The claim’s billing provider is listed on system list “4460” (Filing limit provider exclusions) and the claim’s header/line dates of service are within the system list effective begin date and effective end date. 


AND

The claim’s billing provider is on system list “4461” (Filing limit for exclusion Receipt 
Date) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

· The claim’s billing provider is NOT on system list “4460” (Filing limit provider exclusions) for the DOS

AND

The claim’s billing provider type is listed on system list “4464” (Filing limit provider 
exclusions Prov Type) and the claim’s header/line dates of service are within the system list effective begin date and effective end date.

AND

The claim’s billing provider type is on system list “4465” (Filing limit for exclusion 
Receipt Date Prov Type) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

This edit will post at the header for claim types A, I and N.

This edit will post at the line for claim types B, D, L, P, S, T, W, X, C, H, O and V.

Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0499
Adm Diag/Age Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The client’s age on the claim is not within the minimum/maximum age limits on the reference database for the admitting diagnosis code on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient

0501
Auth is Suspended - Recycle

Creation Date:
10/01/2000
Revision Date: 
12/01/2004
Description:
The PA header status on the prior authorization database associated with the claim or line item is equal to “S” (Suspended).

AND

The current date minus the TCN Julian date is no more than the number of days maintained on the “PA Recycle ” system parameter number “4591.”  
Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Inpatient
0502
Auth/Client Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The authorization client ID on the prior authorization database does not match the client ID on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0503
Auth is Denied

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The PA header status on the prior authorization database associated with the claim or line item is equal to “D” (Denied) or “C” (Closed).

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical
0504
Auth/Mod Cnfl

Creation Date:
10/01/2000
Revision Date:
05/26/2006

Description:
The line item procedure code modifier(s) on the prior authorization database does not match the line item procedure code modifier(s) on the claim.  The criteria for a match are listed below:

If the line item of the prior authorization contains two modifiers, the associated line item of the claim must have the same two modifiers to be considered a match.

If the line item of the prior authorization has one modifier, the associated line item of the claim must have one that matches the prior authorization modifier to be considered a match.  The other procedure code modifier on the line item of the claim is ignored (if present).

If the modifier on the claim is found on system list 4800, the associated line item of the prior authorization must have the same modifier to be considered a match.

Edit 0504 will be bypassed if the claim is billed by a provider whose Provider Type is 324 or 363 or a provider whose Provider Type is 414 and the claim’s line contains Procedure Modifier RR, NU, KH, or RP.  This edit is also bypassed if the PA cross reference file is used.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0506
2nd Value Cd/Amt Mis 

Creation Date:
10/01/2000
Revision Date: 
11/01/2001
Description:
The second value code is present on the claim, and the associated value amount is zero.

OR

The second value amount is present on the claim, and the associated value code is missing.

Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0507
2nd Value Code Invalid

Creation Date:
 10/01/2000
Revision Date:
Description:

The second value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0508
3rd Value Cd/Amt Mis 

Creation Date:
10/01/2000
Revision Date: 
11/01/2001
Description:
The third value code is present on the claim, and the associated value amount is zero.

OR

The third value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0509
3rd Value Code Invalid

Creation Date:
10/01/2000
Revision Date:


Description:
The third value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0510
Auth/Prov Cnfl

Creation Date: 
10/01/2000
Revision Date: 
03/23/2010
Description:
Non-Waiver PA Types:

The header billing provider number on the prior authorization database is present, but not equal to the billing or rendering provider number on the claim.

Waiver PA Types:

The PA number is present on the PA database but the claim billing provider number does not equal any of the provider IDs on the PA lines.

This edit will not post on medical claims with “26” in Modifier 1 or Modifier 2.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0511
Auth/Svc Cnfl

Creation Date:
10/01/2000
Revision Date:


Description:
The authorization line item procedure code or descriptor on the prior authorization database does not match the line item procedure code on the claim.

OR

The authorization line item revenue code or descriptor on the prior authorization database does not match the line item revenue code on the claim

OR

The authorization line item ICD surgical procedure code or descriptor on the prior authorization database does not match the ICD surgical procedure code on the claims.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Inpatient and Non-Inpatient
0514
Auth LI Status Suspended- Recycle


Creation Date:
10/01/2000
Revision Date: 
12/01/2004
Description:
The associated prior authorization line item status is equal to “S” (suspended).

AND

The current date minus the TCN Julian date is no more than the number of days maintained on the “PA Recycle ” system parameter number “4591.”  
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient

0516
Auth is Suspended 

Creation Date:
12/01/2004

Revision Date: 

Description:
The PA header status on the prior authorization database associated with the claim or line item is equal to “S” (Suspended).

 AND

The current date minus the TCN Julian date is greater than the number of days maintained on the “PA Recycle ” system parameter number “4591.”  
Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Inpatient and Non-Inpatient
0517
Auth LI Status Suspended


Creation Date:
12/01/2004

Revision Date: 

Description:
The associated prior authorization line item status is equal to “S” (suspended).

AND

The current date minus the TCN Julian date is greater than the number of days maintained on the “PA Recycle ” system parameter number “4591.”  
Affected Invoice Types:
Claims Edit Exhibit

Pricing – Medical and Non-Inpatient
0518
Auth LI Status Deny

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
The associated prior authorization line item status is equal to “D” (denied) or “C” (closed).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0519
NDC Not Valid

Creation Date:
07/07/2008
Revision Date:
01/10/2011
Description:
The National Drug Code (NDC) entered on the claim line does not exist on the drug table.

This edit is bypassed if the modifier “UD” is on the claim line or claim is an encounter claim and FDOS is before 1/1/11.

.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0520
Procedure Code requires a NDC

Creation Date:
07/07/2008
Revision Date:
07/08/2013
Description:
The procedure code entered on the claim line requires a NDC. 
For DOS prior to 5/1/11, the procedure code is on system list 4820 (HCPCS Codes that require NDC) and the NDC code on the line is equal to spaces.
For DOS equal to or greater than 5/1/11, the procedure code is on system list 4821 (Codes Optional for NDC HCPCS and CPT) and the NDC code on the line is equal to spaces.
For outpatient claims, the revenue code on the line must be on system list 4822 (Rev Codes that require proc code claim type O).
The edit will be bypassed for the following reasons:
1.  The billing provider type is 221, 313, 314, or 315.
2. The claim type is outpatient AND billing provider type is 201 or 203 AND Type of Bill is 13X or 83X or 851  AND there is a factor code Y pricing row on the system for the FDOS of the claim where the source code associated with the factor code is on system list 4823 (OPPS NDC Required Pricing Source Codes)
3. The claim is an encounter claim(media source code = 5) and the modifier UD is present on the claim.
4. The claim is an encounter claim (media source code =  5) and the FDOS is less than 6/1/11.

5. The claim is an encounter claim (media source code = 5), claim type = S, and FDOS is less than 2/1/12.

6. The claim is an outpatient claim and FDOS < 4/1/11.

7. The billing provider type is 447 (Renal Dialysis Facility).
Affected Invoice Types:
All UB and HCFA Claim Types.  Edit posts to the line for all claim types.
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0521
4th Surg Proc Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The fourth surgical procedure code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0522
4th Surg Proc Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the fourth surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0526
5th Surg Proc Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The fifth surgical procedure code on the claim does not have a corresponding record on the reference database.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0527
5th Surg Proc Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the fifth surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient and Inpatient
0528
NDC REQUIR FOR PROC EFF 5/1/11
Creation Date:
12/2/2009
Revision Date:
 11/27/2012
Description:
The procedure code entered on the claim line is on system list 4821 (Codes Optional for NDC HCPCS and CPT) and the NDC code on the line is equal to spaces.

For outpatient claims, the revenue code on the line must by on system list 4822 (Rev Codes that require proc code claim type O) in order for the edit to post.

Edit posts to the line for all claim types.

Edit is bypassed if claim is an encounter claim and FDOS is before 6/1/11 or Billing Provider Type is 221 or 313-315.

As of 11/27/12, this edit is no longer coded to post in the system.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
0530
Procedure Code must exist on system list 0338
Creation Date:
07/01/2010
Revision Date: 


Description:
If Provider type is equal to 344 and specialty is equal to 078, procedure code must exist on system list 0338.

The edit posts to the claim line.

Affected Invoice Types:

CMS1500

Claims Edit Exhibit
Pricing – Non-Inpatient and Crossover
0536
Rev Requires Manual Price

Creation Date:
10/01/2000
Revision Date: 
09/11/2001
Description:
The Revenue Factor code is equal to “5” (General by Report) and the line item’s base source code is not “MM” (Manual Priced).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0539
Procedure Code Not Valid with Revenue Code

Creation Date:
06/12/2002
Revision Date: 
 11/13/2014
Description:
The edit is set if the all the conditions in Condition A or all the conditions in Condition B are met:

Condition A

1. The revenue code billed on the claim line item has a value of “0949.”

AND

2. Provider Type is FQHC (“313”) 


AND

3. The procedure code billed on the claim line item is not one of the following values:

a) WC108  

b) WC109 

c) WC110 

d) WC111 

e) WC112 

f) WC113 

g) WC114 

h) WC115 

i) WC116 

j) WC117 

k) WC118 

l) WC124 

m) WE044 

n) WE045 

o) WE046 

p) WE087 

q) YE016 

r) YE017 

s) YE021 

t) YE022

             

Or the standard following standard codes which crosswalk back to the local code of 

90804 = WC108

90805 = WC108

90806 = WC108

90807 = WC108

90808 = WC108

90809 = WC108

90810 = WC108

90811 = WC108

90812 = WC108

90813 = WC108

90814 = WC108

90853 = WC109

90801 = WC110

90802 = WC110

90889 = WC111

99241 = WC112

99242 = WC112

99243 = WC112

99244 = WC112

99245 = WC112

90804 = WC113

90805 = WC113

90806 = WC113

90807 = WC113

90808 = WC113

90809 = WC113

90810 = WC113

90811 = WC113

90812 = WC113

90813 = WC113

90814 = WC113

90853 = WC114

T1017 = WC115 with modifier HK

T1017 = WC116 with modifier HA

T2023 = WC117

T2023 = WC118 with modifier HI

T1017 = WC124 with modifier HD

97802 = WE044

97803 = WE045

97802 = WE046

T1017 = WE087 with modifier HE

D2710 = YE016

D2751 = YE016

D2752 = YE016

D2791 = YE016

D2792 = YE016

D5110 = YE016

D5120 = YE016

D5130 = YE016

D5140 = YE016

D5211 = YE016

D5212 = YE016 

      

D5213 = YE016 

D5214 = YE016

A9900 = YE017

S5000 = YE017

S5001 = YE017

Condition B

1. The revenue code billed on the claim line item is not a value of “0949.”

AND

2. Provider Type is FQHC (“313”) 


AND

3. The procedure code billed on the claim line item is one of the following values:

u) WC108  

v) WC109 

w) WC110 

x) WC111 

y) WC112 

z) WC113 

aa) WC114 

ab) WC115 

ac) WC116 

ad) WC117 

ae) WC118 

af) WC124 

ag) WE044 

ah) WE045 

ai) WE046 

aj) WE087 

ak) YE016 

al) YE017 

am) YE021 

an) YE022

             

Or the standard following standard codes which crosswalk back to the local code of 

90804 = WC108

90805 = WC108

90806 = WC108

90807 = WC108

90808 = WC108

90809 = WC108

90810 = WC108

90811 = WC108

90812 = WC108

90813 = WC108

90814 = WC108

90853 = WC109

90801 = WC110

90802 = WC110

90889 = WC111

99241 = WC112

99242 = WC112

99243 = WC112

99244 = WC112

99245 = WC112

90804 = WC113

90805 = WC113

90806 = WC113

90807 = WC113

90808 = WC113

90809 = WC113

90810 = WC113

90811 = WC113

90812 = WC113

90813 = WC113

90814 = WC113

90853 = WC114

T1017 = WC115 with modifier HK

T1017 = WC116 with modifier HA

T2023 = WC117

T2023 = WC118 with modifier HI

T1017 = WC124 with modifier HD

97802 = WE044

97803 = WE045

97802 = WE046

T1017 = WE087 with modifier HE

D2710 = YE016

D2751 = YE016

D2752 = YE016

D2791 = YE016

D2792 = YE016

D5110 = YE016

D5120 = YE016

D5130 = YE016

D5140 = YE016

D5211 = YE016

D5212 = YE016 

      

D5213 = YE016 

D5214 = YE016

A9900 = YE017

S5000 = YE017

S5001 = YE017

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Non-Inpatient
0541
Rev Not a Benefit for Serv Date

Creation Date:
10/01/2000
Revision Date:


Description:
The revenue factor code on the revenue pricing segment from the reference database is set to “6” (General Not Covered) for the line item date of service on the claim.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0544
Rev Not Valid for Serv Dates

Creation Date:
10/01/2000
Revision Date: 
03/05/2001
Description:
None of the revenue pricing segment date spans on the reference database encompass the date of service on the line item of the claim.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0545
Rev Requires Manual Revw

Creation Date:
10/01/2000  
Revision Date:


Description:
The revenue factor code on the Reference database associated with the line item revenue code for the line item dates of service is equal to “3” (Manual Review Fee Schedule) or “4” (Manual Review RVS) and the submitted amount exceeds the calculated base rate amount.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Crossover
0546
Proc Requires Price

Creation Date:
03/05/2001
Revision Date: 
06/24/2013
Description:
All pricing methodologies have been exhausted and the allowed charge is equal to $0.00.

This edit is bypassed if all of the following are true:

· The Batch Medium Source Code is “8” – exam entered

· The header transaction type is “3” – debit of adjustment

· The adjustment reason code is “082” – PERM

· The Batch Payment Type is “0” – Pay to Provider

· The Base Amount Source Code for the line is not “MM” - Manual

OR

· The procedure code is on system list 4752 (Bypass Procs for Edit 0546).  
The edit posts to the line for all claim types.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Crossover
0547
Rev Requires Price

Creation Date:
03/05/2001
Revision Date: 
10/06/2008
Description:
All pricing methodologies have been exhausted and the allowed charge is equal to $0.00.

This edit is bypassed if all of the following are true:

· The Batch Medium Source Code is “8” – exam entered

· The header transaction type is “3” – debit of adjustment

· The adjustment reason code is “082” – PERM

· The Batch Payment Type is “0” – Pay to Provider

· The Base Amount Source Code for the line is not “MM” - Manual

Affected Invoice Types:
Claims Edit Exhibit
Medical Pricing
0549 
Allow MSBS HCPCS & Rate Types

Creation Date:
 08/23/2011
Revision Date:
11/09/2011
Description:
This edit will post when the billing provider type is equal to 345 (schools) and one of the following is true:

· The procedure code is on system list 4510 (MSBS HCPCS & Rate Types) and the base amount source is not “PB”

· The procedure code is not on system list 4510 (MSBS HCPCS & Rate Types)

The system bypasses this exception if the procedure code is on system list 4511 (HCPCS that bypass MSBS HCPCS & Rate Type) OR FDOS is before 10/1/2011.

This edit posts to the line.

Affected Invoice Types:
CMS1500 claims

 Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0550
1st Surg Proc Not On DB

Creation Date:
10/01/2000 
Revision Date:


Description:
The first surgical procedure code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0551
1st Surg Proc Not Covered

Creation Date:
10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the first surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient and Non-Inpatient
0552
6th Surg Proc Not On DB

Creation Date:
10/01/2000
Revision Date:


Description:
The sixth surgical procedure code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
0553
Rental Amounts Total Exceed Purchase Price

Creation Date:
03/05/2001
Revision Date: 
10/11/2001
Description:
This audit will be set for all DME rentals which exceed the purchase price and meet the following criteria:

1. Service area equals “E” (DME Supply).

2. Pricing process code (HCFA Claim Pricing Factor Code) equals rental code (Factor Code equal to “M,” “N,” “O,””P,” or “Q”). 

3. Any provider.

4. If rental accumulated allowed amount for related procedures is greater than purchase allowed amount for procedure being billed.

5. Time period is the past 15 months.

The purchase price used in the rental versus purchases price comparison is found by obtaining the Fee Schedule (Factor Code 1) pricing span for the line item first date of service.  

If no factor code row is found, this edit is bypassed.

Note:  Portions of this edit had to be hard coded in the U/R program and portions are controlled by a U/R limit entered in the Reference Subsystem.  The portions of this edit that had to be hard coded are: checking for service area of DME, checking the pricing factor code, and determining the purchase price.

Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
0554
More than 9 Reserve Days w/o PA 

Creation Date:
03/05/2001
Revision Date: 
08/29/2011
Description:
This audit is set if there are more than nine reserve days billed for the calendar year on long term care non-ICF/MR claims based on the following criteria:

1. Same Client ID.

2. Dates of service are within the same calendar year.

3. Prior Authorization is required for subsequent (of 9) reserve days.  Bypass if prior authorized.

4. Any provider whose provider type is not “214” or “215”

AND 

· The LTC reserve days (value codes “Y1” and “Y2”) are greater than nine and the claim’s first date of service is less than the HIPAA implementation date.

OR

· The LTC reserve days (revenue code “0182”, “183”, “0184”, or “0185”) have submitted units greater than nine and the claim’s first date of service is greater than the HIPAA implementation date.

Note:  This edit is totally hard coded in the U/R program and does not use any Reference files for U/R Criteria.

Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
0555
EPSDT Screening Performed Twice in 11 Months

Creation Date:
03/05/2001
Revision Date: 
09/11/2001
Description:
This audit will be set when an EPSDT screening is billed twice within 11 months for clients age 2 and up.  The following is the criteria for this audit:

1. Procedure code included in UR Procedure Code List 0555

2. Same Client

3. Any Provider

4. Client ages 2 and up

5. Units greater than 1 count

6. Days:  321

Note:  A portion of this edit had to be hard coded in the U/R Program and portions are controlled by a U/R limit entered in the Reference System.  The portion of this edit that had to be hard coded is the check for ages 2 and up. 

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0557
Client Readmitted within 2 Days of Discharge – Different DRG

Creation Date:  05/09/2011
Revision Date:  07/15/2014
Description:
Two inpatient hospital (DRG only)  claims for the same client ID are compared, the difference between the thru date on the oldest claims date of service and the admit dates on the claim with the most current date of service must be greater than 2 days, otherwise this audit will be set based on the following criteria:

1. Same client ID.

2. Any provider.

3. Days: <=2 days.

4. Different DRG codes

Bypass Conditions:

1. Bypass if the claim in process is from a Free Standing Psych Hospital (Billing Provider Type equals “205” (Hospital, Psychiatric)).

2. Bypass if the claim with the earliest date of service does not contain a discharge code equal to “01,” “03”-“06,” “08, or 65”

3. Bypass if the claim in process is for a newborn, asthma, complications of newborn or AIDS depending on the diagnosis codes (contained on UR Diagnosis List 0557):

· “640” through “676.99” (includes “644.03,” “650,” and “658.13”)

· “493.90”

· “V30” through “V39.99” (includes “V30.0”)

· “774.6”

· “774.1”

· “042”

· “O00” through “O99”                                                                         

· “P00” through “P96” 

· “Z38.0”  through  “Z38.8”   

· “J45.20” through  “J45.998”

· “B20”

· “B97.35”

· “Z21”

4. Bypass if the claim in process contains a TPL amount equal to 50% or more of the billed charges.

Affected Invoice Types:
UB-04

Claim type = 
“I”– Inpatient

Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0558
Client Readmitted within 2 Days of Discharge – Same DRG

Creation Date:  03/05/2001
Revision Date:  07/15/2014
Description:
Two inpatient hospital (DRG only)  claims for the same client ID are compared, the difference between the thru date on the oldest claims date of service and the admit dates on the claim with the most current date of service must be greater than 2 days, otherwise this audit will be set based on the following criteria:

5. Same client ID.

6. Any provider.

7. Days: <=2 days.

8. Same DRG codes

Bypass Conditions:

5. Bypass if the claim in process is from a Free Standing Psych Hospital (Billing Provider Type equals “205” (Hospital, Psychiatric)).

6. Bypass if the claim with the earliest date of service does not contain a discharge code equal to “01,” “03”-“06,” “08, or 65”

7. Bypass if the claim in process is for a newborn, asthma, complications of newborn or AIDS depending on the diagnosis codes (contained on UR Diagnosis List 0557):

· “640” through “676.99” (includes “644.03,” “650,” and “658.13”)

· “493.90”

· “V30” through “V39.99” (includes “V30.0”)

· “774.6”

· “774.1”

· “042”

· “O00” through “O99”                                                                         

· “P00” through “P96” 

· “Z38.0”  through  “Z38.8”   

· “J45.20” through  “J45.998”

· “B20”

· “B97.35”

· “Z21”

8. Bypass if the claim in process contains a TPL amount equal to 50% or more of the billed charges.

Affected Invoice Types:
UB-04

Claim type = 
“I”– Inpatient

Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0560
2nd Surg Proc Not On DB

Creation Date: 10/01/2000
Revision Date:


Description:
The second surgical procedure code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0561
2nd Surg Proc Not Covered

Creation Date:  10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the second surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0562
6th Surg Proc Not Covered

Creation Date: 10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the sixth surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
0567
More than 65 Reserve Days w/o PA 

Creation Date:  03/05/2001
Revision Date:  09/11/2001
Description:
This audit is set if there are more than sixty-five reserve days (value code “Y1” and “Y2”) billed for the calendar year on long term care ICF/MR claims based on the following criteria:

1.  Same Client ID.

2.  Dates of service are within the same calendar year.

3.  Prior authorization is required for subsequent (of 65) reserve days.

4. Bypass if prior authorized.

5. The LTC reserve days (values codes “Y1” and “Y2”) greater than 65.

6. Any provider.

Note:  The logic for this edit is totally hard coded in the U/R Criteria program.  It is not using any of the Reference Files for U/R criteria.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0570
3rd Surg Proc Not On DB

Creation Date:  10/01/2000
Revision Date:


Description:
The third surgical procedure code on the claim does not have a corresponding record on the reference database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient and Inpatient
0571
3rd Surg Proc Not Covered

Creation Date:  10/01/2000
Revision Date:


Description:
The procedure covered code on the reference database associated with the third surgical procedure code on the claim is equal to “D” (Deny).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical
0576
Provider Not Allowed to Bill Procedure/Revenue

Creation Date: 06/12/2002
Revision Date:  03/04/2004

Description:
This edit is posted under the following conditions:

The “Rate File Pricing Only” indicator on the procedure record is set to a value of “Y.”

AND

There is no specific rate on file that applies to the claim.

(No procedure specific rate records have been found on the procedure specific rates database   OR   No procedure specific rate spans encompass the dates of service on the line item.)

The following is the list of the procedure specific rate tables:

· Procedure Code/Billing Provider/

[PA base rate pricing]

         Modifier/Major Program

· Procedure Code/Billing Type/Rendering 
[PB base rate pricing]

         Type/Modifier/Major Program     

· Procedure Code/Rendering Type/

[PC base rate pricing] 

         COE/Modifier/Major Program

· Procedure Code/Rendering Type/

[PD base rate pricing]

          Modifier/Major Program

· Procedure Code/Rendering Specialty/

[PE base rate pricing]

         Modifier/Major Program

· Procedure Code/Billing Type/COE/

[PF base rate pricing]

          Modifier/Major Program

· Procedure Code/Billing Type/   

[PG base rate pricing]

         Modifier/Major Program

· Procedure Code/Billing Specialty/

[PH base rate pricing]

         Modifier/Major Program

· Procedure Code/Modifier/



[PI base rate pricing]

         Major Program

OR

The “Rate File Pricing Only” indicator on the revenue record is set to a value of “Y.”

AND

There is no specific rate on file that applies to the claim.

(No revenue specific rate records have been found on the revenue specific rates database   OR   No revenue specific rate spans encompass the dates of service on the line item.

The following is the list of the revenue specific rate tables:

· Provider

[R2 base rate pricing]

· Major Program

[R3 base rate pricing]

· Provider Type

[R5 base rate pricing]

Do not price the service using the “procedure record” pricing span.

Do not price the service using the “revenue record” pricing span.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Inpatient
0582
DRG Record Not On DB

Creation Date:10/01/2000
Revision Date:


Description:
The DRG code returned from the grouper module does not have a corresponding record on the the reference database.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Inpatient
0583
DRG RC 1 - Diag Not Prin Diag

Creation Date:  10/01/2000
Revision Date:   08/08/2008
Description:
The return code from DRG processing is equal to “1.”  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Diagnosis code cannot be used as principal diagnosis.

· Version 15: Diagnosis code cannot be used as principal diagnosis.

· Version 16: Diagnosis code cannot be used as principal diagnosis.

· Version 17: Diagnosis code cannot be used as principal diagnosis.

· Version 18: Diagnosis code cannot be used as principal diagnosis.

· Version 19: Diagnosis code cannot be used as principal diagnosis.

· Version 20: Diagnosis code cannot be used as principal diagnosis.

· Version 21: Diagnosis code cannot be used as principal diagnosis.

· Version 22: Diagnosis code cannot be used as principal diagnosis.

· Version 23: Diagnosis code cannot be used as principal diagnosis.

· Version 24: Diagnosis code cannot be used as principal diagnosis

This Edit will no longer post for Version 25 and above.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient 
0584
DRG RC 2 - No DRG in MDC for Prin Diag

Creation Date:  10/01/2000
Revision Date:  08/08/2008
Description:
The return code from DRG processing is equal to “2”(for version 12-24) or “02”(version 25) and above .  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 15: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 16: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 17: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 18: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 19: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 20: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 21: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 22: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 23: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 24: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

· Version 25: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.
· Version 26: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis

· Version 27: The claim does not match criteria for any DRG in MDC indicated by the principal diagnosis.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Inpatient
0585
DRG Pricing Span Not Found

Creation Date:  10/01/2000
Revision Date: 

Description:
The DRG pricing span effective dates do not encompass the statement through coverage date on the claim.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient 
0587
DRG RC 3 - Inv Clnt Age

Creation Date: 10/01/2000
Revision Date:  08/08/2008
Description:
The return code from DRG processing is equal to “3” (for version 12-24) or “03”(version 25) and above. The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Invalid age.

· Version 15: Invalid age.

· Version 16: Invalid age.

· Version 17: Invalid age.

· Version 18: Invalid age.
· Version 19: Invalid age.
· Version 20: Invalid age.

· Version 21: Invalid age.
· Version 22: Invalid age.
· Version 23: Invalid age.
· Version 24: Invalid age.
· Version 25: Invalid age.
· Version 26: Invalid age.
·    Version 27: Invalid age
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Inpatient
0588
DRG RV Missing

Creation Date: 10/01/2000
Revision Date:


Description:
The DRG relative value on the reference database is equal to zero for the statement through coverage date on the claim and are required to price the Inpatient claim.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient

0589
DRG RC 4 - Inv Clnt Sex

Creation Date: 10/01/2000
Revision Date:  08/08/2008
Description:
The return code from DRG processing is equal to “4”(for version 12-24) or “04”(version 25) and above.  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Invalid sex.

· Version 15: Invalid sex.

· Version 16: Invalid sex.

· Version 17: Invalid sex.

· Version 18: Invalid sex.
· Version 19: Invalid sex.
· Version 20: Invalid sex.

· Version 21: Invalid sex.
· Version 22: Invalid sex.
· Version 23: Invalid sex.
· Version 24: Invalid sex.
· Version 25: Invalid sex.
· Version 26: Invalid sex.
· Version 27: Invalid sex.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient 
0590
DRG RC 5 - Inv Disch Stat

Creation Date: 10/01/2000
Revision Date:  08/08/2008
Description:
The return code from DRG processing is equal to “5”(for version 12-24) or “05”(version 25) and above.  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Invalid discharge status.

· Version 15: Invalid discharge status.

· Version 16: Invalid discharge status.

· Version 17: Invalid discharge status.

· Version 18: Invalid discharge status.
· Version 19: Invalid discharge status.
· Version 20: Invalid discharge status.

· Version 21: Invalid discharge status.
· Version 22: Invalid discharge status.
· Version 23: Invalid discharge status.
· Version 24: Invalid discharge status.
· Version 25: Invalid discharge status.
· Version 26: Invalid discharge status.
· Version 27: Invalid discharge status.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient 
0592
DRG RC 6 - Illogical Prin Diag

Creation Date: 10/01/2000
Revision Date:  08/08/2008
Description:
The return code from DRG processing is equal to “6”(for version 12-24) or “06”(version 25) and above.  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Illogical principal diagnosis.

· Version 15: Illogical principal diagnosis.

· Version 16: Illogical principal diagnosis.

· Version 17: Illogical principal diagnosis.

· Version 18: Illogical principal diagnosis.

· Version 19: Illogical principal diagnosis.

· Version 20: Illogical principal diagnosis.

· Version 21: Illogical principal diagnosis.

· Version 22: Illogical principal diagnosis.

· Version 23: Illogical principal diagnosis.

· Version 24: Illogical principal diagnosis.

· Version 25: Illogical principal diagnosis.

· Version 26: Illogical principal diagnosis.

· Version 27: Illogical principal diagnosis.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Inpatient 
0593
DRG RC 7 - Inv Prin Diag

Creation Date: 10/01/2000
Revision Date:  08/08/2008
Description: 

The return code from DRG processing is equal to “7”(for version 12-24) or “07”(version 25) and above.  The return code value corresponds to specific error conditions based upon the grouper version in use:

· Version 12: Invalid principal diagnosis.

· Version 15: Invalid principal diagnosis.

· Version 16: Invalid principal diagnosis.

· Version 17: Invalid principal diagnosis.

· Version 18: Invalid principal diagnosis.

· Version 19: Invalid principal diagnosis.
· Version 20: Invalid principal diagnosis.

· Version 21: Invalid principal diagnosis.

· Version 22: Invalid principal diagnosis.
· Version 23: Invalid principal diagnosis.
· Version 24: Invalid principal diagnosis.
· Version 25: Invalid principal diagnosis or invalid as principal diagnosis.
· Version 26: Invalid principal diagnosis or invalid as principal diagnosis.
· Version 27: Invalid principal diagnosis or invalid as principal diagnosis.
Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
0594
Oxygen Equipment Requires PA After 31 days

Creation Date: 03/05/2001
Revision Date:  10/17/2011
Description:
If the 31-day DME procedure code is billed twice in 60 days this audit will set.  The following is the criteria for this audit:

1. Same client ID.

2. Any provider ID.

3. Same procedure code (“YA074” – “YA078”).

4. Units greater than 1 count.

5. Time:  59 days before or after the first DOS on the in process claim.

Note:  A portion of this edit had to be hard coded in the U/R Program and portions are controlled by a U/R Limit entered in the Reference Subsystem.  The portion of this edit that had to be hard coded is calculating the 59 days after the first date of service.  Normally, the end date for when a particular U/R parameter applies is done relative to the last date of service on the claim.  

Bypass logic is also hard-coded.  Edit is bypassed when attachment 70 is on the claim.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation - Medical
0596
Diag Related Code Invalid

Creation Date: 10/01/2000
Revision Date:  03/16/2004

Description:
The line item first, second, third, fourth, fifth, sixth, seventh, or eighth diagnosis related code is not a valid value, references a diagnosis code that is equal to spaces, or is repeated in another related diagnosis field on the same line.  Please refer to OmniAdd for a list of valid values.
Note:  Dental claims allow for up to eight diagnosis-related indicators.

Affected Invoice Types:
Claims Edit Exhibit
Claims Pricing – Institutional and Non-Institutional UB
0598
Present on Admission (POA) Indicator is Required
Creation Date: 08/27/2012
Revision Date:  

Description:
If the claim type is I and the Billing Provider Type is 201 and the POA indicator on the Principal or Secondary Diagnosis codes is blank, post the exception to the header.

· The edit is bypassed for the Principal Diagnosis code if the Principal and Admitting Diagnosis Codes are the same.

· The edit is bypassed for the specific diagnosis code if the POA Exempt indicator on the Reference Diagnosis Code Table is checked.

· The edit is bypassed for all diagnosis codes on the claim if the Billing NPI is on System List 4680 (Critical Access Hospitals Exempt from POA Reporting).
Affected Invoice Types:
UB, Claim Type I

Claims Edit Exhibit
Duplicate Check
0600
Suspect Dup Prof or Tech Comp, Covered by Complete Service

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0601
Suspect Dup CMS, Covered by Inpatient Claim

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
0605
Auth/Svc Date Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
UB-04 Claim Types:

The effective and expiration dates on the prior authorization do not encompass the statement from and through coverage dates on the claim. 

All Other Claim Types:

The line item start and end dates on the prior authorization do not encompass the line item dates of service on the claim. 

Affected Invoice Types:
 Claims Edit Exhibit
Pricing - Medical
0608
Auth/Tooth Num Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
The line item tooth number on the claim does not match the line item tooth number on the associated prior authorization.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
0609
Auth/Tooth Surf Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
The line item tooth surface on the claim does not match the line item tooth surface on the associated prior authorization.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
0610
Auth/Oral Cav Cnfl






Creation Date: 02/04/2006
Revision Date:


Description:
The line item oral cavity code on the claim does not match the line item oral cavity code on the associated prior authorization.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Final Adjudicator
0617
Auth LI Units/Amt Used - Adjud

Creation Date: 10/01/2000
Revision Date: 02/21/2011
Description:
The line item status on the claim is to be paid, and the associated prior authorization line item that was used to price the claim has been fully utilized (the line item total approved units/amount equals the line item total units/amount used).  

OR

The prior authorization line item does not contain enough units/amount to pay this claim.

Special Considerations for Therapy PAs:

If the Claim Type is O 

And

Header First Date of Service is on or after date on system parameter 4840

Then 

The system checks to see if PA descriptors on the associated PA are ‘PT’, ‘OT’, ‘ST’. 

If the PA Descriptor is PT, the system determines if the revenue code is on therapy system list 0431.  If it is, then the system looks for another line item on the same claim or in the claims history and current files with the same date of service and a revenue code contained on system list 0431.  If another paid line is found, then 0 units are included in the calculation for this edit.  If a paid matching line is not found, then 1 unit is included in the calculation for this edit. 

If the PA Descriptor is OT, the system determines if the revenue code is on therapy system list 0426.  If it is, then the system looks for another line item on the same claim or in the claims history and current files with the same date of service and a revenue code contained on system list 0426.  If another paid line is found, then 0 units are included in the calculation for this edit.  If a paid matching line is not found, then 1 unit is included in the calculation for this edit. 

If the PA Descriptor is ST, the system determines if the revenue code is on therapy system list 0433.  If it is, then the system looks for another line item on the same claim or in the claims history and current files with the same date of service and a revenue code contained on system list 0433.  If another paid line is found, then 0 units are included in the calculation for this edit.  If a paid matching line is not found, then 1 unit is included in the calculation for this edit. 

If the PA Descriptor is not ‘PT’, ‘OT’, or ‘ST’, then the allowed units are included in the calculation for this edit to determine if the approved units have been fully exhausted.
Affected Invoice Types:
Claims Edit Exhibit
Final Adjudicator
0620
ARA Plan Limit Amount Exceeded 
Creation Date: 02/14/2011
Revision Date: 
Description:
The line item status on the claim is to be paid and the ARA plan limit amount on the associated prior authorization has been fully utilized.  This occurs when the line item total approved amount combined with the used amounts on each of the applicable PA lines exceeds the ARA Plan Limit Amount at the Header.  

This edit only applies to Claim Type ‘W’ (Waiver) and when the PA Type Code on the associated PA = ‘W’ (Waiver) and the Waiver Type is between 30Z and 39Z or between 40Z and 44Z.

The ARA plan limit is retrieved from the field on the associated PA Header but is compared to the system parameter associated with the Waiver Type on the PA.  If the amount has been updated since the PA was approved, the edit will used the newest amount contained on the system parameter based on claim dates of service.  The following table illustrates how the system determines which system parameter value to retrieve:

	System Parm #
	Waiver Type
	Effective Start Dt
	Effective End Dt
	ARA Limit

	4680
	ARA Limit - 30Z
	1964-01-01
	9999-12-31
	$28,515.40

	4681
	ARA Limit - 31Z
	1964-01-01
	9999-12-31
	$23,437.00

	4682
	ARA Limit - 32Z
	1964-01-01
	9999-12-31
	$18,356.76

	4683
	ARA Limit - 33Z
	1964-01-01
	9999-12-31
	$39,061.36

	4684
	ARA Limit - 34Z
	1964-01-01
	9999-12-31
	$36,739.28

	4685
	ARA Limit - 35Z
	1964-01-01
	9999-12-31
	$34,417.20

	4686
	ARA Limit - 36Z
	1964-01-01
	9999-12-31
	$20,310.84

	4687
	ARA Limit - 37Z
	1964-01-01
	9999-12-31
	$16,809.32

	4688
	ARA Limit - 38Z
	1964-01-01
	9999-12-31
	$13,616.00

	4689
	ARA Limit - 39Z
	1964-01-01
	9999-12-31
	$42,279.52

	4690
	ARA Limit - 40Z
	1964-01-01
	9999-12-31
	$37,538.76

	4691
	ARA Limit - 41Z
	1964-01-01
	9999-12-31
	$33,604.84

	4692
	ARA Limit - 42Z
	1964-01-01
	9999-12-31
	$31,571.64

	4693
	ARA Limit - 43Z
	1964-01-01
	9999-12-31
	$25,619.24

	4694
	ARA Limit - 44Z
	1964-01-01
	9999-12-31
	$22,121.40


This edit is bypassed if the procedure code+modifier1+modifier 2 is contained on system list 4750.  The format of the list value is XXXXX1122 where X = 5 digit procedure code, 11 = 2 digit modifier, and 22 = 2 digit modifier (ex. G0151GPU1).  The used amounts on non-applicable PA lines are excluded from the calculation.  The PA line is considered non-applicable if the procedure on the PA line is contained on system list 4750
Affected Invoice Types:
 Claims Edit Exhibit

Data Validation - Medical

0633
Dental Occp Rltd Ind Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:

The Occupation Related Indicator is not “Y,” “N,” or space for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation - Medical

0634
Dental Occp Rltd Date Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:

The Occupation Related Indicator is equal to Y, but the Occupation Related Date Field is invalid or missing for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation - Medical

0635
Dental Auto Acc Ind Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:

The Auto Accident Indicator is not equal to “Y,” “N,” or space for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation - Medical

0636
Dental Auto Acc Date Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:


The Auto Accident Indicator is equal to “Y,” but the Auto Accident Date field is missing or is invalid for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation - Medical

0637
Dental Othr Acc Ind Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:

The Other Accident Indicator is not equal to “Y,” “N,” or space for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Medical

0638
Dental Othr Acc Date Inv

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:

Dental Claims:


The Other Accident Indicator is equal to “Y,” but the Other Accident Date field is missing or is invalid for a dental claim.

Affected Invoice Types:

Claims Edit Exhibit
Duplicate Check
0652
Suspect Dup, Covered by Inpatient DRG Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0653
Suspect Dup, Covered by Inpatient non-DRG claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, and Non-inpatient
0670
Sterilization Form Required

Creation Date: 10/01/2000
Revision Date: 10/17/2011
Description:
The procedure code on the Reference database indicate the service is related to a sterilization and the sterilization attachment code is neither “51” (ISD-345, Sterilization Consent) or “54” (Physician Statement) and the client sex equals “F” (Female) and the client age is less than 54 on the claim date of service.  If the sterilization indicator on the procedure code is equal to “Z”, a sterilization form is not required.

The system bypasses this exception if the service area is “A” (Anesthesia) or the service component code is equal to “8” (Assistant Surgery).

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
0671
Abortion Indicated

Creation Date: 10/01/2000
 Revision Date: 03/05/2001
Description:

The abortion indicator on the reference database associated with the line item procedure code is equal to “Y” (Yes).

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Inpatient, and Non-inpatient
0673
Diagnosis Sterilization Form Required

Creation Date: 03/05/2001
Revision Date: 10/17/2011
Description:
The primary diagnosis code on the Reference database indicate the service is related to a sterilization and the sterilization attachment code is neither “51” (ISD-345, Sterilization Consent) or “54” (Physician Statement) and the client sex equals “F” (Female) and the client age is less than 54 on the claim date of service.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0675
Hysterectomy Form Required

Creation Date: 10/01/2000
Revision Date:  10/17/2011
Description:
The Hysterectomy indicator on the Reference database indicates the procedure is a hysterectomy and the claim attachment code is not one of the following: 

· “51”   (ISD-345, Sterilization Consent)

· “52”   (Acknowledgement of Hysterectomy)

· “54”   (Physician Statement)

The system bypasses this exception if the client is older than 54 on the claim date of service and the sex is female.  The system also bypasses this exception if the service area is “A” (anesthesia) or a service component code is equal to “8” (assistant surgeon).

Affected Invoice Types:

Claims Edit Exhibit
Duplicate Check
0681
Suspect Dup Psychosocial Rehab, Covered by Inpatient Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0686
Suspect Dup, Medicare Part A Claim Overlaps with Another Service

Creation Date: 10/01/2000
Revision Date: 02/08/2005

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0689
Suspect Dup, Covered by Medicare Part B Crossover

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0696
3rd Condition Code Invalid

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The third condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0697
4th Condition Code Invalid

Creation Date: 10/01/2000
Revision Date:  09/11/2001
Description:
The fourth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0700
Native American Procedure Code for Non-Native American Client

Creation Date: 10/01/2000

Revision Date:  08/07/2002
Description:
The procedure code is “ME004” or “ME005” (procedure codes found on system list “4719”) and the client race code is not equal to “3” (Native American).

Affected Invoice Types:
Claims Edit Exhibit

Pricing – Inpatient and Non-inpatient

0701
DME Billed Line Item Charges are over the Specified Limit

Creation Date: 10/01/2000

Revision Date: 03/04/2004

Description:
The first three digits of the revenue code are “029” (durable medical equipment – other than rental) and the total calculated line item charges are greater than the amount in system parameter “4200” (DME Charge Limit).

Note:  The total calculated line item charges equal the line item total charges less the line item non-covered charges.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0702
Date of Service Before Date of Birth

Creation Date: 10/01/2000

Revision Date: 08/08/2006
Description:
The claim date of birth is present and the first date of service is before the date of birth.

Affected Invoice Types:
Claims Edit Exhibit

Client Eligibility
0703
Client On Medical Review

Creation Date: 10/01/2000

Revision Date:

Description:
One of the client review entries meets the following condition:

The claim last date of service is on or after the review begin date and the claim first date of service is on or before the review end date. 

The system bypasses this exception if one of the following conditions is true:

For inpatient claims, the claim last date of service is the same day as the review begin date and patient status code is not “30” (Still a Patient), “31” (Still a Patient – State Assigned), or “32” (Still a Patient, Waiting Placement).

Affected Invoice Types:

Claims Edit Exhibit

Data Validation Medical and Institutional
0704
Medical Diagnosis Required

Creation Date: 10/01/2000

Revision Date: 10/31/2005

Description:
All of the claim diagnosis codes match diagnosis codes maintained on system list “4482” (DX Insufficient to Assure Medical Necessity).

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0705
Client on Medical Review for Medical Management
Creation Date: 10/01/2000

Revision Date: 02/21/2002

Description:
The client has medical management coverage during the claim line dates of service and NONE of the providers (billing, servicing, attending or referring provider ID) match the provider ID in the medical management span.

Affected Invoice Types:

Claims Edit Exhibit

Pricing
0706
Review Physician Statement Attachment For Sterilization

Creation Date: 10/01/2000

Revision Date: 10/17/2011

Description:
The sterilization procedure code is other than “Z” (not entered) and the claim has an attachment code of “51” (ISD-345, Sterilization Consent) or “54” (Physician statement).

The system bypasses this exception if the sterilization procedure code is “Z” (not entered).

The system bypasses this exception if the service area is “A” (Anesthesia) or one of the four modifiers equal ‘80’ or ‘82’ (Assistant Surgery).

The system bypasses this exception if the client is female and is older than 54 years.

Affected Invoice Types:

Claims Edit Exhibit

Pricing
0707
Service Not Pregnancy-Related

Creation Date: 10/01/2000

Revision Date: 07/20/2015

Description: 


The claim’s primary category of eligibility code is equal to “035” (MA for Preg Rel Svcs Only) 

OR 
the claim’s primary category of eligibility code is equal to “301” and the Federal Match Code is equal to “1” 
OR 
the claim’s primary category of eligibility code is equal to “301” and the Federal Match Code is equal to “3”
and the claim is not pregnancy related.

For this exception, there are different editing rules for ICD 9 versus ICD 10 claims.  ICD 9 claims are those with dates of service prior to the date set on System Parameter 5050 (currently 10/01/2015).  ICD 10 claims are those with dates of service on or after the date set on System Parameter 5050.  At the start of the adjudication process, the ICD Version code is set to a value of ‘09’ or ‘10’ based on this date.

For ICD 9 claims (ICD Version = 9), the system determines if a claim is pregnancy related by examining the diagnosis, revenue, and procedure codes as follows:

The system checks the diagnosis code pregnancy related indicator and bypasses this edit if set to “Y.”  Otherwise, for each claim line the system examines one of two system lists.  For claim lines priced using revenue codes, the system examines system list “4551” (Pregnancy-Related Revenue Codes).  For claim lines priced using procedure codes, the system examines system list “4552” (Pregnancy-Related Procedure Codes).  If a match is found for any of the claim lines, the system classifies the claim as pregnancy-related and discontinues exception 0707 processing.

The system may classify the claim as pregnancy-related if there is a valid combination of diagnosis and revenue/procedure codes on the claim.  These diagnosis, revenue and procedure codes are maintained on separate system lists:

· “4553”   (Pregnancy-Related Diagnosis Codes Requiring A Service Code)

· “4554”   (Pregnancy-Related Revenue Codes Requiring A Diagnosis Code)

· “4555”   (Pregnancy-related Procedure Codes Requiring A Diagnosis Code)

The system compares each of the claim’s diagnosis codes to those maintained on the “Pregnancy-Related Diagnosis Codes Requiring A Service Code” system list.  If one of the claim diagnosis codes matches a diagnosis code maintained on the system list, the system then compares each claim line revenue or procedure code to the appropriate system list looking for a matching entry.  If a match is found, the system classifies the claim as a pregnancy-related claim and discontinues exception 0707 processing.

If no match is found, the system posts exception 0707.

This edit is bypassed if either of the following is true:

· Any diagnosis code is on system list 4732

· Any diagnosis code has a family planning indicator = ‘1’

The edit posts to the header for all claim types.

For ICD 10 claims (ICD Version = 10), the system determines if a claim is pregnancy related by examining the diagnosis, revenue, and procedure codes as follows:

The system checks the diagnosis code pregnancy related indicator and bypasses this edit if set to “Y.”  Otherwise, for each claim line the system examines one of two system lists.  For claim lines priced using revenue codes, the system examines system list “4551” (Pregnancy-Related Revenue Codes).  For claim lines priced using procedure codes, the system examines system list “4552” (Pregnancy-Related Procedure Codes).  If a match is found for any of the claim lines, the system classifies the claim as pregnancy-related and discontinues exception 0707 processing.

If no match is found, the system posts exception 0707.

This edit is bypassed if either of the following is true:

· Any diagnosis code is on system list 4732

· Any diagnosis code has a family planning indicator = ‘1’

The edit posts to the header for all claim types.
Affected Invoice Types:

Claims Edit Exhibit

Pricing - Medical 
0708
Review Physician Statement For Service Modifer

Creation Date: 10/01/2000

Revision Date: 11/14/2014
Description:


One of the claim line modifier codes is “22” (Unusual Procedural Service) or “QQ” (claim submitted with written statement intent), the modifier is allowed for the service, and one of the claim attachment codes is “54” (Physician Statement).

The system bypasses this exception if one of the modifier codes is “22” (Unusual Procedural Service) and the claim line contains one of the following procedure/diagnosis combinations for high-risk pregnancy:

Procedure Code

Diagnosis Code
59400



On System List 4748

59410



On System List 4748

59425



On System List 4748

59426



On System List 4748

59510



On System List 4748

59514



On System List 4748

59515



On System List 4748

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0709
LTC Span Ends Before Last Date Of Service


Creation Date: 10/01/2000

Revision Date: 01/08/2015
Description:

See edit criteria in 0331 so see Provider Types/Revenue Codes impacted:

The LTC end date is before the claim last date of service or the LTC discharge date (date associated with occurrence code “42”) is before the claim last date of service.

The system bypasses this exception if the discharge date or LTC end date one day prior to the last date of service and the claim frequency code is “1” (Admission Through Discharge) or “4” (Interim Billing – Discharge Clm).

For hospice claims, the system bypasses this exception unless the revenue code is “0658” or “0659.”

Affected Invoice Types:

Claims Edit Exhibit

Pricing
0710
Ground Ambulance Service Requires Attachment

Creation Date: 10/01/2000

Revision Date: 10/17/2011

Description:

The billing provider type is “401” (Ambulance, Air) or “402” (Ambulance, Ground) and there is NOT an attachment code “66” (Transportation Verification Form) or “54” (Cert/Just Medical Necessity – all).

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0711
Review CMS, ISD or CPS Attachment

Creation Date: 10/01/2000

Revision Date: 10/17/2011
Description:

One of the claim attachment codes is “61” (CMS Attachment), “62” (ISD Authorization) or “63” (CPS Authorization) and the primary federal match code assigned to the claim is “2” (All State Funds). 

BYPASS:  If claim attachment code is “61” (CMS Attachment) and the PA Type is equal “CMS.”

Affected Invoice Types:

Claims Edit Exhibit

Final Adjudicator
0712
Recycle Claim For Two-Pass Processing

Creation Date: 10/01/2000

Revision Date: 10/17/2011
Description:

The claim’s dual pass indicator is NOT equal to “S” (Second Pass) and the claim status is set To-Be-Denied.

This edit is bypassed unless one of the following conditions is met:

· One of the claim attachments is “61” (CMS Authorization), “62” (ISD Authorization) or “63” (CPS Authorization).

· The claim prior authorization type code is equal “C” (CMS).

OR

The claim’s dual pass indicator is NOT equal to “S” (Second Pass), the claim has posted edit 0140 or 0141, and the submitted client ID begins with ‘00500’ (General Assistance Claims).

OR

The claim’s dual pass indicator is NOT equal to “S” (Second Pass), the claim has posted edit 0142 or 0143, and the client has COE/Fed Match of 035/2 (PAM) or 032/2 (PAIR) in the system for the DOS of the claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation Institutional
0713
Inpatient Admission Less Than 24 Hours, Deny, Rebill As Outpatient Observation

Creation Date: 10/01/2000

Revision Date: 05/08/2006
Description:

One of the following conditions is true:

The claim last date of service is one day after the claim first date of service and the admission hour code is greater than the discharge hour code or the discharge hour code is “99” (Unknown). 

Or the claim last date of service is the same as the claim first date of service and the admission hour is not “00” (12:00 – 12:59 Midnight) or the discharge hour is not “23” (11-11:59 PM).

The system bypasses this exception if one or more of the following conditions exist:

One or more of the line item revenue codes matches a revenue code maintained on system list “4483” (Labor/Delivery/Nursery). 

Or the patient status code is other than “01” (Discharge to home or self care), “06” (Discharge transfer home under care – HH), “08” (Discharge to home Home IV Prov), or “09” (Admitted as an Inpatient to hospital).

Or The Provider Billing type = “221” (Indian Health Services)

Affected Invoice Types:

Claims Edit Exhibit

Pricing
0714
Auth CMS Case Limit Ind Is Y


Creation Date: 10/01/2000

Revision Date: 03/05/2001
Description:

The authorization CMS case limit indicator is “Y” (Yes) on the matching authorization.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0715
Claim First Date Of Service More Than 60/90 Days After Auth From Date


Creation Date: 10/01/2000

Revision Date: 03/05/2001
Description:

None of the authorization lines have an amount used or units used greater than zero, and the claim first date of service is more than 60 days from the authorization begin date.

Note:  The difference between the claim first date of service and the authorization begin date can be 90 days instead of 60 days for the lab/x-ray and ASC claims.

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0716
Service For Hospice Client Requires Validation


Creation Date: 10/01/2000

Revision Date:

Description:

The claim type is not equal to Hospice.

AND

The first date of service is on or after the client’s hospice lockin begin date and on or before the lockin end date.

OR

The last date of service is on or after the client’s hospice lockin begin date and on or before the lockin end date.

The system considers only those lockin periods associated with a lockin type of “H” (Hospice) for this processing. 

Affected Invoice Types:

Claims Edit Exhibit

Provider Eligibility
0717
Provider Can Only Submit Crossover Claims

Creation Date: 10/01/2000

Revision Date: 02/11/2002
Description:
The billing provider billing code on the Provider database indicates that the provider is only allowed to bill Medicare crossover claims.

OR 

HCFA/Dental:

The rendering provider number is different than the billing provider number and the servicing provider type is “341” (Chiropractor).

OR

UB Claims:

The attending provider number is different than the billing provider number and the attending provider type is “341” (Chiropractor).

Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Medical and Institutional
0718
No Deductible or Coinsurance on Crossover Claim

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:
The Medicare deductible amount and coinsurance amount and other patient responsibility and psych reduction all contain zeros.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical and Institutional
0719
Mcare Payment Date Before LDOS or After Batch Date

Creation Date: 10/01/2000
Revision Date:

Description:
The Medicare payment date is before the last date of service or after the claim batch date.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical and Institutional
0720
Tranportation Modifier Required, But Not Present

Creation Date: 10/01/2000
Revision Date: 03/15/2003
Description:
The following conditions are all true:

The claim line procedure code is one of the following:

· YE650

· YE651

· YE652

· YE653

· YE654

AND

Neither of the claim line modifiers equal one of the following values:

· “AD”   (Airport to Diag Facility)

· “AE”   (Airport to Extended Care Facility)

· “AH”   (Airport to Hospital)

· “AR”   (Airport to Residence)

· “BA”   (Basic to Advanced Life)

· “DA”   (Diag Facility to Airport)

· “DE”   (Diag Facility to Extended Care)

· “DH”   (Diag Facility to Hospital)

· “DP”   (Diag Facility to Phys Office)

· “DR”   (Diag Facility to Residence)

· “EA”   (Extended Care Facility to Airport)

· “ED”   (Extended Care to Diag Facility)

· “EE”   (Extended Care to Extended Care)

· “EH”   (Extended Care to Hospital)

· “EP”   (Extended Care to Phys Office)

· “ER”   (Extended Care to Residence)

· “HA”   (Hospital to Airport)

· “HD”   (Hospital to Diag Facility)

· “HE”   (Hospital to Extended Care)

· “HH”   (Hospital to Hospital)

· “HR”   (Hospital to Residence)

· “HP”   (Hospital to Physician Office)

· “PA”   (Phys Office to Airport)

· “PD”   (Phys Office to Diag Facility)

· “PE”   (Phys Office to Extended Care)

· “PH”   (Phys Office to Hospital)

· “PR”   (Phys Office to Residence)

· “RA”   (Residence to Airport)

· “RD”   (Residence to Diag Facility)

· “RE”   (Residence to Extended Care)

· “RH”   (Residence to Hospital)

· “RP”   (Residence to Phys Office)

· “SA”   (Scene of Accident to Airport)

· “SD”   (Scene of Accident to Diag Facility)

· “SH”   (Scene of Accident to Hospital)

· “TS”   (Treatment at Scene of Accident)

OR

The following conditions are all true:
The claim line procedure code is one of the following:

· YE620

· YE621

· YE622

· YE623

· YE624

· YE625

· WE590

· WE591

· WE592

· WE593

· WE594

· WE595

AND

Neither of the claim line modifiers equal one of the following values:

· 01 – 1 Non_Emer Trip on Same Day

· 02 – 2 Non_Emer Trip on Same Day

· 03 – 3 Non_Emer Trip on Same Day

· 04 – 4 Non_Emer Trip on Same Day

· 05 – 5 Non_Emer Trip on Same Day

· 06 – 6 Non_Emer Trip on Same Day

· 07 – 7 Non_Emer Trip on Same Day

· 08 – 8 Non_Emer Trip on Same Day

· 09 – 9 Non_Emer Trip on Same Day

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0721
Claim Exceeds CMS Limit of $15,000 for Fiscal Year

Creation Date: 10/01/2000
Revision Date:  06/18/2012
Description:
The in-process claim is for CMS services and it causes the limit of 15,000 dollars per fiscal year per client to be exceeded.

The MMIS sums up the paid amounts from all paid claims(including FFS and Pharmacy Claims) that meet all of the following criteria:

· The claim has the same client ID as the in-process claim.

· The claim’s first date of service is in the same fiscal year as the in-process claim’s first date of service.

· The claim’s category of eligibility is CMS.

Note:  The logic for this edit is totally hard coded in the U/R Criteria program.  No Reference files for U/R Criteria are used.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical and Institutional
0722
Revenue Code Requires Review by MAD

Creation Date: 10/01/2000
Revision Date:

Description:
The revenue control code is “M” (Pend to MAD).

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Medical and Institutional
0723
Sum of Ded and Coins is Greater than Mcare Allowed Amt

Creation Date: 10/01/2000
Revision Date: 03/16/2004

Description:
The sum of the Medicare deductible amount and coinsurance amount and other patient responsibility and psych reduction is greater than the Medicare allowed amount.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
0724
Rendering Prov Not Allowed to Provide Treatment

Creation Date: 10/01/2000
Revision Date: 09/11/2001

Description:
The rendering provider ID billing code on the provider database is equal to “B” (Bill Only).

Bypass this edit if the procedure referral code (R-PROC-REFER-CD) is equal to “N.”

This edit applies to CMS-1500 claims only (dental and UB-04 do not apply).

Affected Invoice Types:
Claims Edit Exhibit
Prior Authorization
0725
Out-of-State Provider Requires Review for Non-Emergency Service
Creation Date: 10/01/2000
Revision Date: 04/09/2013
Description:
The claim requires authorization for all of the following reasons:

The billing provider’s location indicator is out-of-state.

AND

The claim is not an emergency claim (Emergency claims contain a diagnosis code, revenue code, or procedure code with an emergency indicator of “Y,” indicating the diagnosis or service is emergency related).

Effective 04/09/2013, the emergency indicator was set to ‘N’ on all diagnosis codes per memo 111436.

AND

An authorization number is not on the claim.

AND

The claim has an attachment code other than one of the following:

· “61”   (CMS Auth)

· “62”   (Medical Services Auth)

· “63”   (Title XX Medical Services Auth)

· “65”    (Eligibility Card)

Note:  Claim types “L” (Laboratory), “S” (Medical Supply) and “T” (Transportation) bypass this edit (Controlled via Exception Disposition Table).

UB claims post this edit at the header.  HCFA claims post at the line.

Affected Invoice Types:
Claims Edit Exhibit
Prior Authorization
0726
Out-of-State Billing Requires Review, No Attach

Creation Date: 10/01/2000
Revision Date: 04/09/2013
Description:
The claim requires authorization for all of the following reasons:

The billing provider’s location indicator is out-of-state

AND

The claim is not an emergency claim. (Emergency claims contain a diagnosis code, revenue code, or procedure code with an emergency indicator of “Y,” indicating the diagnosis or service is emergency related.)

Effective 04/09/2013, the emergency indicator was set to ‘N’ on all diagnosis codes per memo 111436.

AND

An authorization number is not on the claim.

AND

The claim does NOT have an attachment code other than one of the following:

· “61”   (CMS Auth)

· “62”   (Medical Services Auth)

· “63”   (Title XX Medical Services Auth)

· “65”   (Eligibility Card)

Note:  Claim types “L” (Laboratory), “S” (Medical Supply) and “T” (Transportation) bypass this edit (Controlled via Claim Disposition Table).

UB claims post this edit at the header.  HCFA claims post at the line.

Affected Invoice Types:
Claims Edit Exhibit
Prior Authorization
0727
Auth ID Not Found

Creation Date: 10/01/2000
Revision Date: 03/04/2004
Description:
The claim requires authorization and the authorization ID is on the claim, but the authorization ID can not be found on the Prior Authorization database.

Affected Invoice Types:
Claims Edit Exhibit
Pricing  – Medical, Inpatient and Non-inpatient
0728
Diagnosis Code Requires Review by MAD

Creation Date: 03/05/2001
Revision Date: 03/05/2001
Description:
The diagnosis control code is “M” (Pend to MAD).

Affected Invoice Types:
Claims Edit Exhibit
Pricing  – Medical and Non-inpatient
0729
Procedure Code Requires Review by MAD

Creation Date: 03/05/2001
Revision Date: 02/21/2002
Description:
The procedure control code is “M” (Pend to MAD).

This edit does NOT apply to inpatient claims.

Affected Invoice Types:
Claims Edit Exhibit
Pricing  – Inpatient and Non-inpatient
0730
ICD Surgical ProcedureCode Requires Review by MAD

Creation Date: 03/05/2001
Revision Date: 03/05/2001
Description:
The ICD Surgical Procedure control code is “M” (Pend to MAD).

Affected Invoice Types:
Claims Edit Exhibit
Data Validation –Medical and Non-Inpatient and Inpatient Pricing
0731
PAP Related Proc Not Covered

Creation Date: 
10/19/2015
Revision Date: 

Description:
This edit posts when the client’s age is < 21 and the procedure code in on system list 4772 (Pap Smear Related Procedure Codes).  The edit posts to the line for Medical and UB claims.

This edit is bypassed if the following is true.

· For Medical claims, if any diagnosis related to the claim line is on system list 4770 (High Risk Pap Diag to bypass 0731)

· For UB claims, if any diagnosis on the claim is on system list 4770 (High Risk Pap Diag to bypass 0731)
Affected Invoice Types:
Claims Edit Exhibit
Data Validation –Medical and Non-Inpatient and Inpatient Pricing
0732
PSA Related Proc Not Covered

Creation Date: 
10/19/2015
Revision Date: 

Description:
This edit posts when the client’s age is < 40 and the procedure code in on system list 4773 (PSA Related Procedure Codes).  The edit posts to the line for Medical and UB claims.

This edit is bypassed if the following is true.

· For Medical claims, if any diagnosis related to the claim line is on system list 4771 (High Risk Prostate Diag to bypass 0732)

· For UB claims, if any diagnosis on the claim is on system list 4771 (High Risk Prostate Diag to bypass 0732)

Affected Invoice Types:
Claims Edit Exhibit

Medical Pricing
0740  Pair Procedure Code / COE Conflict

Creation Date:
      09/01/2007

Revision Date:  

Description:

If procedure code is G9010, COE/FM must be 032/2 if COE/FM is greater than spaces OR if COE/FM 032/2, procedure code must be G9010

Affected Invoice Types:

Claims Edit Exhibit

Provider Eligibility
0741  No Policy in system for HIPP Provider

Creation Date:
      09/01/2007

Revision Date:  

Description:

Edit posts when the billing provider type is “802” (HIPP) and a TPL policy does not exist in the system for the DOS of the claim.  The TPL policy must have a resource type of “04” with coverage types of 01, 02, 03, and 08 OR 22.

Affected Invoice Types:

Claims Edit Exhibit

Provider Eligibility
0742  Policy Address Mismatch for HIPP Provider

Creation Date:
      09/01/2007

Revision Date:  

Description:

Edit posts when the billing provider type is “802” (HIPP) and the policyholder address on the TPL policy does not match the location address of the provider.  

Affected Invoice Types:

Claims Edit Exhibit

Provider Eligibility
0743  Client does not exist on HIPP Policy

Creation Date:
      09/01/2007

Revision Date:  

Description:

Edit posts when the billing provider type is “802” (HIPP) and the client on the claim does not exist on the TPL resource for the DOS of the claim.  

Affected Invoice Types:

Claims Edit Exhibit

Medical Pricing

0744  HIPP Procedure Billed for non-HIPP client

Creation Date:
      09/01/2007

Revision Date:  

Description:

Edit posts when procedure code G9009 is billed and the client does not exist on a TPL policy that a HIPP status of “03” (active).

Affected Invoice Types:

Claims Edit Exhibit

Medical Pricing

0745  Pair Procedure Provider Conflict

Creation Date:
      09/01/2007

Revision Date:  

Description:

Edit posts when procedure code G9010 is billed and the billing provider does not have a provider type of “802” (HIPP) and a specialty of “120” (Pair).

Affected Invoice Types:

Claims Edit Exhibit
Third Party Liability
0748
No TPL Indicated on Claim Form – No Resource with Attachment on Claim 

Creation Date:
02/22/2008

Revision Date:  
08/19/2013
Description:
Edit is set if all of the following conditions are met:  

1.  Client does not have a resource on file

2.  Claim does not contain a TPL payment amount.

3. Attachment code of “56” or “70” (TPL attachment) is present

Edit is bypassed if any of the following conditions are met:

1.  Claim is a void.    
2.  IHS Indicator is “Y.”

3.  Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4.  Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5.   Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.
6.  Claim is a crossover (Claim type A, B or C)

This edit always posts to the header.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0749
TPL Indicated on Claim Form – No Resource with Attachment on Claim 

Creation Date:
02/22/2008
Revision Date:  
08/19/2013
Description:
Edit is set if all of the following conditions are met:  

4.  Client does not have a resource on file

5.  Claim contains a TPL payment amount.

6. Attachment code of “56” or “70” (TPL attachment) is present

Edit is bypassed if any of the following conditions are met:

1.  Claim is a void.    
2.  IHS Indicator is “Y.”

3.  Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4.  Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5.  Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit always post to the header.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0750
Client has Primary Insurance Coverage – Resubmit with TPL EOB

Creation Date:
10/01/2000
Revision Date:
08/19/2013
Description:
Edit is set if the client has primary insurance coverage identified in the TPL Resource database and the claim was not submitted with a TPL attachment or TPL payment amount.  New-day claims are automatically denied.

If edit 0750 is set, no other TPL edits will be performed.

Edit is by-passed if one of the following conditions are met: 

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Diagnosis code is included on system list “4016” (Prenatal Diagnosis Codes) and the claim type is neither Inpatient (I) nor Outpatient (O) nor Medicare Part A Crossover (A).

5. Provider number equals “00053716” (DOH/PHD/Case Management Services). 
6. Procedure code is included on system list “4004” (EPSDT Screening Procedure Codes).
7. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).  
8. Adjustment reason code equals re-submittal.

9. Procedure is set to pay and chase.  Pay and chase procedure codes are identified on system list “4013” (Pay and Chase Procedure Codes).

10. Provider type code is 221, 321, 344, 345, 363, 432-447, 451-455, 457, 458, 462 or 705.

This edit post to the header for UB claims and the line for CMS1500 claims.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0751
TPL Casualty Resource Available – State Review

Creation Date:
10/01/2000
Revision Date:
08/19/2013
Description:
Edit will set if claim has a TPL payment amount and claim was NOT submitted with a TPL attachment (“56” or “70”).  

Edit is bypassed if any of the following conditions are met: 

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Procedure code is included on system list “4004” (EPSDT Screening Procedure Codes).
5. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
6. Procedure is set to pay and chase.  Pay and chase procedure codes are identified on system list “4013” (Pay and Chase Procedure Codes).

7. Procedure code is included on system list “4014” (Emergency Transportation Procedures Codes).

8. TPL Coverage code indicating HMO drug coverage.

9. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458

This edit always post to the line.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0752
HMO Coverage Available 

Creation Date:
10/01/2000
Revision Date:
08/19/2013
Description:
Edit will set if claim has NO TPL payment amount but has an attachment code “56” or “70” (TPL attachment) and the recipient has HMO coverage identified on the TPL resource database.  HMO Coverages are defined as “16” (HMO Drug), “22” (HMO Standard), “26” (HMO Ambulatory Mental Health), “27” (HMO Inpatient Mental Health), “28” (HMO Dental), “29” (HMO Vision), and “30” (HMO Hearing).   

If edit 0752 has been set, no additional TPL edits will be performed, unless 0752 was posted previously and has been force paid or overridden.

The edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Procedure is set to pay and chase.  Pay and chase procedure codes are identified on system list “4013” (Pay and Chase Procedure Codes).

6. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit always post to the line. 

Affected Invoice Types:

Claims Edit Exhibit
Third Party Liability
0753
TPL Worker’s Compensation Available – State Review 

Creation Date: 10/01/2000
Revision Date:  08/19/2013
Description:
Edit is set if the client has Worker’s Compensation coverage identified in the TPL Resource database and the claim was not submitted with a TPL attachment (“56” or “70”) or TPL payment amount.

Edit is bypassed if any of the following conditions are met: 

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Procedure code is included on system list “4004” (EPSDT Screening Procedure Codes).
5. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
6. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit post to the header on UB claims and the line for CMS1500 claims.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0754
TPL Resources Available for Trauma/Accident Related Incident – State Review

Creation Date: 10/01/2000
Revision Date: 11/14/2014
  
Description:
Edit is set if the client has accident insurance coverage identified in the TPL Resource database, and the claim contains a trauma diagnosis (found on system list 4765) or accident indicator for diagnosis is checked, and the claim was not submitted with a TPL attachment (“56” or “70”) or payment amount.

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit post to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0755
TPL Resources Available for Black Lung Diagnosis – State Review.

Creation Date: 10/01/2000
Revision Date: 11/14/2014
Description:
Edit is set if the client has Black Lung insurance coverage identified in the TPL Resource database, and the claim contains a Black Lung diagnosis, as found on system list 4763, and the claim was not submitted with a TPL attachment (“56” or “70”) or TPL payment amount.

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0756
TPL Payment is less than X% 

Creation Date: 10/01/2000
Revision Date: 08/19/2013
Description:
Edit is set if TPL amount submitted on the claim is less than X% of the amount billed and the TPL amount is greater than zero and the total charge amount is greater than zero.

X% is maintained on system parameter “4025” (TPL Claim Threshold Percentage).

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Claim TPL amount is zero or claim total charge is zero.
6. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit always post to the header.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0757
TPL Indicated on Claim Form – No Resource on File

Creation Date:
10/01/2000
Revision Date: 
08/19/2013
Description:
Edit is set if all of the following conditions are met:  

1. Client does not have a resource on file

2. Claim does not contain a TPL payment amount.

3. TPL Other Insurance indicator is selected.

4. Attachment code of “56” or “70” (TPL attachment) is not present. 

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit always post to the header.

Affected Invoice Types:

Claims Edit Exhibit
Third Party Liability
0758
TPL Resource Available – Absent Parent Indicated

Creation Date: 10/01/2000
Revision Date: 11/14/2014
Description:
Edit is set if the client has primary insurance coverage or cancer insurance coverage identified in the TPL resource database, and there is a cancer diagnosis code present, as found in system list 4764, and the policy source is absent parent, the claim does not contain a prenatal diagnosis code included on system list “4016” (Prenatal Diagnosis Codes), and the attachment code is not “56” or “70” (TPL attachment).

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0759
TPL Attachment on Claim – Pend for Manual Review

Creation Date:
10/01/2000
Revision Date:  
08/19/2013
Description:
Edit is set if all of the following conditions are met:  

1.  Client has a resource on file

2.  Claim does not contain a TPL payment amount.

3. Attachment code of “56” or “70” (TPL attachment) is present

If edit 0759 is set, no other TPL edits will be performed.

Edit is bypassed if any of the following conditions are met:

1.  Claim is a void.    
2.  IHS Indicator is “Y.”

3.  Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4.  Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5.  Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit posts to the header for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability
0760
HMO – No TPL Attachment

Creation Date: 10/01/2000
Revision Date: 08/19/2013
Description:
Edit will set if claim has NO TPL payment amount and NO TPL attachment (“56” or “70”) and the recipient has HMO coverage identified on the TPL resource database.  HMO Coverages are defined as “16” (HMO Drug), “22” (HMO Standard), “26” (HMO Ambulatory Mental Health), “27” (HMO Inpatient Mental Health), “28” (HMO Dental), “29” (HMO Vision), and “30” (HMO Hearing).     

Edit is bypassed if any of the following conditions are met:

1. Claim is a void.   
2. 
IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. Procedure is set to pay and chase.  Pay and chase procedure codes are identified on system list “4013” (Pay and Chase Procedure Codes).

6. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

This edit posts to the line for all claim types.

Affected Invoice Types:
Claims Edit Exhibit
Third Party Liability

 

 0761   Pay and Chase

Creation Date: 06/06/2002 

Revision Date: 08/19/2013
 
 Description:

 

The edit is set if one of the following is true:

1. Any of the claim’s diagnosis codes is on system list “4016” (Prenatal Diagnosis Codes).

2. The procedure code of the line being checked is on system list “4004” (EPSDT Screening Procedure Codes) 

3. The procedure code of the line being checked is on system list “4013” (Pay and Chase Procedure Codes) or the procedure code = T1027 or T2023 (with modifier “TL”).

4. Services never covered by TPL are identified on system list “4017” (Services Never Covered by TPL).
5. The insurance coverage is based on court ordered child support (the child support insurance source code has a value of “00045”).

  

This edit is bypassed if any of the following conditions are met:

1. Claim is a void.    
2. IHS Indicator is “Y.”

3. Procedure code is included on system list “4012” (Exempt from Regular TPL Edits) and not equal to T1027 or T2023 (with modifier “TL”).

4. The TPL Coverage Policy Code retrieved for the client on the claim and based on the “TPL Service Group” (see Exhibit A TPL Cost Avoidance section) is HMO related.  In other words, the code has a value of “16” (HMO Drug), “22” (HMO Standard), “26” (HMO Ambulatory Mental Health), “27” (HMO Inpatient Mental Health), “28” (HMO Dental), “29” (HMO Vision), or “30” (HMO Hearing).

5. Provider type code is 221, 321, 344, 345, 363, 462, 446, 447, 451-455, 457, or 458.

6. The claim has a TPL amount that is greater than zero or the claim was submitted with a TPL attachment (“56” or “70”).

This edit posts to the line for all claim types except when either one of the following is true:

· The insurance coverage is based on court ordered child support (the child support insurance source code has a value of “00045”).

· Any of the claim’s diagnosis codes is on system list “4016” (Prenatal Diagnosis Codes)

If either one is true, the edit posts to the header.

Affected Invoice Types:
Claims Edit Exhibit

Duplicate Check
0775
Suspect Dup Outpatient and Long Term Care Claim

Creation Date: 10/01/2000
Revision Date: 07/24/2006
Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0776
Suspect Dup Home Health and Rehabilitation Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0777
Suspect Dup Home Health and Long Term Care Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0778
Suspect Dup Home Health and Waiver Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0779
Suspect Dup, Covered by Hospice Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0780
Suspect Dup Physician and Lab/Radiology Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0781
Suspect Dup CMS-1500 Services

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0782
Suspect Dup, Covered by Medicare Part B Crossover

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0783
Suspect Dup, Long Term Care and Waiver Claim

Creation Date:
10/01/2000
Revision Date:

Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
0784
Suspect Duplicate Home Health And Communtiy Benefit Claim
Creation Date:
03/30/2014
Revision Date:

Description:
The edit will post to the encounter claim header when claim type V (Home Health) compares to
an encounter with Billing Provider Type 363 where: 
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 Community Benefit claim’s procedure code is in the Waiver system list (4728 - WAIVER PROCEDURE CODE).         
4.  DOS is >= 1/1/14           
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0790
1st ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 1st ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0791
2nd ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 2nd ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0792
3rd ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 3rd ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0793
4th ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 4th ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0794
5th ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 5th ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
0795
6th ICD Surg Proc/Sex Conflict

Creation Date: 03/05/2001

Revision Date: 
Description:
The sex code on the reference database associated with the 6th ICD surgical procedure code on the claim does not correspond to the gender code on the client database.  If the sex code on the reference database is equal to “B” (Both), or if the sex code on the client database is equal to “U” (Unknown), the system bypasses this exception.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation - Institutional
0800
5th Condition Code Invalid

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The fifth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0801
6th Condition Code Invalid

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The sixth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0802
7th Condition Code Invalid

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The seventh condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0803
4th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The fourth value code is present on the claim, and the associated value amount is zero.

OR

The fourth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0804
4th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The fourth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0805
5th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The fifth value code is present on the claim, and the associated value amount is zero.

OR

The fifth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0806
5th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The fifth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0807
6th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The sixth value code is present on the claim, and the associated value amount is zero.

OR

The sixth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0808
6th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The sixth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0809
7th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The seventh value code is present on the claim, and the associated value amount is zero.

OR

The seventh value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0810
7th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The seventh value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0811
8th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The eighth value code is present on the claim, and the associated value amount is zero.

OR

The eighth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0812
8th Condition Code Invalid

Creation Date: 05/21/2007
Revision Date: 

Description:
The eighth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0813
9th Condition Code Invalid

Creation Date: 05/21/2007
Revision Date: 

Description:
The ninth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0814
10th Condition Code Invalid

Creation Date: 05/21/2007
Revision Date: 

Description:
The tenth condition code on the claim is present, but is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:

Claims Edit Exhibit
Pricing – Medical and Institutional

0815
Claim Exceeds Filing Time Period Attachment Code present

Creation Date:
09/01/2010
Revision Date:



See Edit 0820 for details
Claims Edit Exhibit
Data Validation - Institutional
0818
6th Surg Proc Cd/Dt Mis or Inv

Creation Date: 10/01/2000
Revision Date:


Description:
The sixth surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The sixth surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical and Institutional

0820
Claim Exceeds Filing Time Period No Attachment Code present


Creation Date:
09/01/2010
Revision Date:
04/04/2014
The claim was not received within the claim filing time period.   (Please refer to exception 0496 for a description of the two-year filing limit exception).  (Please refer to the exception 0497 for a description of the DOS filing limit exception).  

The MMIS may post exception 0815 or 0820 depending on the conditions in the in-process claim.

Determine filing period begin date:

The filing period begin date is defaulted to the following:

· For claim types B, C, D, H, L, O, P, S, T, V, W and X, the filing period DOS begin date is the claim line’s last date of service

· For claim type I, N and A, the filing DOS period begin date is the claim header last date of service.
· For newborn capitation claims (procedure code equal to “ME002” – Retroactive MCO Newborn or “ME005” – Retroactive IHS Newborn), the filing period begin date will always be set to the client’s date of birth plus 365 days.  

The date may be reset based on the following conditions.  The latest date will be used if it is greater than the filing period DOS begin date.  

1. If the claim meets all of the following conditions, the filing period begin date is the add date of the claim’s primary category of eligibility:

· The COE span’s add date is after the claim’s last date of service.

· The COE span’s add date is after the COE span’s begin date.

· For Long Term Care (LTC) claims (claim type N) the LTC span’s add date is also checked.  NOTE:  This is only done if the a retro COE span was found.  If the LTC span’s add date is after the claims’s last date of service, the LTC add date will be used.  If the LTC span’s add date is not after the claim’s LDOS, the retro COE add date is used.  

2. If the claim meets all of the following conditions, the filing period begin date is the add date of the billing provider’s active status:

· The provider status span’s add date is after the claim’s last date of service

· The provider status span’s add date is no more than 210 days from the date of service.  The  line’s LDOS date of service is used for claim type B, C, D, H, L, O, P, S, T, V, W and X and the header last date of service is used for claim type A, I and N.  If date is more than 210 days from the date of service, the date will not be used for the filing period begin date.
· The provider status span’s add date is after the provider status span’s effective date.

· The system will only look at active statuses (60).

NOTE:  The provider status span’s add date is the date that the letter would get generated.

For claims where the edit can post to the line, the rendering provider will also be looked at to see if it meets the requirements.

3. If the claim has a TPL or Medicare Paid amount or denial, the filing period begin date is set to the EOB date as long as the date is valid and greater than 01/01/0001.  

a. Paper claims 

· The Medicare EOB date will be used as long as it is valid and greater than 01/01/0001 and no more than 210 days from the date of service.  The line’s LDOS is used for claim type B, C, D, H, L, O, P, S, T, V, W and X and the header last date of service is used for claim type A, I and N.  If date is more than 210 days from the date of service, the date will not be used for the filing period begin date.
NOTE:  If the paper claim does not meet the timely filing limits and attachment code 56,  70, or new MCO EOB attachment code 75 is on the edit 0815 will post and suspend which will allow operations to examine if it meets timely based on the EOB date.

b.  Electronic claims that have other payor information will have the filing period begin date set to the COB adjudicated date if all of the following are true:

· The COB filing indicator for the payor is not equal to MC (Medicaid) 

· The COB adjudicated date is not the default date (0001-01-01)

· The COB adjudicated date is no more than 210 days from the date of service.  The line’s LDOS is used for claim type B, C, D, H, L, O, P, S, T, V, W and X and the header last date of service is used for claim type A, I and N.  If date is more than 210 days from the date of service, the date will not be used for the filing period begin date.
Determine filing period number of days: 

The filing period number of days is 90 days for all claims except the ones noted below.

· Claims with the billing provider type of 345 (Schools) or 344 with specialty 078  will have the filing period number of days set to 120.

· If COE was retro COE, filing period number of days is set to 120.

Determine filing period end dates:

The MMIS adds the filing period number of days to the filing period begin date to create the filing period end date.

Post filing limit exception:

If the claim’s TCN date (batch date) is after the filing period end date, the MMIS checks the condtions in the order listed and either posts exception 0815 or 0820.

· If one of the claim’s attachment codes is “56” or “70” or new attachment code “75” for MCO EOB, the MMIS posts exception 0815.

· If the claim is received more than 210 days from DOS and attachment code is 56 or 70, edit 0820 will post instead of 0815.

· Otherwise the MMIS posts exception 0820.

Bypass Logic For Filing Limit Edits:

The MMIS bypasses the filing limit edits if the in-process claim meets the conditions below:

· The claim’s billing provider is listed on system list “4460” (Filing limit provider exclusions) and the claim’s header/line dates of service are within the system list effective begin date and effective end date. 


AND

The claim’s billing provider is on system list “4461” (Filing limit for exclusion Receipt 
Date) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

· The claim is the result of a system generated adjustment (Media Source Code = 4).

· The claim’s billing provider type is 221 or the IHS indicator is set to Y.

· The claim was received before September 1, 2010.

· The claim is an adjustment and the claim’s adjustment reason is on system list “4462” (Filing limit adjustment reason exclusions) for the claim’s header/line dates of service.

· The claim is an adjustment and the replaced TCN Julian date meets timely.   

· Attachment code 55 is on the claim

· The claim is a capitation claim and does not contain procedure code ME002 or ME005.  

· The claim’s header/line first or last date of service is invalid.

· The claim’s billing provider is NOT on system list “4460” (Filing limit provider exclusions) for the DOS

AND

The claim’s billing provider type is listed on system list “4464” (Filing limit provider 
exclusions Prov Type) and the claim’s header/line dates of service are within the system list effective begin date and effective end date.

AND

The claim’s billing provider type is on system list “4465” (Filing limit for exclusion 
Receipt Date Prov Type) and the claim’s Julian date (date of receipt) are within the system list effective begin date and effective end date.

NOTE:  

The bypass logic will use either the header DOS or the line DOS depending on the claim type:

· For claim types B, C, D, H, L, O, P, S, T, V, W and X, the system will use the line dates.

· For claim types A, I, and N, the system will use the header dates.

The edit posts to the line for claim types B, C, D, H, L, O, P, S, T, V, W and X

The edit posts to the header for claims types A, I, and N

For electronic adjustments and voids (FFS only), if the new reimbursement is less than or equal to original reimbursement, the edit will be force paid by the system.  If the new reimbursement is greater than the original reimbursement, the edit will be set to deny by the system, the transaction type is set to 4(denied replacement), and credit will not be created.  

Claims Edit Exhibit
Data Validation - Institutional
0821
4th Surg Proc Cd/Dt Mis or Inv

Creation Date: 10/01/2000
Revision Date:


Description:
The fourth surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The fourth surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0822
5th Surg Proc Cd/Dt Mis or Inv

Creation Date: 10/01/2000
Revision Date:


Description:
The fifth surgical procedure code is present and the corresponding date is missing or not a valid date.

OR

The fifth surgical procedure code is missing and the corresponding date is present.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Header
0823
TPL Amt is Inv

Creation Date: 10/01/2000
Revision Date: 


Description:
The claim header total TPL amount is greater than the claim header total charge.

Affected Invoice Types:
Claims Edit Exhibit

Data Validation - Medical

0824
CMS-1500 Occp Rltd Ind Inv

Creation Date: 10/01/2000
Revision Date:


Description:

The CMS-1500 Employment Related Indicator is not “Y,” “N,” or space.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation –Medical
0825
Net Clm Chrg Cnfl

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
HCFA/Dental Claims:

The net claim charge is not equal to the calculated net claim charge (within a $2.00 variance). The system determines the calculated net claim charge as:   

Total claim charge minus any third party payments, if the difference is less than zero the calculated net claim charge is set to zero.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation –Medical
0834
Net Clm Chrg Cnfl

Creation Date: 10/01/2000
Revision Date: 03/16/2004
Description:
Medicare Part B:

The edits sets when the net charge is not equal to the Medicare coinsurance plus the Medicare deductible plus the patient responsibility plus the psych reduction minus the TPL payment amount (within a $2.00 variance)

Note:  The net charge is calculated as the Medicare coinsurance plus the Medicare deductible minus the TPL payment amount.  If this calculated amount is less than zero, the calculated net charge is set to zero.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation –Medical
0835
Net Clm Chrg Cnfl

Creation Date: 01/29/2008
Revision Date: 02/11/2008
Description:
The edit is no longer used by the system.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, Inpatient
0837       HMO Copayment Reasonableness                     

Creation Date: 08/01/2002
Revision Date: 11/27/2012
Description:
For claims where the client has HMO TPL coverage and there is a TPL payment amount indicated on the claim, edit the net claim, edit the net claim charge against a system parameter for reasonableness.  The edit will post if the net claim charge is greater than the parameter.

OR 

One of the attachment codes is equal to 70 (Copay EOB), edit the net claim charge against system parameter for reasonableness.  The edit will post if the net claim charge is greater than the parameter.

OR

One of the attachment codes is equal to 70 (Copay EOB) and the claim is a crossover (claim type A, B or C), edit the copay against system parameter for reasonableness.  These are referred to as MRP (Medicare Replacement Plan) Claims.  The edit will post if the copay is greater than the parameter.

The edit posts to the line for CMS1500 claim types and to the header for UB claim types.

The parameter limit for each claim type is stored in the following system parameters:

· “4710”   (Inpatient)
· “4711”   (Outpatient)
· “4712”   (Long Term Care (LTC))
· “4713”   (Physician)
· “4714”   (Dental)
· “4715”   (Lab and Xray)
· “4716”   (Medical Supply)
· “4717”   (Home Health)
· “4718”   (CMA Waiver)
· “4719”   (Transportation)

· “4720”   (Medicare Crossover Part A)
· “4721”   (Medicare Crossover Part B)
· “4722”   (Medicare Crossover Part B – UB-04)
· “4723”   (Waiver)

· “4724”   (Hospice)

· “4740”  (Medicare Crossover Part A MRP claims )

· “4741”  (Medicare Crossover Part B MRP claims)

· “4742”  (Medicare Crossover Part C MRP claims)

 Claims Edit Exhibit

Pricing – Medical and Inpatient and Non-Inpatient
0838
TPL HMO/PPO Reasonableness

Creation Date: 03/04/2004

Revision Date:  
Description:

Check TPL HMO/PPO reasonableness.

When the Total net charge received on the claim is greater than Sys Parameter value 4710 (HMO Co-payment reasonableness) or, 4720 for Medicare Part A (HMO Co-payment reasonableness, Part A), this exception will post.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Common Adjustment
0840
Replcmt or Cred is in Process

Creation Date: 10/01/2000
Revision Date:


Description:
Another replacement or credit is already in process for this claim.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0841  MCO PROV ID MUST MATCH ORIG
Creation Date: 08/16/2013
Revision Date:


Description:
This edit will post when the media code = 5 (encounter) and the MCO provider ID on the adjustment/void request doesn’t match the MCO provider ID on the original claim.  

This edit is bypassed if the submitter ID is 146653 (HMS).  

This edit posts to the header for all claim types.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0842
Client ID Match Not Found

Creation Date: 10/01/2000
Revision Date:


Description:
The client ID on the replacement or credit request does not match the client ID on the claim that is being replaced or credited.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0843
Bill Prov Match Not Found

Creation Date: 10/01/2000
Revision Date:


Description:
The billing provider number on the replacement or credit request does not match the billing provider number on the claim that is being replaced or credited.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0844
Bill NPI Match Not Found

Creation Date: 05/21/2007
Revision Date:


Description:
The Billing NPI on the replacement/credit request does not match the most current NPI on file for the replaced claim’s Billing provider.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0845
Clm Already Cred or Replcd

Creation Date: 10/01/2000
Revision Date:


Description:
The claim that is being credited or replaced has already been credited or replaced.  A claim cannot be credited or replaced more than once.
Affected Invoice Types:
 Claims Edit Exhibit
Data Validation – Institutional
0849
8th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The eighth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Adjustment and Common Adjustment
0850
ADJ/VOID Req Not Processed

Creation Date:
10/01/2000
Revision Date:
08/14/2009

Description:
Non-Encounter Claims: 

The TCN to replace or credit does not match a previously paid claim on the claims history database or a to-be-paid claim on the active claims database.

Encounter Claims

The adjustment void request can not be processed.  Either the TCN to replace or credit does not match a previously paid claim on the claims history database or a to-be-paid claim on the active claims database, or another error was encountered.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0851
9th Value Cd/Amt Mis or Inv

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The ninth value code is present on the claim, and the associated value amount is zero.

OR

The ninth value amount is present on the claim, and the associated value code is missing or invalid.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0852
9th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The ninth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Common Adjustment
0853
FT Cannot Be Cred/Replcd

Creation Date: 10/01/2000
Revision Date:


Description:
A Financial Transaction or Pharmacy claims cannot be credited or replaced.
Affected Invoice Types:
Claims Edit Exhibit
Final Adjudicator
0854
1st Cycle Mass Adj

Creation Date: 10/01/2000
Revision Date:


Description:
The claim was created as part of a mass adjustment request, the claim is a void or a debit, and the number of cycles is zero.  This edit causes the claims to be suspended for review.  

Note:  This edit does not post for system generated mass adjustments with a batch number of 950 or greater.
Affected Invoice Types:

Claims Edit Exhibit
Final Adjudicator
0855
History Only Adjustment is going to deny

Creation Date: 04/07/2003
Revision Date:


Description:
The history only adjustment is going to deny for one reason or another.  This edit is set to supersuspend so someone can work it to prevent it from denying and going through payment.  This would cause financial to be out of balance to claims.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Common Adjustment
0856
A Credit May Not Be Adjusted

Creation Date: 10/01/2000
Revision Date: 


Description:
A credit claim cannot be adjusted.  The replacement claim of an adjustment can be voided or replaced, but the credit claim of an adjustment can never be voided or replaced.

This edit can post to provider submitted credit requests, provider submitted replacement claims, online entered credit requests, and online entered replacement requests. 

Affected Invoice Types

Claims Edit Exhibit
Data Validation – Common Adjustment
0857 CAN NOT ADJUST DENIED REPLACEMENT

Creation Date: 08/12/2013
Revision Date:


Description:
This edit will post when the replaced TCN on an adjustment/void claim is a denied replacment claim (transaction type = 4

This edit posts to the header for all claim types.
Affected Invoice Types:
Claims Edit Exhibit

Pricing
0858
Auth Type Does Not Match Claim Program Indicator

Creation Date: 10/01/2000

Revision Date: 03/05/2001

Description:

The claims major program is “D” (DOH) and the authorization type code is not “C” (CMS).

OR 

The claims major program code is not “D” (DOH) and the authorization type code is not “F” (Fee-For-Service).

Affected Invoice Types:

Claims Edit Exhibit
Final Adjudicator
0859
1st Cycle Medicare Recovery Mass Adj

Creation Date: 12/15/2006
Revision Date:


Description:
The claim was created as part of a medicare recovery mass adjustment request and the number of cycles is zero.  This edit causes the claims to be suspended for review.  

A medicare recovery mass adjustment is identifed by batch number 850-859 and adjustment reason code 086.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
0860
2nd Occur Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The second occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0861
2nd Occur Code/Date Mis 

Creation Date: 10/01/2000
Revision Date:


Description:
The second occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The second occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0862
3rd Occur Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The third occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0863
3rd Occur Code/Date Mis 

Creation Date: 10/01/2000
Revision Date:


Description:
The third occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The third occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0864
4th Occur Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The fourth occurrence code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0865
4th Occur Code/Date Mis 

Creation Date: 10/01/2000
Revision Date:


Description:
The fourth occurrence code is present on the claim, but the associated occurrence code date is missing.

OR

The fourth occurrence code date is present on the claim, but the associated occurrence code is missing.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Medical
0868
Tooth Nbr Invalid

Creation Date: 10/01/2000
Revision Date: 03/04/2004

Description:
Dental:

The line item tooth number on the claim is not a valid value and is not equal to spaces.   Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0869
10th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The tenth value code is present on the claim, and the associated value amount is zero.

OR

The tenth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0870
Type of Bill is Mis or Inv

Creation Date: 10/01/2000
Revision Date:


Description:
The type of bill is missing from the claim.

OR

The type of bill on the claim is present, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:
0875
Invalid Attachment Code   

Creation Date: 
03/01/2011

Revision Date:


Description:

The attachment code is not valid.  

Only State (Non-CMS Standard) attachment codes are allowed on exam-entered original claims.

On all other claims, both State and CMS Standard attachment codes are allowed.

The exception may post at both the header and line.

Note that for electronic claims, only CMS standard attachment codes will be accepted into an Omnicaid claim by the EDI 837 interface programs.  For adjustment claims, it might be necessary for the user to add a State attachment code to an adjustment of an electronic claim, so that is allowed.

Also note that at the time of 5010 implementation, line item attachment codes cannot be keyed.  They can only come into the system on electronic claims, and only CMS standard attachment codes will be accepted by the EDI 837 interface programs.  Therefore, the system should not post this exception at the line item level at this time.

Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Medical and Institutional
0877
Claim Contains Attachment77 (Unable to Process - Return to Provider)
Creation Date: 04/29/2013
Revision Date:


Description:
One of the 5 attachment code fields equal ‘77’ (Return to Provider).  

The exception posts at header.

Affected Invoice Types:


UB


HCFA

Claims Edit Exhibit
Data Validation – Medical and Institutional
0878
Claim Contains Attachment Code 82 (Numbered Memo)

Creation Date: 04/29/2013
Revision Date:


Description:
One of the 5 attachment code fields equal ‘82’ (Numbered Memo).  

The exception posts at header.

Affected Invoice Types:


UB


HCFA

Claims Edit Exhibit
Data Validation – Medical and Institutional
0879
Claim Contains Attachment 79 (Reconsideration Request)

Creation Date: 04/29/2013
Revision Date:


Description:
One of the 5 attachment code fields equal ‘79’ (Reconsideration Request).  

The exception posts at header.

Affected Invoice Types:


UB


HCFA

Claims Edit Exhibit
Data Validation – Institutional and Medical
0880
Claim Contains Attachment Code 56

Creation Date: 12/09/2013
Revision Date: 
Description:
This edit posts if the claim is a web claim (media code 9) and the attachment code 56 (TPL attachment) is present on the claim.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0882
10th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The tenth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0883
11th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The eleventh value code is present on the claim, and the associated value amount is zero.

OR

The eleventh value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0884
11th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The eleventh value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0885
12th Value Cd/Amt Mis 

Creation Date: 10/01/2000
Revision Date: 11/01/2001
Description:
The twelfth value code is present on the claim, and the associated value amount is zero.

OR

The twelfth value amount is present on the claim, and the associated value code is missing.
Note:  Bypass this edit if the value code is “A1” (Medicare Deductible) and the associated value amount is zero.
Affected Invoice Types:
Claims Edit Exhibit
Data Validation - Institutional
0886
12th Value Code Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The twelfth value code is present on the claim, but it is not a valid value.  Please refer to OmniAdd for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, Inpatient and Final Adjudicator
0891
Base Rate Chng Rsns Exceeded

Creation Date: 10/01/2000
Revision Date:


Description:
The system attempted to add a base rate change amount to the claim or the line item of the claim and there are no more base rate change fields available on the line item or the claim.  The system applies the base rate change to the claim, but it is not able to maintain this base rate change amount on the claim database.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Institutional and Medical, Pricing – Medical,

Non-Inpatient, Inpatient, and Crossover

0892
On-size Error

Creation Date: 10/01/2000
Revision Date:


Description:
The system has encountered an on-size error during adjudication processing.
Affected Invoice Types:
Claims Edit Exhibit
Claim Control, Claim Type Assignment, and Post Exception
0899
More Than 25 Header Exceptions or More than 1000 total exceptions

Creation Date: 10/01/2000
Revision Date: 03/04/2004
Description:
If the claim has more than 25 header exceptions or more than 1000 total exceptions that should post to the claim, the system inserts exception code 899 as the last exception at the header.  The system does not perform additional processing for that claim until the exception count is decreased.  This edit is bypassed for encounter claims.

See  exception 9999 for line exceptions.
Affected Invoice Types:
Claims Edit Exhibit

Data Validation – Institutional and Medical
0900
Mcare Denied For Administration Reasons

Creation Date: 03/04/2004

Revision Date:  
Description:

Medicare denied because the amount paid was zero and one of the following administration reasons is on system list 4810.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0901
Non Mcare Denied For Administration Reasons

Creation Date: 03/05/2004

Revision Date: 03/23/2005
Description:

Other (non-Medicare payer) denied because the amount paid was zero and one of the following administrative reasons is on system list 4810.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0902
Type Of Bill 12x & DOS Before 10/16/03

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
Type of bill “12X” and the date of service is prior to 10/16/03. 

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0903
Billed Mcaid for Mcare ‘A’ Xover

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
This is a Medicare Part A crossover claim.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0904
Co-Ins/Ded Cannot > Than Patient Responsibility

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
Co-insurance and deductible cannot be greater than patient responsibility.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Inpatient and Non-Inpatient

0905
Client Part B only and not eligible for this Service

Creation Date: 09/08/2006
Revision Date:

                 

Description:

The client is covered by part B only (C_CLNT_MCARE_CD is equal to “B”) and Bill type is equal to “11X”.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation

0906
Not Authorized To Submit Claims Electronically

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
Not authorized to submit claims electronically/cancelled.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0907
Submitter Not Authorized To Submit Claims

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
Submitter not authorized to submit claims for provider/cancelled.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0908
Oral Cavity Code Invalid

Creation Date: 03/05/2004

Revision Date:  
Description:

Oral cavity code is missing or invalid.  Please refer to OmniAdd for a list of valid values.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional
0909
Y1 & Y2 – Codes Cannot Be Used

Creation Date: 03/05/2004

Revision Date:  
Description:

Y1 and Y2 are local codes and cannot be billed after HIPAA implementation of 1/1/2004.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0910
Other Payer Identified – No Payer Information Provided

Creation Date: 01/14/2004

Revision Date: 03/18/2016
Description:  

Secondary or tertiary payer present for COB header information without a primary or secondary payer.

OR

COB payers without a matching CAS segment and prior payer paid amount not equal to total charge.

OR

CAS segment without a matching COB payer.

If any of these conditions are met for an adjustment to a UB electronic claim and the Prior Payor Code = ‘D’ (Medicaid), exception 0910 is bypassed.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation
0911
Claim DOS Overlaps the End Date of a Claim Edit
Creation Date: 08/04/2006

Revision Date:  

Description:  

The claim date of service overlaps the end date of a claim edit.

Affected Invoice Types:

Claims Edit Exhibit

Pricing - Non-Inpatient, and Inpatient Pricing
0929
Revenue Code Not Valid for DOS

Creation Date: 03/05/2004

Revision Date:  
Description:

The claim first date of service is prior to the Revenue code begin date or after the diagnosis end date.

OR

The claim last date of service is prior to the Revenue code begin date.

.

Affected Invoice Types:

Claims Edit Exhibit

Pricing - Non-Inpatient, and Inpatient Pricing
0930
Surgical Procedure Not Valid

Creation Date: 03/05/2004

Revision Date:  02/06/2015
Description:

Institutional Claims with Type of Bill 1-2 Code 11, 18, 21 or 32
The claim last date of service is prior to the Surgical procedure begin date or after the diagnosis end date.

OR

The claim last date of service is prior to the Surgical procedure begin date.

Institutional Claims with Type of Bill 1-2 Code Other Than 11, 18, 21 or 32
The claim first date of service is prior to the Surgical procedure begin date or after the Surgical procedure end date.

OR

The claim last date of service is prior to the Surgical procedure begin date.

.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation

0931
Validate Begin/End Date

Creation Date: 01/14/2004

Revision Date:  
Description:  (Not currently used in System)
Validate begin and end date/cancelled.

Affected Invoice Types:

Claims Edit Exhibit

Prior Authorization
0932
PA Line Is Different Than Header

Creation Date: 01/14/2004

Revision Date:  
Description:

Prior authorization at line is different than the prior authorization at the header.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0948
Modifier 3 Not Valid For Date Of Service

Creation Date: 03/05/2004

Revision Date: 06/23/2006

Description:

The third procedure code modifier either does not exist on the modifer table or the last date of service on the claim line is before the modifier begin date or after the modifer end date. 

OR

The procedure code modifier is equal to “92” or “93” and the billing provider type is not equal to “401” (Ambulance Air) or “402” (Ambulance Ground).
Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0949
Modifier 4 Not Valid For Date Of Service

Creation Date: 03/05/2004

Revision Date: 06/23/2006

Description:

The fourth procedure code modifier either does not exist on the modifer table or the last date of service on the claim line is before the modifier begin date or after the modifer end date. 

OR

The procedure code modifier is equal to “92” or “93” and the billing provider type is not equal to “401” (Ambulance Air) or “402” (Ambulance Ground).
Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0951
Prior Payer Co-Pay Exists

Creation Date: 01/14/2004

Revision Date:  11/27/2012
Description:

Prior payer, but not Medicare, co-payment, CAS adjustment reason code of 3 exists on claim.

This edit is bypassed if the filing indicator for the prior payer = 16(HMO Medicare) 

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0952
Prior Payer Co-Pay Present

Creation Date: 01/14/2004

Revision Date:  
Description:

Prior payer co-pay, CAS adjustment reason code of 3, presented on a claim adjudicated by Medicare.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0953
COB Financial Penalty Reduction

Creation Date: 01/14/2004

Revision Date:  
Description:

COB financial/penalty reduction amounts are negative and would decrease the proper payer’s paid amount rather than increase it.

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0954
COB Medicaid “Not To Negate”

Creation Date: 01/14/2004

Revision Date:  
Description:

COB Medicaid “not to negate” amounts are positive and would increase the prior payer’s paid amount rather than decrease it.

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0955
Invalid Waiver Case Management COE in Client ID

Creation Date:  01/14/2004

Revision Date:  08/22/2011
Description:

For Waiver case management assessment claims (claim type “X”) 

The client doesn’t have a valid waiver COE on the database for the DOS and the client ID was not sent in with a valid waiver COE.  Valid Waiver COEs are 090-096

OR

No client ID was submitted on the claim

The Client ID may be sent in with the COE in the 1st three characters when:

· First Date of Service >= 7/1/2009 and procedure code = T1028 U4, T1028 U6, T2024, or S5190

· First Date of Service < 7/1/2009 and procedure code = T1028 U3, T1028 U6, T1023 or T2024

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0956
Oral Cavity Required

Creation Date: 01/14/2004

Revision Date:  
Description:

If the procedure code indicates that an oral cavity is required and the field is spaces or not a valid value (please refer to OmniAdd for a list of the valid values), the exception ‘Oral cavity required’ is posted.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0957
Proc/Oral Cavity Conflict

Creation Date: 03/08/2004

Revision Date:  
Description:

Dental Claims:

The oral cavity include/exclude code on the reference database associated with the line item procedure code on the claim is equal to “I” (Include) and the line item oral cavity on the the claim is not equal to any of the oral cavity values included on the reference database.

OR

The oral cavity include/exclude code on the reference database associated with the line item procedure code on the claim is equal to “E” (Exclude) and the line item oral cavity on the the claim is equal to one of the oral cavity values excluded on the reference database.

Affected Invoice Types:

Claims Edit Exhibit

Client Eligibility
0958
Client Not Eligible For Waiver Service

Creation Date: 01/14/2004

Revision Date: 02/15/2006
Description:

The date of service is 1/1/04 or after and the client’s category of eligibility is not 09X.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0959
Partial Units Not Allowed

Creation Date: 01/14/2004

Revision Date:  06/23/2011
Description:

If partial units are sent on a claim and the partial indicator is set to “N” (No), post an edit stating, “Partial units not allowed.”

This edit posts to the line.

This edit is bypassed if the procedure code is in the range 00100-01999.

Affected Invoice Types:

CMS1500 and non-inpatient UBs

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0960
Proc/Modifier 3 Conflict

Creation Date: 03/08/2004

Revision Date: 07/08/2013
Description:

The procedure code modifier include/exclude code on the reference database is equal to “I” (Include) and the claim’s third procedure code modifier on the line item does not match any of the procedure code modifiers listed on the reference database.

OR

The procedure code modifier include/exclude code on the reference database is equal to “E” (Exclude) and the claim’s third procedure code modifier on the line item matches a procedure code modifier listed on the reference database.

If the reference database does not contain a procedure code modifier, then this exception is bypassed.

If the modifier value on the claim matches a modifier on system list “4651” (Bypass Procedure Modifiers), this edit is bypassed.

If the claim is an OPPS claim, then this exception is bypassed.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0961
Proc/Modifier 4 Conflict

Creation Date: 03/08/2004

Revision Date: 07/08/2013
Description:

The procedure code modifier include/exclude code on the reference database is equal to “I” (Include) and the claim's first procedure code modifier on the line item does not match any of the procedure code modifiers listed on the reference database.

OR

The procedure code modifier include/exclude code on the reference database is equal to “E” (Exclude) and the claim's first procedure code modifier on the line item matches a procedure code modifier listed on the reference database.

If the reference database does not contain a procedure code modifier, then this exception is bypassed.

If the modifier value on the claim matches a modifier on system list “4651” (Bypass Procedure Modifiers), this edit is bypassed.

If the claim is an OPPS claim, then this exception is bypassed.  An OPPS claim has the following attributes:  Claim Type O or C, Type of Bill 013X or 083X or 851, Billing Provider Type ‘201’ or ‘203’, and Header First Date of Service on or after Date Value on System Parameter 4840 for FFS and System Parameter 4841 for Encounter claims.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical, Non-Inpatient, and Inpatient
0962
Minutes Not Accepted

Creation Date: 01/14/2004

Revision Date:  06/23/2011
Description:

If minutes are sent on a claim and r-ty-unt-cd on the procedure code record is not ‘1’ for minutes post the exception ‘Minutes not accepted’.

This edit posts to the line.

This edit is bypassed if the procedure code is in the range 00100-01999.

Affected Invoice Types:

CMS1500 and non-inpatient UBs

Claims Edit Exhibit

Data Validation – Institutional and Medical
0963
Family Planning Indicator Invalid

Creation Date: 03/08/2004

Revision Date:  
Description:

Because this indicator used to be a code, this edit will check to make sure the indicator is ‘Y’ or ‘N’ and if it isn’t, the exception ‘Family planning indicator is invalid’ will post.  

Affected Invoice Types:

Claims Edit Exhibit

Data Validation – Institutional and Medical
0999
History-Only Claim in Error

Creation Date: 04/24/2004

Revision Date: 02/15/2006
Description:

History-only debit has a total reimbursement amount that is greater than the total reimbursement amount on the claim being adjusted.

OR

History-only debit has a total TPL amount that is greater than the total TPL amount on the claim being adjusted.

OR

History-only debit has an FCN that is equal to spaces or zeros.
Affected Invoice Types:

Claims Edit Exhibit
Pricing – Non-Inpatient
1050  No Procedure Factor Code ‘Y’ Pricing Span

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
There is no Factor Code ‘Y’ Pricing Span on the Reference Database for the Line Item Date of Service on the Claim.

The exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851  and 

3. PT = 201 or 203 and

4. There is no FC 'Y' span for the line DOS

5. Procedure Header Effective FROM and THRU dates encompass the line DOS

6. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

The exception posts to the line item detail

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1051  Procedure Requires OPPS Price

Creation Date:  12/20/2010

Revision Date:   07/08/2013


Description:
The procedure code requires pricing.  The procedure factor code on the reference database associated with the line item procedure code for the line item dates of service is equal to ‘Y’ (OPPS) and the Rate Source Code is ‘J5’ (Manual Review – FS) and the submitted amount on the claim is greater than the calculated base rate.

This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851  and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = ‘Y’ span for DOS and

6. Source Code = ‘J5’ and

7. Submitted amount on the claim line is greater than the calculated base rate amount. (If submitted amount is not greater than the calculated base rate amount, then set base rate amount to rate on 'J5' span.) and

8. Submitted amount on the claim line is greater than $1.00*
The exception posts to the line item detail.

*Note:  The claim line will be considered ‘token billing’ if the line item billed amount is < $1.01.  The claim will be priced at 0.00 and the edit will be bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1052  Procedure Rquires Matrix/Manual OPPS Price

Creation Date:  12/20/2010

Revision Date:   07/08/2013


Description:
The procedure code requires matrix/manual pricing.  The procedure factor code on the reference database associated with the line item procedure code for the line item dates of service is equal to ‘Y’ (OPPS) and the Rate Source Code is equal to ‘J6’ (General By Report) and there is no Matrix Pricing.  The line item requires manual pricing.

This exception posts when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. There is a FC 'Y' span for DOS and

6. Pricing span source code = 'J6' and

7. There is no Matrix or Manual Pricing for the line item.
8. Submitted amount on the claim line is greater than $1.00*

The exception posts to the line item detail

*Note:  The claim line will be considered ‘token billing’ if the line item billed amount is < $1.01.  The claim will be priced at 0.00 and the edit will be bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1053  Not Covered by New Mexico Medicaid OPPS

Creation Date:  12/20/2010

Revision Date:   07/08/2013


Description:
The Factor Code on the Procedure Pricing Span associated with the line item procedure code equals ‘Y’ and the Rate Source Code equals ‘JE’ (Not Covered by Outpatient Hospital Reimbursement Methodology –OPPS) or ‘J7’ (Not Covered by New Mexico Medicaid). 

This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and

4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' for the DOS and 

6. Pricing span source code = 'J7' or 'JE'

The exception posts to the line item detail

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1054  Special OPPS Pricing Review

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
The procedure requires review for pricing that may be based on special modifier pricing, documentation of level of care, or other criteria specific to New Mexico Medicaid.

This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and

4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' for the DOS and 

6. Pricing span source code = ‘J8’

7. Submitted amount on the claim line is greater than $1.00*
The exception posts to the line item detail

*Note:  The claim line will be considered ‘token billing’ if the line item billed amount is < $1.01.  The claim will be priced at 0.00 and the edit will be bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1055  No NM Specific OPPS Pricing

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
The procedure pricing span outpatient hospital reimbursement methodology source code on the reference database associated with the line item procedure code for the line item dates of service is equal to 'J9' (Medicare non-payable but NM payable) AND the base rate value is equal to  0.00. When the base rate value is greater than 0.00, the exception will not post and the base rate will be set to the value greater than 0.00.

This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and

4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' for the DOS and 

6. Pricing span source code = ‘J9’

7. Procedure Pricing Span Rate = $0.00

8. Submitted charges on line item > $1.00*

The exception posts to the line item detail

*Note:  The claim line will be considered ‘token billing’ if the line item billed amount is < $1.01.  The claim will be priced at 0.00 and the edit will be bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1056  Not Paid Under OPPS

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
The Procedure Pricing Span Outpatient Hospital Reimbursement methodology Rate Source Code on the reference database associated with the line item procedure code for the line item dates of service is equal to ‘JB’, ‘JM’ or ‘JY’.  These services are not paid under the Outpatient Hospital reimbursement methodology.

This exception will post when:

1. CT = O and 

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' span  for the DOS and

6. Pricing span source code = 'JB', 'JM', or 'JY'

The exception posts to the line item detail

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1057  Inpatient Service Only

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
The procedure pricing span outpatient hospital reimbursement methodology source code on the reference database associated with the line item procedure code for the line item dates of service is equal to 'JC'.  These services are considered inpatient only.

This exception will post when:

1. CT = O and 

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' span for the DOS and 

6. Pricing span source code = 'JC'

The exception posts to the line item detail

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1058  No Specific OPPS Pricing

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
The procedure pricing span outpatient hospital reimbursement methodology source code on the reference database associated with the line item procedure code for the line item dates of service is equal  to JA, JF, JG, JK, JL, J1, J2, J3, JP, JR, JS, JT, JU, JV or JX  AND the base rate value is equal to 0.00. When the base rate value is greater than 0.00, the exception will not post and the base rate will be set to the value greater than 0.00.
This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. FC = 'Y' span for DOS and

6. Source Code = JA, JF, JG, JK, JL, J1, J2, J3, JP, JR, JS, JT, JU, JV or JX

7. All pricing methodologies have been exhausted and the allowed charge is equal to $0.00.
8. Submitted charges on line item > $1.00*

The exception posts to the line item detail

*Note:  The claim line will be considered ‘token billing’ if the line item billed amount is < $1.01.  The claim will be priced at 0.00 and the edit will be bypassed.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1059  OPPS Institutional Rate Absent

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
There is no Institutional Rate Record for Claim DOS with 'outpatient hospital reimbursement methodology' Charge Mode (G-outpatient hospital reimbursement methodology percentage of HCPCS) where Billing Provider and Major Program match.
This exception posts when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. Not an Encounter Claim

6. FC = 'Y' span for the DOS and

7. Pricing span Rate Source Code equals JA, JF, JG, JH, JK, JL, JP, JR, JS, JT, JU, JV, JX, ,J1, J2, J3, J5, J6, J8, J9
8. Rate > 0.00 and

9. No Institutional Rate Record found for Claim DOS' with 'outpatient hospital reimbursement methodology' Charge Mode (G-outpatient hospital reimbursement methodology percentage of HCPCS) where Billing Prov and Major Pgm match
The exception posts to the line item detail

If the Pricing Span Rate Source Code equals ‘JA’ and the Pricing span Rate Reason Code equals ‘AL’, bypass exception.  The system does not apply the institutional rate adjustment to these services.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1060  No Revenue Factor Code ‘Y’ Pricing Span

Creation Date:  12/20/2010

Revision Date:   07/08/2013
Description:
There is no factor code 'Y' pricing segment on the Revenue reference database for the line item date of service on the claim.
This exception will post when:

1. CT = O and

2. TOB = 13X or 83X or 851 and

3. PT = 201 or 203 and
4. Header FDOS is on or greater than date on system parameter 4840 (OPPS eff start date - FFS) for FFS or system parameter 4841 (OPPS eff start date – Enc) for Encounter claims

5. No FC = 'Y' for the line DOS

6. No FC = '6' for the line DOS

The exception posts to the line item detail

Affected Invoice Types:
Claims Edit Exhibit
U/R Criteria
1105  Invalid Diag for Procedure

Creation Date: 02/12/2002

Revision Date: 


Description:
The Reference U/R Criteria, Medical Criteria database, indicates conflicts or non-benefit services based on a comparison of the HCPCS procedure code to the diagnosis codes on the claim. 

Include:

Post edit if NO diagnosis code on the claim matches any diagnosis code on the medical criteria table.

Exclude:

Posts edit if ANY diagnosis codes on the claim match any diagnosis code on the medical criteria table.

Affected Invoice Types:
Claims Edit Exhibit
Data Validation – Institutional and Medical
1128
Accident Date After LDOS

Creation Date: 10/01/2000
Revision Date:


Description:
All UB-04 Claim Types:

The accident date is after the header through date in the statement covers period.

Note:  UB-04 claims use the occurrence date associated with certain occurrence code values as the accident date.  The occurrence codes are:  

· “01”   (Auto Accident)

· “02”   (Auto Accident/No Fault Insurance)

· “03”   (Accident/Tort Liability)

· “04”   (Accident/Employment Related)

· “05”   (Other Accident)

· “06”   (Crime Victim)

All Other Claim Types:

The accident date is after the line item last date of service.
Affected Invoice Types:

Claims Edit Exhibit
Data Validation – Common Adjustment
1135
Invalid Adjustment Reason Code

Creation Date: 10/01/2000
Revision Date:


Description:
The adustment reason code entered on the request is missing or invalid.  Refer to OmniAdd System for a list of valid values.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1150
No Health Plan Entry for Encounter First DOS

Creation Date:
04/16/2002
Revision Date:
10/03/2011
Description:
No client lockin spans of the following types were found that cover the first date of service of the encounter claim (or line item):

· “MCO”   (Managed Care Enrollment)

· “LTC”    (Coordination of Long-Term Services)
· “SEB”    (Behavioral Hlth Statewide Ent.)

· “SCI”     (State Coverage Initiative-SCI)

The system determines which lockin type to search for based on the type of service the claim is classified as.

If the claim is determined to for behavioral health services, the system will check to see if Claim Type equals A, B, or C.  If so, the system will use the MC provider ID on the claim and search for lockin span of “LTC” which matches the provider ID on the span.  If not found it will search for “LTM” or “LTN” span types.  If not found, claim will be denied for error reason 1152.  If the claim is not a crossover (not Claim Type A, B, or C), then the system will use the MC provider ID on the claim and search for lockin span of “SEB” which matches the provider ID on the span.  If not found it will search for lockin span of “SCI” which matches the provider ID on the span.  If neither SEB or SCI lockin spans are found, the system will look for “SEM” or “SEN” or “SCN” or “SCM”  span types.  If not found, claim will be denied for error reason 1152.  See the table listed in edit 0102 for the criteria the system uses to identify Behavioral Health providers and services. If encounter was submitted by Value Options  (provider ID 71006010) or Optum Health (Provider ID 38900882) the claim will automatically be classified as Behavioral Health.  

If the claim is not classified as behavioral health, the system will use the MC provider ID on the claim and search for lockin span of “LTC”, “MCO”, or “SCI” which matches the provider ID on the span.  If not found it will search for “LTM”, “LTN”, “RCM”, “RCN”, “SCM”, or “SCN” span types.  

Once the span(s) are found, the span effective start date will be compared to the claim FDOS to eliminate any where the effective start date is not on or before the FDOS.  If none found, exception 1150 will post to the claim.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1151
Lockin Entry Ends Before Encounter Last DOS

Creation Date:
04/16/2002
Revision Date:
10/03/2011
Description:
A client lockin span was found that covers the claim (or line) first date of service, but no client lockin spans of the following types were found that cover the last date of service of the claim (or line item):

· “MCO”   (Managed Care Enrollment)

·  “RCN”   (Recoupment – No Money)

· “RCM”   (Recoupment – Money)

· “LTC”    (Coordination of Long-Term Services)
· “LTM”   (Recoup-Money LTC)

· “LTN”    (Recoup-No Money LTC)

· “SEB”    (Behavioral Hlth Statewide Ent.)

· “SCI”      (State Coverage Initiative-SCI)

· “SCM”   (Recoup-Money SCI)

· “SCN”    (Recoup-No Money SCI)

· “SEB”    (Behavioral Hlth Statewide Ent.)

· “SEM”   (Recoup-Money BHSE)

· “SEN”    (Recoup-No Money BHSE)

The system determines which lockin type to search for based on the type of service the claim is classified as.

If the claim is determined to for behavioral health services, the system will check to see if Claim Type equals A, B, or C.  If so, the system will use the MC provider ID on the claim and search for lockin span of “LTC” which matches the provider ID on the span.  If not found it will search for “LTM” or “LTN” span types.  If not found, claim will be denied for error reason 1152.  If the claim is not a crossover (not Claim Type A, B, or C), then the system will use the MC provider ID on the claim and search for lockin span of “SEB” which matches the provider ID on the span.  If not found it will search for lockin span of “SCI” which matches the provider ID on the span.  If neither SEB or SCI lockin spans are found, the system will look for “SEM” or “SEN” or “SCN” or “SCM”  span types.  If not found, claim will be denied for error reason 1152.  See the table listed in edit 0102 for the criteria the system uses to identify Behavioral Health providers and services. If encounter was submitted by Value Options  (provider ID 71006010) or Optum Health (Provider ID 38900882) the claim will automatically be classified as Behavioral Health.  

If the claim is not classified as behavioral health, the system will use the MC provider ID on the claim and search for lockin span of “LTC”, “MCO”, or “SCI” which matches the provider ID on the span.  If not found it will search for “LTM”, “LTN”, “RCM”, “RCN”, “SCM”, or “SCN” span types.  

Once the span(s) are found, the span effective end date will be compared to the claim LDOS to eliminate any where the effective end date is not on or after the LDOS.  If none found, exception 1151 will post to the claim.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1152
Health Plan Provider not Authorized by Lockin Entry

Creation Date:
04/16/2002
Revision Date:
02/12/2013
Description:
A client lockin span was NOT found that matched the Managed Care Organization (MCO) provider identifier on the claim.

The system determines which lockin type to search for based on the type of service the claim is classified as.

If the claim is determined to be for behavioral health services, the system will check to see if Claim Type equals A, B, or C.  If so, the system will use the MC provider ID on the claim and search for lockin span of “LTC” which matches the provider ID on the span.  If not found it will search for “LTM” or “LTN” span types.  If not found 1152 will post.  If the claim is not a crossover (not Claim Type A, B, or C), then the system will use the MC provider ID on the claim and search for lockin span of “SEB” which matches the provider ID on the span.  If not found it will search for lockin span of “SCI” which matches the provider ID on the span.  If neither SEB or SCI lockin spans are found, the system will look for “SEM” or “SEN” or “SCN” or “SCM”  span types.  If not found, claim will be denied for error reason 1152.  See the table listed in edit 0102 for the criteria the system uses to identify Behavioral Health providers and services. If encounter was submitted by Value Options  (provider ID 71006010) or Optum Health (Provider ID 38900882) the claim will automatically be classified as Behavioral Health.  

If the claim is not classified as behavioral health, the system will use the MC provider ID on the claim and search for lockin span of “LTC”, “MCO”, or “SCI” which matches the provider ID on the span.  If not found it will search for “LTM”, “LTN”, “RCM”, “RCN”, “SCM”, or “SCN” span types.  

If a lockin span is contigious the system considers that as one span.  If no spans are found, exception 1152 will post to the claim.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1160
No Health Plan Entry for DOS for CC Plan

Creation Date:  03/31/2014
Revision Date:   04/29/2014
Description:
No client lockin spans of the following types were found that cover the first date of service of the encounter claim (or line item) for the Centennial Care Encounter:

· “CCO”   (Centennial Care Enrollment)

· “CCN”  (Recoupment-No Money CCO)

· “CCM”  (Recoupment-Money CCO )

This edit only posts on encounters with first date of service equal to or greater than 01/01/2014.  

Once the span(s) are found, the span effective start date will be compared to the claim FDOS and if the effective start date is not on or before the FDOS, exception 1160 will post to the claim.

Note:  For CC Encounter Inpatient Claims (claim type A or I), the Admit Date is used in place of FDOS if the Admit Date is greater than or equal to 01/01/2014.  
Claims Edit Exhibit
Data Validation - Institutional
1186
Admit Hour Mis or Inv

Creation Date: 10/01/2000
Revision Date: 05/21/2007

Description:
The admit hour is is missing or invalid, the value cannot be 99.  Please refer to OmniAdd for a list of valid values.

For Medicare crossovers, this edit only applies to inpatient crossovers, which will be identified using the type of bill “11X” or “12X.”.

Affected Invoice Types:
 Claims Edit Exhibit
Data Validation – Institutional and Medical
1211
MCare Ded GT Yearly Amt

Creation Date: 10/01/2000
Revision Date: 12/11/2008
Description:
Medicare Part A Crossovers:

This edit posts when the Medicare deductible amount on the in-process claim is greater than  the DHCPF-assigned limit, stored on system parameter “4509” (Medicare Part A deductible).

Medicare Part B Crossovers:

This edit posts when the Medicare deductible amount on the in-process claim causes the DHCPF-assigned annual limit, stored on system parameter “4508” (Medicare Part B deductible), to be exceeded.
The MMIS sums up the Medicare Part B deductible amounts from all paid/to-be-paid claims that meet the following criteria:

· The claim has the same client ID as the in-process claim.

· The claim’s last date of service is in the same calendar year as the in-process claim’s last date of service.

· The claim’s claim type is equal to Mcare Part B Crossover (B) or Mcare UB Part B Crossover (C).

Affected Invoice Types:

Claims Edit Exhibit
Data Validation - Institutional
1212
Rev Code 169 Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
Inpatient Claims:

A line item on the claim has a revenue code “169” (Awaiting Placement) and another revenue code is present on the claim.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1253
Clm DOS/Client DOD Cnfl

Creation Date: 10/01/2000
Revision Date: 10/14/2005

Description:
All UB-04 Claim Types:

The claim statement  through dates of service is after the date of death on the client master database.

All Other Claim Types:

The claim line item last dates of service is after the date of death on the client master database.  This edit is bypassed for capitation claims if the date of death on the client master database is after the claim line item first date of service.
Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1255
Client Over 65 Bill MCare

Creation Date: 10/01/2000
Revision Date: 01/25/2002
Description:
This edit attempts to identify clients who are eligible for Medicare Buy-In.

The client’s age calculated from the date of birth on the client master database indicates that the client is over 65 years of age and NO Medicare Part-B span is found.
Affected Invoice Types:
 Claims Edit Exhibit
Client Eligibility
1274
Patient Stat/Client DOD Cnfl

Creation Date: 10/01/2000
Revision Date: 02/21/2002

Description:
The patient status on the claim is equal to “20” (Expired), and the date of death on the client master database is not present.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1288
Client Not Eligible – Presumptive Eligibility

Creation Date: 10/01/2000
Revision Date:  10/17/2011

Description:
The claim has an attachment code of “58” (Presumptive Eligibility) and the client has been found on the client database, but there are no candidate COE spans for the claim dates of service.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1289
Client Information Not Available – Alien Emergency - Recycle
Creation Date: 10/01/2000
Revision Date: 10/17/2011
Description:
A client ID is present on the claim, but the system cannot find the client on the client database and one of the claim attachment codes is “68” (UR EMSA SVS Approval) or “67” (EMSA Approval).

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1290
Client Not Eligible – Eligibility/Authorization Attachment

Creation Date: 10/01/2000
Revision Date: 10/17/2011

Description:
The client has been found on the client database, but there are no candidate COE spans for the claim dates of service and one of the following is true: 

· The claim has an attachment code of “61” (CMS Authorization), “62” (ISD Authorization), or “63” (CPS Authorization).

· The prior authorization on the claim has a prior authorization type of CMS.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1291
Client Not Eligible – Alien Emergency Attachment - Recycle
Creation Date: 10/01/2000
Revision Date: 10/17/2011
Description:
The claim has an attachment code of “68” (UR EMSA SVS Approval) or “67” Approval) and the client has been found on the client database, but there are no candidate COE spans for the claim dates of service.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1295
EVS Auth/Client DB Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
The client has an effective authorization covering the claim statement from and through coverage dates on the eligibility guarantee database that approves the service, and there is no matching client record on the client master.

Affected Invoice Types:
Claims Edit Exhibit
Client Eligibility
1296
EVS Auth/Client Elig Cnfl

Creation Date: 10/01/2000
Revision Date:


Description:
All UB-04 Claim Types:

The client has an effective authorization covering the claim statement from and through coverage dates on the eligibility guarentee database that approves the service, and no effective eligibility span on the client master database encompasses the claim statement from and through coverage dates.

The client has an effective authorization covering the claim line item dates of service on the eligibility guarentee database that approves the line item procedure, and no effective eligibility span on the client master database encompasses the claim line item dates of service.
Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical, Non-Inpatient, and Inpatient
1300  UR EMSA Review

Creation Date:
  11/16/2009
Revision Date:
  10/17/2011
Description:
The claim has a primary COE of 085 and attachment code 67 (EMSA Approval) is on the claim.

The edit is bypassed if any of the following are true:

· PA on claim.  PA must be type EMSA and DOS, billing provider and client match between PA and claim, and the billed amount on the claim is not greater than the approved amount – used amount on the PA, and the dates of service on the claim is within the approved dates on the PA.
· Attachment code 68 also on claim.  
· If any procedure on claim is on new system list – 4930
· DRG on claim is on new system list - 4931

This edit always post to the header.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
1301  Service Conflict/ Respit Not Allowed With Family Planning

Creation Date:
 09/04/2011  

Revision Date:
 09/21/2011
Description:
Respite Services (T1005) cannot be provided with Family Living (T2033).

Edit will post when all the following is true:

· Billing Provider Type is 344

· Procedure code is T1005
· Modifier U1 is not on the line
· FDOS is >= 4/1/11

· Primary COE = 096
· Client has PA for DOS with procedure code T1005with no modifier AND T2033(regardless of modifier) on the PA.  Note: Both procedures must be on PA.
This edit always post to the line.
Affected Invoice Types:
Medical Claims

 Claims Edit Exhibit
Provider Eligibility
1347
Bill Prov is Invalid

Creation Date: 10/01/2000
Revision Date:


Description:
The billing provider billing code on the Provider database indicates that the provider is only allowed to Medicare crossover claims.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
1348
Servicing Prov is Invalid

Creation Date: 03/05/2001
Revision Date: 03/05/2001
Description:
The servicing provider billing code on the Provider database indicates that the provider is only allowed to Medicare crossover claims.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Non-Inpatient, and Inpatient
1350
Manual Price GT Submitted Charge

Creation Date: 03/05/2001
Revision Date: 01/05/2011
Description:
Inpatient and Medicare Part A Crossover:

The claim base rate source is equal to “MM” (Manually-Priced) and the claim base rate amount is greater than the claim total submitted charges.  The total submitted charges are keyed on the line item of the claim associated with revenue code “001.”

Note:  Inpatient claims that are paid using the Percent of Charge methodology are priced at the line.  On these claims the “MM” (Manually-Priced) code is entered at the line item level.

All Other UB-04 Claim Types:

The line item base rate change is equal to “MM” (Manually Priced) and the line item base rate amount is greater than the line item submitted charge.

All Other Claim Types:

The line item base rate source on the claim is equal to “MM” (Manually Priced) and the line item base rate amount is greater than the line item submitted charge.

Bypass Logic:

This edit is bypassed for Freestanding and Hospital Based Clinic FQHC/RHC services.  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.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Variance
1351
Service Requires Review When Total Charges Exceed Threshold
Creation Date: 03/05/2001
Revision Date: 03/05/2001
Description:
The claim header total charge exceeds the amount maintained on the corresponding “Threshold Amount” system parameter.  There is one parameter for each claim type.

Claim Type



System Parameter

Dental





4324

Home Health




4327

Hospice




4334

Ind. Lab




4325

Inpatient




4320

Medical Supply




4326

Medicare Part A Crossover


4330

Medicare Part B Crossover


4331

Medicare UB-04 Part B Crossover

4332

Long Term Care



4322

Outpatient




4321

Practitioner




4323

Transportation




4329

Waiver





4333

Waiver (CMA)




4335

Affected Invoice Types:
Claims Edit Exhibit

Provider Eligibility
1355
Clinic Bill Prov Reqs Rend Prov

Creation Date: 10/01/2000
Revision Date: 07/16/2007
Description:
For CMS-1500 Claims Only (this edit does not apply to Dental or UB-04):

The billing provider group code on the provider master database is equal to “G” (Group) and the rendering provider ID is equal to the billing provider ID.

Bypass this edit, if the Procedure Referral Code (R-PROC-REFER-CD) is equal to “N” (None) or “R” (Refer), or the procedure code on the line is equal to spaces.

Affected Invoice Types:

Claims Edit Exhibit
Duplicate Check
1361
Exact Dup

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1362
Possible Dup – Variation 1

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1363
Possible Dup – Variation 2

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1364
Possible Dup – Variation 3

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1365
Possible Dup – Variation 4

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1366
Possible Dup – Variation 5

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1369
Possible Dup – Same Provider

Creation Date:
03/17/2004
Revision Date:


Description:
Possible duplicate same provider.  Post edit 1369, if dates of service overlap, billing provider IDs are equal and neither note 11 nor note 13 criteria are met.  This edit is like 1362 without checking for note 14.  If either edit 1361 or edit 1362 would have posted, if not for note 14, then this edit should post.  This edit is performed after these two edits.                                                

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1371
Possible Conflict – Variation 1

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1372
Possible Conflict – Variation 2

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1373
Possible Conflict – Variation 3

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1374
Possible Conflict – Variation 4

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1375
Possible Conflict – Variation 5

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1376
Possible Conflict – Variation 6

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Variance
1377
Calc Allowed Charge Too Large

Creation Date: 10/01/2000
Revision Date: 09/01/2004
Description:
For Medicare Part A and Medicare UB-04 Part B Crossovers:

The header allowed amount (= Medicare co-insurance plus Medicare deductible plus Psych Cutback plus Other Patient Responsibility) is greater than the amount specified in the system parameter associated with that claim type.

For Medicare Part B Crossovers: 

The claim’s Medicare co-insurance plus Medicare deductible is greater than the amount specified in the system parameter associated with that claim type.

For All Other Claim Types:

The calculated allowed charge amount is greater than the amount specified in the system parameter associated with that claim type.

Claim Type



System Parameter

Dental





4304

Home Health




4307

Hospice




4314

Ind. Lab




4305

Inpatient




4300

Medical Supply




4306

Medicare Part A Crossover


4310

Medicare Part B Crossover


4311

Medicare UB-04 Part B Crossover

4312

Long Term Care



4302

Outpatient




4301

Practitioner




4303

Transportation




4309

Waiver





4313

Waiver (CMA)




4315

Affected Invoice Types:

Claims Edit Exhibit
Provider Eligibility
1378
Referring Prov Not Elig on DOS

Creation Date: 10/01/2000

Revision Date:  01/04/2016
Description:
The referring provider was not enrolled as of the dates of service on the claim and the provider enrollment status is equal to “60” (Active) or “70” (MCO).

Affected Invoice Types
Claims Edit Exhibit
Data Validation – Institutional and Medical
1379
Possible Duplicate Different Provider

Creation Date: 03/08/2004

Revision Date:  
Description:

For this edit to post, ‘Possible duplicate by different provider’, (1) the client id must be the same, (2) the dates of service, both first and last, must be the same, (3) different servicing provider numbers,  (4) same procedure code, i.e. (R_PROC_CD), which is in one of these ranges: “36400” through “36425” or “36600” through “36660, (5) same service component code, i.e. (R_SVC_AREA_CD) and the service area is one of these: “RAD” (Radiology), “LAB” (Laboratory), or “EM” (evaluation/management consultation), or 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 one of these: “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: “AA” (anesthesiologist personally performs service or directs only one anesthetist CRNA) or “QK” (direction of 2, 3, 4 CRNAs) or “QY” or “QZ” or “P1” or “P2” or “P3” or “P4” or 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).  (6) 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) (7) and same billed charge. 

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).

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).

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1380
Duplicate Anesthesia Service

Creation Date:
10/01/12
Revision Date:


Description:
This edit will post to the current claim line where another claim line from current claim or a history claim has paid from the same or different provider, DOS is the same (FDOS = FDOS), client IDs match, procedure codes are the same and one of the following circumstances is true:

· Current claim line has modifier AA, AD, QK, QY or QZ and history line exists with modifier AA, AD, QK, QY or QZ. 

· Current claim line has modifier AA, QX, or QZ and history line exists with modifier AA, QX, QZ, G8, G9, or QS. 

· Current claim line has modifier G8, G9, or QS and history line exists with modifier AA, QX or QZ

This edit will always post to the line. 

Affected Invoice Types:
Duplicate Check
1382
Suspect Dup Inpatient Claim and Medicare Part A Crossover

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1383
Suspect Dup Long Term Care and Rehab Claim

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Duplicate Check
1384
Suspect Dup Medicare Part A and Medicare Part B Crossover

Creation Date:
10/01/2000
Revision Date:


Description:
Please refer to the Duplicate Check Determination table for the detailed specifications of this exception.

Affected Invoice Types:
Claims Edit Exhibit
Data Validataion – Institutional & Medical
1396
Claim First and Last DOS must be in same Calendar Year

Creation Date:
04/16/2002
Revision Date:


Description:
Medical Claims: 

The first and last dates of service on the line item of the claim must fall within the same calendar year.

Institutional Claims: 

The first and last dates of service on the claim header must fall within the same calendar year.

Affected Invoice Types:
Claims Edit Exhibit
Pricing - Medical
1420
Ind Lab Must Bill

Creation Date: 10/01/2000
Revision Date: 06/18/2007
Description:
The claim type on the claim is equal to “P” (Practitioner), the line item place of service on the claim is equal to “81” (Independent Laboratory), and the line item procedure code service are is equal to “L” (Lab Service).

Physicians are not allowed to bill for services that were actually rendered by the lab, therefore the lab must bill directly for the services.

Affected Invoice Types:
 Claims Edit Exhibit
Pricing - Inpatient
1447
DRG Interim Bills Denied

Creation Date: 10/01/2000
Revision Date:


Description:
The patient status on the claim is equal to “30” (Still patient or expected to return for outpatient services), “31” (Still patient to be defined at the state level, if necessary), or “32” (Still patient to be defined at the State level, if necessary) and the system determines that the claim will be reimbursed using the DRG pricing methodology.

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1470
Radiology Proc/Rev Cnfl

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The type of bill on the claim is equal to “13X” (Outpatient Hospital), the procedure code service area on the line item of the claim equal to radiology and the associated revenue code is not equal to one of the revenue codes maintained on system list “4540” (Radiology Revenue Codes).
OR

The type of bill on the claim is equal to “13X” (Outpatient Hospital), the revenue code on the line item of the claim is equal to one of the revenue codes maintained on system list “4540” (Radiology Revenue Codes) and the associated procedure code service area code is not equal to radiology.
Affected Invoice Types:
Claims Edit Exhibit
Pricing – Non-Inpatient
1471
Surgery Proc/Rev Cnfl

Creation Date:
10/0/2000
Revision Date: 
07/30/2010
Description:
The type of bill on the claim is equal to “13X” (Outpatient Hospital), the revenue codes maintained on system list “4543” (Surgery Revenue Codes) and the procedure code service area is NOT equal to surgery or medicine or dental.

OR

The type of bill on the claim is equal to “13X” (Outpatient Hospital), the revenue code is NOT on system list “4543” (Surgery Revenue Code) and the procedure code service area is equal to surgery.

Affected Invoice Types:
Claims Edit Exhibit

Pricing - Inpatient

1534
Primary Diag Invalid for DRG

Creation Date: 10/01/2000
Revision Date: 09/11/2001
Description:
The principal diagnosis matches one of the codes maintained on the system list “4544” (Unacceptable Principal Diagnosis Code for Exception) in effect on the claims first date of service is used.  The claim must be priced using the DRG pricing methodology.

Affected Invoice Types:

Claims Edit Exhibit

Pricing – Medical – Inpatient – Non-inpatient

1600
E-PROV Cannot Bill Globally

Creation Date: 03/07/2004
Revision Date:
 
Description:  (Not currently used in System)
Certain providers are not allowed to global bill-bill for both the Professional and Technical side of a procedure.  The following denotes the edit requirements:

· Professional/technical indicator of “N” (Not allowed to global bill)

· Place of Service equal “21” (Inpatient), “22” (Outpatient) or “23” (Emergency Room)

· Procedure Service Area equal “R” (Radiology) or “P” (Pathology).

 Claims Edit Exhibit
Pricing – Medical, Inpatient, and Non-Inpatient
1601
Negative Calculated Allowed Amount

Creation Date: 10/01/2000
Revision Date:


Description:

The calculated allowed amount is NOT allowed to become a negative amount.  Each base rate change is calculated by using the original base rate amount.  Therefore, if more than one base rate change applied to a claim, it would be possible for the calculated allowed amount to become negative.

If the system determines that the calculated allowed amount is negative, zeros are moved to the calculated allowed amount and this edit posts. 

Affected Invoice Types:
Claims Edit Exhibit
Pricing – Medical, Inpatient, and Non-Inpatient
1602
Service Requires Review When Total Charges Exceed Threshold
Creation Date: 10/01/2000
Revision Date: 02/09/2003
Description:

If the calculated allowed amount determined by using matrix pricing methodology exceeds the matrix maximum amount, the system posts this edit.

Affected Invoice Types:
Claims Edit Exhibit
Provider Eligibility
1699
Must Submit Claim Electronically

Creation Date: 10/01/2000

Revision Date: 07/01/2009
Description:
The provider has submitted a paper claim and the provider master database billing media code does not contain a value of P (Paper).
This edit is bypassed if either of the following are true:
· The claim contains an attachment code that is in system list 4919.

· The billing code for the provider is not billing only or unrestricted.

· The julian date for the claim is before 12/8/2008.

This edit posts at the header for all claim types.

Affected Invoice Types
Claims Edit Exhibit
Pricing – Non-Inpatient
1700
HCPCS Code Must Be Laboratory

Creation Date: 10/01/2000
Revision Date: 01/08/2002
Description:
The type of bill on the claim is equal to “13X” (Outpatient Hospital), the revenue code on the line item of the claim is equal to “30X” (Laboratory Clinic) or “31X” (Laboratory Clinic), and the associated procedure code service area is NOT equal to “L” (laboratory) or “P” (pathology). 

Affected Invoice Types
Claims Edit Exhibit
Pricing – Non-Inpatient
1701
Revenue Code Must Be Laboratory

Creation Date: 10/01/2000
Revision Date: 


Description:
The type of bill on the claim is equal to “13X” (Outpatient Hospital), the procedure code service area on the line item of the claim is equal to “Laboratory” and the associated revenue code is not equal to “30X” (Laboratory Clinic) or “31X” (Laboratory Clinic).
Affected Invoice Types
Claims Edit Exhibit
Data Validation - Institutional
1702
ICD Surg Code not within From/Thru Dates

Creation Date: 10/01/2000
Revision Date: 06/23/2006

Description:
The ICD surgical code date on the claim is not within the header level from/through dates of service or is more than three days prior to the claims from DOS.

Affected Invoice Types
 Claims Edit Exhibit
Pricing – Medical and Non-Inpatient
1710
Provider Missing CLIA Number for Lab Service

Creation Date: 10/01/2000

Revision Date: 10/28/2002 
Description:
The line item procedure code service area on the claim is equal laboratory or pathology, and the lab class number on the reference database for the date of service is greater than zero and the CLIA number on the provider database associated with the billing or rendering provider on the claim is equal to spaces for the line item dates of service.

If the line item procedure code has a modifier of “26” (prof component), bypass this edit.

Affected Invoice Types:
Claims Edit Exhibit

(Not currently used in system)
1900
10th Diag Not On Data Base

Creation Date: 01/14/2004

Revision Date:  
Description:

10th diagnosis is not on database.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6000
Physical Medicine > 3/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Physical medicine is more than 3 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6001
Modalities More Than 3/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Modalities exceed more than 3 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6002
Rental Exceeds Purchase

Creation Date:  01/14/2004

Revision Date:  08/31/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

Rental exceeds purchase (13 months).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6003
Activities Exceed 3 Per Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Activities exceed 3 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6004
ManipulationExceeds 3/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Manipulation exceeds 3 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6005
Tests Exceed 1 Per Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Tests exceed 1 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6006
New Patient Visit More Than 1

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

New patient visit is more than once.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6007
Dialysis Proc > 25/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dialysis procedure is more than 25 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6008
Hospital Visits Per Day > 2

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Hospital visits per day exceed 2.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6009
LTC Visit Exceed 2/Day

Creation Date: 01/14/2004


Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Long-term care visits exceed 2 per day.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6010
Office Visit Exceeds 1/Day

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Office visit exceeds one per day.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6011
Intraoral Xray > Every 5/Yrs

Creation Date: 01/14/2004


Revision Date:  09/08/2010
Description:  Please refer to UR tables in OmniCaid for further explanation.

Intraoral X-ray is more than every 5 years.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6012
Panoramic Xray > Every 5/Yrs

Creation Date: 01/14/2004

Revision Date:  09/08/2010
Description:  Please refer to UR tables in OmniCaid for further explanation.

Panoramic X-ray is more than every 5 years.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6013
Environmental Modifications

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Environmental modifications billed within 180 days.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6014
Steril Incidental To C Section

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Sterilization is incidental to C Section.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6015
Environmental Modifications

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Environmental modifications previously billed.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6016
Service 1/Mo Unit Exceeded for Calendar Month
Creation Date:  01/14/2004

Revision Date:  01/30/2009
Description:  Please refer to UR tables in OmniCaid for further explanation.

Waiver or Case Management service is more than 1 per calendar month.  See associated UR Medical Limits 6014, 6015, 6016 and 6079 for individual specifications.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6017
Psychological Eval Limit

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Psychological evaluation limit.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6018
Early Interv More Than 38/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Early intervention is more than 38 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6019
Procedure > 1/Lifetime

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure is more than 1 per lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6020
Tonsillectomy > Once In Life

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Tonsillectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6021
Adenoidectomy More Than Lifetime

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Adenoidectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6022
Gastrectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Gastrectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6023
Proctectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Proctectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6024
Appendectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Appendectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6025
Hysterectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  09/15/2008
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when hysterectomy codes (58150-58294) are billed more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6026
Circumcision More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Circumcision is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6027
Cholecystectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Cholecystectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6028
Pancreatectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Pancreatectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6029
Ureterectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Urecterectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6030
Vaginectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Vaginectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6031
Thyroidectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Thyroidectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6032
Prostatectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Prostatectomy is more than once in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6033
Tooth Previously Extracted

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Tooth previously extracted.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6034
Sterlization Incid To C Section

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Sterilization is incidental to C-section.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6035
Mastectomy More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Mastectomy is more that twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6036
Tubal Ligation More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Tubal ligation is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6037
Salpingectomy More Than Once

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Salpingectomy is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6038
Nephrectomy More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Nephrectomy is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6039
Eye Removal More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Eye removal is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6040
Mastoidectomy More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Mastoidectomy is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6041
Procedure More Than Twice

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure is more than twice in a lifetime.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6042
Dialysis Partial Month vs Full

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Partial Dialysis - month versus full month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6043
Personal Care Limit 1/Year

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care limit one time per year per consumer.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6044
Epidural Nerve Block > 6

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Epidural nerve block has more than 6.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6045
Waiver Services

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Waiver services.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6046
Personal Care Services

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care services.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6047
Bitewings Conflict With Panora

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Bite wings conflict panoramic or intraoral.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6048
Bitewings Conflict With Intrao

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Bite wings conflict with intraoral.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6049
Vision Service Conflict Code

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Vision service – conflict code.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6050
Prophy Exceeds Limit – Adult

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Prophy exceeds limit for adult.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6051
Prophy Exceeds Limit - Child

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Prophy exceeds limit for child.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6052
Flouride Exceeds Limit - Adult

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Fluoride exceeds limit for adult.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6053
Flouride Exceeds Limit - Child

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Fluoride exceeds limit for child.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6054
Dental Flouride Includes Proph

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental fluoride includes prophy.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6055
Dental Restorative Procedure

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental restorative procedure was done on the same day.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6056
Dental Exam More Than Once Per

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental examination is more than once per day.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6057
CDT4 vs CPT Code On The Same D

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

CDT4 VST CPT code billed on the same day by the same provider.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6058
ONE EXTRACTION ALLOWED/TOOTH
Creation Date:  01/14/2004

Revision Date:  03/14/2016
Description:  Please refer to UR tables in OmniCaid for further explanation.

One extraction allowed per tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6059
Personal Care Limit 8 Hrs/Year

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care limit of WC245 has limit of 8 hours per year.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6060
Personal Care Limit 2/Year

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care limit for WC247 has maximum of two times per year.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6061
Personal Care Limit 1/Year

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care limit T1028 U1 limited to one every 275 days per consumer.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6062
Personnal Care Exceeds 100 Hrs

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care exceeds 100 hours.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6063
Resin-One Surface Once/Tooth

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Resin – one surface once per tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6064
Resin-Based Composite Once/Th

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Resin based composite only allowed once per tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6065
Resin-Based Composite 1/Tooth

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Resin based composite only allowed once per tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6066
Torch Panel Suspect

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Torch panel suspect.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6067
Hepatitis Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Hepatitis panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6068
Arthritis Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Arthritis panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6069
Hepatic Function Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Hepatic function panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6070
Renal Function Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Renal function panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6071
Lipid Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Lipid panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6072
Obstetric Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Obstetric panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6073
General Health Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

General health panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6074
Metabolic Panel Suspect

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Metabolic panel suspect.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6075
E-Transportation Over $200

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Transportation over $200.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6076
Resin-Based Composite 1/Tooth

Creation Date: 01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Resin based composite only allowed once per tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6077
Lab Limited By MD W/E&M Codes

Creation Date: 01/14/2004 
       
Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Laboratory claims for physician are limited when providing evaluation and management visits.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6078
Personal Care Limit 100 Hrs

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Personal care limit 100 hours.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6079
Rad Unilateral Incl Bilateral

Creation Date:  01/14/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Radiology unilateral included in bilateral.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6080
Dental Service Requires PA

Creation Date: 01/14/2004

Revision Date: 04/01/2013  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental service requires prior authorization.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6081
Dental Not Payable on the Same

Creation Date:  03/07/2004

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental procedure codes not payable on the same date of service, same provider.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6082
Fitting of Spectacles Limited

Creation Date:  03/07/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Fitting of spectacles limited to under 21 years of age.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6084
MAXIMUM UNITS FOR WAIVER CASE MANAGEMENT ASSESSMENT CLAIMS

Creation Date:  01/01/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when waiver CMA claims exceed 10 units within 300 days.

Associated UR Medical Limit  Parameter Numbers is 6084 MAX UNIT LIMIT WAIVER CMA SRV 

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6085
Dental Limit Two Per Year

Creation Date:  02/15/2006

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure codes D5410, D5411, D5421, D5422, D5850, or D5851 have been billed more than twice in one year.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6086
Dental Service Limit 

Creation Date:  05/01/2004
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure codes D5410, 5411, D5421 or D5422 are billed within 180 days of procedure codes D5110, D5120, D5130, D5140, D5211, D5212, D5213 or D5214.
Associated UR Medical Contra Parameter Numbers are 6267 DENTAL ADJ LIMIT VS OTHER and 6268 DENTAL ADJ VS OTHER.  Associated UR Procedure Code List Numbers are 6267 DENTAL LIMIT ADJUST VS OTHER  and 6048 DENTAL LIMIT 2/YEAR           

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6087
Cannot Exceed 2 Repairs per Year 

Creation Date:  02/15/2006

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure codes D5510 or D5520 are billed more than twice per year.
There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6088
Dental Service Only Allowed Once Every Three Years 

Creation Date:  02/15/2006

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure codes D5750, D5751, or D5761 are billed more than once in a 3 year period.  
There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6089
Prosthesis vs Reline Within 3 Yr Period 

Creation Date:  02/15/2006

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure codes D5750, D5751, or D5761 are billed within 3 years of procedure codes D5110, D5120, D5130, D5140, D5211, D5212, D5213 or D5214.
There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6090
Dental Service Not a Benefit For Clients 21 Years of Age or Older 

Creation Date:  07/01/2004
Revision Date: 
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when any of the procedure codes listed on UR procedure code list 6077 is billed for clients aged 21years or older.  

This exception is set to auto deny.

Associated UR Medical Limit  Parameter Numbers is 6077 NOT A BENEFIT FOR 21 YRS OR <.  Associated UR Procedure Code List Number is 6077 NOT A BENEFIT FOR 21 YRS OR <. 

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6091
Pre-Molar Sealants Not Covered 

Creation Date:  02/15/2006

Revision Date:  04/01/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

Procedure code D1351 is billed with teeth numbers 4, 5, 12, 13,20,21,28 and 29.

Post this edit when the following tooth numbers are billed:  04, 05, 12, 13, 20, 21, 28, and 29.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Surface is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6092
MAXIMUM UNITS FOR WAIVER CASE MANAGEMENT ASSESSMENT CLAIMS

Creation Date:  01/01/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when waiver CMA claims exceed 2 units within 300 days.

Associated UR Medical Limit  Parameter Numbers is 6092 MAX UNIT LIMIT WAIVER CMA SRV

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit
6093
Rad Partial View Incl Compl

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Radiology partial view included in complete view.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6094
General Hlth Pan Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description: Please refer to UR tables in OmniCaid for further explanation.

General health panel includes individual lab code.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6095
Panel Includes Individual Code

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Panel includes individual codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6096
Torch Panel Includes Individual

Creation Date:  01/14/2004

Revision Date:  
Description: Please refer to UR tables in OmniCaid for further explanation.

Torch panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6097
Hepatic Panel Includes Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Hepatic panel includes individual codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6098
Hepatitis Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Hepatitis panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6099
Arthritis Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Arthritis panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6100
Lipid Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Lipid panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6102
Renal Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Renal panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6103
Obstetric Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Obstetric panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6104
Electrolyte Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Electrolyte panel includes individual lab codes.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6105
Metabolic Panel Incl Individual

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Metabolic panel includes individual lab code.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6106
Audiology Test Codes Conflict

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Audiology test codes conflict.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6107
Laparosopy Included Sugical

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Laparoscopy included in surgical procedure.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6108
Physical Therapy School Based

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Physical therapy school based and not school based.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6109
Speech Thrapy School Based

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Speech therapy school based and not school based.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6110
OCC Therapy School Based

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Occupational therapy school based and not school based.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6111
Speech Therapy Waiver Non

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Speech therapy waiver and non-waiver.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6112
Occupational Therapy Waiver An

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Occupational therapy waiver and non-waiver.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6113
Physical Therapy Waiver And No

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Physical therapy waiver and non-waiver.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6114
Surgical Procedures Overlap

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Surgical procedures overlap.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6115
Dialysis Exceeds 3 Months

Creation Date: 01/14/2004

Revision Date:  05/11/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dialysis exceeds 3 months without Medicare Certification.

Bypass Criteria:

The exception will not post when the client has a ‘Part A – Exempted’ span (value of ‘X’) on the Medicare Span Table for the claim dates of service.  (Note:  This bypass logic is hard-coded in the Utilization Review program)

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6116
Dental Exam Exceeds Limit - Chi

Creation Date:  01/14/2004

Revision Date:  07/14/2008
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental examination exceeds limit for child.

Note:  This edit uses the billing provider ID when comparing providers for the same/different criteria.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6117
Dental Exam Exceeds Limit - Adult

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental examination exceeds limit for Adult – ages between 21 and 99.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6118
Dental Exam Exceeds Limit - Child

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental examination exceeds limit for child - by different providers.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6119
Dental Exam More Than 1/Year

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Dental examination occurred more than once in a year by same provider.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6120
Bed Includes Bed Rails

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Bed includes bed rails.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6121
Bed Includes Matress

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Bed includes mattress.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6122
Pulpotomy Already Performed

Creation Date:  01/14/2004

Revision Date:   08/28/2014
Description:  Please refer to UR tables in OmniCaid for further explanation.

Pulpotomy was already performed on tooth.

There are two instances when the same/different tooth number criteria isn’t applied.  Those are:

1. If the Tooth Code is Full Mouth (FM), Lower Left (LL), Lower Right (LR), Upper Left (UL), or Upper Right (UR).

2. If the Tooth Quadrant is Lower Left Quadrant (30), Lower Right Quadrant (40), Upper Left Quadrant (20), Upper Right Quadrant (10), Entire Oral Cavity (00).

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6123
Purchase Requires Prior Auth

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Purchase requires prior authorization.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6124
Hearing Aids And Dispensing Fee Only 1 Per 4 Yrs Each

Creation Date:  08/31/2004

Revision Date:  01/26/2007

Description:  Please refer to UR tables in OmniCaid for further explanation.

This limits Hearing Aids only 1 per 4 years and Dispensing Fees only 1 per 4 years.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6125
Eye Exam 1 Every 2 Yrs for Adults (21 Years and Older)
Creation Date:  01/01/1964

Revision Date:  05/09/2008

Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when the following procedures are billed within 2 years for adults (21 years or older)

   92002-92015

   92018

and is billed with diagnosis code V72.0

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6126
DISPOSABLE GLOVES (STERILE OR NON-STERILE) LIMITED TO 200 PER MONTH
Creation Date:  07/01/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when A4930 or A4927 exceed the 200 limit per month.  
Associated UR Medical Limit Parameter Number is 6126 DISP GLOVES LIMIT 200 A MONTH.  Associated UR Procedure Code List Number is 6126 DISPOSABLE GLOVES CODES.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6127
Disposable Diapers Limited to 200 per Month

Creation Date:  01/01/1964

Revision Date:  05/25/2007

Description:  Please refer to UR Limit 6127 in OmniCaid for Limit details.

Procedure codes T4521, T4522, T4523, T4524, T4529, T4530, T4531, T4533 and T4543 are included in Limit 6127. For procedure codes effective before 1/1/05, see Exception Resolution Tab.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6128
CUSTOM FABRICATED PROSTHETIC/ORTHOTIC DEVICES ARE LIMITED TO ONE EVERY THREE YEARS.

Creation Date:  07/01/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.
This exception posts when a custom fabricated prosthetic /orthotic device is billed more than once within a 3 year period.
Associated UR Medical Limit Parameter Number is 6128 PROSTHETCI/ORTHOTIC LIMIT .  Associated UR Procedure Code List Numbers is 6128 CUSTOM PROSTHETIC/ORTHOTIC COD

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6132
DME Delivery More Than 3/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

DME delivery is more than 3 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6133
Supplies Misc More Than $300/Month

Creation Date:  01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Miscellaneous supplies is more than $300 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6134
Incontinence Supplies > $500

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Incontinence supplies is more than $500 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6135
Ostomy Supplies > $1000/Month

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Ostomy supplies is more than $1000 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6136
Purchase Of Supply Exceeds

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Purchase of supply exceeds one in 90 days.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6137
Specimen Collect > 1/Day

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Specimen collected is more than 1 per day.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6138
Enteral And Parental > $2000/Month

Creation Date: 01/14/2004

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Enteral and parental is more than $2000 per month.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6139 REPAIR/ REFIT AND SPECTACLE PR

Creation Date: 07/01/2004 
Revision Date:  08/24/2009 
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when 92340 (Fitting of spectacles, except for aphakia), 92341 (Fitting of spectacles, except for aphakia), 92342 (Fitting of spectacles, except for aphakia), 92370 (Repair and refitting spectacles; except for aphakia) or 92371 (Spectacle prosthesis, for aphakia) are billed by the same or different provider on the same date. This exception can only be forced with written direction from the State. 

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6140 MOTION TEST CODE CONFLICT
Creation Date: 01/01/2004 
Revision Date:   
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when a procedure in range 95860-95875 is billed on the same date of service as a code in range 96000-96004 or vice versa. 
Associated UR Medical Contra Parameter Numbers are 6141 MOTION CODE CONFLICT and 6142 MOTION CODE CONFLICT .  Associated UR Procedure Code List Numbers are 6141 MOTION TEST CODES - LIST 1 and 6142 MOTION TEST CODES - LIST 2
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6141 REFRACTION LIMIT 1 EVERY 2 YRS

Creation Date:  01/01/2005

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when procedure code 92015 is billed more than once within two years for adults (21 years or older) and claim is billed with diagnoses code V72.0.  

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6143 SERVICE NOT ALLOWED IN SAME MONTH
Creation Date:  08/01/2005

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

SERVICE NOT ALLOWED IN SAME MONTH
Associated UR Medical Contra Parameter Numbers are 6269 SERVICE NOT ALLOWED IN SAME MO and 6270 SERVICE NOT ALLOWED IN SAME MO.  Associated UR Procedure Code List Numbers is 6239 SERVICE NOT ALLOWED IN SAME MO

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6144
Service Not Allowed Together

Creation Date:  11/01/2005

Revision Date:  05/25/2007

Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when procedure code A4554 is billed when T4521 - T4542 have already been paid and vice versa.  This exception is tied to UR Medical Contra Parameters 6351 and 6350.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6146
Service Cannot be Billed in Conjuction with Another Service
Creation Date: 08/04/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This edit will post when any procedure with in ranges 94760 – 94762 or 99143 – 99150 has already been paid (or billed on the same claim) for the same provider, the same date of service, and the same client as one of the codes in the opposite range.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6147 Dental Exam Exceeds Limit – Child – Different Providers

Creation Date:  11/1/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when dental exam (code D0120 and D0150) is billed more than twice in 360 days per client by different providers.  This UR Limit and Exception is effective 11/1/06.  This UR Limit only applies to clients age 0-20. The UR Medical Limit Parameter is 6147-DENTAL EXAM EXCEEDS LIMIT-CH and  includes UR Procedure Code List 6536-DENTAL EXAM EXCEEDS LIMIT.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6148 Transportation Exceeds $115

Creation Date:  07/01/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when procedure code T2001 is billed for over $115 for DOS 07/01/06 to 12/31/9999.

The UR Medical Limit Parameter is 6148 TRANSPORTATION $115.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6149 Transportation Over $230

Creation Date:  07/01/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when procedure code A0100, A0130, WE596-WE597 or YE626-YE627 are billed for over $230 for DOS 71/06 - 12/31/9999. The UR Medical Limit Parameter Number is 6149 TRANSPORTATION OVER $230 and  includes UR Procedure Code List 6149 - TRANSPORTATION OVER $230      

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6150 Prophy Exceeds Limit - Adult

Creation Date:  11/1/2006

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the procedure code D1110 is billed more than once per year, per client by any provider.  This Exception is effective 01/01/1964 and the related UR Limit is effective 11/1/2006.  This UR Limit only applies to clients age 21-999.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6151
Early Intervention CM 1/Mo Unit Exceeded for Calendar Month

Creation Date: 11/01/2006

Revision Date:  05/25/2007

Description:  Please refer to UR tables in OmniCaid for further explanation.

This Limits procedure T2023 with MOD TL to be paid one unit per calendar month.  This is tied to UR Medical Limit Parameter 6151.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6152
NB Genetic Screening Pricing Limit

Creation Date: 01/01/2007

Revision Date:  05/25/2007

Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the same provider has billed procedure code S3620 for more than one unit for the same recipient.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6153
HP Vaccine Pricing Limit

Creation Date:  01/01/2007

Revision Date:  05/25/2007

Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the recipient's age is 11 and the procedure code 90649 with the modifier HB-Adult program has been billed.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6154
Maximum Pre-Eligibility Mi Via Service Exceeded

Creation Date:  7/01/2010

Revision Date:  03/31/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when more than 6 units are billed in 180d days for procedure code on procedure code list 6543 for the same client. Eff 04/01/2011. 
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6155 HP Vaccine Pricing Limit

Creation Date:  07/01/2007

Revision Date:  08/15/2007
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the recipient's age is 11 through 18 and the procedure code 90649 with the modifier HB-Adult program has been billed.  This exception can only be overridden with written instruction from MAD. This exception and related UR Limit 6155 is effective 7/1/07.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6156 Adult Vaccine Pricing Limit

Creation Date:  6/19/08
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the recipient's age is less than 19 and the procedure code is on the UR Procedure code system list 6156 and the procedure code is billed with the modifier HB-Adult program.  This exception can only be overridden with written instruction from MAD. This exception and related UR Limit 6156 is effective 7/1/08.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6157 Repair/Refit of specs on same DOS

Creation Date:  10/24/08
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when the recipient's age is less than 21 and the any provider bills procedure code 92340 or 92370 when 92340 or 92370 have already been paid. This exception can only be overridden with written instruction from MAD. This exception and related UR Contraindicated Parameters 6335 and 6336 are effective 9/1/08.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6158 REFRACTION LMT 1 YR FOR CHILD

Creation Date:  
05/29/2009
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when procedure code 92015 is billed more than once within a year for a child (0-20 years of age) and claim is billed with diagnosis code V72.0 

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6159 RP/REFIT EYEWEAR 1/60 DAYS

Creation Date:  
05/29/2009
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when repair or refitting procedures (92370-92371) are billed more than once within 60 days children and adults. 

Affected Invoice Types:
Claims Edit Exhibit

UR _Edit

6160 NEW PATIENT VISIT MORE THAN 1

Creation Date:  9/29/09
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6161 Evaluation Billed Twice in 10 month Period

Creation Date:  2/17/10
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Evaluation was billed twice in a 10 month period.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6162 CORRECT CODING INITIATIVE CONTRA LIMITS
Creation Date:  5/12/10
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Exception will post when criteria is met for Associated UR Contraindicated parameters.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6163 Home Modification exceeds $5000 limit in five years

Creation Date:  08/05/2010
Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post if $5000 is exceeded in 5 years.
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6164 Eye Exam 1 Every 3 Yrs For Adults (21 Years and Older)
Creation Date:  12/03/10
Revision Date:  10/17/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when eye exam is billed more than once in three years for clients over 21 yrs. In order for a client to get another vision exam, a document completed by the provider (attachment 60) that includes information such as the old and new prescription, medical diagnosis, comments, justification must be included with the claim. 

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6165 Refraction Limited to 1 Exam Every Three Years
Creation Date:  02/01/11
Revision Date:  10/17/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when eye refraction is billed more than once in three years for clients over 21 yrs. In order for a client to get another refraction, a document completed by the provider (attachment 60) that includes information such as the old and new prescription, medical diagnosis, comments, justification must be included with the claim.

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6166 Eyeglass Lens Only 2 Every 3 Yrs For Adults (21 Yrs and Older)
Creation Date:  02/18/11
Revision Date:  10/17/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when eyeglass lenses are billed more than twice in three years for clients over 21 yrs. In order for a client to get another eyeglass lens, a document must be completed by the provider (attachment 60) that includes information such as the old and new prescription, condition of current lenses and frames usable (deteriorated, broken, lost, etc.), medical diagnosis, comments, justification must be included with the claim
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6167 Eyeglass Frames Limit 1 Every 3 Years For Clients Age 21 and Older
Creation Date:  02/01/11
Revision Date:  10/17/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when eyeglass frames is billed more than once in three years for clients over 21 yrs. In order for a client to get another eyeglass frame, a document completed by the provider (attachment 60) that includes information such as the old and new prescription, condition of frames (deteriorated, broken, lost, etc), medical diagnosis, comments, justification must be included with the claims
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit

6168 Eyeglass Dispensing Limit 1 Every 3 Years For Clients Age 21 and Older
Creation Date:  02/01/11
Revision Date:  10/17/2011
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when eyeglass Disp is billed more than once in three years for clients over 21 yrs. In order for a provider to bill for dispensing, a document completed by the provider (attachment 60) that includes information such as the old and new prescription, condition of frames (deteriorated, broken, lost, etc.), medical diagnosis, comments, justification must be included with the claim.
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6169
CHILD VACCINE PRICING LIMIT

Creation Date: 3/9/11

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Child Vaccine Pricing Limit

This exception will post when the recipient’s age is <19 and the procedure code is on the UR procedure code system list 6169. The claim line will be priced the value of $0.00 which the dollar limit amount shown on UR Medical Limit Parameter 6169 Child Vaccine Pricing Limit.

This exception can only be overridden with written instruction from MAD. This exception and related UR Limit 6169 is effective 04/01/11
Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6170
Tobacco Cessation More than 8
Creation Date:  01/01/2012

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

Child Vaccine Pricing Limit

Medicaid covers tobacco cessation sessions for recipients with pregnancy related categories of eligibility (030 or 035) and for Medicaid enrolled children under age 21. A cessation counseling attempt includes up to 4 cessation counseling sessions (1 attempt = up to 4 sessions). Two cessation counseling attempts (or up to 8 cessation counseling sessions) are allowed in any 12 month period.
UR Medical Limit Parameter is 6170 TOB CESS VISIT MORE THAN 8    and includes  UR Procedure Code List number is 6170 TOB CESS VISIT MORE THAN 8    

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6201
Carelink Coordinated Care Fee Monthly Limit Exceeded
Creation Date:  01/15/2016

Revision Date:  
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception posts when the following procedures are billed more than 1 within same calendar month by the same provider.

G9001

   Billing Provider Type = 446

Affected Invoice Types:

Claims Edit Exhibit

UR _Edit
6271
Diapers Not Allowed Within 26 Days

Creation Date:  11/01/2005

Revision Date:  04/24/2013
Description:  Please refer to UR tables in OmniCaid for further explanation.

This exception will post when procedure code A4554 is billed more than once in a 26 day period.  This exception is tied to UR Medical Contra Parameter 6271.

Affected Invoice Types:

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6501
NCCI Procedure to Procedure Conflict for Practitioner, ASC, or Lab Claim
Creation Date:  04/04/2011

Revision Date:  01/14/2015
Description:  

This edit ensures certain services are not billed by the same provider, for the same client on the same date of service.  Procedure conflicts are determined by the NCCI Procedure Edit Table.  The logic uses the date of service on the claim line for determining a possible conflict.  

The exception posts on Practitioner claim or Lab claim when:

Claim is for the same claim type, same client, same date of service, and same rendering provider  

AND

The procedure code on the history claim (or claim line being edited against) is in column one (R_SRC_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column two (R_TAR_PROC_CD) on the same row.

OR

IF 

The procedure code on the history claim (or claim line being edited against) is in column two (R_TAR_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column one (R_SRC_PROC_CD) on the same row,  

THEN  

A system-generated adjustment request (reason code = 550) is created for the history claim.  When the adjustment is processed, the history claim will post the exception.

The exception posts to the claim line, not the header.
The edit is bypassed if any of the following circumstances apply:

· The modifier on the claim line is 25, 27, 58, 59, 78, 79, 76, 77, XE, XS, XP, XU, or 91 

AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed

AND

No anatomical modifiers are present (see below for list of anatomical modifiers)

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is not the same
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is the same
AND

An additional modifier on either the inprocess or the associated line is 58, 59, 78, 79, XE, XS, XP, or XU
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services)

The specific edit data and code pairs can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“P” – Practitioner 

“L” – Lab 

Note:  This edit may be applied to all claim type “P” with no additional criteria (such as specialty, which would identify an ASC claim)

This edit is applied to FFS claims only, not encounter claims.

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6502
NCCI Procedure to Procedure Conflict for Outpatient OPPS Claim
Creation Date:  04/04/2011

Revision Date:  01/14/2015
Description:  

This edit ensures certain services are not billed by the same provider, for the same client on the same date of service.  Procedure conflicts are determined by the NCCI Procedure Edit Table.  The logic uses the date of service on the claim line for determining a possible conflict.  

Outpatient Prospective Payment System (OPPS) claims are defined as:  Claim Type = “O”, and Billing Provider Type = “201” or “203”, and Type of Bill = “13*” or “83*” or “851”.
Exception posts on Outpatient OPPS claim when:

Claim is for the same client, same date of service, and same rendering provider  

AND

The procedure code on the history claim (or claim line being edited against) is in column one (R_SRC_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column two (R_TAR_PROC_CD) on the same row

OR

IF 

The procedure code on the history claim (or claim line being edited against) is in column two (R_TAR_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column one (R_SRC_PROC_CD) on the same row,  

THEN  

A system-generated adjustment request (reason code = 550) is created for the history claim.  When the adjustment is processed, the history claim will post the exception.

The exception posts to the claim line, not the header.
The edit is bypassed if: any of the following circumstances apply:
· The modifier on the claim line is 25, 27, 58, 59, 78, 79, 76, 77, XE, XS, XP, XU, or 91 
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is not the same
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is the same
AND

An additional modifier on either the inprocess or the associated line is 58, 59, 78, 79, XE, XS, XP, or XU
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services)
The specific edit data and code pairs can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“O” – Outpatient paid through OPPS payment methodology 

This edit is applied to FFS claims only, not encounter claims.

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6503
NCCI MUE Units-of-Service Exceeded for Practitioner, ASC, or Lab Claim
Creation Date:  04/04/2011

Revision Date:  08/29/2011
Description:  

This edit ensures maximum units of service are not exceeded for certain procedures.  MUE (Medically Unlikely Event) maximums are determined by the MUE Edit Table.  The logic uses the date of service on the claim line for this determination.  

Exception posts on Practitioner claim or Lab claim when:

The procedure code on the claim line appears in the HCPCS/CPT Code column (R_SRC_PROC_CD) of the Practitioner Services MUE Edit Table (R_NCCI_TY_CD = P on RMSMUETB) 

AND

The submitted units on the claim line are greater than the maximum units allowed in the MUE column (R_MAX_UNT_AMT) of the Practitioner Services MUE Edit Table (R_NCCI_TY_CD = P on RMSMUETB)

The exception posts to the claim line, not the header.  
If the dates of service on the line span more than one day, then the logic averages the number of submitted units per day and then applies the edit.  So as long as the average units per day do not exceed the maximum allowed, then the edit does not post.

The edit is bypassed if any of the following circumstances apply:

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services)

The specific edit data can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“P” – Practitioner 

“L” – Lab 

Note:  This edit may be applied to all claim type “P” with no additional criteria necessary

This edit is applied to FFS claims only, not encounter claims.

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6504
NCCI MUE Units-of-Service Exceeded for OPPS or Critical Care
Creation Date:  04/04/2011

Revision Date:  07/08/2013
Description:  

This edit ensures maximum units of service are not exceeded for certain procedures.  MUE (Medically Unlikely Event) maximums are determined by the MUE Edit Table.  The logic uses the date of service on the claim line for this determination.  

Outpatient Prospective Payment System (OPPS) claims are defined as:  Claim Type = “O”, and Billing Provider Type = “201” or “203”, and Type of Bill = “13*” or “83*” or “851”.
Exception posts on Outpatient OPPS claim when:

The procedure code on the claim line appears in the HCPCS/CPT Code column (R_SRC_PROC_CD) of the Hospital Services MUE Edit Table (R_NCCI_TY_CD = O on RMSMUETB) 

AND

The submitted units on the claim line are greater than the maximum units allowed in the MUE column (R_MAX_UNT_AMT) of the Hospital Services MUE Edit Table (R_NCCI_TY_CD = O on RMSMUETB)

The exception posts to the claim line, not the header.  
If the dates of service on the line span more than one day, then the logic averages the number of submitted units per day and then applies the edit.  So as long as the average units per day do not exceed the maximum allowed, then the edit does not post.

The edit is bypassed if any of the following circumstances apply:

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services

The specific edit data can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“O” – Outpatient paid through OPPS payment methodology 

(This includes critical access hospitals)

This edit is applied to FFS claims only, not encounter claims.

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6505
NCCI MUE Units-of-Service Exceeded for DME Supplier
Creation Date:  04/04/2011

Revision Date:  08/29/2011
Description:  

This edit ensures maximum units of service are not exceeded for certain procedures.  MUE (Medically Unlikely Event) maximums are determined by the MUE Edit Table.  The logic uses the date of service on the claim line for this determination.  

Exception posts on Medical Supply claim when:

The procedure code on the claim line appears in the HCPCS/CPT Code column (R_SRC_PROC_CD) of the Practitioner Services MUE Edit Table (R_NCCI_TY_CD = D on RMSMUETB) 

AND

The submitted units on the claim line are greater than the maximum units allowed in the MUE column (R_MAX_UNT_AMT) of the Practitioner Services MUE Edit Table (R_NCCI_TY_CD = D on RMSMUETB)

The exception posts to the claim line, not the header.  
If the dates of service on the line span more than one day, then the logic averages the number of submitted units per day and then applies the edit.  So as long as the average units per day do not exceed the maximum allowed, then the edit does not post.

The edit is bypassed if any of the following circumstances apply:

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services

The specific edit data can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“S” – Medical Supply 

Note:  This edit may be applied to all claim type “S” with no additional criteria necessary 

This edit is applied to FFS claims only, not encounter claims.

Claims Edit Exhibit

NCCI (National Correct Coding Initiative) Edit
6506
NCCI Procedure to Procedure Conflict for Medical Supply Claim
Creation Date:  01/01/2015

Revision Date:  01/01/2015
Description:  

This edit ensures certain services are not billed by the same provider, for the same client on the same date of service.  Procedure conflicts are determined by the NCCI Procedure Edit Table.  The logic uses the date of service on the claim line for determining a possible conflict.  

The exception posts on Medical Supply claim when:

Claim is for the same claim type, same client, same date of service, and same rendering provider  

AND

The procedure code on the history claim (or claim line being edited against) is in column one (R_SRC_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column two (R_TAR_PROC_CD) on the same row.

OR

IF 

The procedure code on the history claim (or claim line being edited against) is in column two (R_TAR_PROC_CD) of the NCCI procedure edit table (RNCCIETB) and the procedure code on the in-process claim (or claim line being edited) is in column one (R_SRC_PROC_CD) on the same row,  

THEN  

A system-generated adjustment request (reason code = 550) is created for the history claim.  When the adjustment is processed, the history claim will post the exception.

The exception posts to the claim line, not the header.
The edit is bypassed if any of the following circumstances apply:

· The modifier on the claim line is 25, 27, 58, 59, 78, 79, 76, 77, XE, XS, XP, XU, or 91 

AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed

AND

No anatomical modifiers are present (see below for list of anatomical modifiers)

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is not the same
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The modifier on the claim line is an anatomical modifier:  LT, RT, E1, E2, E3, E4, FA, F1, F2, F3, F4, F5, F6, F7, F8, F9, LC, LD, RC, TA, T1, T2, T3, T4, T5, T6, T7, T8, or T9
AND

The modifier on the associated line is the same
AND

An additional modifier on either the inprocess or the associated line is 58, 59, 78, 79, XE, XS, XP, or XU
AND

The modifier indicator (R_NCCI_MOD_IND_CD) on the corresponding edit row is set to “1” – allowed.

· The Billing Provider Type = ‘345’ (Schools)
· The Service Area of the Procedure Code = ‘A’ (Anesthesia Services)

The specific edit data and code pairs can be viewed on the CMS website – 

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Data-and-Systems/National-Correct-Coding-Initiative.html
Affected Invoice Types:

Claim type = 
“S” – Medical Supply

Note:  This edit may be applied to all claim type “S” with no additional criteria necessary

Claims Edit Exhibit
Claim Control, Claim Type Assignment, and Post Exception
9999
More Than 15 Exceptions for a Line

Creation Date: 03/07/2004
Revision Date:
 
Description:
If the claim has more than 15 exceptions at the line that should post to the claim line, the system inserts exception code 9999 as the last exception.  The system does not perform additional processing for that claim until the exception count is decreased.  This edit is bypassed for encounter claims.

See exception 0899 for header and total exception edit.
Affected Invoice Types:
10.5.8  Medicare Part B Crossovers – Claims Edit Bypass Listing

Edit
Description

0025
Submitted Units Not Consistent With Dates of Service

0032
Provider Type/Claim Type Conflict

0077
Service Dates Span More Than One Day of Service

0094
Service Dates Overlap Managed Care Enrollment Period

0101
Service Dates Within Managed Care Enrollment Period

0102
Service Dates Within Behavioral Health Enrollment Period

0104
Multi Surg Requires MAD Revw

0109
Surgery Follow-Up Covers Serv

0205
Referring Provider Required

0230
Provider Not Allowed to Bill Prof/Tech Component

0238
Submitted Units Exceed Maximum Allowed Units

0253      Diagnosis Not Valid for DOS

0260
Diagnosis Code Not Specific

0265
Client is Mcare Part B Eligible

0266
QMB Client Eligible for Mcare Crossovers Only

0275
Major Program - Service Conflict

0288
Ref Prov Not On DB

0290
Invalid Referring NPI

0292
Review Hysterectomy Attachment

0293
Invalid Svc Faci NPI

0294
Svc Faci Requires NPI

0308
Rendering NPI Required

0320
Prov/Lab Class Cnfl

0324
Attending Prov Matches Blng Prov

0332
Diag Code Missing

0338
Service Not Payable for LTC Client

0339
Attending Prov Not Eligible for DOS

0344
Provider Not Authorized For Clients Aged 21 and Over

0351
High Variance

0352
Low Variance

0363
Proc/Mod 1 Cnfl

0366
Rendering Prov Requires Review for Proc/Type Combo

0367
Blng Prov Requires Review for Proc/Type Combo

0371
Proc/Mod 2 Cnfl

0372
Proc/Clm Type Cnfl

0376
Proc Requires Modifier

0381
Rate Rec Not Found

0383
Special Rate Indicated and No Rate Record on File

0412
Rendering Provider Required

0414
Rend Prov License Expired

0419
No Tax Rate Available

0420
Invalid Rendering NPI

0421
Rendering NPI Not Found

0422
Rend Prov Not Enrolled

0427
Rendering NPI Not Found on DOR

0428
Rend NPI Match MultI Mcaid ID

0429
Rend NPI Found-Txnmy No Match

Edit
Description

0431
Proc Not Covered

0432
Procedure Requires Revw

0434
Proc/Age Cnfl

Medicare Part B Crossovers - Claims Edit Bypass Listing

Edit
Description

0435
Proc/Sex Cnfl

0436
Auth is Reqd – PA # on Claim Missing

0437
Proc Not Valid for Serv Date

0438
Proc Requires Matrix/Manual Price

0439
Proc Not a Benefit for Serv Date

0441
6th Diag Not Covered

0443
6th Diag/Age Cnfl

0444
6th Diag/Sex Cnfl

0447
7th Diag Not Covered

0449
7th Diag/Age Cnfl

0451
1st Diag Not Covered

0452
7th Diag/Sex Cnfl

0454
1st Diag/Age Cnfl

0455
1st Diag/Sex Cnfl

0459
8th Diag Not Covered

0461
2nd Diag Not Covered

0464
2nd Diag/Age Cnfl

0465
2nd Diag/Sex Cnfl

0467
8th Diag/Age Cnfl

0468
8th Diag/Sex Cnfl

0471
3rd Diag Not Covered

0474
3rd Diag/Age Cnfl

0475
3rd Diag/Sex Cnfl

0479
9th Diag/Age Cnfl

0481
4th Diag Not Covered

0482
9th Diag/Sex Cnfl

0484
4th Diag/Age Cnfl

0485
4th Diag/Sex Cnfl

0491
5th Diag Not Covered

0494
5th Diag/Age Cnfl

0495
5th Diag/Sex Cnfl

0501 
Auth is Suspended

0502
Auth/Client Cnfl

0503
Auth is Denied

0504
Auth/Mod Cnfl

0510
Auth/Prov Cnfl

0511
Auth/Srv Cnfl

Edit
Description

0514
Auth LI Status Suspended-Recycle

0518
Auth LI Status Deny

0546
Proc Requires Price

0553
Rental Amounts Total Exceed Purchase Price

0555
EPSDT Screening Performed Twice in 11 months

0594
Oxygen Equipment Requires PA After 31 Days

0652
Suspect Dup, Covered by Inpatient DRG Claim

0653
Suspect Dup, Covered by Inpatient non-DRG Claim

Medicare Part B Crossovers - Claims Edit Bypass Listing
Edit
Description

0670
Sterilization Form Required

0671
Abortion Indicated 

0673
Diagnosis Sterilization Form Required

0675
Hysterectomy Form Required

0704
Medical Diagnosis Required

0705
Client on Medical Review for Medical Management
0706
Review Physician Statement Attachment For Sterilization

0707    Procedure Not Pregnancy-Related

0708
Review Physician Statement For Service Modifier

0716
Service For Hospice Client Requires Validation

0717
Provider Can Only Submit Crossover Claims

0720
Transportation Modifier Required, But Not Present

0725
Out-of-State Provider Requires Review for Non-Emergency Service
0726
Out-of-State Billing Requires Review, No Attach

0756
TPL Payment is less than X% 

0757
TPL Indicated on Claim Form – No Resource on File

0825
Net Clm Chrg Cnfl

0837
Net Clm Chrg Cnfl – HMO TPL Cvrg

0858
Auth Type Does Not Match Claim Program Indicator

1105     Invalid Diag for Procedure

1255
Client Over 65 Bill Mcare

1348
Servicing Prov is Invalid

1355
Clinic Bill Prov Reqs Rend Prov

1420
Ind Lab Must Bill

1600     E-Prov cannot bill globally (Not currently used in System) 
1602
Service Requires Review when Charge Exceeds Matrix Threshold

1710
Provider Missing CLIA Number for Lab Service

6000
Physical Medicine > 3/Month

6001
Modalities More Than 3/Month

6002
Rental Exceeds Purchase

6003
Activities Exceed 3 Per Month

6004
Manipulation Exceeds 3/Month

6005
Tests Exceed 1 Per Month

Edit
Description

6006
New Patient Visit More Than 1

6007
Dialysis Proc > 25/Month

6008
Hospital Visits Per Day > 2

6009
LTC Visit Exceed 2/Day

6010
Office Visit Exceeds 1/Day

6014
Steril Incidental To CSection

6016
Service 1/Mo Unit Exceeded for Calendar Month
6017
Psychological Eval Limit

6018
Early Interv More Than 38/Month

6019
Procedure > 1/Lifetime

6020
Tonsillectomy > Once In Life

6021
Adenoidectomy More Than Lifetime

6022
Gastrectomy More Than Once

6023
Proctectomy More Than Once

6024
Appendectomy More Than Once

Medicare Part B Crossovers - Claims Edit Bypass Listing
Edit
Description

6025
Hysterectomy More Than Once

6026
Circumcision More Than Once
6027
Cholecystectomy More Than Once
6028
Pancreatectomy More Than Once
6029
Ureterectomy More Than Once

6030
Vaginectomy More Than Once

6031
Thyroidectomy More Than Once

6032
Prostatectomy More Than Once

6034
Sterlization Incid To C Section

6035
Mastectomy More Than Twice
6036
Tubal Ligation More Than Twice

6037
Salpingectomy More Than Twice

6038
Nephrectomy More Than Twice

6039
Eye Removal More Than Twice

6040
Mastoidectomy More Than Twice

6041
Procedure More Than Twice

6042
Dialysis Partial Month vs Full

6043
Personal Care Limit 1/Year

6044
Epidural Nerve Block > 6

6045
Waiver Services
6046
Personal Care Services

6047
Bitewings Conflict With Panora

6049
Vision Service Conflict Code

6059
Personal Care Limit 8 Hrs/Year

Edit
Description

6060
Personal Care Limit 2 / Year

6061
Personal Care Limit 1/Year

6062
Personal Care Exceeds 100 Hrs

6066
Torch Panel Suspect

6068
Arthritis Panel Suspect

6069
Hepatic Function Panel Suspect

6070
Renal Function Panel Suspect

6071
Lipid Panel Suspect

6072
Obstetric Panel Suspect

6073
General Health Panel Suspect

6074
Metabolic Panel Suspect

6075
E-Transportation Over $200

6077
Lab Limited By MD W/E&M Codes

6078
Personal Care Limit 100 Hrs

6079
Rad Unilateral Incl Bilateral

6082     Fitting of Spectacles Limited

6085     Dental Limit Two Per Year

6093
Rad Partial View Incl Compl

6094
General Hlth Pan Incl Individual

6095
Panel Includes Individual Code

6096
Torch Panel Includes Individual

6097
Hepatic Panel Includes Individual

6098
Hepatitis Panel Incl Individual

Medicare Part B Crossovers - Claims Edit Bypass Listing
Edit
Description

6099
Arthritis Panel Incl Individual

6100
Lipid Panel Incl Individual

6102
Renal Panel Incl Individual

6103
Obstetric Panel Incl Individual

6104
Electrolyte Panel Incl Individual

6105
Metabolic Panel Incl Individual

6106
Audiology Test Codes Conflict

6107
Laparoscopy Included Sugical
6108
Physical Therapy School Based

6109
Speech Therapy School Based

6110
OCC Therapy School Based

6114
Surgical Procedures Overlap

6120
Bed Includes Bed Rails

6121
Bed Includes Mattress

6123
Purchase Requires Prior Auth

6124
Hearing Aids And Dispensing Fee Only 1 Per 4 Yrs Each

6125
Eye Exam 1 Every 2 Yrs for Adults (21 Years and Older)

6127
Disposable Diapers Limited to 200 per Month

6132
DME Delivery More Than 3/Month

6133
Supplies Misc More Than $300/Month

6134
Incontinence Supplies > $500

6135
Ostomy Supplies > $1000/Month

6136
Purchase Of Supply Exceeds

6137
Specimen Collect > 1/Day

6138
Enteral And Parental > $2000/Month

6139
Repair/Refit and Spectacle PR

6141
Refraction Limit 1 Every 2 Yrs
6144
Service Not Allowed Together

6147
Dental Exam Exceeds Limit – Child – Different Providers

6150
Prophy Exceeds Limit - Adult

6151
Early Intervention CM 1/Mo Unit Exceeded for Calendar Month

6152
NB Genetic Screening Pricing Limit

6153
HP Vaccine Pricing Limit

6154
Maximum Pre-Eligibility Mi Via Service Exceeded
6155
HP Vaccine Pricing Limit

6156 
Adult Vaccine Pricing Limit

6157
Repair/Refit of specs on same DOS
6158
Refraction Lmt 1 Yr for Child

6159
RP/Refit Eyewear 1/60 Days
6160
New Patient Visit More Than 1
6161
Eval Twice in 10 month Period
6162
CCI Contra Limits
6163
Home Modification Exceeds Lmt 
6164
Eye Exam 1 Every 3 Yrs

6165
Refraction Limit 1 Every 3 Yrs

6166
Eyeglass Lens Only 2 Every 3 Y

6167
Eyeglass Frmes Lmt 1 Every 3 Y

6168
Eyeglass Disp Limit 1 Every 3

6271
Diapers Not Allowed Within 26 Days

10.5.9  Claim Exception Dependency Table

Exception Code      Dependent Exception Code

0046           0160

0057           0381

0113           0558

0120           0300

               0343

0124           0142

               0275

               0343

               0379

               0437

0125           0379

0131           0275

0140           0331

               0434

               0435

0141           0434

               0435

               0436

               0501

               0502

               0503

               0504

               0510

               0511

               0514

               0518

               0605

               0608

               0609

               0617

               0714

               0715

               0725

               0726

               0727

               0858

0142           0331

               0434

               0435

0143           0434

               0435

0148           0238

               0544

               0547

0150           0365

0155           0126

0167           0558

0172           0430

0188           0182

0198           0560

0199           0570

0273           0900

0286           0719

Exception Code      Dependent Exception Code

0300           0313

               0343

               0366

               0367

0347           0238

               0544

               0547

0412           0367

               0368

               0423

0426           0300

0431           0275

0436           0502

               0504

               0510

               0511

               0514

               0518

               0605

               0608

               0609

               0714

               0727

               0858

0437           0275

               0546

0438           0546

               0547

0501           0504

0502           0504

               0605

               0608

               0609

0503           0504

0510           0504

               0605

               0608

               0609

0511           0504

               0510

               0605

0541           0547

0550           0275

0605           0504

0714           0504

0727           0502

               0504

               0510

               0511

               0514

               0518

               0605

               0608

               0609

               0714

               0858

Exception Code      Dependent Exception Code

0781           1371

0858           0504
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[image: image1.emf]10.5.6   Client Eligibility Exhibit     10.5.6.1  Client Edits     Claims Pricing and Adjudication Client Editing verifies that client information is on the client  database and that the client is eligible to receive services for the claim dates of service.  A si ngle  client may have up to four categories of eligibility (COE) in effect for the claim’s dates of  service.  The system stores one primary COE and up to three secondary COEs on each claim.  This section of the System Documentation describes the process of e valuating and selecting client  eligibility information from the client database and applying it to the claim. The following  functions are performed:        Assign the Major Program Code      Identify the Client      Select Candidate Categories of Eligibility      Client Lock - I n Processing     10.5.6.2  Assign the Major Program Code     The system assigns a major program code to each claim during claim type assignment processing  to ensure that the claim has a program code even if a primary COE cannot be assigned.  The  major program co de stored on the claim is used to set the disposition of posted exceptions and to  select candidate eligibility spans from the client database.  Each COE span is assigned a major  program code at the time it is added to the client database.  The COE major pr ogram code is  matched against the claims major program code during eligibility selection.  The following is a  list of the valid major program codes:        M = Medicaid      D = Children’s Medical Svc, DOH (CMS)      C = Child Protective Svc, CYFD (CPS/CYFD)      I = Income Su pport Division (ISD).     The State wants to pay claims from Medicaid funds rather than State - funded programs            whenever possible.  To accomplish this the system uses second pass processing logic, described  in detail later in this section of the Syste m Documentation.  The major program code is assigned,  based in part, on which pass (first or second) the claim is currently being processed in. The  system initially assigns a major program code of “M” (Medicaid) to all claims.  Suspended claims  with major  program “M” will continue to cycle through the system until they either pay or are  about to be denied.  This process is called first pass processing, although suspended claims may  in fact be processed through multiple cycles as first pass claims before the y finally pay, deny or  are recycled as second pass claims.  When the system determines that a first pass claim is about to  be denied the adjudicator checks the claim to see if it is a candidate for second pass processing.   First pass claims that meet one t he following criteria will be recycled for second pass processing:        One of the claim attachment codes  = “11” (CMS Authorization), “12” (ISD Authorization)  or “13” (CPS Authorization).       The claim prior authorization ID is on file with a source of CMS.  
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