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24.0 CMS-64 Reporting

24.1. CMS-64 Reporting Narrative  

24.1.1 Subsystem Overview 

The CMS-64 is a series of quarterly reports created by XEROX for the State of New Mexico. These reports are used by the State to track expenditures for the purpose of seeking reimbursement of funds from CMS. The State is entitled to this reimbursement under Title XIX of the Social Security Act (Medicaid). 

CMS-64 reports are created using the COGNOS reporting tool. The COGNOS reporting tool uses data extracted from the MAD data warehouse fedcms64 table to generate a series of CMS-64 related summary reports. Each of these COGNOS summary reports can be broken down to the underlying COGNOS detail level reports. 

The data used to populate the data warehouse fedcms64 table is extracted from the OmniCaid weekly claims processing files. This data is extracted by a series of jobs on the mainframe and then downloaded to the data warehouse to be loaded into the fedcms64 table. This is done weekly every Friday night after the weekly claims payment cycle.  See 24D-4intf for detailed layout of the extract record.  See following sections for detailed information on how the fields are populated and used.
Historical data was used for the initial load of the fedcms64 table.  Data is retained for 7 years.  

In addition to the quarterly CMS-64 COGNOS reports created by XEROX, those with the appropriate access to Cognos, including state of New Mexico personnel at ASD and/or MAD, can run any or all of the CMS64 reports and/or run “ad hoc” queries against the data warehouse at any time.

24.1.2 CMS-64 Report Ids 

Expenditures are reported on various reporting forms known as report ids.  Prior to the implementation of Centennial Care,  CMS64 expenditures were reported using report ids including BASE, SCHP, 6421 (Presumptive Eligibility), Waiver (multiple report ids), and the Miscellaneous Reports (multiple report ids).  Some encounters were reported and no capitations were reported.

With the introduction of Centennial Care January 1, 2014, 9 new Medicaid Eligibility Group (MEG) report id were created with Capitation claims being reported while excluding Encounters.  

The BASE report id has continued to be used to report claims that do not meet the requirements to be reported in a MEG report.  The Waiver reports and Miscellaneous Report ids will also continue to be used.   The SCHP will only be used to report SCHP claims prior to 1/1/2014.  SCHP clients are now known as CHIP clients in Centennial Care.  
See Exhibit 24D-5exhb-A for details of report id assignment.

24.1.2.1 BASE/SCHP/6421 Reporting

Claims that have both a paid date and last dates of service < 1/1/2014 (the start of Centennial Care) are considered to pre Centennial Care claims and will be reported on one of the following reports

· SCHP – State Children’s Health Program

· COE is '036' or '071'  

· 6421- Presumptive Eligibility

· COE is ‘036’ or ‘071’

· Cost Center is 86771

· 64.9 - Family Planning Waiver for Medical Assistance

· The State discontinued this report effective 1/31/2011 and incorporated these clients into the State Plan.  Any expenditures for clients reported in this waiver after 1/31/2011 are reported in the Form 64.9 Base report (Item #1 above).

· BASE report – All other   

The CMS64 BASE reporting continues to be used for the population that was excluded from Centennial Care  These excluded claims include:

· All claims for clients with a long term care span of MR1, MR2, MR3 (these will be reported on the BASE CMS64 report)

· All claims for clients with a lockin type code PAC, MMD, MRX   will be reported on the BASE CMS64 report .  The DEX lockin type was initially included in the lockin types to be reported on the BASE Report but was removed from this list  on 03/01/2015.

· Clients with any of the following COE’s:

· Out of State CYFD categories – COE’s 046 and 047

· Refugees – COE 014, 019, 049 

· Undocumented aliens – COE 085 

· Clients who have only eligibility as QMB/SLMBs  041, 044, 

· Clients who have only eligibility  COE 029

· SMN Disability – COE 054

· Claim Type X 

· Claim Type W

24.1.2.2  64.9 Waivers for Medical Assistance Payments
· Developmentally Disabled - DDSV
· Medically Fragile - MFVS
· Mi Via ICF/MR - MVIS
· Disabled and Elderly –DESV 
· AIDS Waiver - AIDS
· Mi Via NF - MVNS
See exhibit 24D-5exhib-A for details of report id assignment. 

24.1.2.3  64.10 Expenditures for State and Local Administration of the Medical Assistance Program

· Developmentally Disabled - DEAM
· Medically Fragile - MFAM
· Mi Via ICF/MR - MVIA
· Disabled and Elderly - DEAM
· AIDS Waiver - AIDA
· Mi Via NF - MVNA
See exhibit 24D-5exhib-A for details of report id assignment. 

24.1.2.4   Miscellaneous Reports
· 64.9C1  
· 64.9C2 
· 64.9 SUMMARY  
· 64.S9 RAC 
· 64.9A 
· 64.10 BASE SUMMARY  
· CMS21 BASE

24.1.2.5  MEG  Reporting 

The new MEG reports ids implemented with Centennial Care include:

· TANF & RELATED

· SSI Medicaid Only

· SSI Dual

· 217

· 217 Dual

· VIII Group

· CHIP Group

· UHC

· HQII

The expenditures reported in the MEG reports include:

· Capitation Claims for Clients in CCO.  
· Claims that meet criteria in the Matrices (See exhibit 24D-exhib-A for current matrices).

· New Financial Transactions paid to the CCO MCOs or Already defined Financial Transactions paid to providers 
24.1.3 Reporting Periods 
Prior to the implementation of Centennial Care in January 2014, all CMS-64 reports were generated based on the federal fiscal calendar (i.e. federal fiscal quarter, federal fiscal year) using date of payment.  The fields entitled federal fiscal quarter and federal fiscal year were populated based on the dated of payment. 

The new MEG (Medicaid Eligibility Groups) reports added as part of Centennial Care are based on calendar year and quarter using date of service from the original claim.   With the implementation of Centennial Care, new fields were added to the extract record to store the calendar year and quarter of the Centennial Care claim.   The federal fiscal year and quarter are not populated for MEG reported claims.

The BASE and Waiver Reports continue to be based on the federal fiscal calendar and date of payment and the calendar year and quarter are not populated.  

24.1.4 Federal Category of Service Assignment 

The Federal Category of Service (FCOS) is assigned based on the matrices provided by the State.  Included in the Centennial Care implementation, the FCOS assignment was modified to simplify assignment.  Additionally, RAT0581 - 120844 - Modify CMS 64 Reporting of Financials, revamped how the FCOS was assigned for financial claims.  This was also implemented as part of the Centennial Care implementation.   

See 24D-5exhb-A.doc for the most current set of FCOS assignment matrices.

24.1.5 CMS-64 Report Types 
The MEG Reports, 64.9 Base, 64.21U State Child Health Expenditure, and 64.21 Presumptive Eligible Children are assigned report types based on the period being reported for.  Claims reporting to the Waiver Report Ids are always assigned to Current Quarter. 

· Current Quarter report 
· All original claims assigned Current Quarter 

· All Waiver claims assigned Current Quarter

· Report type field populated with ‘C’

· Line 10-B Prior Period Net Negative Adjustment report 
· Adjustment claim where claim replaced was paid in prior quarter

· Negative Reimbursement Amount

· Report type field populated with ‘N’
· Line 8 – Prior Period Net Positive Adjustments report 
· Adjustment claim where claim replaced paid in prior quarter

· Positive Reimbursement Amount

· Report type field populated with ‘P’
· Line 7 – Prior Period Expenditures, Not Previously Reported report  
· Claim paid in prior quarter

· Positive Reimbursement Amount

· Report type field populated with ‘X’

Miscellaneous Reports are not assigned a report type.
24.1.6 Reimbursement Hierarchy   

The expenditures detailed on the MEG Reports, 64.9 BASE and 64.21U SCHP reports are categorized based on a predefined hierarchy that has been determined by federal funding requirements.  The order of this hierarchy is determined by the percentage of federal funding allocated to each respective Medicaid program. 

This hierarchy is also used to populate the Column ID in the extract record.  The values for the column id are as follows and are assigned in this order.
24.1.6.1 – FFS Claims General Assignment (BASE/SCHP/CHP/MEG)
	Report ID
	COS
	Prov Type
	Cost Center
	  Column

	
	
	
	86850
	F  

	
	
	
	86775
	E

	
	60
	PT <> 221 AND 

IHS <> ‘Y’
	 
	D  

	
	
	PT = 221 

OR 

IHS Ind = ‘Y’
	  
	C

	
	
	
	86702
	C

	MEG7
	
	
	 
	C

	
	
	
	All others
	B


24.1.6.2 – FFS Claims Specific Assignment

	Report ID
	Capitations
	Cost Center
	  Column

	All HCBW Report IDs
	
	 
	B

	MEG1,

MEG2,

MEG3
	Y
	86775
	E

	MEG1,

MEG2,

MEG3
	Y
	
	B

	MEG4,

MEG5
	Y
	  
	B

	MEG6
	Y
	 
	F

	MEG7
	Y
	 
	C


24.1.6.3 – Financial Claims General Assignment

	Cost Center
	  Column

	86850
	F  

	86775
	E

	86716, 86717
	D  

	86736, 86771, 86774,86715, 86702 
	C

	All others
	B


24.1.6.4 – Financial Claims Specific Assignment

	Type of Financial Tx
	Financial Reason Code
	Cost Center
	  Column

	IHS Reconciliation
	106, 116
	86715
	C  

	Managed Care Gross Level Payout
	109, 119
	86795 
	B  

	Managed Care Gross Level Payout
	109, 119
	86701, 86705, 86703, 86714, 86704, 86718-21, 86724, 86410, 86781, 86783, 86784
	B  

	Managed Care Gross Level Payout
	109, 119
	86621, 86631, 86632, 86633, 86634, 86641, 86651
	B  

	Managed Care Gross Level Payout
	109, 119
	86850
	F  

	Managed Care Gross Level Payout
	109, 119
	86736, 86774
	C 


24.1.7  Claim Bypass Criteria Exhibit 
Bypassed Records

Certain claim/encounters are bypassed for CMS processing.  Bypassed claim records are written to NEWM.PDSS.JWCX64SD.BYPFILE.BKUP(0).

There is one bypass file for both Centennial Care and non Centennial Care processing.    With  the implementation of Centennial Care, the bypass criteria was split to handle Centennial Care claims and pre Centennial Care claims.   Once Centennial Care was in place for some time, the Bypass criteria was streamlined.  Following is a summary of the Bypass Criteria.
Bypass Criteria

The first group of edits are done as the claim/encounter/financial claim is read in order to eliminate those claims that are not processed by CMS64.    These apply regardless of the claim dates of service

1. If the paid date < CMS64 Start Date ('2004-01-01')

Bypass with 'HDR-PD-DT < START-DATE' Message

2. If encounter and Paid Date > = CCare Start Date and LDOS >= CCare Start Date 

     If header processed

            Bypass with 'CCARE ENCOUNTER BYPASS'  Message

      Else (if line processed)

            IF FDOS >= CCare Start Date

                  Bypass with 'CCARE ENCOUNTER BYPASS'  Message

            END-IF

      END-IF

END-IF

3. If claim/encounter is denied

     Bypass with 'CLAIM/ENCOUNTER DENIED' Message

4. If NOT a CMS64 Cost Center ('51910' '51911' '72421' '81415' '86103' '86350' 

'86351' '86353' '86354' '86401' '86516' '94305' '86814' '86818' '86819' '86848' '86849')

       Bypass with ‘NOT CMS64 COST CENTER’ Message

5. If Financial Claim 

a. If  NOT Reportable FRC  (See Note 1)

     
     Bypass with ‘NOT CMS64 FIN RSN CD’ Message

b. If reimbursement amount = 0

     Bypass with ‘TOT REIMB AMT = 0’ Message

c. If Account Code =  '00480006' '00480007' '00480018'  '00480025'

     Bypass with ‘'NOT CMS64 ACCOUNT'’ Message

d. If Miscellaneous Report AR FRC ('009' '014' '008' '012' '066' '007' '013'       

    '063' '011' '061' '060' '062' '123' '082' '141')  

                               And 

    FCN Medium Code NOT = ‘0’

    Bypass with ‘MISC RPT MEDIUM CODE NE 0’ Message

The encounter edits below apply only to pre CCare claims (DOS < 1/1/2014).  Encounters after the implementation of CCare will be bypassed as part of #2 above.

6. If encounter or FFS

a. If Major Program Code NOT = ‘M’

    Bypass with ‘'MAJ PROG-CD NOT = M' Message

b. If Federal Match = ‘2’ or ‘A’

                 Bypass with 'NON-CMS64-FED-MATCH' Message

7. If  FFS

a. If Reimbursement Amount = 0

     Bypass with 'TOT-REIMB-AMT = 0'  Message

8. If Encounter           

a. If  encounter paid date < Value Options Begin Date ('2006-05-01')

           Bypass with message ‘ENCTR PD < VALUE BEG’

b. If the encounter claim type is a Non CMS64 Claim Type (M,X,W)

        Bypass with ‘ENC-NOT CMS64 CLM TYPE’ Message

c. If  Pharmacy encounter and provider = '71006010' or '38900882' AND Plan type is not = ‘H’ or MC Encounter Pd Amount NOT > 0

        Bypass with 'ENCNTR PHARM BYP' Message

d. If Not a Pharmacy encounter and provider = '71006010' or '38900882' and  MC Encounter Pd Amount  > 0 

      If the Plan is not ‘H’

            Bypass with ‘ENC PLAN TYPE NOT H' Message

e. If Not a Pharmacy encounter and the provider is Not '71006010' or '38900882' OR MC Encounter Pd Amount  NOT > 0 

         Bypass with 'ENC BYP OTHER  ' Message   
Bypass Checks After It Has Been Determined the claim is NOT CCare (DOS < 1/1/2014)

1. If Financial Claim and Billing provider type = ‘701’, ‘702’,’703’,’704’

                    Bypass with 'NON CCARE - PT MCO’ Mess

2. If Capitation Claim

                     Bypass with ‘'PRE CCARE CAP CLAIM’ Message

Bypass Checks for Medical/Professional Claim Lines 

1. If Encounter and CCAre and LDOS > = CCare

Bypass with ‘'ENC LINE EXCLUDED’ Message

2. If line is Denied

Bypass with ‘LINE WAS DENIED’ Message

3. If NOT Encounter and Line Reimburse = 0’

Bypass with 'FFS LINE REIMB AMT=0’ Message

Bypass Checks for Institutional Claims Processed at Line 

1. If Encounter and CCAre and LDOS > = CCare

Bypass with ‘'ENC LINE EXCLUDED’ Message

2. If line is Denied

Bypass with ‘LINE WAS DENIED’ Message

3. If NOT Encounter and Line Reimburse = 0’

Bypass with 'FFS LINE REIMB AMT=0’ Message

4. If Rev Code of Line = ‘0001’ or ‘001 ‘

                        Bypass with ‘REV CD = 0001 OR 001' Message

Note 1:  Reportable FRCs

'001 '002' '003' '004' '005' '006' '007'  '008'  '009'  '010'  '011''012' '013'  '014' '017' '043' '060' '061' '062'  '063' '066'  '069' '071' '070' '072'  '082' '085' '094' '097' '099' '102' '103'  '106' '109' '116' ‘119' '123'  '131'  '141'  '158'  '172'  '173'  '174'  '175'  '176' '177'  '178'  '179'  '180'  '181'  '182' '183' '184'  '185' '186'  '188'  '189' '191' '193' '195' '205' '207' '215' '217'   
24.1.8 Claim Rejection Criteria Exhibit 
 Rejected Records

A claim or financial is considered rejected if it is not bypassed but fails to group within any report and identified Federal Category of Service.  

The rejects are stored in dataset NEWM.PDSS.JWCX64SB.RJCTFILE.BKUP(0).

24.1.9 Correction Process 

The correction process is used to correct claims that are not being adjusted or voided but were either submitted incorrectly or where requirements have changed and it has been determined the claims needed to be corrected in order to be reported to CMS correctly.    

1.   Corrections for Current Quarter Claims 

Claims received in the current quarter and not yet reported thru COGNOS will be corrected by deleting the original claims and resending if they are already on the Data Warehouse OR by sending the claims as a supplemental file if not on the Data Warehouse 

2.  
Corrections for Prior Quarter Claims

When correcting Prior Quarter Claims, only the “Last In Chain” will be corrected for Fee for Service claims. 

There are 3 report types used for the CMS64 resubmission/correction process for claims paid and reported in the prior quarter.  Since these claims are not being re-adjudicated in any way, the claim is not modified from the original claim.  Only CMS64 data is changed (i.e., Federal Category of Service, Report ID, Report Type, etc.)

a. Report Type X for reporting prior period expenditures not previously reported.

1. This is used for claims from a prior period that have not yet been reported. (e.g., claim paid in a prior period was bypassed or rejected for CMS64 reporting)

2. Claims will be included in a Line 7 report

3. Claims must have positive reimbursement amount

b. Report Type Y – Credit of Previously Reported Claim/Line

1. This will be the credit of a record previously submitted  and is used to ‘back out’ a claim previously reported incorrectly but not adjusted/voided

2. The reimbursement amount will be reversed in the amount originally reported.
3. If the claim is an original claim (not claim adjustment) and reported on the BASE report, the previous FFY/Qtr must be populated with the FFY/Qtr col
4. Download and Paid Date set to date that claims are sent to the Data Warehouse for correction in order to be picked up in next end of quarter processing

5. Used in combination with the  ‘Z’ record

6. Considered to be Prior Period for COGNOS Reporting

7. Claims included in a Line 10B report

c. Report  Type Z – Correction to Previously Reported Claim

1. These are the corrected records of the record reported as report type Y
2. If the claim is an original claim (not claim adjustment) and reported on the BASE report, the previous FFY/Qtr must be populated with the FFY/Qtr col
3. Download and Paid Date set to date that claims are sent to the Data Warehouse for correction in order to be picked up in next end of quarter processing

4. Used in combination with ‘Y’ record

5. Considered to be Prior Period for  COGNOS Reporting 

6. Claims will be included in a Line 8 report.

24.1.10 Supplemental CMS-64 Reports
In addition to the main CMS-64 reports outlined in the prior section, XEROX produces several 

other supplemental CMS-64 reports. These supplemental reports are: 

1. Provider List reports

2. Prior Period Adjustment Summary reports

3. Member Months reports – MEGs only
The Provider List reports detail expenditures for the Current, Prior Period Negative and Prior Period Positive quarterly periods.  Each of these reports is produced for the Base and the State Child Health Expenditure programs. These reports provide data broken out by individual providers and are at the detail level.

The Prior Period Adjustment Summary reports detail expenditures for the Prior Period Negative and Prior Period Positive quarterly periods for the MEG Reports, Base Reports, State Child Health Expenditure (SCHP) and the Presumptive Eligible Children (6421) programs.

The member month reports details client enrollment information.

This documentation is managed and provided by
Narrative 24.1 – 2
Xerox for the New Mexico Medicaid contract

