CAUTION: Read the ICD-9 Policy Holding Library page
about policy in this document.

Medicare/Medi-Cal Crossover Claims: medi cr op ex
Outpatient Services Billing Examples 1

This section illustrates billing examples of Medicare/Medi-Cal crossover claims for outpatient services on
the CMS-1500 or UB-04 claim and correlating Medicare Remittance Advice (RA) examples. Billing
examples for Rural Health Clinics (RHCs)/Federally Qualified Health Centers (FQHCs), Part B dialysis
and split billing also appear in this section.

Refer to the Medicare/Medi-Cal Crossover Claims: Outpatient Services section in this manual for detailed
billing and policy information. Refer to the UB-04 Completion: Outpatient Services section of

this manual for instructions to complete claim fields not explained in the following examples. For
additional claim preparation information, refer to the Forms: Legibility and Completion Standards section
of this manual.

Note: A crossover claim reflects what was billed to Medicare, but only Medi-Cal-required fields are used
for claims processing.

Billing Tips: When completing claims, do not enter the decimal points in ICD-9-CM codes or dollar
amounts. If requested information does not fit neatly in the Remarks field (Box 80) of the
claim, type it on an 8% x 11-inch sheet of paper and attach it to the claim.

Hard Copy Billing Examples The following examples show how to bill hard copy Medicare/Medi-Cal
crossover claims:

¢ Figures 1a and 1b. Billing Medi-Cal for Part B Services Billed
to a Part B Contractor.

e Figures 2a and 2b. Outpatient Hospital Provider Billing
Medi-Cal for Part B Services Billed to a Part A Contractor
With Coinsurance and Deductible.

e Figure 3. Billing Medi-Cal for Rural Health Clinics and
Federally Qualified Health Centers.

o Figures 4a and 4b. Billing Medi-Cal for Part B Dialysis
Services.

e Figures 5a, 5b, 5¢ and 5d. Billing for More Than 15 Line Items
for Part B Services Billed to a Part A Contractor With
Coinsurance.

e Figures 6a, 6b, 6¢c and 6d. Billing Medi-Cal for Part B Dialysis
Services for More Than 15 Lines.
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HEALTH INSURANCE CLAIM FORM

APFROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08/05

PICA PICA
1. MEDICARE  MEDICAID JHIGARE CHAMPVA EEGA OTHER| 1a. INSURED'S 1.0 NUMBER (For Prograrm in Item 1)
iitectoare #)[X | ectoaic # | (Soemor’s 550 [ ] Memserios |:| el T |:| (i) 123456789X
2. PATIENT'S NAME (Last Name, First Name, Middle Initial) 3 PAT\ENT’S B\RTH DATE SE. 4. INSURED'S NAME (Last Name, First Name, Middle Initial)
DOE JOHN 05 21 52 u[X] Fl:‘ DOE JOHN

6 PAT\ENT RELAT\ONSH\P TO INSURED

Sen Spousel:‘ ohudD orer[]

5 PATIENT'S ADDRESS (No., Street)

1234 MAIN STREET

7 INSURED'S ADDRESS (No., Street)

GITY STATE | 6. PATIENT STATUS
ANYTOWN CA Single D Married l:‘ Olher
ZIP CODE TELEPHOME (Include Area Gode)
Full-Time Part-Time
95823 (916 ) 555-5555 Empioved || cwaent || swaent |

CITY STATE

ZIP CODE TELEPHONE (Include Area Gode)

C )

9 OTHER INSURED'S NAME (Last Name, First Name, Middle Initial) 10,18 PATIENT'S CONDITION RELATED TO:

a. OTHER INSURED’S POLICY OR GROUP NUMBER a. EMPLOYMENT? (Gurrent or Previaus)

90000000A95001 vES no
b. OTHER INSURED'S DATE OF BIRTH SEX b. AUTO AGCIDENT? PLAGE (Siate)

\DD\
\ \

| »[]

[ EMPLOYEF{ S NAME OR SCHOOL NAME

gl

|:| YES NO
¢ OTHER ACG DENT?

[Jres  [X]no

11 INSURED’S POLICY GROUP OR FECA NUMBER

a. \NSUF{EDS DATE OF BIRTH

| DD Y
| ]
L L

SEX

i

b. EMPLOYER'S NAME OR SCHOOL NAME

G. INSURANGE PLAN NAME OR PROGRAM NAME

01002

d. INSURANCE PLAM NAME OR PROGHAM NAME 10d. RESERVED FOR LOGAL USE

d. 18 THERE ANOTHER HEALTH BENEFIT PLAN?

l:l YES NO

if yes, return to and complete item 9 a-d

READ BACK OF FORM BEFORE COMPLETING & SIGNING THIS FORNM.
12. PATIENT'S OR AUTHORIZED PERSON’S SIGNATURE | authorize the release of any medical or other information necessary
to process this claim. | also request payment of government benefits either to myself or to the party who accepts assignment

13, INSURED'S OR AUTHORIZED PERSONS SIGNATURE | authonze
payment of medical benefits to the undersigned physician or supplier for
services described below

»-| <—————— PATIENT AND INSURED INFORMATION ——————————>|-<{— CARRIER —)»

PHYSICIAN OR SUPPLIER INFORMATION

For govt. claims, see backl

193638 YES

NO

(107

below
<onco SIGNATURE ON FILE e 11115007 wone; SIGNATURE ON FILE
14. DATE OF CURRENT: ILLNES= (First symptom) OR 15, IF PATIENT HAS HAD SAME OFZ S\MILAFZ ILLNESS |16 DATES PAT\ENT UNABLE TO WORK IN CUFZFZENT OCCUPATION
MM | DD Y INJURY {Accident) OR GIVE FIRST DATE MM | | | R
! | PREGMANCY(LMP) ! ! FROM ! : TO ! I
17. NAME OF REFERRING PROVIDER OR OTHER SOURGE 17a 18 HOSP\TWZAT\%E DATES RELATED TO CURRENT SERVICES
| | | |
DR. BOB SMITH 17 [nr [ 0123456789 FROM | [ T0 ! |
19. RESERVED FOR LOCAL USE 20 OUTSIDE LAB? $ CHARGES
[Jves NO ‘
21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY (Relate ltems 1, 2, 3 or 4 to ltern 24E by Line) 22 MEDICAID RESUBMISSION
CODE ORIGINAL REF. NO
114140 ol T |
2. PRIOR AUTHORIZATION NUMBER
2 4280 4. |
24 A DATE(S) OF SERVIOE B © | D PAOCEDURES, SERVIGES, ORSUPPLIES E F G ] ! J
From To PLACE CF (Explain Unusual Gircurnstarces) DIAGNOSIS R e RENDERING
MM DD YY MM DD YY |sERCE| EMG | CPT/HGPCS | MODIFIER POINTER § GHARGES UniTs | Flan' | QuAL PROVIDER D #
| | | | | | | | Tl T A AEATOoAA
11]19/07 (1119]07 /22| | 99214 | | | | | 1 55100 1 | [ |1234567890
| ! | | | | | | F- A mmicrroan 1
11.19/07 [11 19 |07 [22| | 71020 | N N N I 6000 1 | |w|1234567890
| ! | | | | | | Tl A mAaAEAmoAn |
11119107 (1119 07 |22 | | 93000 | | | | [ 1 5000 1 | [wm|1234567890
1 | ! | | | | | i
N N N S S N N S T N I B T
| | | | | | | | T
AR T S A I N L L[ [
! | ! | | | | R B
| N N I O I | Nl
25 FEDERAL TAX1.D. NUMBER SSN EIN 26 PATIENT'S AGCOUNT NO 27, ACCEPT ASSIGNMENT? | 25. TOTAL GHARGE 29, AWOUNT PAID | 30. BALANGE DUE

5 165/00 | ¢ | |+ 16500

31 SIGNATURE OF PHYSICIAN OR SUPFLIER
INCLUDING DEGREES OR CREDENTIALS
(I certify that the statements on the reverse
apply to this bill and are made a part thereof.)

32 SERVICE FACILITY LOCATION INFORMATION

33, BILLING PROVIDER INFO & PH # (91‘6) 555.5555
JANE SMITH
1420 SECOND STREET
ANYTOWN CA 958235555

S‘GNEW s DATE 11/30/07) ° ‘b

= 2345678901 |-

NUCC Instruction Manual available at: www.nucc.org

APPROVED OMB-0938-0999 FORM CMS-1500 (08/05)

Figure la. Billing Medi-Cal for Part B Services Billed to a Part B Contractor.

2 — Medicare/Medi-Cal Crossover Claims:
Outpatient Services Billing Examples

Outpatient Services 406
July 2008




medi cr op ex

3

JANE SMITH 12/21/07
1027 MAIN STREET
ANYTOWN, CA 95823-5555
Medicare Remittance Notice
Medicare Contractor (12345)
BENEFICIARY NAME SERVICE PLACE PROCEDURE AMOUNT AMOUNT SEE DEDUCTIBLE COINSURANCE PAYMENT INTEREST
H.I.C. NO.JEX NO. FROM TO TYPE BILLED ALLOWED NOTE
CONTROL NUMBER MO-DAY | DAY-YR CODE-MODIFIER
JOHN DOE 111907 111907 22 99214 55.00 40.00 0.00 8.00 32.00
123456789X 111907 111907 22 71020 60.00 50.00 0.00 10.00 40.00
90000000A95001 111907 111907 22 93000 50.00 45.00 0.00 9.00 36.00
CLAIM TOTALS 165.00 135.00 0.00 27.00 108.00 0.00
Figure 1b. Simplified Medicare Remittance Notice Example.
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' UPTOWN MEDICAL CENTER

&t 123456789

140 SECOND STREET R 131
ANYTOWN CA 958235555 5 FED. TAX NO F EoeverEmme |y
| 122907 | 122907 |
B PATIENT NAME a ‘ 0 PATIENT ACDRESS a
"| DOE JANE ] o] [o]
10 BIRTHDATE ‘” SEx ‘12 e HEER N rvee 15 smo [180HR |17 STAT‘ 18 10 20 o1 CHOTONGODES, 25 % 7 ] ‘Q%TAADITDET *
08241980 122907 [15] 3 [ 1T [
31 OGOURRENCE OCCURRENGE 3 OGOURFENGE CURRENGE GCOURRENGE SPAN 3 GCGURFENGE SPAN Ed
CcoDE DATE DATE coDE DATE DATE FAOM THROUGH | GODE FROM THROUGH
s 50| 011508 I
Ed 39 VALUE GODES 0 VALUE CODES
CopE AMOUNT cop
a| A1 10000 A2
b
¢
d
42 REV. CD. 43 DESCRIPTION 44 HCPCS /RATE / HIPPS CODE 45 SERY DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
‘| 300 | DESCRIPTION 36415 122907 | 1 2410 !
: 301 DESCRIPTION 80053 122907 | 1 18575 z
* 301 DESCRIPTION 83880 122907 | 1 21600 :
4 301 DESCRIPTION 84484 122907 | 1 10210 *
*| 305 | DESCRIPTION 85025 122907 | 1 8055 5
°| 305 | DESCRIPTION 85379 122907 | 1 10550 ¢
‘| 324 | DESCRIPTION 71020 122907 | 1 18300 T
*| 450 | DESCRIPTION 9928325 122907 | 1 131500 °
*| 730 | DESCRIPTION 93005 122907 | 1 13000 *
o921 DESCRIPTION 93970 122907 | 1 98700 o
= 001 |PAGE__ OF CREATION DATE OTA 332900 2
50 PAYER NAME 51 HEALTH PLAN 1D Crel [oat| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sl | 0123456789
{ MEDICARE 01001 23017 332900/~ 8
® O/P MEDI-CAL 22719 |omen o
o PRV ID c

56 INSURED'S NAME

60 INSURED'S UNIQUE 1D 61 GROUP NAME

62 INSURANGE GROUP NO.

4 JANE DOE

123456789X
90000000A95001

63 TREATMENT AUTHORIZATION GODES

64 DOCUMENT GONTROL NUWMBER

65 EMPLOVER NAME

&g| 68
5] 490 \ \ \ \ \ \
69 ADMIT T0PATIENT TIPS 72 73
DX REASON DX CODE ECI
74 PRINCIPAL PROCEDURE a GTHER PROCEDUR 5
CODE DATE CODE DATI F 76 ATTENDING ‘NF’\ 1234567890 ‘QUAL‘ ‘
LasT ‘FIRST
OTHER PROCEDURE OTHER PROCEDURE
DE DATE CODE DATE 77 OPERATING ‘NP\ ‘QUAL‘ ‘
LAST ‘FIF\ST
80 REMARKS o1c0) 78 OTHER ‘ ‘NF’\ ‘QUAL‘ ‘
® LasT ‘FIRST
c 70 OTHER ‘ ‘NP\ ‘QUAL‘ ‘
d LaST ‘FIF\ST

UB04 CMS-1450
® 2005 NUBC

OMB APPROVAL PENDING

g cemea LI 00213257

THE CERTIFIGATIONS OM THE REVERSE APPLY TG THIS BILL AND ARE MADE A PART HEREOF.

Figure 2a. Hospital Outpatient Provider Billing Medi-Cal for Part B Services
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Medicare National Standard Intermediary Remittance Advice

Uptown Medical Center
140 Second Street
Anytown, CA 95823-5555
0123456789

FPE: 03/30/08
PAID: 01/15/08
CLM#: 166
TOB: 131

Medicare Contractor
1234 B Street

Anytown, CA 98765-5555
555-555-5555

PATIENT: DOE, JANE
HIC: 123456789X

SVC FROM: 12/29/2007

PCN: 123456789
MRN: 000193638

PAT STAT: CLAIM STAT: 19 THRU: 12/29/2007 ICN: 12345678901234
CHARGES: PAYMENT DATA: =DRG 0.370 =REIM RATE
3329.00 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
0.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 2871.64 =LINE ADJ AMT 0.00 =ESRD AMOUNT

3329.00 =COVERED 0.00 =OUTLIER (C) 104.03 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 230.17 =ALLOW/REIM
0 =COST REPT 100.0 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 127.19 =COINSURANCE 0.00 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.37 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 230.17 =NET REIM AMT
REMARK CODES: MAO1
REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES
0300 12/29 36415 1 24.10 3.00 CcO 42 21.10
0301 12/29 80053 1 185.75 14.77 CcO 42 170.98
0301 12/29 83880 1 216.00 47.43 CcO 42 168.57
0301 12/29 84484 1 102.10 13.75 CO 42 88.35
0305 12/29 85025 1 80.55 10.86 CO 42 69.69
0305 12/29 85379 1 105.50 14.22 CcO 42 91.28
0324 12/29 71020 00260 1 183.00 25.07 CcO 45 137.42
PR 2 20.51
0450 12/29 99283 00611 25 1 1315.00 4.07 CO 45 1173.36
PR 1 100.00
PR 2 37.57
0730 12/29 93005 00099 1 130.00 18.05 CO 45 107.44
PR 2 4.51
0921 12/29 93970 00267 1 987.00 78.95 CcO 45 843.45
PR 2 64.60

Figure 2b. Medicare Remittance Advice Example.
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' UPTOWN MEDICAL CENTER ° aie| 123456789
140 SECOND STREET L ‘ 711
ANYTOWN CA 958235555 sFE0 TN [
\ \ |
8 PATIENT NAME ‘a ‘ 9 PATIENT ADDRESS ‘a ‘
:| DOEJANE ] ] 9] -
10 BIRTHDATE T1sExX ‘ o o PR TveE 15 smo |18 0HR |17 STAT‘ 18 19 20 o CEHTITIONGORES 25 2% 27 = |5 |
08241980 | | |
31 OCCURRENCE 33 OCGURFENCE GCCURRENCE SPAN Ed GUCURRENGE SPAN 7
CODE DATE CoDE DATE FROM THROUGH | CODE FROM THROUGH
a 3
b b
38 ) VALUE GODES 4 VALUE GODES
CODE AMOUNT coE AMOUNT
a
b
¢
d
42 REV. GD. 43 DESGRIPTION 44 HCPCS # RATE / HIPPS GODE 45 BERV. DATE 46 SERY. UNITS 47 TOTAL GHARGES 48 NON-GOVERED GHARGES 49
! CROSSOVER CLAIM 02 110307 1 7500 !
2 2
3 3
. .
5 5
o o
7 7
8 8
o o
10 o
" 11
12 e
1 2
14 ha
15 s
16 e
1 7
19 e
19 -
2 o
7 le1
= -
= 001 |PAGE___ OF CREATION DATE OTA 7500 2
50 PAYER NAME 51 HEALTH PLAN ID TR e’ | 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE el | 0123456789
4 OIP MEDI-CAL 7500~ g
B OTHER s
I8 PRAVID c

58 INSURED'S NAME 59RREL

60 INSURED'S UNIGUE 1D

61 GROUP NAME 62 INSURANGE GROUP NO.

90000000A95001

63 TREATMENT AUTHCRIZATICN CODES

64 DOCUMENT CONTROL NUMBER

85 EMPLOYER NAME

66 &8
5 4118
0 ADMIT FOPATIENT TIPS 72 73
DX REASON DX CODE Q)
74 PRINGIPAL PROCEDURE a OTHER PROCEDURE b GTHER PRGCEDUR 5
CODE DATE CODE DATE GODE DATE, F 7O ATTENDINE |Np‘ ‘QUAL‘ ‘
LAST ‘FIRST
OTHER PROGEDURE
ooBe . 77 OPERATING |NF‘\ ‘QUAL‘ ‘
LAST FIFST
BES
60 REMARKS N 78 OTHER ‘ |NF‘\ 1234567890 ‘OUAL‘ ‘
b LAST FIFST
3 70 OTHER ‘ |NF‘\ ‘oum‘ ‘
d LAST FIRST
UB-04 M5 1450 OMB APPROVAL PENDING = THE GERTIFIGATIONS ON THE FEVERSE APPLY TO THIS BILL AND AFE MADE A PART HEFECF.
® 2005 NUBC NUBC i cemmme LICO213257

Figure 3. Billing Medi-Cal for Rural Health Clinics/Federally Qualified Health Centers.
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" UPTOWN MEDICAL CENTER ? 5is] 123456789
140 SECOND STREET [ReER] 721
ANYTOWN CA 958235555 s rem o T ey g
110207 ‘ 112407
8 PATIENT NAME a ‘ 4 PATIENT ADDRESS ‘a ‘
*| DOE JANE o ¢ ¢ .
10 BIRTHDATE ‘“ e ||2 oare "R 1 TYPE 15 s |16 OHA |17 sm| 19 2 o CROTONGO0E 25 26 7 28 ‘293}7\57[‘51 *
08241980 | \ [T |
31 OCCURRENGE OGGURRENCE 3 OCCURFENGE OCCURRENGE SPAN = OCCURRENGE SPAN Ed
CcoDE DATE DATE CODE DATE FROM THROUGH | CODE FROM THACUGH
J 50 | 121507
b r
38 a9 VALUE GODES 4 VALUE GODES
ConE CcoDE AMOUNT
a
i
c
4
42 REV. CD. 43 DEECRIFTION 44 HCPCS /RATE / HIPPS CODE 45 SERV. DATE 446 SERV. UNITE 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
‘| 270 | DESCRIPTION A4657 110207 21 10 50 : !
: 635 | DESCRIPTION Jo8ge 110307 13 304512 ; ’
’| 636 | DESCRIPTION J1580 110307 4 380 : :
‘| 636 | DESCRIPTION J2916 111007 40 198 00 !
*| 636 | DESCRIPTION 90740 111207 1 113 91 : :
°| 771 | DESCRIPTION GO0010 112207 1 788 : s
'l 821 | DESCRIPTION 90999G4 112407 13 1496 63 !
12] (12
13 3
18] (16
7] Lk
2 21
= 001 | PAGE OF CREATION DATE OTA 4875 84 : i
50 PAYER NAME 51 HEALTH PLAN 1D iy :;i°| 54 PRIOA PAYMENTS 55 EST. AMOUNT DUE snel | 0123456789
* MEDICARE 01001 3892 45 4875 84~ s
°| O/P MEDI-CAL 974 74/|omer o
o PRV ID o
58INSURED'S NAVE S9RFEL| 60 INSURED'S UNIGUE 1D 51 GROUR NAME 62 INSURANCE GROUP NO.
A 123456739X o
- 90000000A95001 b
63 TREATMENT AUTHORIZATION GODES: 84 DOCUMENT CONTROL NUMBER 85 EMPLOYER NAME
758532 | l il ] I 1 "
69 S)D(MIT | E\DE?;.BE\IDTX ‘ ‘ ‘ i ZPS ,g‘ ‘ ‘ T ‘ 73
T PENCIPAL FROCEDURE 2 | 2THER PROCEDURE B QR PROCEDE 5 TEERE JW' 1234567890 ‘QM‘ ‘
LAST ‘F\HST
. OTHER PROCEDL uI::;” COOETHEF( PHOCEDURDEME ol “"THFZJ PROCEDL I:::En 77 OPERATING ‘r\m ‘OLIAL‘ ‘
LasT [FirsT
80 FEMARKS “‘“: 78 OTHER l ‘rPI ‘OUAL‘ ‘
b LAST ‘F\HST
¢ ‘79 OTHER I ‘rpl ‘OUAL‘ ‘
d LAST FIRST
SEniTvs e GME APPROVAL PENDING NUBC 8 ooy THE GERTIFICATIONS ON THE REVERSE APPLY 10 THIS BILL AND AHE MADE A PART HEFEGF.

Figure 4a. Billing Medi-Cal for Part B Dialysis Services.
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Medicare National Standard Intermediary Remittance Advice

Uptown Medical Center FPE: 11/30/07 Medicare Contractor
140 Second Street PAID: 12/15/07 1234 B Street
Anytown, CA 95823-5555 CLM# : 166 Anytown, CA 98765-5555
0123456789 TOB: 721 555-555-5555
PATIENT: DOE, JANE PCN: 123456789
HIC: 123456789X SVC FROM: 11/02/2007 MRN: 000193638
PAT STAT: CLAIM STAT: 1 THRU: 11/30/2007 ICN: 12345678901234
CHARGES : PAYMENT DATA: =DRG 1.000 =REIM RATE
4875.84 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
0.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 2.15 =LINE ADJ AMT 0.00 =ESRD AMOUNT
4873.69 =COVERED 0.00 =OUTLIER (C) 334.09 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 3892.45 =ALLOW/REIM
0 =COST REPT 0.0 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 974.74 =COINSURANCE 0.00 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.00 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 3892.45 =NET REIM AMT

REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES

0270 11/02 R4657 21 10.50 8.40 PR 2 2.10
0635 11/03 J0886 13 3045.12 2436.10 PR 2 609.02
0636 11/03 J1580 4 3.80 3.04 PR 2 0.76
0636 11/10 J2916 40 198.00 158.40 PR 2 39.60
0636 11/12 90740 1 113.91 91.13 PR 2 22.78
0771 11/22 G0010 1 7.88 6.30 PR 2 1.58
0821 11/24 90999 G4 13 1496.63 1189.08 CO 97 6.50
45 2.15
PR 2 298.90
Figure 4b. Medicare Remittance Advice Example.
2 — Medicare/Medi-Cal Crossover Claims: Outpatient Services 406
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31 OCCURRENCE OCCURRENCE a3

GCCURREN

" UPTOWN MEDICAL CENTER 2 &% 123456789
140 SECOND STREET 2R | 131
ANYTOWN CA 958235555 5 FED X O =l
[110107 [111607 |
B PATIENT MNAME ‘ a ‘ 9 PATIENT ADDRESS ‘a ‘
;| DOE JANE o] ] 4 .
10 BIRTHRATE T1sEx ‘12 e RN rvee 155mo 12 0mR |7 W*T‘ 18 19 20 oy CROITIONGODES 25 % o7  |"eh |
08241980 [ ] [ ]

CURRENCE

GCCURRENCE SPAN

OCCURRENCE SPAN

GODE DATE DATE CODE DATE FROM THROUGH | CODE FROM THROUGH
4 50 | 122107
38 S VALUE GODES VALUE CODES
CODE AMOUNT coD AMOUNT
al A2 40 99
b
¢
d
42 REV. CD. 43 DESCRIPTION 44 HCPGS /RATE / HIPPS CODE 45 SERV. DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
'l 420 | DESCRIPTION G0283GP 110107 1 10100 !
2 420 | DESCRIPTION G0283GP 110207 1 101 00 ?
’| 420 | DESCRIPTION G0283GP 110307 1 101 00 B
‘| 420 | DESCRIPTION G0283GP 110807 1 10100 B
5| 420 | DESCRIPTION G0283GP 110907 1 10100 s
°| 420 | DESCRIPTION G0283GP 111107 1 101 00 °
‘| 420 | DESCRIPTION G0283GP 111607 1 10100 v
*| 420 | DESCRIPTION 97018GP 110107 1 66 50 ®
*| 420 | DESCRIPTION 97018GP 110207 1 66 50 ?
"l 420 | DESCRIPTION 97018GP 110107 1 8300 "
"l 420 | DESCRIPTION 97035GP 110107 1 83 00 "
| 420 | DESCRIPTION 97135GP 110207 1 83 00 "
" 420 | DESCRIPTION 97110GP 110307 1 109 00 "
" 420 | DESCRIPTION 97110GP 110807 1 10900 &
= 420 | DESCRIPTION 97110GP 110907 1 109.00 "
# 001 |[PAGE 1 OF 2 CREATION DATE OTA 1416 00 e
50 PAYER NAME 51 HEALTH PLAN ID | Fom| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sl | 0123456789
4 MEDICARE 01001 163 78 1416 00|~ -
° O/P MEDI-CAL 40 99|omeER °
¢ PRV ID o
58 INSURED'S NAME 50 P REL | 60 INSUFED'S NI GUE D 61 GROUP NAME 62 INSURANCE GROUP NO
B 123456789X ”
o 90000000A95001 o

63 TREATMENT AUTHORIZATION CODES

64 DOCUMENT CONTROL NUMBER

66 EMPLOYER NAME

] 71590 | \

‘ ‘aa

69 ADMIT FOPATIENT
D%

REASON O
74 a

71FPS
CODE

72
ECl

‘ ‘73

PRINCIRAL PROCEDURE OTHER PROCEDURE 5
CODE DATE CODE DATE F 78 ATTENDING ‘NF\ 1234567890 ‘QUAL‘ ‘
LAST ‘FIF\ST
OTHER PROCEDURE
GODE DATE 77 OPERATING ‘NP\ ‘QUAL‘ ‘
LAST ‘FIF\ST
B0 REMARKS k& CaC 78 OTHER ‘ ‘NF\ ‘QUAL‘ ‘
SPLITBILLED - CLAIM 1 OF 2 DEDUCTIBLE =0 b LaST ‘F,HST
TOTAL  2509.00 MEDICARE 422.18 COINS 10559
CLAIM1 1416.00 40.99 N 76 OTHER ‘ ‘Nm ‘QUAL‘ ‘
CLAIM 2 1093.00 258.40 64.60
d LaST ‘FIRST

UB-04 CMS-1450
© 2005 NUBG

OME APPROVAL PENDING

NUBC ainmmm LICo2 13257

THE CERTIFICATIONS ON THE REVERSE APPLY TO THIS BILL AND ARE MADE A PART HERECF,

Figure 5a. Billing for More Than 15 Line Items for Part B Services Billed to Part A Contractors.
Split Bill Claim 1 of 2 (see also Figure 5c).
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" UPTOWN MEDICAL CENTER 2 4iti| 123456789
b. MED.
140 SECOND STREET BeER | 131
6 STATEMENT COVERS PERIOD 7
ANYTOWN CA 958235555 5FED TAX MO R |
[110107 | 111607 |
BPATIENT NAME a ‘ 9 PATIENT ADDRESS a
»| DOE JANE o EIE [+]
10 BIRTHDATE ‘” SEx ‘ 2 oae 8RR M TYPE 158m0 |19DHR |7 STAT‘ 18 10 20 o1 CHOTONGODES, 25 % 7 ] ‘Q%TAADITDET *
08241980 [ 1T [
a1 OCCURRENCE OCCURRENCE a3 OCCURRENCE CURRENGE OCCURRENCE SPAN 36 QCCURRENGE SPAN av
CODE DATE DATE CODE DATE DATE FROM THROUGH CODE FROM THROUGH

| 122107 g
Ed 39 VALUE GODES VALUE CODES
CopE AMOUNT o
al A2 64 60
b
¢
d
42 REV. CD. 43 DESCRIPTION 44 HCPCS /RATE / HIPPS CODE 45 SERY DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
‘| 420 | DESCRIPTION 97110GP 111107 1 109 00 '
: 420 | DESCRIPTION 97110GP 111607 2 21800 ?
*| 420 | DESCRIPTION 97140GP 110307 2 191 50 ?
‘| 420 | DESCRIPTION 97140GP 110807 2 191 50 ‘
*| 420 | DESCRIPTION 97140GP 110907 2 19150 s
| 420 | DESCRIPTION 97140GP 111107 1 10900 ¢
‘| 420 | DESCRIPTION 97140GP 111607 1 8250 T
@ 001 |PAGE_2 OF 2 CREATION DATE OTA 1093 00 e
50 PAYER NAME 51 HEALTH PLAN 1D Crel [oat| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sl | 0123456789
‘4 MEDICARE 01001 25840 1093 00|~ N
° O/P MEDI-CAL 64 60| or+en o
o PRV ID c
56 INSURED'S NAME 50PFEL| 60 INSURED'S UNIGUE ID 61 GROUP NAME 62 INSURANGE GROUP NG.

123456789X
90000000A95001

63 TREATMENT AUTHORIZATION GODES

64 DOCUMENT GONTROL NUWMBER

65 EMPLOVER NAME

68
571590 | [ [ [ [ \ [
69 ADMIT 70 PATIENT T1PPS 72 73
DX REASON OX CODE ECI
T4 PRINCIPAL PROCEDURE a OTHER PROCEDURI 5
CODE DATE CODE DATI F 76 ATTENDING ‘NF’\ 1234567890 ‘QUAL‘ ‘
LAST ‘FIRST
QOTHER PROCEDURE OTHER PROCEDURE
CODE DATE CODE DATE 77 OPERATING ‘NP\ ‘QUAL‘ ‘
LAST ‘FIF\ST
B0 REMARKS EiCaC 78 OTHER ‘ ‘NF’\ ‘QUAL‘ ‘
SPLITBILLED - CLAIM2 OF 2 DEDUCTIBLE = 0 b LasT ‘F,RST
TOTAL  2509.00 MEDICARE 422.18 COINS 105.59
CLAIM1 1416.00 40.99 o 70 OTHER ‘ ‘Np‘ ‘QUAL‘ ‘
GCLAIM 2 1093.00 258.40 64.60
d LaST ‘FIF\ST

UB04 CMS-1450
® 2005 NUBC

OMB APPROVAL PENDING

g cemea LI 00213257

THE CERTIFICATIONS ON THE REVERSE Af

FFLY TO THIS BILL AND ARE MADE A PART HEREOF.

Figure 5b (continued from 5a). Billing for More Than 15 Line Items for Part B Services
Billed to Part A Contractors. Split Bill Claim 2 of 2 (see also Figure 5d).
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Medicare National Standard Intermediary Remittance Advice

Uptown Medical Center FPE: 11/30/07 Medicare Contractor
140 Second Street PAID: 12/21/07 1234 B Street
Anytown, CA 95823-5555 CLM# : 23 Anytown, CA 98765-5555
0123456789 TOB: 131 555-555-5555
PATIENT: DOE, JANE PCN: 123456789
HIC: 123456789X SVC FROM: 11/01/2007 MRN: 000193638
PAT STAT: CLAIM STAT: 1 THRU: 11/16/2007 ICN: 12345678901234
CHARGES : PAYMENT DATA: =DRG 0.290 =REIM RATE
2509.00 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
133.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 0.00 =LINE ADJ AMT 0.00 =ESRD AMOUNT
2374.00 =COVERED 0.00 =OUTLIER (C) 0.00 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 422.18 =ALLOW/REIM
0 =COST REPT 0.00 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 105.59 =COINSURANCE 1765.23 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.00 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 422.18 =NET REIM AMT
REMARK CODES: MAO1
REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES
0420 11/01 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/02 G0238 GP 1 101.00 9.70 CO 42 88.87
PR 2 2.43
0420 11/03 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/08 G0238 GP 1 101.00 9.70 CO 42 88.87
PR 2 2.43
0420 11/09 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43 .
0420 11/11 GO0238 GP 1 101.00 9.70 CO 42 88.87 Claim
PR 2 2.43
0420 11/16 G0238 GP 1 101.00 9.70 CO 42 88.87 10f2
PR 2 2.43
0420 11/01 97018 GP 1 66.50 0.00 cCoO B15 66.50
0420 11/02 97018 GP 1 66.50 0.00 cCoO B15 66.50
0420 11/01 97018 GP 1 83.00 10.65 CcO 42 69.69
PR 2 2.66
0420 11/02 90735 GP 1 83.00 10.65 CO 42 69.69
PR 2 2.66
0420 11/03 97110 GP 1 109.00 24.86 CcO 42 77.92
PR 2 6.22
0420 11/08 97110 GP 1 109.00 24.86 CO 42 77.92
PR 2 6.22
ua U L1 Uz L LU GP 1 109.00 24.8(} \Aw) 3 M
PR 2 6.22
0420 11/11 97110 GP 1 109.00 24.86 CO 42 77.92
PR 2 6.22
0420 11/16 97110 GP 2 218.00 49.73 CO 42 155.84
PR 2 12.43
0420 11/03 97140 GP 2 191.50 45.95 CO 42 134.06
PR 2 11.49
0420 11/08 97140 GP 2 191.50 45.95 CO 42 134.06
PR 2 11.49
0420 11/09 97140 GP 2 191.50 45.95 CO 42 134.06
PR 2 11.49
0420 11/11 97140 GP 1 109.00 22.98 CO 42 80.28

2 — Medicare/Medi-Cal Crossover Claims:
Outpatient Services Billing Examples

Outpatient Services 406
July 2008
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PR 2 5.74
0420 11/16 97140 GP 1 82.50 22.98 CO 42 52.78
PR 2 5.74
Figure 5¢c. Medicare Remittance Advice Example Split Bill Claim 1 of 2.
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Medicare National Standard Intermediary Remittance Advice

Uptown Medical Center FPE: 11/30/07 Medicare Contractor
140 Second Street PAID: 12/21/07 1234 B Street
Anytown, CA 95823-5555 CLM# : 23 Anytown, CA 98765-5555
00454 TOB: 131 555-555-5555
PATIENT: DOE, JANE PCN: 123456789
HIC: 123456789X SVC FROM: 11/01/2007 MRN: 000193638
PAT STAT: CLAIM STAT: 1 THRU: 11/16/2007 ICN: 12345678901234
CHARGES : PAYMENT DATA: =DRG 0.290 =REIM RATE
2509.00 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
133.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 0.00 =LINE ADJ AMT 0.00 =ESRD AMOUNT
2374.00 =COVERED 0.00 =OUTLIER (C) 0.00 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 422.18 =ALLOW/REIM
0 =COST REPT 0.00 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 105.59 =COINSURANCE 1765.23 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.00 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 422.18 =NET REIM AMT
REMARK CODES: MAO1
REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES
0420 11/01 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/02 G0238 GP 1 101.00 9.70 CO 42 88.87
PR 2 2.43
0420 11/03 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/08 G0238 GP 1 101.00 9.70 CO 42 88.87
PR 2 2.43
0420 11/09 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/11 G0238 GP 1 101.00 9.70 CO 42 88.87
PR 2 2.43
0420 11/16 G0238 GP 1 101.00 9.70 CcO 42 88.87
PR 2 2.43
0420 11/01 97018 GP 1 66.50 0.00 CO BI1S 66.50
0420 11/02 97018 GP 1 66.50 0.00 CO BI1S5 66.50
0420 11/01 97018 GP 1 83.00 10.65 CcO 42 69.69
PR 2 2.66
0420 11/02 90735 GP 1 83.00 10.65 CO 42 69.69
PR 2 2.66
0420 11/03 97110 GP 1 109.00 24.86 CcO 42 77.92
PR 2 6.22
0420 11/08 97110 GP 1 109.00 24.86 CO 42 77.92
PR 2 6.22
0420 11/09 97110 GP 1 109.00 24.86 CO 42 77.92
DD 9) M)
420 11/11 97110 GP 1 109.00 24.86 CO 42 77.92
PR 2 6.22
0420 11/16 97110 GP 2 218.00 49.73 CO 42 155.84
PR 2 12.43
0420 11/03 97140 GP 2 191.50 45.95 CO 42 134.06
PR 2 11.49 .
0420 11/08 97140 GP 2 191.50 45.95 CO 42 134.06 Claim
PR 2 11.49
0420 11/09 97140 GP 2 191.50 45.95 CO 42 134.06 2 of 2
PR 2 11.49
0420 11/11 97140 GP 1 109.00 22.98 CO 42 80.28
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PR 2 5.74
0420 11/16 97140 GP 1 82.50 22.98 CO 42 53.78
PR 2 5.74
Figure 5d. Medicare Remittance Advice Example Split Bill Claim 2 of 2.
2 — Medicare/Medi-Cal Crossover Claims: Outpatient Services 406

Outpatient Services Billing Examples July 2008



medi cr op ex

15

@ 0GGURRENGE OCGURRENGE 3 0OGCURRENGE
CODE DATE DATE CODE DATE

" A1 DIALYSIS 2 &L 123456789
100 FIRST STREET BeER | 721
ANYTOWN CA 958235555 5FED TAX MO [P T cowRe ey |7
[110207 [113007 |
BPATIENT NAME a ‘ 9 PATIENT ADDRESS a
;| DOE JANE o EE -]
10 BIRTHDATE ‘” SEx ‘ 2 oae 8RR M TYPE 158m0 |19DHR |7 STAT‘ 18 10 20 o1 CHOTONGODES, 25 % 7 ] ‘Q%TAADITDET *
08241980 [ 1T [
av

GURRENGE OCCURRENGE SPAN
DATE FROM

a6
CODE

GGGURRENGE SPAN
FROM

o THROUGH THROUGH
3 50 | 121507
Ed 39 VALUE GODES VALUE CODES
CopE AMOUNT o
al A2 74493
b
¢
d
42 REV. CD. 43 DESCRIPTION 44 HCPCS /RATE / HIPPS CODE 45 SERY DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
‘| 270 | INJECTION ADMIN SUPPLIES A4657 110207 21 1050
: 635 | EPOETIN ALFA ESRD Q4081 110207 13 304512
?| 636 | INJECTION GARAMYCIN J1580 110507 1 95
‘| 636 | INJECTION GARAMYCIN J1580 111207 1 95
*| 636 | INJECTION GARAMYCIN J1580 111907 1 95
°| 636 | INJECTION GARAMYCIN J1580 112607 1 95
‘| 636 | INJECTION GLUCONATE J2916 110507 10 4950
*| 636 | INJECTION GLUCONATE J2916 111207 10 4950
*| 636 | INJECTION GLUCONATE J2916 111907 10 4950
" 636 | INJECTION GLUCONATE J2916 112607 10 4950
" 636 | HEP B VACCINE DIA PATIENT 90740 110207 1 11391
% 771 | ADMIN OF HEP B G0010 110207 1 788
* 821 | UNLISTED DIALYSIS PROCED. 90999G4 110207 1 11513
v 821 | UNLISTED DIALYSIS PROCED. 90999 110507 1 11513
" 821 | UNLISTED DIALYSIS PROCED. 90999 110707 1 11513
s 001 |PAGE 1 OF 2 CREATION DATE O7A 372460
50 PAYER NAME 51 HEALTH PLAN 1D Crel [oat| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE sl | 0123456789
‘4 MEDICARE 01001 297967 372460 |+
° O/P MEDI-CAL 74493 | omeR
o PRV ID
56 INSURED'S NAME 50PFEL| 60 INSURED'S UNIGUE ID 61 GROUP NAME 62 INSURANGE GROUP NG.

123456789X
90000000A95001

63 TREATMENT AUTHORIZATION GODES

64 DOCUMENT GONTROL NUWMBER

65 EMPLOVER NAME

% 5856 \ \ \

‘ea

69 ADMIT 70 PATIENT
DX

T1PPS
CODE

‘73

REASON OX
74 a

PRINCIPAL PROCEDURE OTHER PROCEDURI 5
CODE DATE CODE DATI F 76 ATTENDING ‘NF’\ 1234567890 ‘QUAL‘ ‘
LAST ‘FIRST
QOTHER PROCEDURE OTHER PROCEDURE
coDE SATE cone DATE 77 OPERATING ‘NP\ ‘QUAL‘ ‘
LAST ‘FIF\ST
B0 REMARKS EiCaC 78 OTHER ‘ ‘NF’\ ‘QUAL‘ ‘
SPLITBILLED - CLAIM 1 OF 2 DEDUCTIBLE =0 b LasT ‘F,RST
TOTAL 4875.90 MEDICARE 390067 COINS 975.23
CLAIM1 3724.60 979.67 744.93 o 70 OTHER ‘ ‘Np‘ ‘QUAL‘ ‘
CLAIM2 1151.30 921.00 230.30
d LaST ‘FIF\ST

UB04 CMS-1450
® 2005 NUBC

OMB APPROVAL PENDING

g cemea LI 00213257

THE CERTIFIGATIONS OM THE REVERSE APPLY TG THIS BILL AND ARE MADE A PART HEREOF.

Figure 6a. Billing Medi-Cal for Part B Dialysis Services for More Than 15 Lines.
Split Bill Claim 1 of 2 (see also Figure 6c).
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' A1 DIALYSIS ‘ 55%] 123456789
b MED
100 FIRST STREET REC.# ‘ 721
& STATEMENT COVERS PEFIOD |7
ANYTOWN CA 958235555 SFED TAXNO F Saes |
[110207 | 113007 |
8 PATIENT NAME a ‘ 0 PATIENT ACDRESS
| DOE JANE o EE [+]
10 BIRTHDATE ‘” SEx ‘ 2 oae 8RR M TYPE 158m0 |19DHR |7 STAT‘ 18 10 20 o1 CHOTONGODES, 25 % 7 ] ‘Q%TAADITDET *
08241980 [ 1T [
31 OGOURRENCE OCCURRENGE 3 OGOURFENGE CURRENGE GCOURRENGE SPAN 3 GGCURAENGE SPAN Eg
CcoDE DATE DATE coDE DATE DATE FAOM THROUGH | GODE FROM THROUGH

| 121507 d
Ed 39 VALUE GODES VALUE CODES
CopE AMOUNT o
al A2 23030
b
¢
d
42 REV. CD. 43 DESCRIPTION 44 HCPCS /RATE / HIPPS CODE 45 SERY DATE 46 SERV. UNITS. 47 TOTAL CHARGES 48 NON-COVERED CHARGES 49
‘| 821 | UNLISTED DIALYSIS PROCED. 90999 110907 1 11513 !
: 821 | UNLISTED DIALYSIS PROCED. 90999 111207 1 11513 *
s\ 821 | UNLISTED DIALYSIS PROCED. 90999 111407 1 11513 ?
‘| 821 | UNLISTED DIALYSIS PROCED. 90999 111607 1 11513 *
s\ 821 | UNLISTED DIALYSIS PROCED. 90999 111907 1 11513 &
¢\ 821 | UNLISTED DIALYSIS PROCED. 90999 112107 1 11513 °
7 821 | UNLISTED DIALYSIS PROCED. 90999 112307 1 11513 T
*| 821 | UNLISTED DIALYSIS PROCED. 90999 112607 1 11613 ¢
*| 821 | UNLISTED DIALYSIS PROCED. 90999 112807 1 11513 ®
© 821 | UNLISTED DIALYSIS PROCED. 90999 113007 1 11513 "
@ 001 |PAGE_2 OF 2 CREATION DATE OTA 115130 e
50 PAYER NAME 51 HEALTH PLAN 1D Crel [oat| 54 PRIOR PAYMENTS 55 EST. AMOUNT DUE ssnel | 0123456789
‘4 MEDICARE 01001 92100 115130~ B
° O/P MEDI-CAL 23030 omen i
o PRV ID c
56 INSURED'S NAME 50PFEL| 60 INSURED'S UNIGUE ID 61 GROUP NAME 62 INSURANGE GROUP NG.
E 123456789X B
k 90000000A95001 o

63 TREATMENT AUTHORIZATION GODES

64 DOCUMENT GONTROL NUWMBER

65 EMPLOVER NAME

68
55856 | [ [ [ [ \ [
69 ADMIT 70 PATIENT T1PPS 72 73
DX REASON OX CODE ECI
T4 PRINCIPAL PROCEDURE a OTHER PROCEDURI 5
CODE DATE CODE DATI F 76 ATTENDING ‘NF’\ 1234567890 ‘QUAL‘ ‘
LAST ‘FIRST
QOTHER PROCEDURE OTHER PROCEDURE
coDE SATE cone DATE 77 OPERATING ‘NP\ ‘QUAL‘ ‘
LAST ‘FIF\ST
B0 REMARKS EiCaC 78 OTHER ‘ ‘NF’\ ‘QUAL‘ ‘
SPLITBILLED - CLAIM2 OF 2 DEDUCTIBLE =0 b LasT ‘F,RST
TOTAL 4875.90 MEDICARE 390067 COINS 975.23
CLAIM1 3724.60 979.67 744.93 o 70 OTHER ‘ ‘Np‘ ‘QUAL‘ ‘
CLAIM2 1151.30 921.00 230.30
d LaST ‘FIF\ST

UB04 CMS-1450
® 2005 NUBC

OMB APPROVAL PENDING

THE CERTIFIGATIONS OM THE REVERSE APPLY TG THIS BILL AND ARE MADE A PART HEREOF.

g cemea LI 00213257

Figure 6b (continued from 6a). Billing Medi-Cal for Part B Dialysis Services for More Than 15 Lines.
Split Bill Claim 2 of 2 (see also Figure 6d).
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Medicare National Standard Intermediary Remittance Advice
Al Dialysis FPE: 11/30/07 Medicare Contractor
100 First Street PAID: 12/15/07 5555 55™ Street
Anytown, CA 95823-5555 CLM# : 166 City CA 90000-9000
0123456789 TOB: 721 555-555-5555
PATIENT: DOE, JANE PCN: 123456789
HIC: 123456789X SVC FROM: 11/02/2007 MRN: 000193638
PAT STAT: CLAIM STAT: THRU: 11/30/2007 ICN: 12345678901234
CHARGES : PAYMENT DATA: =DRG 0.290 =REIM RATE
4875.00 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
0.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 0.00 =LINE ADJ AMT 0.00 =ESRD AMOUNT
4875.00 =COVERED 0.00 =OUTLIER (C) 0.00 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 3900.67 =ALLOW/REIM
0 =COST REPT 0.00 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 975.23 =COINSURANCE 0.00 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.00 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 3900.67 =NET REIM AMT
REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES
0270 11/02 A4657 21 10.50 8.40 PR 2 2.10 -\\
0635 11/02 Q4081 13 3045.12 2436.10 PR 2 609.02
0636 11/05 J1580 1 .95 .76 PR 2 0.19
0636 11/12 J1580 1 .95 .76 PR 2 0.19
0636 11/19 J1580 1 .95 .76 PR 2 0.19 .
0636 11/26 J1580 1 .95 .76 PR 2 0.19 Claim
0636 11/05 J2916 10 49.50 39.60 PR 2 9.90 1of2
0636 11/12 J2916 10 49.50 39.60 PR 2 9.90
0636 11/19 J2916 10 49.50 39.60 PR 2 9.90
0636 11/26 J2916 10 49.50 39.60 PR 2 9.90
0636 11/02 90740 1 113.91 91.13 PR 2 22.78
0771 11/02 G0010 1 7.88 6.30 PR 2 1.58
0821 11/02 90999 G4 1 115.13 92.10 PR 2 23.03
0821 11/05 90999 1 115.13 92.10 PR 2 23.03 )
s way) D000 1 115.13 92.10" PR 03
0821 11/09 90999 1 115.13 92.10 PR 2 23.03
0821 11/12 90999 1 115.13 92.10 PR 2 23.03
0821 11/14 90999 1 115.13 92.10 PR 2 23.03
0821 11/16 90999 1 115.13 92.10 PR 2 23.03
0821 11/19 90999 1 115.13 92.10 PR 2 23.03
0821 11/21 90999 1 115.13 92.10 PR 2 23.03
0821 11/23 90999 1 115.13 92.10 PR 2 23.03
0821 11/26 90999 1 115.13 92.10 PR 2 23.03
0821 11/28 90999 1 115.13 92.10 PR 2 23.03
0821 11/30 90999 1 115.13 92.10 PR 2 23.03

Figure 6c. Medicare Remittance Advice Example. Split Bill Claim 1 of 2.

Note: Supplies and Epoetin are not subject to Medicare’s line item billing requirement.
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Medicare National Standard Intermediary Remittance Advice
Al Dialysis FPE: 11/30/07 Medicare Contractor
100 First Street PAID: 12/15/07 5555 55" Street
Anytown, CA 95823-5555 CLM# : 166 City CA 90000-9000
0123456789 TOB: 721 555-555-5555
PATIENT: DOE, JANE PCN: 123456789
HIC: 123456789X SVC FROM: 11/02/2007 MRN: 000193638
PAT STAT: CLAIM STAT: 1 THRU: 11/30/2007 ICN: 12345678901234
CHARGES : PAYMENT DATA: =DRG 0.290 =REIM RATE
4875.00 =REPORTED 0.00 =DRG AMOUNT 0.00 =MSP PRIM PAYER
0.00 =NCVD/DENIED 0.00 =DRG/OPER/CAP 0.00 =PROF
COMPONENT
0.00 =CLAIM ADJS 0.00 =LINE ADJ AMT 0.00 =ESRD AMOUNT
4875.00 =COVERED 0.00 =OUTLIER (C) 0.00 =PROC CD
AMOUNT
DAYS/VISITS: 0.00 =CAP OUTLIER 3900.67 =ALLOW/REIM
0 =COST REPT 0.00 =CASH DEDUCT 0.00 =G/R AMOUNT
0 =COVD/UTIL 0.00 =BLOOD DEDUCT 0.00 =INTEREST
0 =NON-COVERED 975.23 =COINSURANCE 0.00 =CONTRACT ADJ
0 =COVD VISITS 0.00 =PAT REFUND 0.00 =PER DIEM AMT
0 =NCOV VISITS 0.00 =MSP LIAB MET 3900.67 =NET REIM AMT

REV DATE HCPCS APC/HIPPS MODS QTY CHARGES ALLOW/REIM GC RSN AMOUNT REMARK CODES

0270 11/02 A4657 21 10.50 8.40 PR 2 2.10
0635 11/02 Q4081 13 3045.12 2436.10 PR 2 609.02
0636 11/05 J1580 1 .95 .76 PR 2 0.19
0636 11/12 J1580 1 .95 .76 PR 2 0.19
0636 11/19 J1580 1 .95 .76 PR 2 0.19
0636 11/26 J1580 1 .95 .76 PR 2 0.19
0636 11/05 J2916 10 49.50 39.60 PR 2 9.90
0636 11/12 J2916 10 49.50 39.60 PR 2 9.90
0636 11/19 J2916 10 49.50 39.60 PR 2 9.90
0636 11/26 J2916 10 49.50 39.60 PR 2 9.90
0636 11/02 90740 1 113.91 91.13 PR 2 22.78
0771 11/02 GO010 1 7.88 6.30 PR 2 1.58
0821 11/02 90999 G4 1 115.13 92.10 PR 2 23.03
0821 11/05 90999 1 115.13 92.10 PR 2 23.03
0821 11/07 90999 1 115.13 92.10 PR 2 23.03

/0821 11/09 90999 1 115.13 92.10 PR 2 23.03 N
0821 11/12 90999 1 115.13 92.10 PR 2 23.03
0821 11/14 90999 1 115.13 92.10 PR 2 23.03 Claim 2
0821 11/16 90999 1 115.13 92.10 PR 2 23.03
0821 11/19 90999 1 115.13 92.10 PR 2 23.03 of 2
0821 11/21 90999 1 115.13 92.10 PR 2 23.03
0821 11/23 90999 1 115.13 92.10 PR 2 23.03
0821 11/26 90999 1 115.13 92.10 PR 2 23.03
0821 11/28 90999 1 115.13 92.10 PR 2 2303 J
0 § ————re 1 115.13 92,10 w—m -3

Figure 6d. Medicare Remittance Advice Example. Split Bill Claim 2 of 2.

Note: Supplies and Epoetin are not subject to Medicare’s line item billing requirement.
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