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Code/Message
400 – 408

400
Documentation is not adequate for additional benefits.   Additional information is required.  Submit a copy of the original claim, copy of RADs (Remittance Advice Details) that reflect payment or denial for the claim involved and any additional supporting documents.


Billing Tip:
When submitting CIFs (Claims Inquiry Forms) requesting reconsideration of denied claims or requesting adjustments of paid claims, ensure all necessary documentation is attached and the appropriate line is being corrected.  The following should be attached:

· Corrected claim copy

· Remittance Advice Details (RAD)

· Catalog pages and/or invoices, if applicable

· Reports justifying the procedure, if applicable

· Compounding sheet or information, if applicable


401
The payment was adjusted to the maximum allowable or in accordance with comparative pricing methodology (deductibles plus coinsurance are reduced to the Medi-Cal allowed amount less payments from Medicare, OHC [Other Health Coverage] and SOC [Share of Cost]).


402
Paid in accordance with Drug Advisor.


403
The payment was made in accordance with Medi-Cal regulations or in accordance with comparative pricing methodology (deductibles plus coinsurance are paid in full).


404
Payment reduced to cost of ingredient due to billing frequency limitations.


405
Reduced by Dialysis Obligation.


406
Payment is reduced due to other insurance payment.


407
Reduced by Dialysis Obligation/Other Coverage.


408
Payment is reduced because of patient liability (Share of Cost).

409 – 419
Code/Message

409
Payment is adjusted to authorized principal labeler.


410
Paid in accordance with Peer Review.


411
Payment reduced to the Cost of Ingredient because this drug does not meet the 100 minimum quantity limitation.


412
Medi-Cal maximum was paid by other insurance.


413
Payment was reduced because recipient used maximum leave days allowed.


414
Payment was reduced by Medical Review.


415
Procedure which normally is done in the office is payable at 80 percent of allowable charge when done in an outpatient/surgical clinic environment.


416
Split-billing indicator on the Provider Master File has caused a cut back per the split-billing agreement.


417
Billed amount is cut back to the allowable amount per Accommodation Rate File or to disallow payment for the day of discharge or death.


418
Payment was reduced by the amount of related procedure already paid.


419
Payment was reduced by SCR (Special Claims Review) to the level of service substantiated by the documentation submitted.


Code/Message
420 – 430

420
The payment was reduced by SCR (Special Claims Review) for ancillary services to the level of service substantiated by the documentation submitted.


421
The payment was reduced to a zero allowable as a denial by Medical Review.


422
The “By Report” claim/RNE (Rate/Reimbursement Not Established) procedure payment was reduced to the nearest appropriate procedure by Medical Review.


423
The payment was reduced in accordance with the service limit set for this procedure.


424
Undeliverable custom-made appliances are payable at 80 percent.


425
The payment was reduced for CPT-4 code 92014 billed within three months of CPT-4 code 99201 or 99212.


426
Paid in accordance with Vision Care Advisor.


427
No hourly rate is on file for this CHFC accommodation code – contact DHCS (Department of Health Care Services) Provider Enrollment; hourly rate is not applicable to UB-04 codes.


428
One per discharge accommodation rate is payable per hospital discharge.


429
Negative non-covered amount.


430
Metal/combination frames are insufficiently justified; payment is reduced to the amount allowable for zyl frame.

431 – 441
Code/Message

431
Reduced payment because of non-covered charges.


432
Documentation does not justify the level of care billed and is being reduced by Medical Review.


433
Payment was reduced because of patient liability (Share of Cost).


Billing Tip:
Refer to the Share of Cost (SOC) section in this manual for billing guidelines.


434
Payment was determined by Medical Review.


435
The quantity billed for this procedure exceeds usual practice.



Billing Tip:
LEA Medi-Cal Billing Option Program providers – Reimbursement for initial treatment services is limited to one maximum rate regardless of the number of units billed.

436
The payment was reduced in accordance with recipient’s percentage obligation.


437
This claim has been paid at the TAR (Treatment Authorization Request)-authorized amount.


438
The price reduced in accordance with the maximum quantity allowed.


439
The reimbursement amount was prorated for the automated chemistry test.


440
Prior authorization is required for oxygen (HCPCS code E0441) when more than two tanks are provided during one calendar month.


441
Reimbursement is limited to $150 for all urodynamic procedures rendered on one day of service.


Code/Message
442 – 451

442
Medicare payment meets or exceeds Medi-Cal maximum reimbursement.


443
Medi-Cal payment may not exceed the maximum amount allowed by Medi-Cal.


444
For non-physician claims, see Charpentier billing instructions in the provider manual.  
Medi-Cal automated system payment does not exceed the Medicare allowed amount.


Billing Tip:
For non-physician claims, refer to Charpentier information in the Medicare/Medi-Cal crossover section of the appropriate Part 2 manual (except Long Term Care).


445
Payment is based on the cost of unlisted miscellaneous supplies usually required for this service.


446
Reimbursement for urodynamic studies reduced to meet maximum allowed.


447
These services are not allowed when billed in conjunction with administrative days.  Rebill using an outpatient claim.


448
These services are not allowed when billed in conjunction with administrative days.


449
Medi-Cal payment is for eye refraction.


450
Payment was reduced by SCR (Special Claims Review) – submitted documentation is incomplete.  Please resubmit with all the required documentation copied on only one side of 

the paper.  The scanner copies only one side of a page.


451
Payment was reduced by SCR (Special Claims Review) to the level of an initial or established patient office visit supported by the documentation submitted.  The submitted documentation does not support a preventive health care visit.

452 – 465
Code/Message

452
Ancillary charges are required for billing, but are not payable for contracted hospitals.


453
APR-DRG claim zero priced due to paid claim in history. 


454
Payment was reduced to start and stop time or time in attendance.


455
A healthcare-acquired condition caused change in the APR-DRG code assigned to the claim.

456
Reduced by audit.


457
Payment based on assigned APR-DRG code.

458
APR-DRG interim claim payment.

459
Aid codes 7F and 7G are reimbursed at the lowest level office visit rate for established or new patient office visits.


460
The claim was paid one administration fee for this injection.


461
Surgical reimbursement was reduced by the amount paid in history for a pre-operative visit, on the same day or one day prior to surgery.


462
Administrative fee reimbursement was reduced not to exceed maximum payable amount per month.


463
Payment was cut back to not exceed the monthly/yearly services cap for this AIDS Waiver recipient.


465
Additional reimbursement was approved based on substantiated justification.


Code/Message



466 – 478

466
Ancillary charges billed in conjunction with administrative days were paid at the interim reimbursement rate.


467
Payment is reduced to the level of CPT-4 code 76815.


468
Payment is reduced to a lower level of care.


469
Payment was reduced to zero because Medi-Cal’s maximum reimbursement equals Medicare’s payment on this claim.


470
Allowed amount was determined by Medical Review.


471
Operating room (Z7506) is payable at treatment room level, and operating room (Z7508/Z7510) or recovery room (Z7512) is payable at zero when surgery other than a common office procedure was not billed for this patient on the same date of service.


472
Billed procedure/modifier code was translated to the HCPCS (Healthcare Common Procedure Coding System) coding scheme.


473
Billed procedure/modifier code was translated to the HCPCS (Healthcare Common Procedure Coding System) scheme and cut back.


474
Disproportionate share code billed was cut back to zero due to Senate Bill 855.


475
Claims submitted during the seventh through ninth month after the month of service without a valid billing limit exception are reduced to 75 percent of the allowed amount.


476
Claims submitted during the 10th through 12th month after the month of service without a valid billing limit exception are reduced to 50 percent of the allowed amount.


477
Payment for digital mammography procedure billed has been cut back to the analog rate.

478
Reimbursement for ancillaries is included in the accommodation rate.  The rate has been adjusted, and must not exceed the most recent average of the California Medical Assistance Commission contract rate for 300-plus bed hospitals. 

479 – 488
Code/Message

479
Payment is based on supplies/drugs commonly used for this procedure.


480
The procedure billed exceeded the service limitation and was reduced to the value of 99211/99212.


481
The procedure billed exceeded the service limitation and was reduced to the value of 99213/99348.


482
The procedure billed exceeded the service limitation and was reduced to the value of 90060/99347.


483
The procedure billed exceeded the service limitation and was reduced to the value of 90761/99394.


484
The procedure billed exceeded the service limitation and was reduced to the value of 90762/99393.


485
The procedure billed exceeded the service limitation and was reduced to the value of 90200/99221.


486
The procedure billed exceeded the service limitation and was reduced to the value of 90763/99392.


487
The procedure billed exceeded the service limitation and was reduced to the value of 90540/99282.


488
Payment was reduced to the level of CPT-4 code 99282.


Code/Message



489 – 499

489
The procedure billed exceeded the service limitation and was reduced to the value of 90764/99391.


490
The procedure billed exceeded the service limitation and was reduced to the value of HCPCS code Z1210 or 58608.


491
The procedure billed exceeded the service limitation and was reduced to the value of 90530/99281.


492
The procedure billed exceeded the service limitation and was reduced to the value of 90570/99282.


493
The procedure billed exceeded the service limitation and was reduced to the value of X9958/99215/99232.

494
The procedure billed exceeded the service limitation and was reduced to the value of X9960/99233.

495
The procedure billed exceeded the service limitation and was reduced to the value of 90580/99282.


496
The procedure billed exceeded the service limitation and was reduced to the value of 99214/99349.


497
Payment was reduced to the level of CPT-4 code 99283.


498
The procedure billed exceeded the service limitation and was reduced to the value of 
99241.


499
Payment was reduced due to a $1.00 recipient co-payment.
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