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This section illustrates billing examples of Medicare/Medi-Cal crossover claims for inpatient services on

the UB-04 claim and correlating Remittance Advice Details (RAD) examples.  Refer to the Medicare/ 

Medi-Cal Crossover Claims:  Inpatient Services section in this manual for billing information.  

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 A-Only Services Billed to a Part A Intermediary; With Part A Payment.

· Figures 2a and 2b.  Billing Medi-Cal for Part A Benefits Exhausted.

· Figures 3a and 3b.  Billing Medi-Cal for Part B-Only Services Billed to a Part A Intermediary.

· Figures 4a and 4b.  Billing for More Than 22 Line Items With Part B Payment.

· Figures 5a and 5b.  Billing Medi-Cal for Medicare Remittance Advice With Lifetime Reserve (LTR) Days.

Medicare RA Examples
Sample Medicare National Standard Intermediary Remittance Advices (Medicare RAs) on the following pages are partial examples of applicable fields only. 

Part A Payment
Figures 1a and 1b.  Billing Medi-Cal for Part A-only services billed to a Part A intermediary; with Part A payment.
The Part A deductible is entered in the Value Codes and Amounts 

(Box 39 – 41 A – D) fields on the UB-04 claim with code "A1" or

"B1."  The payment is entered in the appropriate Prior Payment field

(Box 54) that corresponds to Payer Name field (Box 50).

The Part A deductible and payment are circled on the sample Medicare RA for easy identification. 
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Figure 1a.  Billing Medi-Cal for Part A-Only Services Billed to a Part A Intermediary; With Part A Payment.

	UPTOWN MEDICAL CENTER

140 SECOND STREET

ANYTOWN, CA  95823-5555
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Figure 1b.  Simplified Medicare RA With Part A Payment.

Part A Benefits
Figures 2a and 2b.  Billing Medi-Cal for Part A benefits exhausted.
Exhausted
A TAR is required to bill Medi-Cal for Part A benefits exhausted.  The Part B payment is entered in the Prior Payment field (Box 54) on the

UB-04 claim.  (Inpatient Medicare Part A coinsurance and deductible in this example were previously billed on a separate UB-04 claim for
Part A covered days.) 
The Part B payment is circled on the sample Medicare RA for easy identification. 
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Figure 2a.  Billing Medi-Cal for Part A Benefits Exhausted.

	UPTOWN MEDICAL CENTER
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ANYTOWN, CA  95823-5555
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Figure 2b.  Simplified Medicare RA With Part A Benefits Exhausted.

Part B-Only Eligibility
Figures 3a and 3b.  Billing Medi-Cal for Part B-only services billed to a Part A intermediary.

A TAR is required to hard copy bill Medi-Cal for Part B-only services.  The Part B payment is entered in the Prior Payments (Box 54) field on

the UB-04 claim form.  Medicare coverage is stated in the Remarks field (Box 80) of the claim.
The Part B payment is circled on the sample Medicare RA for easy identification.  This example shows a Share of Cost (Value Code 23) of $150.
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Figure 3a.  Billing Medi-Cal for Part B-Only Services Billed to a Part A Intermediary.

	UPTOWN MEDICAL CENTER

140 SECOND STREET

ANYTOWN, CA  95823-5555
	
MEDICARE 


REMITTANCE ADVICE

	
	
	
	
	
	
	
	
	
	
	
	

	NPI: 0123456789   
Reimbursement Rate:  046  Claim Type:  Ancillary      Date:  11/26/15     Remittance Number:  44       Page 1

	
	
	
	
	
	
	
	
	
	
	
	

	PATIENT

NAME
	HIC

NUMBER
	BILL

FROM
	DATES

  THRU
	VSTS
	BILLED CHARGES
	LAB

CHGS
	LAB

REIMB
	PATIENT

DED COINS
	LIABILITY

BLOOD
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	PATIENT

CONTROL NO.
	MED-COV

CHARGES
	
	PATIENT

PAID
	
	
	
	
	PROVIDER HCPC

REIMBURSEMENT

	
DOE J
	123456789X
	100115
	100715
	
	6142.67
	0.00
	0.00
	0.00
	288.47
	
	

	
	12345
	5346.92
	
	0.00
	
	
	
	
	1153.88

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	


	
	

	
	


Figure 3b.  Simplified Medicare RA With Part B-Only Services.

Split Billing:
Figures 4a and 4b.  Billing for more than 22 line items with Part B 
More Than 22 Line Items
payment.
With Part B Payment
When billing on multiple claim forms to accommodate more than 22 line items, the Part B payment is divided and entered separately on each claim form.  A portion is billed in the Prior Payments field 
(Box 54) of the Medicare line of the first claim form and the remainder is billed in the Prior Payments field of the Medicare line of the second form.  Do not enter the full Part B paid amount on one claim form only or on all subsequent claim forms.  The Part B payment amount entered on each split-billed claim is arbitrary as long as the sum of the amounts equals the total Medicare RA Part B payment.

Remarks Field
In the following example, two claim forms are needed because 28 line items are being billed.  The number of claims is indicated in the

Description field (Box 43, line 23) and the Remarks field (Box 80) of the claim (for example, Page 1 of 2, Page 2 of 2).  The Remarks field (Box 80) also requires a statement explaining the reason for split

billing, the total Part B payment amount and the Part B amounts entered on each form.

The Part B payment is circled on the sample Medicare RA for easy identification.
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Figure 4a.  Billing for More Than 22 Lines With Medicare Part B Payment (Claim 1 of 2).
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Figure 4a (cont.).  Billing for More Than 22 Lines With Medicare Part B Payment (Claim 2 of 2).
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Figure 4b.  Simplified Medicare RA With Split Billing.

Medicare Lifetime Reserve
Figures 5a and 5b.  Billing Medi-Cal for Medicare Lifetime Reserve

(LTR) Days Coinsurance
(LTR) days coinsurance.

The Medicare deductible amount is shown first in the Value Codes and Amounts fields (Boxes 39 – 41 A – D) of the UB-04 claim.  The “A1” designates Medicare deductible.  Then the sum of the regular coinsurance and LTR days’ coinsurance amounts is entered in field 40.  The “A2”  designates primary coinsurance.

The Medicare deductible and regular and LTR days’ coinsurance amounts are circled on the sample Medicare RA for easy identification.  
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Figure 5a.  Billing Medi-Cal for Medicare Lifetime Reserve (LTR) Days Coinsurance.
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Figure 5b.  Simplified Medicare RA With Lifetime Reserve (LTR) Days.  

This example shows deductible rates and coinsurance rates.

Medicare Deductible	Medicare Part A Payment





Do NOT submit a crossover claim for Part B deductible and/or coinsurance on an inpatient stay.





Medicare Part B Payment





Do NOT submit a crossover claim for Part B deductible and/or coinsurance on an inpatient stay.





Medicare Part B Payment





PATIENT LIABILITY





Do NOT submit a crossover claim for Part B deductible and/or coinsurance on an inpatient stay.





Medicare Part B Payment





Regular Coinsurance


Days 61-90 (30 days @$219)





LTR Days Coinsurance


Days 91-100 (10 days @ $438)
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