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Change Nunber Ter m nol ogy

006 The provider was not enrolled as an eligible provider on the
date(s) of service. The provider should verify the date of service and the date
t he provi der became an enrolled provider (using the Provider Turn-Around form.
The cl ai mshould be rebilled if the date of provider enrollment is prior to, or
on, the date O service

007 The provider has not submitted a conmplete cost report or has
fail provide other documentation requested by the Medical Services
Admi ni stration.

Addi tion 008 HBP i nvoi ce adj ust nent

Addi tion 011 I nconpl ete/invalid taxpayer identification number (TIN)
submitted by you. Your clains cannot be processed w thout your correct TIN, and
you may not bill the patient pending correction of TIN. You may rebill this
claimafter you have notified the office of your correct TIN

013 The claimwas submtted electronically and there is no
aut hori zation for this billing agent fromthe provider on file with Provider
Enrol | ment. The provider must submt a conpleted MSA-1 343 to Provider
Enroll ment, wait for verification of receipt of the M5A-1 343 (on the Provider
Turn-Around form, and then rebill the claim

014, 015 The date of service is nore than 180 days fromthe Ju e
Prior Authorization Nunber.

019 The beneficiary I D Nunber is mssing. The clai mshould be
corrected and rebill ed.

020 The beneficiary ID Nunber is not nuneric. The provider should
verify the beneficiary I D Nunber. The claimshould be corrected and rebill ed.

021 The beneficiary ID Nunber is invali d. The provider should
verify the beneficiary I D Nunber. The claimshould be corrected and rebill ed.

022 The beneficiary I D Nunber does not match any beneficiary 1D
Nunber on the eligibility verification system

023 The beneficiary was not eligible for Medicaid or State Medica
Program coverage on the date(s) of service.

024 The beneficiary was not eligible for Children's Special Health
Care Services Program coverage on the date(s) of service. The provider should
verify the beneficiary ID Nunber with the Eligibility Notice. If the date of
service is within the period of beneficiary eligibility, the claimshould be
rebill ed.

Revi si on 025 The beneficiary is enrolled in a Medicaid Health Plan. The
provi der should contact the Medicaid Health Plan for reinbursenent.

026 The beneficiary is eligible for Children's Special Heann Care
Servi ces Program coverage on the date of service. The expl anation code is for
i nformati onal purposes only.



027 The beneficiary is eligible for both Children's Special Health
Care Services and Medi cai d coverage on the date(s) of service. The explanation
code is for informational purposes only.

029 The beneficiary is eligible for State Medical Program coverage
on the date(s) of service. The explanation code is for informational purposes
only.

037 Rei mbur senment for a Resident County Hospitalization clain(s)
nmust be obtained fromthe beneficiary's | ocal Fam |y |ndependence Agency offi ce,
not Medicaid. The provider should contact the |ocal Famly |ndependence Agency
of fice.

038 The | ocal Famly Independence Agency office has not entered
t he proper authorization on the eligibility verification system

040 The principle diagnosis code is mssing. The claimshould be
corrected and rebill ed.

041 The principle diagnosis code does not match the diagnosis
file.

042 The principle diagnosis code is under review for Program
criteria.

044 The ot her diagnosis code is under review for Programcriteria.

045 The principle diagnosis code is being manually reviewed as the
beneficiary's age does not fall within the normally accepted age range for this
di agnosi s.

046 The principle diagnosis code is being manual ly reviewed as the
di agnosis is not normally acceptable for the beneficiary's sex.

049 The principle diagnosis code is being manual ly revi ened.

050 The principle diagnosis code is being manual ly reviewed as
this type of provider does not normally render treatment for this diagnosis.

051 The procedure code billed does not reflect the appropriate
treatment for the principle diagnosis.

058 The procedure code billed does not reflect the appropriate
treatment for the secondary diagnosis.

059 The ot her diagnosis code is being manually reviewed as this
type of provider does not normally render treatnent for this diagnosis.

061 The ot her di agnosis code does not match the diagnosis file.

062 The ot her diagnosis code is being manually reviewed as this
type of provider does not normally render treatnment for this diagnosis.

063 The ot her di agnosis code is being manually reviewed as the
di agnosis is not normally acceptable for the beneficiary's sex.



064 The ot her di agnosis code is being manually reviewed as the
beneficiary's age does not fall within the normally accepted age range for this
di agnosi s.

065, 066, 067 The claimhas a prior authorization nunber which is not yet on
file with the Departnment of Community Health for this beneficiary, OR services
on the prior authorization form have been del eted or already paid.

068 The claimis being reviewed for a prior authorization
condi tion

073 The tooth nunber/letter is invalid. The clai mshould be
corrected and rebell ed.

074 The tooth surface is invalid. The claimshould be corrected
and rebill ed.

075 The tooth nunber/letter is required. The cl ai mshoul d be
Corrected and rebill ed.

076 The tooth surface is mssing. The claims c corrected
and rebill ed.

078 The quantity on the clai mexceeds the all owable quantity for
this procedure code. The explanation code is for in formational purposes only.

079 The injury code is mssing. The claimshould be corrected and
rebill ed.

080 The injury code is invalid. The injury code should be corr
and the claimshould be rebill ed.

087 Thi s procedure code is being m to deten
ical necessity and/or appropriateness of the service. The provider is required
to forward the nmedical record for this date of service and any other
docunent ati on whi ch supports this service to: Selective Edit Unit, Medica
Services Adm nistration, P.O Box 30479, Lansing, M 48909. If records are not
received within 30 days of the payment date of this Rem ttance Advice- on which
this expl anation code first appears for this claim the claimw |l be rejected

088 The copaynent has been deducted for chiropractic, pediatric,
or hearing aid services. The explanation code is for informational purposes
only.

Revi si on 089 The required procedure or revenue code is mssing. The
cl ai m shoul d be conceded and rebill ed.

090 The type of service code Wm ssing or invalid, should be corrected
and rebill ed.

091 I nconpl ete or invalid procedure code. The claim should be corrected
and rebill ed.

Revi si on 092 The procedure code is invalid, OR the conbination of the
type of service code and procedure code is invalid, OR the procedure code is
incorrect for the provider OR for Qutpatient Hospital the required HCPCS code is



m ssing. The provider should verify the procedure code, type of service code,
and provider type code. The claimshould be corrected and rebill ed.

093 The procedure code or the conbination of the type of service
code and procedure code is not covered on the date of service. The provider
shoul d verify the procedure code, type of service code, and date of service.
Provi ders should also verify the billing procedure with current manual materi al
for possible changes. The clai mshould be corrected and rebilled

095 The pl ace of service is not acceptable for this procedure code
or type of service

096 The procedure code is being invalid as the beneficiary's age
does not fall within the normally accepted age range for the procedure.

097 The procedure code is being nmanually reviewed as the procedure
is not normally acceptable for the beneficiary's sex.

099 The procedure code is being nmanually reviewed as this of

provi der does not normally render the indicated procedure.

100 The amount to be paid for this procedure is being determ ned
manual | y.

101 Rei mbur senent for the procedure billed has been nade based on
Medi caid's all owabl e quantity. The quantity has been reduced to Medicaid' s
al | owabl e quantity. The Rem ttance Advice indicates the quantity on which
rei mbursenent is based. The explanation code is for informational purposes only.

102 The amount billed is being manual ly revi ewed.

103 The amount to be paid on this claimis different than the
total Medi care coi nsurance and/ or deducti bl e anpbunts.

104 Thi s procedure code or drug code is being rmanually revi ewed
for Programcriteria.

105 Thi s service may have a conprehensi ve/ conponent or a nutually
exclusive relationship with another service billed for the sane date.

107 The sum of Medi care and ot her insurance paynents equal s or
exceeds Medicaid' s rate. The service should not be rebilled

110 The | evel of cam shown on the claimdoes not match the | eve
of care on eligibility verification systemfor this beneficiary.

116 Medi care coverage may be avail abl e when a di agnosi s or
procedure is for chronic renal disease.

119 The provi der does not have the appropriate specialty on file
with Provider Enrollment to be reinbursed for this service. This service nust
not be rebilled.

120 The primary surgical procedure code is invalid. The claim
shoul d be corrected and rebill ed.



121 The primary surgical procedure code does not match the
procedure file. The claimshould be corrected and rebilled

122 Qperating roomcharges were billed without a primary surgica
procedure code. The clai mshould be corrected and rebill ed.

125 The secondary surgical procedure code is invalid. The
secondary surgi cal procedure code should be corrected and the clai mshoul d be
rebill ed.

126 The secondary surgical procedure code does not match the
procedure file. The provider should correct the secondary surgical procedure
code and rebill the claim

127 The surgical procedure is being reviewed because of an
emergent or urgent condition

130 The indi vidual consideration code is invalid. The expl anation
code is for informational purposes only.

132 The di sposition of this claimservice is pending further
revi ew

136 The attendi ng physician provider I D Nunber is m ssing. The
provi der should enter the correct attendi ng physician provider |ID nunber and
rebill.

137 The attendi ng physician provider ID Nunber is invalid. The
cl ai m shoul d be corrected and rebill ed.

140 The beneficiary was eligible for State Medi cal Program
coverage on the date of service but no authorization fromthe |ocal Famly
I ndependence Agency office is on file for the service. If the provider did
recei ve authorization fromthe | ocal Fam |y | ndependence Agency office, the
claimmay be rebilled with a copy of the authorization attached.

141 This type of provider is not authorized to provide treatnent
under the State Medical Program

142 The pl ace of service is not acceptable for the State Medica
Program The service nust not be rebilled.

143 The procedure or drug code is not cover for the State Medica
Pr ogram

147 The provider type is not authorized to provide treatnment not
County Hospitalization. (Only types 10, 11, 13, 14, 30, and 74 are all owed
provi der types.)

148 The pl ace of service is not acceptable by the Resident County
Hospitalization Program - (Only the inpatient place of service is acceptable.)

150 Did not conplete or enter accurately the ordering/referring
provi der |Dnunber. The claimshould be corrected and rebill ed.

151 Did not conplete or enter accurately the ordering/referring
provider ID nunber. The claimshould be corrected and rebill ed.



152 The ordering/referring physician I D Nunber is being revi ened.
The expl anation code is for informational purposes only.

153 The pharmacy copaynment has been deducted. The expl anati on code
is for informational purposes only.

154 The date of service is mssing. The claimshould be corrected
and rebill ed.

155 The Fate @f si-rOce is invalid. The claimshould be
corrected and rebill ed.

156 The date of service is after e date the clai mwas received by
the Departnent of Community Health. The date should be verified. | f
appropriate, the claimshould be corrected and rebillied. |If the date is
correct the service nmust not be rebilled

157 The claimline date of service is not included in the range of
dates indicated by the begin to end dates of service. |f appropriate, the claim
shoul d be corrected and rebilled. The clai mwas received by the Departnent of
Conmunity Health nore than one year after the date of service.

158 The clai mwas received by the Departnent of Community Health
nore than one year after the date of service.

161 The provider is a hospital-based physician. The explanation
code is for informational purposes only.

162 The provi der does not have the appropriate specialty on file
with either Enrollnent to be reinbursed for this procedure. The provider mnust
submit a copy of his/her board certification or proof of conpleting a residency
in the specialty area, along with his/her provider ID Nunber, to the Provider
Enrol [ ment Unit.

164 The admi ssion date is mssing. The claimshould be corrected
and rebill ed.

165 The adm ssion date is invalid.

166 The admi ssion date is after the begin date of service. The
date(s) should be verified. |If appropriate, the clai mshould be corrected and
rebill ed.

167 The Resident County Hospitalization Program does not cover
this dental procedure.

168 The provider's total charge exceeds Medicaid' s rate; the
Medi cai d paynent has been reduced due to Medi care and ot her insurance payments
This results in a Medicaid payment but the amount is | ess than requested. The
expl anation code is for informational purposes only.

169 The provider type on the prior authorization formon file Wth
the Departnent of Community Health does not match the provider type on the
claim



170 The provider I D Nunmber on the claimdoes not match the
provider I D Nunber on the prior authorization formon file with the Departnment
of Conmunity Health. The explanation code is for informational purposes only.

171 The procedure code on the claimdoes not match the procedure
code on the prior authorization formon file with the Departnment of Comunity
Heal t h.

173 The Dental Invoice tooth nunber/letter does not match the
tooth nunbedl etter on the prior authorization formon file with the Depart nment
of Conmunity Health. The provider should verify the tooth nunber/letter billed
with the nunber/letter that was prior authorized. |If they match, the provider
shoul d contact the dental consultant.

174 The begin date of service is mssing. The claimshould be
corrected and rebill ed.

175 The begin date of service is invalid.

176 The begin date of service is after the end date of service.
The date(s) should be verified. |If appropriate, the claimshould be corrected
and rebilled. |If the data is correct the service nmust not be rebilled.

177 The tooth surface on the Dental Invoice does not match the
tooth surface on the prior authorization formon file with the Departnent of
Conmunity Health. The provider should verify the tooth surface billed with the
surface that was prior authorized. |If they match, the provider should contact
the dental consultant

178 The quantity indicated on the claimis greater than the
quantity indicated on the prior authorization foffn on file Wth the Depart nent
of Conmmunity Heal th.

180 The procedure code billed has been deleted fromthe prior
aut hori zation formon file with the Department of Community Health.

181 The prior authorization on file wMthe Departnent of
Conmunity Health indicates the procedure code has previously been paid. The
servi ce nmust not be rebilled.

183 The date of service is prior to the-date of the prior
aut hori zati on.

184 The end date of service is mssing. The clai mshould be
corrected and rebill ed.

Revi si on 185 The end date of service is invalid OR for CQutpatient
Hospital, the claimline date of service is not included in the range of dates
i ndicated by the fromand thru dates on the claim

186 The end date of service is after the date the clai mwas
recei ved by the Department of Community Health. The date(s) should be verified
I f appropriate, the claimshould be corrected and rebill ed.

187 The range frombegin to end date of service covers nore than
one nonth. The provider should rebill each nonth on a separate claim



188 There is no authorization for long-termcare on eligibility
verification systemfor at |east one of the dates covered by this claim

190 The prior authorization nunber is not nuneric. The claim
shoul d be corrected and rebill ed.

191 The prior authorization nunber is invalid.

192 The provi der does not have the appropriate specialty on file
to be reinbursed for this procedure. If the provider has the appropriate
specialty, then the Provider Enrollment Unit should be notified and the claim
rebilled. If the provider does not have the appropriate specialty, then the
servi ce nmust not be rebilled.

193 The Children's Special Health Care Services Program has not
aut hori zed this date of service.

194 The Children's Special Health Care Services Program has not
aut hori zed this provider type to render treatnment to this child.

195 The Children's Special Health Care Services Program has not
aut hori zed this provider ID Nunber to render treatnent to this child.

197 The service requires prior authorization and the prior
aut hori zation nunber is not on the claim

199 The procedure was rei nbursed at the | esser of charge or
screen. The expl anation code is for informational purposes only.

201 The provider ID Nunmber on the claimdoes not match the
provi der 1D Nunber that was authorized to treat this beneficiary. The provider
shoul d check the I D nunber and rebill using the correct provider |ID nunber

202 Medi cai d has been billed before six nonths have el apsed since

billing the other insurance carrier. The provider should waft until six nonths
after billing the other insurance carrier before rebelling the claim
203 The provider nust bill the other insurance carrier first for

ancillary services. (The eligibility verification systemindicates that the
beneficiary has other insurance but the claimindicates no action was taken by
the other insurance carrier.) The provider should bill the other insurance
carrier, await a response, then rebill the claim

209 The vi sion copaynment has been deducted. The expl anati on code
is for informational purposes only.

210 The required repl acement claimor adjustnent has an invalid
original claimreference nunber

211 The required original claimreference nunber is mssing from
the repl acement claimor adjustnent. The clai mshould be corrected and rebill ed.

213 The adj ustnent has an invalid original claimline nunber.

214 The required original claimline nunber is mssing fromthe
adj ust ment .



215 The adj ustnent invoice amount billed is not equal to zero.

216 The Medicaid Health Plan has billed too far in advance. The
date(s) should be verified. If incorrect, the claimshould be corrected and
rebill ed.

217 The end date of service does not equal the |ast day of the
nont h.

218 The begin date of service does not equal the first day of the
nont h.

219 The primary Surgical procedure date is invalid.

220 The primary surgical procedure date is mssing. The claim
shoul d be corrected and rebill ed.

222 The prescription nunber is mssing. The clai mshould be
corrected and rebill ed.

223 The prescription nunber is invalid.

224 The beneficiary is restricted to primary providers as
i ndicated on the beneficiary's |ID Card.

225 The beneficiary requires prior authorization as indicated on
the beneficiary's ID Card.

228 The pharmacy's prescribing/referring physician is not the
restricted beneficiary's primary provider as indicated on the beneficiary's ID
Card.

229 The required enmergent condition code is mssing. The claim
shoul d be corrected and retained.

230 The emergent condition code is invalid.

231 Begi n date of service prior to inplenentation of Medicaid
Heal th Pl an.

233 The referral code is mssing. The clai mshould be corrected
and rebill ed.

234 The referral code is invalid.

235 The provider ID and the procedure code billed are not
conpati bl e.

236 The beneficiary was not enrolled in a Medicaid Health Plan on
the date(s) of service.

238 The | ocator code is invalid.
239 The Medicare status code is mssing. The clai mshould be

corrected and rebill ed.

240 The Medicare status code is invalid.



241 The disposition of this claimis pending further review.

242 The coordination of- benefits indicated/card status code is
invalid as It does not match the paynent, deductible or coinsurance information
entered on the claim

243 The coordi nation of benefits indicator or the Medicare invalid
as It does not match the paynment, deductible or coinsurance information entered
on the claim

244,245 The claimis being reviewed for possible Mdicare
cover age.

246 The beneficiary is eligible for Medicare, however, the claim
shows the beneficiary is under age 65.

247 The beneficiary is age 65 or older and themis no indication
t hat Medi care has nmade paynment or applied the charge to the beneficiary's
deducti bl e.

251 The facility is billing for ancillary services that have not
been approved by Medicare. Only those ancillary services with a coi nsurance or
deducti bl e amount may be billed by the facility. The service nust not be
rebill ed.

252 The nodifier or the type of service submitted on this claimis
i nconsistent with authorized services.

254 The ot her insurance code is mssing. claimshould be correded
and rebill ed.

255 The ot her insurance code is invalid.

Revi si on 258 Qur records in ca there is insurance primary to oum
however you did not conplete or enter accurately the required information

262 The beneficiary data on the eligibility verification system
i ndi cates other insurance. The provider should investigate to determ ne if
benefits are available. The claimshould be rebilled using the correct other
i nsurance code and docunentation

264 The di scharge status code is missing. The clai mshould be
corrected and rebill ed.

265 The di scharge status code is invalid.

269 The claimis being nmanually reviewed for possible change in
ot her insurance status.

271 The Medicaid Health Plan beneficiary has other insurance. The
expl anation code is for informational purposes only.

272,273 The beneficiary has another insurance coverage for
pharmacy. The pharmacy nmust bill the Oher Insurance carrier first before
billing Medicaid, Children's Special Health Care Services, or the State Mdica
Program See your Pharmacy Manual Appendi x C for requirenments regardi ng O her



I nsurance billings and Chapter 1V for billing instructions for prescriptions
with Ot her |nsurance paynents.

Beneficiary ID cards will indicate an O her Insurance Code of 87 or 89 when a
benefici ary has anot her pharmacy insurer.

276 The sum of the anounts paid by the other insurance carrier
does not equal the total other insurance anmount paid. The provider should
recal cul ate the dollar anount on each claimline. The total of the other
i nsurance paynent on each claimline nmust equal the total other insurance
paynment item The clai mshould be corrected and rebilled. (The provider may
rebill indicating a |lunp sum other insurance paynent in the Remarks section or
Total Other Insurance Paid item A copy of the other insurance's paynent
voucher rmnust acconpany the claim)

277 The sum of the anounts billed does not equal the total ampunt
billed. The provider should correct the dollar amounts on each claimline and
rebill the claim

278 The noncovered charge is greater than the beneficiary-pay
amount The expl anation code is for informational purposes only.

279 The claimline date of service is not included in the range of
dates indicated by the fromand thru dates on the claim The clai mshould be
corrected and rebill ed.

280 The surgeon's provider ID Nunber is invalid.

282 The beneficiary-pay anmount does not agree with the data on the
eligibility verification systemfor this date of service. The beneficiary-pay
amount for this beneficiary should be verified by the provider before billing
another claimfor this beneficiary. The explanation code is for informational
pur poses only.

284 St at e-owned and -operated facilities are not allowed to offset
beneficiary pay amobunts. The service nmust not be rebill ed.

287 St at e-owned and -operated facilities may not bill for services
t hat have been applied to the Medicare Part B deductible. The claimshould not
be rebill ed.

288 The rel ationshi p between the clai mstatus code and di scharge
status code is invalid. The claimshould be corrected and rebill ed.

292 This beneficiary is not authorized for long-termcare for
these dates of service. The claimshould not be rebilled.

294 There is an invalid relationship between the claimline date
of service and the number of daysiquantity. The claimshould be corrected and
rebill ed.

295 The claimstatus code is invalid or mssing. The claimshould
be corrected and rebill ed.

296 The rel ationshi p between the claimstatus code and the
adm ssion begin date is invalid. The claimshould be corrected and rebill ed.



298 The rel ationshi p between the Medicare indicator and the
beneficiary's age is invalid. The claimshould be corrected and rebill ed.

299 Ancillary services may not be billed to Medicaid by state-
owned and operated facilities. The claimshould not be rebilled

301 The rel ationshi p between the Adjustment Code (Type of Bil
indicator) and the Oiginal O aimReference Nunber is invalid. The claimshould
be corrected and rebill ed.

302 Qut patient services for beneficiaries in a long-termcare
facility are limted to ancillary services. The service nust not be rebilled.

303 The Medicare indicator is invalid. The clai mshould be
corrected and rebill ed.

306 Phar maci es cannot bill over-the-counter products that are
included in the facility's per themrate for a beneficiary in a long-termcare
facility. The service nust not be rebated.

308 Payment was forced for this enrollee who | ost Medicaid this nonth.
The expl anation code is for informational purposes only.

309 The first date of service may not be a therapeutic | eave day.

310 The service is included in the long-termcare facility's per them
rate.

313 The | ast date of service cannot be a therapeutic | eave day.

314 The coi nsurance amount plus deducti ble anount is greater than the
amount billed on the Medicare lines. The provider should verify the amount used
with the Medicare voucher and correct and rebill the claim

315 The date the claimwas submtted to the other insurance carrier is
i nvalid. The explanation code is for informational purposes only

317 The rel ationship between the beneficiary's | evel of care and the provider
type is invalid.

319 This is a continuous or final WIling for outpatient services.

320 The rel ationshi p between Medi care indicator on claimlines 6
through 10 and the information on the claimline nmay be invalid as:
> the indicator is blank, which is to be used for clains with Medicare
(T18) paynent, and no claimline Medicare paynent is shown, or
> the indicator is "2", which is to be used for clainms w thout Medicare
paynment, and a claimline Medicare paynment i s shown.

321 The procedure is being reviewed as a separate procedure.

322 The noncovered charges are not prior authorized. The service
nmust not be rebilled.

323, 325 Mul tiple procedures are being reviewed for appropriate
rei mbur senent.



324 Mul tiple procedures will be reinbursed based on claimline
order with the primary procedure first.

327 The appropriate CLIA | ab specialty code is not on the Provider
Enroll ment file. The provider should notify Provider Enrollnent, in witing, of
its CLIA certification. The claimnust not be rebated until the Provider
Enroll ment file is updated.

328 The beneficiary is eligible for only Children's Special Health
Care Services Program coverage and the service billed is not a benefit of that
program The service shoul d not be rebated.

329 The nunber of days or visits is mssing. The claimshould be
corrected and rebat ed.

330 The nunber of days or visits is invalid.

331 The rel ationshi p between the nunber of days billed, the from
and thru dates, and di scharge status code is invalid. The clai mshould be
corrected and rebill ed.

332 The total nunber of days billed does not equal the sum of the
days on the claimlines.

333 Thi s procedure code cannot be used by this provider. The
servi ce should not be rebill ed.

334 Days supply is invalid or mssing. The clai mshould be
corrected and rebill ed.

336 Days supply is greater than 100 days. The service nust not be
rebill ed.

337 The conpounded i ndi cator was changed to 1, as the val ue
submitted was invalid. Valid values are 4 (hone infusion therapy), 3 (compound
for capsul es, suppositories, and tissue papers), 2 (conpound for other forns)
and 1 (not a compound). The explanation code is for informational purposes only.

338 The procedure code requires prior authorization when billed
with this diagnosis.

339 Repl acenment cl ai m or adj ustnent pending for determ nation of
conpliance with prior authorization requirenents.

341 This | aboratory service is not allowed for this provider type.
The service nust not be rebilled.

342 A unit dose fee has been approved for this provider. The
expl anation code is for informational purposes only.

343 This procedure is being manually reviewed for identification
of the referring/attending provider. The expl anation code is for informational
pur poses only.

344 Required referring/attendi ng provider ID nunber is mssing or
i nvalid. The claimshould be corrected and rebill ed.



348 This service has been reinbursed as a bilateral procedure
based on the reporting of Mdifier Code 50. This explanation code is for
i nformati onal purposes only.

349 Modi fi er Code 50 has been reported for this procedure, but no
addi ti onal reinbursenent has been made. This expl anation code is for
i nformational purposes only.

350 Requi red pl ace of service code is mssing. The clai mshould be
corrected and rebill ed.

355 Required quantity billed is invalid or m ssing.
362 M ssing drug code. The clai mshould be corrected and rebill ed.
363 Invalid drug code. The cl aimshould be corrected and rebill ed.

364 The service has been rejected as it was rendered upon an
order/prescription froma suspended provider. The clai mnust not be rebilled.

367 The claimrefiects a quantity in excess of the quantity
normal |y accepted for this drug. This explanation code frequently causes
paynment rejections, because the proper billing unit was not used (e.g.
milliliters were used instead of vials). Pharmacies should rebill wth
corrected quantity entries.

VWhen quantity limts are exceeded, a pharmacy may recei ve paynent by rebelling
and listing the prescribers daily dosage instruction in the Remarks or Drug
Description of the invoice. For dermatol ogicals, also list the size of the
application area. [Note: The prescriber's daily dosage instruction tinmes the
nunber of Days Supply billed nust equal the Quantity billed.]

369 The drug billed requires prior approval and the requi
orization nunmber was invalid for the beneficiary.

370 The National Dng Gode (F, 106-06 not on the Program s drug
file. Check the NDC entry for accuracy and rebill.

371 The National Drug Code (NDC) billed is not nornally dispensed
for a beneficiary of this age.

372 The National Drug Code (NDC) billed is not applicable for the
beneficiary's sex. Al data should be verified. |If appropriate, corrections
shoul d be nade and the claimrebilled. If the data is correct the service nust
not be rebill ed.

373 The conpounded drug claimis being manual ly priced.

374 The amount billed is being manual ly revi ewed.

376 Care Services or the Programdoes not, r the drug billed. Al
data should be verified, especially the Mchigan Medicaid Drug Ust (Appendix F).
If appropriate, corrections should be made and the prescription rebilled. If
the data is correct the prescription nust not be rebilled.

377 The new refill code is mssing. The claimshould be corrected
and rebill ed.



378 The new refill code is invalid. The claimshoul d be corrected
and rebill ed.

379 The fee for this procedure is being rmanually revi ewed.
380 The acqui sition charge is m ssing.
381 The facility charge is invalid.

382 The quantity times the rate does not equal the hospital
char ge.

383 The professional charge is invalid. The clai mshould be
corrected and rebill ed.

384 The professional charge is invalid. The clai mshould be
rebill ed.

388 The di agnosi s code does not appear to support the proc

389 rel ati onship between the nunber of days billed, the from and
thru dates, and the di scharge status code.

390 The ot her insurance paynment on this claimline is invalid.

392 The quantity entry and package size for the National Drug Code
(NDC) billed are inconsistent. The pharnmacy should check the quantity entry on
the claimto nake sure that decimals were billed for fractional package sizes
(e.g. 18.1 gns) or that the quantity relates to the NDC package (e.g., billing
21, not 28, for an oral contraceptive sold in packages of 21).

394 I npatient hospital services for Wayne County Resi dent County
Hospitalization beneficiaries require prior authorization by the Wayne County
PLUS CARE Program

395 The amount billed on this claimline is m ssing.
396 The charges m nus Medi care and ot her insurance paynent(s) do n
equal the anount billed. The explanation code is for informational purposes

only.

397 The charges m nus Medi care and ot her insurance paynent(s) do
not equal the anount bill ed.

398 Nunber of claimlines greater than 1. valid. The e lanation
code is for informationa

400 The total nunmber of lines is invalid. The explanation code is
for informational purposes only.

401 The total nunmber of lines is mssing. The explanation code is
for informational purposes only.

402 The nunmber of claimlines red does not equal the total nunber
of lines indicated. The explanation code is for informational purposes only.



403, 407, The data on the eligibility verification sy mindicates
ot her insurance.

409 The provider should investigate to determine if benefits are
avai l able. The claimshould be rebilled using the correct other insurance code
and docunentation

404 The claimis being manually reviewed for possible change in
ot her insurance status.

408 The claimis being nanually reviewed for possible change in
ot her insurance status.

410 The Medicare paynent is invalid.

411 The claimis being nmanually reviewed for possible change in
ot her insurance status.

415 The Medi care coi nsurance anount is invalid

416 The anount billed as Medicare coi nsurance i s not cal cul ated
based on the total Medicare paynent.

417 This el ective service (Emergent condition Code 2) was
perfornmed in the energency room The service should be rebilled using the
clinic visit Procedure Code 169525.

418 The urgent service (Emergent Condition Code 3) was performnmed
in the energency room The service should be rebilled using the clinic visit
Procedure Code 169525

420 The amount applied to the Medicare deducti bl e exceeds the
yearly Medi care deducti bl e.

421 The provider is billing a procedure code that is inconpatible
for the setting and the provider specialty.

422 A hospital charge is not allowed for this procedure, or the
procedure performed is not indicated on the claim

423 The procedure code cannot be billed by the CQutpatient
Hospital. The provider nmust rebill using the correct claimform

424 Thi s procedure code supports the hospital charge codes; no
charge all owed. The explanation code is for informational purposes only.

425 The total other insurance paid is invalid.

426 Beneficiary not eligible for Medicaid and not covered for SWMP
because of county of residence. The provider should contact the beneficiary's
heal th care or dental contractor

427 Beneficiary not eligible for Medicaid and not covered for SMP
because of county of residence. The claimshould not be rebilled



428 Beneficiary not eligible for Medicaid and not covered for SMP
because of county of residence. The provider should contact the Wayne County
Fam |y | ndependence Agency offi ce.

429 Beneficiary not eligible for Medicaid and not covered for SMP
use of county of residence. The claimnmust not be rebilled.

432 The quantity billed is mssing or invalid, or the outpatient
hospi tal has asked for individual consideration

433 The total charge is invalid or m ssing.
434 The total Medicare paynent is not nuneric.
435 The total facility charge is invalid.

436 The sum of the hospital charges does not equal the tota
hospi tal charge

Revi si on 437 The sum of the claimline charges does not equal the
total charge

Revi si on 438 The sum of the claimline insurance paynments does not
equal the total insurance paynents.

Revi si on 439 The sumof the claimline insurance paynents does not
equal the total insurance paynents

440 The professional charges total is invalid.

441 The sum of the professi onal charges does not equal the tota
pr of essi onal char ge.

442 Wayne County RCH cl ai mreceived after 10-3i-89.

443 Beneficiary not eligible for Medicaid and not covered for SMP
becaus of county of residence. The service nust not be rebilled

444 Services may be the responsibility of the beneficiary's health
camor dental contractor in the Wayne County PLUS CARE Program

445 The total paynents from other sources is invalid.

446 The drug requires prior approval and the prior authorization
nunber is mssing. The provider nmust obtain prior approval and enter the prior
aut hori zati on nunber on the claimform

447 The beneficiary is -a Qual ated Medicare Beneficiary. This code
is for informational purposes only.

448 Medicaid is liable only for the coinsurance and deducti bl e
portion of a Medicare-covered service for Medicare Qualified Beneficiaries. The
claimnust not be rebilled to Medicaid

450 The beneficiary-pay anmount is invalid.



452 The claimis pending for manual review of the beneficiary-pay
anmount .

454 This service is not covered by the Program The service nust
not be rebilled.

456 The beneficiary-pay amount | ess the noncovered charge is not
equal to the net beneficiary-pay anount.

457 The claimis being reviewd as the place of service may not be
acceptable for this surgery.

462 The beneficiary is only eligible for enmergency services and
el ective services have been billed. The service nust not be rebilled.

Revi si on 463 The primary physician's I D Nunber is not the sane as the
billing provider's I D Nunber or the referring/attendi ng providers ID Nunber on
the claim The provider should verify that the provider |ID Nunber used on the
claimis the primary physician's | D Nunber.

464 The total amount billed is mssing. The clai mshould be
corrected and rebill ed.

465 The total ampbunt billed is invalid.

467 The total net charge mnus the net beneficiary-pay anount does
not equal the anmpbunt billed. The explanation code is for informational purposes
only.

468 The summary of the charges does not agree with the tota
anmount bill ed.

469 The sum of the anounts billed does not equal the total ampunt
billed. The explanation code is for informational purposes only.

472 The Physi cian Sponsors/Cinic Plan's Medicaid provider ID
Nunber is not the sane as the attending physician's provider | D Nunber on the
claim The provider should verify the attendi ng physician's provider |ID Nunber
on the claim If the nunber on the claimis incorrect the provider should
correct and rebill the claim If the beneficiary was referred for nedical care,
the attendi ng physician's provider I D Nunber nust indicate the Physician
Sponsors/dinic Plan's provider ID Nunmber on the claimwhen billing. Medicaid
wi Il not cover services rendered to a Physician Sponsor/dinic Plan beneficiary
wi t hout the Physician Sponsors/Clinic Plan's authorization unless the services
were in response to an energency situation.

473 The beneficiary is enrolled in tive Beneficiary nonitoring
Program as requiring prior authorization for services.

474 The beneficiary is enrolled in the Beneficiary Mnitoring
Restricted Provider Control Program and the provider |ID Nunber is not the sane
as the provider or referring/attendi ng/prescribing provider |ID Nunber on the
claim

480 The unit dose repackagi ng fee was not included in
rei mbur senment because the prescription was not dispensed to a long-termcare
beneficiary OR the product is not an oral solid OR the product is a manufacturer



prepackaged unit dose OR the pharmacy is not authorized for unit dose
repackagi ng rei nbursenent This code is for informational purposes only.

Revi si on 483 The beneficiary-pay anmount has been corrected to match
the amount on the Medicaid Eligibility File. If an insufficient beneficiary-pay
amount has been collected, the balance is due fromthe beneficiary. If an
excessi ve anount has been coll ected, the balance is due to the beneficiary. This
code is for informational purposes only.

486 The beneficiary no |l onger resides in the Medicaid Health Pl an
service area

488 The Children's Special Health Cam Services Program has not
aut hori zed this provider type to render services to this child.

489 The beneficiary is not eligible for Medicaid Health Pl an
enrol | ment.

492 The beneficiary was not eligible for Children's Special Health
Care Services, Medicaid, State Medical Program or Resident County
Hospitalization coverage on the date(s) of service. The date(s) and beneficiary
I D Nunber should be verified. If appropriate, the claimshould be corrected and
rebilled. If the data is correct, the service nmust not be rebilled.

494 The beneficiary was determ ned ineligible for Medica
Assi stance after a Medicaid ID Card was i ssued. Since a card was issued, the
cl ai m has been processed for paynent This also applies to the State Medica
Programin those counties where an ID Card is issued. The explanation code is
for informational purposes only.

495 The beneficiary is over one year of age and is not enrolled in
a Medicaid health plan or clinic plan on the date of service.

497 This claimline is paid at 50% of the providers charge or at
50% of Medi caid rei mbursenment, whichever is |ess. The expl anation code is for
i nformational purposes only.

498 This service nust be bllleGwith a nodifier. The clai mshoul d
be rebilled with the appropriate nodifier

500 Charges are adjusted based on multiple surgery rules or
concurrent anesthesia rules.

501 Dupl i cate procedure between HCPCS and ol d procedure coding.

503 The date of service on the claimrequires manual review
Adj ustnents will be processed nanual ly.

505 The dates of service span two or nmom hi storical processing
periods. Each date of service nust be rebilled on a separate claim

506 The services do not reflect the provision of nursing or
physi cal therapy services.

508 Date of Service for Medicaid Health Plan (MHP) claimis too
old to be processed.



510 The cl ai mindicates a possible DRG over paynment

511 The claimindicates an adm ssion to the hospital within 15
days of discharge froma different hospital

513 The claimindicates a readnission to the sanme hospital within
15 days of discharge. The claimshould be rebilled as explained in the Medicaid
Hospi tal Manual .

515 The outpatient claimindicates energency room services
(Procedure Code 169032 or revenue code 450) and subsequent admi ssion to the
i npati ent hospital setting.

517 I npatient Hospital claimwas not processed by the
groups/ prices. The expl anation code is for informational purposes only.

518 This beneficiary was admtted/ hospitalized within 15 days of
di scharge froma different hospital

519 This beneficiary was readm tted/ rehospitalized to the sane
hospital within 15 days of di scharge

526 The document ati on submitted does not reflect the diagnosis
and/ or procedum as indicated on the claim The claimhas been reassigned to a
new DRG

530 The outpatient claimis for services provided during an
i npati ent stay. These outpatient services nust be included on the inpatient
claim The outpatient hospital nust contact the inpatient hospital for
rei mbursenent for these services.

Addi tion 532 Predpost -operative care paynent is included in the
al | owance for the surgery/ procedure.

534 The total of the beneficiary-pay anount on all |ong-term cam
i nvoices for this beneficiary for this nonth of service exceeds the beneficiary-
pay anount shown on the eligibility verification system The explanation code is
for informational purposes only. The provider should refund the excess
benefici ary-pay anount to the beneficiary_ and submt a claimadjustnent.

535 The total of the beneficiary-pay anount on all l[ong-termcare
i nvoices for this beneficiary for this nonth of service is less than the
benefi ci ary- pay anount shown on the eligibility verification system The
Department of Community Health has corrected the beneficiary-pay anount on this
claimto reflect the beneficiary-pay anount shown on the eligibility
verification systemfor the nonth

536, 538 The amount billed for this |aboratory service exceeds
the dollar Iimtation established by the Program

540 Beneficiary enrolled in Healthy Kids Dental Program Submit
claimto the dental carrier. Do not rebill the Medicaid Program

544 Physi ci an ER case rate: services provided in an emergency room and
subject to the ER case rate paynent, have been billed on separate invoices.
Thi s cl ai mhas been pended for review.



548 The claimis a duplicate of a previously paid claim The
G ai m Ref erence Nunber, |ine nunber, and paynent date of the paid claimare
shown. (if the d aim Reference Nunber follow ng Explanati on Code 548 is the sane
as the nunber assigned to this claimin the left colum on the Renmittance
Advi ce, duplicate services are billed on this claim)

549 The claimis a duplicate of a claimpaid to another Medicaid Health Pl an

552 The claimis a duplicate of a previously paid claim The
C ai m Ref erence Nunber, |ine nunber, and paynent date of the paid claimare
shown. (if the d aimReference Nunber follow ng Expl anati on Code 552 is the sane
as the nunber assigned to this claimin the left colum on the Renmittance
Advi ce, duplicate services are billed on this claim)

553 The frequency of this service is being manual ly revi ewed.
555 The date(s) of service is invalid.

560 Aclaimis on file with a different drug entity for the s ane
beneficiary and prescription nunber. The explanation code is for informational
pur poses only.

562 Refills of Schedule 11 drugs amnot covered. The prescription
nmust not be rebilled.

563 Arefill for a Schedule 11, 1V, or V drug was billed nore
than 180 days fromthe date of service of the original prescription. A new
prescription is required.

565 The claimis billing for the sbdh refill of the prescription
for a Schedule Ill, 1V, or Vdrug. Only five refills are allowed. A new
prescription nust be obtained before the prescription is rebilled.

567 The beneficiary has received the same drug fromtwo different
pharmacies within a short period of time. The explanation code is for
i nformational purposes only.

571 The dates of service for this inpatient claimoverlap the
dates of service for another paid claimand the amounts billed am equal

572 This is a duplicate claimpaid to the sane Medicaid Health
Plan for the sane beneficiary and the same date(s) of service. The Caim
Ref erence Nunber and paynent date of the paid claimare shown. (if the daim
Ref erence Nunber follow ng Expl anati on Code 572 is the sane nunber assigned to
this claimin the left colum on the Remttance Advice, duplicate services are
billed on this claim) The service nmust not be rebill ed.

574 The Medicaid Health Plan invoice dates of service overlap the
dates of the previously paid claimto another type of provider.

575 The dates of services for this claimamduplicate or
over| apping the dates of service for another paid claim

576 The paynent of this Medicare deductible would result in
over paynment of the Medicare deductible for the year



577 More than 18 therapeutic | eave days have been used in the |ast
365 days.

579 The sum of all beneficiary-pay amounts accunul ated by this
paynment system for this beneficiary, for this nonth of service, does not equal
t he beneficiary-pay amount on the system This explanation code applies to claim
adjustments only. If the claimis rejected, correct the beneficiary pay amount
and rebill the adjustnment

581 The claimto be adjusted/repl aced cannot be |ocated as a paid
claimfor this beneficiary.

582 An attenpt was nmade to adjust/replace a C ai mReference Nunber
or line nunmber which has already been adjusted/replaced. Only the | ast paid
O ai m Ref erence Number ni ne nunber can be adjusted. The cl ai madjustment shoul d
be rebilled using the last paid O ai mReference Nunber.

584 This is the daimReference Nunber of the claimbeing
adj ust ed/ repl aced. The expl anation code is for informational purposes only.

589 This fiscal year has been final gross adjusted.

590 The acut e dosing coverage for ul cer drugs has been exceeded
and no Wilization Review Nunmber has been submitted with the request for
paynment. The service nust not be rebilled.

596 Mom t han one provider type has billed Tor case nmanagenent for
the same nmonth. The expl anation code is for informational purposes only.

600 Determ nati on of reinbursenent for the DRGis being made. 7 he
expl anation code is for informational purposes only.

601, 603 This service may have a conprehensi ve/ conponent or a
mutual Iy exclusive relationship with another service paid for the sane date.

602 Thi s service has a conprehensive/ conponent or a mutually
exclusive relationship with another service paid for the sane date.

604 Thi s service has a conprehensive/ conponent or a mutually
exclusive relationship with another service paid for the sane date.

606 Mul ti pl e procedures or services have been billed on separate
cl ai ns.

607 The frequency of the conbination of services billed exceeds
Program policy limts. The services nust not be rebilled.

608, 609 The frequency of the conbination of services billed
exceeds Program Policy Limts. Medical necessity nmust be docunented. Addition

670 Cient has private coverage through a nmanaged care
organi zation (MCO) . You must bill that MCO If you are not part of that network
you must obtain authorization fromthat MZO before billing. Medicaid and CSHCS
will only cover the co-paynent and deductible up to the Medicaid fee.

Addi tion 671 The insurance carrier indicates that you ama
partici pating provider and have agreed to accept their payment as paynent in



full. Medicaid and CSHCS Wil not nake further paynment and the client may not be

Addi tion 672 The client has met their private insurance co-pay
requirement limt for the year. You may bill and receive full m nbursenment from
the insurance carrier.

Addi tion 673 This service Is a covered benefit under the private
i nsurance policy of the client but, to be reinbursed, it requires you to bil
the insurance carrier using a nore specific diagnosis.

Addi tion 674 This service is a covered benefit under the private
i nsurance policy of the client. Bill the insurance carrier.

Addi tion 675 The reason the insurance carrier rejected this claimis
not clear. Re-bill with a copy of the EOB or include a detailed rejection

descri ption.

Addi tion 676 The insurance carrier included paynent for this service
i n anot her procedure perforned on the same day. Re-bill both procedures
reflecting the appropriate distribution of the insurance paynent.

Addi tion 677 The client has a point of service insurance policy.
Medicaid requires that the client use the highest |evel of benefit available
(e.g. using a network provider rather than paying a higher co-pay). Medicaid
wi Il not nmake further paynent for this service.

Addi tion 678 Based on the insurance paynent, we have adjusted our
paynment for the service to include only the co-pay and deducti bl e.

Addi tion 679 The service was denied by the insurance carrier for a
pre-existing condition. Sufficient credible coverage exists under the Medicaid
and/ or CSHCS Prograns to require the carrier to pay for the service. A
Certificate of Credi ble Coverage will be sent to you under a separate cover
letter. Include this certificate with your re-billing to the carrier

690, 691 This claimhas been re-enteredicreated by the Departnent of
Conmunity Health. The explanation code is for informational purposes only.

693- 699 The beneficiary's eligibility has been manual |y
reviewed. The explanation code is for informational purposes only.

700 The rei nbursenent anobunt was manual |y determ ned. The
expl anation code is for informational purposes only.

701 A portion or all of the outlier days have been denied. The
cl ai m has been adjusted accordingly.

702 The quantity has been corrected to correspond with the
procedure code description and submtted docunentation. In the future, the
quantity field nmust be conpleted with the correct quantity. The expl anation
code is for informational purposes only.

oR



The quantity of visits has been changed to reflect those on the submtted
beneficiary care plan of treatnent. For paynment to be considered for additiona
visits, a claimadjustnment is required with docunmentation supporting the
necessity for the additional visits.

703 Medicaid is only responsible for the Medi care 20% coi nsurance
amount for those beneficiaries eligible for Medicare Part B for a total amount
not to exceed Medicaid s reinbursement limtation. The claimhas been processed
for this anount up to Medicaid' s maxinumlimtation. The explanation code is
for informational purposes only.

704 The maxi mum al | owance for this service has been paid. For
i npatient hospitals, any change in the charges will be manually reflected in the
final settlenment data. The explanation code is for informational purposes only.

705 A conmput ati onal error has been corrected and the total ampunt
bill ed has been processed accordingly. The explanation code is for
i nformational purposes only.

706 For Inpatient Hospital: The beneficiaries beneficiary-pay
amount, according to the eligibility verification system is |less than the
amount reflected on the claim If you have coll ected an inappropriate
benefi ci ary-pay anount, the difference should be refunded to the beneficiary.
The expl anation code is for informational purposes only.

For Long-Term Care: The total of the beneficiary-pay anount on all | ongterm cam
i nvoices for this beneficiary for this nonth of service is less than the

benefici ary-pay amount on the eligibility verification system The Depart ment

of Conmunity Health has corrected th ' e beneficiary-pay anmount on this claimto
reflect the beneficiary-pay amount shown on the eligibility verification system
for the nonth.

707 The service on this claimline has been recoded to the correct
procedure/type/drug code. The provider must use the corrected code for future
billings. The expl anation code is for informational purposes only.

708 The utilization review sheet, discharge summary, anesthesia
report, or adm ssion history and physical was either not received or inconplete.
The cl ai mshould be rebilled with the appropriate docunentation

709 A PACER nunber nust be obtained before this claimcan be paid.
Provi der nust obtain pacer nunmber and enter it on the claimform

710 The documentation submitted for review of this adm ssion does
not warrant a second DRG paynment The provi der should include the services for
this adm ssion on the claimfor the first admission. |If the first adm ssion has
been paid, then these services nmust be included on a claimadjustnment for the
first adm ssion.

711 The Optical Character Reader could not mad the typed print
property. This may be corrected by cleaning the type font, changing the ribbon
or properly aligning the claim The explanation code is for informational
pur poses only.

712 A review of this readm ssion appears to warrant two separate
DRGs. A claimfor each adm ssion nmust be submitted along with the required
docunentation attached to each claim



713 The cl ai m has been nanually rejected. A separate cover letter
has been sent to the provider explaining the reason for this rejection

714 The documentation is not adequate to warrant additiona
payment for this service. If appropriate, a claimadjustment should be submitted
wi th conpl ete docunentation of the service provided. The explanation code is for
i nformati onal purposes only.

715 C ainms should be rebilled with the actual product cost of the
i tem docunented. The expl anation code is for informational purposes only.

716 This claimwas rejected in error and has been resubmtted by
the Departnent of Community Health. The explanation code is for informationa
pur poses only.

717 The provider type code and/or provider |ID Nunber were
corrected. In the future, this information nust be conpleted properly. The
expl anation code is for informational purposes only.

718 This claimhas been corrected to correspond with information
on the prior authorization form The explanation code, is for informationa
pur poses only.

719 Rei mbursenent for this Medicare Part A only claimincludes a
full DRG paynment mnus the coinsurance and/ or deducti bl e paynments previously
paid on the Part B only claim The explanation code is for informational
pur poses only.

720 The di agnosi s code has been corrected to correspond with the
di agnosi s description. The explanation code is for informational purposes only.

721 The Medi care status code has been corrected. The expl anati on
code is for informational purposes only.

Revi si on 722 The date of service has been corrected to the proper
eight (8) digit format. The explanation code is for informational purposes only.

723 The frequency of this service exceeds Program paraneters.
Medi cal necessity nust be docunented. The expl anation code is for informational
pur poses only.

724 The information on this clai mdoes not adequately support the
use of Energent Condition Code | (emergency). If appropriate, the claimshould
be rebilled with conpl ete docunentation supporting the Enmergent Condition Code
1

725 Thi s procedure, reviewed under Expl anati on Code 087, has been
rej ected. Having been previously advised of a providers right to contest this
deci sion, the provider may wi sh to address a request for an Adm nistrative
Hearing to the Manager, Administrative Tribunal and Appeal s Division, PO Box
30195, Lansing, M 48909-7695.

727 Thi s claimhas been manually rejected for masons specified by
t he acconpanyi ng expl anati on codes with "P' ( pend) indicators.

728 This rejected claimwi |l be paid with a gross adjustnent in
accordance with the provisions of a letter forwarded under separate cover to the



address indicated on page | of the Remittance Advice. The clai mshould not be
rebill ed.

729 This service has been billed on the wong claimform The
provi der should refer to his/her provider manual for the correct claimformto
use and rebill the claim

730 Mut ual Iy excl usive services have been billed separately and
paynment is not allowed. These procedures nmust be conbined and rebilled on one
claimline, using the appropriate procedure code.

731 Service not payable with other service rendered on the sane
date. The service nust not be rebilled.

732 This service is included in the reinbursement for the nmedica
visit provided on the sane date of service. The service must not be rebilled.

733 There is not sufficient information to process this claim
l[ine. The claimline should be rebilled with conpl ete docunentation to support
the service provided. |If claimadjusting, a copy of the Renmittance Advice page
showi ng the | ast payment nust al so be attached.

734 The quantity billed on this line is not consistent with the
billing unit specified in Appendix F. The claimshould be billed with the
correct quantity as specified in Appendix F.

735 Mul tiple services am conbi ned on one claimline. Each service
shoul d be rebilled on a separate claimline.

736 This service is included in the surgical fee/delivery
feel/ antepartum fee. The service nust not be rebill ed.

737 Beneficiary ineligible for this service. The service must not
be rebill ed.

738 This service is included as a conmponent part of another
service and cannot be reinbursed separately. The service nust not be rebilled.

739 The procedum code/ procedure type code/drug code on this claim
line should be rebilled with the correct code. (The provider should al so review
t he conbi nation of procedure type code and place of service code.) The claim
shoul d be corrected and rebill ed.

740 This service nust be rebilled wan a copy of the operative
report, pathology report, or office or progress notes. The clai mshould be
rebilled with the appropriate docunentation

741 Thi s paynment reflects the maxi mum Medi caid al |l owance m nus the
ot her insurance paynment indicated on the claim The explanation code is for
i nformati onal purposes only.

742 The surgi cal procedures should be rebilled according to
Program gui del i nes, in the proper sequence (indicating the primary procedure on
the first claimline), with appropriate nodifiers. The clai mshould be corrected
and rebill ed.



743 This claimhas been manually rejected due to technical
reasons. The provider should not submit a new claim The Departnent of Community
Health will re-enter the claim It will be processed under a new C ai m Ref erence
Nunber and will appear on a future Rem ttance Advice.

744 M ssing provider signature. A signed claimshould be rebill ed.

745 The drug listed on the claimcannot be paid w thout additional
i nformati on including the manufacturer, National Drug Code, and dose (quantity
given). The invoice fromthe nmanufacturer, whol esal er, or pharnmacy nust be
attached to the rebilled claim

746 Thi s service cannot be series billed. Each date of service
must be rebilled on separate claimlines.

748 Services performed for the reported diagnosis code are not
rei mbursabl e due to the age or sex of the beneficiary. The service nust not be
rebill ed.

749 The pharmacy shoul d recheck that the correct metric-billing
unit as listed in the Mchigan Medicaid Drug List (Appendix F) was used for the
Quantity entry. Drug quantity exceeding the Department of Community Health's
establ i shed al | owabl e anpbunts nmust be fully docunented by "daily dosage
instructions.” The claimshould be rebilled with the appropriate docunentation
or corrected nmetric billing units.

750 Rei mbur senent cannot be determined for this product w thout
addi tional information such as product nane, manufacturer, National Drug Code or
product nunber, dosage, form strength, and quantity dispensed. The claim
shoul d be rebilled with conmpl ete docunentati on.

751 Medi cai d records do not verify that the beneficiary-pay anount
has been collected for this nonth of service. The service nmust first be applied
to the beneficiary's beneficiary-pay anount Any services that are not covered by
this amount may be rebill ed.

752 Medi cai d records show this beneficiary was deceased during
this period. The claimshould be rebilled for services rendered prior to date
t he beneficiary expired.

753 Emergency condition n sufficiently docunented. Provider
shoul d supply nore docunentati on and resubmt.

754 The only noncovered services rejected by Medicare that can be
billed to Medicaid are those specifically identified as Medi care excl usions.
The provider should contact Medicare to determ ne the reason for the Medicare

rejection. If the claimwas rejected by Medi care because:

> The service was billed incorrectly to Medicare, the provider should rebill
Medi car e.

> The service was not nedically necessary, Medicaid will not reinburse for

t he service.

> The service is not a Medicare covered service, the provider nmay rebill

Medi cai d. The service nust be rebilled on a separate claim Only Medicare
excl uded services should be included on the claim

755 Those services covered by Medi care cannot be combi ned on one
claimw th services not covered by Medicare. The provider nust bill covered



Medi care services on one claimand Medi care noncovered services on a second
claimw th the appropriate Medi care status code on each claim

756 The paynent information on the claimis inconsistent with the
Medi care EOB. The cl ai mshould be corrected and rebill ed

757 An invoice cannot be subnmitted to adjust a previous paynent.
Proper cl ai madjustnment procedures nmust be foll owed as specified in Chapter 1V
of the manual .

758 Thi s cl ai madjustnment or replacenent cannot be processed
because sonme or all of the information does not match the original claim A
cl ai madjustment nust match the last paid claimfor the follow ng itens:
provi der 1D nunber, beneficiary ID nunber, C aimReference Nunber, and cl aim
i ne nunber. The cl ai madjustnent should be corrected and rebill ed.

NOTE: A rejected clai mcannot be claimadjusted, but requires subm ssion of a
new claim Also, for purposes of claimadjusting, a claimthat indicated a
$0. 00 paynent is considered a paid claim

759 Series billing on any one claimline cannot encompass services
rendered in nore than one cal endar nonth. The last date in the nmonth that the
service was rendered nmust be used. The claimshould be rebilled indicating one
cal endar nonth per claimline Note: For long-termcare-facilities: Wen billing
for nore than one nonth of service, each nonth nust be submitted on separate
cl ai ns.

760 This service requires prior authorization. Since prior
aut hori zati on was not obtained, the service is not covered by Medicaid. The
beneficiary, his/her famly, or representative nmust not be billed for this
servi ce.

761 The necessary docunentation was not received. The claim
shoul d be rebilled with appropriate, conplete, |egible docunentation

762 The subm tted docunentati on was not adequate or not |egible.
The cl ai m shoul d be rebilled with conplete, |egible docunentation

763 The date of service is nore than 12 nonths old and the
Department of Community Health is unable to verify previous activity. |If the
requi red docunentation is available, the claimshould be rebilled indicating the
appropriate Pay Cycle nunbers and O ai m Ref erence Nunbers of previous claim
submi ssions for this service. Chapter | contains information on the billing
l[imtation.

764 The date of service is nore than 12 nonths old and the
Departnment of Community Health is unable to-verify previous activity. The
docunentation of prior activity is incomplete or differs fromthe original
claim |If appropriate, the claimshould be resubmtted with an expl anation of
the difference or with additional/corrected information

765 The date of service is momthan 12 nmonths old. The Depart nent
of Conmunity Health is unable to verify previous activity and the docunentation
of prior activity was not conplete. |If the required docunentation is avail able,
the claimshould be rebilled indicating the appropriate Pay Cycle nunbers and
G ai m Ref erence Nunbers of previous claimsubmssions for this service. Chapter
| contains information of the billing limtation



766 A claimadjustnment to request additional nonies for a service
can be billed up to 12 nonths fromthe date of the original paynment. |If there
has been no active review (as explained in Chapter 1), the claimnmust not be
rebill ed.

767 I f Medicare invol venent prevented the claimfrombeing billed
to Medicaid within 12 nonths, refer to Chapter | for special billing
i nstructions.

769 Drug code for the service billed is listed in the drug code
[isting.

771 The review of Medicaid records shows that this clai mwas
previously paid. The claimnust not be rebilled.

772 Programrecords indicate that this Beneficiary a., or is
eligible for Medicare.
> f the beneficiary is eligible for, but not enrolled in, Medicare, the provider
shoul d encourage the beneficiary to contact the |ocal Social Security
Adm nistration office to reapply.

For Inpatient Hospital Charges Only: The beneficiary is currently enrolled in
Medi care Part B only. The provider should refer to Chapter IV of the Hospital
Manual for instructions to initiate Medicare Part A coverage.

The provider is remnded to keep Medicaid clains active according to the
policies in Chapter | of the provider manuals.

773 Medi cai d rei mbursenent cannot be nade for this service w thout
further docunentation from Medicare (e.g., Explanation of Benefits, voucher,
witten explanation). The provider should rebill the claimand include the
appropriate docunentation. LONG TERM CARE PROVI DERS: The Expl anation of
Benefits is unacceptabl e docunentation. HOVE HEALTH AGENCI ES: Medi cai d
rei mbursenent cannot be nade for this service. Medicare will cover 1 00% of the
cost or charge for home health services. There is no Part A or Part B
deducti bl e or coi nsurance; therefore, the agency nmust not bill Medicaid for
t hese servi ces.

774 W have not received either an Inforned Consent to
Sterilization (MSA-1959) or Acknow edgnent of Recei pt of Hysterectony
Informati on (MSA-2218) form Please subnmit a conpleted form

775 The Informed Consent to Sterilization or Acknow edgnent of
Recei pt of Hysterectony Information formis invalid due to one or nore of the
fol | ow ng:

required information is m ssing,

informati on on the form does not match the claim

the formis not appropriate for the procedure, or

the formis not accepted by the Programas a valid form(e.g., M5A-19590r NBA-
2218).

This service cannot be billed to the beneficiary, his/her famly or
representative.
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776 The di agnosi s code indicated does not match the diagnosis
file. The provider should verify the diagnosis code used, correct, and rebil
the claim

777 Caiminfornation is inconsistent with the submtted
docunentation or it is inconsistent with authorized services. Al data should
be verified.

778 Medi cal necessity for the services billed is not cited by the
di agnosis code. All data should be verified, including the diagnosis code

subcl assification digits, where indicated. |If appropriate, corrections should
be made and the claimrebilled. |If the data is correct the service nust not be
rebill ed.

779 Unnecessary hospital days, or services contrary to Program
requirements, are not reinbursable. This claimnust not be rebilled until the
provi der has received the rebilling instructions.

780 Thi s beneficiary I D Nunber does not match the nanme and
birthdate on the claim The provider should verity the beneficiary |ID Nunber
with either the Medicaid ID Card/Eligibility Notice or the eligibility
verification system The claimshould be corrected and rebilled

781 The cl ai m has been billed using the nother’s beneficiary 1D
Nunber and the services are for a child. The provider should rebill the claim
using the child s I D Nunmber.

782 Thi s beneficiary does not have Medicare Part A or Part A
benefits are exhausted. The hospital charges for |aboratory and/or radiol ogy
services nmust be included on a separate claimwith other Part B charges. The
provi der should bill one claimshowing all Part A charges and a second cl ai m
showi ng all Part B charges including the hospital |aboratory and/or radiol ogy
char ges.

783 The Departnent of Community Health's records indicate that the
beneficiary's beneficiary-pay amount exceeds the total anmount billed on this
claim The service nmust not be rebilled.

784 Mul ti pl e procedures or services have been billed on separate
clainms. To be paid for this procedure or service, it is necessary to claim
adjust the previously paid claim A copy of the Remittance Advice page show ng
the paid claimnmust be sent with the clai madjustnent.

785 Services billed exceed programlimtations. The service nust
not be rebilled

786 Caiminformation is inconsistent Wth authorized services.
The service nmust not be rebill ed.

787 Caiminformation for the' beneficiary does not agree with
submitted docunentation or does not agree with authorized services. Al data
shoul d be verified. |[If appropriate, corrections should be made and the claim
rebilied. |If the data is correct the service nust not be rebill ed.



789 The ot her insurance code indicates paynment nade, yet there is
no ot her insurance paynment shown on the claim The claimshould be corrected
and rebill ed.

790 The required documentation regardi ng ot her insurance action is
not conplete. The provider should refer to Chapter 1V of the appropriate
provi der manual . The cl ai mshould be corrected and rebill ed.

792 The beneficiary is not eligible and there is no pendi ng
application on file. The service nust not be rebilled.

793 The ot her insurance policy has nmaster nedical coverage. The
service must be billed to the other insurance carrier

795 A manual review indicates these services are covered and
benefits are currently avail able from another insurance carrier

796 Thi s conpounded prescription cannot be processed as the
i ngredients are not sufficiently identified by name, manufacturer, National Drug
Code, strength, form and quantity. The claimshould be rebilled indicating
conpl ete docunentation of the ingredients of the conpound.

797 There is an invalid relationship between the procedure code,
di agnosi s code, or drug code and the description of the services rendered. A
data should be verified. If appropriate, corrections should be nade and the
claimrebilled. If the data is correct, the service nust not be rebill ed.

798 These services cannot be billed under the nothers | D Nunber.
These services nust be rebilled under the child s | D Nunber.

Addi tion 799 (State Medi cal Programonly) This claimwas not prior
aut hori zed and the di agnosi s does not support energency coverage

800 The paynent is for the quantity shown. The expl anation code is
for informational purposes only.

802 O her insurance or Medicare noney manual |y distributed. The
expl anation code is for informational purposes only.

803 This provider type is not allowed for the beneficiary's age. e
| aimnust not be rebilled.

804 Services rendered to this county's State Medical Plan
beneficiaries are the responsibility of the county. Providers should contact the
county FIA office for information regarding where to submt bills for these
servi ces.

805 State Medical Program (SIMP). Effective 11-01-1999 and after
paynments for State Medical Plan (forinerty General Assistance) services will be
made by the Detroit Medical Center (DMC). Providers should continue to submt
clainms for services to State Medical Program beneficiaries to the Departnent of
Conmunity Health (DCH). DCH will continue to process the clainms but paynent wll
be issued by DMC. The expl anation code is for informational pi- inoses only. -

Addi tion 806 The procedure code is inconsistent with the nodifier
used or a required nodifier is mssina.



809 The service billed is part of the Mental Health or Substance
Abuse Capitation and cannot be billed directly to DCH These services should be
billed to the Mental Health or Substance Abuse contractor in the beneficiary's
catchnment area

810 The National Drug Code (NDC) billed has been teffninated by
the manufacturer. If the wong NDC has been billed, you should rebill using the
correct NDC

811 The beneficiary is not in a long-termcare setting and the
unit dose systembilled is not reinbursable.

813 The quantity entry and package size for the National Drug Code
(NDC) billed aminconsistent The pharmacy shoul d check the quantity entry on the
claimto make sure that decimals were billed for fractional package sizes (e.qg.
18.1 gns) or that the quantity relates to the NDC package (e.g., billing 21, not
28, for an oral contraceptive sold in packages of 21).

814 This National Drug Code (NDC) is being manually priced.

Addi tion 817 Qut patient hospital: Payment on this line is determ ned
by group rei nbursenent policy. See section 6, procedure codeirevenue code list.
The expl anation code is for informational purposes only.

818 Medi caid Health Plan (MHP) psychotropic claimwith invalid
NABP nunber. Provider should verify correct NABP nunber and resubmit claim

819 Did not conplete or enter accurately an appropriate HCPCS
nodi fier.

821 The product cost is paid based on the | ower of charge or the
AW mnus 5.1 % for pharnmacies owning five or nore stores or for pharmacies with
no retail custoners serving long-termcare beneficiaries. The explanati on code
is for informational purposes only.

822 The product cost is paid based on the Iower of charge m nus
13.5% for pharmaci es owning one to four stores. The explanation code is for
i nformati onal purposes only.

823 The product cost is paid based on the | ower of charge or
manuf acturer direct price. The explanation code is for informational purposes
only.

824 The product cost is paid based on the | ower of charge or a Maxi mum
Al l owabl e Cost (MAC) price. The M chigan Medicaid Drug List contains the MAC
prices. Paynment for a drug entity Vill not exceed the MAC price unless prior
aut hori zation is approved. The explanation code is for infbrmational purposes
only.

825 The cl ai mwas paid based on the | ower of charge or estir
ret Il price or retail Maxi num Al |l owabl e Cost (MAC) price. The explanation code
is for informational purposes only.

Addi ti on 827 Claimservice lacks a valid COB code which is needed for
adj udi cati on.



Addi tion 828 Qur records indicate that themis insurance primary to
ours; however, you either did not conplete or enter accurately the group or
pol i cy nunber of the insured.

Addi tion 829 Secondary paynment cannot be consi dered wi thout the
identity of, or paynment information from the primary payer. The information was
ei ther not reported or was illegible.

Addi tion 836 Paynment deni ed/ reduced for absence of, or exceeded, pre-
certification/authorization

Addi tion 837 The di sposition of this claimservice is pending further
revi ew

Addi tion 838 The Disposition of this claimservice is pending further
revi ew

Addi tion 839 The procedure code is inconsistent with the nodifier
used or a required nodifier is mssing.

840 The claimis reinbursed using the DRG policies. The
expl anation code is for informational purposes only.

842 The services on this claimamreinbursed on a percent of-
char ge basis.

843 The services on this claim for this DRG amreinbursed on a
per cent - of - charge basis. The expl anation code is for informational purposes
only.

844 The claimindicates a | owcost outlier.

845 The alternative weight for the DRG rei nbursement for this
hospital was used in determ ning the reinbursement amount The expl anation code
is for informational purposes only.

846 The inpatient hospital claimis for a transfer beneficiary and
is paid the daily DRG rate. The expl anation code is for informational purposes
only.

847 The claimindicates allowday outlier. The claimis reinbursed
at a percent-of-charge basis not to exceed the full DRG paynent. The
expl anation code is for informational purposes only.

848 The claimindicates a high-day outlier. The expl anati on code
is for informational purposes only.

849 The claimindicates a high-cost outlier. The expl anati on code
is for informational purposes only.

850 The beneficiary was readmtted Wthin 16 days of a previous
di scharge. Only the outlier paynent is approved. The explanation code is for
i nformati onal purposes only.

854 The Medi care coi nsurance and deducti bl e anbunts for this DRG
are being revi ewed.



855 The DRG assignment is being manual |y revi ened.
856 This DRG requires prior authorization.

857 This DRGis being manually reviewed to determ ne the nedica
necessity and/ or appropriateness of the adm ssion.

858 I ndi vi dual consi deration has been requested for nasons ot her
than transfer or readmi ssion

859 The wrong provider ID was used. Provider should correct the
provider ID and resubnit the claim

860 The cl ai mdoes not contain sufficient information for a
rei nbur senent determ nation

861 The claimis reinbursed on a per diembasis. The expl anation
code is for informational purposes only.

862 Medi caid's internal group nunber for the hospital has caused
the claimto pend.

863 The beneficiary was transferred to another facility/unit and
t he hospital has requested individual consideration for the full DRG paynent

Addi tion 864 Did not conplete or enter accurately the ClLIA nunber.

Addi tion 865. The procedure code is inconsistent with the nodifier
used or a required nodifier is mssing.

Addi tion 866 Physician ER case rate: TnlS claimline is for a service
provided in the ER that is included in the ER case rate paynment. This service
has been paid zero. The explanation code is for informational purposes only.

867 This claimwas rejected because the beneficiary was admtted
and di scharged on the same day and no accommodati on day was billed. The claim
shoul d not be rebilled unless there are both ancillary charges and acconmopdati on
day charges incurred.

868 The beneficiary was adm tted and di scharged on the sane day
and an acconmodation day was bill ed.

869 The Medicaid Health Plan rate cell could not be determ ne

874 The wong Medicaid Health Plan I D nunber was used for the
beneficiary's eligibility.

875 Procedure code is not conpatible with tooth nunber/letter. If
appropriate, the claimshould be corrected and rebill ed.

876 A Medicare rate cell was used to pay the Medicaid Health Pl an
capitation rate for the beneficiary. The explanation code is for informationa
pur poses only.

Addi tion 877 Pharrmacy clains after July 2000 should be billed to PBM



Addi tion 878 The nodifier reported is not allowed for the procedure
code and no expl anation was suppli ed.

Addi tion 879 The di sposition of this claimservice is pending further
revi ew

880 The total ampunt billed on this claimis $0.00. The
expl anation code is for informational purposes only.

881, 882 Thi s beneficiary has Medi care coverage and the claim
i ndicates the beneficiary is not eligible for Medicare. The provider shoul d
verify that the correct COB indicator/status code was used, and rebill the
claim

883 The beneficiary is enrolled in a Medicaid Health Plan on the
date of service but the hospital adm ssion mght be before the enroll ment date

Addi tion 884 The procedure code is inconsistent with the nodifier
used or a required nodifier is mssing.

Addi tion 886 For dates of service February 01, 2000 thru Septenber
30, 2000, Health Plans amreinbursed directly by Medicaid only for psychotropic
drugs di spensed to enrolled beneficiaries enrolled in the Health Plan. For dates
of service Cctober 01, 2000 and after, First Health Services is responsible for
the Medicaid Health Plan psychotropic drug clains.

Addi ti on 887 The National Association of Board of Pharnaci es Nunber
(NABP#) is NOT on the Department of Community Health Provider Enrollnment file.

Addi tion 888 The Departnent's paynment to Health Plans for
psychotropi c drugs (other than anti-psychotic and side-effect drugs) is 60% of
the | ower of:
> The total Medicaid fee-for-service rate for product cost & dispensing fee.

oR
> The Health Plan's contract pharmacy rate billed to the Departnent.

NOTE: Anti-Psychotic and Side-Effect Drugs ampaid at 100% not 60% The
expl anation code is for informational purposes only.

Addi tion 890 A nodifier not appropriate for the procedure code has
been reported and was not used to determ ne rei nbursenent.

891 This claimis reinbursed at the operating per them plus
capital costs per case. The explanation code is for informational purposes

Addi tion 892 The wrong invoi ce docunent or electronic format was
used.

Addi tion 893 Maternity case rate was paid. The expl anation code is
for informational purposes only.

Addi tion 894 Benefici ary not eligible for in mty case rate carve
out.

895 This claimis reinbursed under the standard rate DRG
met hodol ogy. The expl anation code is for informational purposes only.



896 This claimis an additional page of a nmunpage claim No
rei mbursenent is to be made. This explanation code is for informationa
pur poses only.

897 The claimis for Resident County Hospitalization services For
a beneficiary not in Wayne County.

898 The claimis pending for determ nation of Medicaid
rei mbursenent after Medicare’ s paynent.

899 The claimis pending for determ nation of Medicaid
rei mbur senent.

915 Services in the inpatient hospital setting are not benefits of
the State Medical Program The clai mmnust not be rebilled.

930 This Beneficiary Is eligible for the Resident County
Hospitalization Program as authorized by a county other than Wayne County. The
hospital used the provider ID Nunber for the Wayne County PLUS CARE Program
The hospital nust rebill using the correct provider |ID Nunber.

931 This beneficiary is eligible for the @esideiit- County
Hospi tal program as authorized by Wayne County. The hospital did not use the
provi der 1D Nunber for the Wayne County PLUS CARE Program The hospital nust
rebill using the correct provider |ID Nunber.

932 The inpatient hospital claimindicates Source of Adm ssion
Form Locator 4 (Transfer from another hospital), or 6 (Transfer from another
health camfacility), and no adm ssion authorization nunber is indicated on the
claim The exolanation code is for informational purposes only.

933 The physician's claimrequires an authorizati on nunber for
adm ssion. This explanation code is for informational purposes only.

934 The date of admission is prior to the date of the adm ssion
aut hori zati on nunber.

935 The admi ssion date is nore then 30 days after the date of the
admi ssi on aut hori zati on nunber.

936 The adm ssion/ readm ssion/transfer authorization nunber is
m ssi ng.

937 The adm ssion/ readm ssion/transfer authorization nunber is
i nval i d.

938 The adm ssi on/ readm ssion/transfer authorization nunber on the
claimwas not assigned to this beneficiary.

939 These UB92 hospital clains are tenporarily being held for
processing in a future payroll.

940 The adm ssion date on the clai mdoes not match the from date.

942 The secondary surgical procedure requires an adm ssion
aut hori zation nunber. The explanation code is for informational purposes only.



943 The secondary di agnosis requires an adm ssion authorization
nunber. The expl anation code is for informational purposes only.

944 The primary surgical procedure requires an adm ssion
aut hori zati on nunber. The explanation code is for informational purposes only.

945 The primary di agnosis requires an adm ssion authorization
nunber. The expl anation code is for informational purposes only.

946 The el ective adm ssion requires an adm ssion authorization
nunber. The expl anation code is for informational purposes only.

947 A Patient Status Code of 30 (still a patient) was used on the
i npatient hospital claim

Revi si on 948 The out patient claimindicates enmergency room
services. (Procedure Code 169032 or Revenue Code 460) and subsequent adm ssion to
the inpatient hospital setting.

949 Pr of essi onal charges are not allowed on an inpatient claim
Providers should refer to the billing chapter of the appropriate provider manua
for instructions for billing professional services. The inpatient charges shoul d
be rebilled on the inpatient hospital invoice

950 This claimis being manual ly revi ewed.

953 The office copaynent has been deducted for the State Medica
Program beneficiaries. The explanation code is for informational purposes only.

955 The National Drug Code is mssing or invalid.

956 The product billed is not made by an all owabl e manuf acturer.
The product rmust not be rebill ed.

959 The extended stay authorization nunber for a psychiatric or
rehabilitati on adm ssion does not match the period being billed.

960 The aut hori zati on nunber does not match this psychiatric stay.

961 The nunber of days authorized does not match the nunber of
days billed for this psychiatric stay.

966 Emer gency anbul ance i nvoice w thout emergency di agnosi s code.
The provider should enter the correct emergency di agnosis code fromthe |1 CD 9-CM
code book in the diagnosis field of the claimform

967 Non- ener gency anbul ance code without referring provider ID
nunber. The provider should enter the ordering physician's name and Medicaid ID
nunber on the claimformand rebill.

973 The provider has billed anounts (e.g., professional charges,
Medi care charges, coi nsurance/deductible) that aminconsistent for a Medicare
coi nsurance claim The claimshould be corrected and rebill ed.



975 The provider has billed anounts (e.g., professional charges,
Medi care charges, coinsurance/ deductible) that are inconsistent for a Medicare
coi nsurance and deductible claim

979 Hone health services were billed for a beneeficiary who is in
the nursing home, enrolled in a hospice program (Level of Care Code 16), or
enrolled in Medicaid s Home & Conmuni ty-Based Services Waiver for the Elderly &
Di sabl ed (Level of Cam Code 22). The clai mmnust not be rebilled.

980 Medi cai d rei nbursenent cannot be nade for services rendered by
this provider type. The service nmust not be rebilled to Mdicaid.

981 Medi cai d rei nbursenent cannot be nade to this provider type
for this service. The claimnust not be rebilled to Medicaid.

983 Thi s procedure/service cannot be billed in conbination with
any ot her procedure/service billed on this date of service. The
procedur e/ servi ce nust not be rebill ed.

984 The procedure code requires docunentation and docunent ati on
was not received with the claim The claimshould be rebilled with appropriate
docunent ati on attached.

990 This claimrequires docunmentati on and docunentati on was not in
the Remarks section of the claimor attached to the claim

Addi tion 991 The procedure code/bill type is inconsistent with the
pl ace of service or inconplete/invalid place of service.

Addi tion 992 Thi s paynment is adjusted when perfornmed/billed by this
type of provider, by this type of provider in this facility, or by a provider of
this specialty.

Addi tion 993 This claimis being held for future processing.



