MARCH 2008 PAYER PANEL QUESTIONS

NORIDIAN

1. Regarding 72 hour pre-admission bundling rules.


If we have a patient that’s admitted for outpatient observation for chest pain on 01/01 
and 
Lab tests, a chest x-ray, respiratory therapy (rev code 410) and some drugs are received.  On 
01/02 it’s determined that the patient has a myocardial infarction and is admitted as an 
inpatient.  The diagnosis for the observation is chest pain; the diagnosis for the inpatient 
admission is MI – not an exact match.  Are we correct in interpreting the bundling rule 
then 
to say all observation hours (01/01 to 01/02), drugs & respiratory (rev code 410) would be 
billed separately on an outpatient bill type and the lab & x-ray services would be combined on 
the inpatient account?

Your understanding of the guidelines is correct.  

Per the Medicare Claims Processing Manual, Chapter 3, Section 40.3 there are two specific instances in regard to bundling.    

1.  Any diagnostic services (including diagnostic laboratory services) provided within 3 days prior to and including the date of admission are deemed inpatient services and included on the inpatient claim.  A complete list of applicable revenue codes can be found in 100-03, Ch 3, Sec 40.3.  

2.  Non-diagnostic outpatient services that are not related to the inpatient admission, defined as no exact match between the principal diagnosis codes on both the preadmission and inpatient stay, may be billed separately under Part B.  

Critical access hospitals are not subject to 3-day, or 1-day DRG payment windows. 

Inpatient Psychiatric hospitals and units, Inpatient Rehabilitation Facilities (IRF) and units, Long Term Care hospitals (LTCH), children’s hospitals, and cancer hospitals follow the 1-day payment window. 

2. Is the problem with auto crossovers going from Noridian to Blue Cross with the correct provider # for the correct facility fixed yet?


We are still dealing with problem crossovers with Blue Cross from July and August charges 
that we received payment for patients who never received services from us and other facilities 
have received payments for our patients because Blue Cross received the wrong provider #' 
on the crossovers.

Our systems staff is unaware of any issues in Part A related to crossover claims.  Most problems with crossover claims are a result of the insurer’s, not Medicare’s, processing system.  If you have specific examples you can direct them to the Part A Provider Contact Center for further research. 

3. With the weekly list serve emails from Medicare can they please put out issues that they are having problems with so we don’t have to call in and have them tell us this is an issue they are currently working on it.   Also to let us know when they are fixed. 

I have passed your suggestion on to our web team.  In addition to the Contact Center, providers may check for wide spread issues at any time by visiting our website, www.noridianmedicare.com.  The section “Production Alerts” lists any widespread claims or system issue.  The issues are updated on a regular basis, and will indicate what, if any provider action needs to be taken, and when the issue is resolved. 

4. Please clarify some MSP situations for us…
 
a) Patient in motor vehicle accident but will not provide us with auto insurance. Can we bill Medicare (please explain 08 condition code) and if so and claims are denied will they be beneficiary liability?
 

If you have made a good faith effort to obtain the required information, which is documented in the beneficiaries file, you may submit a claim to Medicare.  You need to include the 08 condition code, which signifies that the beneficiary would not provide information concerning other insurance coverage.  A claim denial will be assigned to beneficiary liability.  

b) Patient falls at church (for example) but insists it was not negligence or ‘fault’ of church and does not want to pursue a claim with them.  Is it the provider responsibility to file a claim with that church and pursue the liability and/or any med pay on the policy?  If not, are there special codes to put on the UB claim?
As a provider, you are required to make a good faith effort to identify situations where Medicare is a secondary payer, but to also bill claims accordingly.  You are required to obtain the no-fault insurance information, and submit a claim to the other insurance company, prior to billing any claims to Medicare. 

 
c) If a patient is injured on property that does not carry liability or homeowners insurance, do we 
need to bill that owner for a denial before billing Medicare even if the patient is not pursuing legal action?  Also, if they do carry liability or homeowners but do not have the med pay portion on the policy, do we need to bill this for denial?  If so, do we need to file claim as MSP claim or can we file to Medicare as primary and have the denial on file instead of establishing an entry for primary payer in the beneficiary CWF?

It is the responsibility of providers to research if any additional insurance exists in cases of accident or injury.  If after through investigation, it is determined that no additional policies exist, providers may bill Medicare as primary for the related services.  If it is determined that another no-fault or liability policy is available, providers must file a claim to this insurance company prior to billing Medicare.  Upon receipt of denial from the no-fault or liability insurers, providers may bill Medicare as a secondary payer.  

5. When will the DDE UB04 screens be updated to match the UB04 regarding the covered and non-covered days?  We send a claim with the 80 and/or the 81 condition code for covered and non-covered days but these condition codes do not show in DDE but show as covered days. This causes a problem when we have a same-day transfer where we are showing 0 for covered days as an 80 condition code and 1 for non-covered days with the 81 condition code.  This is not what shows on the claim in DDE. 
Values codes 80-83 are reserved for paper claims only.  Electronic claims or claims entered into the Direct Data Entry system should not be using these value codes.  For more information on the correct reporting of value codes refer to the Medicare Claims Processing Manual, 100-04, chapter 25, section 75.3.
6. I would like complete detailed information as how a UB04 claim should look when it comes into the Noridian system for our In Patient Medicare Advantage claims that need to be reported for DSH calculating.   
Does the claim need to come in with a 111 TOB or 110?   Will a TOB 111 change to the 110 
TOB by the Noridian system? 

What are all the condition codes, occurrence codes or value codes needed? 

Should charges come into Noridian as covered or non-covered? 

Any other specific details needed? 

According to Medicare Change Request (CR) 5647, issued July 20, 2007, hospitals billing for services provided to Medicare beneficiaries enrolled in a Medicare Advantage Plan must submit informational bills.  

Claims should include:


111 TOB (this bill type will not be changed)


Condition Code 04


Days, units, and charges as covered


Medicare as primary

For facilities that are teaching hospitals, you will need to bill using the 04 and 69 condition code. 

ALL INSURANCES

1. When are the payers going to want NPI numbers only on claims and not need the legacy number anymore?

Medicare will require NPI only, on claims beginning May 23, 2008.

2. Are the payers able to accept electronic attachments from our computer system if we do an appeal online?

At this time, Medicare requires that all appeals requests be submitted by mail. 

3. Where are payers at for receiving Electronic 2ndary billing from facilities?

At this time, Medicare has no immediate plans to begin accepting secondary claims, from other insurers electronically. 

4. Credentialing for new Providers:  What can be done to speed up the process and/or go retroactive on eligibility for providers.  Waiting up to 90 days causes a delay in treatment for patients as well as a loss of revenue. 

This question does not apply to Medicare Part A. 

5. We have some questions for the payer panel about Chiropractic claims:

What are the timely filing limits?

Where should the claims go?

Are there specific things that need to be on the claims, ex certain modifiers? 

This question does not apply to Medicare Part A. 

