
To assist you in understanding why your claim has been denied, we have compiled a list of the common denial codes that are listed in the detail submitter invoices. This should help when you are asked to provide additional information to assist Public Consulting Group with the resubmission and adjudication of your claim. 
The codes listed are representative of the denials that we receive from Medicaid regarding the submission of your claims. The first column denotes the identifying code associated with the denial from Medicaid. The second column is a description of the code and why the claims was denied. 
	Denial Code
	CARC/RARC CODE DESCRIPTION


	1
	Deductible Amount

	8
	The procedure code is inconsistent with the provider type/specialty (taxonomy). Note: Refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 09/20/2009

	9
	The diagnosis is inconsistent with the patient's age. Note: Refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.

	15
	The authorization number is missing, invalid, or does not apply to the billed services or provider.

	16
	Claim/service lacks information which is needed for adjudication. At least one Remark Code must be provided.

	18
	Duplicate claim/service. This change effective 1/1/2013: Exact duplicate claim/service (Use only with Group Code OA) Start: 01/01/1995 | Last Modified: 09/30/2012

	22
	This care may be covered by another payer per coordination of benefits.
Note: If this code is listed, please complete the [Insurance Information] section in the Billing Correction Request form for each account.

	24
	Charges are covered under a capitation agreement/managed care plan.
Start: 01/01/1995 | Last Modified: 09/30/2007

	26
	Expenses incurred prior to coverage.

	27
	Expenses incurred after coverage terminated.

	29
	The time limit for filing has expired.
Start: 01/01/1995

	31
	Patient cannot be identified as our insured.

	42
	Charges exceed our fee schedule or maximum allowable amount.

	45
	Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement. (Use Group Codes PR or CO depending upon liability). This change effective 7/1/2013: Charge exceeds fee schedule/maximum allowable or contracted/legislated fee arrangement. (Use only with Group Codes PR or CO depending upon liability) Start: 01/01/1995 | Last Modified: 09/30/2012

	96
	Non-covered charge(s). At least one Remark Code must be provided (may be comprised of either the NCPDP Reject Reason Code, or Remittance Advice Remark Code that is not an ALERT.) Note: Refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 09/20/2009

	119
	Benefit maximum for this time period or occurrence has been reached. Start: 01/01/1995 | Last Modified: 02/29/2004

	183
	[bookmark: _GoBack]The referring provider is not eligible to refer the service billed. Note: Refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present. Start: 06/30/2005 | Last Modified: 09/20/2009

	204
	This service/equipment/drug is not covered under the patient's current benefit plan

	206
	National Provider Identifier - missing.

	MA63
	Missing/incomplete/invalid principal diagnosis.
Note: If this code is listed, please complete the [Insurance Information] section in the Billing Correction Request form for each account.

	B7
	This provider was not certified/eligible to be paid for this procedure/service on this date of service. Note: Refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment Information REF), if present.
Start: 01/01/1995 | Last Modified: 09/20/2009

	B13
	Previously paid. Payment for this claim/service may have been provided in a previous payment.
Start: 01/01/1995

	N479
	Missing Explanation of Benefits (Coordination of Benefits or Medicare Secondary Payer).

	N48
	Claim information does not agree with information received from other insurance carrier.



