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Medicaid Responsibility of
Payment



* Federal regulations require that all identifiable financial resources
be utilized prior to the expenditure of Medicaid funds for most
health care services provided to Medicaid beneficiaries.

Federal Regulation

N * Providers must investigate and report the existence of other
Benefits insurance or liability to Medicaid and must utilize other payment
>>Sections 1and 3.6 sources to their fullest extent prior to filing a claim with the
Michigan Department of Health and Human Services (MDHHS).

* Medicaid is considered the payer of last resort.

* Exceptions: Crime Victims Compensation Fund, Ryan White
Program, Indian Health Services, Women, Infants and Children
Program, Grantees under Title V of the Social Security Act (Maternal
and Child Health Services Block Grant), Veteran Benefits
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https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-manual

Coordination of Benefits (COB)

Definitions » The mechanism used to designate the order in which multiple
carriers are responsible for benefit payments and, thus, the
prevention of duplicate payments.

>> Chapter Coordination of Third Party L|ab|||ty (TPL)

Benefits

>> Section 1 * Refers to an insurance plan or carrier (e.g., individual, group,
employer-related, self-insured or self-funded plan), commercial
carrier (e.g., automobile insurance and workers’ compensation), or
program (e.g., Medicare) that has liability for all or part of a
beneficiary’s medical coverage.

* The terms “third party liability” and “other insurance” are used
interchangeably to mean any source, other than Medicaid, that
has a financial obligation for health care coverage.
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https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-manual
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/estaterecovery/estaterecoverycontent/third-party-liability-tpl-coordination-of-benefits

* Information about a beneficiary’s other insurance is available through
How to Locate and the Community Health Automated Medicaid Processing System
Update 0] (CHAMPS) Eligibility Inquiry and/or vendor that receives eligibility data
from the CHAMPS270/271 transaction.

* Providers should always ask the beneficiary if other insurance coverage
>> Chapter Coordination of . . .
Benefits exists at the time of service.

>>Section 1.3

Ol is not listed in CHAMPS Ol is listed in CHAMPS but

not correct

* Provider must use the other * The beneficiary needs to notify
insurance that the beneficiary their local MDHHS office or
indicates and report the contact the Beneficiary Helpline
coverage to MDHHS by to report the Ol change.

completing the on-line Request
to Add, Terminate, or Change
Other Insurance (form DCH-

0078).

* Providers can also elect to fill out
the on-line Request to Add,
Terminate, or Change Other
Insurance (form DCH-0078).
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https://minotifytpl.state.mi.us/tedpublic/coveragerequests/index
https://minotifytpl.state.mi.us/tedpublic/coveragerequests/index
https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-manual
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder3/Folder1/Folder103/Eligibility_Quick_Reference.pdf?rev=e783f267991a46ce93f0535d2587ef05&hash=F8E97CE81CD3D8714E9520039EBCB7C7
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/estaterecovery/estaterecoverycontent/how-to-locate-payer-id-and-other-health-insurance-information
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/estaterecovery/how-to-update-third-party-liability-information

Following the Rules of
the Primary

Per the Provider Manual,

Chaptgr COOI’C.|InatI0n & Are you following the rules of the
Benefits, Section 2.1 primary payer?
Commercial Health

Insurance.

Are services covered Is a prior Do you participate
under the primary authorization with the primary
insurance carrier? needed? insurance?

Does the service
require a referral?

M&DHH
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder3/Folder81/Folder2/Folder181/Folder1/Folder281/Medicaid_Code_and_Rate_Reference_Tool.pdf?rev=89157933b2844f06a5e3d1a1bc94a2f4&hash=575BAA4189291CCF043DFE44C8635002

Billing Ol to Medicaid * Providers must secure other insurance adjudication response(s)
g which must include Claim Adjustment Reason Codes (CARCs) prior
to billing Medicaid.
» Washington Publishing Company (WPC)

>> Chapter Coordination of
Benefits

* Denials do not need to be obtained in cases where the parameters
of the carrier would never cover a specific service (e.g., a
dental carrier (DO) would never cover a vision service (VO), etc.).

>> Section 2.1

* In cases where the provider renders a service and the carrier
indicates it does not cover that specific service, the provider needs
only to bill the carrier once for the service and keep a copy of the
denial in the beneficiary’s file.
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https://x12.org/codes
https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-manual
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder4/Folder1/Folder104/CoverageTypeCodes.pdf?rev=af29f92305724626aa865e19bec4d801&hash=ECED409BBD8FB51A6A74CFC6B20DB497

- * Medicaid pays the appropriate coinsurance amounts, copayment amounts,
COI nsuran cel and deductibles up to the beneficiary’s financial obligation to pay or the

Medicaid allowable amount (less other insurance payments), whichever is less

Copaymentsl d nd e If the other insurance has negotiated a rate for a service that is lower than the

Medicaid allowable amount, that amount must be accepted as payment in full

Ded UCtibIes and Medicaid cannot be billed.

= Michigan Medicaid Provider
Manual

: Medicaid services
. nOt cove rEd by * If the other insurance does not cover a service that is a Medicaid-covered

service, Medicaid reimburses the provider up to the Medicaid allowable
a nother amount if all the Medicaid coverage rules are followed.

Insurance

M Ed ica id =cove rEd * Beneficiaries cannot be charged for Medicaid-covered services, except for

. approved copays or deductibles, whether they are enrolled as a FFS
beneficiary, MDHHS is paying the HMO premiums to a contracted health plan,
Services or services are provided under PIHP/CMHSP capitation.



https://www.michigan.gov/mdhhs/doing-business/providers/providers/medicaid/policyforms/medicaid-provider-manual

* Example: Primary insurance PAID the claim. Secondary coverage
adjudicates the claim as appropriate. Medicaid FFS may pay up to
the allowable amount minus any other insurance payment.

MEdlcaId Medicaid is Secondary

Responsibility —

of Payment o= s
P Pays s 10.00
P applies to
Coinsurance/Deductable BBl
Contractual Write off 3 20.00
Medicaid allowable 3 40.00
MA allowable Minus P
payment 340 - 510
MA Pays 3  30.00

10
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Claim Adjustment
Reason Codes
(CARC) Breakdown

2 —Coinsurance
3 —Co-payment

23 — Impact of prior
payer(s) adjudication

96 — Non-covered

119 — Benefit max

For a further breakdown visit the
Other Insurance CARC Codes

Resource


https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/OICU-CARC-Codes-Resource.pdf?rev=75d43c3fcdbb40e99301bb8dd9ec17d9&hash=2E5EE59FF34326E60245FDE69AAC0B0F

CARC 2 - Coinsurance

Original Claim Final Claim

Amount Paid Responsibility Remittance Quantity Amount Adj. Amount Paid Responsibility Remittance Quantity Amount  Adj.
Dale Reason Date Reason
(i Code
mm/dd/
(mmiddiyyyy) Code ( YYyy)
82,2731 P-Frimary 072272019
52 27321 P-Frimary 07222019
82,2731 P-Frimary 072272019
32 27321 P-Frimary 072212019 .
Adj: | q F975.50 45

Adi: | 1 §1.021.8¢ 45 Added 253 | =———dadi: |1 $46.39 ]| 253

Adj: 1 $570.90 | 2 Ad): | 4 579890 | 2

BILLED ALLOWED DEDOCT COINS GRE/RC-AMT

PROV :ERV DATE POS PRO B
HT: Cl
2 1  KO&D& KERER B75.0 8.5 .00 5799 co-4 75.50 2273.2
CO-2 46.30
PT RE o.00 UE T L 75.0 98._50 ol 579.%0 2 3 2273.2
ADT TO TOTALS: PREV PD 0.00 INTEREST O.00 LATE FILING CHARGE

o Medicaid Denial Explanation
Coinsurance amount should equal
primary payment + CARC 2 + CARC 253 x
20%

he interest paid on claims in this EB35. Support the amounts related to this
where AMTOD]l is ™I. "Medicare Part A will provide code ™IN* in FLBO3-Z.

12 ST e M&DHHS



0.00

30.00

0.00

0.00
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P-Primary

P-Primary

P-Primary

P-Primary

Original Claim

Adj:

02/08/2021
Adj:

02/08/2021
Adj:

02/08/2021
Adj:
— Adj:
Adj:

02/08/2021
Adj:

CARC 2 - Coinsurance

£346.50

531.00

$534.00

£391.00

§175.00

5826.00

§735.00

EOB

45 Service Dates: 01/11/2021 - 01/11/2021
Payment Information
Charge Amount: 4398.00 Payment Amt: 0.00 Blood Deductible: 0.00 DRG Code:
Covered: 4398.00 Deductible: 391.00 Interest: 0.00 DRG Amount: 0.00
45 Mon-Coverad: 0.00 Coinsurance: 0.00 Contractual Adj: 383200 DSH Amount: 0.00
Denied: 0.00 Copayment: 175.00  Allowed Amt: 566.00 MSP Pri Payer 0.00
Claim Level Information
Group & Reason Code Amount Units Remark Codes
CO45 3832.00 0
45 PR3 175.00 0
PR1 391.00 0
Line Level Information
HCPCS/ Remark Group & Reason Reason
1 RCC Modifier Units DOsS Charges Allowed Paid Code Reason Code Code Amt Code Units
0.00 0.00 0.00
*Claim was adjudicated by payer at claim Level, please refer to Payment Information
2 Reason/Remark Summation
Group/
45 Reason Code Amount Units Description
CO45 3832.00 [§] CHARGE EXCEEDS FEE SCHEDULE/MAXIMUM ALLOWABLE OR CONTRACTED/LEGISLATED FEE
ARRANGEMENT. USAGE: THIS ADJUSTMENT AMOUNT CANNOT EQUAL THE TOTAL SERVICE OR CLAIM
CHARGE AMOUNT,; AND MUST NOT DUPLICATE PROVIDER ADJUSTMENT AMOUNTS (PAYMENTS AND
CONTRACTUAL REDUCTIONS) THAT HAVE RESULTED FROM PRIOR PAYER(S) ADJUDICATION. (USE
OMLY WITH GROUP CODES PR OR CO DEPENDING UPON LIABILITY)
45 — PR3 175.00 0 CO-PAYMENT AMOUNT
PR 391.00 0 DEDUCTIBLE AMOUNT

(

Medicaid Denial Explanation

The claim was denied because coinsurance was billed
without a payment from the primary reflected on the
claim. EOB shows that the primary applied the
$175.00 to the copay and not to coinsurance.




CARC 3 - Copayment

Original Claim EOB
Amount Paid Responsibility Remittance Quantity Amount Adj.
Date Reason . E
(mmiddiyyyy) Code
$0.00 P-Primary it
$0.00 P-Primary 1110412021 —_—
- :
Ad: $6259 3
Ad: §10541 | 45
Explanation from Provider Medicaid Denial Explanation

The claim was denied questioning the copay amount
of $62.59 for CPT 99213. The provider verified with
the primary that the copay for a specialty provider

was 65.00. ....

Primary confirmed the copay CARC 3 for a specialty provider is 565

14



CARC 3 - Copayment

Original Claim EOB

~  Claim Detail
Billed Amount Acoount Mumber Medical Plan Provider
F300000 -
Amount Paid Responsibility Remittance Quantity Amount  Adj. Provider Id Tax Id Service Date Claim Recelved
Date Reason - 10-15-2021 10-26-2021
il Code Pald Date DRG ‘oucher # Check #
(mm/ddiyyyy) 10319091 -
&0.00 P-Primary Total Check Amount
30
20.00 P-Primary 11/01/2021
Adj: T57.87 45 *  Line Billed Detail
— Adj: 313213 3 Code Deseription Units Billed Amount
214 Physician Eval & Management i H200.00
Regular
Deductible
w  Line Paid Detail
- - - - Allowied Other Insurance Capitation Withheld
Medicaid Denial Explanation 13213 000 3000 $000
Total Patient Liahility Copays Daductible: Coinsurance
Primary EOB shows $132.13 was applied to the s - sz s
. Provider Liability Clinieal Edits Priority Health Paid
deductible (CARC 1), not copay (CARC 3). 5000 - 30.00
Claim Line Explanation

15




CARC g6 — Non-Covered

Orig

inal Claim

Amount Paid Responsibility Remittance Quantity Amount  Adij.
Date Reason
(mmiddiyyyy) S
£0.00 P-Primary
£0.00 P-Primary 121712021
Adj: 114 576939 96
£0.00 P-Primary 12172021
Adj: | 14 S700.00 96
PRO LRV DA P PR HOD BELLED LA Fif RC=AHT W FD
MAME ; Ll Ts ICH:|
war 3 HEC
CLH MEE
GREF
1018 103331 12 O BALEL & 0.0 .00 FR-FE e, 30 L]
TUB MOS1114 REM; N216
B 103321 12 0 25142 0. o FR-1 on.8
SUD BOS114  REM: HIl%
PT RESP L46%.1 s TOHTALE 1465, 35 0.0 Q.00 3. 00 L4E%. 38 L] 1]
ADJ TO TOTALS FREV FD .00 INTEREST 0.00 LATE FILIRG CHARGE .50
ET 0
BILLED AeT ALLOWED AMT DEDUCT AMT COINZ KT RO -ANHT FROV PAID PFROV CHECE AHT
146938 0. 08 M) 0, 5 14 1% .00 JBL40%. 06
ROV EDER A LE REASOM CODE H T §!
w
W
r Group, REsasn, MDA, and Ramark Sodas
ithar &k WCPD E
3% Healek=ar i
PEEC LR GF O [ FLL
wided in PLBS3-2. & (4.
ider refuwnd. Hedicare Parkt & wl
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Medicaid Denial Explanation

Claim was denied for the reason
"covered by primary". The provider
responded that the services were not
covered by primary because they do
not pay enteral services for patients
under the age of 1 year. Claim was
reprocessed by OICU and paid.

M&DHHS



CARC 96 — Non-Covered

Original Claim EOB

Amount Paid Responsibility Remittance Quantity Amount Adj.
EXPLANATION OF BENEFITS - MEDICARE PART A AND B
Date Reason Remittance Date: 08/28&/2020
MICHIGAN MEDICINE
[mm.‘dd.“fﬂ'ﬂ Code Provider Number:
i Patient Name: Insurance Carrier Information
&0.00 P-Primary DOB: MEDICARE FPART & AND B
Insured's Name: PO BOX 8604
Policy Number: MADISON, WI 53708-8604
=0.00 F-Primary 08/25/2020 Admission Date: 08/12/2020 MEDICAID MICHIGAN
Discharge Date: 08/12/2020 PO BOX 30043
Ad' LANSING, MI 48209
' Invoice Number:
1 $264.00 96 IoN/DON :
<0.00 P-Frimary 0872572020
e Total Charges: 3 Not Allowed: 5 0.00
Adj: 561.00 96 Allowed: s Deductible: p 0.00
Payment: = Coinsurance: S 0.00
Adjustment: 5 Copay : 3 0.00

Reason Codes

TI. NITZd-WNIT4-THIS IS NOT & COVERED SERVICE/PROCEDURE, EQUIPMENT/BED, HOWE
2. MAOL-MAOLl-ALERT: YOU MAY APPEAL SERVICE APPROVAL, BUT ONLY WITH AN IND
3. 96-NON-COVERED SERVICES PER INSURANCE

Date HCPC Mod Units Revenue Billed Cov. Units Non-Cov. Reason & Remark
— 1 0B/12/2020 20750 PO 1.0 DE36 $264.00 $264.00 PR 96 M174 31992

MEdicaid Denial Explanation —2 08/12/2020 30471 PO 1.0 0771 $61.00 $61.00 PR 96 N174 31992

Total o001 $325.00 $325.00

EOB is from Medicare Part A and B. Vaccine & Remson & Remark Code Descriptions
Ad m I n ISt ratlo n COd es th at We re bl | |ed (90750I 90471) 96 - NON-COVERED CHARGE(S). USAGE: REFER TO THE 835 HEALTHCARE POLICY IDENTIFICATION SEGMEMNT

. (LOOP 2110 SERVICE PAYMENT INFORMATION REF),IF PRESENT.
are covered under Medicare Part D. PR - PATIENT RESPONSIBILITY
N174 - THIS IS NOT A COVERED SERVICE/PROCEDURE/ EQUIPMENT/BED, HOWEWVER PATIENT LIABILITY IS
LIMITED TO AMOUMNTS SHOWMN IN THE ADJUSTMENTS UNMDER GROUP 'PR'.
31992 - CHARGES ON THIS LINE WERE SUBMITTED AS NOMCOVERED BY THE PROVIDER THE TOB IS EQUAL
TO INPATIENT (11X, 18X, 21X, OR 41X), THE NON-COVERED CHARGES ARE GREATER THAN ZERO AND ARE
EQUAL TO THE TOTAL CHARGES, AND SPAN CODE 72 OR M1 IS NOT PRESENT OR A DDE/EMC MON-INPATIENT
CLAIM HAS LINE(S) WITH PROVIDER SUBMITTED NOMN-COVERED CHARGES GREATER THAN ZERO AND IS
EQUAL TO THE TOTAL CHARGES, AND CONDITION CODE 20 OR 21 IS PRESENT

17



CARC 119 — Benefits Maxed

Original Claim EOB for current DOS

_ o ) ) _ SERVICE | PROCEDURE TOTAL ALLOWED OTHER OTHER SUBSCRIBER'S | APPROVED | AMOUNT | RSN
Amount Paid Responsibility Remittance Quantity Amount  Adj. DATES CODE CHARGES AMOUNT | INSURANCE AMOUNTS LIABILITY TO PAY PAID CODE
FROM/TO| CVD/NCVD DOLLARS HOT CCAVERED
Date Reason
code | [t 44 s v PPd NOH PAITD CLATMS & & #/sssewshaeswss
(mmiddiyyyy) LLs I I _
SUBMITTEOD SUB ID: FINALIZED [SUE ID: PATIENT:
CLEIME: PRTIENT |ACCT/PRESCRINTIONE:
20.00 P-Primary 1001372021
10/27/21 3 9 93541 £51.00 £.00 £.00 .00 £51.00 £.00 £.00|n
10/27/21
20.00 P-Frimary 1001372021 _
CLAIM TOTAL===-- £51.00 £.00 £.00 .00 £51.00 %.00 £.00
Adj: 551.00 119 A-MAXTIMUM DAYS EXTEEDED. (MOO7

EOB for last paid by primary DOS 7/22/2021

RNE%“FRC.’E: THE | AFFLICABLE FHE SCHEDULE AMOUNT, OF WHIOH $2.49% IS ':'I'JE FGIF ALLOCATION AMOUNT. [THE

MEMHER'S LIABILITY I35 SHOWN JEOVE. (Z587)
SUBMITTED SUB ID . FINALIZED |SUE ID: PATIENT: /
CLAIME PATIENT |ACCT/PRESCRIBTIONE:
—-37122.-‘21 3 9 98941 £51.00 £41.50 S.00 5.00 .00 £41.50 £39.01|a
Medicaid Denial Explanation e
CLA:F! TOTAL=-=== £51.00 £41.50 .00 $.00 .00 £41.50 £39.01

Claim denied for covered by primary. For EOB where benefits were maxed DOS 7/29/2021
CARC 119 Benefits maxed OICU needs EOBs | | |

uploaded in DMP for the last DOS that the A m S
primary paid for the SerViceI and DOS When CLAIME: PATIENT |ACCT/PRESCRIYTICONS:
beneflts Were maxed — -jj.-’2§.-’21 3 9 53941 £51.00 .00 £.00 .00 %51.00 5.00 £.00|A

CLAIM TOTAL=---- $51.00 $.00 .00 5.00 $51.00 5.00 .00

A-MAXIMUM DAYS EXCEEDED. (MOO7

18




CARC 119 — Benefits Maxed

Original Claim EOB for current claim and benefits maxed
11/09/2021

Amount Paid Responsibility Remittance Quantity Amount  Adj.
Date Reason
Payer Name:
o Code Tax ID #:
mm/dd/ )
[ Y?’yy! Check/EFT #: _
Date Issued: 11/15/2021
20.00 P-Primary Check Amount:  $.00
Patient Name_ HIC (Insured ID #) Claim - Acct # ICN (Payer Claim #) Rendering Provider #
30.00 P—P“mﬂﬁ" 11152021 Date From Date Thru POS Procedure Moadifier(s) Total Billed Allowed Deductible Coinsurance Grp-Rsn Code Adjust Amount  Payment Amount
ﬁ 11/9/2021  11/9/2021 3 GO101 GA— $110,00 PR-119 $110.00
A d] : $110.00 119 11/9/2021  11/9/2021 3 Qo091 GA-- $60.00 PR-119 £60.00
’ Claims Totals $170.00 $.00 $.00 $.00 $170.00 $.00
i PR-119 => Benefit maximum fer this time period or occurrence has been reached.
20.00 P-Primary 11152021 Scenario —> # 3 - Biled Service Not Covered by Health Plan
Scenario —> # 3 - Billed Service Not Covered by Health Plan
M38 => Alert: The patient is liable for the charges for this service as they were informed in writing before the service
A d] 560.00 119 was furnished that we would not pay for it and the patient agreed to be responsible for the charges.
- MB3 == Seryice is not coverad unless the patient is classified as at high risk.

EOB for last paid by primary DOS 10/07/2020

Payer Name:
Tax ID #:
Check/EFT #:
Date Issued: 10/22/2020
Check Amount: $129.24

Medicaid Denial Explanation -

. . . Date From Date Thru POS Procedure Modifier(s) Total Billed Allowed Deductible Coinsurance Grp-Rsn Code Adjust Amount Payment Amount
11/9/2021 PrOV|der expla nat|on - Pr| ma ry on |y pays for el 10/7/2020  10/7/2020 3 G101 GA- $110.00 $42.53 Co-45 $67.47 $42.53
10/7/2020 10/7/2020 3 Q0oo1 GA--- $60.00 $44.18 0045 $15.82 $44.18

$170.00 $86.71 $.00 $.00 $83.29 $86.71

t h e G a n d Q C O d e eve ry Ot h e r ye a r. P ri m a ry p a i d Chi wceeds fee :Z:“Ise:n:::r: m allowable or contractedlegislated fee arrangement. Usage: This

CO-45 —>
adjustment amount cannot equal the total service or claim charge amount; and must not duplicate provider

DOS 10/7/20 so they would not pay in 2021. R r s oo o

19



CARC 23 — Prior Payer(s) Adjudication

Claim Example

Ameount Paid Responsibility Remittance Quantity Amount Adj.
Date Reason
(mm/ddiyyyy) Code
$0.00 P-Primary
$0.00 S-Secondary
_ Acceptable Use of CARC 23
$0.00 P-Primary
Al e $34. 11 55 CARC 23 must equal the Primary Ol payment plus any
Py 175 56 1 write-off amount that is included in a reduced CARC
(ex. 45, 97, 144, 253, 237)
$0.00 S-Secondary
Adj: $175.89 3
Ad]) e— $34 11 23

20



CARC 23 - Prior Payer(s) Adjudication

Claim Example

Amount Paid Responsibility Remittance Quantity Amount Adij.
Date Reason
(mmiddiyyyy) Code
$0.00 P-Primary
2000 S Seconsan Acceptable Use of CARC 23
$0.00 P-Prima
’ A S o CARC 23 is equal to primary Ol payment $0.00 and
Adj: o : CARC 45 $94.02
$0.00 5-Secondary
Ad: $95.98 204
Al e— $34 (2 23

21



CARC 23 — Prior Payer(s) Adjudication

Claim Example

$100.66 P-Primary 04/02/2021
Adj: 23418 45
A Ad: $25.16 2
$20.13 S-Secondary 06/21/2021
o gy ’s Acceptable and Denied Use of CARC
Adj: £5.03 2 23
$31.42 P-Primary 04/02/2021 CARC 23 is equal to primary Ol payment
Adj e T and CARC 45 for lines 1-2
B _
A $7.85 2 A. $134.84=%$100.66 + $34.18
%628 S-Seconda 06r21/202
L == B. $92.15= $31.42 + $60.73
Adj: ——) 352 15 23
v — , C. CARC g6 is not appropriate to bill with a
23.
$0.00 P-Primary 040212021
Adj: £50.00 96
C
$0.00 S-Secondary S . |
Adj: $50.00 23

22



CARC 23 - Prior Payer(s) Adjudication

Claim Example

$74.65 P-Primary 10/13/2021
$18.35 S-Secondary 10/27/2021
$74.65 P-Primary 10/13/2021
Adj: $28.23 45
ad <123 > Acceptable Use of CARC 23
Al $18.35 3 CARC 23 is equal to primary Ol payment + CARC 45—
$18.35 S-Secondary 102712021 CARC 144 (this is ONLY when a negative amount is
Ad): e— 510165 23 acceptable
$0.00 P-Primary 10/13/2021 $101.65= $74.65 + $28.23 - $1.23
Adj: $90.00 96
$0.00 S-Secondary 10/27/2021
Adj: $90.00 96

23



CARC 23 — Prior Payer(s) Adjudication

Claim Example

Date Reasen
(mmiddiyyyy) Gads
$6.92 P-Primary
50.00 S-Secondary
o P Primary Acceptable Use of CARC 23
Ad $8492 4 CARC 23 is equal to primary Ol payment and CARC 45
£a) $104.16 1 $91.84= $84.92 + $6.92
$0.00 S-Secondary
All] me—] 501 04 23
Ad) 3104 16 1

24



CARC 23 — Prior Payer(s) Adjudication

Claim Example

(mmiddlyyyy) b
$68.59 P-Primary
£0.00 S-Secondary
$68.59 P-Primary 06/18/2021
Denied Use of CARC 23
Ad) $6.18 144
# CARC 23 is NOT equal to primary Ol payment, CARC
85 (8 45and CARC 144

e 34000 : $51.41 not = $68.59 + $43.23 + $8.18
$0.00 S-Secondary 06129/2021

Ad) $108.59 1

Ad): m—551 41 23

% B Bl | | | L N

AY, | ) =] == "y
25 A4 | 1 /0 )
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Reminders for
Successful Claim
Submission

. Overview
*  Prior Authorization
e  CHAMPS Claim Screen

Error Messages

*  Getting your DDE Claim to

Balance



* When would a provider add or adjust other insurance to a claim?
* To add otherinsurance coverage to a new claim submission.

* To add otherinsurance coverage to an already paid claim due to finding coverage

later on.
Overview  To adjust other insurance coverage to an already paid claim due to correction by
primary payer (e.g., takebacks, reprocessing, TPL void, etc.).
f;gigssmnal/Dental claim * How to Access TPL Void Reports
o s e el the header * Prior to adding or adjusting Ol coverage to a paid claim through DDE in
- : CHAMPS, have the following available:
Institutional claim type: « Primary payer Explanation of Benefits (EOB);
Outpatient - Ol is added at the * Verify the Group or Policy number and the Payer ID withinthe CHAMPS member
header and service line level eligibility screen; and
it S cielel el * Verify the TCN is in a paid status and has been issued to a remittance advice (RA)

or shows a pay cycle date within CHAMPS claim inquiry.

Important to note:

\F/)Vhen Isgtl)_mitéingng?A\Dl\EPcéqim, the * Resources:
reac}llJeil;'ed for claim processir%. * Step-by-Step Instructions for Verifying Eligibility

Coverage types DO (dental only), VO
(vision only), and RX ipharmacy) are
not required on the claim unless

How to Adjust a DDE Claim with Other Insurance

How to Locate Payer ID and Other Health Insurance Information website
Commercial/OtherInsurance Coverage Type Codes

Other Insurance CARC Codes Resource

billing for those specific services. All
other covera%e types are required to
be listed on the claim.

M&DHHS
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https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder11/Folder1/Folder111/CHAMPS_-_How_to_access_TPL_void_report.pdf?rev=1bc1e207f062492099aba9bc34657ecd&hash=17C60C63B39D029450CA45B6E669F38F
https://www.michigan.gov/documents/mdch/Eligibility_Quick_Reference_291964_7.pdf
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder3/Folder1/Folder103/Eligibility_Quick_Reference.pdf?rev=e783f267991a46ce93f0535d2587ef05&hash=F8E97CE81CD3D8714E9520039EBCB7C7
https://www.michigan.gov/documents/mdch/Eligibility_Quick_Reference_291964_7.pdf
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Folder3/Folder36/Folder2/Folder136/Folder1/Folder236/How_to_adjust_claims_with_other_insurance__Jan_2018_.pdf?rev=13b613af7ddb4ff2a21b10567aae71c5
https://www.michigan.gov/mdhhs/0,5885,7-339-71547_4860-344079--,00.html
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder2/Folder4/Folder1/Folder104/CoverageTypeCodes.pdf?rev=af29f92305724626aa865e19bec4d801&hash=ECED409BBD8FB51A6A74CFC6B20DB497
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Medicaid-Provider-Assets/OICU-CARC-Codes-Resource.pdf?rev=75d43c3fcdbb40e99301bb8dd9ec17d9&hash=2E5EE59FF34326E60245FDE69AAC0B0F

Prior
Authorization

PA is not necessary for situations of Ol*
coverage if all the following apply:

PA is required for the following:

The beneficiary is eligible for the Ol and
the primary insurer rules are followed;

The provider is billing a standard
HCPCS* code that Medicaid covers, and
the primary insurer makes payment or
applies the service to the deductible;
and

The service/item complies with Michigan
Medicaid standards.

The Ol benefit has been exhausted or
the service/item is not a covered benefit.

PA is necessary for all other situations,
including not otherwise classified (NOC)
codes.

¢ *QOl —Other Insurance; HCPCS — Healthcare Common Procedure Coding System

* Prior Authorization Website

M&DHH
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https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/champs-a/champs/accordion/pages-functions/prior-authorization

CHAMPS
DDE Claim

Screen Error
Messages
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* If attempting to exit the other payers screen without saving:

* To correct, ensure you are clicking save prior to exiting the other payer's

screen.

* |f both the header and service line is selected at the same time and

edit is clicked:

* To correct, ensure you are only selecting one line to edit at a time.

* If the submitted charges on the claim header and the other payer

amounts do not balance:

VM_BVM.403220: Total submitted charges is not equal to the sum of paid and adjustment amounts at line(s) for Payer1.

| = Details )\ [ Copy To Clipboard |

* To correct, ensure all other payer information balances to the submitted

charges.

M&DHHS
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Submitted Charges Approved Amount Claim Status
AT AT AY
Getting your DDE A jj—ﬂﬂ 50.00 Denied
Claim to Balance B - 50.00 Denied
First € Prev > HNext ® Last
- Line one submitted

charges are $235.
235 = 66.65 (primary Amount Paid Responsibility Remittance Quantity Amount  Adj.
payment) + 66.66 (CARC 2) + Date zsnn
101.69 (CARC 45). (mm/ddiyyyy) <

| $133.30 P-Prima :

- Line two submitted ——_| — " |-
charges are $270. el oy | ||
Adj: | §6666 2
270 66.65 (primary A |
payment) + 66.92(CARC 2) + 5 510169 45
136.16 (CARC 45) (this equals $66.65 ' P-Primary
269.73 versus the 270 that Adj: | | 6692 2
was submitted for charges. Adi:
= | 513616 45

M&DHHS
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MDHHS
—  website: www.michigan.gov/medicaidproviders

. CHAMPS Resources
'i/ We continue to update our  Lissen instructions
222 Provider Resources: S

Medicaid Provider Training Sessions

Provider

Resources

ProviderSupport@Michigan.qgov

@ Provider Support:

1-800-292-2550

mDHHS Thank you for participating in the Michigan Medicaid

LIEEES Program
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http://www.michigan.gov/medicaidproviders
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/champs-a/champs/accordion/pages-functions/eligibility-and-enrollment-member-tab
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Folder1/Folder36/MSA-Listserv-Instructions.pdf?rev=93cace06cc8949ff89c3711db8a2ce08
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/medicaid-provider-alerts
https://www.michigan.gov/mdhhs/assistance-programs/medicaid/portalhome/medicaid-providers/training
mailto:ProviderSupport@Michigan.gov
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