
Advanced Billing 



Overview   

• Error Prevention 

• Billing 

• Top 8 Denials 

• Third Party Liability 

• Contacts 

  



Error Prevention Starts with You! 

• Check member eligibility every visit 

• Stay up-to-date 

• Notice common denials 

• Be proactive 
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Electronic Billing 

 

• Claims can be submitted through clearinghouse, 

billing agent, WINASAP, direct submission. 

• Common errors are: 

- Missing or invalid taxonomy & qualifiers 

- Missing or invalid ZIP + 4 



Electronic Billing 

• Multiple provider enrollments  

- Claim will be rejected if unable to match an indicator. 

- Claim will deny if not able to match provider, or will 

select the unintended provider.   



Electronic Dental Billing 

 

• Clearinghouse dropping claims to paper. 

• Billing provider, rendering dentist NPI and taxonomy 

code must match provider enrollment. 

• Group NPI versus individual NPI enrollment. 



Billed Amount & Fee Schedules 

• Bill your usual and customary rate (UCR). 

• “PA” indicator. 

• Medicaid agreement. 



• Cost share indicator in Box 30 of UB-04. 

• No Passport referral needed if eligible for IHS. 

• Referral needed if IHS refers member to a non-IHS 

provider. 

Indian Health Service (IHS) Billing  



Medicare Paper UB Billing 

 

• Institutional 

- Use form locators 39–41 for Medicare coinsurance 

and/or deductible. 

- Place Medicare paid amount in form locator 54. 

- No EOB required for paid claims. 

- Denials must have Medicare EOB with reason and 

remark codes description attached to the claim. 
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• CMS-1500 claim form 

- Do not enter Medicare information on the CMS-1500. 

- No Medicare paid amount in Field 29 (unless a Medicare 

replacement plan). 

- Attach a copy of the Medicare EOB for all paper claims 

submitted. 

- Include reason and remark code description for all 

Medicare denials. 

Medicare Paper CMS-1500 Billing 



Medicare Crossovers 

 

• How do claims cross over? 

- Claims crossover automatically from the Coordination of Benefits 

Contractor – Government Healthcare Incorporated (COBC-GHI). 

 

• What does cross over? 

- Institutional claims 

- Professional claims 

• What doesn’t cross over (exempt)? 

- Part C – Medicare replacement plans / Advantage Plans 

- Hospice 

- Non-assigned Medicare claims 

- Adjustments from Medicare 

- NCPDP Claims 



Medicare Crossovers 

• Options for claims that do not crossover  

- Bill electronically with appropriate Medicare 

qualifiers and data included in transaction. 

- Bill electronically with PWK indicator and send/fax 

Medicare EOB as paperwork attachment. 

- Bill on paper forms. 

- Call Provider field reps. 



Top 8 Denials 

1. HIPAA 5010 

2. Eligibility  

3. Duplicate 

4. Passport 

5. TPL 

6. Medicare 

7. Prior authorization 

8. National Drug Codes (NDC) 



1. HIPAA 5010 

• Rejection Reasons 

- Submitting HIPAA 4010 information 

- Pay-to address is a post office box 

- ZIP code + 4 missing or not on file 

- Invalid qualifiers 



2. Eligibility 

• Denial Reasons 

- Member is not eligible for Montana Health Care 

Programs 

- Date of service outside eligibility span 

- Not eligible for service type 

- Member ID invalid or missing 

- Service limits exceeded 



3. Duplicate 

• You have already been paid for this service/or a 

similar service 

- Verify claim information on remittance advice to 

ensure accuracy. 

- Review past remittance advice for payment of 

service. 

- Overlapping date of service, or similar procedure 

code. 

- Call Provider Relations for assistance. 



4. Passport 

• Primary care services require Passport referral. 

• Specialty services do not require Passport referral. 

• Denial Reasons 

- Passport referral missing or invalid. 

- Passport referral number invalid for date of 

service. Passport provider can change monthly. 



5. Third Party Liability (TPL) 

• Denial Reasons 

- Member has TPL and no EOB is attached. 

- Claim information and EOB do not match. 

- TPL denial does not contain reason/remark codes. 

- IHS listed in other insurance field. 
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• 406 Edit 

- CMS recommended font size is 10 picca 

- Paper feed issue 

- Common issue automatically resolved by Xerox 

 

 



TPL 

• Medicaid entered as TPL 

- Field 11c reserved for TPL policies. 

- Delay claim processing. 

- Medicare is not considered TPL 

(Unless Medicare Replacement Plan—

Advantage Plan). 

 

 

 



6. Medicare  

 

• Member has Medicare on file, and no Medicare 
information is present on claim. 

 

• Medicare EOB and claim do not match. 

 

• EOB for other insurance states Medicare in the 
header. 

 

• Medicare denied service as: not medically 
necessary, duplicate, billing error, timely filing, 
services not paid separately. 

 



Medicare 

• HMO Part C Plans

- Need Medicare paid amount if a coinsurance is present 

- Medicare paid and deductible/coinsurance are 

considered in pricing formula. 

• Member coverage levels determine claim payment:

- $0.00 payment on claims 

- QMB only coverage 



Medicare 

• Crossover Issues 

- NPI and Taxonomy  

- ZIP + 4 

- Multiple enrollments for single NPI 



7. Prior Authorization  

• Procedure requires prior authorization 

- Prior authorization number missing or invalid. 

- Prior authorization and claim doesn’t match. 

- Billed units or dollars exceed approved amount. 

- Prior authorization used previously. 

- Diagnosis codes does not match. 

- Modifiers must be present on claim if listed on the 

prior authorization. 



8. National Drug Codes (NDC) 

• Denial Reasons 

- NDC required, but not present. 

- Invalid. 

- Units missing. 

- Qualifier missing (N4). 

- Not covered or rebateable. 

 




