


2

Objectives

At the end of this module, participants will be 
able to:

• Properly complete the CMS-1500 form

• Identify common claim submission errors

• Understand the crossover process

• Recognize the elements of the Medicare Remittance 
Notice (MRN)
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Claim Filing Requirement

Omnibus Budget Reconciliation Act of 1989:

• Effective: September 1, 1990

• Requires all physicians and suppliers submit claims for 
Medicare beneficiaries

Cannot charge patient for preparing and filing claim
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Methods of Claim Submission

All claims must be submitted in an 
approved format:

• Mandatory Electronic Submission of Medicare Claims

Effective October 16, 2003

– For all initial claims submitted to Medicare, with limited 
exceptions

ANSI 4010A1 – Standard 

Payment floor= 14 days

• Standard CMS-1500 paper claim form

Version 08/05, effective July 1, 2007

Payment floor= 29 days
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Time Limits for Filing Claims

• Medicare accepts claims with dates of service in:

Current year (i.e., 2008)

Previous year (i.e., 2007)

Last quarter of the prior year (i.e., Oct.– Dec. 2006)

• However, if claim is filed more than 12 months from 
the DOS:

Assigned: 10 percent late filing penalty

Non-assigned: Referred to CMS for action



Completing the 
CMS-1500 Form

Version 08/05
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Item 1: Type of Health Insurance

Check the “Medicare” box.
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Item 1a: Insured»s ID Number

Enter the patient’s Medicare Health Insurance Claim 
Number (HICN), as it appears on their Medicare card.
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Item 2: Patient»s Name

Enter the patient’s name as it appears on their 
Medicare card.
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Item 3: Patient»s Date 
of Birth & Gender

Enter the patient’s date of birth and gender.
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Item 5: Patient Address & 
Telephone Number

Enter the patient’s mailing address and telephone number.
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MSP Information

• Provider must make good faith effort to determine 
whether Medicare is primary or secondary.

MSP Questionnaire

COB Contractor: 1.800.999.1118

• If the patient has other insurance primary to Medicare, 
complete:

Item 4: Insured’s name

Item 6: Relationship to insured

Item 7: Insured’s address

Item 8: Patient status

Item 10: Employment, auto, or accident indicator

Item 11: Insured’s policy number 
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Item 4: Insured»s Name

• Enter name of the insured if there is insurance primary to 
Medicare.

• When insured and patient are the same, enter the word 
“SAME”.

• If Medicare is primary, leave Item 4 blank.
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Item 6: Patient 
Relationship to Insured

Check appropriate box for patient’s relationship to insured, 
only when Item 4 is completed.
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Item 7: Insured»s Address

• Enter insured’s address and telephone number, only if 
Items 4 and 6 are completed.

• When address is the same as the patient’s, 
enter “SAME”.
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Item 8: Patient Status

Check appropriate box(es) for patient’s marital, 
employment, and student status.
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Item 10: Employment, Auto, 
Accident Indicator

Check each Item, 10a-10c, to indicate whether one of 
these conditions applies.
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Item 11: Insured»s Policy Number

• If there is insurance primary to Medicare, complete 
Items 11- 11c.

• If Medicare is primary, enter “NONE” in Item 11.

• This field cannot be left blank.

OR
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Medigap Information

• Medigap plans are private health insurance plans that 
supplement Medicare by filling in some of the “gaps” of 
Medicare coverage.

• For these plans, crossover is based on the following claim 
information, only when Medigap insurer did not voluntarily 
move to COBA eligibility file-based crossover:

information included in Items 9-9d, and 

beneficiary authorization in Item 13.

• Refer to: http://www.cms.hhs.gov/COBAgreement/

Under “Downloads”, find “Medigap Claim-based 
COBA IDs for Billing Purpose.pdf”

• Crossover for Medigap plans only occurs for participating 
providers.
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Item 9: Medigap Information

• Item 9: Other Insured’s Name or “Same” if same as Item 2.

• Item 9a: Medigap policy or group number, preceded by 
“MG”, “Medigap”, or “MGAP”.

• Item 9b: Medigap insured’s DOB and gender.

• Item 9c: Leave blank if COBA ID is entered in 9d.

• Item 9d: Five-digit COBA ID, to be used on claims effective 
October 1, 2007
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Item 13: Medigap Authorization

• Item 13 must be completed if there is Medigap 
information in Items 9-9d.

Patient signature, or

“Signature on File”

• Signature in Item 13 authorizes payment of Medigap 
benefits to participating provider.
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Item 10d: Medicaid

• Item 10d is used only for Medicaid information. 

• If the patient is entitled to Medicaid, enter patient’s 
Medicaid number preceded by “MCD”.

MCD 123456789
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Item 12: Beneficiary Signature

• Item 12 is required for all Medicare claims.

• Beneficiary signature authorizes the release of 
medical information necessary to process the claim.

Patient Signature, or

“Signature on File”



Now Let»s Practice!
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Example of Top Half of Form
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Item 14: Date of Current Illness, 
Injury, or Pregnancy

Required for all chiropractic claims

• Initiation of treatment plan
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Item 15: Date of Same 
or Similar Illness

Leave blank

• Item 15 is not required by Medicare.
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Item 16: Dates Patient 
Unable to Work

If employed, enter the date range the patient is unable to 
work due to current condition.

• An entry in this field may indicate employment related 
insurance coverage.
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Item 17: Name/ID of Referring/ 
Ordering Physician

• Item 17: Name of ordering/ referring physician

• Item 17a: Enter Qualifier “1G” & UPIN of ordering/ 
referring physician

UPINs will be allowed to identify ordering/ referring 
physicians until May 23, 2008.

• Item 17b: Enter NPI of ordering/ referring physician

NPIs will be required to identify referring/ ordering 
physicians effective May 23, 2008.
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Item 18: Hospitalization Dates 
Related to Current Services

• Enter hospitalization dates when medical service 
furnished is a result of, or subsequent to, related 
hospitalization.
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Item 19: Reserved for Local Use

• Independent PT/OT - Date Last Seen and NPI of 
attending physician

• X-ray date (chiropractor)

• Not Otherwise Classified (NOC) drug - Name and dosage

• NOC code – Narrative description of procedure

• Global surgery 

split post-operative care

assumed and relinquished care dates



32

Item 20: Outside Lab

Complete this item when billing for diagnostic tests.

• Check “yes” or “no” to indicate whether technical 
portion of test was purchased.

• If “yes”, enter purchase price. 
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Item 21: Diagnosis

• Enter the patient's diagnosis/condition (s). 

• All physician and non-physician specialties must use 
ICD-9-CM codes and code to the highest level of 
specificity.
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Item 24e: Diagnosis Pointer

Enter diagnosis code reference number (as shown in Item 
21) to relate procedures performed to primary diagnosis 
for that service.
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Item 22: Medicaid 
Resubmission Code

Item 22 is not required by Medicare.

• Leave blank.
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Item 23: Prior 
Authorization Number

• QIO Authorization Number

• Investigational Device Exemption Number

• HHA Provider Number - 6 digits

• CLIA Number - 10 digits
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Items 24a-24c

• Item 24a: Date of Service

• Item 24b: Place of Service

• Item 24c: EMG

Leave blank; not required by Medicare
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Items 24d-24h

• Item 24d: Procedure codes & modifiers

• Item 24e: Diagnosis pointer

• Item 24f: Line charges

• Item 24g: Number of units

• Item 24h: Leave blank; not required by Medicare
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Items 24i-24j

• Item 24i: ID Qualifier

Enter qualifier “1C” if you are reporting a PTAN in 
Item 24j

Effective March 1, 2008, all claims must contain 
an NPI as the primary identifier.

Effective May 23, 2008, no PTAN information 
will be accepted; will result in claim rejection.

• Item 24j: Rendering Provider ID number
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Item 25: Federal Tax ID Number

Enter the provider’s Federal Tax ID Number and check 
the appropriate box.
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Item 26: Patient»s Account Number

• Item 26 is optional.

• Enter your internal patient account number and it will 
be returned on your Medicare Remittance Notice.
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Item 27: Assignment

Check “yes” or “no” as to whether you accept assignment 
on this claim.

Remember:

• Participating providers must always accept 
assignment.

• Non-par providers may choose to accept assignment 
on a claim-by-claim basis.



43

Items 28- 30

• Item 28: Total Charges

• Item 29: Amount Paid by Patient for Covered 
Services

• Item 30: Balance Due

Leave blank; not required by Medicare
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Item 31: Provider Signature & Date

Provider or Representative’s signature, or “Signature on 
File”, and date
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Item 32: Service Facility Location 

• Enter name, physical address, and zip code of location 
where service was rendered.

• Item 32a: NPI of Service Facility

• Item 32b: Qualifier “1C” followed by one space and 
the PTAN of the Service Facility

Effective March 1, 2008, all claims must contain an NPI 
as the primary identifier.

Effective May 23, 2008, no PTAN information will be 
accepted; will result in claim rejection.
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Item 33: Provider Billing Information

• Enter billing name, address, zip code, 
and telephone number.

• Item 33a: NPI of Billing Provider or Group

• Item 33b: Qualifier “1C” followed by one space and 
the PTAN of the Billing Provider or Group

Effective March 1, 2008, all claims must contain an NPI 
as the primary identifier.

Effective May 23, 2008, no PTAN information will be 
accepted; will result 
in claim rejection.



Time to Practice!
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Example of Bottom Half of Form



The Claims 
Crossover Process
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Crossover

• Coordination of Benefits Contractor (COBC) completes 
the crossover process. 

Medicare processes claim.

Claim is posted to Common Working File.

File is sent to COBC.

COBC forwards crossover info to Supplemental 
Insurer.

• There are three types of Crossover: 

Complementary

Medicaid

Medigap
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Complementary Crossover

• Trading partners supply eligibility information.

• No additional information is needed on the claim for 
crossover to occur.

• Crossover occurs for both assigned & nonassigned 
claims.

• “MA18” on Remittance Advice indicates crossover 
occurred.
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Medicaid Crossover

• Similar to complementary crossover

• Mandatory assignment for dual-eligibles

• Eligibility file received from State Medicaid Agency

• Item 10d must be completed on the CMS-1500 form 
for Medicaid Crossover to occur.

• “MA07” on Remittance Advice indicates crossover to 
Medicaid occurred.
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Medigap Crossover

• Private health insurance plans that supplement 
Medicare 

Fill in some of the “gaps” in Medicare coverage

• Crossover based on information submitted on claim, 
only when Medigap insurer did not voluntarily move to 
COBA eligibility file-based crossover

The word “Medigap” or an abbreviation (MG or 
MGAP) in Item 9a

COBA ID in Item 9d

Beneficiary authorization in Item 13
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Medigap Crossover

• Refer to: 
http://www.cms.hhs.gov/COBAgreement/

Under “Downloads”, find “Medigap Claim-based 
COBA IDs for Billing Purpose.pdf”

• Must be participating physician/supplier

• “MA18” on Remittance Advice indicates 
crossover occurred.



Medicare 
Remittance Advice
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Remittance Advice (RA)

• RAs are standardized payment reports issued to 
Medicare providers to explain payment and 
adjustments of Medicare-processed claims.

• Remittance Advices may be:

Electronic (ERA), or

Paper (SPR)

• Medicare Remit Easy Print (MREP) Software is available 
free of charge to assist providers in viewing and 
printing ERAs in the SPR format.
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Section One: 
Provider Information

Section One contains information such as:

• Provider mailing address and identification information 

• Number of pages in RA

• Check Number/ EFT Number
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Section Two: 
Claim Level Information

Section Two provides claim level information such as:
• Patient information

• Services billed & how items were processed

• Individual claim totals
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Section Three: 
Total Remittance Information

Section Three contains RA total information such as:

• Claims reported on RA

• Billed amount

• Allowed amount

• Deductible applied

• Coinsurance amount

• Provider paid amount

• Amount of check 
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Section Four: Glossary

Section Four of the RA contains descriptors for:

• Group codes

Identify financial 
responsibility

• Reason codes

Used in 
combination 
with group codes

• Remark codes

Provide specific 
remarks for line items

• MOA codes

Contain information for entire claim 
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Module Review

• Review Question 1:
What is the length of time a provider has in which to 
submit a claim to Medicare?

• Review Question 2:
Which item of the CMS-1500 form would you populate 
with service facility location information?

• Review Question 3:
What is the difference between Medigap and 
complementary crossover? 



Questions


