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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00001 lFf\lEVaE'SN,\;USSEf " SUBMISSION/BILLING age | MISSING/INCOMPLETE/
N MUST ERROR(S) WHICH IS INVALID GENDER.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
FAMILY PLANNING g\'u':g,\;'\s@gg%ﬁﬁﬁés MISSING/INCOMPLETE/
00003 | INDICATOR NOT Y 16 M44 | INVALID CONDITION
D ERROR(S) WHICH IS L
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
POSSIBLE INFORMATION OR HAS MISSING/INCOMPLETE/
00011 | DISABILITY CODE 6 SUBMISSION/BILLING s | SSINGANCOMPLE
INVALID - INDICATE ERROR(S) WHICH IS A
Y OR N NEEDED FOR :
ADJUDICATION.
BILLING DATE BILLING DATE PREDATES
00016 | |\VALID 110 SERVICE DATE.
CLAIM/SERVICE LACKS
DATE OF QUFSAZAS/IQB(I\)I}\IJBI(ID_ENHQS MISSING/INCOMPLETE/
00018 | SERVICE/FILL DATE 16 SR RORE WHICH S M52 | INVALID "FROM"
INVALID pirhinein U DATE(S) OF SERVICE.
ADJUDICATION.
SERVICE/FILL DATE BILLING DATE PREDATES
00020 | LATER THAN 110 o DA E ]
RECEIPT DATE :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
MISSING/INCOMPLETE/
o002t | PATIENT STATUS 6 SUBMISSION/BILLING waas | oal IS ACOME

CODE INVALID

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

STATUS.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
YOUR CLAIM
CONTAINS
INCOMPLETE AND/OR
CLAIM/SERVICE LACKS INVALID INFORMATION,
AND NO APPEAL
INFORMATION OR HAS
SPECIAL SUBMISSION/BILLING RIGHTS ARE
00025 | CONSIDERATION 16 S RROR() WHICH 1S MA130 | AFFORDED BECAUSE
INDICATOR INVALID THE CLAIM IS
NEEDED FOR
NP UNPROCESSABLE.
: PLEASE SUBMIT A
NEW CLAIM WITH THE
COMPLETE/CORRECT
INFORMATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00026 | DATE OF BIRTH 6 SUBMISSION/BILLING Naze | ISSINGANCOMP
INVALID ERROR(S) WHICH IS ALD P
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS oS NN OOM!
GROUP ID NUMBER SUBMISSION/BILLING
00030 | SROUP D NUY 16 S RROR() WHICH 1S N259 | PROVIDER/SUPPLIER
SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00036 IASMI\%QLEH(?F'{?GED 6 SUBMISSION/BILLING 7o | MISSING/INCOMPLETE/
NV ERROR(S) WHICH IS INVALID CHARGE.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
PRIMARY g\'UFE?,vaI'\S"QBﬁ%EENHQS MISSING/INCOMPLETE/
00039 | DIAGNOSIS CODE 16 MAG63 | INVALID PRINCIPAL
BLANK ERROR(S) WHICH IS DIAGNOSIS
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
EMERGENCY CODE INFORMATION OR HAS YOUR CLAIM
00047 | mERGENCY ¢ 6 SUBMISSION/BILLING az3o | CONTAINS
ERROR(S) WHICH IS INCOMPLETE AND/OR

INDICATE Y OR N

NEEDED FOR
ADJUDICATION.

INVALID INFORMATION
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
ACCIDENT CODE INFORMATION OR HAS MISSING/INCOMPLETE/
v004g | NON-NUMERIC " SUBMISSION/BILLING wis | s O LEOVPLETE
CHECK MANUAL ERROR(S) WHICH IS CODE®)
FOR CODES NEEDED FOR :
ADJUDICATION.
THE AUTHORIZATION
PRIOR APPROVAL NUMBER IS MISSING, EEZL,\’ABV'\\"IEST'\‘EN
00050 | NUMBER NON- 15 INVALID, OR DOES NOT NS17 | RERUESTED
NUMERIC APPLY TO THE BILLED s
SERVICES OR PROVIDER. :
SECONDARY PAYMENT
CANNOT BE
CONSIDERED
CLAIM/SERVICE LACKS WITHOUT THE
OTHER INSURANGE INFORMATION OR HAS IDENTITY OF OR
00056 | PAID INFORMATION 16 SUBMISSION/BILLING Maoa | PAYMENT
D e ore ERROR(S) WHICH IS INFORMATION FROM
NEEDED FOR THE PRIMARY PAYER.
ADJUDICATION., THE INFORMATION
WAS EITHER NOT
REPORTED OR WAS
ILLEGIBLE.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00061 ISDEEEJ/:\%EZROV'DER " SUBMISSION/BILLING \2g0 | INVALID RENDERING
o e ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00052 | SERVICE PROVIDER " SUBMISSION/BILLING \260 | INVALID RENDERING
ID NUMBER INVALID ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION,
CLAIM/SERVICE LACKS
ABORTION / ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
00065 | STERILIZATION 16 M44 | INVALID CONDITION
CODE INVALID ERROR(S) WHICH IS CODE
NEEDED FOR :
ADJUDICATION,
SERVICE DATE NOT
00068 | WITHIN 90 DAYS OF 29 THE TIME LIMIT FOR

RECEIPT DATE

FILING HAS EXPIRED.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS
PROCEDURE CODE SUBMISSION/BILLING MISSING/INCOMPLETE/
00070 16 MAG6 | INVALID PRINCIPAL
INVALID ERROR(S) WHICH IS D PRNCAL
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00071 | PLACE OF SERVICE 6 SUBMISSION/BILLING 77 M'\?E'L'I\'S/F',’Q'ESE'V'SEETE’
CODE INVALID ERROR(S) WHICH IS iy
NEEDED FOR :
ADJUDICATION.
SERVICE DATE
00073 | OVER 90 DAYS/SEE 29 EEIENTG”\QFAE”\&TP'IZSERD
ATTACHMENT :
PATIENT CANNOT BE
00074 EE&';’I'EERNIT\I'\?AUD 31 IDENTIFIED AS OUR
INSURED.
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS S TN COM!
PROVIDER ID SUBMISSION/BILLING
00076 | FROVIDER D 16 S RROR() WHICH 1S N259 | PROVIDER/SUPPLIER
SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
REFERRING NATIONAL PROVIDER :\Q'\?:I'_'I\'S/F'{';ESF'\{"FE"LN%TE/
00078 | PROVIDER ID 207 IDENTIFIER - INVALID N2ge | DOAALID REFERRINS
NUMBER INVALID FORMAT ROVIER
CLAIM/SERVICE LACKS
NUMBER OF UNITS ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
00094 | NOT GREATER 16 SR RORE WHICH S M53 | INVALID DAYS OR
THAN ZERO pirhiein UNITS OF SERVICE.
ADJUDICATION.
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS MSSINGINCOM
o000g | LOCATOR CODE " SUBMISSION/BILLING R I MapriEscmvnc g
INVALID ERROR(S) WHICH IS
SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
SERVICE DATE THE DATE OF BIRTH
00102 | PRIOR TO BIRTH 14 FOLLOWS THE DATE OF

DATE

SERVICE.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
ADJUSTMENTNVOID PRIOR PROCESSING m\?/fl'_'l\'é;/ INCOMPLETE/
00103 rlllilbDNsIPALFéEE 129 :HE%E&@ETON APPEARS N1s2 | T CLAM
: INFORMATION.
CLAIM/SERVICE LACKS :é\‘xcp?_mkﬂg,ﬂ '\C‘JVFA"'D
INFORMATION OR HAS XA
MEDICARE DATA SUBMISSION/BILLING
00110 | MEDICARE DAT 16 S RROR() WHICH 1S N480 | (COORDINATION OF
BENEFITS OR
NEEDED FOR
ADJUDICATION MEDICARE
: SECONDARY PAYER).
gML()ELégTTEXQRGED THE IMPACT OF PRIOR
ootzs | oS TH ’a PAYER(S) ADJUDICATION
N DIeARE INCLUDING PAYMENTS
ppOY! AND/OR ADJUSTMENTS.
i rocerecone
00125 | PROV CATEG OF o AV \es | TYPE/PROVIDER
SVCE NOT ON FILE SPECIALTY MAY NOT
TYPE/SPECIALTY BILL THIS SERVICE
(TAXONOMY). :
MANUAL REVIEW CLAIM/SERVICE LACKS
CODE 6 MANUAL INFORMATION OR HAS MISSING/INCOMPLETE/
oo126 | PRICE - EXCLUDES 6 SUBMISSION/BILLING s | Mo NGINCON
DME EQUIPMENT - ERROR(S) WHICH IS e
SERVICE AREA CD NEEDED FOR :
C.E AND H ADJUDICATION.
MEDICARE PAID THE IMPACT OF PRIOR
00127 | AMOUNT ’ PAYER(S) ADJUDICATION
REPORTED LESS INCLUDING PAYMENTS
THAN REASONABLE AND/OR ADJUSTMENTS.
MISSING/INCOMPLETE/
RATE CODE NOT ON NON-COVERED INVALID VALUE
00129 | LATE FILE 96 CHARGE(S). M43 | copE(s) OR
AMOUNT(S).
THIS CARE MAY BE
THIRD PARTY COVERED BY ANOTHER
INDICATED/OTHER
00131 22 PAYER PER
INSURANCE AMT
oD RANCE AT COORDINATION OF
BENEFITS.
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS S TN COM!
o013, | PROVIDER IDNO 6 SUBMISSION/BILLING Nzse | bbb BLLNG

NOT ON FILE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

SECONDARY
IDENTIFIER.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE PROCEDURE CODE
PROVIDER IS INCONSISTENT WITH E'PSEFPRR%\CPDEERR
00135 | SPECIALTY INVALID 8 THE PROVIDER Nos | L o
FOR PROCEDURE TYPE/SPECIALTY oA T MAY T
(TAXONOMY). :
ﬁ:ﬁé’ﬁﬁiﬁg,ﬁ%ﬁﬁfg MISSING/INCOMPLETE/
GROUP ID NUMBER R L INVALID BILLING
00136 | NOT ON NYS 16 S RROR(®) WHICH 1S N259 | PROVIDER/SUPPLIER
MASTER FILE SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
THIS PROVIDER WAS NOT
PROVIDER CERTIFIED/ELIGIBLE TO
00137 | INACTIVE OR B7 BE PAID FOR THIS
TERMINATED PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
CROUP/SERVICE THIS PROVIDER WAS NOT
CERTIFIED/ELIGIBLE TO
PROVIDER NOT
00139 | PROVIDEREOT B7 BE PAID FOR THIS
B o PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
RECIPIENT ID PATIENT CANNOT BE
00140 | NUMBER NOT ON 31 IDENTIFIED AS OUR
FILE INSURED.
GROUP PROVIDER
INELIGIBLE ON THIS PROVIDER WAS NOT
DATE OF SERVICE / CERTIFIED/ELIGIBLE TO
00141 | PROVIDER ID IS B7 BE PAID FOR THIS
ACTIVE DURING PROCEDURE/SERVICE ON
THE ENROLLMENT THIS DATE OF SERVICE.
PERIOD
CLAIM/SERVICE LACKS
RECIPIENT BIRTH QUFSRE“S"QBR%EENHQS MISSING/INCOMPLETE/
00142 | DATE NOT EQUAL 16 N340 | INVALID SUBSCRIBER
FILE ERROR(S) WHICH IS BIRTH DATE
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
vo14s | RECIPIENT SEX NOT " SUBMISSION/BILLING age | MISSING/INCOMPLETE/

EQUAL FILE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

INVALID GENDER.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
PRIMARY/PRINCIPA g\lUFBOI\/FI{I,\S/IQI-ggj\IIBI?_EINHéS MISSING/INCOMPLETE/
00146 L DIAGNOSIS NOT 16 MAG63 INVALID PRINCIPAL
ON FILE ERROR(S) WHICH IS DIAGNOSIS
NEEDED FOR ’
ADJUDICATION.
CLAIM/SERVICE LACKS
GROUP ID NUMBER INFORMATION OR HAS :\[{:\?ﬁt’l\lsgll\ll_fl(’)\:\éPLETE/
NOT ON NYS SUBMISSION/BILLING
00147 MASTER FILE AS A 16 ERROR(S) WHICH IS N259 ggg\o/:\?DEEéSYUPPLIER
GROUP ID NEEDED FOR IDENTIEIER
ADJUDICATION. )
SECONDARY DIAGNOSIS WAS INVALID MISSING/INCOMPLETE/
00148 DIAGNOSIS NOT ON 146 FOR THE DATE(S) OF M64 INVALID OTHER
FILE SERVICE REPORTED. DIAGNOSIS.
RECIPIENT FILE THIS CARE MAY BE
INDICATES COVERED BY ANOTHER
00152 MEDICARE/NO 22 PAYER PER
MEDICARE COORDINATION OF
PRESENT BENEFITS.
RECIPIENT AGE IS RESUBMIT A NEW
THE DIAGNOSIS IS
GREATER THAN CLAIM WITH THE
00154 MAXIMUM PRIMARY ° E’\IAC':I'CI)EI\INS'I[SSTEQE WITH THE N517 REQUESTED
DIAGNOSIS ' INFORMATION.
REEN Ao SR A
00155 MINIMUM PRIMARY ° E’\IAC':I'CI)EI\INS'I[SSTEQE WITH THE N517 REQUESTED
DIAGNOSIS ' INFORMATION.
SR A
00156 10 INCONSISTENT WITH THE N517
INVALID FOR SEX PATIENT'S GENDER REQUESTED
OF RECIPIENT ' INFORMATION.
SECONDARY RESUBMIT A NEW
THE DIAGNOSIS IS
00160 DIAGNOSIS INVALID 10 INCONSISTENT WITH THE N517 CLAIM WITH THE
FOR SEX OF PATIENT'S GENDER REQUESTED
RECIPIENT ' INFORMATION.
RECIPIENT EXPENSES INCURRED
00162 INELIGIBLE ON 200 DURING LAPSE IN
SERVICE DATE COVERAGE
RENDERING
00164 PROVIDER NOT 96 NON-COVERED N198 PROVIDER MUST BE

MEMBER OF GROUP

CHARGE(S).

AFFILIATED WITH THE
PAY-TO PROVIDER.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
RECIPIENT AGE THE
00165 325“&5 -FI—CH)';N 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
PROCEDURE CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
(PEND)
THIS PROVIDER WAS NOT
:ZI)\IRE?_Y(IB?I;LRE CERTIFIED/ELIGIBLE TO
00166 SERVICE ON DATE B7 BE PAID FOR THIS
PEREORMED PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
RECIPIENT AGE
LESS THAN THE
00167 MINIMUM EOR 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
PROCEDURE CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
(PEND)
PROCEDURE CODE WAS
00170 EI?)?%ENDIEJIIEIIEE CODE 181 INVALID ON THE DATE OF
SERVICE.
Ao
00172 PROC REQUIRES 250 REQUIRED TO N29 DOCUMENTATION/ORD
MANUAL PRICING ERS/NOTES/SUMMARY/
ADJUDICATE THIS REPORT/CHART
CLAIM/SERVICE. '
THE PROCEDURE
00174 PROC INVLD FOR 5 CODE/BILL TYPE IS M77 ml\?:thgtlAcgygtETE/
PLC SERV (PEND) INCONSISTENT WITH THE SERVICE
PLACE OF SERVICE. '
ggg\\//llcl::)IIEER D SERVICES NOT PROVIDED
00175 242 BY NETWORK/PRIMARY
NUMBER NOT ON CARE PROVIDERS
NYS MASTER FILE '
PROCEDURE THE RESUBMIT A NEW
PROCEDURE/REVENUE
INVALID FOR CLAIM WITH THE
00178 7 CODE IS INCONSISTENT N517
RECIPIENT SEX WITH THE PATIENT'S REQUESTED
(PEND) GENDER. INFORMATION.
THESE ARE NON- THE NUMBER OF DAYS
COVERED SERVICES OR UNITS OF SERVICE
00180 UNITS GREATER 50 BECAUSE THIS IS NOT N362 EXCEEDS OUR

THAN MAXIMUM

DEEMED A 'MEDICAL
NECESSITY' BY THE
PAYER.

ACCEPTABLE
MAXIMUM.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDIT NO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE AUTHORIZATION
REQ PA FOR NUMBER IS MISSING, EE;L,\’ABV'\\"/E:T'\@’V
00186 | PROCEDURE NOT 15 INVALID, OR DOES NOT NS17 | REQUESTED
FOUND APPLY TO THE BILLED s
SERVICES OR PROVIDER. :
PROVIDER THE AUTHORIZATION
EXCEPTION CODE NUMBER IS MISSING, EE?KAB%E:TN@N
00190 | 02 REQUIRES 15 INVALID, OR DOES NOT NS17 | RERUESTED
MANUAL PRICING APPLY TO THE BILLED s
(0-0-S PROVIDER) SERVICES OR PROVIDER. :
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS
LOCATION OF At ya INVALID BILLING
00198 | SERVICE INVALID 16 S RROR(®) WHICH 1S N259 | PROVIDER/SUPPLIER
FOR PROVIDER SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION, :
THE PROCEDURE CODE
MODIFIER IS INCONSISTENT WITH EEZL,\’ABV'\\"IEST'\‘EN
00199 | REQUIRES MANUAL 4 THE MODIFIER USED ORA | N517 | e NAaTHL
PRICE REQUIRED MODIFIER IS s
MISSING. :
PROCEDURE CODE PROCEDURE CODE WAS
00204 | INACTIVE ON 181 INVALID ON THE DATE OF
SERVICE DATE SERVICE.
THE PROCEDURE CODE
PROVIDER NOT IS INCONSISTENT WITH E'PS;PRR%\CPDEERR
00218 | APPROVED FOR 8 THE PROVIDER N5
SPECIALTY MAY NOT
SERVICE TYPE/SPECIALTY STy X
(TAXONOMY). :
SROCEDURE CODE THIS ITEM OR SERVICE
DOES NOT MEET THE
INCONSISTENT NON-COVERED
00223 96 N180 | CRITERIA FOR THE
WITH FAMILY CHARGE(S).
R CATEGORY UNDER
WHICH IT WAS BILLED.
CLAIM/SERVICE LACKS
PROCEDURE INFORMATION OR HAS
voz4 | INDICATES " SUBMISSION/BILLING \a MISSING CONSENT
HYSTERECTOMY - ERROR(S) WHICH IS FORM.
CHECK FORMS NEEDED FOR
ADJUDICATION,
comeenuce ors
INCONSISTENT At ya MISSING/INCOMPLETE/
00225 | WITH 16 M45 | INVALID OCCURRENCE

STERILIZATION
CODE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

CODE(S).
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CasERCE CKS
INDICATES SUBMISSION/BILLING MISSING/INCOMPLETE/
00226 STERILIZATION/STE 16 M45 INVALID OCCURRENCE
ERROR(S) WHICH IS
RILIZATION CODE CODE(9).
NOT PRESENT NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
PRIMARY
DIAGNOSIS g\IUFé)I\/ITI'\SAéI-I(-)I(I\)l;\IBI(I)_EISéS MISSING/INCOMPLETE/
00227 INDICATES 16 ERROR(S) WHICH IS M44 INVALID CONDITION
ABORTION/ABORT CODE.
CODE INVALID NEEDED FOR
ADJUDICATION.
ClAMSERCE LICKS
DIAGNOSIS SUBMISSION/BILLING MISSING/INCOMPLETE/
00228 INDICATES 16 ERROR(S) WHICH IS M44 INVALID CONDITION
ABORTION/ABORTIO CODE.
N CODE INVALID NEEDED FOR
ADJUDICATION.
CAMSERICE LCKS
INDICATES SUBMISSION/BILLING MISSING/INCOMPLETE/
00230 ABORTION/VALID 16 M44 INVALID CONDITION
ABORTION CODE ERROR(S) WHICH IS CODE.
NOT PRESENT NEEDED FOR
ADJUDICATION.
CONSULT PLAN
BENEFIT
ELECTIVE
NON-COVERED DOCUMENTS/GUIDELIN
00231 'Ig\i(Y)AR\I-BrII_(I;N NOT 96 CHARGE(S). N130 ES FOR INFORMATION
ABOUT RESTRICTIONS
FOR THIS SERVICE.
CLAIM/SERVICE LACKS
PROCEDURE INFORMATION OR HAS
00233 INDICATES 16 SUBMISSION/BILLING N3 MISSING CONSENT
STERILIZATION/CHE ERROR(S) WHICH IS FORM.
CK FORMS NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
STERILIZATION INFORMATION OR HAS
00234 CODE INDICATES 16 SUBMISSION/BILLING N3 MISSING CONSENT
STERILIZATION/CHE ERROR(S) WHICH IS FORM.
CK FORMS NEEDED FOR
ADJUDICATION.
STERILIZATION -FI—’EE)CEDURE/REVENUE NOT ELIGIBLE DUE TO
00235 PERFORMED/RECIPI 6 N129

ENT UNDER 21

CODE IS INCONSISTENT

WITH THE PATIENT'S AGE.

THE PATIENT'S AGE.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE PROCEDURE CODE
PROVIDER IS INCONSISTENT WITH E'PS;PRR%\OPDEERR
00236 | SPECIALTY INVALID 8 THE PROVIDER Nos | L o
FOR PROCEDURE TYPE/SPECIALTY oA T MAY T
(TAXONOMY). :
NO FAULT OR THIS CARE MAY BE
WORKMANS COMP COVERED BY ANOTHER
00239 | INDICATED/NOT 22 PAYER PER
COVERED BY COORDINATION OF
MEDICAID BENEFITS.
OVER TWO YEAR
00240 | OLD CLAIM HELD - THE TIME LIMIT FOR
FOR FUTURE FILING HAS EXPIRED.
ADJUDICATION
PRIOR APPROVAL THE AUTHORIZATION RESUBMIT A NEW
NOT ON OR NUMBER IS MISSING, CLAIM WITH THE
00244 15 INVALID, OR DOES NOT N517
REMOVED FROM REQUESTED
REY APPLY TO THE BILLED ReISTED
SERVICES OR PROVIDER. :
PRIOR APPROVAL SERVICES DENIED AT THE
00245 | INDICATED NOT 39 TIME
APPROVED BY NYS AUTHORIZATION/PRE
CLAIM INFORMATION
PROVIDER ID FOR IS INCONSISTENT WITH
00249 | PA SERVICE NOT 96 gak'é%%YsE)RED N54 | PRE-
EQUAL FILE : CERTIFIED/AUTHORIZE
D SERVICES.
oo
NUMBER UNEQUAL NON-COVERED
00250 96 N54 | PRE-
TO PRIOR CHARGE(S).
e EILE CERTIFIED/AUTHORIZE
D SERVICES.
Ao ———
00254 | SERVICE CODE NOT 15 INVALID, OR DOES NOT N517 | CLAIMWITH THE
EQUAL TO PA REQUESTED
APPLY TO THE BILLED AL
SERVICES OR PROVIDER. :
WE DO NOT OFFER
'\A"ﬁg 'SQFE)E PART B COVERAGE FOR THIS
TYPE OF SERVICE OR
00260 | INDICATED BUT 96 NON-COVERED N216 | THE PATIENT IS NOT

RECIPENT HAS NO
SUCH COVERAGE
ON FILE

CHARGE(S).

ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS INCOMPLETE/INVALID
INFORMATION OR HAS EXPLANATION OF
OTHER INSURANCE SUBMISSION/BILLING BENEFITS
00261 PAID, NO 16 ERROR(S) WHICH IS N480 (COORDINATION OF
INSURANCE ON FILE BENEFITS OR
NEEDED FOR
ADJUDICATION MEDICARE
' SECONDARY PAYER).
CLAIM/SERVICE LACKS :EI\IX%?_X,\PLI&.IE_TOE’G’\(I)\I/:ALID
INFORMATION OR HAS BENEEITS
MEDICARE PAID, NO SUBMISSION/BILLING
00262 MEDICARE ON FILE 16 ERROR(S) WHICH IS N480 (COORDINATION OF
BENEFITS OR
NEEDED FOR
ADJUDICATION MEDICARE
' SECONDARY PAYER).
SERVICING
PROVIDER ID OR SERVICES NOT PROVIDED
00263 LICENSE NO AND 242 BY NETWORK/PRIMARY
PROFESSION CODE CARE PROVIDERS.
ARE REQUIRED
MISSING/INCOMPLETE/
INVALID DESCRIPTION
LSJEFE\iEEEg THE IMPACT OF PRIOR OF SERVICE FOR A
PAYER(S) ADJUDICATION NOT OTHERWISE
00264 \F/)VFIQ'I'OI-?I\E/IIEL[J)II:{C%AE(I;DE 23 INCLUDING PAYMENTS N350 CLASSIFIED (NOC)
INVOLVEMENT AND/OR ADJUSTMENTS. CODE OR FOR AN
UNLISTED/BY REPORT
PROCEDURE.
CLAIM/SERVICE LACKS
ABORTION CODE g\IUFé)h/ITIhS/IéI)I(N);\IBﬁ_EISéS MISSING/INCOMPLETE/
00265 INVALID FOR 16 M44 INVALID CONDITION
RECIPIENT SEX ERROR(S) WHICH IS CODE
NEEDED FOR '
ADJUDICATION.
RECIPIENT AGE THE
00266 GREATER THAN 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
MAXIMUM FOR CODE IS INCONSISTENT THE PATIENT'S AGE.
PROCEDURE WITH THE PATIENT'S AGE.
CLAIM/SERVICE LACKS PLEASE REFER TO
VEHICLE LICENSE INFORMATION OR HAS YOUR PROVIDER
00267 PLATE / DRIVER'S 16 SUBMISSION/BILLING N59 MANUAL FOR
LICENSE NUMBER ERROR(S) WHICH IS ADDITIONAL PROGRAM
REQUIRED NEEDED FOR AND PROVIDER
ADJUDICATION. INFORMATION.
RECIPIENT AGE THE
00268 LESS THAN 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
MINIMUM FOR CODE IS INCONSISTENT THE PATIENT'S AGE.
PROCEDURE WITH THE PATIENT'S AGE.

Page 13 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PROCEDURE Eg%ggﬁ_fﬁ%‘;ﬁs MISSING/INCOMPLETE/
00284 | INVALID FOR PLACE 5 M77 | INVALID PLACE OF
OF SERVICE (DENY) INCONSISTENT WITH THE SERVICE
PLACE OF SERVICE. '
CONSULT PLAN
BENEFIT
CHILD CARE CLAIM NOT COVERED BY D NTS/GUIDELIN
00286 | RECIPIENT BILL 109 THIS N130
AGENCY PAYER/CONTRACTOR ES FOR INFORMATION
: ABOUT RESTRICTIONS
FOR THIS SERVICE.
THE RESUBMIT A NEW
PROCEDURE PROCEDURE/REVENUE RESUBMT ANEY
00289 | INVALID FOR SEX 7 CODE IS INCONSISTENT NS17 | REoUESTED
OF RECIPIENT WITH THE PATIENT'S REQUESTED
GENDER. :
RECIPIENT
oopor | INELIGIBLE o NON-COVERED \so | PATIENT INELIGIBLE
(COVERAGE CODE CHARGE(S). FOR THIS SERVICE.
IS EQUAL TO 02)
GROUP CLAIM/SERVICE LACKS
IDENTIFICATION INFORMATION OR HAS M'\?E'L'I\'Sg’l\tfﬁ\l“épLETE’
NUMBER IN SUBMISSION/BILLING
00295 | pbROVIDER 16 ERROR(S) WHICH IS N259 gEgg:ﬁgE@“PpUER
IDENTIFICATION NEEDED FOR AR
NUMBER FIELD ADJUDICATION. :
THE AUTHORIZATION
RENTAL INDICATED NUMBER IS MISSING, EE;L,\’ABV'\\"/ESTNE’V
00296 | - NO PA NUMBER 15 INVALID, OR DOES NOT NS17 | RENUESTED
ON CLAIM APPLY TO THE BILLED REUESTED
SERVICES OR PROVIDER. :
CLAIM/SERVICE LACKS
AMOUNT IS 10% OR ?UFSAE“S"QB(S%EENHQS MISSING/INCOMPLETE/
00397 | LS AMT ON 16 S RRORIS) WLHGHH1S M54 | INVALID TOTAL
PROCEDURE FILE ERROR(S) wt CHARGES.
ADJUDICATION.
CLAIM/SERVICE LACKS
ENCOUNTER SUBM SSIONBILLING
00400 | CONTROL NUMBER 16

MISSING

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
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EDIT NO.

EDIT DESCRIPTION

CLAIM
ADJUSTME
NT REASON
CODE

ADJUSTMENT REASON
CODE DESCRIPTION

REMIT
ADVICE
REMARK
CODE

REMARK CODE
DESCRIPTION

00401

BENEFICIARY ID
MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

00402

DIAGNOSIS CODE
AND PROCEDURE
CODE MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

M76

MISSING/INCOMPLETE/
INVALID DIAGNOSIS
OR CONDITION.

00404

PROVIDER SPEC
CODE MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

00405

PRINCIPAL
PROCEDURE CODE
MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

00406

DIAGNOSIS CODE
MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

M76

MISSING/INCOMPLETE/
INVALID DIAGNOSIS
OR CONDITION.

00408

CATEGORY OF
SERVICE MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

N95

THIS PROVIDER
TYPE/PROVIDER
SPECIALTY MAY NOT
BILL THIS SERVICE.

00409

INPATIENT MMIS
PROVIDER ID IS
NOT A HOSPITAL

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

00410

DRG CODE MISSING

A8

UNGROUPABLE DRG.

00411

DRG CODE AND
DIAGNOSIS CODE
MISSING

11

THE DIAGNOSIS IS
INCONSISTENT WITH THE
PROCEDURE.

MAG63

MISSING/INCOMPLETE/
INVALID PRINCIPAL
DIAGNOSIS.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
DIAGNOSIS WAS INVALID MISSING/INCOMPLETE/
00412 BIg_?lc\l)gSFIiéZODE 146 FOR THE DATE(S) OF MAG63 INVALID PRINCIPAL
SERVICE REPORTED. DIAGNOSIS.
THE PROCEDURE CODE
PROVIDER IS INCONSISTENT WITH $$I|:’SEI/DPRROO\<}IIDDEERR
00413 SPECIALTY NOT ON 8 THE PROVIDER N95
SPECIALTY MAY NOT
FILE TYPE/SPECIALTY BILL THIS SERVICE
(TAXONOMY). '
e | picennt e e o
FILING HAS EXPIRED.
1/1/96
CLAIM/SERVICE LACKS
COS NOT ALLOWED INFORMATION OR HAS
SUBMISSION/BILLING
00415 TO SUBMIT BLOCK 16
ENCOUNTERS ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00416 LICENSE NUMBER 16 SUBMISSION/BILLING
IS MISSING ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
00422 PROCEDURE CODE 16
NOT ALLOWED ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00423 MMIS PLAN ID 16 SUBMISSION/BILLING
MISSING ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00424 MMIS PLAN ID NOT 16 SUBMISSION/BILLING

ON FILE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.
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EDIT NO.

EDIT DESCRIPTION

CLAIM
ADJUSTME
NT REASON
CODE

ADJUSTMENT REASON
CODE DESCRIPTION

REMIT
ADVICE
REMARK
CODE

REMARK CODE
DESCRIPTION

00425

MMIS PLAN ID NOT
HMO PROVIDER

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

00431

NEONATE BIRTH
WEIGHT MISSING

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

N207

MISSING/INCOMPLETE/
INVALID WEIGHT.

00432

ATTEND PROV ID
NOT ON FILE

242

SERVICES NOT PROVIDED
BY NETWORK/PRIMARY
CARE PROVIDERS.

00433

OPER PROV ID NOT
ON FILE

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

N262

MISSING/INCOMPLETE/
INVALID OPERATING
PROVIDER PRIMARY
IDENTIFIER.

00434

BIRTH WEIGHT NOT
REASONABLE

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

N207

MISSING/INCOMPLETE/
INVALID WEIGHT.

00435

SOURCE OF
ADMISSION CD
INVALID

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

MA42

MISSING/INCOMPLETE/
INVALID ADMISSION
SOURCE.

00436

TYPE OF BILL DIGIT
3 INVALID

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

MA30

MISSING/INCOMPLETE/
INVALID TYPE OF BILL.

00437

CLAIM/ENCOUNTER
INDICATOR INVALID

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

Page 17 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM OVER 90 THE AUTHORIZATION RESUBMIT A NEW
DAYS/PRIOR NUMBER IS MISSING, CLAIM WITH THE
00503 15 INVALID, OR DOES NOT N517
APPROVAL REQUESTED
REQUIRED APPLY TO THE BILLED INFORMATION
SERVICES OR PROVIDER. :
RATE CODE INVALID NOT COVERED WHEN
00507 | FOR OUTPATIENT 96 (N;SE;{CGOE\(SE)RED N428 | PERFORMED IN THIS
CLINIC CLAIM. : PLACE OF SERVICE.
PLEASE REFER TO
YOUR PROVIDER
INVALID CTHP
NON-COVERED MANUAL FOR
00510 EEFPEF&RCAFLIT?SNDER 96 CHARGE(S). NS9 | ADDITIONAL PROGRAM
AND PROVIDER
INFORMATION.
PLEASE REFER TO
YOUR PROVIDER
INVALID CHAP
NON-COVERED MANUAL FOR
00511 SEFCELFI{,\?@L CODE 96 CHARGE(S). NS9 | ADDITIONAL PROGRAM
AND PROVIDER
INFORMATION,
CLAIM/SERVICE LACKS
ORDERING/REFERRI INFORMATION OR HAS MISSING/INCOMPLETE/
oos1g | NG/PRESCRIBING " SUBMISSION/BILLING \2g5 | INVALID REFERRING
PROVIDER LICENSE ERROR(S) WHICH IS PROVIDER PRIMARY
NUMBER INVALID NEEDED FOR IDENTIFIER.
ADJUDICATION.
PHARMACIST ID THE PROCEDURE CODE
CATEGORY OF IS INCONSISTENT WITH E'PSEFPRR%\CPDEERR
00520 | SERVICE INVALID 8 THE PROVIDER Nos | L o
FOR PROCEDURE TYPE/SPECIALTY oo LMY T
CODE (TAXONOMY). :
CLAIM/SERVICE LACKS
PRESCRIBER QUFSRE“S"QBR%EENHQS MISSING/INCOMPLETE/
00525 | LICENSE NUMBER 16 S RROR(®) WHICH 1S N31 INVALID PRESCRIBING
IS MISSING =RROR(S) I PROVIDER IDENTIFIER.
ADJUDICATION.
PRESCRIPTION /
00526 | ORDER NUMBER IS 175 IF;\lRCEgﬁFFfETr'SN IS
MISSING :
CLAIM/SERVICE LACKS
MISSING OR SUBM SSIONBILLING AL T COMPLETE
00528 E\:XQE'B?S%%ANT'TY 16 ERROR(S) WHICH IS N378 | bRESCRIPTION

NEEDED FOR
ADJUDICATION.

QUANTITY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
NEW / REFILL PRESCRIPTION IS NOT
00530 NUMBER INVALID 176 CURRENT.
AUTHORIZED
00531 REFILLS NUMBER 175 ::I)\IRCEOSI\SI:F?II_FI;TIJEON IS
INVALID '
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
DISPENSE AS
SUBMISSION/BILLING INVALID
00532 m\F;EJSN CODE 16 ERROR(S) WHICH IS N388 PRESCRIPTION
NEEDED FOR NUMBER
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00534 DATE ORDERED 16 SUBMISSION/BILLING N57 ml\?imlggg(égg;gﬂg/
INVALID ERROR(S) WHICH IS DATE
NEEDED FOR '
ADJUDICATION.
FILL DATE GREATER CLAIM/SERVICE LACKS THIS CLAIM/SERVICE
INFORMATION OR HAS
THAN 60 DAYS SUBMISSION/BILLING MUST BE BILLED
00536 FROM 16 ERROR(S) WHICH IS N182 ACCORDING TO THE
PRESCRIPTION SCHEDULE FOR THIS
ORDER DATE NEEDED FOR PLAN
ADJUDICATION. '
THE
ORDERING/REFERRI PRESCRIBING/ORDERING
NG PROVIDER PROVIDER IS NOT
00538 PROFESSION CODE 184 ELIGIBLE TO
INVALID PRESCRIBE/ORDER THE
SERVICE BILLED.
PAYMENT ADJUSTED
SIIEEE?A%STEH-II—EHE PAYER CLAIM INFORMATION
REFILL EXCEEDS INFORMATION IS INCONSISTENT WITH
00539 MAXIMUM NUMBER 151 SUBMITTED DOES NOT N54 PRE-
AUTHORIZED CERTIFIED/AUTHORIZE
SUPPORT THIS D SERVICES
MANY/FREQUENCY OF '
SERVICES.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
MISSING/INCOMPLETE/
00540 NUMBER OF DAYS 16 SUBMISSION/BILLING M53 INVALID DAYS OR

SUPPLY INVALID

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

UNITS OF SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MISSING/INCOMPLETE/
PROCEDURE CODE WAS INVALID/
00544 HB,\CAESISE NON- 181 INVALID ON THE DATE OF M119 | DEACTIVATED/WITHDR
SERVICE. AWN NATIONAL DRUG
CODE (NDC).
CLAIM/SERVICE LACKS WE DO NOT OFFER
COVERAGE FOR THIS
RECIPIENT INFORMATION OR HAS
TYPE OF SERVICE OR
00547 | INELIGIBLE 16 SUBMISSION/BILLING N216 | THE PATIENT IS NOT
(COVERAGE CODE ERROR(S) WHICH IS
ENROLLED IN THIS
IS EQUAL TO 07) NEEDED FOR
ADJUDICATION PORTION OF OUR
' BENEFIT PACKAGE
CLAIM/SERVICE LACKS
FILL DATE g\'UFéJN'TI'\S"éBg/NBI?ENHéS MISSING/INCOMPLETE/
00548 | PRECEDES ORDER 16 N304 | INVALID DISPENSED
DATE ERROR(S) WHICH IS DATE
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
REFILL DATE INFORMATION OR HAS IATJETCEQ%_SE%WCE
GREATER THAN 180 SUBMISSION/BILLING
00549 | bAYS FROM ORDER 16 ERROR(S) WHICH IS N182 ggﬁgg&'\éigg $:|Es
DATE NEEDED FOR BLAN
ADJUDICATION. '
CLAIM/SERVICE LACKS THE NUMBER OF DAYS
INFORMATION OR HAS
MAXIMUM SUBMISSION/BILLING OR UNITS OF SERVICE
00550 | QUANTITY 16 ERROR(S) WHICH IS N362 | EXCEEDS OUR
EXCEEDED ACCEPTABLE
NEEDED FOR MAXIMUM
ADJUDICATION. '
PROCEDURE CODE
BILLED IS NOT
00551 :;I-OEIQAPNA?(-II-\/IEEII\II('I%I(EII;IE %6 NON-COVERED N56 CORRECT/VALID FOR
FILL DATE CHARGE(S). THE SERVICES BILLED
OR THE DATE OF
SERVICE BILLED.
PRECERTIFICATION/AUTH
00552 g;ﬁ')'\é iEggg,EASL 197 ORIZATION/NOTIFICATION
ABSENT.
THIS
PRODUCT/PROCEDURE IS
00553 | DRUG INVALID FOR 188 ONLY COVERED WHEN

RECIPIENT SEX

USED ACCORDING TO
FDA RECOMMENDATIONS.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
T Mo o o
REFILL NUMBER SUBMISSION/BILLING OR UNITS OF SERVICE
00556 EXCEEDS MAXIMUM 16 N362 EXCEEDS OUR
ERROR(S) WHICH IS
MAX ACCEPTABLE
NEEDED FOR MAXIMUM
ADJUDICATION. ’
THIS
RECIPIENT AGE PRODUCT/PROCEDURE IS
00558 GREATER THAN 188 ONLY COVERED WHEN
ALLOWED USED ACCORDING TO
FDA RECOMMENDATIONS.
THIS
RECIPIENT AGE PRODUCT/PROCEDURE IS
00559 LESS THAN 188 ONLY COVERED WHEN
ALLOWED USED ACCORDING TO
FDA RECOMMENDATIONS.
CLAIM/SERVICE LACKS
INFORMATION OR HAS ml\?AS\II_II\IS/INCOMPLETE/
00561 DRUGS/SUPPLY 16 SUBMISSION/BILLING M119 DEACTIVATED/WITHDR
CODE NOT ON FILE ERROR(S) WHICH IS
AWN NATIONAL DRUG
NEEDED FOR CODE (NDC)
ADJUDICATION. '
THIS
DRUG/SERVICE/SUPPL
NATIONAL DRUG CODES Y IS NOT INCLUDED IN
DRUG PRICE NOT
(NDC) NOT ELIGIBLE FOR THE FEE SCHEDULE
00562 SX:_?E_ABLE ON FILL 211 REBATE, ARE NOT N448 OR
COVERED. CONTRACTED/LEGISLA
TED FEE
ARRANGEMENT
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00563 DAYS SUPPLY LESS 16 SUBMISSION/BILLING M123 MISSING/INCOMPLETE/
THAN MINIMUM ERROR(S) WHICH IS INVALID NAME
NEEDED FOR
ADJUDICATION.
PRESCRIBING THE
PROVIDER PRESCRIBING/ORDERING
PROFESSION CODE PROVIDER IS NOT
00568 INVALID FOR 184 ELIGIBLE TO
ISSUING PRESCRIBE/ORDER THE

PRESCRIPTION

SERVICE BILLED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS PROCEDURE CODE OR
PROCEDURE RATE
INFORMATION OR HAS Rl
00570 | NO PRICE ON DRUG 6 SUBMISSION/BILLING NG5 | DETERMINED ORWAS
FILE ERROR(S) WHICH IS
NOT ON FILE, FOR THE
NEEDED FOR
ADJUDICATION DATE OF
: SERVICE/PROVIDER.
PAYMENT BASED ON
THESE ARE NON- ;';\E/IE'V':‘/D'NGS OF A
COVERED SERVICES
oos7o | ITEM REQUIRES 60 BECAUSE THIS IS NOT N0 gSRIgﬁINA'LZAT'ON’ PROFE
MANUAL REVIEW DEEMED A "MEDICAL
NECESSITY' BY THE CONSULT/MANUAL
NECES ADJUDICATION/MEDIC
: AL OR DENTAL
ADVISOR.
THE PROCEDURE CODE
CATEGORY OF IS INCONSISTENT WITH E'PS;PRR%\CPDEERR
00598 | SERVICE INVALID 8 THE PROVIDER Nos | LYPEIPROVIDER .
FOR NDC CODE TYPE/SPECIALTY T
(TAXONOMY). :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00600 | ADMISSION DATE 6 SUBMISSION/BILLING AL ml\?/i%%ﬁ?s'vsl?ol_?a
INVALID ERROR(S) WHICH IS s
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00602 | ADMISSION HOUR 6 SUBMISSION/BILLING 46 ml\?/ill\lg%fﬂ?s'\g%ﬁml
INVALID ERROR(S) WHICH IS A=
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00603 | ADMISSION TYPE 6 SUBMISSION/BILLING ALl :\Iﬂll\?AS\II_II\IIDG,/AIg?\:/I(I)SNSHIDéETE/
CODE INVALID ERROR(S) WHICH IS iy
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
ADMITTING QUFSAZAS/IQB(I\)I}\IJBI(ID_ENHQS MISSING/INCOMPLETE/
00604 | DIAGNOSIS CODE 16 MAG5 | INVALID ADMITTING

MISSING

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DIAGNOSIS.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM PREVIOUSLY PROCEDURE/SERVICE
PAID USING WAS PARTIALLY OR
00605 | ANOTHER B20 FULLY FURNISHED BY
PROVIDER NUMBER ANOTHER PROVIDER,
CLAIM/SERVICE LACKS
PRINCIPLE QUFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
00610 | DIAGNOSIS CODE 16 MAG3 | INVALID PRINCIPAL
MISSING ERROR(S) WHICH IS DIAGNOSIS
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
PRINCIPLE g\'UFéJN'TI'\S"éBg/NBI?ENHéS MISSING/INCOMPLETE/
00613 | PROCEDURE DATE 16 S RROR(®) WHICH 1S MAG6 | INVALID PRINCIPAL
INVALID =RROR(S) I PROCEDURE CODE.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00625 | DISCHARGE DATE " SUBMISSION/BILLING V50 M'\?:L'I\'S.{'TNOC..%'\K?E%ST)E/
ILLOGICAL ERROR(S) WHICH IS inigaaiglicd
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
DISCHARGE HOUR SUBMISSION/BILLING MISSING/INCOMPLETE/
00626 16 N50 INVALID DISCHARGE
INVALID ERROR(S) WHICH IS Nranmast
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
o067 | DISCHARGE " SUBMISSION/BILLING \5O s O]
STATUS INVALID ERROR(S) WHICH IS NranD J°C
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00652 E'FiggAT%GE DATE " SUBMISSION/BILLING \a1g | INVALID DISCHARGE
B i DATE ERROR(S) WHICH IS OR END OF CARE
NEEDED FOR DATE.
ADJUDICATION.
CLAIM/SERVICE LACKS
STATEMENT FROM QUFSAZAS/IQBS%EENHQS MISSING/INCOMPLETE/
00653 | DATE PRIOR TO 16 M52 | INVALID "FROM"

ADMISSION DATE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DATE(S) OF SERVICE.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
DISCHARGE DATE INFORMATION OR HAS MISSING/INCOMPLETE/
00655 IS DIFFERENT FROM 16 SUBMISSION/BILLING N318 INVALID DISCHARGE
STATEMENT THRU ERROR(S) WHICH IS OR END OF CARE
DATE NEEDED FOR DATE.
ADJUDICATION.
EFFECTIVE DATE SUBMISSION/BILLING MISSING/INCOMPLETE/
00657 NOT PRIOR TO 16 N299 INVALID OCCURRENCE
ERROR(S) WHICH IS
STATEMENT DATE(S).
THROUGH DATE NEEDED FOR
ADJUDICATION.
STATMENT THRU
00658 DATE IS MORE 29 THE TIME LIMIT FOR
THAN 90 DAYS OF FILING HAS EXPIRED.
DATE RECEIVED
CLAIM/SERVICE LACKS
STAY DENIED INFORMATION OR HAS MISSING/INCOMPLETE/
00660 EFFECTIVE DATE 16 SUBMISSION/BILLING N299 INVALID OCCURRENCE
PRIOR TO ERROR(S) WHICH IS DATE(S)
ADMISSION DATE NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00663 PATIENT CONTROL 16 SUBMISSION/BILLING N221 Mllg.?loNRGYﬁ\?\:\ngTING
NUMBER MISSING ERROR(S) WHICH IS PHYSICAL REPORT
NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
ATTENDING INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID ATTENDING
00664 EIE?\(/ISBII(E:II?AI\N/IIEISCIEI\(IBSE 16 ERROR(S) WHICH IS N253 PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
FAMILY PLANNING PAYMENT IS DENIED THIS PROVIDER
00672 INDICATOR INVALID 170 WHEN NO5 TYPE/PROVIDER
FOR BILLING PERFORMED/BILLED BY SPECIALTY MAY NOT
PROVIDER THIS TYPE OF PROVIDER. BILL THIS SERVICE.
CLAIM PAYMENT WAS
THE RESULT OF A
INVALID ADJUST PAYER'S
CODE FOR STATE RETROACTIVE
00674 TSN Al CLAIM/SERVICE DENIED. N421 ADJUSTMENT DUE TO
ADJUSTMENT/VOID A REVIEW
ORGANIZATION
DECISION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
EE(S'Z-IFFI’TI'ECNTTEQERVICE PROCEDURES FOR
NOT BILLING WITH
00677 PROVIDED/ORDERE 96 NON-COVERED N55 GROUP/REFERRING/PE
D/REFERRED BY CHARGE(S). RFORMING
PRIMARY PROVIDERS WERE
PHARMACY NOT FOLLOWED.
RESTRICTED
RECIPIENT SERVICE PROCEDURES FOR
NOT BILLING WITH
00678 PROVIDED/ORDERE 96 NON-COVERED N55 GROUP/REFERRING/PE
D/REFERRED BY CHARGE(S). RFORMING
PRIMARY PROVIDERS WERE
PHARMACY/ATTACH NOT FOLLOWED.
MENT
RESTRICTED
Eg?rIPIENT SERVICE SERVICES NOT
AUTHORIZED BY
00679 PROVIDED/ORDERE 243 NETWORK/PRIMARY CARE
D/REFERRED BY PROVIDERS
PRIMARY '
PHYSICIAN
RESTRICTED
RECIPIENT SERVICE
NOT SERVICES NOT
00680 PROVIDED/ORDERE 243 AUTHORIZED BY
D/REFERRED BY NETWORK/PRIMARY CARE
PRIMARY PROVIDERS.
PHYSICIAN/ATTACH
MENT
RESTRICTED
RECIPIENT SERVICE SERVICES NOT
00683 NOT 243 AUTHORIZED BY
PROVIDED/ORDERE NETWORK/PRIMARY CARE
D/REFERRED BY PROVIDERS.
PRIMARY CLINIC
RESTRICTED
EE?I_IPIENT SERVICE SERVICES NOT
00684 PROVIDED/ORDERE 243 AUTHORIZED BY

D/REFERRED BY
PRIMARY
CLINIC/ATTACH

NETWORK/PRIMARY CARE
PROVIDERS.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PATIENT NOT
RECIPIENT NO ENROLLED IN THE
00689 LONGER PREPAID 27 iﬁ?gg%%s\/gg:g;ED N52 BILLING PROVIDER'S
CAPITATION PLAN TERMINATED MANAGED CARE PLAN
ENROLLEE ' ON THE DATE OF
SERVICE.
ADDITIONAL
00690 éNREEiTFIEES_II_ﬁ:’\lTIITS 96 NON-COVERED N633 ANESTHESIA TIME
MAX CHARGE(S). UNITS ARE NOT
ALLOWED.
RECIPIENT CHARGES ARE COVERED
00691 COVERAGE CODE o4 UNDER A CAPITATION
INVALID FOR AGREEMENT/MANAGED
CAPITATION CLAIMS CARE PLAN.
I(I:\ILIQA\(I)'\IQISE'II?I\(/)IE%II_?AIS:SS THIS CLAIM/SERVICE
DATE OF SERVICE SUBMISSION/BILLING MUST BE BILLED
00692 MUST BE 1ST OF 16 ERROR(S) WHICH IS N182 ACCORDING TO THE
MONTH SCHEDULE FOR THIS
NEEDED FOR PLAN
ADJUDICATION. '
PATIENT NOT
ENROLLED IN THE
00693 RECIPIENT NOT ON 96 NON-COVERED N52 BILLING PROVIDER'S
PCP FILE CHARGE(S). MANAGED CARE PLAN
ON THE DATE OF
SERVICE.
PATIENT NOT
ENROLLED IN THE
00694 EQII—OEROTFOSEEQHCE 26 EXPENSES INCURRED N52 BILLING PROVIDER'S
BEGIN DATE PRIOR TO COVERAGE. MANAGED CARE PLAN
ON THE DATE OF
SERVICE.
PATIENT NOT
ENROLLED IN THE
NON-PAY BILLING PROVIDER'S
00695 RECIPIENT BILLED Al CLAIM/SERVICE DENIED. N52 MANAGED CARE PLAN
ON THE DATE OF
SERVICE.
PROVIDER ON PATIENT NOT
CLAIM NOT ENROLLED IN THE
NON-COVERED BILLING PROVIDER'S
00696 RECIPIENT PREPAID 96 CHARGE(S). N52 MANAGED CARE PLAN
CAPITATION ON THE DATE OF
PROVIDER

SERVICE.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
PATIENT NOT
PCP GUARANTEED EXPENSES INCURRED S:\II_IEICI)\I%E’EQIO'\]VIDHEER'S
00697 COVERAGE PERIOD 27 AFTER COVERAGE N52
EXPIRED TERMINATED MANAGED CARE PLAN
’ ON THE DATE OF
SERVICE.
RECIPIENT
COVERAGE
INDICATES CHARGES ARE COVERED
00699 CAPITATION CLAIMS 24 UNDER A CAPITATION
AND PREPAID AGREEMENT/MANAGED
CAPITATION PLAN CARE PLAN.
REFER SERVICE
ONLY
CLAIM INFORMATION
PA UNITS OR PRECERTIFICATION/AUTH IS INCONSISTENT WITH
00700 PAYMENT AMOUNT 198 ORIZATION EXCEEDED N54 PRE-
EXCEEDED ' CERTIFIED/AUTHORIZE
D SERVICES.
Lo
00702 WITHIN PA 198 PRECERTIFICATION/AUTH N54 PRE-
éiilléCéVED DATE ORIZATION EXCEEDED. CERTIEIED/AUTHORIZE
D SERVICES.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
00703 ISNéACPOPI\TI(D)ZEQ\-/rIEE ) 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
SAME DAY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
00705 DUPLICATE CLAIM 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
IN HISTORY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
00706 REQUIRES MANUAL 177
PRICING ELIGIBILITY
REQUIREMENTS.
00707 EXACT DUP CATCH 18 DUPLICATE

ALL PROCEDURE

CLAIM/SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
00708 CRIX_IFIIIE:IE;SEIEN?NPAC 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
HISTORY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
RECIPIENT
00709 INELIGIBLE 96 NON-COVERED N30 PATIENT INELIGIBLE
(COVERAGE CODE CHARGE(S). FOR THIS SERVICE.
IS EQUAL TO 08)
THIS
Eﬁggfgg‘;‘é/FORM PRODUCT/PROCEDURE IS
00710 EXCEEDS SERVICE 188 ONLY COVERED WHEN
LIMITS USED ACCORDING TO
FDA RECOMMENDATIONS.
THIS
PRODUCT/PROCEDURE IS
00712 Eggﬁgéiﬁ.?g 188 ONLY COVERED WHEN
USED ACCORDING TO
FDA RECOMMENDATIONS.
SECONDARY PAYMENT
CANNOT BE
CONSIDERED
CLAIM/SERVICE LACKS WITHOUT THE
CLIENT HAS INFORMATION OR HAS IDENTITY OF OR
00713 MEDICARE PART B 16 SUBMISSION/BILLING MAO4 PAYMENT
AND MEDICAID ERROR(S) WHICH IS INFORMATION FROM
OTHER IS BLANK NEEDED FOR THE PRIMARY PAYER.
ADJUDICATION. THE INFORMATION
WAS EITHER NOT
REPORTED OR WAS
ILLEGIBLE.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
PROCEDURE
00715 CONFLICTS WITH 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
PRIOR SERVICE FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN

THAT HAS ALREADY BEEN
ADJUDICATED.

SET TIME FRAME.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION |\ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
PROCEDURE
00717 | CONFLICTS WITH 97 PAYMENT/ALLOWANCE MB6 ALREADY MADE FOR
PRIOR SERVICE FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
PROCEDURE THE BECAUSE PAYMENT
00718 | COMBINATION 97 PAYMENT/ALLOWANCE MB6 ALREADY MADE FOR
REQUIRES FOR ANOTHER SAME/SIMILAR
REVIEW/PRICING SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00719 gﬁg)gg'éﬁ,'RDEgNI% 16 SUBMISSION/BILLING N286 INVALID REFERRING
ARE IDENTICAL ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
HISTORY RECORD THE RELATED OR
NOT FOUND FOR QUALIFYING
00725 | A D3USTMENT OR 107 CLAIM/SERVICE WAS NOT
VoID IDENTIFIED ON THIS
CLAIM.
PATIENT CLAIM/SERVICE LACKS
PARTICIPATION INFORMATION OR HAS
AMOUNT ON STATE SUBMISSION/BILLING MISSING/INCOMPLETE/
00726 16 N58 INVALID PATIENT
SUBMITTED ERROR(S) WHICH IS LIABILITY AMOUNT
ADJUSTMENT NEEDED FOR '
MISSING ADJUDICATION.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
00727 | NEAR DUPLICATE 97 PAYMENT/ALLOWANCE MB6 ALREADY MADE FOR
CLAIM IN HISTORY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
PA REQUIRED - gEF%Ich;E géTTEHE
00728 | STAY GT 15 DAYS 108 PRECERTIFICATION/AUTH N351 | APPROVED

OR LEVEL OF CARE
CHANGED

ORIZATION EXCEEDED.

TREATMENT PLAN
SERVICE DATES.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
DIAGNOSIS CODE INFORMATION OR HAS MISSING/INCOMPLETE/
00736 BLANK A FULL ICD-9 16 SUBMISSION/BILLING MA63 INVALID PRINCIPAL
CM CODE ERROR(S) WHICH IS DIAGNOSIS
REQUIRED NEEDED FOR '
ADJUDICATION.
gzg&%&s CODE DIAGNOSIS WAS INVALID MISSING/INCOMPLETE/
00737 ON PHYSICIAN 146 FOR THE DATE(S) OF MAG3 INVALID PRINCIPAL
CLAIM NOT ON EILE SERVICE REPORTED. DIAGNOSIS.
:;:I,Iigl;l((:)l\gls CODE DIAGNOSIS WAS INVALID MISSING/INCOMPLETE/
00738 ON PHYSICIAN 146 FOR THE DATE(S) OF MAG63 INVALID PRINCIPAL
CLAIM NOT ON EILE SERVICE REPORTED. DIAGNOSIS.
ﬁ\ILlféhlgﬁ,E\?I\gﬁ%ll_?AHC:SS THIS CLAIM/SERVICE
DOS FOR WEEKLY SUBMISSION/BILLING MUST BE BILLED
00743 RATE NOT ON A 16 ERROR(S) WHICH IS N182 ACCORDING TO THE
SUNDAY SCHEDULE FOR THIS
NEEDED FOR PLAN
ADJUDICATION. '
DIAGNOSIS CODE THE DIAGNOSIS IS
00744 NOT VALID FOR 11 INCONSISTENT WITH THE
AIDS RATE CODE PROCEDURE.
THE AUTHORIZATION
NUMBER IS MISSING,
00746 EE)CEOLII:{(?DIB(;LNI-LYILE 15 INVALID, OR DOES NOT
APPLY TO THE BILLED
SERVICES OR PROVIDER.
CLAIM TYPE NOT THE AUTHORIZATION RESUBMIT A NEW
FOR PRIOR NUMBER IS MISSING, CLAIM WITH THE
00747 15 INVALID, OR DOES NOT N517
APPROVAL RECORD REQUESTED
CLASS APPLY TO THE BILLED INFORMATION
SERVICES OR PROVIDER. '
SERVICE
00748 AUTHORIZATION 95 PLAN PROCEDURES NOT
RECORD FOLLOWED.
EXHAUSTED
SERVICE
AUTHORIZATION
00749 EXCEPTION CODE 95 EgﬁtlgvsggEDURES NOT
MISUSED; ACCESS '
EMEVS
ONLY UPSTATE THE RENDERING
00753 CONTRACTOR 185 PROVIDER IS NOT
ALLOWED TO BILL ELIGIBLE TO PERFORM
FOR SERVICE THE SERVICE BILLED
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS REFILL DUPLICATE
00755 ALREADY PAID 18 CLAIM/SERVICE.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
THE NOT PAID
DUPLICATE
00756 INSTITUTIONAL/PRO 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
FESSIONAL CLAIM FOR ANOTHER THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SUSPECT SERVICE IS INCLUDED IN SERVICE DENIED
DUPLICATE THE BECAUSE PAYMENT
00757 PROFESSIONAL, 97 PAYMENT/ALLOWANCE MS6 ALREADY MADE FOR
COVERED BY FOR ANOTHER SAME/SIMILAR
INSTITUTIONAL SERVICE/PROCEDURE PROCEDURE WITHIN
CLAIM THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
THE NOT PAID
DUPLICATE
PAYMENT/ALLOWANCE SEPARATELY WHEN
00758 g\lﬁétﬁll\\lﬂT/PHARMA 97 FOR ANOTHER M2 THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
DUPLICATE SERVICE IS INCLUDED IN
INPATIENT/CLINIC, THE NOT PAID
00759 NURSING HOME, 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
HOME HEALTH, FOR ANOTHER THE PATIENT IS AN
REFERRED AMB, SERVICE/PROCEDURE INPATIENT.
DME OR LAB CLAIM THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
SUSPECT THE NOT PAID
00760 DUPLICATE, 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
COVERED BY FOR ANOTHER THE PATIENT IS AN
INPATIENT CLAIM SERVICE/PROCEDURE INPATIENT.

THAT HAS ALREADY BEEN
ADJUDICATED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
DUPLICATE DAY THE BECAUSE PAYMENT
00761 TREATMENT 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
CLINIC/PART-TIME FOR ANOTHER SAME/SIMILAR
CLINIC CLAIM SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
SUSPECT THE BECAUSE PAYMENT
00762 DUPLICATE, 97 PAYMENT/ALLOWANCE MS6 ALREADY MADE FOR
COVERED BY PART- FOR ANOTHER SAME/SIMILAR
TIME CLINIC CLAIM SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
00763 DUPLICATE CLINIC 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
(0160)/CLINIC (0164) FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
SUSPECT THE BECAUSE PAYMENT
00764 DUPLICATE, 97 PAYMENT/ALLOWANCE MS6 ALREADY MADE FOR
COVERED BY FOR ANOTHER SAME/SIMILAR
CLINIC (COS 0160) SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SUSPECT SERVICE IS INCLUDED IN
DUPLICATE THE NOT PAID
00765 PHARMACY, 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
COVERED BY FOR ANOTHER THE PATIENT IS AN
INPATIENT CLAIM SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
DUPLICATE
PAYMENT/ALLOWANCE ALREADY MADE FOR
00766 (%Egl;{)AL/CLINIC 97 FOR ANOTHER M86 SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN

THAT HAS ALREADY BEEN
ADJUDICATED.

SET TIME FRAME.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION |\t REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
GROUPER
00774 | ABEND/INTERNAL A8 UNGROUPABLE DRG.
RECYCLE
DRG CODE EQUALS
?F?%?AF;F?\S/S THE DIAGNOSIS IS
00775 11 INCONSISTENT WITH THE
DIAGNOSIS INVALID eI
AS DISCHARGE :
DIAGNOSIS)
ASSIGNED DRG HAS THIS (THESE) ADJUSTED BASED ON
00776 | NO PRICING IN 167 DIAGNOSIS(ES) IS (ARE) N647 | DIAGNOSIS-RELATED
SYSTEM NOT COVERED. GROUP (DRG).
s e o scrvce
LOCATION FOR THE NON-COVERED
00777 96 N180 | CRITERIA FOR THE
DRG NOT FOUND CHARGE(S).
DRC Mot Fou! CATEGORY UNDER
WHICH IT WAS BILLED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
oor7s | e e ADD ON 6 SUBMISSION/BILLING \ag | INVALID VALUE
AR i ERROR(S) WHICH IS CODE(S) OR
NEEDED FOR AMOUNT(S).
ADJUDICATION,
INVALID RATE CODE NOT COVERED WHEN
00780 | FOR INPATIENT 96 232'&%%\(/5'5)%[’ N428 | PERFORMED IN THIS
CLAIM : PLACE OF SERVICE.
CLAIMS THE TSRS MISSING/INCOMPLETE/
00782 | DISCHARGE DATE 16 SR RORE WHICH S N50 | INVALID DISCHARGE
MUST BE AFTER INFORMATION.
s o NEEDED FOR
ADJUDICATION,
CLAIM/SERVICE LACKS
SUBSEQUENT DRG INFORMATION OR HAS MISSING/INCOMPLETE/
BILLS MUST BE SUBMISSION/BILLING INGOM
00784 16 M52 | INVALID "FROM
AFTER THE ERROR(S) WHICH IS DATE(S) OF SERVICE
THRESHOLD DATE NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
e
00785 16 M45 | INVALID OCCURRENCE

CLAIMS REQUIRE
AN ALC DATE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

CODE(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
SERVICE FROM INFORMATION OR HAS
00786 | DATE PRIOR TO ALC 16 SUBMISSION/BILLING N300 m\?il'_'l\'gg'\é%%'gg'éﬂgé
DATE FOR ALC ERROR(S) WHICH IS SPAN DATE(S)
CLAIMS NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
FROM,ADMIT,AND INFORMATION OR HAS
00787 | END DATE MUST BE 16 SUBMISSION/BILLING MA4O M'\?/E'L'I\'gﬁgﬁ?s'\g%ﬁ'z’
EQUAL ON ADMIT ERROR(S) WHICH IS DATE
DRG CLAIM NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
DISCHARGED INFORMATION OR HAS MISSING/INCOMPLETE!
0o78g | STATUS NOT 16 SUBMISSION/BILLING MAd3 | INVALID PATIENT
ALLOWED FOR ERROR(S) WHICH IS STATUS
ADMIT DRG CLAIMS NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
STATEMENT FROM INFORMATION OR HAS MISSING/INCOMPLETE!
00789 | DATE NOT EQUAL 16 SUBMISSION/BILLING M52 INVALID “EROM"
ADMIT DATE FOR ERROR(S) WHICH IS DATE(S) OF SERVICE
DRG CLAIM NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
DAYS LESS THAN INFORMATION OR HAS m\?/fl'_'l\f,’\mﬁ%'\égfg B/
00790 | THRESHOLD AND 16 SUBMISSION/BILLING MA32 | COVERED DAYS
STILL A PATIENT OR ERROR(S) WHICH IS
DURING THE BILLING
DIED NEEDED FOR PERIOD
ADJUDICATION. :
DRG EQUALS 470
OR 956 (GROUPER
00791 | WAS UNABLE TO A8 UNGROUPABLE DRG.
DETERMINE A VALID
DRG)
CLAIM/SERVICE LACKS
ADMIT DATE INFORMATION OR HAS MISSING/INCOMPLETE!
00792 | EQUALS FROM 16 SUBMISSION/BILLING MA40 | INVALID ADMISSION
DATE ON OUTLIER ERROR(S) WHICH IS DATE
CLAIM NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
PART-A DAYS WITH INFORMATION OR HAS :\I"\l'\?/fl'_'l\'&/\mﬁ%'\égfg B/
00793 | MEDICAID DAYS 16 SUBMISSION/BILLING MA32 | COVERED DAYS

NOT ALLOWED ON
DRG CLAIM

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DURING THE BILLING
PERIOD.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
THE NOT PAID
00754 ﬁgl"A'EfoF\’/CEE"EgTR o7 PAYMENT/ALLOWANCE 2 SEPARATELY WHEN
v ptemeigd FOR ANOTHER THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
THE NOT PAID
00765 gfﬁL%LéBLL'J'IERRES o7 PAYMENT/ALLOWANCE o SEPARATELY WHEN
i SRS FOR ANOTHER THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
CLAIM/SERVICE LACKS
PATIENT STILL IN INFORMATION OR HAS MISSING/INCOMPLETE/
oosoo | HOSPITAL 16 SUBMISSION/BILLING N50 | INVALID DISCHARGE
DISCHARGE DT OR ERROR(S) WHICH IS Nranmast
HOUR PRESENT NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
PATIENT INFORMATION OR HAS
0001 | DISCHARGED/DISCH 6 SUBMISSION/BILLING - M'\?:I'_'I\'S/E')'I\‘SCCO'_:\Z'\FF’{'E;EET E/
ARGE DATE AND ERROR(S) WHICH IS NranD J°C
HOUR MISSING NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
PATIENT BORN IN INFORMATION OR HAS
vosos | HOSPITAL/YEAR OF " SUBMISSION/BILLING N340 m&wggggggl'éif/
BIRTH DIFFERS ERROR(S) WHICH IS LD S
FROM ADMIT YEAR NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
MEDICARE CO-INS / INFORMATION OR HAS MISSING/INCOMPLETE/
INVALID NUMBER OF
00s0s | LTR DAYS L6 SUBMISSION/BILLING ATz | COUERED D]
PRESENT-TOTAL ERROR(S) WHICH IS D DAYS e
MDCR DAYS BLANK NEEDED FOR e
ADJUDICATION. :
CLAIM/SERVICE LACKS
CO-INSURANCE INFORMATION OR HAS m\ffl'_'l\'é;mﬁ%'\égfg Ef
00s0s | AND LTR DAYS " SUBMISSION/BILLING ATz | COUERED D)

GREATER THAN
PART-A DAYS

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DURING THE BILLING
PERIOD.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PATIENT HAS
ALREADY MET THE IMPACT OF PRIOR
vosos | MEDICARE ’ PAYER(S) ADJUDICATION
DEDUCTIBLE - INCLUDING PAYMENTS
REVIEW MEDICARE AND/OR ADJUSTMENTS.
DATA
SESLCCA.‘FFIQSLE THE IMPACT OF PRIOR
00809 | BILLED GREATER 23 PAYER(S) ADJUDICATION
D L aal INCLUDING PAYMENTS
Rynaie: AND/OR ADJUSTMENTS.
CLAIM/SERVICE LACKS
NUMBER OF DAYS INFORMATION OR HAS m\?/fl'_'l\'gmfﬂ%'\égfg E/
BILLED GREATER SUBMISSION/BILLING
00810 16 MA32 | COVERED DAYS
THAN DAYS IN ERROR(S) WHICH IS D DTS G
BILLING PERIOD NEEDED FOR oS
ADJUDICATION. :
CLAIM/SERVICE LACKS
PATIENT NEWBORN ?UFSAE“S"QB(J%EENHQS MISSING/INCOMPLETE/
00819 | - PHC CODE ON 16 S RROR(S) WHICH 15 M44 | INVALID CONDITION
INVOICE CONFLICTS SRRORGS) I CODE.
ADJUDICATION.
e —
- CONFLICTING T oalieu i MISSING/INCOMPLETE/
00820 | ABORTION / 16 M44 | INVALID CONDITION
ERROR(S) WHICH IS
STERILIZATION CODE.
CODE ON FORM NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
PATIENT NEWBORN INFORMATION OR HAS MISSING/INCOMPLETE/
voszs | - CONFLICTING " SUBMISSION/BILLING s | o IOV ST
ACCIDENT CODE ON ERROR(S) WHICH IS CODE®)
FORM NEEDED FOR :
ADJUDICATION.
TRICARE 1 THE IMPACT OF PRIOR
ooszs | INDICATED - OTHER ’ PAYER(S) ADJUDICATION
INSURANCE FIELD INCLUDING PAYMENTS
NOT BLANK AND/OR ADJUSTMENTS.
CLAIM/SERVICE LACKS
PATIENT STILL IN g\'u':éjl\;'\s"ggg%ﬁfm“és MISSING/INCOMPLETE/
00827 | HOSPITAL TRICARE 16 N50 INVALID DISCHARGE

CODE CONFLICTS

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

INFORMATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
PATIENT NEWBORN INFORMATION OR HAS MISSING/INCOMPLETE/
oos29 | -POSSIBLE 16 SUBMISSION/BILLING M44 | INVALID CONDITION
DISABILITY CODE ERROR(S) WHICH IS oot
CONFLICTS NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
PATIENT NEWBORN INFORMATION OR HAS MISSING/INCOMPLETE/
oos30 | - CONFLICTING 6 SUBMISSION/BILLING s | SSINGAINCOMPLE
FAMILY PLANNING ERROR(S) WHICH IS L
CODE ON FORM NEEDED FOR :
ADJUDICATION.
RECIPIENT
INELIGIBLE FOR EXPENSES INCURRED
00833 | PART OF THE 200 DURING LAPSE IN
SERVICE PERIOD COVERAGE
ON DRG CLAIM
Ri‘f_'gg& coR EXPENSES INCURRED
00834 200 DURING LAPSE IN
PART OF THE Done Y
SERVICE PERIOD
CLAIM/SERVICE LACKS
NON COVERED INFORMATION OR HAS MISSING/INCOMPLETE/
oog3s | DAYS GREATER 6 SUBMISSION/BILLING sz | INVALID NONCOVERED
THAN BILLING ERROR(S) WHICH IS DAYS DURING THE
PERIOD NEEDED FOR BILLING PERIOD.
ADJUDICATION.
THE MEDICARE
CARRIER CLAIM/SERVICE LACKS
ID/MEDICARE INFORMATION OR HAS MISSING/INCOMPLETE/
oos30 | PROVIDER NUMBER 6 SUBMISSION/BILLING \ps7 | INVALID BILLING
COULD NOT BE ERROR(S) WHICH IS PROVIDER/SUPPLIER
MATCHED WITH A NEEDED FOR PRIMARY IDENTIFIER.
MEDICAID ADJUDICATION.
PROVIDER NUMBER
THE IMPACT OF PRIOR
CALCULATED
PAYER(S) ADJUDICATION
00843 E?;MENT AMOUNT 23 PAYER() ADJUDICATC
AND/OR ADJUSTMENTS.
cpssmrces s
CARE DATE PRIOR I ORMATION OR HA MISSING/INCOMPLETE/
00844 | TO ADMIT DATE OR 16 N300 | INVALID OCCURRENCE

GREATER THAN
END DATE SERVICE

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

SPAN DATE(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
BILLING FOR THE IMPACT OF PRIOR
oog47 | DEDUCTIBLE BUT ’ PAYER(S) ADJUDICATION
NO MEDICARE DAYS INCLUDING PAYMENTS
PRESENT AND/OR ADJUSTMENTS.
ﬁ:ﬁé’ﬁﬁiﬁg,ﬁ%&’*ﬁfg MISSING/INCOMPLETE/
THIRD PARTY DAYS L OR Fia INVALID NUMBER OF
00848 | NOT EQUAL TO 16 S RRORIS) WLHGHH1S MA32 | COVERED DAYS
BILLING PERIOD DURING THE BILLING
NEEDED FOR DURING
ADJUDICATION. :
CLAIM/SERVICE LACKS
MEDICARE-A CO- INFORMATION OR HAS M'\?E'L'I\'S{\'lﬁ%%'\é'gfg E/
INSURANCE AMT SUBMISSION/BILLING
00850 | pRESENT/CO-INS 16 ERROR(S) WHICH IS MA34 ga'?'\l'ﬁg?rﬁ’\g:;&m g
DAYS MISSING NEEDED FOR DURING
ADJUDICATION. :
CLAIM PAYMENT WAS
THE RESULT OF A
PAYER'S
SUSPEND MASS RETROACTIVE
00854 | oS CROMASS Al CLAIM/SERVICE DENIED. naz1 | RETROPCTIVE 1o
A REVIEW
ORGANIZATION
DECISION.
CLAIM/SERVICE LACKS
INAPPROPRIATE INFORMATION OR HAS
oogse | AGE FOR " SUBMISSION/BILLING \1zo | NOT ELIGIBLE DUE TO
PSYCHIATRIC ERROR(S) WHICH IS THE PATIENT'S AGE.
PATIENT NEEDED FOR
ADJUDICATION.
ORDERING/REFERRI THE REFERRING
oossg | NG PROVIDER TYPE 16 PROVIDER IS NOT
INVALID FOR ELIGIBLE TO REFER THE
SERVICE SERVICE BILLED.
MEDICAID
00866 fg\éEERC’I*SE,\fTODE o NON-COVERED \so | PATIENT INELIGIBLE
O R CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
PAYMENT IS INCLUDED IN
EEQS%AE% CLUDED THE ALLOWANCE FOR A
00867 190 SKILLED NURSING

IN OUT-OF-STATE
FACILITY RATE

FACILITY (SNF) QUALIFIED
STAY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDIT NO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENTAL SERVICE PAYMENT IS INCLUDED IN
THE ALLOWANCE FOR A
INCLUDED IN OUT-
ooges | Lo N OV 190 SKILLED NURSING
s FACILITY (SNF) QUALIFIED
STAY.
PART-B %"%“éﬁlfﬁ\gﬁ%ﬁﬁfg MISSING/INCOMPLETE/
RESPONSIBILITY R L INVALID NUMBER OF
00891 | PRESENT AND 16 ERROR(S) WHICH IS MA32 | COVERED DAYS
PART-A DAYS NOT DURING THE BILLING
PRESENT NEEDED FOR PERIOD.
ADJUDICATION,
CLAIM/SERVICE LACKS
PATIENT
PARTICIPATION g\'UF;V'TI'\S"éBg/NBI?ENHéS MISSING/INCOMPLETE/
00896 | NOT EQUAL OR 16 ERROR(S) WHICH IS N58 | INVALID PATIENT
GREATER THAN LIABILITY AMOUNT.
atieA NEEDED FOR
ADJUDICATION.
THE
PRESCRIBING PRESCRIBING/ORDERING
PROVIDER ID NOT PROVIDER IS NOT
00897 | ON MMIS PROVIDER 184
FILE/PRESCRIBER ELIGIBLE TO
SN PRESCRIBE/ORDER THE
SERVICE BILLED.
THE
PRESCRIBING PRESCRIBING/ORDERING
PROVIDER PROVIDER IS NOT
00898 | CATEGORY OF 184
SERVICE INVALID ELIGIBLE TO
SR e AGy PRESCRIBE/ORDER THE
SERVICE BILLED.
ORDERING/REFERRI THE REFERRING
oosse | NG PROVIDER 163 PROVIDER IS NOT
CATEGORY OF SVC ELIGIBLE TO REFER THE
INVALID FOR DME SERVICE BILLED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
CLAIM TYPE SUBMISSION/BILLING CONTAINS
00901 | yNKNOWN 16 ERROR(S) WHICH IS MAL30 | |NCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
ORDERING OR CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS
REFERRING o L INVALID REFERRING
00903 | PROVIDER ID OR 16 S RROR(S) WHICH 15 N287 | PROVIDER
LICENSE NUMBER SRRORGS) I SECONDARY
NOT ON CLAIM IDENTIFIER.

ADJUDICATION.
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NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
ﬁ:ﬁé’ﬁﬁiﬁg,ﬁ%ﬁﬁfg MISSING/INCOMPLETE/
SERVICE PROVIDER L OR Fia INVALID RENDERING
00915 | PROFESSION CODE 16 N291 | PROVIDER
INVALID ERROR(S) WHICH IS SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
CLAIM/SERVICE LACKS
REFERRING INFORMATION OR HAS MISSING/INCOMPLETE/
INVALID REFERRING
00016 | PROVIDER 6 SUBMISSION/BILLING g7 | DALD R
PROFESSION CODE ERROR(S) WHICH IS R
NON-NUMERIC NEEDED FOR i
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
ORAL CAVITY CODE SUBMISSION/BILLING MISSING/INCOMPLETE/
00917 16 N346 | INVALID ORAL CAVITY
INVALID ERROR(S) WHICH IS LD ORAL CAVT
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
o001 | TOOTH SURFACE 6 SUBMISSION/BILLING \7s | INVALID TOOTH
CODE INVALID ERROR(S) WHICH IS SURFACE
NEEDED FOR INFORMATION.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID INFORMATION OR HAS MISSING/INCOMPLETE/
o0o1o | COMBINATION OF " SUBMISSION/BILLING \7s | INVALID TOOTH
TOOTH SURFACCE ERROR(S) WHICH IS SURFACE
CODES NEEDED FOR INFORMATION.
ADJUDICATION.
THE PROCEDURE CODE
MODIFIER INVALID IS INCONSISTENT WITH
00927 | FOR SUBMITTED 4 THE MODIFIER USED OR A
PROCEDURE CODE REQUIRED MODIFIER IS
MISSING.
WE DO NOT OFFER
COVERAGE FOR THIS
TYPE OF SERVICE OR
00929 | NO FEE ON 96 NON-COVERED N216 | THE PATIENT IS NOT

FILE/STATE REVIEW

CHARGE(S).

ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS PROCEDURE CODE IS
00931 Egg%'gggggfgg 6 SUBMISSION/BILLING \se | NOT COMPATIBLE
e ERROR(S) WHICH IS WITH TOOTH
NEEDED FOR NUMBER/LETTER.
ADJUDICATION.
CLAIM/SERVICE LACKS
REQUIRED INFORMATION OR HAS ISSING/INCOMPLETE/
QUADRANT FOR SUBMISSION/BILLING
00932 16 N346 | INVALID ORAL CAVITY
PROCEDURE ERROR(S) WHICH IS LD ORAL AV T
INVALID NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00933 | PERMANENT TOOTH 6 SUBMISSION/BILLING . M'\?/E'L'I\'SQ(N)%?L"PLETE’
NOT SPECIFIED ERROR(S) WHICH IS D
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
00934 | DECIDIOUS TOOTH " SUBMISSION/BILLING . ms:wgggggMPLETE/
NOT SPECIFIED ERROR(S) WHICH IS el
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
00035 g“ﬂJF;F;OAEEEg NO OF " SUBMISSION/BILLING \7s | INVALID TOOTH
SREACES ERROR(S) WHICH IS SURFACE
NEEDED FOR INFORMATION.
ADJUDICATION.
CLINIC SPECIALTY PAYMENT IS DENIED THIS PROVIDER
00936 | CODE NOT ON NEW 170 WHEN \es | TYPE/PROVIDER
YORK STATE PERFORMED/BILLED BY SPECIALTY MAY NOT
MASTER FILE THIS TYPE OF PROVIDER. BILL THIS SERVICE.
PRESCRIBING CLAIM/SERVICE LACKS
PROVIDER INFORMATION OR HAS
0093g | PROFESSION CODE 6 SUBMISSION/BILLING \a1 M'\?/E'L'I\'Sgg(égg"gl'éﬂg’
BLANK/PRESCRIBIN ERROR(S) WHICH IS DR SCRIBING
G PROVIDER ID NOT NEEDED FOR :
NUMERIC ADJUDICATION.
ORDERING/REFERRI THE REFERRING
NG PROVIDER PROVIDER IS NOT
00939 | EXCLUDED PRIOR 183

TO SERVICE/ORDER
DATE

ELIGIBLE TO REFER THE
SERVICE BILLED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE
PRESCRIBING PRESCRIBING/ORDERING
PROVIDER PROVIDER IS NOT
00940 EXCLUDED PRIOR 184
TO SERVICE/ORDER ELIGIBLE TO
DATE PRESCRIBE/ORDER THE
SERVICE BILLED.
SERVICE PROVIDER THIS PROVIDER WAS NOT
CERTIFIED/ELIGIBLE TO
EXCLUDED PRIOR
00941 TO SERV/ORDER B7 BE PAID FOR THIS
DATE PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
ORDERING/REFERRI THE REFERRING
NG PROVIDER PROVIDER IS NOT
00942 DECEASED ON 183
SERVICE/ORDER ELIGIBLE TO REFER THE
DATE SERVICE BILLED.
THE
PRESCRIBING PRESCRIBING/ORDERING
PROVIDER PROVIDER IS NOT
00943 DECEASED ON 184 ELIGIBLE TO
ORDER DATE PRESCRIBE/ORDER THE
SERVICE BILLED.
SERVICE PROVIDER THIS PROVIDER WAS NOT
DECEASED ON CERTIFIED/ELIGIBLE TO
00944 SERVICE/ORDER B7 BE PAID FOR THIS
DATE PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
PATIENT NOT
RECIPIENT NOT ENROLLED IN THE
00970 AUTHORIZED ON 9 NON-COVERED N52 BILLING PROVIDER'S
PRINCIPAL CHARGE(S). MANAGED CARE PLAN
PROVIDER SYSTEM ON THE DATE OF
SERVICE.
RECIPIENT NOT
AUTHORIZED FOR EXPENSES INCURRED
00971 LONG TERM CARE 26 PRIOR TO COVERAGE
FOR PART OF THE '
SERVICE PERIOD
RECIPIENT NOT
AUTHORIZED FOR
00972 LONG TERM CARE 26 EXPENSES INCURRED

FOR SERVICE
PERIOD

PRIOR TO COVERAGE.

Page 42 of 141
February 25, 2014
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
ﬁg/ﬁl\égg/gﬂ%m ID PATIENT NOT
ol EQ ENROLLED IN THE
NON-COVERED BILLING PROVIDER'S
00974 | PARTICIPATION FILE 96 CHARGE) Ns2 | DIELING PROVIDERS
PROVIDER FOR
ON THE DATE OF
PART OF THE S
SERVICE PERIOD :
ﬁ(LDAT”\égSELV IDER ID PATIENT NOT
NoT EQL ENROLLED IN THE
NON-COVERED BILLING PROVIDER'S
00975 | PARTICIPATION FILE 96 CHARGES) ns2 | BILING PROVIDER'
PROVIDER FOR ANY
ON THE DATE OF
OF THE SERVICE o e
PERIOD :
WE DO NOT OFFER
RECIPIENT COVERAGE FOR THIS
COVERED BY TYPE OF SERVICE OR
01002 | MEDICARE PART-B: 96 232&%%\(;%[) N216 | THE PATIENT IS NOT
RE-BILL WITH PART- : ENROLLED IN THIS
B RATE PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
01004 | THRU SERVICE 6 SUBMISSION/BILLING M58 | INVALID 0" DATE(S)
DATE INVALID ERROR(S) WHICH IS i pticd
NEEDED FOR :
ADJUDICATION.
THRU SERVICE BILLING DATE PREDATES
01005 | DATE AFTER 110 LN DATE ]
RECEIPT DATE :
CLAIM/SERVICE LACKS
THRU SERVICE INFORMATION OR HAS m&:wggggmﬁ%ga
01005 | DATE PRIOR TO 6 SUBMISSION/BILLING vaar | nVALID BEGINNING
FROM SERVICE ERROR(S) WHICH IS AND ENDIG >
DATE NEEDED FOR o
ADJUDICATION. :
THRU SERVICE
01007 | DATE GT 90 DAYS 29 EEIENTG”\QFAE”\&TP'IZSERD
OF RECEIPT :
REFERRING THE REFERRING
01003 | PROVIDER 16 PROVIDER IS NOT

PROFESSION CODE
INVALID

ELIGIBLE TO REFER THE
SERVICE BILLED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS o N oM
01000 | REFERRAL DATA 6 SUBMISSION/BILLING g7 | DeAUD R
INCONSISTENT ERROR(S) WHICH IS
SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
TOTAL DAYS NOT SUBMISSION/BILLING MISSING/INCOMPLETE/
01011 16 M53 | INVALID DAYS OR
NUMERIC ERROR(S) WHICH IS VALD DAYS OR
NEEDED FOR :
ADJUDICATION.
THRU SERVICE DT
oto1g | GT 90 DAYS OF i THE TIME LIMIT FOR
RECEIPT/REVIEW FILING HAS EXPIRED.
ATTACHMENT
THERAPEUTIC
NON-COVERED REBILL SERVICES ON
01022 | LEAVE DAYS NOT 96 N61
LEAYE DAY CHARGE(S). SEPARATE CLAIMS.
01023 ggfg ';gLT LEAVE o NON-COVERED 61 | REBILL SERVICES ON
D T LINE CHARGE(S). SEPARATE CLAIMS.
SECONDARY PAYMENT
CANNOT BE
CONSIDERED
MEDICAID CLAIM/SERVICE LACKS WITHOUT THE
INFORMATION OR HAS IDENTITY OF OR
COVERAGE CODE
01027 | SOMERASE © 6 SUBMISSION/BILLING aos | PAYMENT
00 MEDIAS ERROR(S) WHICH IS INFORMATION FROM
e CGING NEEDED FOR THE PRIMARY PAYER.
ADJUDICATION. THE INFORMATION
WAS EITHER NOT
REPORTED OR WAS
ILLEGIBLE.
RATE CODE INVALID MISSING/INCOMPLETE/
FOR CMCM/MSC NON-COVERED INVALID VALUE
01028 | CATEGORY OF 96 CHARGE(S). M9 | copE(s) OR
SERVICE AMOUNT(S).
THE AUTHORIZATION
REQUIRED PA FOR NUMBER IS MISSING, EEZL,\’ABV'\\"IEST'\‘EN
01029 | RATE CODE NOT 15 INVALID, OR DOES NOT NS17 | REoUESTED
FOUND APPLY TO THE BILLED RS TED

SERVICES OR PROVIDER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
SPECIALTY CODE PAYMENT IS DENIED THIS PROVIDER
01034 | INVALID FOR LONG 170 WHEN No5 | T YPE/PROVIDER
VAL PERFORMED/BILLED BY SPECIALTY MAY NOT
THIS TYPE OF PROVIDER. BILL THIS SERVICE.
CLAIM/SERVICE LACKS
STATUS INFORMATION OR HAS MISSING/INCOMPLETE/
01035 | DISCHARGED " SUBMISSION/BILLING \2g5 | INVALID REFERRING
DESTINATION ERROR(S) WHICH IS PROVIDER PRIMARY
PROVIDER BLANK NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
STATUS SHOWS INFORMATION OR HAS MISSING/INCOMPLETE/
01036 | ADMISSION OR " SUBMISSION/BILLING wre | oINS INCOMELE
DISCHARGE/PRIM ERROR(S) WHICH IS Dvadd DIAcR
DIAG BLANK NEEDED FOR :
ADJUDICATION.
%Llf(')“éﬁiﬁ\gﬁ%gf:ss MISSING/INCOMPLETE/
MEDICAID (TITLE At iya INVALID NUMBER OF
01037 | XIX) DAYS 16 S RROR(®) WHICH 1S MA32 | COVERED DAYS
CONFLICT DURING THE BILLING
NEEDED FOR RIS
ADJUDICATION, :
CLAIM/SERVICE LACKS
TOTAL DAYS ON INFORMATION OR HAS m\?/fl'_'l\'gll\'lﬁﬁ%'\é'gfg Ef
CLAIM GREATER SUBMISSION/BILLING
01038 16 MA32 | COVERED DAYS
THAN BILLING ERROR(S) WHICH IS e S NG
PERIOD NEEDED FOR RS
ADJUDICATION. :
ﬁ:ﬁé’ﬁﬁiﬁﬂﬁ%’;ﬁfg MISSING/INCOMPLETE/
MEDICAID (TITLE Aty INVALID NUMBER OF
01039 | XIX) DAYS TOTAL 16 S RROR() WHICH 1S MA34 | COINSURANCE DAYS
INCORRECT DURING THE BILLING
NEEDED FOR DURES
ADJUDICATION. :
%Llf(')“éﬁiﬁ\gﬁ%gf:ss MISSING/INCOMPLETE/
MEDICARE CO- At ya INVALID NUMBER OF
01040 | INSURANCE DAYS 16 S RROR(E) WHICH 1S MA34 | COINSURANCE DAYS
INCORRECT DURING THE BILLING
NEEDED FOR DURINS
ADJUDICATION, :
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
o104 | ERROR IN NON- " SUBMISSION/BILLING vass | INVALID NONCOVERED

COVERED DAYS

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DAYS DURING THE
BILLING PERIOD.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
SUBMITTED UNITS INFORMATION OR HAS
olo4p | NOT CONSISTENT " SUBMISSION/BILLING 35 \%IEFJG'}'S%H%
WITH DATES OF ERROR(S) WHICH IS oado Wi
SERVICE NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
DATES OF SERVICE g\'u':g,\;'\s@gg%ﬁﬁﬁés MISSING/INCOMPLETE/
01044 | CANNOT SPAN 16 S RRORIS) WLIGH 1S M59 | INVALID “TO” DATE(S)
ACROSS MONTHS ERROR(S) wt OF SERVICE.
ADJUDICATION.
CLAIM/SERVICE LACKS :zl\lx%?mkﬁoﬁﬂ ’\(')\I/:AL'D
INFORMATION OR HAS EXPLANA
BOX M=1/MEDICARE SUBMISSION/BILLING
01045 | BOX MELMEDCA 16 S RROR() WHICH 1S N480 | (COORDINATION OF
BENEFITS OR
NEEDED FOR
ADJUDICATION MEDICARE
: SECONDARY PAYER).
CLAIM/SERVICE LACKS
SUBMITTED UNITS INFORMATION OR HAS MISSING/INCOMPLETE/
o10s6 | NOT EVENLY 6 SUBMISSION/BILLING wss | oS NGANCOMD
DIVISIBLE ACROSS ERROR(S) WHICH IS AL DAY OR
DATES OF SERVICE NEEDED FOR '
ADJUDICATION.
DATE OF SERVICE THE TIME LIMIT FOR
01047 | SIX YEARS PRIOR 29 THE e ST FOR
TO DATE RECEIVED :
CLAIM/SERVICE LACKS :é\‘xcp?_mkﬂg,ﬂ '\(‘)VFA"'D
INFORMATION OR HAS EXPLANA
BOX M=3/MEDICARE SUBMISSION/BILLING
01066 | DO M-SMEDIC/ 16 S RROR() WHICH 1S N480 | (COORDINATION OF
BENEFITS OR
NEEDED FOR
ADJUDICATION MEDICARE
: SECONDARY PAYER).
BED RETENTION
01067 | DAYS OVER LIMIT o NON-COVERED \4s | BED HOLD OR LEAVE
FOR PATIENT CHARGE(S). DAYS EXCEEDED.
STATUS
CLAIMISERVICE LACKS INCOMPLETE/INVALID
EXPLANATION OF
INFORMATION OR HAS
MEDICARE SUBMISSION/BILLING BENEFITS
01068 | PAYMENT SOURCE 16 SR RORE WHICH S N480 | (COORDINATION OF
CODE BOX M/BLANK Mo BENEFITS OR
MEDICARE

ADJUDICATION.

SECONDARY PAYER).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS QX%CI)_XEI;'IIE';FC?IG'\C])\I/:AUD
MEDICARE INFORMATION OR HAS BENEEITS
PAYMENT SOURCE SUBMISSION/BILLING
01069 CODE BOX M/NOT 16 ERROR(S) WHICH IS N480 (BCE(ID\ICI;E:?I'ISNAO-II—?ION OF
1,20R3 NEEDED FOR MEDICARE
ADJUDICATION. SECONDARY PAYER).
CLAIM/SERVICE LACKS :EI\IX%?_XEIA.IE_TOE’G’\(I)\I/:ALID
INFORMATION OR HAS
OTHR INSURANCE SUBMISSION/BILLING BENEFITS
01070 PAYMENT SOURCE 16 ERROR(S) WHICH IS N480 (COORDINATION OF
CODE BOX O/BLANK BENEFITS OR
NEEDED FOR MEDICARE
ADJUDICATION. SECONDARY PAYER).
CLAIM/SERVICE LACKS :EI\IX%?_XEIA.IE_TOE’G’\(I)\I/:ALID
OTHR INSURANCE INFORMATION OR HAS BENEEITS
PAYMENT SOURCE SUBMISSION/BILLING
01071 CODE BOX O/NOT 16 ERROR(S) WHICH IS N480 (BCE(ID\ICI;IF;:?I'ISNAOEON OF
120R 3 NEEDED FOR MEDICARE
ADJUDICATION. SECONDARY PAYER).
CLAIM/SERVICE LACKS
PROCEDURE CODE g\lUFBOI\/Flzl'\S/Igggj\ll?,l?_ENHés DATE RANGE NOT
01073 FOR BLOCK BILL 16 N345 VALID WITH UNITS
INVALID ERROR(S) WHICH IS SUBMITTED
NEEDED FOR '
ADJUDICATION.
CATEGORY OF PAYMENT IS DENIED THIS PROVIDER
01077 SERVICE DOES NOT 170 WHEN NO5 TYPE/PROVIDER
ALLOW PERFORMED/BILLED BY SPECIALTY MAY NOT
EMERGENCY THIS TYPE OF PROVIDER. BILL THIS SERVICE.
THIS CARE MAY BE
gé;\E/?COERY OF COVERED BY ANOTHER
01079 REQUIRES 22 PAYER PER
MEDICARE COORDINATION OF
BENEFITS.
CLAIM/SERVICE LACKS :EI\IX%?_XEIA.IE_TOE’G’\(I)\I/:ALID
BOX O=1/OTHER INFORMATION OR HAS BENEEITS
INSURANCE PAID SUBMISSION/BILLING
01083 AMOUNT NOT 16 ERROR(S) WHICH IS N480 (BCE(ID\ICI;IF;:?I'ISNAOEON OF
BLANK NEEDED FOR MEDICARE

ADJUDICATION.

SECONDARY PAYER).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
_ INFORMATION OR HAS MISSING/INCOMPLETE/
01085 ﬁ%ﬁg&ﬁgggﬁﬁa 16 SUBMISSION/BILLING N4 INVALID PRIOR
AMOUNT ZERO ERROR(S) WHICH IS INSURANCE
NEEDED FOR CARRIER(S) EOB.
ADJUDICATION.
CLAIM/SERVICE LACKS
_ INFORMATION OR HAS MISSING/INCOMPLETE/
01087 ig;(Rl\él)_\/zéMAEN?(l)%?\?rE 16 SUBMISSION/BILLING N4 INVALID PRIOR
ZERO OR BLANK ERROR(S) WHICH IS INSURANCE
NEEDED FOR CARRIER(S) EOB.
ADJUDICATION.
THE
RECIPIENT LESS PRESCRIBING/ORDERING
THAN PROVIDER IS NOT
01098 21/PRESCRIBER 184 ELIGIBLE TO
NOT PHC PRESCRIBE/ORDER THE
SERVICE BILLED.
WE DO NOT OFFER
COVERAGE FOR THIS
MEDICAID
COVERAGE CODE NON-COVERED TYPE OF SERVICE OR
01107 96 N216 THE PATIENT IS NOT
09, TITLE XIX DAYS CHARGE(S).
PRESENT ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS I\E/l)l(SP?_lL\ll\?ATION OF
MEDICAID INFORMATION OR HAS BENEEITS
COVERAGE CODE SUBMISSION/BILLING
01109 09, BOX M NOT 16 ERROR(S) WHICH IS N479 (BCE(I)\I%E:?I'”S\IgII-?ION OF
EQUAL 2 NEEDED FOR
ADJUDICATION MEDICARE
' SECONDARY PAYER).
PRIOR APPROVAL THE AUTHORIZATION RESUBMIT A NEW
REQUIRED FOR NUMBER IS MISSING, CLAIM WITH THE
01116 15 INVALID, OR DOES NOT N517
AMBULATORY REQUESTED
SURGERY APPLY TO THE BILLED INFORMATION
SERVICES OR PROVIDER. '
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
INVALID OFFICE
01119 ACCOUNT NUMBER 16 SUBMISSION/BILLING M47 INVALID INTERNAL OR

FOR ICM CLAIM

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DOCUMENT CONTROL
NUMBER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION |\ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MEDICAID
o111 | SOVERACE CODE o6 NON-COVERED Ngo | PATIENT INELIGIBLE
oMU CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
oi1re | S ERASE CODE o6 NON-COVERED \ao | PATIENT INELIGIBLE
e CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
1123 | o eEASE SODE o NON-COVERED Nso | PATIENT INELIGIBLE
oMU CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
NURSE THE
PRACTITIONER/MID PRESCRIBING/ORDERING
WIFE NOT PROVIDER IS NOT
01127 | QuALIFIED TO 184 ELIGIBLE TO
PRESCRIBE PRESCRIBE/ORDER THE
LEGEND DRUGS SERVICE BILLED.
PART A PREVIOUSLY PAID.
DEDUCTIBLE PAYMENT FOR THIS
01129 | PREVIOUSLY PAID B13 CLAIM/SERVICE MAY
FOR THIS SPELL OF HAVE BEEN PROVIDED IN
ILLNESS A PREVIOUS PAYMENT.
PAYMENT NOT THIS CARE MAY BE
ALLOWED UNTIL COVERED BY ANOTHER
01131 | MEDICARE 22 PAYER PER
INSURANCE IS COORDINATION OF
MAXIMIZED BENEFITS.
RATE CODE INVALID NON-COVERED NOT COVERED WHEN
01136 | fATE EDRE 96 CHARGE(S) N428 | PERFORMED IN THIS
: PLACE OF SERVICE.
SCHOOL CLAIM/SERVICE LACKS
SUPPORTIVE INFORMATION OR HAS MISSING/INCOMPLETE/
01137 | HEALTH SERVICE " SUBMISSION/BILLING vag | INVALID VALUE
SPECIALTY CODE ERROR(S) WHICH IS CODE(S) OR
REQUIRES SSHS NEEDED FOR AMOUNT(S).
RATE CODE ADJUDICATION.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
EE(S'Z-IFFI’TI'ECNTTEgERVICE THIS ITEM IS DENIED
NOT SERVICES NOT WHEN PROVIDED TO
AUTHORIZED BY THIS PATIENT BY A
01138 EEQROE\I/:IEDIERDI/EODRI?YERE 243 NETWORK/PRIMARY CARE M115 NON-CONTRACT OR
PROVIDERS. NON-DEMONSTRATION
PRIMARY SUPPLIER
PODIATRIST ’
RESTRICTED THIS ITEM IS DENIED
RECIPIENT SERVICE SERVICES NOT WHEN PROVIDED TO
01139 NOT 243 AUTHORIZED BY M115 THIS PATIENT BY A
PROVIDED/ORDERE NETWORK/PRIMARY CARE NON-CONTRACT OR
D/REFERRED BY PROVIDERS. NON-DEMONSTRATION
PRIMARY DENTIST SUPPLIER.
EEETFI’?IIIECNTTEgERVICE THIS ITEM IS DENIED
NOT SERVICES NOT WHEN PROVIDED TO
AUTHORIZED BY THIS PATIENT BY A
01140 E?ROE\I/:IEDFfF?I/E%RI?YERE 243 NETWORK/PRIMARY CARE M115 NON-CONTRACT OR
PROVIDERS. NON-DEMONSTRATION
PRIMARY DME SUPPLIER
PROVIDER '
THIS PROVIDER WAS NOT
PROVIDER CERTIFIED/ELIGIBLE TO
EXCEPTION IND
01141 REQUIRES PEND B7 BE PAID FOR THIS
(OMIG) PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
THIS PROVIDER WAS NOT
E)FESI\E/IIDE')I'IIEORN CERTIFIED/ELIGIBLE TO
01142 REQUIRES PEND - B7 BE PAID FOR THIS
OHIP PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
DIAGNOSIS DOES
NOT INDICATE THE DIAGNOSIS IS :\[{II\?'AS\I[T‘SC?ES!PLETE/
01143 ALCOHOL 11 INCONSISTENT WITH THE M49 CODE(S) OR
REHAB.BILL DRG PROCEDURE. AMOUNT(S)
FOR DETOX. ’
oSS DoES e oenosisi HSIINCONPLETE
01144 DRUG REHAB BILL 11 ::[\IRC(;)CNES[I)ELI?ENT WITH THE M49 CODE(S) OR
FOR DETOX. ’ AMOUNT(S).
PRINCIPAL
DIAGNOSIS THE DIAGNOSIS IS :\[{II\?'AS\I[T‘SC?ES!PLETE/
01145 INCONSISTENT 11 INCONSISTENT WITH THE M49 CODE(S) OR
WITH PSYCH PROCEDURE. AMOUNT(S).

EXEMPT UNIT CLAIM
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
oS oo e
01146 11 INCONSISTENT WITH THE M49
REHAB.BILL picbaiedic CODE(S) OR
EXEMPT UNIT RATE : AMOUNT(S).
DX INDICATES THE DIAGNOSIS IS M'\?EL'I\'SQESEMPLETE/
01147 | DRUG REHAB.BILL 11 INCONSISTENT WITH THE M49 | CODE®) OR
EXEMPT UNIT RATE PROCEDURE. AMOONT)
MISSING/INCOMPLETE/
THE DIAGNOSIS IS
01148 | PRIN DX IND PSYCH 11 INCONSISTENT WITH THE M49 INVALID VALUE
BILL UNIT RT s T CODE(S) OR
: AMOUNT(S).
RESTRICTED
RECIPIENT SERVICE THIS ITEM IS DENIED
NOT SERVICES NOT WHEN PROVIDED TO
01149 | PROVIDED/ORDERE 13 AUTHORIZED BY vii1s | THIS PATIENT BY A
D/REFERRED BY NETWORK/PRIMARY CARE NON-CONTRACT OR
PRIMARY PROVIDERS. NON-DEMONSTRATION
PODIATRIST/ATTAC SUPPLIER,
HMENT
RESTRICTED
RECIPIENT SERVICE THIS ITEM IS DENIED
NOT SERVICES NOT WHEN PROVIDED TO
01150 | PROVIDED/ORDERE on3 AUTHORIZED BY \ii1s | THIS PATIENT BY A
D/REFERRED BY NETWORK/PRIMARY CARE NON-CONTRACT OR
PRIMARY PROVIDERS. NON-DEMONSTRATION
DENTIST/ATTACHME SUPPLIER.
NT
RESTRICTED
RECIPIENT SERVICE THIS ITEM IS DENIED
NOT SERVICES NOT WHEN PROVIDED TO
01151 | PROVIDED/ORDERE 13 AUTHORIZED BY vii1s | THIS PATIENT BY A
D/ REFERRED BY NETWORK/PRIMARY CARE NON-CONTRACT OR
PRIMARY DME PROVIDERS. NON-DEMONSTRATION
PROVIDER/ATTACH SUPPLIER.
MENT
RESTRICTED
[R)'E&E'EENT/ MANAGE THIS ITEM IS DENIED
D e NATION SERVICES NOT WHEN PROVIDED TO
01152 | PROGRAM SERVICE on3 AUTHORIZED BY \ii1s | THIS PATIENT BY A

NOT
PROVIDED/ORDERE
D/REFERRED BY
PRIMARY PROVIDER

NETWORK/PRIMARY CARE
PROVIDERS.

NON-CONTRACT OR
NON-DEMONSTRATION
SUPPLIER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
ONLY PRIMARY
PHYSICIAN MAY THIS ITEM IS DENIED
BILL RESTRICTED SERVICES NOT WHEN PROVIDED TO
01153 | RECIPIENT/MANAGE 043 AUTHORIZED BY Mi1s | THIS PATIENT BY A
D CARE NETWORK/PRIMARY CARE NON-CONTRACT OR
COORDINATION PROVIDERS. NON-DEMONSTRATION
PROGRAM SUPPLIER.
PROCEDURE CODE
o ur s COERACERROCR
01154 | AUTHORIZATION B5
RECORD ON FILE MET OR WERE
EXCEEDED.
COVERAGE/PROGRAM
UTILIZATION
01155 | THRESHOLD 85 GUIDELINES WERE NOT
EXHAUSTED MET OR WERE
EXCEEDED.
RESTRICTED
RECIPIENT/MANAGE
88355,\]”'0,\] THIS ITEM IS DENIED
PROGRAM SERVICE SERVICES NOT WHEN PROVIDED TO
01157 | NOT 043 AUTHORIZED BY Mi1s | THIS PATIENT BY A
PROVIDED/ORDERE NETWORK/PRIMARY CARE NON-CONTRACT OR
PROVIDERS. NON-DEMONSTRATION
D/REFERRED BY SUPPLIER
PRIMARY :
PROVIDER/ATTACH
MENT
ENHANCED FEE PATIENT NOT
PROCEDURE CODE ENROLLED IN THE
01158 | USED FOR NON- 96 NON-COVERED N52 BILLING PROVIDER'S
QUALIFIED CHARGE(S). MANAGED CARE PLAN
RECIPIENT OR ON THE DATE OF
PROVIDER SERVICE.
INAPPROPRIATE THE DIAGNOSIS IS
01160 | PROCEDURE CODE 11 INCONSISTENT WITH THE
FOR HIV DIAGNOSIS PROCEDURE.
PAYMENT IS DENIED
TYPE OF BILL WHEN NOT COVERED WHEN
01161 | INVALID FOR OMH 171 $EIF;F$$P'\EEC%BF',LRL§5|§ER N428 | PERFORMED IN THIS
SPECIALTY CODE IN THIS TYPE OF PLACE OF SERVICE.
FACILITY.
MISSING/INCOMPLETE/
INVALID OMH NON-COVERED INVALID VALUE
01162 | gpEC/RATE CODE 96 CHARGE(S). M49 CODE(S) OR
AMOUNT(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
TECHNICAL TECHNICAL
COMPONENT NOT COMPONENT NOT
01163 APPROPRIATE FOR 96 IC\I:SE&%OE\(SE)RED N194 PAID IF PROVIDER
PRACTITIONER ' DOES NOT OWN THE
CLAIM EQUIPMENT USED.
RECIP NOT QMB -
SVCS NOT PATIENT INELIGIBLE
01164 REIMBURSABLE Bl NON-COVERED VISITS. N30 FOR THIS SERVICE.
FOR COS
CHIROPRACTIC THE REFERRING
01165 ORDER/REFERRAL 183 PROVIDER IS NOT
INVALID FOR ELIGIBLE TO REFER THE
SERVICE SERVICE BILLED.
CHIROPRACTIC
ORDER/REFERRAL
INVALID -
NON-COVERED PATIENT INELIGIBLE
01166 RECIPIENT NOT 96 N30
QUALIFIED CHARGE(S). FOR THIS SERVICE.
MEDICARE
BENEFICIARY
CHIROPRACTIC
ORDER/REFERRAL THIS CARE MAY BE
INVALID - MEDICARE COVERED BY ANOTHER
01167 APPROVED 22 PAYER PER
AMOUNT NOT COORDINATION OF
GREATER THAN BENEFITS.
ZERO
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
SERVICE WAS
PAYMENT/ALLOWANCE ALREADY MADE FOR
01168 'I:_I?]I-ES{)IS/DOUSLY PAID 97 FOR ANOTHER M86 SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
PROCEDURE THE PROCEDURE CODE
REQUIRES IS INCONSISTENT WITH EEAS\Illi/IBV’\\A/g:'INIEI;N
01169 APPROPRIATE 4 THE MODIFIER USED OR A N517 REQUESTED
COMPONENT REQUIRED MODIFIER IS INFORMATION
MODIFIER MISSING. '
PREPAID CHARGES ARE COVERED
CAPITATION UNDER A CAPITATION
01171 RECIPIENT-SERVICE 24
INAPPROPRIATE AGREEMENT/MANAGED
CARE PLAN.

FOR ENROLLEE
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PREPAID
CAPITATION CHARGES ARE COVERED
01170 | RECIPIENT - o UNDER A CAPITATION
SERVICE COVERED AGREEMENT/MANAGED
WITHIN PLAN CARE PLAN.
(DENY)
PREPAID PROCEDURES FOR
CAPITATION BILLING WITH
01175 | RECIPIENT- o NON-COVERED \s5 | GROUPIREFERRING/PE
REFERRAL OR CHARGE(S). RFORMING
SPECIALIST ID PROVIDERS WERE
INVALID NOT FOLLOWED.
PEND FOR STATE CHARGES ARE COVERED
01174 | REVIEW - PCP PLAN o UNDER A CAPITATION
CODE NOT ON AGREEMENT/MANAGED
CONTRACT FILE CARE PLAN.
PREPAID
CAPITATION EXPENSES INCURRED
01175 | RECIPIENT - 200 DURING LAPSE IN
MULTIPLE COVERAGE
COVERAGE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
DUPLICATE THE BECAUSE PAYMENT
01176 | PRINCIPAL PAS o7 PAYMENT/ALLOWANCE vge | ALREADY MADE FOR
CLAIM ON HISTORY FOR ANOTHER SAME/SIMILAR
FILE SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
ABORTION CODE THE
o180 | oo moe A PROCEDURE/REVENUE N129 | NOT ELIGIBLE DUE TO
mpan 2 0% e CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
o115, | RATE CODE NOT " SUBMISSION/BILLING g | INVALID VALUE
BILLABLE ERROR(S) WHICH IS CODE(S) OR
NEEDED FOR AMOUNT(S).
ADJUDICATION.
THE REFERRING
01155 | REFERRAL INVALID 163 PROVIDER IS NOT

FOR SERVICE

ELIGIBLE TO REFER THE
SERVICE BILLED.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
OUTPATIENT
PSYCHIATRIC RATE SV'T_'YE%ENT IS DENIED
BILLED FOR NOT COVERED WHEN
01191 RECIPIENT IN A 171 ‘FFE:QSF‘?YRPI\EECI)DKZB;II:{LCI?\[/)|§;R N428 PERFORMED IN THIS
RESIDENTIAL PLACE OF SERVICE.
IN THIS TYPE OF
HEALTH CARE FACILITY
FACILITY ’
RATE CODE INVALID THE
01193 FOR CLIENT AGE < 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
18 OR > 64 CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
RATE CODE INVALID THE
01194 FOR CLIENT AGE 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
LESS THAN 65 CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
THE BENEFIT FOR THIS
SERVICE CONELICT SERVICE IS INCLUDED IN SERVICE DENIED
IN COMBO PRIOR THE BECAUSE PAYMENT
. PAYMENT/ALLOWANCE ALREADY MADE FOR
01197 SERVICE/CLAIM,; 97 M86
PAY/RECORD FOR FOR ANOTHER SAME/SIMILAR
NOW SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
MANAGED CARE
COORDINATION PROCEDURES FOR
PROGRAM SERVICE BILLING WITH
01198 NOT 9 NON-COVERED N55 GROUP/REFERRING/PE
PROVIDED/ORDERE CHARGE(S). RFORMING
D/REFERRED BY PROVIDERS WERE
PRIMARY NOT FOLLOWED.
PHARMACY
MANAGED CARE
NOT BILLING WITH
01199 PROVIDED/ORDERE 9 NON-COVERED N55 GROUP/REFERRING/PE
D/REFERRED BY CHARGE(S). RFORMING
PROVIDERS WERE
PRIMARY NOT FOLLOWED
PHARMACY/ATTACH )
MENT
MANAGED CARE PROCEDURES FOR
COORDINATION
SERVICE NOT BILLING WITH
NON-COVERED GROUP/REFERRING/PE
01200 PROVIDED/ORDERE 96 CHARGE(S). N55 REORMING

D/REFERRED BY
PRIMARY
PHYSICIAN

PROVIDERS WERE
NOT FOLLOWED.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
MANAGED CARE
COORDINATION PROCEDURES FOR
SERVICE NOT BILLING WITH
01201 PROVIDED/ORDERE 96 NON-COVERED N55 GROUP/REFERRING/PE
D/REFERRED BY CHARGE(S). RFORMING
PRIMARY PROVIDERS WERE
PHYSICIAN/ATTACH NOT FOLLOWED.
MENT
MANAGED CARE PROCEDURES FOR
COORDINATION BILLING WITH
01202 SERVICE NOT 96 NON-COVERED N55 GROUP/REFERRING/PE
PROVIDED/ORDERE CHARGE(S). RFORMING
D/REFERRED BY PROVIDERS WERE
PRIMARY CLINIC NOT FOLLOWED.
DUR NOT COVERAGE/PROGRAM
01204 PERFORMED PRIOR B5 GUIDELINES WERE NOT
TO DISPENSING MET OR WERE
DRUG EXCEEDED.
PROCEDURE CODE
01205 ONLY VALID FOR 96 NON-COVERED N30 PATIENT INELIGIBLE
CARE AT HOME CHARGE(S). FOR THIS SERVICE.
RECIPIENT
WE DO NOT OFFER
RECIPIENT NOT IN COVERAGE FOR THIS
TYPE OF SERVICE OR
RESTRICTED NON-COVERED
01206 96 N216 THE PATIENT IS NOT
PROGRAM-INVALID CHARGE(S).
RATE CODE BILLED ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
WE DO NOT OFFER
01207 RATE DOES NOT 96 NON-COVERED N216 THE PATIENT IS NOT
MATCH RECIPIENTS CHARGE(S).
PROGRAM ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
THE BENEFIT FOR THIS NOT PAID TO
SERVICE IS INCLUDED IN PRACTITIONER WHEN
Qgglg;i?ALIVING THE PROVIDED TO PATIENT
PAYMENT/ALLOWANCE IN THIS PLACE OF
01208 :T\IECCLISgEEI\g/lﬁEFISEVFLCE 97 FOR ANOTHER M97 SERVICE. PAYMENT
SERVICE/PROCEDURE INCLUDED IN THE

DIEM

THAT HAS ALREADY BEEN
ADJUDICATED.

REIMBURSEMENT
ISSUED THE FACILITY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
aIIEESNI'I(';AI\\ILAI-[EIEI)ESS THE DIAGNOSIS IS
01209 12 INCONSISTENT WITH THE
DIAGNOSIS PROVIDER TYPE
REQUIRED :
RECIPIENT AGE THE
01210 | INVALID FOR EARLY . PROCEDURE/REVENUE N1z | NOT ELIGIBLE DUE TO
INTERVENTION CODE IS INCONSISTENT THE PATIENT'S AGE.
CLAIM WITH THE PATIENT'S AGE.
CLAIM MUST BE
SUBMITTED
ELECTRONICALLY NOT COVERED
USING HIPAA NON-COVERED UNLESS SUBMITTED
01213 | COMPLIANT ANSI 96 CHARGE(S). M117 | \|A ELECTRONIC
X12 837 CLAIM CLAIM.
SUBMISSION
FORMAT
DAY TREATMENT THE PROCEDURE CODE THIS PROVIDER
IS INCONSISTENT WITH
RATE INVALID FOR TYPE/PROVIDER
01220 8 THE PROVIDER N5
PRINCIPLE THEPROVDER SPECIALTY MAY NOT
PROVIDER CODE CAsONCM BILL THIS SERVICE.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
01201 EEXEE?%?AD 6 SUBMISSION/BILLING \2gc | INVALID REFERRING
S N ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
INVALID DIAGNOSIS
ﬁgai ';ONFS OMR THE DIAGNOSIS IS
01224 11 INCONSISTENT WITH THE
COMMUNITY BASED OIS e
SERVICES WAIVER :
CLAIM
%fg“gﬁiﬁgﬁ%ﬁﬁg THIS CLAIM/SERVICE
DATE OF SERVICE i ORMATION OR HA MUST BE BILLED
01225 | MUST BE 2ND OF 16 S RRORIS) WLIGH 1S N182 | ACCORDING TO THE
MONTH - OMH SCHEDULE FOR THIS
NEEDED FOR SCrE
ADJUDICATION. :
SECOND HALF CLAIM/SERVICE LACKS THIS CLAIM/SERVICE
INFORMATION OR HAS
SEMI-MONTHLY I ORMATION OR HA MUST BE BILLED
01226 | DATE OF SERVICE 16 N182 | ACCORDING TO THE

(DAY) NOT EQUAL
02 OMR

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

SCHEDULE FOR THIS
PLAN.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
SRILELIE PRSI AU ILON NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
WE DO NOT OFFER
COVERAGE FOR THIS
RATE CODE INVALID TYPE OF SERVICE OR
01229 FOR RECIPIENT 96 IC\I:SE&%OE\(SE)RED N216 THE PATIENT IS NOT
EXCEPTION CODE ) ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
:L\K\TPEPROPRIATE THE BECAUSE PAYMENT
PAYMENT/ALLOWANCE ALREADY MADE FOR
01231 gII&LLiI?KACONFLICTIN 97 FOR ANOTHER M86 SAME/SIMILAR
PREVIOUSLY PAID SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
CLAIMISERVICE LACKS MISSING/INCOMPLETE!
ORDER/REFERRING SUBMISSION/BILLING INVALID REFERRING
01236 LICENSE NOT ON 16 ERROR(S) WHICH IS N287 PROVIDER
NYS LICENSE FILE SECONDARY
NEEDED FOR IDENTIFIER
ADJUDICATION. '
CLAIM/SERVICE LACKS
PRESCRIBER g\lUFBOI\/FI{I,\S/IQI-ggj\IIBI?_EINHéS MISSING/INCOMPLETE/
01237 LICENSE NOT ON 16 ERROR(S) WHICH IS N31 INVALID PRESCRIBING
NYS LICENSE FILE NEEDED FOR PROVIDER IDENTIFIER.
ADJUDICATION.
SERVICE LICENSE SERVICES NOT PROVIDED
01238 NOT ON NYS 242 BY NETWORK/PRIMARY
LICENSE FILE CARE PROVIDERS.
SUPERVISING
PROVIDER OF THE SERVICES NOT
SUBMITTED AUTHORIZED BY
01239 ORDERER/PRESCRI 243 NETWORK/PRIMARY CARE
BER WAS PROVIDERS
EXCLUDED PRIOR '
TO SERVICE DATE.
RESTRICTED THIS ITEM IS DENIED
RECIPIENT WHEN PROVIDED TO
INPATIENT SERVICE SERVICES NOT PROVIDED THIS PATIENT BY A
01240 NOT 242 BY NETWORK/PRIMARY M115

PROVIDED/ORDERE
D/REFERRED BY
PRIMARY PROVIDER

CARE PROVIDERS.

NON-CONTRACT OR
NON-DEMONSTRATION
SUPPLIER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
ORDER/REFERRING SERVICES NOT
01242 PROVIDER NOT IN 243 AUTHORIZED BY
ACTIVE STATUS ON NETWORK/PRIMARY CARE
DATE OF SERVICE PROVIDERS.
CLAIM/SERVICE LACKS
PRESCRIBING INFORMATION OR HAS MISSING/INCOMPLETE/
01243 PROVIDER NOT IN 16 SUBMISSION/BILLING N31 INVALID PRESCRIBING
ACTIVE STATUS ON ERROR(S) WHICH IS PROVIDER IDENTIEIER
DATE OF SERVICE NEEDED FOR '
ADJUDICATION.
SERVICE PROVIDER THIS PROVIDER WAS NOT
NOT IN ACTIVE CERTIFIED/ELIGIBLE TO
01244 STATUS ON DATE B7 BE PAID FOR THIS
OE SERVICE PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
RESTRICTED
RECIPIENT
INPATIENT SERVICE \TVHI-:EILTIEIQAOI\S/IBESI'IE'S
NOT SERVICES NOT PROVIDED THIS PATIENT BY A
01245 PROVIDED/ORDERE 242 BY NETWORK/PRIMARY M115
D/REFERRED BY CARE PROVIDERS. NON-CONTRACT OR
NON-DEMONSTRATION
PRIMARY SUPPLIER
PROVIDER/PEND '
FOR REVIEW
THERAPEUTIC DAYS THE AUTHORIZATION RESUBMIT A NEW
GT 4 FOR RTF NUMBER IS MISSING, CLAIM WITH THE
01247 15 INVALID, OR DOES NOT N517
CLAIM, NO PA REQUESTED
PRESENT APPLY TO THE BILLED INFORMATION.
SERVICES OR PROVIDER.
CONSECUTIVE THE AUTHORIZATION
THERAPEUTIC DAYS NUMBER IS MISSING, EEAS\Illi/IBV’\\A/g:'INIEI;N
01249 GT 4 FOR RTF 15 INVALID, OR DOES NOT N517 REQUESTED
CLAIM, NO PA APPLY TO THE BILLED INFORMATION
PRESENT SERVICES OR PROVIDER. '
EXCEEDED MAX OF
01250 75 THERAPEUTIC 96 NON-COVERED N43 BED HOLD OR LEAVE
LEAVE DAYS IN A 12 CHARGE(S). DAYS EXCEEDED.
- MONTH PERIOD
GROUP OPERATING MISSING/INCOMPLETE/
NON-COVERED INVALID VALUE
01252 CPD NOT FOUND 96 M49
FOR PROVIDER CHARGE(S). CODE(S) OR
AMOUNT(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CAPITATION CLAIM CHARGES ARE COVERED -A;legTCéélm/j_i%VlCE
MUST COVER UNDER A CAPITATION
01254 ENROLLMENT 24 AGREEMENT/MANAGED N182 ggﬁgggﬂ\éigg -.P:'FS
PERIOD CARE PLAN.
PLAN.
CLAIM/SERVICE LACKS
BILLED FOR MORE INFORMATION OR HAS -I\I—/II[IJISTCEQIII;AI/I_SIEEF‘I)DWCE
01256 THAN ONE STOP 16 SUBMISSION/BILLING N182 ACCORDING TO THE
LOSS CLAIM IN A ERROR(S) WHICH IS SCHEDULE FOR THIS
YEAR NEEDED FOR PLAN
ADJUDICATION. '
WE DO NOT OFFER
COVERAGE FOR THIS
RATE CODE NOT TYPE OF SERVICE OR
01257 BILLABLE AS 96 'C\I:SRII-?%OE\(/SE)RED N216 THE PATIENT IS NOT
SEPARATE CLAIM ' ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
SERVICE/END INFORMATION OR HAS MISSING/INCOMPLETE/
01258 SERVICE/DISCHARG 16 SUBMISSION/BILLING N318 INVALID DISCHARGE
E DATES MUST BE ERROR(S) WHICH IS OR END OF CARE
EQUAL NEEDED FOR DATE.
ADJUDICATION.
PATIENT NOT
ENROLLED IN THE
01259 lcl:\ll_\llélN'l.lPNRoA.l-.rEgSR 9 NON-COVERED N52 BILLING PROVIDER'S
ENROLLEE CHARGE(S). MANAGED CARE PLAN
ON THE DATE OF
SERVICE.
PREPAID
CAPITATION PLAN
01260 CRZ(E)(I;IEPIIEIE\I(-SQIEAE;E 29 THE TIME LIMIT FOR N30 PATIENT INELIGIBLE
DATE OF SERVICE FILING HAS EXPIRED. FOR THIS SERVICE.
WITHIN 2 DAYS OF
DATE OF BIRTH
GRADUATE
MEDICAL EXPENSE THE IMPACT OF PRIOR
01261 NO REIMBURSABLE 23 PAYER(S) ADJUDICATION

FOR MEDICARE
DEDUCTIBLE/COINS
URANCE CLAIM

INCLUDING PAYMENTS
AND/OR ADJUSTMENTS.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
WE DO NOT OFFER
COVERAGE FOR THIS
NOT ANYC NON-COVEERED TYPE OF SERVICE OR
01264 RECIPIENT 96 CHARGE(S) N216 THE PATIENT IS NOT
' ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
RECIPIENT AGE
INVALID FOR THE
01266 METHADONE 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
MAINTENANCE CODE IS INCONSISTENT THE PATIENT'S AGE.
TREATMENT WITH THE PATIENT'S AGE.
PROGRAM
CLAIM/SERVICE LACKS THIS CLAIM/SERVICE
INFORMATION OR HAS
DOS FOR MMTP SUBMISSION/BILLING MUST BE BILLED
01268 TOKEN CLAIM NOT 16 ERROR(S) WHICH IS N182 ACCORDING TO THE
A SUNDAY SCHEDULE FOR THIS
NEEDED FOR PLAN
ADJUDICATION. '
STOP LOSS CLAIM
01269 NOT RECEIVED 29 THE TIME LIMIT FOR
WITHIN 6 MONTHS FILING HAS EXPIRED.
OF YEAR END
THE BENEFIT FOR THIS NO APPEAL RIGHT
SERVICE IS INCLUDED IN EXCEPT DUPLICATE
CLAIM CONFLICTS THE CLAIM/SERVICE ISSUE.
01272 WITH PREVIOUSLY 97 PAYMENT/ALLOWANCE N111 THIS SERVICE WAS
STATE VOIDED FOR ANOTHER INCLUDED IN A CLAIM
CLAIM SERVICE/PROCEDURE THAT HAS BEEN
THAT HAS ALREADY BEEN PREVIOUSLY BILLED
ADJUDICATED. AND ADJUDICATED.
MENTAL WE DO NOT OFFER
RETARDATION/DEV COVERAGE FOR THIS
ELOPMENTALLY TYPE OF SERVICE OR
01278 DISABLED/TRAUMAT 96 IC\I:SXII-?%OE\(/SE)RED N216 THE PATIENT IS NOT
IC BRAIN INJURY ' ENROLLED IN THIS
SERVICES NOT PORTION OF OUR
REIMBURSABLE BENEFIT PACKAGE
CLAIM/SERVICE LACKS
INFORMATION OR HAS
MISSING/INCOMPLETE/
01283 UPPER DOLLAR 16 SUBMISSION/BILLING M54 INVALID TOTAL

LIMIT EXCEEDED

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

CHARGES.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
DATE OF SERVICE CLAIM/SERVICE LACKS THIS CLAIM/SERVICE
INFORMATION OR HAS
FOR TRAUMATIC SUBMISSION/BILLING MUST BE BILLED
01287 BRAIN INJURY RATE 16 ERROR(S) WHICH IS N182 ACCORDING TO THE
NOT FIRST OF SCHEDULE FOR THIS
MONTH NEEDED FOR PLAN
ADJUDICATION. ’
NOT COVERED WHEN
CLAIM FOR SAME PERFORMED DURING
SERVICE THE SAME
01288 PREVIOUSLY 96 IC\I:S";\II-Q('\'G%\(SE)RED M80 SESSION/DATE AS A
REVIEWED AND ) PREVIOUSLY
DENIED PROCESSED SERVICE
FOR THE PATIENT.
DATE OF SERVICE THE TIME LIMIT FOR
01292 TWO YEARS PRIOR 29 FILING HAS EXPIRED
TO DATE RECEIVED ’
PROVIDER/GROUP NON-COVERED PATIENT INELIGIBLE
01293 REIMBURSED FOR 96 CHARGE(S) N30 FOR THIS SERVICE
MEDICARE ONLY ’ ’
RECIPIENT NOT
QMB (QUALIFIED
MEDICARE PATIENT INELIGIBLE
01294 BENEFICIARY), Bl NON-COVERED VISITS. N30 FOR THIS SERVICE.
SERVICES NOT
REIMBURSABLE
RECIPIENT NOT
MEDICARE, PATIENT INELIGIBLE
01295 SERVICES NOT Bl NON-COVERED VISITS. N30 FOR THIS SERVICE.
REIMBURSABLE
WE DO NOT OFFER
BED RES/THERA TVPE OF SLRVICE OR
01296 LVE DAYS NOT 96 NON-COVERED N216 THE PATIENT IS NOT
ALLOWED FOR COV CHARGE(S).
CD H RECIP ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
MANAGE CARE
COORDINATION PROCEDURES FOR
PROGRAM BILLING WITH
01300 INPATIENT SERVICE 9 NON-COVERED N55 GROUP/REFERRING/PE
NOT CHARGE(S). RFORMING

PROVIDED/ORDERE
D/REFERRED BY
PRIMARY PROVIDER

PROVIDERS WERE
NOT FOLLOWED.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
WE DO NOT OFFER
CLAIM SUBMITTED NON-COVERED
01301 96 N216 THE PATIENT IS NOT
WITH DOS AFTER CHARGE(S).
CUTOEE DATE ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
RECIPIENT MUST
RESIDE IN
RESIDENTIAL WE DO NOT OFFER
HEALTH CARE COVERAGE FOR THIS
FACILITY/INTERMED TYPE OF SERVICE OR
01302 IARY CARE FACILITY 96 282‘&%%\(SE)RED N216 THE PATIENT IS NOT
FOR ’ ENROLLED IN THIS
DEVELOPMENTALLY PORTION OF OUR
DISABLE TO BENEFIT PACKAGE
RECEIVE PORTABLE
X-RAY SERVICES
PORTABLE X-RAY WE DO NOT OFFER
COVERAGE FOR THIS
PROCEDURE TYPE OF SERVICE OR
CODE/MEDICARE NON-COVERED
01303 96 N216 THE PATIENT IS NOT
APPROVED CHARGE(S).
ENROLLED IN THIS
AMOUNT >0 OR
QMB RECIPIENT PORTION OF OUR
BENEFIT PACKAGE
PROVIDER NOT PAYMENT IS DENIED THIS PROVIDER
01304 ALLOWED TO BILL 170 WHEN NO5 TYPE/PROVIDER
FOR PORTABLE PERFORMED/BILLED BY SPECIALTY MAY NOT
XRAY SERVICES THIS TYPE OF PROVIDER. BILL THIS SERVICE.
RECIPIENT NOT
ELIGIBLE FOR PATIENT INELIGIBLE
01305 TRANSPLANT B1 NON-COVERED VISITS. N30 FOR THIS SERVICE.
PROCEDURE CODE
ﬁ\ILlféhlgﬁ,E\?I\(/)lﬁ%ll_?Aﬁ:SS THIS ITEM OR SERVICE
INVALID RATE CODE SUBMISSION/BILLING DOES NOT MEET THE
01306 FOR HEMODIALYSIS 16 ERROR(S) WHICH IS N180 CRITERIA FOR THE
CROSSOVER CATEGORY UNDER
NEEDED FOR WHICH IT WAS BILLED
ADJUDICATION. )
CLAIM/SERVICE LACKS
INVALID QUADRANT g\lUFBOI\/FI{I,\S/IQB(I\)I}\IIBI(I)_EINHéS MISSING/INCOMPLETE/
01309 FOR BILLED 16 ERROR(S) WHICH IS N346 INVALID ORAL CAVITY
PROCEDURE DESIGNATION CODE.

NEEDED FOR
ADJUDICATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
REQUIRED ARCH QUFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
01310 | CODE/MISSING 16 ERROR(S) WHICH IS N346 | INVALID ORAL CAVITY
INVALID NEEDED FOR DESIGNATION CODE.
ADJUDICATION.
CLAIM/SERVICE LACKS
IMPROPER INFORMATION OR HAS PROCEDURE CODE IS
01311 | TOOTH/SEALANT 16 SUBMISSION/BILLING N39 NOT COMPATIBLE
CODE ERROR(S) WHICH IS WITH TOOTH
COMBINATION NEEDED FOR NUMBER/LETTER.
ADJUDICATION.
CLAIM/SERVICE LACKS
!I'MOP(?T%FI,SESRF ACE INFORMATION OR HAS PROCEDURE CODE IS
01312 | IDENTIEIED FOR 16 SUBMISSION/BILLING N39 NOT COMPATIBLE
PROCEDURE ERROR(S) WHICH IS WITH TOOTH
INDIGATED NEEDED FOR NUMBER/LETTER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS PROCEDURE CODE IS
01313 'F'V(')PRRF?FEEEETDOU%TEH 16 SUBMISSION/BILLING N39 NOT COMPATIBLE
INDICATED, ERROR(S) WHICH IS WITH TOOTH
NEEDED FOR NUMBER/LETTER.
ADJUDICATION.
RECIPIENT
INELIGIBLE
NON-COVERED PATIENT INELIGIBLE
01314 | (COVERAGE CODE 96 N30
IS EQUAL TO 18 CHARGE(S). FOR THIS SERVICE.
(FAMILY PLANNING))
FQHC
RATE,RECIPIENT
01315 | NOT ENROLLED IN B1 NON-COVERED VISITS. N30 E(A)TRENHITS”\S”ELR'SI'EEE
MANAGED CARE :
PLAN
NOT PAID TO
PAYMENT IS INCLUDED IN gggSITE')TE'SﬁcE)RPVAVHEHT
PHARMACY THE ALLOWANCE FOR A IN THIS PLACE OF
01316 | SERVICE INCLUDED 190 SKILLED NURSING M97

IN FACILITY RATE

FACILITY (SNF) QUALIFIED
STAY.

SERVICE. PAYMENT
INCLUDED IN THE
REIMBURSEMENT
ISSUED THE FACILITY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INAPPROPRIATE ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
01318 | DATE OF BIRTH FOR 16 N340 | INVALID SUBSCRIBER
NEWBORN ERROR(S) WHICH IS BIRTH DATE
NEEDED FOR :
ADJUDICATION.
RECIPIENT
EXCEPTION INVALID
FOR HOME AND PATIENT INELIGIBLE
01319 | COMMUNITY BASED Bl NON-COVERED VISITS. N30 | FOR THIS SERVICE.
SERVICES WAIVER
PROGRAM
IN-STATE CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS
SERVICING I ORMATION OR HA INVALID RENDERING
01327 | PROVIDER LICENSE 16 S RROR(E) WHICH 1S N291 | PROVIDER
NUMBER NOT SECONDARY
NUMERIC NEEDED FOR IDENTIFIER
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
o135 | NURSE UNITS 6 SUBMISSION/BILLING vz | oS NGANCOMD
EXCEED 24 HOURS ERROR(S) WHICH IS AL Pars OR
NEEDED FOR '
ADJUDICATION.
THE BENEFIT FOR THIS NOT PAID TO
SERVICE IS INCLUDED IN PRACTITIONER WHEN
THE PROVIDED TO PATIENT
01325 IS,\'IE:ESSS[';"IEUPPLY o PAYMENT/ALLOWANCE o7 | INTHIS PLACE OF
D FOR ANOTHER SERVICE. PAYMENT
SERVICE/PROCEDURE INCLUDED IN THE
THAT HAS ALREADY BEEN REIMBURSEMENT
ADJUDICATED. ISSUED THE FACILITY.
RECIPIENT AGE LT THE
o1az0 | i AGE 5 PROCEDURE/REVENUE N1z | NOT ELIGIBLE DUE TO
2L BILED M LD CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
RECIPIENT AGE LT THE
orasr | e AGE 5 PROCEDURE/REVENUE N1z | NOT ELIGIBLE DUE TO
oo BILLED MU b CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
RECIPIENT AGE THE
o133, | NOT 1864, BILLED . PROCEDURE/REVENUE N1z | NOT ELIGIBLE DUE TO

MLTC RATE CODE
INVALID

CODE IS INCONSISTENT
WITH THE PATIENT'S AGE.

THE PATIENT'S AGE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
RECIPIENT AGE LT THE
01333 | 6o BILLED MLte . PROCEDURE/REVENUE N12o | NOT ELIGIBLE DUE TO
D LD CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
CLAIM/SERVICE LACKS
RECIPIENT HAS NO INFORMATION OR HAS ES'SS'TNEC';"T?AREEEF;YJEE
01334 | MEDICARE ON FILE, 6 SUBMISSION/BILLING PR e e A SN
BILLED MLTC RATE ERROR(S) WHICH IS
CATEGORY UNDER
CODE INVALID NEEDED FOR AN v
ADJUDICATION. :
CLAIM/SERVICE LACKS
RECIPIENT HAS INFORMATION OR HAS ESESITNE(QAT?AREEEFMEE
01335 | MEDICARE ON FILE, " SUBMISSION/BILLING g0 | eoro ROt VEET T
BILLED MLTC RATE ERROR(S) WHICH IS
CATEGORY UNDER
CODE INVALID NEEDED FOR e R aaoER
ADJUDICATION. :
RECIPIENT DATA
01336 | INCONSISTENT FOR B1 NON-COVERED VISITS. N30 E(A)TRENHITS”\S”ELR'SI'EEE
RATE CODE :
INFORMATION
01337 | INCONSISTENT FOR B1 NON-COVERED VISITS. N30 E(A)TRENHITS”\S”ELR'SI'EEE
FHP PROGRAM :
01338 EESTF;FCNTTEBOT ON o6 NON-COVERED Nso | PATIENT INELIGIBLE
T PILE CHARGE(S). FOR THIS SERVICE.
RECIP NOT
01339 égygli'fgg FOR o6 NON-COVERED Ngo | PATIENT INELIGIBLE
e O CHARGE(S). FOR THIS SERVICE.
SERVICE DATE
s e o
NOT EQUAL SERVICES NOT PROVIDED NN RO PED
01340 | RESTRICTION 242 BY NETWORK/PRIMARY M115
RECIPIENT FILE CARE PROVIDERS NON-CONTRACT OR
EOVIDER : NON-DEMONSTRATION
SUPPLIER,
RATE CODE
01341 | INAPPROPRIATE o6 NON-COVERED Ngo | PATIENT INELIGIBLE
FOR RECIPIENT AID CHARGE(S). FOR THIS SERVICE.
CATEGORY
CLAIM/SERVICE LACKS
P.T.CLINIC RATE INFORMATION OR HAS m\éil'_'l\'gg'ﬁ&'\ép'-ga
01340 | BILLED/PROVIDER " SUBMISSION/BILLING 250 | PhOVIDESUPSLIER

P.T.CLINIC NUMBER
MISSING

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

SECONDARY
IDENTIFIER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDIT NO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS PROVIDER WAS NOT
PROVIDER P.T. CERTIFIED/ELIGIBLE TO M'\?/fl'_'l\‘SwESE'\AP'—ETE/
01343 | CLINIC/P.T. CLINIC B7 BE PAID FOR THIS M49 CODE) OR
RATE NOT BILLED PROCEDURE/SERVICE ON AMOUNT(S)
THIS DATE OF SERVICE. :
e progeoure cooe p——
PROCEDURE CODE CLAIM WITH THE
01344 4 THE MODIFIER USED ORA | N517
MODIFIER MISSING REQUESTED
REQUIRED MODIFIER IS R ATION
MISSING. :
ORIGINAL
01345 | DUPLICATE CLAIM 18 gtJAljk}I?SAI;FIEVI e
IN HISTORY :
MEDICAID
01350 fg\R/EEﬁD?EEN%ODE i 96 NON-COVERED N30 | PATIENT INELIGIBLE
INELIGIBLE FOR CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
01351 gf\R/EEﬁD?EEN%ODE i %6 NON-COVERED N30 PATIENT INELIGIBLE
INELIGIBLE FOR CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
01352 gfggglﬁgN%ODE i 96 NON-COVERED N30 | PATIENT INELIGIBLE
INELIGIBLE FOR CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
01353 §2° gEgﬁ,?gN%ODE - 9 NON-COVERED N30 PATIENT INELIGIBLE
INELIGIBLE FOR CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
MEDICAID
01354 %O gEgﬁ,?gN%ODE - 9 NON-COVERED N30 PATIENT INELIGIBLE
INELIGIBLE FOR CHARGE(S). FOR THIS SERVICE.
THIS SERVICE
,C,\,L,:A(IJ'\FA{/,\'“ZE%\SE %EA,S :SS MISSING/INCOMPLETE/
PROVIDER ID AND QBN S ON/BIL NG INVALID RENDERING
01357 | SERVICE ID 16 ERROR(S) WHICH IS N291 | PROVIDER
IDENTICAL ~EEDED LOR SECONDARY
IDENTIFIER.

ADJUDICATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
01470 | MULTIPLE RATE 6 SUBMISSION/BILLING wao | INVALID VALUE
CODES SUBMITTED ERROR(S) WHICH IS CODE(S) OR
NEEDED FOR AMOUNT(S).
ADJUDICATION.
NG SPECIALTY THIS PROVIDER WAS NOT
NOSPECALITY CERTIFIED/ELIGIBLE TO
01480 | SOPEDERIVED | B7 BE PAID FOR THIS
G R PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
YOUR CLAIM
CONTAINS
INCOMPLETE AND/OR
CLAIM/SERVICE LACKS X\'N\’E?,L\l'g K\'PFFféiTAT'ON’
NO COS DERIVED INFORMATIO}\I OR HAS AND NO AP
USING RATE, SUBMISSION/BILLING
01481 | bROVIDER AND OR 16 ERROR(S) WHICH IS MA130 QEEOCFE[;'EI\? EECAUSE
PLC OF SRV NEEDED FOR
AP FOR UNPROCESSABLE.
PLEASE SUBMIT A
NEW CLAIM WITH THE
COMPLETE/CORRECT
INFORMATION,
DIFFERENCE IN
o1agp | CLAIMTYPE o6 NON-COVERED \61 | REBILL SERVICES ON
AND/OR COS CHARGE(S). SEPARATE CLAIMS.
BETWEEN LINES
CLAIM/SERVICE LACKS
EEQS%AE%CLUDED INFORMATION OR HAS NOT PAID
o1n0s | mEiCrE I 6 SUBMISSION/BILLING o SEPARATELY WHEN
yppiol i ERROR(S) WHICH IS THE PATIENT IS AN
oo NEEDED FOR INPATIENT.
ADJUDICATION.
CHARGES ARE COVERED
01496 ESN%?X(ERF/:\?A?LY o UNDER A CAPITATION \ao | PATIENT INELIGIBLE
PENDING FAV AGREEMENT/MANAGED FOR THIS SERVICE.
CARE PLAN.
EAMILY HEALTH CHARGES ARE COVERED
01497 | PLUS CLAIM NOT 24 UNDER A CAPITATION
v oA AGREEMENT/MANAGED
CARE PLAN.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE
OPTOMETRIST PRESCRIBING/ORDERING
INDICATED NOT PROVIDER IS NOT
01498 | GUALIFIED TO 184 ELIGIBLE TO
PRESCRIBE PRESCRIBE/ORDER THE
SERVICE BILLED.
E\IIEE?EEE Y CESS PATIENT HAS NOT MET
01499 | NESOBE EHCES 178 THE REQUIRED SPEND
e DOWN REQUIREMENTS.
CLAIM/SERVICE LACKS
INFORMATION OR HAS :\IQI'\?E'L'I\'S/ INCOMPLETE/
01600 | DISCONTINUED NDC " SUBMISSION/BILLING M116 | Deatr A TEDMWITHDR
NUMBER ERROR(S) WHICH IS
AWN NATIONAL DRUG
NEEDED FOR CODE (NDO)
ADJUDICATION. :
NO COVERAGE: PATIENT HAS NOT MET
01602 | EXCESS INCOME 178 THE REQUIRED SPEND
SPENDDOWN DOWN REQUIREMENTS.
CLAIM/SERVICE LACKS THE NUMBER OF DAYS
INFORMATION OR HAS OR UNITS OF SERVICE
01603 | MAXIMUM DAYS " SUBMISSION/BILLING 362 | oS o
SUPPLY EXCEEDED ERROR(S) WHICH IS
ACCEPTABLE
NEEDED FOR SAVIVIY
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
PROGRAM
01604 | OVERRIDE DENIED, " SUBMISSION/BILLING \as R TILZATIO
UT NOT AT LIMIT ERROR(S) WHICH IS v
NEEDED FOR :
ADJUDICATION.
OTHER PAYOR THE IMPACT OF PRIOR
01605 | AMOUNT MUST BE ’ PAYER(S) ADJUDICATION
GREATER THAN INCLUDING PAYMENTS
ZERO AND/OR ADJUSTMENTS.
MISSING
CLAIM/SERVICE LACKS o 1O OF
INFORMATION OR HAS
OTHER PAYOR SUBMISSION/BILLING BENEFITS
01606 | AMOUNT MUST BE 16 S RROR(®) WHICH 13 N479 | (COORDINATION OF
EQUAL TO ZERO AR BENEFITS OR
MEDICARE

ADJUDICATION.

SECONDARY PAYER).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
SUBMISSION/BILLING CONTAINS
01608 | ERROR OVERFLOW 16 ERROR(S) WHICH IS MA130 | |NCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
MISSING OR
SUBMISSION/BILLING CONTAINS
01609 'F',\'FZ@EL)'LE’CAFLTTEF?E‘ATE 16 ERROR(S) WHICH IS MA130 | |NCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
MISSING OR
SUBMISSION/BILLING CONTAINS
01610 'F[\'FE/SE'LE’CAFL(TEEEATE 16 ERROR(S) WHICH IS MA130 | |\COMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS
MISSING OR INFORMATION OR HAS XS;JRAORVEE'E‘)OT AN
INVALID SUBMISSION/BILLING
01611 | pROCESSOR 16 ERROR(S) WHICH IS N407 ?gm'smgggol\ﬁ THIS
CONTROL NUMBER NEEDED FOR TR
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
MISSING OR
SUBMISSION/BILLING PATIENT INELIGIBLE
01612 '(')\'\\//EAF%QDEEL'&'%E'TY 16 ERROR(S) WHICH IS N30 | FOR THIS SERVICE.
NEEDED FOR
ADJUDICATION.
MISSING OR PRESCRIPTION IS
01613 | INVALID 175 R S CRIPTIC
COMPOUND CODE :
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
01614 EEQ'NMPHA’TES) ggT 6 SUBMISSION/BILLING atso | CONTAINS
peEn D ERROR(S) WHICH IS INCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS
MISSING OR g\'UFE?,vaI'\S"QBﬁ%EENHQS MISSING/INCOMPLETE/
01615 | INVALID PATIENT 16 SR RORE WHICH S N58 | INVALID PATIENT
PAID AMOUNT LIABILITY AMOUNT.

NEEDED FOR
ADJUDICATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING PATIENT INELIGIBLE
01616 EXPIRED CARD 16 ERROR(S) WHICH IS N30 FOR THIS SERVICE.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
01618 NON-CURRENT 16 SUBMISSION/BILLING N30 PATIENT INELIGIBLE
CARD ERROR(S) WHICH IS FOR THIS SERVICE.
NEEDED FOR
ADJUDICATION.
PATIENT CANNOT BE
01619 II\II\B/GEERACCESS 31 IDENTIFIED AS OUR
INSURED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
INVALID SEQUENCE SUBMISSION/BILLING CONTAINS
01620 NUMBER 16 ERROR(S) WHICH IS MAL130 INCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS YOUR CLAIM
SSN ACCESS NOT SUBMISSION/BILLING CONTAINS
01622 ALLOWED 16 ERROR(S) WHICH IS MA130 INCOMPLETE AND/OR
NEEDED FOR INVALID INFORMATION
ADJUDICATION.
CLAIM/SERVICE LACKS ELECTRONIC
INFORMATION OR HAS INTERCHANGE
01623 ECCA NOT 16 SUBMISSION/BILLING N51 AGREEMENT NOT ON
ALLOWED ERROR(S) WHICH IS FILE FOR
NEEDED FOR PROVIDER/SUBMITTER
ADJUDICATION.
CLAIM/SERVICE LACKS ELECTRONIC
INFORMATION OR HAS INTERCHANGE
01628 ﬁl(_:I:EERS’\éAI:lrgT 16 SUBMISSION/BILLING N51 AGREEMENT NOT ON
ALLOWED ERROR(S) WHICH IS FILE FOR
NEEDED FOR PROVIDER/SUBMITTER
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
01629 INVALID PIN 16 SUBMISSION/BILLING N257 INVALID BILLING

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

PROVIDER/SUPPLIER
PRIMARY IDENTIFIER.
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EDIT NO.

EDIT DESCRIPTION

CLAIM
ADJUSTME
NT REASON
CODE

ADJUSTMENT REASON
CODE DESCRIPTION

REMIT
ADVICE
REMARK
CODE

REMARK CODE
DESCRIPTION

01630

M/l PROCESSOR
CONTROL NUMBER
OR NO TSN FOUND
FOR PROVIDER ID

B7

THIS PROVIDER WAS NOT
CERTIFIED/ELIGIBLE TO
BE PAID FOR THIS
PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.

01631

CLIENT HAS OTHER
INSURANCE

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

N479

MISSING
EXPLANATION OF
BENEFITS
(COORDINATION OF
BENEFITS OR
MEDICARE
SECONDARY PAYER).

01633

DRUG TO DISEASE
PRECAUTION

11

THE DIAGNOSIS IS
INCONSISTENT WITH THE
PROCEDURE.

01634

DRUG TO DRUG
INTERACTION

188

THIS
PRODUCT/PROCEDURE IS
ONLY COVERED WHEN
USED ACCORDING TO

FDA RECOMMENDATIONS.

01635

HIGH DOSE ALERT

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

M123

MISSING/INCOMPLETE/
INVALID NAME

01636

INGREDIENT
DUPLICATION

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

M123

MISSING/INCOMPLETE/
INVALID NAME

01637

LOW DOSE ALERT
EXCEPTION

16

CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING
ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

M123

MISSING/INCOMPLETE/
INVALID NAME

01639

DRUG-AGE
PRECAUTION

THE
PROCEDURE/REVENUE
CODE IS INCONSISTENT
WITH THE PATIENT'S AGE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS
DRUG-PREGNANCY PRODUCT/PROCEDURE IS
01640 INFERRED 188 ONLY COVERED WHEN
PRECAUTION USED ACCORDING TO
FDA RECOMMENDATIONS.
THIS
PRODUCT/PROCEDURE IS
01641 ETJEIEQIZEI’?(;II\IC 188 ONLY COVERED WHEN
USED ACCORDING TO
FDA RECOMMENDATIONS.
THIS
PRODUCT/PROCEDURE IS
01642 (E)CIEEYUEEL 188 ONLY COVERED WHEN
USED ACCORDING TO
FDA RECOMMENDATIONS.
THIS ITEM OR SERVICE
INVALID DUR NON-COVERED DOES NOT MEET THE
01643 CONELICT CODE 96 CHARGE(S) N180 CRITERIA FOR THE
' CATEGORY UNDER
WHICH IT WAS BILLED.
THIS ITEM OR SERVICE
INVALID DUR NON-COVERED DOES NOT MEET THE
01644 OUTCOME CODE 96 CHARGE(S) N180 CRITERIA FOR THE
' CATEGORY UNDER
WHICH IT WAS BILLED.
CLAIM/SERVICE LACKS ELECTRONIC
INFORMATION OR HAS INTERCHANGE
PROVIDER CAN NOT SUBMISSION/BILLING AGREEMENT NOT ON
01645 ACCESS BY 16 N51
ACCOUNT TYPE ERROR(S) WHICH IS FILE FOR
NEEDED FOR PROVIDER/SUBMITTER
ADJUDICATION.
ONLINE NOT COVERED
01646 ADJUSTMENTS/REBI 9 NON-COVERED M117 UNLESS SUBMITTED
LLS NOT ALLOWED CHARGE(S). VIA ELECTRONIC
FOR DVS ITEMS CLAIM.
SERVICES DENIED AT THE
01647 DVS ERROR 39 TIME
AUTHORIZATION/PRE
CLAIM/SERVICE LACKS
PROCESSOR INFORMATION OR HAS MISSING/INCOMPLETE/
01648 CONTROL NUMBER 16 SUBMISSION/BILLING M47 INVALID INTERNAL OR
NEEDED FOR ERROR(S) WHICH IS DOCUMENT CONTROL

REBILL/REVERSAL

NEEDED FOR
ADJUDICATION.

NUMBER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
WE DO NOT OFFER
COVERAGE FOR THIS
MAJOR PROGRAM - NON-COVERED TYPE OF SERVICE OR
01700 | REOR PROCRAM - 96 CHARGE(S) N216 | THE PATIENT IS NOT
: ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
WE DO NOT OFFER
COVERAGE FOR THIS
REVENUE CODE 169 NON-COVERED TYPE OF SERVICE OR
01701 | REVENUE 96 CHARGE®) N216 | THE PATIENT IS NOT
' ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
RADIOLOGY g\'u':g,\;'\s"égg%ﬁ_m“és MISSING/INCOMPLETE/
01702 | PROC/REVENUE 16 M50 | INVALID REVENUE
CONFLICT ERROR(S) WHICH IS CODE(S)
NEEDED FOR :
ADJUDICATION,
CLAIM/SERVICE LACKS
SURGERY ?UFSAE“S"QB(S%EENHQS MISSING/INCOMPLETE/
01703 | PROC/REVENUE 16 M50 | INVALID REVENUE
CONFLICT ERROR(S) WHICH IS CODE(S)
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
REVENUE CODE g\IUFI;DI\/Il?Il\SAéI-I(-)I(N);\IIESI(I)_EISéS MISSING/INCOMPLETE/
01704 | MUST BE 16 S RROR() WHICH 1S M50 | INVALID REVENUE
LABORATORY RROR(S) VI CODE(S).
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
01705 | REVENUE CODE " SUBMISSION/BILLING 50 m@:mgggggmgéaa
NOT ON DB ERROR(S) WHICH IS CODE®)
NEEDED FOR :
ADJUDICATION,
CLAIM/SERVICE LACKS
REVENUE/BILLING ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
01706 | PROVIDER TYPE 16 M50 | INVALID REVENUE
CONFLICT ERROR(S) WHICH IS CODE(S)
NEEDED FOR :
ADJUDICATION,
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
REVENUE/BILLING INFORMATION OR HAS MISSING/INCOMPLETE/
01707 PROVIDER 16 SUBMISSION/BILLING M50 INVALID REVENUE
SPECIALTY ERROR(S) WHICH IS CODE(S)
MISMATCH NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
01708 REVENUE/TYPE OF 16 SUBMISSION/BILLING M50 ml\?:LnggsgNSéETE/
BILL CONFLICT ERROR(S) WHICH IS CODE(S)
NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
REVENUE CODE g\IUFé)NITII\SAéB(I\)U’\IBI(ID_ESéS MISSING/INCOMPLETE/
01709 REQUIRES REVEW 16 ERROR(S) WHICH IS M50 INVALID REVENUE
BY FISCAL AGENT NEEDED FOR CODE(S).
ADJUDICATION.
WE DO NOT OFFER
COVERAGE FOR THIS
REVENUE CODE TYPE OF SERVICE OR
01710 NOT A BENEFIT FOR 96 'C\I:SEI;{%OE\(SE)RED N216 THE PATIENT IS NOT
SERVICE DATE ' ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
WE DO NOT OFFER
COVERAGE FOR THIS
REVENUE CODE TYPE OF SERVICE OR
01711 NOT VALID FOR 96 'C\I:SRII-?%OE\(SE)RED N216 THE PATIENT IS NOT
SERVICE DATES ' ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
REVENUE CODE g\IUFé)NITII\SAéB(I\)U’\IBI(ID_ESéS MISSING/INCOMPLETE/
01712 REQUIRES MANUAL 16 M50 INVALID REVENUE
REVIEW ERROR(S) WHICH IS CODE(S)
NEEDED FOR '
ADJUDICATION.
CLAIM/SERVICE LACKS
REVENUE CODE g\lUFBOI\/Flel'\S/Iéggj\llal?_Ell\]_iés MISSING/INCOMPLETE/
01713 REQUIRES MANUAL 16 M50 INVALID REVENUE

REVIEW BY MAD

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

CODE(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS
01714 | REVENUE CODE 6 SUBMISSION/BILLING 5o M'\?:LTSQ';SQMSEETE’
MISSING ERROR(S) WHICH IS CODEE)
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
01715 | TOTAL REVENUE 6 SUBMISSION/BILLING 5o m@:mgggggmgéaa
CHARGE MISSING ERROR(S) WHICH IS CODES)
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
ACCOMMODATION g\'u':g,\;'\s@gg%ﬁﬁﬁés MISSING/INCOMPLETE/
01716 | REVENUE CODE 16 M50 | INVALID REVENUE
PV ERROR(S) WHICH IS CODE)
NEEDED FOR :
ADJUDICATION.
SUM OF ﬁ:ﬁé’ﬁﬁiﬁg,ﬁ%&’*ﬁfg MISSING/INCOMPLETE/
ACCOMMODATION TSRS INVALID NUMBER OF
01717 | DAYS DOES NOT 16 SR RORE WHICH S MA32 | COVERED DAYS
EQUAL TOTAL pirhiein DURING THE BILLING
COVERED DAYS AR FOR | PERIOD.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
o171g | TYPEOFBILLIS " SUBMISSION/BILLING ago | MISSING/INCOMPLETE/
INVALID ERROR(S) WHICH IS INVALID TYPE OF BILL.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
MEDICARE INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID PRIOR
01719 BEESLCJ 'AB;(E)S,\TIT 16 ERROR(S) WHICH IS N4 INSURANCE CARRIER
NEEDED FOR EOB.
ADJUDICATION.
CLAIM/SERVICE LACKS
ICD-9 SURGICAL g\'UFE?,vaI'\S"QBﬁ%EENHQS MISSING/INCOMPLETE/
01720 | CODE NOT WITHIN 16 N303 | INVALID PRINCIPAL

FROM/THRU DATES

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

PROCEDURE DATE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
PATIENT STATUS ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
01721 | CONFLICTS WITH 16 MA43 | INVALID PATIENT
TYPE OF BILL ERROR(S) WHICH IS STATUS
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
01703 | TOTAL CLAIM 6 SUBMISSION/BILLING s | SSINGINCON
CHARGE CONFLICT ERROR(S) WHICH IS D
NEEDED FOR :
ADJUDICATION.
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS S IoINoOMPLE
o174 | LIDOS OUTSIDE 6 SUBMISSION/BILLING vaar | nVALID BEGINNING
FROM/THRU DATES ERROR(S) WHICH IS
OF THE PERIOD
NEEDED FOR o
ADJUDICATION. :
CLAIM/SERVICE LACKS
INFORMATION OR HAS
o175 | NON COVERED " SUBMISSION/BILLING 54 m\f/fl'_'l\'gﬂgggl'_\ﬂp"ETE/
CHARGE CONFLICT ERROR(S) WHICH IS el
NEEDED FOR :
ADJUDICATION.
CLIENT
WITHIN 14 DAYS OF CHARGE(S). W ANOTHER
DISCHARGE :
THE PROCEDURE CODE
PROCEDURE/REND IS INCONSISTENT WITH E'PSE?PRR%\OPDEERR
01727 | ERING PROV TYPE 8 THE PROVIDER NO5
SPECIALTY MAY NOT
CONFLICT TYPE/SPECIALTY T
(TAXONOMY). :
THIS ITEM OR SERVICE
PROCEDURE/CLAIM NON-COVERED DOES NOT MEET THE
01728 | PROCEDURECL 96 CHARGE®) N180 | CRITERIA FOR THE
: CATEGORY UNDER
WHICH IT WAS BILLED.
PAYMENT BASED ON
THESE ARE NON- ;';\E/IE'V':‘/D'NGS OF A
DIAGNOSIS CODE SSXESSEE) '?IEIE\{ISCI\EIST ORGANIZATION/PROFE
01729 | REQUIRES REVIEW 50 BECAUSE THIS 15 e N10 | SSIONAL
BY MAD CONSULT/MANUAL

NECESSITY' BY THE
PAYER.

ADJUDICATION/MEDIC
AL OR DENTAL
ADVISOR.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
D5 PROCEDURE COVERED SERVICES ORGANIZATION/PROFE
01730 | CODE REQUIRES 60 BECAUSE THIS IS NOT 1o | SSIONAL
CODE REQUIRES DEEMED A "MEDICAL CONSULT/MANUAL
NECESSITY' BY THE ADJUDICATION/MEDIC
PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING MISSING/INCOMPLETE/
01731 | HIGH VARIANCE 16 ERROR(S) WHICH IS M79 | INVALID CHARGE.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
SUBMISSION/BILLING MISSING/INCOMPLETE/
01732 | LOW VARIANCE 16 ERROR(S) WHICH IS M79 | INVALID CHARGE.
NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
FCN NOT VALID FOR INFORMATION OR HAS
VOID OR SUBMISSION/BILLING CORRECTION TO A
01734 | ADJUSTMENT 16 ERROR(S) WHICH IS MAB7 | BRIOR CLAIM.
REQUEST NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID PRIOR
01735 | TPL AMT IS INVALID 16 ERROR(S) WHICH IS N4 INSURANCE CARRIER
NEEDED FOR EOB.
ADJUDICATION.
CLAIM/SERVICE LACKS
VALUE CODE INFORMATION OR HAS MISSING/INCOMPLETE/
01737 | AMOUNT INVALID 6 SUBMISSION/BILLING wao | INVALID VALUE
FOR SUBMITTED ERROR(S) WHICH IS CODE(S) OR
VALUE CODE NEEDED FOR AMOUNT(S).
ADJUDICATION.
OCCURRENCE CLAIM/SERVICE LACKS
SPAN DATE INFORMATION OR HAS
(BEGIN/END) TSRS MISSING/INCOMPLETE/
01738 | INVALID FOR 16 SR RORE WHICH S N300 | INVALID OCCURRENCE
SUBMITTED SPAN DATE(S).
NEEDED FOR
OCCURRENCE ADJUDICATION
SPAN CODE :
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CasERCE CKS
DATE INVALID FOR SUBMISSION/BILLING MISSING/INCOMPLETE/
01739 SUBMITTED 16 N299 INVALID OCCURRENCE
ERROR(S) WHICH IS
OCCURRENCE DATE(S).
CODE NEEDED FOR
ADJUDICATION.
CLAIM PAYMENT WAS
THE RESULT OF A
PAYER'S
SPECIAL INPUT EDIT RETROACTIVE
01995 (DOH) Al CLAIM/SERVICE DENIED. N421 ADJUSTMENT DUE TO
A REVIEW
ORGANIZATION
DECISION.
CLAIM PAYMENT WAS
THE RESULT OF A
PAYER'S
SPECIAL INPUT EDIT RETROACTIVE
01996 (PCG) Al CLAIM/SERVICE DENIED. N421 ADJUSTMENT DUE TO
A REVIEW
ORGANIZATION
DECISION.
CLAIM PAYMENT WAS
THE RESULT OF A
PAYER'S
SPECIAL INPUT EDIT RETROACTIVE
01997 (IPRO) Al CLAIM/SERVICE DENIED. N421 ADJUSTMENT DUE TO
A REVIEW
ORGANIZATION
DECISION.
CLAIM/SERVICE LACKS
SYSTEM INFORMATION OR HAS NOT COVERED
SUBMISSION/BILLING UNLESS SUBMITTED
01998 Bmﬁxﬁ:tﬁgtE/HOST 16 ERROR(S) WHICH IS M117 VIA ELECTRONIC
NEEDED FOR CLAIM.
ADJUDICATION.
CLAIM PAYMENT WAS
THE RESULT OF A
CLAIM HAS BEEN EQ¥EFCQ)2CTIVE
01999 SPECIAL INPUT BY Al CLAIM/SERVICE DENIED. N421

NYS FA

ADJUSTMENT DUE TO
A REVIEW
ORGANIZATION
DECISION.

Page 79 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THESE SERVICES WERE
CLAIM HAS BEEN SUBMITTED AFTER THIS
02000 PLACED IN FISCAL 166 PAYERS RESPONSIBILITY
PEND STATUS BY FOR PROCESSING
NYS DOH CLAIMS UNDER THIS PLAN
ENDED.
CLAIM/SERVICE LACKS
CLAIM PAYER PD INFORMATION OR HAS MISSING/INCOMPLETE/
02001 AMT NOT EQUAL TO 16 SUBMISSION/BILLING N4 INVALID PRIOR
SUM OF LINE PAYER ERROR(S) WHICH IS INSURANCE CARRIER
PD AMT NEEDED FOR EOB.
ADJUDICATION.
PRESCRIPTION
02002 SERIAL NUMBER 175 :T\IRCE()Sﬁgll_ETFISN IS
MISSING '
THIS PROVIDER WAS NOT
PROVIDER NOT CERTIFIED/ELIGIBLE TO
02003 CERTIFIED FOR B7 BE PAID FOR THIS
PROCEDURE PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
THIS CARE MAY BE
RECIPIENT HAS COVERED BY ANOTHER
02004 MEDICARE PART D 22 PAYER PER
COORDINATION OF
BENEFITS.
NURSING HOME
TRANSITION AND
DIVERSION
MEDICAID WAIVER
02005 (NHTD) WAIVER 9 NON-COVERED N30 PATIENT INELIGIBLE
PROGRAM RATE CHARGE(S). FOR THIS SERVICE.
CODE REQUIRES
RECIPIENT WITH
EXCEPTION CODE
60.
PAYMENT BASED ON
THE FINDINGS OF A
PROCEDURE THESE ARE NON- REVIEW
MANUAL REVIEW COVERED SERVICES ORGANIZATION/PROFE
02006 CODE 6 REQUIRES 50 BECAUSE THIS IS NOT N10 SSIONAL
MANUAL PRICING - DEEMED A 'MEDICAL CONSULT/MANUAL

INCLUDES SERVICE
AREAC,D,E&H

NECESSITY' BY THE
PAYER.

ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | N7 REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
OMH PROS RATE INFORMATION OR HAS prlS CLAIVISERVICE
02007 | MUST BE BILLED ON L6 SUBMISSION/BILLING N182 | roeemee
LAST DAY OF ERROR(S) WHICH IS oD o T
MONTH NEEDED FOR ScHs
ADJUDICATION, '
ooos | ey EXSP CODE o6 NON-COVERED \ao | PATIENT INELIGIBLE
yndialieNics CHARGE(S). FOR THIS SERVICE.
RECIP EXCP CODE
0p00e | MUST =84 OR 85 TO o NON-COVERED \so | PATIENT INELIGIBLE
BILL THIS RATE CHARGE(S). FOR THIS SERVICE.
CODE
00010 | ey EASP CODE o NON-COVERED Nso | PATIENT INELIGIBLE
it CHARGE(S). FOR THIS SERVICE.
00011 | i e e EEODE o NON-COVERED \so | PATIENT INELIGIBLE
D eoon o4 CHARGE(S). FOR THIS SERVICE.
w0012 | il e e EEODE o NON-COVERED Nso | PATIENT INELIGIBLE
D e e o CHARGE(S). FOR THIS SERVICE.
00013 | Bl em e EEODE o NON-COVERED \so | PATIENT INELIGIBLE
D eOoE 86 CHARGE(S). FOR THIS SERVICE.
CLAIM UNDER
REVIEW BY THE PROGRAM
02014 | OFFICE OF THE 96 CHARGES). N35 | INTEGRITY/UTILIZATIO
STATE : N REVIEW DECISION.
COMPTROLLER
con oo
COINSURANCE > 0 PRIOR PROCESSING e NPTASREE
02015 | AND MEDICARE 129 INFORMATION APPEARS N4g
RECEIVED FROM
PAYMENT + INCORRECT.
A B E = 0 OTHER INSURANCE
- CARRIER.
MEDICARE CLAIM INFORMATION
MANAGED CARE DOES NOT AGREE
(MCO) QUALIFIER 16 PRIOR PROCESSING S e N
02016 | CONFLICTS WITH 129 INFORMATION APPEARS N4g
RECEIVED FROM
MEDICARE PART A INCORRECT.
OTHER INSURANCE
OR PART B QIhER D
QUALIFIERS :
02020 | MISSING BILLING 206 NATIONAL PROVIDER

NPI

IDENTIFIER - MISSING.

Page 81 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MISSING GROUP NATIONAL PROVIDER
02021 NPI 206 IDENTIFIER - MISSING.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02022 MISSING 16 SUBMISSION/BILLING N286 INVALID REFERRING
REFERRING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02023 MISSING 16 SUBMISSION/BILLING N253 INVALID ATTENDING
ATTENDING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02024 MISSING 16 SUBMISSION/BILLING N262 INVALID OPERATING
OPERATING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02025 MISSING 16 SUBMISSION/BILLING N290 INVALID RENDERING
RENDERING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02026 MISSING 16 SUBMISSION/BILLING N297 INVALID SUPERVISING
SUPERVISING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID OTHER
02027 MISSING OTHER NPI 16 ERROR(S) WHICH IS N270 PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02028 MISSING ASSISTANT 16 SUBMISSION/BILLING N249 INVALID ASSISTANT
SURGEON NPI ERROR(S) WHICH IS SURGEON PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
02029 MISSING 206 NATIONAL PROVIDER

PRESCRIBING NPI

IDENTIFIER - MISSING.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
NATIONAL PROVIDER :\I/l\llsill_ll\g;gwiﬁ\:\éPLETE/
02030 INVALID BILLING NPI 207 IDENTIFIER - INVALID N257
FORMAT PROVIDER/SUPPLIER
PRIMARY IDENTIFIER.
NATIONAL PROVIDER :\I/l\llsill_ll\g;gwiﬁ\:\éPLETE/
02031 INVALID GROUP NPI 207 IDENTIFIER - INVALID N257
FORMAT PROVIDER/SUPPLIER
PRIMARY IDENTIFIER.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02032 INVALID REFERRING 16 SUBMISSION/BILLING N286 INVALID REFERRING
NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02033 INVALID ATTENDING 16 SUBMISSION/BILLING N253 INVALID ATTENDING
NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02034 INVALID OPERATING 16 SUBMISSION/BILLING N262 INVALID OPERATING
NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02035 INVALID 16 SUBMISSION/BILLING N290 INVALID RENDERING
RENDERING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02036 INVALID 16 SUBMISSION/BILLING N297 INVALID SUPERVISING
SUPERVISING NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02037 INVALID OTHER NPI 16 SUBMISSION/BILLING N270 INVALID OTHER

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

PROVIDER PRIMARY
IDENTIFIER.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02038 INVALID ASSISTANT 16 SUBMISSION/BILLING N249 INVALID ASSISTANT
SURGEON NPI ERROR(S) WHICH IS SURGEON PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
PRESCRIBING NPI FORMAT
BILLING MMIS NATIONAL PROVIDER
02040 PROVIDER ID CAN 208 IDENTIFIER - NOT
NOT BE DERIVED MATCHED.
GROUP MMIS NATIONAL PROVIDER
02041 PROVIDER ID CAN 208 IDENTIFIER - NOT
NOT BE DERIVED MATCHED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02042 IEIEE%/TSé,\RI?DMyAﬁl 16 SUBMISSION/BILLING N286 INVALID REFERRING
NOT BE DERIVED ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02043 Q-ILEE/I\IIDDIIE,\IIQGIDMQZAA?\I 16 SUBMISSION/BILLING N253 INVALID ATTENDING
NOT BE DERIVED ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02044 gggsgéﬁﬁDMyAﬁ 16 SUBMISSION/BILLING N262 INVALID OPERATING
NOT BE DERIVED ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02045 gggBE?E?DMC,\ﬂﬁ 16 SUBMISSION/BILLING N290 INVALID RENDERING
NOT BE DERIVED ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
SUPERVISING MMIS
02046 PROVIDER ID CAN 16 SUBMISSION/BILLING N297 INVALID SUPERVISING

NOT BE DERIVED

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

PROVIDER PRIMARY
IDENTIFIER.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
02047 Zgg\gll:E)EDFI{EI;EI)VCI:EADN 16 ERROR(S) WHICH IS N270 PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
ASSISTANT INFORMATION OR HAS MISSING/INCOMPLETE/
02048 SURGEON MMIS 16 SUBMISSION/BILLING N249 INVALID ASSISTANT
PROVIDER ID CAN ERROR(S) WHICH IS SURGEON PRIMARY
NOT BE DERIVED NEEDED FOR IDENTIFIER.
ADJUDICATION.
PRESCRIBING MMIS NATIONAL PROVIDER MISSING/INCOMPLETE/
02049 PROVIDER ID CAN 208 IDENTIFIER - NOT N31 INVALID PRESCRIBING
NOT BE DERIVED MATCHED. PROVIDER IDENTIFIER.
:\TI\\/I/gLIBDILTIIDI\IléND NATIONAL PROVIDER
02050 208 IDENTIFIER - NOT
PROVIDER ID MATCHED
COMBINATION ’
:\TI\\A/gLIGDRI\(I)PJ:\ND NATIONAL PROVIDER
02051 208 IDENTIFIER - NOT
PROVIDER MATCHED
COMBINATION ’
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02052 MMIS REFERRING 16 SUBMISSION/BILLING N286 INVALID REFERRING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02053 MMIS ATTENDING 16 SUBMISSION/BILLING N253 INVALID ATTENDING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02054 MMIS OPERATING 16 SUBMISSION/BILLING N262 INVALID OPERATING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.

ADJUDICATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02055 MMIS RENDERING 16 SUBMISSION/BILLING N290 INVALID RENDERING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02056 MMIS SUPERVISING 16 SUBMISSION/BILLING N297 INVALID SUPERVISING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02057 MMIS OTHER 16 SUBMISSION/BILLING N270 INVALID OTHER
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
:\;llt/I/ﬁSLESI;E'&NNI?F INFORMATION OR HAS MISSING/INCOMPLETE/
02058 SURGEON 16 SUBMISSION/BILLING N249 INVALID ASSISTANT
ERROR(S) WHICH IS SURGEON PRIMARY
PROVIDER ID
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
MEDICAID DAYS CLAIM/SERVICE LACKS
INVALID ON CLAIMS INFORMATION OR HAS
02059 WITH MEDICARE 16 SUBMISSION/BILLING N61 REBILL SERVICES ON
ERROR(S) WHICH IS SEPARATE CLAIMS.
HMO DAYS. REBILL
SEPARATELY NEEDED FOR
' ADJUDICATION.
PRESCRIPTION
PROGRAM
02060 SERIAL NUMBER 175 PRESCRIPTION IS N35 INTEGRITY/UTILIZATIO
REPORTED AS INCOMPLETE. N REVIEW DECISION
MISSING/STOLEN ’
PRESCRIPTION
SERIAL NUMBER PRESCRIPTION IS
02061 CANNOT BE 175 INCOMPLETE.
ADJUSTED
THE BENEFIT FOR THIS
TRANSPORTATION SERVICE IS INCLUDED IN
SERVICE THE NOT PAID
PAYMENT/ALLOWANCE SEPARATELY WHEN
02062 EILEJEIIZI\?GRII\IA\IE’?ATIENT 97 FOR ANOTHER M2 THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.

STAY

THAT HAS ALREADY BEEN
ADJUDICATED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
TRANSPORTATION SERVICE IS INCLUDED IN
SERVICE PAID THE NOT PAID
02063 | DURING THIS 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
INPATIENT FOR ANOTHER THE PATIENT IS AN
ADMISSION PERIOD SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
BAYMENT ALREADY SERVICE IS INCLUDED IN
RECEIVED FOR THIS THE NOT PAID
02064 | SERVICE UNDER 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
NURSING HOME FOR ANOTHER THE PATIENT IS AN
CLAIM TYPE SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
PAYMENT ALREADY THE NOT PAID
02065 | RECEIVED FOR THIS 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
SERVICE UNDER FOR ANOTHER THE PATIENT IS AN
CLINIC CLAIM TYPE SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
CLAIM/SERVICE LACKS
INFORMATION OR HAS :\IQI'\?E'L'I\'S/ INCOMPLETE/
02066 | DRUG CODE 16 SUBMISSION/BILLING M119 | DEACTIVATED/WITHDR
MISSING ERROR(S) WHICH IS
AWN NATIONAL DRUG
NEEDED FOR CODE (NDC)
ADJUDICATION. '
ATTENDING RENDERING
02067 | PROVIDER NOT 96 (N:ak'l'?%OE\(/SERED Niog | PROVIDER MUST BE
LINKED TO BILLING ) AFFILIATED WITH THE
PROVIDER ' PAY-TO PROVIDER.
PAYMENT IS DENIED
PROVIDER RATE WHEN
02068 | FOUND WITHOUT 171 PERFORMED/BILLED BY N428 'F\,'SFIF%%\,/\;ESDEPNﬁEFSN
MATCHING THIS TYPE OF PROVIDER PLACE OF SERVIGE
ZIP/LOCATOR CODE IN THIS TYPE OF '
FACILITY.
CLAIM/SERVICE LACKS
mg%m%gﬁifmm INFORMATION OR HAS MISSING/INCOMPLETE/
02069 | PROVIDER 16 SUBMISSION/BILLING 265 | INVALID ORDERING
IDENTIFICATION) ERROR(S) WHICH IS PROVIDER PRIMARY
NUMBER NEEDED FOR IDENTIFIER.

ADJUDICATION.

Page 87 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02070 %@iﬁ%%ﬁggL 16 SUBMISSION/BILLING N265 INVALID ORDERING
DIGIT ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02071 giNDIIE\%.'I\.KéEMMIS D 16 SUBMISSION/BILLING N265 INVALID ORDERING
DERIVED EROM NPI ERROR(S) WHICH IS PROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
CLAIM/SERVICE LACKS
INVALID NPI AND INFORMATION OR HAS MISSING/INCOMPLETE/
02072 MMIS ORDERING 16 SUBMISSION/BILLING N265 INVALID ORDERING
PROVIDER ID ERROR(S) WHICH IS PROVIDER PRIMARY
COMBINATION NEEDED FOR IDENTIFIER.
ADJUDICATION.
OTHER
INSURANCE/MEDICA SUBMISSION/BILLING MISSING/INCOMPLETE/
02073 125 N58 INVALID PATIENT
RE DATA NOT ERROR(S). LIABILITY AMOUNT
BALANCE '
THESE ARE NON- THE NUMBER OF DAYS
COVERED SERVICES OR UNITS OF SERVICE
02074 UNITS GREATER 50 BECAUSE THIS IS NOT N362 EXCEEDS OUR
THAN MAXIMUM DEEMED A 'MEDICAL
. ACCEPTABLE
NECESSITY' BY THE MAXIMUM
PAYER. '
CLAIM/SERVICE LACKS
NPI NOT ALLOWED INFORMATION OR HAS mllsill_ll\lsgwiﬁ\:\éPLETE/
FOR THIS SUBMISSION/BILLING
02075 CATEGORY OF 16 ERROR(S) WHICH IS N259 EES\O/I’\IIDDEAI%SYUPPLIER
SERVICE NEEDED FOR IDENTIEIER
ADJUDICATION. '
SERVICE 1S INCLUDED IN NOT COVERED WHEN
THE PERFORMED DURING
MORE LINES ON THE SAME
02077 ADJUSTMENT THAN 97 PAYMENT/ALLOWANCE M80 SESSION/DATE AS A
ORIGINAL FOR ANOTHER PREVIOUSLY
SERVICE/PROCEDURE

THAT HAS ALREADY BEEN
ADJUDICATED.

PROCESSED SERVICE
FOR THE PATIENT.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDIT NO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS
DRUG/SERVICE/SUPPL
Y IS NOT INCLUDED IN
DRUG SUBMITTED NON-COVERED THE FEE SCHEDULE
02078 | NOT REBATEABLE 96 CHARGE(S). N448 | oRr
CONTRACTED/LEGISLA
TED FEE
ARRANGEMENT
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
op07e | MISSING OR " SUBMISSION/BILLING \43s | INVALID PRESENT ON
INVALID POA CODE ERROR(S) WHICH IS ADMISSION
NEEDED FOR INDICATOR.
ADJUDICATION.
MISSING/INCOMPLETE/
INVALID DESCRIPTION
APG CLAIM BASE AN ATTACHMENT/OTHER OF SERVICE FOR A
DOCUMENTATION IS
02080 | RATE CHANGE - REGUIRED 10 \ago | NOT OTHERWISE
TABLE LIMITS CLASSIFIED (NOC)
ADJUDICATE THIS
REACHED apaprealoils CODE OR FOR AN
: UNLISTED/BY REPORT
PROCEDURE.
THIS
SERVICE/PROCEDURE
REQUIRES THAT A
QUALIEYING
0o0s1 | ALL APG LINES PAID a1e SERVICE/PROCEDURE BE 51 M'\?/E'L'I\'ggggg'\é'gtigz’
ZERO RECEIVED AND COVERED. CODE®)
THE QUALIFYING OTHER :
SERVICE/PROCEDURE
HAS NOT BEEN
RECEIVED/ADJUDICATED.
WE DO NOT OFFER
RECIPIENT THIS COVERAGE FOR THIS
R e MUST = SERVICE/EQUIPMENT/DR TYPE OF SERVICE OR
02082 | SXSE I ON MY 204 UG IS NOT COVERED N216 | THE PATIENT IS NOT
s UNDER THE PATIENT'S ENROLLED IN THIS
CURRENT BENEFIT PLAN PORTION OF OUR
BENEFIT PACKAGE
WE DO NOT OFFER
RECIPIENT THIS COVERAGE FOR THIS
R e O MUST = SERVICE/EQUIPMENT/DR TYPE OF SERVICE OR
02083 204 UG IS NOT COVERED N216 | THE PATIENT IS NOT

73 TO BILL THIS
RATE

UNDER THE PATIENT'S
CURRENT BENEFIT PLAN

ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
WE DO NOT OFFER
RECIPIENT THIS COVERAGE FOR THIS
R UST = SERVICE/EQUIPMENT/DR TYPE OF SERVICE OR
02084 | EXCEFTIONMY 204 UG IS NOT COVERED N216 | THE PATIENT IS NOT
s UNDER THE PATIENT'S ENROLLED IN THIS
CURRENT BENEFIT PLAN PORTION OF OUR
BENEFIT PACKAGE
AFTER HOUR THE RELATED OR
PROCEDURE QUALIFYING
02085 | REQUIRES AT 107 CLAIM/SERVICE WAS NOT
LEAST ONE OTHER IDENTIFIED ON THIS
PAID CLAIM LINE CLAIM.
NON-SPECIALTY THE PROCEDURE CODE
PHARMACY IS INCONSISTENT WITH R”PSE/PPRR%\OPDEERR
02086 | PROVIDER BILLING 8 THE PROVIDER Nos | LYPEPROVIDER -
FOR SPECIALTY TYPE/SPECIALTY T Y
DRUGS (TAXONOMY). :
INVALID
THE DIAGNOSIS IS
02087 | DIAGNOSIS/PROCE 11 INCONSISTENT WITH THE
DURE PROCEDURE
COMBINATION :
CLINIC PROVIDER THIS PROVIDER WAS NOT
LIS PROVID CERTIFIED/ELIGIBLE TO
02088 | NOL ALOWE B7 BE PAID FOR THIS
A PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
WE DO NOT OFFER
RECIPIENT THIS COVERAGE FOR THIS
R UST = SERVICE/EQUIPMENT/DR TYPE OF SERVICE OR
02089 | SXCEFTION MY 204 UG IS NOT COVERED N216 | THE PATIENT IS NOT
s UNDER THE PATIENT'S ENROLLED IN THIS
CURRENT BENEFIT PLAN PORTION OF OUR
BENEFIT PACKAGE
PROVIDER NOT PROVIDER 15 NOT
02090 ESSZ'/L:'T%DRASTHMA 185 ELIGIBLE TO PERFORM
THE SERVICE BILLED.
PROVIDER NOT THE RENDERING
CERTIFIED PROVIDER IS NOT
02091 | pABETES 185 ELIGIBLE TO PERFORM
EDUCATOR THE SERVICE BILLED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
e o
SURGERY T oalieeha MISSING/INCOMPLETE/
02092 | PROCEDURE CODE 16 M51 | INVALID PROCEDURE
ERROR(S) WHICH IS
NOT ON ALL CODE(S).
SERVICE DATES NEEDED FOR
ADJUDICATION.
DATE OF SERVICE CLAIM/SERVICE LACKS THIS CLAIM/SERVICE
INFORMATION OR HAS
FOR NHTD WAIVER B L MUST BE BILLED
02093 | MONTHLY SERVICE 16 S RROR(®) WHICH 1S N182 | ACCORDING TO THE
RATE NOT FIRST OF SCHEDULE FOR THIS
MONTH NEEDED FOR PLAN
ADJUDICATION. :
THIS PROVIDER WAS NOT
CERTIFIED/ELIGIBLE TO
02094 T\SBI\IUYL%?TEEVICES - B7 BE PAID FOR THIS
PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
RATE INVALID FOR THE
02005 | LI aoE 18 6 PROCEDURE/REVENUE N12o | NOT ELIGIBLE DUE TO
e o CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
CLAIM/SERVICE LACKS
PARTIAL UNIT QUFSAE“S"QB(&}\I‘BEENHQS MISSING/INCOMPLETE/
02096 | BILLING NOT 16 S RROR(S) WHICH 15 M53 | INVALID DAYS OR
ALLOWED SRRORGS) I UNITS OF SERVICE.
ADJUDICATION.
CLAIM/SERVICE LACKS
GROUP OR INFORMATION OR HAS IATETCEQ'E'\{'I/LSE%V'CE
00057 | INDIVIDUAL DAY " SUBMISSION/BILLING 182 | rocom e
HAB BILLED ON ERROR(S) WHICH IS Acronoe 1D Ik
WEEKEND NEEDED FOR ST
ADJUDICATION. :
MEDICARE/OTHER THE IMPACT OF PRIOR
PAYER(S) ADJUDICATION
02098 | INSURANCE 23
e AL INCLUDING PAYMENTS
AND/OR ADJUSTMENTS.
PAYMENT IS DENIED
BREAST CANCER WHEN
NOT COVERED WHEN
0p0sg | SURGERIES NOT 171 PERFORMED/BILLED BY d2g | pomeaVERED W]

REIMBURSED FOR
FACILITY

THIS TYPE OF PROVIDER
IN THIS TYPE OF
FACILITY.

PLACE OF SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PAYMENT IS INCLUDED IN
DME SUPPLY ITEM THE ALLOWANCE FOR A
02100 INCLUDED IN 190 SKILLED NURSING
FACILITY RATE FACILITY (SNF) QUALIFIED
STAY.
PAYMENT IS INCLUDED IN
DENTAL SERVICE THE ALLOWANCE FOR A
02101 INCLUDED IN 190 SKILLED NURSING
FACILITY RATE FACILITY (SNF) QUALIFIED
STAY.
NFP RATE CODE THE
02102 INAPPROPRIATE 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
FOR CLIENT CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
SERVICES/CHARGES
SERIOUS ADVERSE RELATED TO THE
EVENT NOT TREATMENT OF A
02103 233 HOSPITAL-ACQUIRED
REIMBURSED FOR
THE ENTIRE STAY CONDITION OR
PREVENTABLE MEDICAL
ERROR.
SERVICES/CHARGES
RATE CODE IMPLIES RELATED TO THE
SERIOUS ADVERSE TREATMENT OF A
02104 233 HOSPITAL-ACQUIRED
EVENT DURING A
STAY CONDITION OR
PREVENTABLE MEDICAL
ERROR.
PROVIDER IS NOT SVA'\_'YEI\IA\]ENT IS DENIED
VALID FOR NOT COVERED WHEN
02105 BARIATRIC 171 'I?E:?SF?\(RPI\EE(?;B;LRL(E&S;R N428 PERFORMED IN THIS
SURGERY FOR PLACE OF SERVICE.
OBESITY IN THIS TYPE OF
FACILITY.
DIAGNOSIS CANNOT DIAGNOSIS WAS INVALID MISSING/INCOMPLETE/
02106 BE BILLED AS 146 FOR THE DATE(S) OF MAG63 INVALID PRINCIPAL
PRIMARY SERVICE REPORTED. DIAGNOSIS.
SERVICES/CHARGES
SERIOUS ADVERSE RELATED TO THE
EVENT RATE CODE TREATMENT OF A
02107 233 HOSPITAL-ACQUIRED

NOT ALLOWED ON
ORIGINAL CLAIM

CONDITION OR
PREVENTABLE MEDICAL
ERROR.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
THIS
SERVICE/PROCEDURE
SMOKING REQUIRES THAT A
CESSATION QUALIFYING
SERVICE/PROCEDURE BE
02108 ggggggblgg (SCC) B15 RECEIVED AND COVERED.
INVALID THE QUALIFYING OTHER
SERVICE/PROCEDURE
HAS NOT BEEN
RECEIVED/ADJUDICATED.
g\:x'éll_\:(D)SIS/DRUG THE DIAGNOSIS IS MISSING/INCOMPLETE/
02109 CODE 11 INCONSISTENT WITH THE M76 INVALID DIAGNOSIS
COMBINATION PROCEDURE. OR CONDITION.
?Eg\\//llglgg PAYMENT IS DENIED THIS PROVIDER
WHEN TYPE/PROVIDER
02110 ::)SRI\?S$SAIS_LC2)I\\I/VCI:E%DE 170 PERFORMED/BILLED BY N9S SPECIALTY MAY NOT
FOR CLINIC THIS TYPE OF PROVIDER. BILL THIS SERVICE.
CLAIM/SERVICE LACKS
MEDICARE INFORMATION OR HAS MISSING/INCOMPLETE/
02111 INTERNAL 16 SUBMISSION/BILLING M47 INVALID INTERNAL OR
CONTROL NUMBER ERROR(S) WHICH IS DOCUMENT CONTROL
MISSING NEEDED FOR NUMBER.
ADJUDICATION.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
THE NOT PAID
02112 gsgliii'l\{g%:f: 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
CLAIM IN HISTORY FOR ANOTHER THE PATIENT IS AN
SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
DUPLICATE OF THE BECAUSE PAYMENT
02113 EXISTING 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
CROSSOVER IN FOR ANOTHER SAME/SIMILAR
HISTORY SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
zero avueT o1 I eCT R FRIOR
02114 MEDICARE 23

CROSSOVER CLAIM

INCLUDING PAYMENTS
AND/OR ADJUSTMENTS.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MEDICARE
02115 | CROSSOVER CLAIM 29 E:T_FNIM%I!;(TPFF?ERD
IS 3 YEARS OLD :
MISSING
02116 | PRESCRIPTION 175 RRcchﬁsﬂEf NIS
ORIGIN CODE :
INVALID
02117 | PRESCRIPTION 175 ::I)\IRCEOSI\SI:EII_FI;TFE NIS
ORIGIN CODE :
THIS
IS DRUG/SERVICE/SUPPL
RATE INVALID FOR SERVICE/EQUIPMENT/DR Y IS NOT INCLUDED IN
CLIENT NOT IN THE FEE SCHEDULE
02118 204 UG IS NOT COVERED N448
MANAGED CARE , OR
PLAN UNDER THE PATIENT'S CONTRACTED/LEGISLA
CURRENT BENEFIT PLAN
TED FEE
ARRANGEMENT
BRAND REQUIRED NATIONAL DRUG CODES
INSTEAD OF (NDC) NOT ELIGIBLE FOR
02119 | GENERIC 211 REBATE, ARE NOT
EQUIVALENT COVERED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
02120 E‘?)EISFCECREF'IESN B o PAYMENT/ALLOWANCE vgs | ALREADY MADE FOR
A FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
02121 Zg’ilchlg'AF:‘rng B o PAYMENT/ALLOWANCE vgs | ALREADY MADE FOR
vetl FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
op1rs | PRESCRIBER o PAYMENT/ALLOWANCE s | ALREADY MADE FOR
NOTIFICATION - PAY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN

THAT HAS ALREADY BEEN
ADJUDICATED.

SET TIME FRAME.

Page 94 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
SPECIALTY THE PROCEDURE CODE
PHARMACY IS INCONSISTENT WITH E'PS;PRR%\CPDEERR
02126 | PROVIDER BILLING 8 THE PROVIDER Nos | LYPEIPROVIDER .
FOR NON-COVERED TYPE/SPECIALTY T
SPECIALTY DRUGS (TAXONOMY). :
WE DO NOT OFFER
THIS COVERAGE FOR THIS
EQE(E:I(FZ,IOE%ET INVALID SERVICE/EQUIPMENT/DR TYPE OF SERVICE OR
02127 | RECEET o 204 UG IS NOT COVERED N216 | THE PATIENT IS NOT
COUAL 30 UNDER THE PATIENT'S ENROLLED IN THIS
CURRENT BENEFIT PLAN PORTION OF OUR
BENEFIT PACKAGE
RATE CODE INVALID
op1ps | - RECIPIENT o NON-COVERED \ao | PATIENT INELIGIBLE
EXCEPTION EQUAL CHARGE(S). FOR THIS SERVICE.
TO 30
MISSING/INCOMPLETE/
NO ORIGINAL
PRESCRIPTION IS INVALID
02129 EEEEER'PT'ON FOR 175 INCOMPLETE. N388 | bRESCRIPTION
NUMBER
THIS PROVIDER WAS NOT
OBS CLAIM CERTIFIED/ELIGIBLE TO
PROVIDER SERVICE
02130 | ROYIDER SERVI B7 BE PAID FOR THIS
preaind PROCEDURE/SERVICE ON
THIS DATE OF SERVICE.
PROVIDER SERVICE THIS PROVIDER WAS NOT
LOCATION IS NOT CERTIFIED/ELIGIBLE TO
02131 | ACCREDITED FOR B7 BE PAID FOR THIS
THE HISTORY OBS PROCEDURE/SERVICE ON
CLAIM THIS DATE OF SERVICE.
RECIPIENT AGE LT THE
o132 | e oD ACF . PROCEDURE/REVENUE N1z | NOT ELIGIBLE DUE TO
L8 BILLED ML 1o CODE IS INCONSISTENT THE PATIENT'S AGE.
WITH THE PATIENT'S AGE.
THE DIAGNOSIS IS
02133 | RATE CODE INVALID 11 INCONSISTENT WITH THE

FOR DRG CODE

PROCEDURE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS
SERVICE/PROCEDURE
REQUIRES THAT A
PROCEDURE NOT QUALIFYING SSIE%%VAEEEE_
op134 | SUBSTANTIATED BY a1 SERVICEIPROCEDUREBE | o | REo rorre
PREVIOUS SERVICE RECEIVED AND COVERED.
PROCEDURE/SERVICE
- DENY THE QUALIFYING OTHER v
SERVICE/PROCEDURE '
HAS NOT BEEN
RECEIVED/ADJUDICATED.
THIS
SERVICE/PROCEDURE
REQUIRES THAT A
PROCEDURE NOT QUALIFYING
op135 | SUBSTANTIATED BY a1 SERVICE/PROCEDURE BE
PREVIOUS SERVICE RECEIVED AND COVERED.
- PEND THE QUALIFYING OTHER
SERVICE/PROCEDURE
HAS NOT BEEN
RECEIVED/ADJUDICATED.
THIS
SERVICE/PROCEDURE
REQUIRES THAT A
PROCEDURE NOT QUALIFYING
op136 | SUBSTANTIATED BY o SERVICE/PROCEDURE BE
PREVIOUS SERVICE RECEIVED AND COVERED.
_PAY THE QUALIFYING OTHER
SERVICE/PROCEDURE
HAS NOT BEEN
RECEIVED/ADJUDICATED.
MEDICARE COVERS THE IMPACT OF PRIOR
100% - NO PATIENT
02137 | RESPONSIBILITY 23 PAYER(S) ADJUDICATION
A INCLUDING PAYMENTS
PN AND/OR ADJUSTMENTS.
PHARMACIST NOT NATIONAL PROVIDER EEQSERElgGl\AUST ae
02138 | AFFILIATED TO 208 IDENTIFIER - NOT N198
e e AFFILIATED WITH THE
PAY-TO PROVIDER.
oSV CHIATRIC RE- THIS CLAIM HAS BEEN
02139 | FSYCHIATRIC RE 249 IDENTIFIED AS A
READMISSION,
CERTIFIED HOME HE
HEALTH AGENCY
op1a0 | HEALTH AGENCY . PROCEDURE/REVENUE \1zo | NOT ELIGIBLE DUE TO

NOT WITHIN AGE
LIMITATIONS

CODE IS INCONSISTENT
WITH THE PATIENT'S AGE.

THE PATIENT'S AGE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS IS A NON-COVERED
SERVICE BECAUSE IT IS A
ROUTINE/PREVENTIVE
RATE CODE INVALID EXAM OR A NOT COVERED WHEN
02141 | FOR DETOX DRG 49 DIAGNOSTIC/SCREENING N429 | CONSIDERED
CLAIM PROCEDURE DONE IN ROUTINE.
CONJUNCTION WITH A
ROUTINE/PREVENTIVE
EXAM.
MODIFIERS 'GC, 'QK’ THE PROCEDURE CODE
AND 'AD' CANNOT IS INCONSISTENT WITH
02142 | BE SUBMITTED 4 THE MODIFIER USED ORA |  N519 '(’)\';’ ’QSEC%O,\'X'S'D'\I‘QTE'SQ
TOGETHER ON THE REQUIRED MODIFIER IS :
SAME LINE MISSING.
SUBMITTED ADDITIONAL
op143 | MINUTES GREATER o6 NON-COVERED N6z | ANESTHESIA TIME
THAN MAXIMUM CHARGE(S). UNITS ARE NOT
MINUTES ALLOWED.
MEDICARE/IMCO THE IMPACT OF PRIOR
PAYER(S) ADJUDICATION
02144 | PAYER AMOUNTS 23
oINS INCLUDING PAYMENTS
AND/OR ADJUSTMENTS.
CLAIM/SERVICE LACKS
MUST HAVE MORE INFORMATION OR HAS m\ifl'_'l\gl INCOMPLETE/
op145 | THAN ONE NDC FOR 6 SUBMISSION/BILLING M11e | Do AWITHDR
A COMPOUND ERROR(S) WHICH IS
AWN NATIONAL DRUG
CLAIM NEEDED FOR CODE (NDQ)
ADJUDICATION. :
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS
NDC INVALID FOR INFORMATION OR HA INVALID/
02146 | D.0 COMPOUND 16 S RROR() WHICH 1S M119 | DEACTIVATEDWITHDR
CLAIM AWN NATIONAL DRUG
NEEDED FOR CODE (NDO)
ADJUDICATION. :
CLAIM/SERVICE LACKS MISSING/INCOMPLETE/
INFORMATION OR HAS
ALL INGREDIENTS I ORMATION OR HA INVALID/
02147 | OF COMPOUND ARE 16 S RROR(E) WHICH 1S M119 | DEACTIVATEDMWITHDR
NOT PAYABLE AWN NATIONAL DRUG
NEEDED FOR CODE (NDQ)
ADJUDICATION. :
CLAIM/SERVICE LACKS
DOS FOR WEEKLY QUFSAZAS/IQB(I\)I}\IJBI(ID_ENHQS MISSING/INCOMPLETE/
02148 | RATE NOT ON A 16 M52 | INVALID "FROM"

MONDAY

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DATE(S) OF SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PATIENT AGE DOES THE
02150 NOT MATCH WITH 6 PROCEDURE/REVENUE N129 NOT ELIGIBLE DUE TO
THE HOME HEALTH CODE IS INCONSISTENT THE PATIENT'S AGE.
RATE WITH THE PATIENT'S AGE.
CLAIM/SERVICE LACKS
BILL TYPE DIGIT 3 INFORMATION OR HAS
02151 NOT VALID FOR 16 SUBMISSION/BILLING MA30 MISSING/INCOMPLETE/
HOME HEALTH PPS ERROR(S) WHICH IS INVALID TYPE OF BILL.
CLAIM NEEDED FOR
ADJUDICATION.
PEND RESOLUTION ([;EAITIEICI;A\IJ(I)EC(I)EFSQED
02152 - STATE REVIEWER 18 EXACT DUPLICATE N522 OR TO BE ’
DENIED - MANUAL CLAIM/SERVICE
REVIEW PROCESSED, AS A
CROSSOVER CLAIM.
PROS RATE CODE
INVALID FOR PATIENT INELIGIBLE
02153 LTHHCP, TBI AND BL NON-COVERED VISITS. N30 FOR THIS SERVICE.
NHTD PROGRAMS
PATIENT NOT
ENROLLED IN THE
02154 g\lg/SIéIECL'SCATOR 96 NON-COVERED N52 BILLING PROVIDER'S
RECIPIENT COUNTY CHARGE(S). MANAGED CARE PLAN
ON THE DATE OF
SERVICE.
TIME FRAME
REQUIREMENTS
gg'l?\l\llzlﬁgTS WITH PREVIOUSLY PAID. BETWEEN THIS
PRIOR SERVICE: PAYMENT FOR THIS SERVICE/PROCEDURE/
02155 PAY AND REVER,SE B13 CLAIM/SERVICE MAY N357 SUPPLY AND A
THE HISTORY HAVE BEEN PROVIDED IN RELATED
CLAIM A PREVIOUS PAYMENT. SERVICE/PROCEDURE/
' SUPPLY HAVE NOT
BEEN MET.
DELAY REASON
02157 CODE 1 (PROOF OF 29 THE TIME LIMIT FOR
ELIGIBILITY FILING HAS EXPIRED.
UNKNOWN) INVALID
DELAY REASON
CODE 2 THE TIME LIMIT FOR
02158 (LITIGATION) 29 FILING HAS EXPIRED.
INVALID
DELAY REASON
02159 CODE 3 29 THE TIME LIMIT FOR

(AUTHORIZED
DELAYS) INVALID

FILING HAS EXPIRED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DELAY REASON THE TIME LIMIT FOR
CODE 4 (DELAY IN FILING HAS EXPIRED.
02160 CERTIFYING 29
PROVIDER) INVALID
DELAY REASON THE TIME LIMIT FOR
CODE 5 (DELAY IN FILING HAS EXPIRED.
02161 SUPPLYING BILLING 29
FORMS) INVALID
DELAY REASON THE TIME LIMIT FOR
CODE 7 (THIRD FILING HAS EXPIRED.
02162 PARTY 29
PROCESSING
DELAY) INVALID
DELAY REASON THE TIME LIMIT FOR
CODE 8 (DELAY IN FILING HAS EXPIRED.
02163 ELIGIBILITY 29
DETERMINATION)
INVALID
DELAY REASON THE TIME LIMIT FOR
CODE 9 (ORIGINAL FILING HAS EXPIRED.
CLAIM DENIED
02164 UNRELATED TO 29
TIMELINESS EDITS)
INVALID
DELAY REASON
CODE 10
02165 (ADMINISTRATIVE 29 THE TIME LIMIT FOR
DELAY IN THE FILING HAS EXPIRED.
PRIOR APPROVAL
PROCESS) INVALID
DELAY REASON THE TIME LIMIT FOR
02166 CODE 11 (OTHER 29 FILING HAS EXPIRED
DELAY) INVALID '
THE BENEFIT FOR THIS NOT PAID TO
SERVICE IS INCLUDED IN PRACTITIONER WHEN
THE PROVIDED TO PATIENT
PROFESSIONAL
PAYMENT/ALLOWANCE IN THIS PLACE OF
02167 ISNEI\R/I\IQE)CIICEZ,IAT[?II_?L;\?'ED 97 FOR ANOTHER M97 SERVICE. PAYMENT
SERVICE/PROCEDURE INCLUDED IN THE

THAT HAS ALREADY BEEN
ADJUDICATED.

REIMBURSEMENT

ISSUED THE FACILITY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \ir REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
ACQUISITION COST INFORMATION OR HAS
REQUIRED FOR SUBMISSION/BILLING
02168 | cLOTTING FACTOR 16 ERROR(S) WHICH IS M23 MISSING INVOICE.
PRODUCTS NEEDED FOR
ADJUDICATION.
SERVICE
CONELICTS WITH PREVIOUSLY PAID.
PRIOR SERVICE PAYMENT FOR THIS
02169 | DAV AND ADIUST B13 CLAIM/SERVICE MAY
THE HISTORY HAVE BEEN PROVIDED IN
CLAIM. A PREVIOUS PAYMENT.
SERVICE PREVIOUSLY PAID. SUBJECTED TO
CONFLICTS WITH PAYMENT FOR THIS REVIEW OF PHYSICIAN
02169 | PRIOR SERVICE. B13 CLAIM/SERVICE MAY M85 EVALUATION AND
PAY AND ADJUST HAVE BEEN PROVIDED IN MANAGEMENT
THE HISTORY CLAIM A PREVIOUS PAYMENT. SERVICES.
LOW BIRTH WEIGHT CLAIM/SERVICE LACKS
TICK" RATE CLAIM INFORMATION OR HAS
02172 | WITH MISSING OR 16 SUBMISSION/BILLING N207 | MISSING/INCOMPLETE/
ERROR(S) WHICH IS INVALID WEIGHT.
INVALID BIRTH
WEIGHT NEEDED FOR
ADJUDICATION.
"Tlg\éVK?'F?ATTHEVgﬁuT THE TIME LIMIT FOR
02173 | \OT RECEIVED 29 FILING HAS EXPIRED.
WITHIN ONE YEAR
CLAIM/SERVICE LACKS
INFORMATION OR HAS MISSING/INCOMPLETE/
02176 g%g@ligggg ON 16 SUBMISSION/BILLING MA9 INVALID VALUE
OVER ERROR(S) WHICH IS CODE(S) OR
NEEDED FOR AMOUNT(S).
ADJUDICATION.
::N(;/RAIL:'EMEI"L/\*(GNOS'S THE DIAGNOSIS IS
02177 11 INCONSISTENT WITH THE
PLANNING PROCEDURE
PROCEDURE
INVALID
THE DIAGNOSIS IS
02178 | DIAGNOSISIABORTI 11 INCONSISTENT WITH THE
ON CODE PROCEDURE
COMBINATION
1S INCONSISTENT WITH RESUBMIT A NEW
02180 | PT/OT/ST MODIFIER 4 THE MODIFIER USED OR A | Ns17 | CLAIM WITH THE
MISSING REQUIRED MODIFIER IS REQUESTED
INFORMATION.

MISSING.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE PROCEDURE CODE
GP, GN, GO CAN'T IS INCONSISTENT WITH INVALID COMBINATION
02181 BE SAME LINE 4 THE MODIFIER USED OR A N519 OFE HCPCS MODIFIERS
REQUIRED MODIFIER IS '
MISSING.
HOSPITAL LEAVE
DAYS HAVE BEEN
02182 EXCEEDED FOR 96 NON-COVERED N43 BED HOLD OR LEAVE
THIS CLIENT FOR CHARGE(S). DAYS EXCEEDED.
REIMBURSEMENT
PERIOD
THERAPEUTIC
LEAVE DAYS HAVE
02183 EEENTET(SCEEEEIQ 96 NON-COVERED N43 BED HOLD OR LEAVE
FOR CHARGE(S). DAYS EXCEEDED.
REIMBURSEMENT
PERIOD
CLIENT IS
NONRESIDENT - PATIENT HAS NOT MET
THERAPEUTIC AND THE REQUIRED
02184 HOSPITAL LEAVE 180 RESIDENCY
DAYS ARE NOT REQUIREMENTS.
ALLOWED
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
02185 g(N)II?)ELI'DA\JIE:?\I(E&M 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
POSTOP PERIOD FOR ANOTHER THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
02186 Eﬁ%mgTGPLgEAABLLE 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
DAYS PERIOD FOR ANOTHER THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.

ADJUDICATED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
02187 EE?XI;EIREUDRER,\IIIEIJQ 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
POSTOP PERIOD FOR ANOTHER THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
02188 EimECSADIYESIL\I 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
SURGERY FOR ANOTHER THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
E&M CODE NOT
PAYMENT/ALLOWANCE PERFORMED WITHIN
02189 gﬁYSAUBFI{'gé)R'\IYDAY 97 FOR ANOTHER N525 THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
ADDITIONAL THE NOT COVERED WHEN
02190 PROCEDURE 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
DURING POSTOP FOR ANOTHER THE GLOBAL PERIOD
PERIOD SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
THE NOT COVERED WHEN
02191 gﬁl\élmgTGPLgYBiBLLE 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
DAYS PERIOD FOR ANOTHER THE GLOBAL PERIOD
SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
FAILURE TO FOLLOW
DENIED PER PRIOR PRIOR PAYER'S
02195 PAYER'S 136 COVERAGE RULES. (USE

ADJUDICATION

ONLY WITH GROUP CODE
OA)
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
ASSESSMENT DATE ?UFSAE“S"QB(S%EENHQS MISSING/INCOMPLETE/
02196 | MISSING FOR HH 16 M45 | INVALID OCCURRENCE
EPS RATE CODE ERROR(S) WHICH IS CODE(S)
NEEDED FOR :
ADJUDICATION.
THE BENEFIT FOR THIS
CONFLICTING SERVICE IS INCLUDED IN THESE SERVICES ARE
SURGERY WITH THE NOT COVERED WHEN
op107 | UNRELATED E&M o7 PAYMENT/ALLOWANCE \5p5 | PERFORMED WITHIN
CODE DURING FOR ANOTHER THE GLOBAL PERIOD
POSTOP PERIOD SERVICE/PROCEDURE OF ANOTHER
(PEND) THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
gLCJ)'F;lgll_Ellg;(”/'\l(E;&M THE NOT COVERED WHEN
00108 | nom ot b o7 PAYMENT/ALLOWANCE \525 | PERFORMED WITHIN
N e SLOEAL FOR ANOTHER THE GLOBAL PERIOD
DA B SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
gag'g'é'g '/'\IS&M THE NOT COVERED WHEN
00195 | SoDE o . PAYMENT/ALLOWANCE \5o5 | PERFORMED WITHIN
e NP FOR ANOTHER THE GLOBAL PERIOD
(PEND) SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
gggg'é'g '/’\'EG&M THE NOT COVERED WHEN
02200 | conE o O o7 PAYMENT/ALLOWANCE \525 | PERFORMED WITHIN
e A o FOR ANOTHER THE GLOBAL PERIOD
e ey SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN THESE SERVICES ARE
gggg'é'g '/'\'S&M THE NOT COVERED WHEN
2201 | comEERY: . PAYMENT/ALLOWANCE \5p5 | PERFORMED WITHIN
o D LN DAY FOR ANOTHER THE GLOBAL PERIOD
alpeNivi SERVICE/PROCEDURE OF ANOTHER
THAT HAS ALREADY BEEN SERVICE.

ADJUDICATED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
LBJIIEI-DFEHRV\;EO%ETWITH THE DIAGNOSIS IS MISSING/INCOMPLETE/
02202 | JNDER 15006 WITH 240 INCONSISTENT WITH THE M76 | INVALID DIAGNOSIS
PATIENT'S BIRTH WEIGHT. OR CONDITION.
CODES
LBJIIEI-DFEHRV\;?O(?)ETWITH THE DIAGNOSIS IS MISSING/INCOMPLETE/
02203 | JDER 25006 WiTH 240 INCONSISTENT WITH THE M76 | INVALID DIAGNOSIS
PATIENT'S BIRTH WEIGHT. OR CONDITION.
CODES
BIRTH WEIGHT
LESS THAN 2500G THE DIAGNOSIS IS MISSING/INCOMPLETE/
02204 | WITH INVALID 240 INCONSISTENT WITH THE M76 | INVALID DIAGNOSIS
DIAGNOSIS PATIENT'S BIRTH WEIGHT. OR CONDITION.
CATEGORY D007
PREPAID WE DO NOT OFFER
CAPITATION COVERAGE FOR THIS
RECIPIENT — TYPE OF SERVICE OR
02205 | LTHHCP NON- 96 232'&%%\(/8'5)%[’ N216 | THE PATIENT IS NOT
MEDICAL SERVICE : ENROLLED IN THIS
INAPPROPRIATE PORTION OF OUR
FOR ENROLLEE BENEFIT PACKAGE
CLAIM/SERVICE LACKS
gs(L)\l/JEFL\AoE\%SEE INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID GROUP
02207 \IQVFIRI)H\/CI)I;JI;FRG(IDQI\CI)UP 16 ERROR(S) WHICH IS MALL2 | bRACTICE
e NEEDED FOR INFORMATION.
ADJUDICATION,
BILLING PROVIDER
ON THE IN- CLAIM/SERVICE LACKS
PROCESS CLAIM IS INFORMATION OR HAS MISSING/INCOMPLETE/
AN SUBMISSION/BILLING INVALID GROUP
02208 | HRDERING/PRESCR 16 ERROR(S) WHICH IS MAL1Z | pRACTICE
IBING/REFERRING/A NEEDED FOR INFORMATION.
TTENDING ONLY ADJUDICATION.
PROVIDER
WE DO NOT OFFER
HEALTH HOME COVERAGE FOR THIS
RATE CODE - TYPE OF SERVICE OR
CLIENT DOES NOT NON-COVERED
02212 96 N216 | THE PATIENT IS NOT
HAVE HEALTH CHARGE(S).
ENROLLED IN THIS
HOME PAYMENT
WEIGHT ON TABLE PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
:ZI)\IA\)(ACI)_II?D?%[I)_IIEE:LN?I' INFORMATION OR HAS INCOMPLETE/INVALID
SUBMISSION/BILLING PLAN INFORMATION
02213 PA%E:NAFF@LLED IN 16 ERROR(S) WHICH IS N245 | FOR OTHER
NEEDED FOR INSURANCE

ADVANTAGE PLAN

ADJUDICATION.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \i1 pEASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PODIATRY SER
VICES NOT NON-COVERED
02214 | REIMBURSABLE 96 CHARGE(S). N30
FOR RECIPIENT
WE DO NOT OFFER
COVERAGE FOR THIS
RECIPIENT ELIGIBLE TYPE OF SERVICE OR
02215 | FOR INPATIENT 96 gag'é%%YSE)RED N216 | THE PATIENT IS NOT
SERVICES ONLY : ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
REFERRING MMIS NATIONAL PROVIDER
02216 | PROVIDER ID CAN 208 IDENTIFIER - NOT
NOT BE DERIVED MATCHED.
ATTENDING MMIS NATIONAL PROVIDER
02217 | PROVIDER ID CAN 208 IDENTIFIER - NOT
NOT BE DERIVED MATCHED.
PRESCRIBING MMIS NATIONAL PROVIDER MISSING/INCOMPLETE/
02218 | PROVIDER ID CAN 208 IDENTIFIER - NOT N31 | INVALID PRESCRIBING
NOT BE DERIVED MATCHED. PROVIDER IDENTIFIER.
ORDERING MMIS NATIONAL PROVIDER
02219 | PROVIDER ID CAN 208 IDENTIFIER - NOT
NOT BE DERIVED MATCHED.
THESE ARE NON- THE NUMBER OF DAYS
COVERED SERVICES OR UNITS OF SERVICE
opap0 | UNITS GREATER 60 BECAUSE THIS IS NOT \aen | paaiTS OF S
THAN MAXIMUM DEEMED A "MEDICAL
! ACCEPTABLE
NECESSITY' BY THE PRTe
PAYER. :
NSO SERVICES NOT PROVIDED
02221 | SHENTALE AL 242 BY NETWORK/PRIMARY
Sifes CARE PROVIDERS
PATIENT HAS NOT MET
0225 | SPEND DOWN DATA - THE REQUIRED \543 | INCOMPLETE/INVALID
INCONSISTENT ELIGIBILITY INCOME VERIFICATION
REQUIREMENTS
DELAY REASON
02223 | CODE 15 (NATURAL 29 THE TIME LIMIT FOR

DISASTER) INVALID

FILING HAS EXPIRED
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
0o224 | INPATIENTINURSIN o PAYMENT/ALLOWANCE vss | ALREADY MADE FOR
G HOME DUPLICATE FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME
ADJUDICATED
SUBMITTED ICD CLAIM/SERVICE LACKS
PROCEDURE CODE INFORMATION OR HAS
IS OBSTETRIC I ORMATION OR HA MISSING/INCOMPLETE/
02229 | DELIVERY AND 16 M44 | INVALID CONDITION
ERROR(S) WHICH IS
CONDITION CODE CODE.
CONDITIO NEEDED FOR
82 OR '83' NOT ADJUDICATION
SUBMITTED :
CLAIM/SERVICE LACKS
INPATIENT CLAIM INFORMATION OR HAS DATES OF SERVICE
opp3L | CONTAINS ALC 6 SUBMISSION/BILLING 62 | SPAN MULTIPLE RATE
DAYS - NEED TO ERROR(S) WHICH IS PERIODS. RESUBMIT
SPLIT BILL NEEDED FOR SEPARATE CLAIMS.
ADJUDICATION.
AN ATTACHMENT/OTHER
NO STERILIZATION DOCUMENTATION IS
80305 | CONSENT FORM 252 REQUIRED TO N3 E"C')SRSI\'ANG CONSENT
ATTACHED ADJUDICATE THIS :
CLAIM/SERVICE.
THE ATTACHMENT/OTHER
INVALID CONTENT RECEIVED DID
STERILIZATION INCOMPLETE/INVALID
80310 251 NOT CONTAIN THE N228
CONSENT FORM CONSENT FORM.
eI CONTENT REQUIRED TO
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
STERILIZATION DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID CONSENT FORM
80315 | RECIPIENT ID 251 NOT CONTAIN THE N28 | REQUIREMENTS NOT
NUMBER MISSING / CONTENT REQUIRED TO FULFILLED.
INCONSISTENT PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
STERILIZATION DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID CONSENT FORM
80320 | OPERATION 251 NOT CONTAIN THE N28 | REQUIREMENTS NOT
PROCEDURES CONTENT REQUIRED TO FULFILLED.

INCONSISTENT

PROCESS THIS CLAIM OR
SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
STERILIZATION THE ATTACHMENT/OTHER
DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID
RECIPIENT INCOMPLETE/INVALID
80325 251 NOT CONTAIN THE N228
STATEMENT CONSENT FORM.
INCOMPLETE/ALTER CONTENT REQUIRED TO
o PROCESS THIS CLAIM OR
SERVICE.
STERILIZATION THE ATTACHMENT/OTHER
DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID
CONSENT INCOMPLETE/INVALID
80330 251 NOT CONTAIN THE N228
STATEMENT CONSENT FORM.
SICOEMENT CONTENT REQUIRED TO
INcovPL PROCESS THIS CLAIM OR
SERVICE.
STERILIZATION THE ATTACHMENT/OTHER
DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID
PHYSICIAN INCOMPLETE/INVALID
80335 251 NOT CONTAIN THE N228
STATEMENT CONSENT FORM.
INCOMPLETE/ALTER CONTENT REQUIRED TO
e PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
DOCUMENTATION
STERILIZATION CONTENT RECEIVED DID INFORMATION
80340 | CONSENT FORM 251 NOT CONTAIN THE N205 | PROVIDED WAS
ILLEGIBLE CONTENT REQUIRED TO ILLEGIBLE
PROCESS THIS CLAIM OR
SERVICE.
STERILIZATION PATIENT HAS NOT MET
80345 | CONSENT FORM - 179 THE REQUIRED WAITING
INVALID WAIT TIME REQUIREMENTS.
THE ATTACHMENT/OTHER
STERILIZATION DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID g’ggg"@gﬂiﬁ\g/@g&
80350 | EMERGENCY 251 NOT CONTAIN THE N225 | DOCIMERTATIONIORD.
CIRCUMSTANCES CONTENT REQUIRED TO ERSTIOTES/SUM
MISSNG PROCESS THIS CLAIM OR :
SERVICE.
STERILIZATION AN ATTACHMENT/OTHER
CONSENT FORM - DOCUMENTATION IS
80355 | CONTACT FISCAL 252 REQUIRED TO N22g | INCOMPLETE/INVALID

AGENT CUSTOMER
RELATIONS

ADJUDICATE THIS
CLAIM/SERVICE.

CONSENT FORM.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
AN ATTACHMENT/OTHER
sos05 | MCCP REFERRAL - gggngE'gTTAg ION IS \47s | MISSING COMPLETED
FORM MISSING REQUIRED 10 s REFERRAL FORM.
CLAIM/SERVICE.
THE ATTACHMENT/OTHER
DOCUMENTATION
INVALID MCCP CONTENT RECEIVED DID MISSING COMPLETED
80510 | pRALDMCCR 251 NOT CONTAIN THE N47s | MISSING COMPLE
CONTENT REQUIRED TO :
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
FORM - RECIPIENT MISSING COMPLETED
80515 251 NOT CONTAIN THE N475
ID MISSING / REFERRAL FORM.
NG T CONTENT REQUIRED TO
PROCESS THIS CLAIM OR
SERVICE.
o AN ATTACHMENT/OTHER
HYSTERECTOMY DOCUMENTATION IS MISSING CONSENT
80605 252 REQUIRED TO N3
CONSENT FORM FORM.
o ADJUDICATE THIS
CLAIM/SERVICE.
THE ATTACHMENT/OTHER
INVALID CONTENT RECEIVED DID
HYSTERECTOMY INCOMPLETE/INVALID
80610 251 NOT CONTAIN THE N228
CONSENT FORMS CONSENT FORM.
bt CONTENT REQUIRED TO
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
HYSTERECTOMY DOCUMENTATION
CONSENT FORM - CONTENT RECEIVED DID CONSENT FORM
80615 | RECIPIENT ID 251 NOT CONTAIN THE N28 | REQUIREMENTS NOT
NUMBER MISSING / CONTENT REQUIRED TO FULFILLED.
INCONSISTENT PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
HYSTERECTOMY DOCUMENTATION MISSING/INCOMPLETE/
CONSENT FORM - CONTENT RECEIVED DID INVALID PATIENT OR
80620 | RECIPIENT 251 NOT CONTAIN THE MA75 | AUTHORIZED
SIGNATURE CONTENT REQUIRED TO REPRESENTATIVE
ALTERED / MISSING PROCESS THIS CLAIM OR SIGNATURE.

SERVICE.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
HYSTERECTOMY THE ATTACHMENT/OTHER
CONSENT EORM - DOCUMENTATION
PHYSICIAN CONTENT RECEIVED DID CONSENT FORM
80625 SIGNATURE / DATE 251 NOT CONTAIN THE N28 REQUIREMENTS NOT
ALTERED OR CONTENT REQUIRED TO FULFILLED.
MISSING PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
CONSENT FORM - INCOMPLETE/INVALID
80630 251 NOT CONTAIN THE N228
PART Il CONSENT FORM.
INCOMPLETE CONTENT REQUIRED TO
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
INVALID
CONSENT - INCOMPLETE/INVALID
80635 251 NOT CONTAIN THE N228
CONTACT FISCAL CONSENT FORM.
AGENT CUSTOMER CONTENT REQUIRED TO
RELATIONS PROCESS THIS CLAIM OR
SERVICE.
. NATIONAL PROVIDER
90001 \SVFIQI_OI_VR,\IIE%L(?FEHLE’ 208 IDENTIFIER - NOT
MATCHED.
PATIENT CANNOT BE
RCPNT NOT ON
90002 . 31 IDENTIFIED AS OUR
FILE; WILL RECYCLE INSURED.
I AUToRTON cesuauT e
90003 P/A'NOT ON FILE; 15 INVALID, OR DOES NOT N517 CLAIM WITH THE
WILL RECYCLE REQUESTED
APPLY TO THE BILLED INFORMATION
SERVICES OR PROVIDER. ’
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
90004 MANUAL REVIEW Al CLAIM/SERVICE DENIED N10 SSIONAL
’ CONSULT/MANUAL

ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
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EDIT NO.

EDIT DESCRIPTION

CLAIM
ADJUSTME
NT REASON
CODE

ADJUSTMENT REASON
CODE DESCRIPTION

REMIT
ADVICE
REMARK
CODE

REMARK CODE
DESCRIPTION

90005

NEW YORK STATE
REVIEW

Al

CLAIM/SERVICE DENIED.

N10

PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
SSIONAL
CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.

90006

MEDICAL REVIEW

Al

CLAIM/SERVICE DENIED.

N10

PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
SSIONAL
CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.

90007

MANUAL PRICING

Al

CLAIM/SERVICE DENIED.

N10

PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
SSIONAL
CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.

90008

NYS MANUAL
PRICING

Al

CLAIM/SERVICE DENIED.

N10

PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
SSIONAL
CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
NYS MANUAL SSIONAL
90009 REVIEW Al CLAIM/SERVICE DENIED. N10 CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
CLAIM/SERVICE LACKS
ANESTHESIA TI.ME INFORMATION OR HAS MISSING/INCOMPLETE/
90010 NOT SUPPLIED; 16 SUBMISSION/BILLING N203 INVALID ANESTHESIA
RESUBMIT ON ERROR(S) WHICH IS TIME/UNITS
PAPER CLAIM NEEDED FOR
ADJUDICATION.
CLAIM/SERVICE LACKS
RESUBMIT CLAIM g\lUFBOI\/FI{I,\S/IQBg}\IJBI?_ENHéS MISSING/INCOMPLETE/
90011 USING BLOCK 16 M59 INVALID “TO” DATE(S)
BILLING ERROR(S) WHICH IS OF SERVICE
NEEDED FOR '
ADJUDICATION.
NO RENTAL
ITEM CODE %Lﬁéhéﬁi.ﬁ\gﬁ%lhpﬁgss PAYMENTS AFTER THE
CONTRADICTS SUBMISSION/BILLING ITEM IS PURCHASED,
90012 RENTAL INDICATOR: 16 ERROR(S) WHICH IS M7 OR AFTER THE TOTAL
SUBMIT NEEDED FOR OF ISSUED RENTAL
CORRECTED CLAIM ADJUDICATION PAYMENTS EQUALS
' THE PURCHASE PRICE.
LONG STAY
OUTLIERS DO NOT
QUALIFY FOR COST
90013 OUTLIER CONS 69 DAY OUTLIER AMOUNT.
RESUBMIT AS 2946
AND 2956
THE ATTACHMENT/OTHER
SIZE OF 88&??&?;@28\'\}@ DID INCOMPLETE/INVALID
90014 REPAIR/LACERATIO 051 NOT CONTAIN THE N225 DOCUMENTATION/ORD
N NOT INDICATED CONTENT REQUIRED TO ERS/NOTES/SUMMARY/
WITHIN REPORT REPORT/CHART.

PROCESS THIS CLAIM OR
SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
REPEAT CLAIM/SERVICE LACKS PROCEDURE CODE
PROCEDURENISIT INFORMATION OR HAS BILLED IS NOT
90015 INDI- CATES 16 SUBMISSION/BILLING N56 CORRECT/VALID FOR
SUBSEQUENT ERROR(S) WHICH IS THE SERVICES BILLED
PROCEDURE CODE NEEDED FOR OR THE DATE OF
SHOULD BE USED ADJUDICATION. SERVICE BILLED.
90073 MANUAL REVIEW; 90 29 THE TIME LIMIT FOR
DAY REG FILING HAS EXPIRED.
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
PENDED POS CLAIM gSRI((B),IA\\INAILZATION/PROFE
90099 SEEIL'JALI:I'ED IN Al CLAIM/SERVICE DENIED. N10 CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
MULTIPLE BILLINGS THE AUTHORIZATION RESUBMIT A NEW
OF THIS NUMBER IS MISSING, CLAIM WITH THE
90101 PROCEDURE CODE 15 INVALID, OR DOES NOT N517 REQUESTED
REQUIRE PRIOR APPLY TO THE BILLED INFORMATION
APPROVAL SERVICES OR PROVIDER. '
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
REBILL AS AN THE BECAUSE PAYMENT
90102 ADJUSTMENT TO A 97 PAYMENT/ALLOWANCE M86 ALREADY MADE FOR
PREVIOUSLY PAID FOR ANOTHER SAME/SIMILAR
CLAIM SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
COVERED SERVICES ORGANIZATION/PROFE
90133 NYS REVIEW/CS19 50 BECAUSE THIS IS NOT N10 SSIONAL
NOT ON FILE DEEMED A 'MEDICAL CONSULT/MANUAL
NECESSITY' BY THE ADJUDICATION/MEDIC
PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
PATIENT CANNOT BE
90140 NYS REVIEW/RCPNT 31 IDENTIFIED AS OUR

NOT ON FILE

INSURED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS CARE MAY BE
COVERED BY ANOTHER
90150 CN)\T(aSFE\I/,\'EW/ RCPNT 22 PAYER PER
COORDINATION OF
BENEFITS.
so162 | NYS REVIEW/RCPNT 26 EXPENSES INCURRED \3o | PATIENT INELIGIBLE
INELIG DT SVC PRIOR TO COVERAGE. FOR THIS SERVICE.
PAYMENT BASED ON
THESE ARE NON- ;';\EAE'V':‘/D'NGS OF A
COVERED SERVICES
so17o | PROC REQUIRES o BECAUSE THIS IS NOT N0 gSRIgﬁINA'LZAT'ON/ PROFE
MANUAL PRICING DEEMED A 'MEDICAL
NeCES ADJUDICATION/MEDIC
: AL OR DENTAL
ADVISOR.
PAYER DEEMS THE
INFORMATION
90197 mLiAGF;EIéIRN%Q 150 SUBMITTED DOES NOT
SUPPORT THIS LEVEL OF
SERVICE.
PAYMENT BASED ON
THESE ARE NON- ;';\EAE'V':‘/D'NGS OF A
COVERED SERVICES
s0106 | MODIFIER REQ 60 BECAUSE THIS IS NOT N0 g;gﬁllleZAﬂow PROFE
MANUAL PRICING DEEMED A "MEDICAL
NECESSITV' BY THE CONSULT/MANUAL
NeCES ADJUDICATION/MEDIC
: AL OR DENTAL
ADVISOR.
CLAIM/SERVICE LACKS
CLAIM SUBMITTED g\'u':g,\;'\s@gg%ﬁﬁﬁés INCORRECT CLAIM
90200 | ON INCORRECT 16 S RROR(E) WHICH 1S N34 | FORM/FORMAT FOR
PAPER FORM. =RROR(S) WF THIS SERVICE.
ADJUDICATION.
AN ATTACHMENT/OTHER
PEND: REVIEW DOCUMENTATION IS MISSING CONSENT
00234 | PERDREVIEW 252 REQUIRED TO N3 iy
ADJUDICATE THIS :
CLAIM/SERVICE.
THE AUTHORIZATION RESUBMIT A NEW
P/A NOT ON NUMBER IS MISSING, CLAIM WITH THE
90244 15 INVALID, OR DOES NOT N517
FILE/WILL RECYCLE o, OR DOES N9 REQUESTED
INFORMATION.

SERVICES OR PROVIDER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM DENIED - PAYER DEEMS THE
SUPPORTING INFORMATION
90452 DOCUMENT NOT 154 SUBMITTED DOES NOT
RECEIVED WITHIN SUPPORT THIS DAY'S
180 DAYS SUPPLY.
WE DO NOT OFFER
PROC OR COST OR COVERAGE FOR THIS
MATERIALS NOT TYPE OF SERVICE OR
90500 96 NON-COVERED CHARG(S). N216 THE PATIENT IS NOT
REIMBURSABLE BY
MEDICAID ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
PROCEDURE ggCAJIAAé[:\F'rXE:\(l)TN/?;HER INCOMPLETE/INVALID
90501 REQUIRES WRITTEN 250 REQUIRED TO N225 DOCUMENTATION/ORD
REPORT/RPT NOT ERS/NOTES/SUMMARY/
ATTACHED ADJUDICATE THIS REPORT/CHART.
CLAIM/SERVICE.
DENIED PER CLAIM/SERVICE LACKS PROCEDURE CODE
MEDICAL REVIEW INFORMATION OR HAS BILLED IS NOT
90502 BY NYS 16 SUBMISSION/BILLING N56 CORRECT/VALID FOR
ERROR(S) WHICH IS THE SERVICES BILLED
OHSM/PROCEDURE
CODE INCORRECT NEEDED FOR OR THE DATE OF
ADJUDICATION. SERVICE BILLED.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN
COST OUTLIER THE NOT PAID
90503 CLAIM DENIED 97 PAYMENT/ALLOWANCE M2 SEPARATELY WHEN
FOLLOWING PEER FOR ANOTHER THE PATIENT IS AN
REVIEW SERVICE/PROCEDURE INPATIENT.
THAT HAS ALREADY BEEN
ADJUDICATED.
DENIED PER MED PAYMENT IS DENIED
REVIEW BY NYS/ WHEN
90504 OHSM-UNLISTED 171 PERFORMED/BILLED BY N428 'F\’II(E)IIF%OR\SIESDEIIDNWTEFSN
LAB TEST MAY NOT THIS TYPE OF PROVIDER PLACE OF SERVICE
BE PERFORMED IN IN THIS TYPE OF '
A PROVIDER OFF FACILITY.
THE BENEFIT FOR THIS
DENIED PER MED SERVICE IS INCLUDED IN
REVIEW BY NYS/ THE PROCEDURE CODE
90505 OHSM-THIS PROC IS 97 PAYMENT/ALLOWANCE N19 INCIDENTAL TO
INCLUDED WITHIN FOR ANOTHER PRIMARY
ANOTHER BILLED SERVICE/PROCEDURE PROCEDURE.

PROC

THAT HAS ALREADY BEEN
ADJUDICATED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
DENIED PER MED SERVICE IS INCLUDED IN
REVIEW BY NYS/ THE PROCEDURE CODE
PAYMENT/ALLOWANCE INCIDENTAL TO
90506 OHSM-THIS ITEM IS 97 N19
INCLUDED WITHIN FOR ANOTHER PRIMARY
THE VISIT FEE SERVICE/PROCEDURE PROCEDURE.
THAT HAS ALREADY BEEN
ADJUDICATED.
THE BENEFIT FOR THIS
DENIED PER SERVICE IS INCLUDED IN THESE SERVICES ARE
MEDICAL REVIEW
BY NYS/OHSM THE NOT COVERED WHEN
90507 PROCEDURE IS 97 PAYMENT/ALLOWANCE N525 PERFORMED WITHIN
INCLUDED WITHIN FOR ANOTHER THE GLOBAL PERIOD
THE FOLLOWUP SERVICE/PROCEDURE OF ANOTHER
CARE THAT HAS ALREADY BEEN SERVICE.
ADJUDICATED.
DENIED PER MED NOT COVERED WHEN
REVIEW BY NYS/ PROCEDURE/TREATMENT DEEMED
90508 OHSM-PROCEDURE 55 IS DEEMED N623 UNSCIENTIFIC/UNPRO
CONSIDERED EXPERIMENTAL/INVESTIG VEN/OUTMODED/EXPE
INVESTIGATIONAL/E ATIONAL BY THE PAYER. RIMENTAL/EXCESSIVE/
XPERIMENTAL INAPPROPRIATE.
DENIED PER MED
REVIEW BY NYS/ THE PROCEDURE CODE THIS PROVIDER
IS INCONSISTENT WITH
90509 OHSM-ITEM NOT 8 THE PROVIDER N95 TYPE/PROVIDER
WITHIN PROVIDERS TYPE/SPECIALTY SPECIALTY MAY NOT
ENROLLMENT (TAXONOMY BILL THIS SERVICE.
SPECIALTY
MANUAL REVIEW
'.?_‘::'i(.? .II.’\||_|DEICATES PATIENT/INSURED
90510 RECIPIENT ID 140 HEALTH IDENTIFICATION
NUMBER AND NAME DO
NUMBER AND NAME NOT MATCH
ON CLAIM DO NOT '
AGREE
DENIED PER MED
REVIEW BY NYS/ PATIENT/INSURED
90512 OHSM-RECIPIENT 140 HEALTH IDENTIFICATION

INFORMATION ON
CLAIM FORM IS NOT
CORRECT

NUMBER AND NAME DO
NOT MATCH.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
THE ATTACHMENT/OTHER
INFORMATION ON DOCUMENTATION
CLAIM FORM AND CONTENT RECEIVED DID INFORMATION
90513 /OR REPORT IS 251 NOT CONTAIN THE N205 PROVIDED WAS
ILLEGIBLE OR CONTENT REQUIRED TO ILLEGIBLE
MISSING PROCESS THIS CLAIM OR
SERVICE.
'NOT OTHERWISE
CLASSIFIED' OR
'UNLISTED' PROCEDURE YOU ARE REQUIRED
90514 EEIT_\I/SK.I:_ESOVERED 189 CODE (CPT/HCPCS) WAS M81 TO CODE TO THE
PROCEDURE CODE BILLED WHEN THERE IS A HIGHEST LEVEL OF
SPECIFIC PROCEDURE SPECIFICITY.
CODE FOR THIS
PROCEDURE/SERVICE
THE ATTACHMENT/OTHER
RPT SUBMITTED DOCUMENTATION THE SUPPORTING
CONTENT RECEIVED DID
DOES NOT MATCH DOCUMENTATION
90515 251 NOT CONTAIN THE N206
CLAIM DATE OF DOES NOT MATCH THE
SERVICE CONTENT REQUIRED TO CLAIM
PROCESS THIS CLAIM OR
SERVICE.
MODIFIER THE PROCEDURE CODE
REQUIRED TO BILL IS INCONSISTENT WITH EE;LI\J/IBV,\\A/E:'I"\IIEI;N
90516 FOR THIS 4 THE MODIFIER USED OR A N517 REQUESTED
SERVICE/INCORREC REQUIRED MODIFIER IS INFORMATION
T MODIFIER USED MISSING. ’
OTH INS/MEDICARE THE IMPACT OF PRIOR
90517 PYMT EXCEEDS 23 PAYER(S) ADJUDICATION
MEDICAID INCLUDING PAYMENTS
REIMBURSEMENT AND/OR ADJUSTMENTS.
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
NO FRTHR PYMT SSIONAL
90518 FOR THIS SESSION 96 NON-COVERED CHARG(S). N10 CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
90519 APPROVED FOR 96 NON-COVERED CHARG(S). N95

THIS SERVICE

SPECIALTY MAY NOT
BILL THIS SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
CLAIM/SERVICE LACKS
IMPROPER INFORMATION OR HAS MISSING/INCOMPLETE/
o020 | COMPLETION OF L6 SUBMISSION/BILLING 205 | oS ALt
ACCIDNT CODE ERROR(S) WHICH IS o
FIELD NEEDED FOR :
ADJUDICATION.
AN ATTACHMENT/OTHER
(N)E?(ngézé'gs DOCUMENTATION IS INCOMPLETE/INVALID
90521 252 REQUIRED TO N464 | SUPPORT DATA FOR
HAS NOT BEEN
o e ADJUDICATE THIS CLAIM.
CLAIM/SERVICE.
CLAIM/SERVICE LACKS
SVC REQ INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID REFERRING
90522 ﬁgg‘@opR'ATE REF 16 ERROR(S) WHICH IS N286 | bROVIDER PRIMARY
NEEDED FOR IDENTIFIER.
ADJUDICATION.
PROCEDURE NOT
APPLICABLE FOR THE DIAGNOSIS IS
90523 | REPORTED 11 INCONSISTENT WITH THE
DIAGNOSIS/DIAGNO PROCEDURE.
SIS NOT SPECIFIC
INSUFFICIENT DIOP
90524 | CHANGE/NEW AND 175 |F|)\1RchS|\S|:§|I_;|§ NIS
OLD RX MISSING :
NEED FOR DOCOMENTATION TR
REPLACEMENT OF o A O o biD INCOMPLETE/INVALID
FRAMES AND/OR DOCUMENTATION/ORD
90525 251 NOT CONTAIN THE N225
LENSES NOT ERS/NOTES/SUMMARY/
CONTENT REQUIRED TO
ADEQUATELY REPORT/CHART.
N TED PROCESS THIS CLAIM OR
SERVICE.
THE BENEFIT FOR THIS SEPARATELY BILLED
SERVICES/TESTS
SERVICE IS INCLUDED IN L SEEN BUNBLED
INSTRUMENTATION THE RN
UTILIZED IS COV PAYMENT/ALLOWANCE
90526 97 M15 | CONSIDERED
WITHIN A LISTED FOR ANOTHER CoNoOn TS OF THE
PROC CODE SERVICE/PROCEDURE
SAME PROCEDURE.
THAT HAS ALREADY BEEN
Ao as AL SEPARATE PAYMENT
: IS NOT ALLOWED.
00540 | CLAIM OVER 730 29 THE TIME LIMIT FOR
DAYS OLD FILING HAS EXPIRED.
o041 | CLAIM OVER 730 20 THE TIME LIMIT FOR
DAYS OLD FILING HAS EXPIRED.

Page 117 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
oos4p | CLAIM OVER 730 20 THE TIME LIMIT FOR
DAYS OLD FILING HAS EXPIRED.
THIS CARE MAY BE
THIRD PARTY COVERED BY ANOTHER
90550 | INSURANCE 22 PAYER PER
REVIEW COORDINATION OF
BENEFITS.
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
90561 | MANUAL REVIEW Al CLAIM/SERVICE DENIED N1o | SSIONAL
: CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
ORGANIZATION/PROFE
NYS MANUAL SSIONAL
go572 | NYSMAT Al CLAIM/SERVICE DENIED. NIO | oo o ANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
WE DO NOT OFFER
RECIPIENT COVERAGE FOR THIS
RECERTIFIED, TYPE OF SERVICE OR
90573 | ELIGIBLE: REBILL 96 NON-COVERED CHARG(S). | N216 | THE PATIENT IS NOT
USING REGULAR ENROLLED IN THIS
ORTHO CODE PORTION OF OUR
BENEFIT PACKAGE
DATE OF SERVICE
INCORRECT: REBILL EXPENSES INCURRED
90574 | USING LAST DATE 27 AFTER COVERAGE N30 Eélzlims"\éigs:gg
OF RECIPIENT TERMINATED. :
ELEGIBILITY
MISSING/INCOMPLETE/
INVALID DESCRIPTION
DESCRIBE DRUG gggg&’;ﬁ'}fﬂ;‘;&% HER OF SERVICE FOR A
o0575 | PURCHASED AND - REGUIRED 10 \sgo | NOT OTHERWISE

TOTAL DOSAGE
ADMINISTERED

ADJUDICATE THIS
CLAIM/SERVICE.

CLASSIFIED (NOC)
CODE OR FOR AN
UNLISTED/BY REPORT
PROCEDURE.
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
PROCEDURE/ITEM COVERED SERVICES ORGANIZATION/PROFE
90576 CODE DESCRIPTION 50 BECAUSE THIS IS NOT N10 SSIONAL
INADEQUATE DEEMED A 'MEDICAL CONSULT/MANUAL
NECESSITY' BY THE ADJUDICATION/MEDIC
PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
EE\N/IIIIEE\IIDV PBER AN ATTACHMENT/OTHER
NYSDSS/ INVOICE DOCUMENTATION IS MISSING DOCUMENT
90600 OF ACTUAL 252 REQUIRED TO N445 FOR ACTUAL COST OR
ADJUDICATE THIS PAID AMOUNT.
AQUISITION COST CLAIM/SERVICE
NOT SUPPLIED '
MISSING/INCOMPLETE/
DENIED PER AN ATTACHMENT/OTHER INVALID DESCRIPTION
REVIEW BY OF SERVICE FOR A
DOCUMENTATION IS
90601 NYSDSS/ 252 REQUIRED TO N350 NOT OTHERWISE
PROCEDURE ADJUDICATE THIS CLASSIFIED (NOC)
REQUIRES WRITTEN CLAIM/SERVICE CODE OR FOR AN
REPORT ’ UNLISTED/BY REPORT
PROCEDURE.
REVIEW BY SUBMISSION/BILLING MISSING/INCOMPLETE/
90602 NYSDSS/ 16 ERROR(S) WHICH IS M51 INVALID PROCEDURE
PROCEDURE CODE CODE(S).
INCORRECT NEEDED FOR
ADJUDICATION.
DENIED PER PAYMENT IS DENIED
REVIEW BY WHEN
90603 NYSDSS/ UNLISTED 171 PERFORMED/BILLED BY N428 II;’II(E);F%(I)?VI\;IE;DEIIDNWT:FSN
LAB TEST MAY NOT THIS TYPE OF PROVIDER PLACE OF SERVICE
BE PERFORMED IN IN THIS TYPE OF ’
PROVIDER'S OFFICE FACILITY.
THE BENEFIT FOR THIS SEPARATELY BILLED
DENIED PER SERVICE IS INCLUDED IN SERVICES/TESTS
REVIEW BY THE HAVE BEEN BUNDLED
NYSDSS/ THIS AS THEY ARE
90604 PROCEDURE IS 97 ESEMA?\I'\(IDT.I{ﬁLEIhOWANCE M15 CONSIDERED
INCLUDED WIT HIN SERVICE/PROCEDURE COMPONENTS OF THE

ANOTHER BILLED
PROCEDURE

THAT HAS ALREADY BEEN
ADJUDICATED.

SAME PROCEDURE.
SEPARATE PAYMENT
IS NOT ALLOWED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
SERVICETS INCLUDED IN NOT COVERED WHEN
DENIED PER >eR PERFORMED DURING
REVIEW BY THE SAME
90605 | NYSDSS/ THIS ITEM 97 Egﬁ“ﬁ'\(‘)TT/ﬁ"E'hOWANCE M8O | SESSION/DATE AS A
IS INCLUDED IN THE PREVIOUSLY
VISIT FEE SERVICE/PROCEDURE PROCESSED SERVICE
THAT HAS ALREADY BEEN i iy
ADJUDICATED. :
THE BENEFIT FOR THIS
DENIED PER SERVICE IS INCLUDED IN PRE-/POST-OPERATIVE
REVIEW BY THE CARE PAYMENT IS
o005 | NYSDSS! FOLLOW- o7 PAYMENT/ALLOWANCE vias | INCLUDED IN THE
UP CARE COVERED FOR ANOTHER ALLOWANCE FOR THE
BY INITIAL SERVICE/PROCEDURE SURGERY/PROCEDUR
SURGICAL FEE THAT HAS ALREADY BEEN E.
ADJUDICATED.
DENIED PER
REVIEW BY PROCEDURE/TREATMENT
90607 E;g?:SE%/URE 55 IS DEEMED
EXPERIMENTAL/INVESTIG
CONSIDERED ATIONAL BY THE PAYER
INVESTIGATIONAL/E :
XPERIMENTAL
DENIED PER
REVIEW BY |TsH|I|E\1 zgﬁgégléﬁi \C/:V?TDHE THIS PROVIDER
sosos | NYSDSS! ITEM NOT o oo En \os | TYPE/PROVIDER
WITHIN PROVIDERS e aovoeR SPECIALTY MAY NOT
ENROLLMENT (T AXONOMY) BILL THIS SERVICE.
SPECIALTY :
DENIED PER
REVIEW BY PATIENT/INSURED
s0s0s | NYSDSS/ RECIPIENT 40 HEALTH IDENTIFICATION
INFORMATION ON NUMBER AND NAME DO
CLAIM FORM IS NOT NOT MATCH.
CORRECT
DENIED PER THE ATTACHMENT/OTHER
REVIEW BY DOCUMENTATION
NYSDSS/ CONTENT RECEIVED DID INFORMATION
90610 | INFORMATION ON 251 NOT CONTAIN THE N205 | PROVIDED WAS
CLAIM FORM CONTENT REQUIRED TO ILLEGIBLE
ILLEGIBLE OR PROCESS THIS CLAIM OR
MISSING SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \1 REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THIS CLAIM HAS BEEN
DENIED PER DENIED WITHOUT
REVIEW BY ATTACHMENT/OTHER REVIEWING THE
NYSDSS/ DOCUMENTATION MEDICAL RECORD
REQUESTED REFERENCED ON THE BECAUSE THE
90611 | bOCUMENTATION 164 CLAIM WAS NOT N102 | REQUESTED
NOT SUBMITTED IN RECEIVED IN A TIMELY RECORDS WERE NOT
REQUIRED TIME FASHION. RECEIVED OR WERE
FRAME NOT RECEIVED
TIMELY.
DENIED PER
REVIEW BY
90612 | NYSDSS/ REQUIRED 95 Egﬁt'gvsggEDUREs NOT
CARD SWIPE WAS :
NOT PERFORMED
PRESCRIPTION THE ATTACHMENT/OTHER
DOES NOT MEET DOCUMENTATION
sos1s | PHARMACY BOARD 250 oo eulial NI 66 | INCOMPLETE/INVALID
GUIDELINES/ PRESCRIPTION
INCONSISTENT WITH THE
SCRIPT HAS FACIAL vl bl
INADEQUACIES :
PROCEDURE SERVICE NOT FURNISHED
o014 | BILLED FOR 11 DIRECTLY TO THE
SERVICES NOT PATIENT AND/OR NOT
PROVIDED DOCUMENTED.
DENIED BECAUSE WE DO NOT OFFER
COVERAGE FOR THIS
CLAIMS SUBMITTED
SAS S8 TYPE OF SERVICE OR
90615 96 NON-COVERED CHARG(S). | N216 | THE PATIENT IS NOT
PROVIDED IS
AN SR ENROLLED IN THIS
T PORTION OF OUR
BENEEIT PACKAGE
DENIED BECAUSE WE DO NOT OFFER
CLAIMS SUBMITTE D COVERAGE FOR THIS
OR SERVICE TYPE OF SERVICE OR
90616 | PROVIDED IS CON- 96 NON-COVERED CHARG(S). | N216 | THE PATIENT IS NOT
TRARY TO ENROLLED IN THIS
DEPARTMENT PORTION OF OUR
REGULATION BENEFIT PACKAGE
DENIED BECAUSE WE DO NOT OFFER
COVERAGE FOR THIS
CLAIMS SUBMIT-
ks TYPE OF SERVICE OR
90617 96 NON-COVERED CHARG(S). | N216 | THE PATIENT IS NOT

PROVIDED IS CON
TRARY TO
MEDICAID POLICY

ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MANUAL CLAIM/SERVICE LACKS
REVIEW/STAY INFORMATION OR HAS
o057 | DENIED EFFECTIVE 16 SUBMISSION/BILLING \299 m\?/fl'_'l\'sg'\c‘:%%'g;ﬁ?é
PRIOR TO ERROR(S) WHICH IS DATE(S)
STATEMENT THRU NEEDED FOR :
DATE ADJUDICATION.
MISSING/INCOMPLETE/
:mﬁggﬂifg&REBlL CLAIM/SERVICE LACKS INVALID DESCRIPTION
N SAED e INFORMATION OR HAS OF SERVICE FOR A
cosel | o 16 SUBMISSION/BILLING \ago | NOT OTHERWISE
ERROR(S) WHICH IS CLASSIFIED (NOC)
DOCUMENTATON
e G NEEDED FOR CODE OR FOR AN
L iicion ADJUDICATION. UNLISTED/BY REPORT
PROCEDURE.
PRIOR APPROVAL THE AUTHORIZATION RESUBMIT A NEW
NUMBER NOT ON NUMBER IS MISSING, CLAIM WITH THE
90662 15 INVALID, OR DOES NOT N517
FILE/EXPIRED/DELE REQUESTED
s APPLY TO THE BILLED oAl
SERVICES OR PROVIDER. :
e sono ———
90663 | PRIOR APPROVAL 15 INVALID, OR DOES NOT N517 | CLAIMWITH THE
REQUIRED REQUESTED
APPLY TO THE BILLED Al
SERVICES OR PROVIDER. :
PHYSICIAN
REIMBURSEMENT E'g%g;ﬁi%%ﬁs MISSING/INCOMPLETE/
90664 | NOT APPROPRIATE 5 M77 | INVALID PLACE OF
INCONSISTENT WITH THE
FOR PLACE OF DCORSSTE L SERVICE.
SERVICE :
THE BENEFIT FOR THIS SEPARATELY BILLED
SERVICE IS INCLUDED IN SERVICES/TESTS
MULTIPLE WOUND SER HAVE BEEN BUNDLED
REPAIRS MUST BE AS THEY ARE
90665 | REPORTED AS A 97 Egﬁ“’*’f\l'\'oTT/ﬁ"ELF{OWANCE M15 | CONSIDERED
SINGLE R e P S EDURE COMPONENTS OF THE
PROCEDURE CODE SAME PROCEDURE.
THAT HAS ALREADY BEEN
Rt Rpasdam SEPARATE PAYMENT
IS NOT ALLOWED.
DENY PER REVIEW AN ATTACHMENT/OTHER VISSING
BY NYSDSS/ - DOCUMENTATION IS
90666 | FISCAL ORDER NOT 252 REQUIRED TO N2g | DOCUMENTATION/ORD
ERS/NOTES/SUMMARY/
SUBMITTED ADJUDICATE THIS il
MISSING CLAIM/SERVICE. :
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENY PER REVIEW ESESLL%%FAMFONJ/OTHER
BY NYSDSS/ - CONTENT RECEIVED DID INCOMPLETE/INVALID
FISCAL ORDER NOT MEDICAL PERMANENT
90667 251 NOT CONTAIN THE N498
SIGNED BY IMPAIRMENT OR
ORDERING CONTENT REQUIRED TO DISABILITY REPORT
PROVIDER PROCESS THIS CLAIM OR '
SERVICE.
DENY PER REVIEW CLAIM/SERVICE LACKS
BY NYSDSS/ - INFORMATION OR HAS MISSING/INCOMPLETE/
FISCAL ORDER SUBMISSION/BILLING
90668 16 M53 INVALID DAYS OR
INVALID- ERROR(S) WHICH IS UNITS OF SERVICE
QUANTITIES NOT NEEDED FOR '
SPECIFIED ADJUDICATION.
CLAIM/SERVICE LACKS
DENY PER REVIEW INFORMATION OR HAS MISSING/INCOMPLETE/
BY NYSDSS/ -REFILL
90669 DISPENSED 16 SUBMISSION/BILLING N388 INVALID
WITHOUT REFILL ERROR(S) WHICH IS PRESCRIPTION
ORDER NEEDED FOR NUMBER
ADJUDICATION.
DENY PER REVIEW ESESLL%%FAMFONJ/OTHER
BY NYSDSS/ FISCAL CONTENT RECEIVED DID INCOMPLETE/INVALID
90670 ORDER SIGNED BY 051 NOT CONTAIN THE N225 DOCUMENTATION/ORD
ORDERER 30+ DAYS ERS/NOTES/SUMMARY/
AFTER PHONE CONTENT REQUIRED TO REPORT/CHART
ORDER PROCESS THIS CLAIM OR '
SERVICE.
DENY PER REVIEW THIS ITEM OR SERVICE
DOES NOT MEET THE
BY NYSDSS/ - NON-COVERED
90671 96 N180 CRITERIA FOR THE
INAPPROPRIATE CHARGE(S).
ITEM BILLED CATEGORY UNDER
WHICH IT WAS BILLED.
DENY PER REVIEW SERVICE NOT FURNISHED
90672 BY NYSDSS/ -CLAIM 112 DIRECTLY TO THE
SUBMITTED FOR PATIENT AND/OR NOT
ITEM NOT ORDERED DOCUMENTED.
DENY PER REVIEW CLAIM INFORMATION
BY NYSDSS/ - DOES NOT AGREE
PRIOR PROCESSING
MEDICARE PAID WITH INFORMATION
90673 AMOUNT 129 INFORMATION APPEARS N48 RECEIVED FROM

INCORRECT ON
CLAIM

INCORRECT.

OTHER INSURANCE
CARRIER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE ATTACHMENT/OTHER
DENY PER REVIEW DOCUMENTATION INCOMPLETE/INVALID
CONTENT RECEIVED DID
90674 BY NYSDSS/ - 051 NOT CONTAIN THE N225 DOCUMENTATION/ORD
FISCAL ORDER NOT ERS/NOTES/SUMMARY/
DATED CONTENT REQUIRED TO REPORT/CHART
PROCESS THIS CLAIM OR '
SERVICE.
DENY PER REVIEW Eglzcﬁg-ﬂ-;?\ﬁll\#ENJ/OTHER
BY NYSDSS/ - INCOMPLETE/INVALID
CONTENT RECEIVED DID
FISCAL ORDER DOCUMENTATION/ORD
90675 251 NOT CONTAIN THE N225
CONTAINS ERS/NOTES/SUMMARY/
CONTENT REQUIRED TO
UNDOCUMENTED REPORT/CHART.
ALTERATIONS PROCESS THIS CLAIM OR
SERVICE.
DENY PER REVIEW Eglzcﬁg-ﬂ-;?\ﬁll\#ENJ/OTHER
BY NYSDSS/ - INCOMPLETE/INVALID
CONTENT RECEIVED DID
DOCUMENTATION PATIENT MEDICAL
90676 251 NOT CONTAIN THE N237
SUBMITTED DOES RECORD FOR THIS
NOT SUPPORT CONTENT REQUIRED TO SERVICE
CLAIM PROCESS THIS CLAIM OR '
SERVICE.
DENY PER REVIEW THE ATTACHMENT/OTHER
BY NYSDSS/-DOC
SUBMITTED DOCUMENTATION
90677 250 CONTENT RECEIVED IS
REFLECTS SERV
PERE BY ANOTHER INCONSISTENT WITH THE
PROVIDER EXPECTED CONTENT.
DENY PER REVIEW CLAIM/SERVICE LACKS
BY NYSDSS/ - INFORMATION OR HAS MISSING/INCOMPLETE/
90678 QUANTITY BILLED 16 SUBMISSION/BILLING N378 INVALID
GREATER THAN ERROR(S) WHICH IS PRESCRIPTION
QUANTITY NEEDED FOR QUANTITY.
DISPENSED ADJUDICATION.
THE BENEFIT FOR THIS
DENY PER REVIEW SERVICE IS INCLUDED IN
BY NYSDSS/-SET THE
UP AND DELIVERY PAYMENT/ALLOWANCE THIS SERVICE/REPORT
90679 97 N390 CANNOT BE BILLED
CHARGES FOR ANOTHER SEPARATELY
INCLUDED IN COST SERVICE/PROCEDURE '
OF EQUIPMENT THAT HAS ALREADY BEEN
ADJUDICATED.
DENY PER REVIEW
BY NYSDSS/ -CLAIM
90680 RESUBMITTED 29 THE TIME LIMIT FOR

MORE THAN 60
DAYS AFTER INITIAL
DENIAL

FILING HAS EXPIRED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE AUTHORIZATION RESUBMIT A NEW
P/A NOT ON NUMBER IS MISSING, CLAIM WITH THE
90711 15 INVALID, OR DOES NOT N517
FILE/WILL RECYCLE REQUESTED
APPLY TO THE BILLED s
SERVICES OR PROVIDER. :
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
VANUAL THE BECAUSE PAYMENT
PAYMENT/ALLOWANCE ALREADY MADE FOR
90727 EFS\QE\\’(W NR DUPIN 97 FOR ANOTHER M86 | SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
NYS
EXPENSES INCURRED
90834 | REVIEW/RECIPIENT 200 DURING LAPSE IN
INELIGIBLE FOR DS A
PART OF STAY
DENY-PHC AN ATTACHMENT/OTHER
ORTHODONTIC DOCUMENTATION IS INCOMPLETE/INVALID
DOCUMENTATION/ORD
90855 | REPORTS | 252 REQUIRED TO N225 | DOCIMERTATIONORD,
NCOMPLETE/MISSIN ADJUDICATE THIS ERS DT eSS
G CLAIM/SERVICE. :
SERVICE DATE
DENY-EXTENDED OUTSIDE OF THE
90857 | ORTHODONTIC PERI 198 ZEFZ%'ETTS:\T 'chgécé';’égm N351 | APPROVED
OD EXPIRED : TREATMENT PLAN
SERVICE DATES.
THIS ITEM OR SERVICE
DENY-CHARGES DO DOES NOT MEET THE
90858 | NOT MEET 96 (N;SEI'?CGOE\(SE)RED N180 | CRITERIA FOR THE
THRESHOLD : CATEGORY UNDER
WHICH IT WAS BILLED.
THE ATTACHMENT/OTHER
DOCUMENTATION
,\DA'IESNS\TI'\IUGBS’Z CONTENT RECEIVED DID INFORMATION
oogse | MISSG o 251 NOT CONTAIN THE N205 | PROVIDED WAS
FORMAT CONTENT REQUIRED TO ILLEGIBLE
PROCESS THIS CLAIM OR
SERVICE.
CLAIM/SERVICE LACKS
INFORMATION OR HAS
DENY-BIRTH
00860 | ot " SUBMISSION/BILLING \207 | MISSING/INCOMPLETE/

OR UNIDENTIFIED

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

INVALID WEIGHT.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
AN ATTACHMENT/OTHER
APPROPRIATE DOCUMENTATION IS ::')\IOCCC;)SAI\/TIIE_I\E]'I,EQ:VOVI\']A}SSD
90861 ATTACHMNT 252 REQUIRED TO N225
ERS/NOTES/SUMMARY/
REQUIRED ADJUDICATE THIS REPORT/CHART
CLAIM/SERVICE. '
REPORT DOCOVENTATION
SUBMITTED DOES THE SUPPORTING
NOT MATCH CONTENT RECEIVED DID DOCUMENTATION
90862 251 NOT CONTAIN THE N206
RECIPIENT OR DOES NOT MATCH THE
PROVIDER LISTED CONTENT REQUIRED TO CLAIM
ON CLAIM PROCESS THIS CLAIM OR
SERVICE.
CLAIM/SERVICE LACKS
UNITS BILLED g\IUFé)h/ITIhS/IéI)I(N);\IBﬁ_EISéS MISSING/INCOMPLETE/
90863 INAPPROPRIATE; 16 ERROR(S) WHICH IS M53 INVALID DAYS OR
SEE PROC DESCRIP NEEDED FOR UNITS OF SERVICE.
ADJUDICATION.
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
PROC CONFLICTS COVERED SERVICES ORGANIZATION/PROFE
90864 WITH POLICY 50 BECAUSE THIS IS NOT N10 SSIONAL
CRITERIA-REFER TO DEEMED A 'MEDICAL CONSULT/MANUAL
PROV MANUAL NECESSITY' BY THE ADJUDICATION/MEDIC
PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
CLAIM/SERVICE LACKS
DENTAL SITE INFORMATION OR HAS MISSING/INCOMPLETE/
90865 INCORRECT OR 16 SUBMISSION/BILLING N37 INVALID TOOTH
CONFL ICTS WITH ERROR(S) WHICH IS NUMBER/LETTER
POLICY NEEDED FOR '
ADJUDICATION.
PROCESSED BASED ON
MULTIPLE OR
AMT CHGD FOR CONCURRENT
MULT UNITS MUST PROCEDURE RULES. (FOR
90866 CONFORM TO MULT 59 EXAMPLE MULTIPLE

SURG REIMBURS
RULE

SURGERY OR
DIAGNOSTIC IMAGING,
CONCURRENT
ANESTHESIA.)
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
BILLED ON THIS SUBMISSION/BILLING MISSING/INCOMPLETE/
90867 SVC DT ARE 16 ERROR(S) WHICH IS M51 INVALID PROCEDURE
INCONSISTENT/INAP CODE(9).
PROP NEEDED FOR
ADJUDICATION.
MUST BILL FOR
ONLY THE ADMIN THE PROCEDURE CODE RESUBMIT A NEW
IS INCONSISTENT WITH
AND TECH COMP CLAIM WITH THE
90868 4 THE MODIFIER USED OR A N517
USING APPROPIATE REQUIRED MODIFIER IS REQUESTED
MODIFIER FOR INFORMATION.
MISSING.
SERV
REPORT CLAIM/SERVICE LACKS
SUBMITTED DOES INFORMATION OR HAS MISSING
90869 NOT ADEQUATELY 16 SUBMISSION/BILLING N29 DOCUMENTATION/ORD
DESCRIBE THE ERROR(S) WHICH IS ERS/NOTES/SUMMARY/
PROCEDURE/SERVI NEEDED FOR REPORT/CHART.
CE PROVIDED ADJUDICATION.
MUST BILL ONLY
THE PROF COMP THE PROCEDURE CODE RESUBMIT A NEW
USING IS INCONSISTENT WITH CLAIM WITH THE
90870 4 THE MODIFIER USED OR A N517
APPROPRIATE REQUIRED MODIFIER IS REQUESTED
MODIFIER FOR THIS MISSING INFORMATION.
SERVICE '
NOT PAID TO
COST OF PAYMENT IS DENIED PRACTITIONER WHEN
MATERIALS OR WHEN PROVIDED TO PATIENT
90871 SERVCE IS 171 PERFORMED/BILLED BY M97 IN THIS PLACE OF
INCLUDED W/I THIS TYPE OF PROVIDER SERVICE. PAYMENT
FACILITY'S RATE IN THIS TYPE OF INCLUDED IN THE
FACILITY. REIMBURSEMENT
ISSUED THE FACILITY.
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
FEE EXCEEDS COVERED SERVICES ORGANIZATION/PROFE
DOLLAR MAX FOR
90872 RESTORATIVE SVC - 50 BECAUSE THIS IS NOT N10 SSIONAL
SEE POLICY DEEMED A 'MEDICAL CONSULT/MANUAL
SECTION NECESSITY' BY THE ADJUDICATION/MEDIC

PAYER.

AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PROCESSED BASED ON
REBILL AS ADJ TO MULTIPLE OR
PAID CLAIM CONCURRENT
REPORT TOTAL PROCEDURE RULES. (FOR
90873 59 EXAMPLE MULTIPLE
UNITS + AMOUNT
SURGERY OR
CHGD BASED ON
MULT SURG RULE DIAGNOSTIC IMAGING,
CONCURRENT
ANESTHESIA.
PAYMENT BASED ON
THE FINDINGS OF A
MULTIPLE UNITS REVIEW
ARE NOT ORGANIZATION/PROFE
WARRANTED; NON-COVERED SSIONAL
90874 REBILL WITH 96 CHARGE(S). N10 CONSULT/MANUAL
BILATERAL ADJUDICATION/MEDIC
MODIFIER 50/WB AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
:T\IE/SC)UIEI\E/”T cost AN ATTACHMENT/OTHER
INDENTIEYING ITEM DOCUMENTATION IS INCOMPLETE/INVALID
90875 PURCHASED/CALCU 252 REQUIRED TO N233 OPERATIVE
LATING COST PER ADJUDICATE THIS NOTE/REPORT.
CLAIM/SERVICE.
UNIT
REPORT SHOWS 2 O THER
OR MORE MISSING/INCOMPLETE/
CONTENT RECEIVED DID
SURGEON / INVALID ASSISTANT
90876 251 NOT CONTAIN THE N249
RADIOLOGISTS - SURGEON PRIMARY
CONTENT REQUIRED TO
SPECIFY PRIMARY / IDENTIFIER.
ASSIST PROVIDERS PROCESS THIS CLAIM OR
SERVICE.
RESUBMIT W/RPT
IDENTIFY REFER AN ATTACHMENT/OTHER
PROVIDER, DOCUMENTATION IS
90877 MEDICAL 252 REQUIRED TO N463 I\DMAS.SEI\::%F?%PL??MRT
NECESSITY, TEST ADJUDICATE THIS '
RESULTS - CLAIM/SERVICE.
TREATMENT PLAN
CLAIM/SERVICE LACKS
REBILL INDICATING g\lUFBOI\/FI{I'\S/IéI-(r)lg}\lBI?_EINHéS MISSING/INCOMPLETE/
90878 DENTAL ARCH IN 16 N346 INVALID ORAL CAVITY

FIELD #46

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

DESIGNATION CODE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE AUTHORIZATION
PROC IS PART OF NUMBER IS MISSING, EfflllfﬂBv'\\"/ﬁ:T'\‘i’V
90879 | TX PLAN REQUIR 15 INVALID, OR DOES NOT NS17 | REQUESTED
ING PA APPLY TO THE BILLED s
SERVICES OR PROVIDER. :
THE ATTACHMENT/OTHER
DOCUMENTATION
X-RAY SUBMITTED CONTENT RECEIVED DID INCOMPLETE/INVALID
90880 | WERE NON- 251 NOT CONTAIN THE N242 | RADIOLOGY
DIAGNOSTIC CONTENT REQUIRED TO FILM(S)/IMAGE(S).
PROCESS THIS CLAIM OR
SERVICE.
PLEASE REFER TO
YOUR PROVIDER
90881 EQFI\IEORTT%E%L\J(I-RED- 96 NON-COVERED Nsg | MANUAL FOR
SRR CHARGE(S). ADDITIONAL PROGRAM
AND PROVIDER
INFORMATION,
PREVIOUSLY PAID.
CLAIM DENIED, PAYMENT FOR THIS
90882 | CONFLICTING PROC B13 CLAIM/SERVICE MAY
 CONTACT DOH HAVE BEEN PROVIDED IN
A PREVIOUS PAYMENT.
PROCEDURES OR PROCEDURE/TREATMENT NOT COVERED WHEN
TREATMENT IS NOT P e/ TREATMEN DEEMED
ooggs | CONSISTANT WITH e e Vo e aE 623 | UNSCIENTIFIC/UNPRO
PRESENT ey THE VEN/OUTMODED/EXPE
STANDARDS OF AV RIMENTAL/EXCESSIVE/
PRACTICE : INAPPROPRIATE.
PAYMENT BASED ON
THE FINDINGS OF A
MODIFIER 62, SKILL REVIEW
OF TWO SURGEONS ORGANIZATION/PROFE
IS REQUIRED TO NON-COVERED SSIONAL
90884 | BILL FOR THIS 96 CHARGE(S). NIO | CONSULT/MANUAL
OPERATIVE ADJUDICATION/MEDIC
SESSION AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
PROCEDURE THIS PROCEDURE
CONFLICTS WITH LS PROCES
gosgs | POLICY 96 NON-COVERED N365 | PAYABLE. IT IS FOR

CRITERIA/REBILL
WITH APPROPRIATE
CODE

CHARGE(S).

REPORTING/INFORMAT
ION PURPOSES ONLY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THESE ARE NON-
COVERED SERVICES
SERVICE NOT BECAUSE THIS IS A THIS SERVICE/REPORT
90887 | COVERED AS A 49 ROUTINE EXAM OR N390 | CANNOT BE BILLED
SCREENING TEST SCREENING PROCEDURE SEPARATELY.
DONE IN CONJUNCTION
WITH A ROUTINE EXAM.
SPECIALTY IS NOT THE PROCEDURE CODE THIS PROVIDER
IS INCONSISTENT WITH
oosgg | WITHIN THE o IS NCORS S TE \es | TYPE/PROVIDER
PROVIDER'S THEPROVIDER SPECIALTY MAY NOT
ENROLLMENT (P AXONONYY BILL THIS SERVICE.
PRODUCT/ITEM LTJEQLE’;TSE'IZSAST”'\I%N RESUBMIT A NEW
oosgy | DESCRIBED DOES 15 INVALID, OR DOES NOT Ns17 | CLAIMWITH THE
NOT MATCH COST REQUESTED
INVOICE/PA FILE APPLY TO THE BILLED INFORMATION
SERVICES OR PROVIDER. :
PAYMENT BASED ON
THE FINDINGS OF A
REVIEW
MODIFIER NOT NON-COVERED gSRIgAN|X|I_2 ATIONIPROFE
90890 $E%Uéﬁ_fPNEOR 96 CHARGE(S). NIO | CONSULT/MANUAL
ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
THIS CLAIM HAS BEEN
DENIED WITHOUT
FAILURE TO AN ATTACHMENT/OTHER EAE\[’)'EVX'LNSETC%ERD
RESPOND TO DOCUMENTATION IS MED CALRECS
90891 | REQUESTED 252 REQUIRED TO N2 | RECHEST D
DOCUMENTATION ADJUDICATE THIS
BY DOH CLAIM/SERVICE RECORDS WERE NOT
: RECEIVED OR WERE
NOT RECEIVED
TIMELY.
DUPLICATE CLAIM
90892 | PENDING OR IN 18 SEZIRJI?S'A\IE-FFIREVICE
SYSTEM '
CLAIM/SERVICE LACKS
REBILL FOR ?UFSAE“S"QB(@%EENHQS MISSING/INCOMPLETE/
90893 | PERSONAL TIME IN 16 N203 | INVALID ANESTHESIA

ATTENDANCE ONLY

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

TIME/UNITS
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CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
CLAIM INFORMATION
CLAIM DATA IS NOT DOES NOT AGREE
PRIOR PROCESSING
CONSISTENT WITH WITH INFORMATION
90999 SUPPLIED EOMB 129 :HE%E'!@ETON APPEARS N48 RECEIVED FROM
DATA ' OTHER INSURANCE
CARRIER.
DENIED OMIG- THIS PROVIDER WAS NOT
PROVIDER NOT CERTIFIED/ELIGIBLE TO
91000 CERTIFIED TO B7 BE PAID FOR THIS
PERFORM BILLED PROCEDURE/SERVICE ON
SERVICES THIS DATE OF SERVICE.
CLAIM/SERVICE LACKS PROCEDURE CODE
INFORMATION OR HAS BILLED IS NOT
91001 :?\IECN(;ERDRI(E)(EA'I!G- 16 SUBMISSION/BILLING N56 CORRECT/VALID FOR
PROCEDURE CODE ERROR(S) WHICH IS THE SERVICES BILLED
NEEDED FOR OR THE DATE OF
ADJUDICATION. SERVICE BILLED.
THIS
THIS DRUG/SERVICE/SUPPL
DENIED OMIG-ITEM SERVICE/EQUIPMENT/DR Y IS NOT INCLUDED IN
NOT THE FEE SCHEDULE
91002 204 UG IS NOT COVERED N448
REIMBURSABLE BY . OR
MEDICAID UNDER THE PATIENT'S CONTRACTED/LEGISLA
CURRENT BENEFIT PLAN
TED FEE
ARRANGEMENT
CLAIM/SERVICE LACKS
DENIED OMIG- INFORMATION OR HAS MISSING/INCOMPLETE/
CANNOT USE SUBMISSION/BILLING
91003 16 N31 INVALID PRESCRIBING
FACILITY ID AS ERROR(S) WHICH IS PROVIDER IDENTIEIER
PRESCRIBER NEEDED FOR ’
ADJUDICATION.
CLAIM/SERVICE LACKS
91004 Ic':\lg[());RECT RATE 16 ERROR(S) WHICH IS M49 CODE(S) OR
NEEDED FOR AMOUNT(S).
ADJUDICATION.
CLAIM/SERVICE LACKS
DENIED OMIG-DRUG g\lUFBOI\/FI{I,\S/IQI-ggj\IIBI?_EINHéS MISSING/INCOMPLETE/
91005 CANNOT BE BILLED 16 M51 INVALID PROCEDURE

AS OTC

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

CODE(S).
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENIED OMIG- THE RENDERING
PROVIDER UNABLE
91006 | TO PROVIDE 185 PROVIDER IS NOT
SERVICE IN ELIGIBLE TO PERFORM
COUNTY THE SERVICE BILLED.
A THE
PRESCRIBER ID ON THE SUPPORTING
CONTENT RECEIVED DID
CLAIM DOES NOT DOCUMENTATION
91007 251 NOT CONTAIN THE N206
MATCH DOES NOT MATCH THE
CONTENT REQUIRED TO
PRESCRIBER ID ON CLAIM
PRESGRIPTION PROCESS THIS CLAIM OR
SERVICE.
CLAIM/SERVICE LACKS
DENIED OMIG- INFORMATION OR HAS INCOMPLETE/INVALID
91008 INCORRECT RX 16 SUBMISSION/BILLING N464 SUPPORT DATA FOR
SERIAL BYPASS ERROR(S) WHICH IS CLAIM
CODE NEEDED FOR '
ADJUDICATION.
WE DO NOT OFFER
o oo
SERVICE NOT NON-COVERED
91009 96 N216 THE PATIENT IS NOT
COVERED BY CHARGE(S).
MEDICAID ENROLLED IN THIS
PORTION OF OUR
BENEFIT PACKAGE
CLAIM/SERVICE LACKS
:?\IECN(;ERDRI(E)C'E,A'I!CI:ATE INFORMATION OR HAS MISSING/INCOMPLETE/
SUBMISSION/BILLING INVALID VALUE
91010 CODE/REBILL 16 M49
APPROPRIATE RATE ERROR(S) WHICH IS CODE(S) OR
CODE NEEDED FOR AMOUNT(S).
ADJUDICATION.
EE'F\,'I'EEADTOM'G' AN ATTACHMENT/OTHER
PROCEDURE/NO DOCUMENTATION IS MISSING SUPPORT
91011 252 REQUIRED TO N463
ADEQUATE DATA FOR CLAIM.
ADJUDICATE THIS
EXPLANATION CLAIM/SERVICE
PROVIDED '
THE BENEFIT FOR THIS SEPARATELY BILLED
SERVICE IS INCLUDED IN SERVICES/TESTS
DENIED OMIG- THE HAVE BEEN BUNDLED
PROCEDURE AS THEY ARE
91012 INCLUDED WITHIN 97 Eéé'\"A'f\l'\(')TT/ﬁ"E"ROWANCE M15 CONSIDERED
ANOTHER BILLED SERVICE/PROCEDURE COMPONENTS OF THE

PROCEDURE

THAT HAS ALREADY BEEN
ADJUDICATED.

SAME PROCEDURE.
SEPARATE PAYMENT
IS NOT ALLOWED.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN PRE-/POST-OPERATIVE
DENIED OMIG- THE CARE PAYMENT IS
91013 PROCEDURE 97 PAYMENT/ALLOWANCE M144 INCLUDED IN THE
INCLUDED IN THE FOR ANOTHER ALLOWANCE FOR THE
FOLLOW-UP CARE SERVICE/PROCEDURE SURGERY/PROCEDUR
THAT HAS ALREADY BEEN E.
ADJUDICATED.
DENIED OMIG- CLAIM/SERVICE LACKS
RECIPIENT INFORMATION OR HAS MISSING/INCOMPLETE/
91014 INFORMATION 16 SUBMISSION/BILLING MA36 INVALID PATIENT
PROVIDED ON ERROR(S) WHICH IS NAME
CLAIM FORM IS NEEDED FOR '
INCORRECT ADJUDICATION.
DENIED OMIG-DATE CLAIM/SERVICE LACKS PROCEDURE CODE
OF SERVICE INFORMATION OR HAS BILLED IS NOT
91015 INCORRECT/REBILL 16 SUBMISSION/BILLING N56 CORRECT/VALID FOR
USING DATE OF ERROR(S) WHICH IS THE SERVICES BILLED
INSERTION/COMPLE NEEDED FOR OR THE DATE OF
TION ADJUDICATION. SERVICE BILLED.
MISSING/INCOMPLETE/
AN ATTACHMENT/OTHER INVALID DESCRIPTION
DENIED OMIG- OF SERVICE FOR A
DOCUMENTATION IS
91016 PROCEDURE 252 REQUIRED TO N350 NOT OTHERWISE
REQUIRES WRITTEN CLASSIFIED (NOC)
ADJUDICATE THIS
REPORT CLAIM/SERVICE CODE OR FOR AN
' UNLISTED/BY REPORT
PROCEDURE.
DENIED OMIG- THE ATTACHMENT/OTHER
INEFORMATION DOCUMENTATION
PROVIDED ON CONTENT RECEIVED DID INFORMATION
91017 CLAIM EORM IS 251 NOT CONTAIN THE N205 PROVIDED WAS
ILLEGIBLE OR CONTENT REQUIRED TO ILLEGIBLE
MISSING PROCESS THIS CLAIM OR
SERVICE.
THIS CLAIM HAS BEEN
DENIED WITHOUT
DENIED OMIG- AN ATTACHMENT/OTHER REVIEWING THE
REQUESTED MEDICAL RECORD
DOCUMENTATION IS
91018 DOCUMENTATION 252 REQUIRED TO N102 BECAUSE THE
NOT SUBMITTED IN REQUESTED

REQUIRED TIME
FRAME

ADJUDICATE THIS
CLAIM/SERVICE.

RECORDS WERE NOT
RECEIVED OR WERE
NOT RECEIVED
TIMELY.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PAYMENT BASED ON
THE FINDINGS OF A
DENIED OMIG- THESE ARE NON- REVIEW
CLAIM SUBMITTED COVERED SERVICES ORGANIZATION/PROFE
91019 OR SERVICE 50 BECAUSE THIS IS NOT N10 SSIONAL
PROVIDED DEEMED A 'MEDICAL CONSULT/MANUAL
CONTRARY TO NECESSITY' BY THE ADJUDICATION/MEDIC
MEDICAID POLICY PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
DENIED OMIG-
INSUFFICIENT ggé;&é%?XEI%TN/?;HER INCOMPLETE/INVALID
91020 INFORMATION/REBI 252 REQUIRED TO N225 DOCUMENTATION/ORD
LL ON PAPER CLAIM ADJUDICATE THIS ERS/NOTES/SUMMARY/
WITH SUPPORTING CLAIM/SERVICE REPORT/CHART.
DOCUMENTATION '
THE ATTACHMENT/OTHER
DENIED OMIG- DOCUMENTATION
DOCUMENTATION CONTENT RECEIVED DID INCOMPLETE/INVALID
91021 SUBMITTED DOES 251 NOT CONTAIN THE N464 SUPPORT DATA FOR
NOT SUPPORT CONTENT REQUIRED TO CLAIM.
CLAIM PROCESS THIS CLAIM OR
SERVICE.
DENIED OMIG-
DOCUMENTATION THE ATTACHMENT/OTHER
SUBMITTED DOCUMENTATION
91022 REFLECTS SERVICE 250 CONTENT RECEIVED IS
PERFORMED BY INCONSISTENT WITH THE
ANOTHER EXPECTED CONTENT.
PROVIDER
DENIED OMIG-X- THE ATTACHMENT/OTHER
RAY/DIAGNOSTIC DOCUMENTATION
PHOTO/DIGITAL X- CONTENT RECEIVED DID INCOMPLETE/INVALID
91023 RAY SUBMITTED 251 NOT CONTAIN THE N242 RADIOLOGY
NON-DIAGNOSTIC CONTENT REQUIRED TO FILM(S)/IMAGE(S).
FOR SERVICE PROCESS THIS CLAIM OR
PROVIDED SERVICE.
DENIED OMIG- ggé&&éﬁ?’:ﬁ%ﬁg\/ﬁ;HER INCOMPLETE/INVALID
91024 APPROPRIATE 252 REQUIRED TO N225 DOCUMENTATION/ORD
ATTACHMENT ADJUDICATE THIS ERS/NOTES/SUMMARY/
REQUIRED REPORT/CHART.

CLAIM/SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENIED OMIG- THE ATTACHMENT/OTHER
REPORT DOCUMENTATION
SUBMITTED DOES CONTENT RECEIVED DID ggiﬁﬁgi?ﬁl:gﬁ
91025 | NOT MATCH 251 NOT CONTAIN THE N206 | DOCUNMENTATION o
RECIPIENT OR CONTENT REQUIRED TO DonS
PROVIDER LISTED PROCESS THIS CLAIM OR
ON CLAIM SERVICE.
DENIED OMIG- PLEASE REFER TO
PROCEDURE YOUR PROVIDER
o106 | CONFLICTS WITH o NON-COVERED \se | MANUAL FOR
POLICY CHARGE(S). ADDITIONAL PROGRAM
CRITERIA/REFER TO AND PROVIDER
PROVIDER MANUAL INFORMATION.
DENIED OMIG- PLEASE REFER TO
PROCEDURE
CONFLICTS WITH YOUR PROVIDER
01027 | cord o6 NON-COVERED \so | MANUAL FOR
CHARGE(S). ADDITIONAL PROGRAM
CRITERIA/REBILL
AND PROVIDER
WITH APPROPRIATE A PROY DL
PROCEDURE CODE :
CLAIM/SERVICE LACKS
SEE'T'EA?_%'I\#'E' INFORMATION OR HAS PROCEDURE CODE IS
SUBMISSION/BILLING NOT COMPATIBLE
91028 '(':\'g,\?FFf_FfCEfST vf/)ﬁH 16 ERROR(S) WHICH IS N39 | \WiTH TOOTH
conu NEEDED FOR NUMBER/LETTER.
ADJUDICATION.
DENIED OMIG- THE ATTACHMENT/OTHER
REPORT DOCUMENTATION
SUBMITTED DOES CONTENT RECEIVED DID INCOMPLETE/INVALID
91029 | NOT ADEQUATELY 251 NOT CONTAIN THE N233 | OPERATIVE
DESCRIBE THE CONTENT REQUIRED TO NOTE/REPORT.
PROCEDURE/SERVI PROCESS THIS CLAIM OR
CE PROVIDED SERVICE.
PAYMENT BASED ON
SENIED OMIG.FEE THE FINDINGS OF A
DENED OMSFEE THESE ARE NON- REVIEW
N COVERED SERVICES ORGANIZATION/PROFE
BECAUSE THIS IS NOT SSIONAL
91030 | RESTORATIVE 50 DEEMED A 'MEDICAL NIO | CONSULT/MANUAL

SERVICE/REFER TO
PROVIDER MANUAL
POLICY

NECESSITY' BY THE
PAYER.

ADJUDICATION/MEDIC
AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENIED OMIG- THESE ARE NON-
PROCEDURE IS COVERED SERVICES RESUBMIT A NEW
91031 PART OF 15 BECAUSE THIS IS NOT N517 CLAIM WITH THE
TREATMENT PLAN DEEMED A 'MEDICAL REQUESTED
REQUIRING PRIOR NECESSITY' BY THE INFORMATION.
APPROVAL PAYER.
SERVICE DENIED
DENIED OMIG- BECAUSE PAYMENT
91032 CONFLICTING 96 NON-COVERED M86 ALREADY MADE FOR
PROCEDURE IN CHARGE(S). SAME/SIMILAR
HISTORY PROCEDURE WITHIN
SET TIME FRAME.
DENIED OMIG-
PROCEDURES OR PROCEDURE/TREATMENT
TREATMENT IS NOT HAS NOT BEEN DEEMED
91033 CONSISTENT WITH 56 'PROVEN TO BE
PRESENT EFFECTIVE' BY THE
STANDARDS OF PAYER.
PRACTICE
DENIED OMIG-
DUPLICATE CLAIM DUPLICATE
91034 PENDING IN 18 CLAIM/SERVICE.
SYSTEM
DENIED OMIG- NOT COVERED WHEN
PERFORMED DURING
CLAIM FOR SAME THE SAME
SERVICE NON-COVERED
91035 PREVIOUSLY 96 CHARGE(S). M80 SESSION/DATE AS A
REVIEWED AND PREVIOUSLY
DENIED PROCESSED SERVICE
FOR THE PATIENT.
CLAIM/SERVICE LACKS
:?\IEVI\'IA!EgOMIG- INFORMATION OR HAS MISSING/INCOMPLETE/
91036 COMBINATION OE 16 SUBMISSION/BILLING N75 INVALID TOOTH
TOOTH SURFACE ERROR(S) WHICH IS SURFACE
CODES NEEDED FOR INFORMATION.
ADJUDICATION.
DENIED OMIG- CLAIM/SERVICE LACKS
REQUIRED TOOTH INFORMATION OR HAS
MISSING/INCOMPLETE/
91037 FOR PROCEDURE 16 SUBMISSION/BILLING N37 INVALID TOOTH

CODE
INVALID/INCORREC
T

ERROR(S) WHICH IS
NEEDED FOR
ADJUDICATION.

NUMBER/LETTER.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
DENIED OMIG- CLAIM/SERVICE LACKS
REQUIRED INFORMATION OR HAS MISSING/INCOMPLETE/
91038 | QUADRANT FOR 16 SUBMISSION/BILLING N346 | INVALID ORAL CAVITY
PROCEDURE CODE ERROR(S) WHICH IS DESIGNATION GODE
INVALID/INCORREC NEEDED FOR :
T ADJUDICATION.
CLAIM/SERVICE LACKS
DENIED OMIG- INFORMATION OR HAS MISSING/INCOMPLETE/
91039 IMPROPER NUMBER 16 SUBMISSION/BILLING NT5 INVALID TOOTH
OF SURFACES ERROR(S) WHICH IS SURFACE
INDICATED NEEDED FOR INFORMATION.
ADJUDICATION.
DENIED OMIG-
91040 DUPLICATE CLAIM 18 BEAPM%AETF'EVI CE
IN HISTORY '
THESE ARE NON-
DENIED OMIG- COVERED SERVICES THE NUMBER OF DAYS
OR UNITS OF SERVICE
91041 PROCEDURE 50 BECAUSE THIS IS NOT N362 EXCEEDS OUR
EXCEEDS SERVICE DEEMED A 'MEDICAL ACCEPTABLE
LIMITS NECESSITY' BY THE MAXIMUM
PAYER. '
SERVICE DENIED
DENIED OMIG- BECAUSE PAYMENT
91042 PROCEDURE 96 NON-COVERED MB6 ALREADY MADE FOR
CONFLICTS WITH CHARGE(S). SAME/SIMILAR
PRIOR SERVICE PROCEDURE WITHIN
SET TIME FRAME.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
THE BECAUSE PAYMENT
91043 gﬁﬁ'ﬁg A?'\é"gﬁﬁ@R 97 PAYMENT/ALLOWANCE MS6 ALREADY MADE FOR
IN HISTORY FOR ANOTHER SAME/SIMILAR
SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
PAYMENT IS DENIED
DENIED OMIG- WHEN
91044 LOCATION OF 171 PERFORMED/BILLED BY N428 'F\,'SFIF%OR\KAEERE')EPNV\T’EFSN
SERVICE INVALID THIS TYPE OF PROVIDER PLACE OF SERVICE
FOR PROVIDER IN THIS TYPE OF '
FACILITY.
ggg\l/lzlgEowe- PREVIOUSLY PAID.
PREVIOUSLY PAID PAYMENT FOR THIS
91045 B13 CLAIM/SERVICE MAY

TO PROVIDER OR
TO ANOTHER
PROVIDER

HAVE BEEN PROVIDED IN
A PREVIOUS PAYMENT.

Page 137 of 141
February 25, 2014




NYS Medicaid: Edit Mapping for 835 Ordered by Edit Number

CLAIM REMIT
ADJUSTME ADJUSTMENT REASON ADVICE REMARK CODE
EEL =i PEsEFTen NT REASON | CODE DESCRIPTION REMARK DESCRIPTION
CODE CODE
ANESTHESIA TIME SUBMISSION/BILLING MISSING/INCOMPLETE/
91046 NOT 16 ERROR(S) WHICH IS N203 INVALID ANESTHESIA
SUPPLIED/CALCULA TIME/UNITS
TED INCORRECTLY NEEDED FOR
ADJUDICATION.
DENIED OMIG-UNITS CLAIM/SERVICE LACKS
INFORMATION OR HAS
BILLED SUBMISSION/BILLING MISSING/INCOMPLETE/
91047 INAPPROPRIATE/RE 16 ERROR(S) WHICH IS M53 INVALID DAYS OR
FER TO PROVIDER UNITS OF SERVICE.
MANUAL POLICY NEEDED FOR
ADJUDICATION.
DENIED OMIG- THE PROCEDURE CODE
SPECIALTY IS NOT IS INCONSISTENT WITH $$II:’SE/PPRR%\<}IIDDEERR
91048 WITHIN THE 8 THE PROVIDER N95 SPECIALTY MAY NOT
PROVIDER'S TYPE/SPECIALTY BILL THIS SERVICE
ENROLLMENT (TAXONOMY). ’
THE ATTACHMENT/OTHER
DOCUMENTATION
:?\AEF',\IFIQ%%EOIQMG_ CONTENT RECEIVED DID INFORMATION
91049 COMPLETION OF 251 NOT CONTAIN THE N205 PROVIDED WAS
CLAIM EORM CONTENT REQUIRED TO ILLEGIBLE
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
DENIED OMIG- DOCUMENTATION
ORTHODONTIC CONTENT RECEIVED DID yggy;&ﬁl&ﬁ\gv@gglj
91050 REPORTS 251 NOT CONTAIN THE N225 ERS/NOTES/SUMMARY/
INCOMPLETE OR CONTENT REQUIRED TO REPORT/CHART
MISSING PROCESS THIS CLAIM OR )
SERVICE.
DENIED OMIG-
PROCEDURE CODE CLAIM INFORMATION
CONFLICTS WITH IS INCONSISTENT WITH
91051 PROPOSED 96 NON-COVERED N54 PRE-
TREATMENT PLAN CHARGE(S). CERTIEIED/AUTHORIZE
OR PRIOR D SERVICES
APPROVAL '
REQUEST
DENIED OMIG- ggé&&éﬁ?’:ﬁ%’\g\/ﬁ;HER MISSING
91052 CURRENT 252 REQUIRED TO N29 DOCUMENTATION/ORD
RADIOGRAPHS NOT ADJUDICATE THIS ERS/NOTES/SUMMARY/
SUBMITTED REPORT/CHART.

CLAIM/SERVICE.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
PAYMENT BASED ON
THE FINDINGS OF A
DENIED OMIG- FEE THESE ARE NON- REVIEW
EXCEEDS DOLLAR COVERED SERVICES ORGANIZATION/PROFE
91053 MAXIMUM FOR 50 BECAUSE THIS IS NOT N10 SSIONAL
RADIOGRAPHIC DEEMED A 'MEDICAL CONSULT/MANUAL
SERVICE.REFER TO NECESSITY' BY THE ADJUDICATION/MEDIC
PROVIDER MANUAL PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
DENIED OMIG- CLAIM/SERVICE LACKS
INCORRECT INFORMATION OR HAS MISSING/INCOMPLETE/
91054 LOCATION 16 SUBMISSION/BILLING N37 INVALID TOOTH
(SURFACE, TOOTH, ERROR(S) WHICH IS NUMBER/LETTER
QUAD) INDICATED NEEDED FOR '
ON CLAIM ADJUDICATION.
DENIED OMIG- CLAIM/SERVICE LACKS PROCEDURE CODE
SERVICE DATE INFORMATION OR HAS BILLED IS NOT
91055 BILLED INCORRECT, 16 SUBMISSION/BILLING N56 CORRECT/VALID FOR
REBILL WITH ERROR(S) WHICH IS THE SERVICES BILLED
CORRECT SERVICE NEEDED FOR OR THE DATE OF
DATE ADJUDICATION. SERVICE BILLED.
THE BENEFIT FOR THIS
DENIED OMIG- SERVICE IS INCLUDED IN SERVICE DENIED
CLAIM FOR SAME THE BECAUSE PAYMENT
91056 SERVICE 97 PAYMENT/ALLOWANCE MS6 ALREADY MADE FOR
PREVIOUSLY FOR ANOTHER SAME/SIMILAR
REVIEWED AND SERVICE/PROCEDURE PROCEDURE WITHIN
PAID THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
DENIED OMIG- THE ATTACHMENT/OTHER
INFORMATION ON DOCUMENTATION
DOCUMENTATION CONTENT RECEIVED DID INFORMATION
91057 SUBMITTED IS 251 NOT CONTAIN THE N205 PROVIDED WAS
MISSING OR CONTENT REQUIRED TO ILLEGIBLE
ILLEGIBLE PROCESS THIS CLAIM OR
SERVICE.
SEQ:E:?EI?I"FAIG- THE DATE OF DEATH
91058 13 PRECEDES THE DATE OF
REPORTED AS SERVICE
DECEASED '
AN ATTACHMENT/OTHER
RESUBMIT CLAIM DOCUMENTATION IS MI\?,AS\LTISBQI;%ORMPLETE/
91059 WITH MEDICARE 252 REQUIRED TO N4 INSURANCE

EOMB ATTACHMENT

ADJUDICATE THIS
CLAIM/SERVICE.

CARRIER(S) EOB.
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON | ADVICE | REMARK CODE
EDITNO. | EDIT DESCRIPTION | \+ EASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
MEDICARE PART C BASED ON THE FINDINGS NOT COVERED
01060 | REQUIRES 216 S 117 | UNLESS SUBMITTED
ELECTRONIC CLAIM AN VIA ELECTRONIC
SUBMISSION CLAIM.
THE BENEFIT FOR THIS
SERVICE IS INCLUDED IN SERVICE DENIED
SERVICE THE BECAUSE PAYMENT
o105, | PREVIOUSLY PAID o PAYMENT/ALLOWANCE s | ALREADY MADE FOR
ON MEDICARE FOR ANOTHER SAME/SIMILAR
CROSSOVER SERVICE/PROCEDURE PROCEDURE WITHIN
THAT HAS ALREADY BEEN SET TIME FRAME.
ADJUDICATED.
THIS CLAIM HAS BEEN
DENIED WITHOUT
DENIED OMIG- AN ATTACHMENT/OTHER REVIEWING THE
REQUESTED MEDICAL RECORD
DOCUMENTATION IS
91062 | LABORATORY 252 REQUIRED TO N102 | BECAUSE THE
INVOICE/SLIPS OR REQUIRED 1O 1 REQUESTED
DOCUMENTS el RECORDS WERE NOT
MISSING : RECEIVED OR WERE
NOT RECEIVED
TIMELY.
DENIED OMIG- %ﬁé“éﬁi?l\gﬁ%'&’fg CLAIM INFORMATION
PROCEDURE e or e IS INCONSISTENT WITH
91063 | BILLED NOT WITHIN 16 S RROR() WHICH 1S N54 | PRE-
DOH ISSUED PRIOR =RROR(S) WF CERTIFIED/AUTHORIZE
APPROVAL DATES NS D SERVICES.
PAYMENT BASED ON
THE FINDINGS OF A
THESE ARE NON- REVIEW
E,’E'T\'I'gﬁTOV'\I"é?T'g'O COVERED SERVICES ORGANIZATION/PROFE
01064 | DORING 50 BECAUSE THIS IS NOT N1 | SSIONAL
R T DEEMED A 'MEDICAL CONSULT/MANUAL
QUARTER NECESSITY' BY THE ADJUDICATION/MEDIC
PAYER. AL ADVISOR/DENTAL
ADVISOR/PEER
REVIEW.
DENIED OMIG-
RESTRICTED SERVICES NOT
RECIPIENT, AUTHORIZED BY
91065 | SERVICE NOT 243 NETWORK/PRIMARY CARE
PROVIDED/ORDERE N DVORE
D BY PRIMARY :
DENTIST
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CLAIM REMIT
ADJUSTME | ADJUSTMENT REASON ADVICE REMARK CODE
EDIT NO. EDIT DESCRIPTION NT REASON | CODE DESCRIPTION REMARK | DESCRIPTION
CODE CODE
THE ATTACHMENT/OTHER
DOCUMENTATION
:?\AEF',\IFIQ%%EOIQMG_ CONTENT RECEIVED DID INFORMATION
91066 COMPLETION OF 251 NOT CONTAIN THE N205 PROVIDED WAS
CLAIM EORM CONTENT REQUIRED TO ILLEGIBLE
PROCESS THIS CLAIM OR
SERVICE.
THE ATTACHMENT/OTHER
DENIED OMIG- DOCUMENTATION INCOMPLETE/INVALID
CONTENT RECEIVED DID
INCOMPLETE DOCUMENTATION/ORD
91067 251 NOT CONTAIN THE N225
TREATMENT ERS/NOTES/SUMMARY/
RECORD CONTENT REQUIRED TO REPORT/CHART
PROCESS THIS CLAIM OR '
SERVICE.
DENIED OMIG -
PREPAID CHARGES ARE COVERED
91068 CAPITATION o4 UNDER A CAPITATION
RECIPIENT, AGREEMENT/MANAGED
SERVICE COVERED CARE PLAN.
WITHIN PLAN
THE ATTACHMENT/OTHER
DENIED OMIG- DOCUMENTATION
RADIOGRAPHS NOT CONTENT RECEIVED DID IIZI)\IOCCC:)SAI\/TIIE_I\EI:II:,E'/I!II\]OVI\'IA;SSD
91069 PROPERLY 251 NOT CONTAIN THE N225 ERS/NOTES/SUMMARY/
MOUNTED/DATED/L CONTENT REQUIRED TO REPORT/CHART
ABELED PROCESS THIS CLAIM OR '
SERVICE.
DENIED OMIG- THE ATTACHMENT/OTHER
NUMBER OF DOCUMENTATION
RADIOGRAPHS THE SUPPORTING
CONTENT RECEIVED DID
SUBMITTED DOCUMENTATION
91070 251 NOT CONTAIN THE N206
UNEQUAL TO DOES NOT MATCH THE
NUMBER CONTENT REQUIRED TO CLAIM
PROCESS THIS CLAIM OR
REFLECTED IN SERVICE
RECORD/CLAIM '
DENIED OMIG- THE RENDERING
91071 PROVIDER NOT 185 PROVIDER IS NOT

AUTHORIZED FOR
CONTINUED CARE

ELIGIBLE TO PERFORM
THE SERVICE BILLED.
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