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Introduction 
Effective with dates of service October 1, 2002, billing and payment guidelines have changed for 
Medicaid claims when Medicare Part B is the recipient’s primary payer.  For any recipient with Medicare 
Part B coverage in addition to Medicaid coverage, providers must file claims directly to Medicare and 
receive Medicare payment or denial before submitting the claim to Medicaid.  Claims filed to Medicare 
will no longer be crossed over automatically to Medicaid for payment.  Once the provider receives the 
Medicare voucher, the provider is required to submit a claim for those Medicaid covered services directly 
to Medicaid indicating the Medicare payment as a third party payment on the claim form.  These claims 
are referred to as Medicare TPL claims.  Claims can be submitted to Medicaid either electronically or on 
paper. 
 
The Balanced Budget Act of 1997 permits states to limit payment for dually eligible recipients 
(Medicare/Medicaid eligible) to no more than Medicaid’s maximum allowable rate.  The Division of 
Medical Assistance (DMA) is implementing this change to ensure that all claims, including claims for 
Medicaid recipients who have Medicare as the primary payer, are processed based on Medicaid editing, 
auditing, and pricing, and that services rendered to dually eligible recipients are reimbursed at the same 
rate as services rendered to straight Medicaid fee-for-service recipients. 
 
This change impacts Medicaid medical policies, procedures and billing guidelines for institutional, 
professional, and dental claims (UB-92, CMS-1500, and ADA) filed to Medicaid. 
 
 
Medical Policy 
The following medical policies have been affected by this change. 
 
Copayments 
Services covered by Medicare and Medicaid are not subject to a Medicaid copayment.  However, if 
Medicare denies the service and the provider submits the claim to Medicaid, the recipient may be 
responsible for the approved Medicaid copayment.  Refer to the Basic Medicaid handout for additional 
information on copayments. 
 
Carolina ACCESS (CA) Primary Care Providers (PCPs) 
When the recipient is enrolled in Carolina ACCESS – as indicated on the Medicaid identification (MID) 
card – and the recipient is also eligible for Medicare, the provider is responsible for obtaining a Carolina 
ACCESS referral.  Enter the referral number in block 19 of the CMS-1500 claim form or form locator 
83B on the UB-92 claim form as appropriate. 
 
Prior Approval 
Medicaid does not require prior approval for any service that is covered by Medicare.  However, if 
Medicare denies a service and Medicaid requires prior approval, the provider must obtain prior approval. 
 
24-Visit Limitation 
Dually eligible recipients are now subject to Medicaid’s 24-visit limit per state fiscal year (July 1 through 
June 30).   
 
Hysterectomy, Sterilization, and Abortion Consents/Statements  
Medicaid requires providers to submit hysterectomy and sterilization consent forms, as well as abortion 
statements in order to receive reimbursement for these services for dually eligible recipients.  Forms must 
be mailed to the address listed on the form. 
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Eligibility 
With the implementation of this change, it is imperative that providers refer to the recipient’s MID card to 
determine if the recipient is enrolled with Medicare as a primary insurance.   
 
 
Blue Medicaid Identification (MID) Card 
The words Medicare A, Medicare B, or Medicare A&B will appear in the insurance data block on the blue 
MID card.  Refer to the example below. 
 
The blue MID card indicates the recipient is eligible for all covered Medicaid services.  The card 
identifies the casehead of the family and all other eligible persons in the family.  Each eligible family 
member has a specific recipient MID number.  Family members are only eligible for Medicaid if their 
name and MID number appear on the card.  If the recipient's card is marked “Prepaid Healthplan” or 
“HMO Enrollee,” contact the provider listed on the card before providing services, except in an 
emergency. 
 
For Carolina ACCESS (CA) recipients, the blue MID card indicates the name of the CA primary care 
provider (PCP), the provider's address, and the daytime and after-hours telephone numbers.  "Carolina 
ACCESS Enrollee" appears above the recipient's address.  The service provider must contact the CA PCP 
whose name appears on the MID card to receive a Carolina ACCESS referral prior to providing services.  
Each CA enrollee in a family receives a separate MID card.  
 
For recipients enrolled in a Medicaid HMO, the blue MID card indicates the name of the HMO, the 
HMO’s address, member services telephone number, and 24-hour medical advice line telephone number. 
 
 
Example of Blue MID Card 
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Buff MEDICARE-AID ID Card 
The buff-colored MEDICARE-AID ID card, referred to as the Medicare Qualified Beneficiary (MQB-Q 
class) card, indicates the recipient is eligible for the MEDICARE-AID program.  If both Medicare and 
Medicaid allow the service, Medicaid will pay the difference between the Medicare cost-sharing amounts 
and the Medicaid maximum allowable for the service.  If Medicare denies the service, Medicaid will also 
deny.  Recipients with a buff MEDICARE-AID ID card are not eligible to enroll in Medicaid Managed 
Care programs. 
 
 
Example of Buff MEDICARE-AID ID Card 
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Billing the Recipient 
A Medicaid recipient may be billed for services, including the Medicare cost sharing amounts, under the 
following conditions: 
•  The recipient does not present a Medicaid identification (MID) card showing eligibility for that 

date of service. 
•  The provider does not accept the recipient as a Medicaid patient and informs the recipient prior to 

rendering the service.  The recipient agrees to be billed as private pay.  
•  The provider may bill a patient accepted as a Medicaid patient for allowable Medicaid 

deductibles or copayments. 
•  The service is non-covered by Medicaid and the provider informs the recipient prior to rendering 

the service.  The recipient agrees to be billed as private pay.  
•  The recipient exceeds the 24-visit limit for provider visits for the state fiscal year (July 1 through 

June 30). 
•  The recipient has MEDICARE-AID (MQB-Q) coverage and the service is non-covered by 

Medicare.  MQB-Q recipients receive a buff MEDICARE-AID card. 
•  The patient is no longer eligible for Medicaid as defined in 10 NCAC 50B. 
 
 
Billing Guidelines 
The list of Medicare noncovered services published in the draft version of this Special Bulletin is not 
included in the final version.  When a claim is denied by Medicare as noncovered, providers may file the 
claim electronically to Medicaid.  If Medicaid denies the claim with an EOB indicating that the claim 
must be filed to Medicare first, providers must resubmit the claim to Medicaid on paper with the 
Medicare voucher and a Medicaid Resolution Inquiry form attached (see page 33 for a copy of the form).  
Refer to the following instructions for how to bill for services provided to dually eligible recipients.   
 
CMS-1500 Claim Forms   
Refer to pages 8 through 13 for examples of claims filed on the CMS-1500 claim form. 
 
Example 1:  Medicare/Medicaid Only 
When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must 
enter the Medicare payment amount including penalties and outpatient psychiatric reduction in block 29.  
Medicaid deducts the Medicare payment amount from the Medicaid maximum allowable amount and the 
difference is paid to the provider.  These claims can be filed electronically. 
 
Payment Calculation 
Procedure Code Medicaid Allowable 
99214  $70.81 
G0001  $  4.06 
Total Medicaid Allowed =  $74.87 
 
Total Medicare Payment (block 29) = $78.81 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$74.87 - $78.81 = less than zero 
 
Therefore, the provider is paid zero by Medicaid. 
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Example 2:  Medicare/TPL/Medicaid 
When the recipient has both Medicare and Medicaid coverage, and another insurance primary to 
Medicaid, the provider must total both the Medicare payment and the commercial insurance payment and 
enter the total payment amount including penalties and outpatient psychiatric reduction in block 29.    
Medicaid deducts the total amount from the Medicaid maximum allowable amount and the difference is 
paid to the provider.  The provider must submit a paper claim with both the Medicare voucher and the 
commercial insurance voucher attached.   
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
E0260  $138.73 
Total Medicaid Allowed =  $138.73 
 
Total Medicare/TPL Payment (block 29) = $106.53 
 
Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider 

$138.73 - $106.53 = $32.20 
 
Therefore, the provider is paid $32.20 by Medicaid. 
 
 
Example 3:  Medicare Non-Covered Services 
When a claim is denied by Medicare as noncovered, providers may file the claim electronically to 
Medicaid.  If Medicaid denies the claim with an EOB indicating that the claim must be filed to Medicare 
first, providers must resubmit the claim to Medicaid on paper with the Medicare voucher and a Medicaid 
Resolution Inquiry form attached.  Medicaid will review the denial to determine if Medicaid will pay the 
claim.   
 
Payment Calculation 
Procedure Code Medicaid Allowable 
92015  $61.23 
Total Medicaid Allowed =  $61.23 
 
Total Medicare Payment (block 29) =  $  0.00 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$61.23 - $0.00 = $61.23 
 
Therefore, the provider is paid $61.23 by Medicaid. 
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Example 4:  Medicare Non-Covered and TPL Payment 
When a recipient has Medicare, commercial insurance, and Medicaid coverage, and the claim is denied by 
Medicare as noncovered, providers may file the claim electronically to Medicaid.  If Medicaid denies the 
claim with an EOB indicating that the claim must be filed to Medicare first, providers must resubmit the 
claim to Medicaid on paper with the commercial insurance payment amount entered in block 29, and the 
Medicare voucher and a Medicaid Resolution Inquiry form attached.  Medicaid will review the denial to 
determine if Medicaid will pay the claim.   
 
Payment Calculation 
Procedure Code Medicaid Allowable 
99396  $92.72 
Total Medicaid Allowed =  $92.72   
 
Total TPL Payment (block 29) = $83.21 
 
Total Medicaid allowed - Total TPL payment = Total Medicaid pays to the provider 

$92.72 - $83.21 = $9.51 
 
Therefore, the provider is paid $9.51 by Medicaid. 
 
 
Example 5:  Medicare Paid and TPL Non-Covered 
When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial 
insurance denies the service, the provider must submit a paper claim with the Medicare payment amount 
including penalties and outpatient psychiatric reduction in block 29 with the commercial insurance denial 
attached to the claim. 
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
E1390  $209.50 
Total Medicaid Allowed = $209.50 
 
Total Medicare Payment (block 29) = $167.60 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$209.50 - $167.60 = $41.90 
 
Therefore, the provider is paid $41.90 by Medicaid. 
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Example 6:  Medicare Applies 100 Percent of Payment Towards the Deductible 
When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the 
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the 
Medicare voucher attached to the claim.  The claim will then pay up to the Medicaid allowable. 
 
Payment Calculation 
Procedure Code Medicaid Allowable 
99213  $  45.05 
Total Medicaid Allowed =  $  45.05 
 
Total Medicare Payment (block 29) = $0.00, Medicare voucher must be attached to the claim 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$45.05 - $0.00 = $45.05 
 
Therefore, the provider is paid $45.05 by Medicaid. 
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UB-92 Claim Forms 
Refer to pages 17 through 22 for examples of claims filed on the UB-92 claim form. 
 
Example 1: Medicare/Medicaid Only 
When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must 
enter the Medicare payer code in form locator 50 and Medicare payment amount including penalties and 
outpatient psychiatric reduction in form locator 54A.  Medicaid will deduct the Medicare payment from 
the Medicaid maximum allowable amount and the difference is paid to the provider.  These claims can be 
filed electronically. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $120.00 
 
Total Medicare Payment (form locator 54) = $40.00 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$120.00 - $40.00 = $80.00 
 
Therefore, the provider is paid $80.00 by Medicaid. 
 
 
Example 2:  Medicare/TPL/Medicaid 
When the recipient has Medicare, commercial insurance, and Medicaid coverage, the provider must enter 
the Medicare payer code in form locator 50 and the Medicare payment amount including penalties and 
outpatient psychiatric reduction in form locator 54A.  The provider must also enter the commercial 
insurance payer code in form locator 50B and other insurance payment amounts in form locator 54B.  
Medicaid will deduct the sum of both payments from the Medicaid maximum allowable amount and pay 
the difference to the provider.  These claims can be filed electronically. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $110.00   
 
Total Medicare/TPL Payment (form locator 54) = $46.26 + $57.65 = $103.91 
 
Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider 

$110.00 - $103.91 = $6.09 
 
Therefore, the provider is paid $6.09 by Medicaid. 
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Example 3: Medicare Non-Covered Services 
When the recipient has both Medicare and Medicaid coverage and Medicare denies the claim, the 
provider must enter condition code 89 in form locator 24.  These claims can be filed electronically. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $400.00   
 
Total Medicare Payment (form locator 54) = $0.00 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$400.00 - $0.00 = $400.00 
 
Therefore, the provider is paid $400.00 by Medicaid. 
 
 
Example 4:  Medicare Non-Covered and TPL Payment 
When the recipient has Medicare, commercial insurance, and Medicaid coverage and Medicare does not 
make a payment, the provider must enter condition code 89 in form locator 24.  The provider must also 
enter the commercial insurance payer code in form locator 50B and other insurance payment amount in 
form locator 54B.  Medicaid will deduct the TPL payment amount from the Medicaid payment amount 
and pay the balance to the provider.  These claims can be filed electronically. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $300.00 
 
Total Medicare/TPL Payment (form locator 54) = $0.00 + $130.00 = $130.00 
 
Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider 

$300.00 - $130.00 = $170.00 
 
Therefore, the provider is paid $170.00 by Medicaid. 
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Example 5:  Medicare Paid and TPL Non-Covered 
When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial 
insurance denies the service, the provider must enter occurrence code 24 or 25 in form locator 32 with the 
date of the insurance denial.  The provider must also enter the Medicare payer code in form locator 50A 
and the Medicare payment amount including penalties and outpatient psychiatric reduction in form 
locator 54A.  Medicaid will deduct the Medicare payment amount from the Medicaid payment amount 
and pay the balance to the provider.  These claims can be filed electronically. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $320.00   
 
Total Medicare/TPL Payment (form locator 54) = $150.00 + $0.00 = $150.00 
 
Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider 

$320.00 - $150.00 = $170.00 
 
Therefore, the provider is paid $170.00 by Medicaid. 
 
 
Example 6:  Medicare Applies 100 Percent of Payment Towards the Deductible 
When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the 
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the 
Medicare voucher attached to the claim.   The claim will then pay up to the Medicaid allowable. 
 
Payment Calculation 
Total Medicaid Allowed (based on provider RCC x .80) = $250.00   
 
Total Medicare Payment (form locator 54) = $0.00, Medicare voucher must be attached to the claim. 
 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$250.00 - $0.00 = $250.00 
 
Therefore, the provider is paid $250.00 by Medicaid. 
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ADA Claim Forms 
Refer to pages 26 through 31 for examples of claims filed on the ADA claim form. 
 
Example 1:  Medicare/Medicaid Only 
When the recipient has both Medicare and Medicaid coverage and no other insurance, the provider must 
enter the Medicare payment amount including penalties and outpatient psychiatric reduction in field 59 in 
the block labeled “Payment by other plan.”  Medicaid deducts the Medicare payment amount from the 
Medicaid maximum allowable amount and the difference is paid to the provider.  These claims can be 
filed electronically. 
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
11440  $112.36 
Total Medicaid Allowed =  $112.36 
 
Total Medicare Payment (field 59) = $117.98 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$112.36 - $117.98 = Less than zero 
 
Therefore, the provider is paid zero by Medicaid. 
 
 
Example 2:  Medicare/TPL/Medicaid 
When the recipient has both Medicare and Medicaid coverage and another insurance primary to 
Medicaid, the provider must total both the Medicare payment and the commercial insurance payment and 
enter the total payment amount including penalties and outpatient psychiatric reduction in field 59 in the 
block labeled “Payment by other plan.”  Medicaid deducts the total payment amount from the Medicaid 
maximum allowable amount and the difference is paid to the provider.  The provider must submit a paper 
claim with both the Medicare voucher and the commercial insurance voucher attached.   
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
11441  $142.55 
Total Medicaid Allowed =  $142.55 
 
Total Medicare/TPL Payment (field 59) = $166.45 
 
Total Medicaid allowed - Total Medicare/TPL payment = Total Medicaid pays to the provider 

$142.55 - $166.45 = Less than zero 
 
Therefore, the provider is paid zero by Medicaid. 
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Example 3:  Medicare Non-Covered Services 
When a claim is denied by Medicare as noncovered, providers may file the claim electronically to 
Medicaid.  If Medicaid denies the claim with an EOB indicating that the claim must be filed to Medicare 
first, providers must resubmit the claim to Medicaid on paper with the Medicare voucher and a Medicaid 
Resolution Inquiry form attached.  Medicaid will review the denial to determine if Medicaid will pay the 
claim.   
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
D2933  $104.88 
D0120  $  23.07 
Total Medicaid Allowed =  $127.95 
 
Total Medicare Payment (field 59) = $0.00 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$127.95 - $0.00 = $127.95 
 
Therefore, the provider is paid $127.95 by Medicaid. 
 
 
Example 4:  Medicare Non-Covered and TPL Payment 
When a recipient has Medicare, commercial insurance, and Medicaid coverage and the claim is denied by 
Medicare as noncovered, providers may file the claim electronically to Medicaid.  If Medicaid denies the 
claim with an EOB indicating that the claim must be filed to Medicare first, providers must resubmit the 
claim to Medicaid on paper with the commercial payment amount entered in field 59 in the block labeled 
“Payment by other plan” and the Medicare voucher and a Medicaid Resolution Inquiry form attached.  
Medicaid will review the denial to determine if Medicaid will pay the claim.   
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
D3330  $330.36 
D2336  $  71.60 
D2336  $  71.60 
Total Medicaid Allowed =  $473.56 
 
Total TPL Payment (field 59) = $1,576.00 
 
Total Medicaid allowed - Total TPL payment = Total Medicaid pays to the provider 

$473.56 - $1,576.00 = Less than zero 
 
Therefore, the provider is paid zero by Medicaid. 
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Example 5:  Medicare Paid and TPL Non-Covered 
When the recipient has Medicare, commercial insurance, and Medicaid coverage and the commercial 
insurance denies the service, the provider must submit a paper claim with the Medicare payment amount 
including penalties and outpatient psychiatric reduction in field 59 in the row labeled “Payment by other 
plan” with the commercial insurance denial attached to the claim. 
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
21240  $869.68 
Total Medicaid Allowed =  $869.68 
 
Total Medicare Payment (field 59) = $913.16 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$869.68 - $913.16 = Less than zero 
 
Therefore, the provider is paid zero by Medicaid. 
 
 
Example 6:  Medicare Applies 100 Percent of Payment Towards the Deductible 
When the recipient has both Medicare and Medicaid coverage and Medicare applies 100 percent of the 
Medicare allowable toward the Medicare deductible, the provider must submit a paper claim with the 
Medicare voucher attached to the claim.   The claim will then pay up to the Medicaid allowable. 
 
Payment Calculation 
Procedure Code  Medicaid Allowable 
D7920  $345.03   
Total Medicaid Allowed =  $345.03 
 
Total Medicare Payment (field 59) = $0.00, Medicare voucher must be attached to the claim. 
 
Total Medicaid allowed - Total Medicare payment = Total Medicaid pays to the provider 

$345.03 - $0.00 = $345.03 
 
Therefore, the provider is paid $345.03 by Medicaid. 
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Medicaid Claim Resolution Inquiries 
Instructions for Completing the Medicaid Resolution Inquiry Form 
The Medicaid Resolution Inquiry form is used only to submit claims for time limit overrides, TPL 
overrides, and other claims requiring overrides prior to processing (e.g., Medicare Part A, Medicare Part 
B, etc.).  Send the completed form along with the claim, copies of the Remittance and Status Reports 
(RAs), and any other related information to the address listed on the form.  
 
Include the following information on the form: 
1. Provider number – indicate the billing provider number. 

2. Provider name and address – indicate the billing provider name and address. 

3. Recipient name – enter the recipient’s name exactly as it appears on the MID card. 

4. Recipient ID – enter the recipient ID as it appears on the MID card. 

5. Date of Service – indicate the specific date(s) of service. 

6. Claim number – indicate the internal control number (ICN) if the claim was previously processed. 

7. Billed amount – enter the total amount billed on the claim. 

8. Paid amount – enter the amount paid on the original claim (if applicable). 

9. RA date – enter the date the original claim was paid (if applicable). 

10. Specific reason for inquiry – this is the area to note your request, such as time limit override, or 
TPL and Medicare overrides.  This space is also used to indicate any attachments such as RAs, 
medical records, TPL or Medicare insurance vouchers, etc. 

11. Signature of sender. 

12. Date – indicate the date the adjustment request is submitted (mailed). 

13. Phone number – indicate the area code and telephone number of the person completing form. 
 
Refer to page 29 for a copy of the Medicaid Resolution Inquiry form.  The form is also available on 
DMA’s website at http://www/dhhs.state.nc.us/dma.  
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MEDICAID RESOLUTION INQUIRY  
MAIL TO: 
EDS PROVIDER SERVICES 
P O BOX 300009 
RALEIGH, NC  27622 
 
Please Check: � Claim Inquiry � Medicare Override �Time Limit Override �Third Party 
Override 
 
NOTE: PLEASE USE THIS FORM FOR OVERRIDES AND INQUIRIES ONLY.  
  CLAIM, RAs, AND ALL RELATED INFORMATION MUST BE ATTACHED. 
 ADJUSTMENTS WILL NOT BE PROCESSED FROM THIS FORM. 
 

Provider Number:    

Provider Name and Address:    

    

Patient’s Name:     Recipient ID:  ______________________________  

Date of Service:  From:   / /   to   / /  Claim Number:  _____________________________  

Billed Amount:    Paid Amount:    RA Date:  ____________________  
 

Please Specify Reason for Inquiry Request: 

 

 

 

 

 

 

Signature of Sender:  Date:   Phone #: 

 

TO BE USED BY EDS ONLY 

Remarks: 
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Remittance and Status Reports 
Changes have been made to the location of crossover claims listed on the Remittance and Status Report 
(RA).  Medicare Part B claims filed on the CMS-1500 claim form with dates of service on or after 
October 1, 2002 are no longer listed under the Paid Claims Professional Crossovers or Denied Claims 
Professional Crossovers sections of the RA.  These claims are now listed under the Paid Claims Medical 
or Denied Claims Medical sections.   
 
Medicare Part B claims filed on the UB-92 claim form with dates of service on or after October 1, 2002 
no longer appear under the Paid Claims Outpatient Crossovers or Denied Claims Outpatient Crossovers 
sections.  These claims are now listed under Paid Claims Outpatient or Denied Claims Outpatient 
sections. 
 
Medicare Part B claims filed on the ADA claim form with dates of service on or after October 1, 2002 no 
longer appear under the Paid Claims Dental Crossovers or Denied Claims Dental Crossovers sections.  
These claims are now listed under Paid Claims Dental or Denied Claims Dental sections. 
 
The RA also shows the complete payment amount for both Medicare and commercial insurance on the 
TPL= footer of the claim information section.  Refer to page 35 and 36 for examples of these changes.   
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NORTH CAROLINA MEDICAID   
REMITTANCE AND STATUS REPORT  

               
               
 PROVIDER NUMBER 7700000 REPORT SEQ. NUMBER  DATE 10/01/2002 PAGE 2  

NAME SERVICE DATE DAYS PROCEDURE/ACCOMODATION/DRUG TOTAL NON TOTAL PAYABLE PAYABLE OTHER PAID EXPLA- 
RECIPIENT  FROM TO OR CODE AND DESCRIPTION  BILLED ALLOWED ALLOWED CUTBACK CHARGE DEDUCTED AMOUNT NATION 

ID     UNITS                 CHARGES   CODES 
                             
   Paid Claims              
   Medical              
RECIPIENT JOE  A CO=92 RCC= CLAIM NUMBER= 252002001001001NCXIX        

900000000k       MED REC= 123456   ATTN PROV= 7700000 
NCXIX 10302002     10302002 1  B  E0260 HOSPI BED W/ANY 160 00 40 00 120 00 00    120 00 10653 13 47 97
                 
DEDUCTBLE= .00PAT LIAB= .00CO PAY= .00     TPL= 106.53 160 00 40 00 120 00 00    120 00 10653 13 47  
ORIGINAL BILLED AMOUNT= 160.00ORIGINAL DETAIL COUNT = 1 TOTAL FINANCIAL PAYERS= 1     
                 
                 
                 
                 
 
 
 

RECIPIENT, JOE
123 ANY STREET 
ANY CITY, NC         12345 
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PROVIDER NUMBER REPORT SEQ. NUMBER DATE 10/01/2002 PAGE 2
NAME DAYS TOTAL NON TOTAL PAYABLE PAYABLE OTHER PAID EXPLA-

RECIPIENT FROM TO OR BILLED ALLOWED ALLOWED CUTBACK CHARGE DEDUCTED AMOUNT NATION
ID UNITS CHARGES CODES

Denied Claims 
Medical

RECIPIENT JOE  A CO=92 RCC= CLAIM NUMBER= 252002001001001NCXIX
900000000k MED REC= 123456 ATTN PROV= 7700000

NCXIX 1  B  E0260 HOSPI BED W/ANY 160 00 40 00 120 00 00 00 00 00 68

DEDUCTBLE= .00 PAT LIAB= .00 CO PAY= .00     TPL= .00 160 00 40 00 120 00 00 00 00 00
ORIGINAL BILLED AMOUNT= 160.00 ORIGINAL DETAIL COUNT = 1 TOTAL FINANCIAL PAYERS= 1

10302002     10302002

CODE AND DESCRIPTION 

NORTH CAROLINA MEDICAID
REMITTANCE AND STATUS REPORT

7700000
SERVICE DATE PROCEDURE/ACCOMODATION/DRUG

RECIPIENT, JOE
123 ANY STREET
ANY CITY, NC         12345
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North Carolina Medicaid Program Automated Voice Response System 

24 Hours Per Day   
1-800-723-4337 

Except 1:00 a.m. to 5:00 a.m. on the 1st, 2nd, 4th, & 5th Sunday,  
and 1:00 a.m. to 7:00 a.m. on the 3rd Sunday 

 
The Automated Voice Response (AVR) system allows enrolled providers to readily access detailed information 
pertaining to the North Carolina Medicaid program.  Using a touch-tone telephone, providers may inquire about the 
following: 
 
� Current Claim Status � Checkwrite Information � Drug Coverage Information 
� Procedure Code Pricing � Prior Approval Information � Recipient Eligibility Verification 
� Hospice Participation � Refraction Benefit Limitation � Dental Benefit Limitations 
� Managed Care Enrollment  

(Carolina ACCESS or HMO) 
 
Refer to the following transaction codes and information before placing your call.  (Note:  Providers will be allowed 
up to 15 transactions per call.) 
 
Transaction Description Required Information 

 
1 Verify Claim Status Provider number, MID, “FROM DOS,” total billed amount 
2 Checkwrite Information Provider Number 
3 Drug Coverage Provider Number, Drug Code, and DOS 
4 Procedure Code Pricing and 

Modifier Information 
Provider Number, Procedure Code, Type of Treatment Code or 
Modifier Code 

5 Prior Approval Provider Number, Procedure Code, Type of Treatment Code or 
Modifier Code and MID 

6 Recipient Eligibility and 
Coordination of Benefits and 
Managed Care Status 

Provider Number, MID or SSN#, DOS, and “FROM DOS” 
 
Note:  Response includes: HMO or Carolina ACCESS PCP Name, 
Phone Number 

7 Sterilization Consent or 
Hysterectomy Statement 

Provider Number, MID, and DOS 
 

9 To Repeat Options 1-7  
 
Quick Keys Are No Longer Valid 
 
Alphabetic Data Table 
The following table is a reference for using alphabetic data.  Use the numeric codes to identify the letters necessary.  
Be sure to place an * before entering the numeric codes. 
 
A- *21 E- *32 I- *43 M- *61 Q- *11 U- *82 Y- *93 
B- *22 F- *33 J- *51 N- *62 R- *72 V- *83 Z- *12 
C- *23 G- *41 K- *52 O- *63 S- *73 W- *91  
D- *31 H- *42 L- *53 P- *71 T- *81 X- *92  
 
The alphabetic code is represented by two digits.  The first digit is the sequential number of the telephone keypad 
where the alphabetic character is located.  The second digit is the position of the alphabetic character on the key.  
For example, “V” is on key #8 in the third position, thus 83.   
 

Note:  Refer to the July 2001 Medicaid Special Bulletin for detailed instructions.  This Special Bulletin can also be 
accessed through the Internet on DMA’s website at http://www.dhhs.state.nc.us/dma. 
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