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Please note that you will have to be signed up to transmit EDI Midwest commercia claims before you can
transmit secondary claims for commercial carriers. In this example, the commercial payer isthe line of
business (LOB) being billed. This example shows how you would report a secondary claim with
adjustment amounts at the line level instead of the claim level. Y ou will need to verify with the secondary
payer to determine if you need to report the adjustment amounts at the claim or the line levels.

Example of a Professional Secondary Claim
For L OB other than Medicare

Processed at ServicelLine Levd

The L OB selected will be the line of business you are submitting to for this claim.

Under the Patient Info & General tab: Must select Y for COB.

Profession.. Claim Form

Patiert Info & General | Ingured Informationl Billing Lire Itemsl Ext. Patient;"GeneraII Ext. Pat/Gen [2]| Ext. Paperdnsured

LOB |

2 - Patient Last Mame

Billing Provider |123458

First Hame

Ml Gen 3 - Bithdate

26 - Patient Cantrol Mo, [123
8- Pat Status

Sex M5 ES

Death
55 Ind

12 Legal
S0OF  Rep.

x|

[ooE [ianE | [parmnsez [ [sfrw [ e W
5 - Patient Address 1 Patient Address 2 Patient City State  PatientZip Country  Patient Phone
[1234 TEST 5T | |TESTCITY [ks [rzaas_ | -
10 - Patient Condition Felated To ROl ROl Date  Other Ing. 14 - Date/Ind of Current 15 - First Date 16 - UTw /Dizability D ates & Tupe

Employment [N
17 - Rieferring Phys Mame [Last/Org, First,

accident [N [y [01/01/2004

=

Il Suffiz]

17a - Referning Phys |Ds/Types

A4

L

=

13 - Reserved For

I

Local Use

18 - Hospitalization D ates

_f_

tol___

20 - Outside Lab/Chgs

=

- —

i} I__

22 - Medicaid Resubmission Code & Fef Mo

v [ oo

25 -Fed. Tax 1D |481 234567 SSMAE

INJE

27 - Provider Accepts Assignment? IA_

31 - Provider SOF [Y Date [01/01/2005  Faciiy? [ Dental? | COB? [v Frequency [ 33b-GAP No. [T23450

333 - PIN Mo I

T

Save |

LCloze |

Click on Insured I nfor mation tab.

Professional Claim Form x|

Patient Info & General  Insured Information I Billing Line ltems I Ewt. Patient/General I Ext. Pat/Gen [2] I Ext. Papernzured I
=]

Sub  PayerlD Payer Hame Inzured's |0 P.Rel Inzured's Last Mame First Mame Ml Gen
C[47163 [BCBS OF KaNSAS [<sB123456783 [13~ [poE [N [F ]
[112345 [RETHA 4567351232, [12 [DoE [1AHE [

)| | | [ ] | [

13
Birthdatz  Sex Sig ACE Inzured's Address 1 Inzured's Address 2 Inzured's City State Zip

[mizansse M [B [v [1234 TEST wiy [ [TEsT oY [ks [123a5___
[317A530 [F B [ [1234 TEST wikv [ [TEsTOTY [k [123a5
| [ [ [ E—
Country  Insured's Phone  ESC Ermployer Mame Group Mame Group Mumber

&l

Clear Payer |

Clear Payer |

_I_I_I

(-
|I_
[

|
[
[

Clear Paper |

Save

| LCancel |
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Enter Primary Payer information on thefirst line. Enter the Secondary Payer information on the second
line--this will be the payer being billed for the services.

NOTE: Thecheck mark in the second Sub box will automatically populate once the claim has been
saved.

Click on Billing Line Items tab.

Professional Claim Form X|

Fatient Info & General I Insured Information  Billing Line ltems I Ext. Patient/General I Ext. Pat/Gen (2] I Ext. Payer/lnsured I

Line Item Details | Estended Details (Line 1) | Ext Details 2 [Line 1) | Ext Details 3 (Line 1] | MSP/COE (Line 1] |

Disgnosis Codes 1 -8 [7335 | | | | | | |
24a - Service Dates 24b 24c 24d  24d - Modifiers = 24e 24f 240 24h 24
LM From Thiru PS EMG Proc 1 2 Criagnosis Charges Unlts EP FF AT Hendenng Phys.

1 [to/mivzo0s [rvonzoos [on [ sz [ [
2 77 I—f—f— [ [T ]

[——fooon [0 |_|_|_|—_|

|
3 7] I ! —

|

|

|

| —
rrrer
) L

s —
s = N —
sl — — [ [ | ) —

28 - Total Charge I 100.00 Recalculate I
29 - Amount Paid I 0.00 30 - Balance Due I 100.00

Error List | Save With Fatal | Save | LCancel

Completelineitem information and then select MSP/COB (Line 1).

**Please note if there are multiple service lines on the claim, this screen will need to be completed
for each serviceline.
x|

Patient Info & General I Inzured Information  Biling Line Items I E=t. Patient/General I Ext. PatiGen [2] I Ext. Payer/nsured I

Line Item Detailz | Extended Details (Line 1] | Ext Details 2 (Line 1) | Ext Details 3 (Line 1) MSP/COE (Line 1) |
— Common Line MSP Amounts — Additional Line-level Adjudication # COE Information [&MS1-837 Use Only)

Approved I 0.00 Service Line Adjudication [5%WD) Information

OTAF IW SWD PSS Proc. Qual / Code todifiers 1 thu 4 Paid &moavnt Paid Urits B/ Line

O G e W e e 2 P
3 S O ) ey ey
s T —————T =~

Line Adjustment [CAS] & Mizcellaneous Adjudication Info [for S5%D 1 abowve]
Frocedure Code Description Line Level Adjustments [CAS5)

;I Mum Group Feason Armount LInitz

=l 1 oo [45 | 10.00 | ooon - |

AdifPayment Date  [03/30/2003 2 [FR[i | 15.00 | 0.000
[Fr |z 20.00 0.000 |
Remaining Owed I 0.00 E I ! ! =7

Error List | Sawve Wwith Fatal Save | LCancel |

Complete Service Line Adjudication Information (Primary paid amount)
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Complete Line Level Adjustments; i.e. Patient Responsibility; write-off/withhold amount; contractual
obligation; bundled services, etc.

The Service Line Adjudication + The Line Adjustments = the submitted char ges.

In this example: Paid $55.00 + Patient Responsibility $15.00 + $20.00 + Contractual Obligation $10.00 = $100.00

Complete the Adj/Payment Date.
1 x|

Patient Info & Generall Inzured Inh:urmatiu:unl Billing Line ItemSI Eut. F'atient.-’GeneralI Ext. Pat/Gen[2) Est. Paper/insured |

Primary F'a_l,lerflnsuredl Secondarny F'a_l.Jera"InsuredI Tertiamny Payer/lnzured  COB Infia [Primary) | COB Infa [Secondar_l,l]l

— Common Payer MSP Information —— 1 Additional &djuzstment £ COB Amounts Information [AMS1-337 Onlw)
OTAF .00 Claim Level ddjustments 5] COB ¢ k04 Amounts
Mum Group Reason Aot U hits Mum Code Aot
Zero Payment Ind I_ 1 I I ! . ! L ;I 1 ID I_EE.EIEI ;I
2 | | ! — | — 2 [B6 |_g000
s [ — = s [ —_ =

Medicare Outpatient Adjudication [MO0A] Bemarks Codes

| | | | |
Claim Adjudication D ate I_f’_-’_

Error List Save With Fatal Save Cancel

**Repeat the above stepsfor any additional servicelines.

Click on the Ext. Payer/Insured tab and then click on the COB Info (Primary) tab.

Complete COB/M OA Amounts (Thisisthe total processed on the entire claim by the Primary
insurance). These fields may not be required by all payers but are available if needed.

Once the necessary information has been completed correctly, click on Save.
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Example of a Professional Secondary Claim
For L OB other than Medicare
Processed at Claim Level

Please note that you will have to be signed up to transmit EDI Midwest commercia claims before you can
transmit secondary claims for commercial carriers. This example shows how you would report a
secondary claim with adjustment amounts at the claim level instead of the linelevel. Thiswould be used
when the Primary Payer processed and paid one amount for all serviceslines. You will need to verify with
the secondary payer to determine if you need to report the adjustment amounts at the claim or the line

levels.
The L OB selected will be the line of business you are submitting to for this claim.
Under the Patient Info & General tab: Must select Y for COB.

Professional Claim Form ]|

Patiert Info & General | Ingured Informationl Billing Lire Itemsl Ext. Patient;"GeneraII Ext. Pat/Gen [2]| Ext. Paperdnsured

LOE I Billing Provider |123458 26 - Patient Control Mo. |1 23 |

8-Pat Statuz Death 12 Legal

2 - Patient Last Mame First Hame Ml Gen 3 - Bithdate Sex M5 ES 55 Ind  SOF Rep.
[ooE [ianE | [parmnsez [ [sfrw [ e W
5 - Patient Address 1 Patient Address 2 Patient City State  PatientZip Country  Patient Phone
[1234 TEST 5T | |TESTCITY ks [1234s; [ -

10 - Patient Condition Felated To ROl ROl Date  Other Ing. 14 - Date/Ind of Current 15 - First Date 16 - UTw /Dizability D ates & Tupe

Emplogmert [N seeident [N [ [orsor2nes [ [ [ [ [ e[

17 - Refering Phys Mame [Last/Org, First, M1, Suffix]  17a - Refering Phys [Ds/Types 18 - Hospitalization D ates 20 - Outside Lab/Chas

| | [ | |_-| [ w[ o wm[ [aom

13 - Reserved For Local Use 22 - Medicaid Resubmission Code & Fef Mo

25-Fed TanID [491234567 | SSM/EIM[E 27 - Provider Accepts Assignment? [ 33a-PINNo. |
31 - Provider SOF [Y Date [01/01/2005  Faciiy? [ Dental? | COB? [v Frequency [ 33b-GAP No. [T23450

i Save | LCloze |
Click onthelnsured I nformation tab.
x|

Patient Infa & General  Insured Information | Billing Line: Itemsl Eut. F'atient.f'GeneraII Ext. Pat/Gen [2]| Ext. F'ayen"lnsuredl

B
Sub  Paper ID = M amne Insured's [0 F.Rel Inzured's Last Mame First M ame Ml
O [HUMANA CLAIMS DFFICE [123456723 [18” [ooE [12NE [R°

|4?1 63 |BLUE CROSS BLUE SHIELD O |><SBB31321251 W |DDE |JDHN

r
Ol | | [ | [

e

13

Bithdate  Sex Sig AOB Insured's Address 1 Insured's Address 2 Inzured's City State Zip
[pamnss2 [F[e [v [1za4TEsT ST | [TEsTOTY [ks™ [123e5__
[o5e28m1380° [ [B [v [1234TESTST | [TESTCTY ks [123a5__
[T [ | [

Country Insured's Phone  ESC Erplayer Mame Group Mame Group Mumnber

I_ Il_]_'_ I_ I I I Clear F'ayerl
I— I[_]_'_ I_ I I I Clear F'ayerl
I_ Il_]_'_ I_ I I I Clear F'ayerl

Save | LCloze |

01/11/2010 5




Enter the Primary Payer information on thefirst line. Enter the Secondary Payer information on the
second line—this will be the payer being billed for the services.

NOTE: Thecheck mark in the second Sub box will automatically populate once the claim has been
saved.

Complete the line item information as needed and then click on the Ext. Payer/Insured tab.

Professional Claim Form |

Patient Info & General I Inzured Information  Billing Line ltems I E=t. Patient/General I Ext. Pat/Gen (2] I Ext. Paver/lnsured I

Line Item Details | Extended Detailz (Line 1) | Ext Details 2 (Line 1) | Ext Details 2 (Line 1) | MSP/COE (Line 1] |

Diagnosis Cades (1 - 8]: |?395 | | | | | | |
243 - Service Dates 24b 24c 24d  24d - Modifiers 24e 24f 24g 24h 24
Lk From Th PS EMG Froc 1 Diagnosis Charges Units ERP FFP AT Rendering Phys.

1 [i0otsz008 [ioeoiszons [0 [ feszzr [ [ i
| IV vy | I I - ! | | |l ——
] e | | O S ey ey 1 I
al o T ! — e

| |

| |

oo o [ Al

sl —— I [ | ] —
sl—— —— I [ ——o—rrrr_ =

28 - Total Charge I 100.00 Recalculate |
29 - Amount Paid I 0.00 30 - Balance Due I 100.00

Error List | Sawve Wwith Fatal | Save | LCancel |

Click on the COB Info (Primary) tab to enter the information specific to the adjudication information
received on the primary payer’s Remittance Advice

Professional Claim Form |

Patient Infa & General I Insured Infarmation I Biling Line Iterms | Ext. Patient/Gens Pat/Gen (2] Ext. Paver/Insured |

Primany Paver/lnzured I Secondary Paver/lnsured I Tertiary Payernzured I COB Infa [Secandan) I

— Cormot Payer MSP Infarmation —— 1 Additional Adjusgtment / COB Armounts 4 k04 Information [AS1-837 Only)
OTAF oo Claim Lewel Adjustments [CAS) COB / MOA Amounts
Mum Group Reazon Arnaut Units m Code Armolnt
Zero Payment Ind I_ 1 I I ! _ ! [ - IBE I BE.O0 - I
2 | | | — | o 2 b | _3500
a [ | i | — > 3 |Fz | 2000 |

MMedicare Qutpatient Adjudication [MOA] Remarks: Codes

| | | | |
Claim Adjudication Date [06/01/2008 -

Gave Cloze
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*Compl ete the Claim Level Adjustments, if needed ie; patient Responsibility, Write-of f/Withhold amount;
Contractual Obligation; Bundled Services, etc.

*Compl ete the COB/MOA Amounts

In this example, the amount charged was $55.00. The primary payer allowed $55.00, paid $35.00, and
applied $20.00 to the patient’ s co-pay.

Theinformation entered on this screen appliesto the entire claim.
Enter the Claim Adjudication Date.

Once the necessary information has been completed correctly, click on Save.
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Example of Institutional Secondary Claim
For LOB other than Medicare

The following is an example where the COB information should be entered to send a secondary claim,
other than Medicare.

The L OB selected will be the line of business you are submitting to for this claim.

Complete this screen as needed.
x|
Patient Info & Codes | Billing Lire Item$| Payer Inh:l Diagnmi&-’F’rucedurel Diag/Proc: [2]| Extended Generall Ext. General [2]| E utended F'a_l,lerl
LOB I FL1 I FL 2 | Patient Control Mo I'l 23456 Tuope of Bil |1 11 |
Fatient Last Mame First Mame bl Suffis Fed Tax ID Statement Covers Period
|DOE [JANE |H | 456783123 {03/02/2003  {03/05/2009
Fatient Addreszs 1 Patient Address 2 Fatient City State  Patient Zip Country Patient Phone
{1234 TEST ity | |TEST CITY fks  |12345. | 123) 4567891 FL38 |
Bithdate  Sex M5  Admigzion  HR Tepe SRC D HR Stat Medical Record Mo Condition Codes
EEEEA E B EEEEN B B N S RN
Occurence Occurence Occurence Occurence Occunence Span Occurence Span
Code D ate Code D ate Code  Date Code  Date Code Fram Thiru Code Frarm Thiu

[ — | o ——— [ ——— | e—o—o—— [ [o—— |~
[ e e B

Walue Walue Walue Walue Walue Walue
Code  Amount Code  Amount Code  Amount Code Arnount Code ArnoLrt Code  Amount

o o ——— [ —— ———[
o o —— I —— I —— T ——

-
—

Save LCancel
Click onthe Billing Line Itemstab
Institutional Claim Form x|
Patient Info & Codes  Billing Line Items |F'ayer|nf-:| Diagnu:-si&-’F'ru:-c:edurel Diag/Proc [2]| Extended Eenerall Ext. General [2]| E stetded F'ayerl
Line Item D etails | Estended Details [Line 11 | Ext Details 2 (Line 11 | MSP/COE [Line 11 |
42 44 44 - Modifiers 44 45 - Service Date 4B 47 48
LM HRewv.Cd. HCPCS 1 2 3 4 Rate From Date Thiu Date  Units/Davz Total Charges Mon-Cow Charges
1 |mzn | | | | | |__40000  |03/02/2008 |n3/06/2008 | 3 [ 21F000 [ noo &
2 | [ N | | g} 2 | | ! — _ [
3 [ [T T | | N VA R | — | —
14| [ [T T | I VAV BV | — | —
5 | | | | | | | I AV B | | _
5 | [ N | | g} 2 | | ! — —
2% NN S O | e vy 2y sy e
I I ) ) | oy v | | | —Y
Total: |___217000 | 000
Save | LCancel
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Complete the Line Items Details screen as needed with the appropriate information.
Click on the Payer I nformation tab.

Institutional Claim Form |

Fatient Info & Codes I Billing Line Items ~ Paver Infa I Diagnosiz/Procedure I Diag/Froc [2] I Estended General I E=t. General [2] I Estended Fayer I

Sub Paper D Payer Mame Provider Mo, ROl AQE Prior Paymentz  Amount Due

O |12345 |F'HIM.-’-\FIY INSURASMCE CO |455?‘891 7 IY_ IY_ | 0.00 | 0.00  Clear F'a_l.Jerl

| |4?1 63 |BEBS OF KANSAS |123455 IY_ IY_ | 0.00 | __ | Clear F'a_l.Jerl

[] I I I I_ I_ ! _ ! Clear F'a_l.Jerl
D From Patisnt > ! 0.oo ! 0.00

FRel Insued's Last/Org Mame First Mame Ml Suffi Insured's 1D Group Mame Giroup Mumber

[ [ooe [1aHN [ ] [122653870 | |

[1a" [poE [14NE [F | [#58123456789 | |

[ ] | [ ] | | |

Authorization Code / Type ESC Employer Mame

I [
I [
I [T

Sawve | Cancel |

Enter the primary payer provider and insured information on the first line, and then enter the provider and
payer information for Blue Cross of Kansas on the second line.

NOTE: Thecheck mark in the second Sub box will automatically populate once the claim has been
saved.

Click on the Diagnosis/Procedur e tab.

Institutional Claim Form x|

Patient |nfo & D:udesl Billing Line ltems I Payer Info  Diagnosis/Procedure | Diag/Proc [2]| Estended Generall Ext. General [2] I Extended F'ayerl
D#/PC  Principal Diag. iaghosiz Codes [1-17]

[ I I I I I I I
I I I I I I I I

Admitting Diagnosiz Patient's Feason For Visit Codes [1 - 3] Exrternal Cause of Injury Codes (1 - 3] FPS/DRG
I I I I I I I
Principal Proc Code/Date Other Procedure Codes/Dates [1 - 5) MNPl Exempt POA Tepe COBE. . CRE?
| [ [——— —— [ [ KA
| | | I A
LI Supporting Provider Information
;I Twpe Last/Org Mame First Mame bl Suiffix Provider [0z # Types
| | [T [
= I [ T [ |
oy P I I [ |
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Complete the DiagnosiS/Pr ocedur e screen, as necessary with the appropriate information.

* Make sure that you enter a‘Y’ inthe COB? field.

Click on the Extended Payer tab.

Institutional Clainy Form

Prirnary Payer | Secondary Payer I Tertiary Payer I COB Info [Primary] I COB Info [Secondary] I

— Paper Addrezz & Mizcellaneous
Address I
City/StZip | | | .
Payer Source Code I Provider &ccepts Assign I_
Pravider SOF [
IEN/DENM |
Add Ref Mo/Tupe | |
Add Fef Mo/ Type | |

 Inzured Address & Mizcellaneous

Address  [1234 TEST wialy

City/St/Zip [TEST CITY [ks

I Eirthdate IDE.-"D1 f1963

Patisnt 1D |

Country

|1 2345

Sex IF

— Inwestigational Device Exemption [IDE] Humbers

IDE Me. 1|

IDENo.2 |

IDE Me. 3 |

g

Fatient Info & Codes I Billing Line [temsz I Fayer Info I Diagnosiz/Frocedure I Diag/FProc [2] I E=tended General I Ext. General [2] Estended Paver I

Sawve

Lancel |

Under the Primary Payer tab, the insured’ s birthdate and sex needs to be completed in the I nsured

Address & Miscellaneous section.

Select COB Info (Primary)

x|

Institutional Claim Form

Fatient Info&EndesI Biling Lineltemsl Fayer Infol Diagnnsis!F‘rncedureI Diag/Proc [2]| Extended Generall Ext. General (2] Estended Payer |

Frirnary F'ayerl Secandary F'ayerl Tertiany Paper  COB Info [Primary] | COB Infa [Secondary) I

 Claim Adjustments £ COB Amounts # k1A - MOA [nfo MS1-837 Only)
Claim Level Adjustments [CAS] COE / MIA / MO& Amounts
Mum Group FReazon Amount Uitz Mum  Code Amount
‘*1 [P 2 | 70000 | toon - | * [ee [_zt7om _~|
2 [ | | . z o4 | 4m0m
s [ ] — | — = 3 -
Medicare Inpatient Adjudication [MIA] Remarks Codes
Medicare Outpatient Adjudication [MOA] Remarks Codes
Claim Adjudication Date [03/23/2009 *
Save Cancel
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From the Extended Payer screen, click on the COB Info (Primary) tab to enter the information specific
to the adjudication information received on the primary payer’s Remittance Advice.

In this example, the amount charged was $2170.00. The primary payer allowed $2170.00, paid $1470.00,
and applied $700.00 to the patient’s co-pay. The information entered on this screen will be for the entire
claim and not for each line item.

Enter the Claim Adjudication Date.

Once the necessary information has been completed correctly, click on Save.
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