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Example of a Professional Secondary Claim

Please note that you will have to be signed up to transmit EDI Midwest commercial claims before you can
transmit secondary claims for commercial carriers. In this example, the commercial payer is the 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. You will need to verify with the secondary

For LOB other than Medicare
Processed at Service Line Level

payer to determine if you need to report the adjustment amounts at the claim or the line levels.

The LOB 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... Claimn Form

Patient Info & General | Insured Informationl Billing Line Itemsl Ext. F'atient.-’GeneraII Ext. Pat/Gen [2]| Ext. Pa_l,ler.-’lnsuredl

Lae [E

Billing Provider I'I 23456

2 - Patient Cantral Ma. |123

x|

8-Pat Status  Death 12  Legal
2 - Patient Last Mame Firzt Mame Ml Gen 3 -Birthdate Sex M5 ES S5 Ind SOF HRep.
[ooE [12HE [R] | EZEEEEZE L R N O R CA
B - Patient Address 1 Patient Addreszs 2 Patient City State  PatientZip  Country  Patient Phaone
{1224 TEST 5T | |TEST CITY IKS {12345 | -

10 - Patient Condition Related To ROl ROI Date

Other Ing. 14 - Datednd of Current 15 - First Date

16 - UTw /Disability Dates & Type

Accident [N [ [o/m/z004

|1—

Employment M

=

L

_ i

17 - Refering Phys Mame [Last/Org, First, kI, Suffiz]

17a - Referring Phyz D/ Types

18 - Hospitalization Dates

to I_.-’_.f' I_

20 - Dutzide Lab/Chgs

| | [

| o f—

ta I_."_.-’
22 - Medicaid Fesubmission Code & Fef Mo

v [ oo

19 - Reserved For Local Use

25 -Fed Tar D |48123458? SSM/EIN IE_

31 -Provider SOF v Date [01/01/2005 Faciiy? | Dertsl? [ COB?[¥ Frequency | | 33b-GRAP Mo [125055

27 - Provider diccepts Agzzignment? Iﬂ_

33a-PIN Mo I

i Save | Claze |
Click on Insured Information tab.
Professional Claimm Form x|
Patient Info & General  Insured Infdtmation I Billing Line ltems I Ext. Patient/General I Ext. Pat/Gen (2] I Ext. Paverdlnsured |
B
Sub Payer D Paver Mame Ingured's 1D F.Rel Ingured's Last Mame Firgt M ame Ml Gen
Cl[47162 [eCES OF Kansas 58123456783 [19 [ooE [1oHN [R ]
[1[12345 [ETrE, [+56783123 [18 [ooE [12NE [t
O | | ml | i
13
Bithdate  Sex Sig AOB Inzured's Address 1 Inzured's Address 2 Inzured's City State Zip
01/28/1968 [M [B [ [1234 TEST wiv [ [TEsTCITY ks [r2345
[ar17n15a0 [ [e v [1234 TEST wmv [ [TEST oY [ks [123a5___
T ] [ [ [ —
Country  Insured's Phone  ESC Emplover Mame Group Mame Group Humber
I I[_]_'_ IS_ || I I Clear Payer |
I I[_]_'_ I_ I I I Clear Payer |
I I[_]_'_ I_ I I I Clear Payer |
Save | LCancel |
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Enter Primary Payer information on the first line. Enter the Secondary Payer information on the second
line--this will be the payer being billed for the services.

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

Click on Billing Line Items tab.

Professional Claim Form |

Patient Infa & Generall Insured Information  Biling Line ltems | Ext. F'atient.n"l.'ienerall Ext. Pat/Gen [2]| Ext. F'a_l..len"lnsuredl

Line Item Details | Extended Details [Line 1] | Ext Detais 2 [Line 1] | EstDetails 3 Line 1) | Ambulance |
Diagnasis Codes (1 - 8] [V&303 | | | | | | |
2da - Service Dates 2db 24c 24d 24d Modlhers 2de 24f 24g 2dh 24
LM Fram Thiru PS EMG  Proc Diagnoziz Charges Urits EFFP AT F!endenng Phys.

100.00

1 [01/08/2m11 |n1;0532m1 EFWPFF [ [ oo [ [ %I
2 — — ! — ) —
3 ———I_I_I [T [ S— —
| |
| |
| |

sl ———1 [T T 7T —rrrr
sl [T [T T 1T°1 —[TTT
sl [T [T T 1T°1 — I_I_I_li_l

28 - Total Charge | 100.00 |"Fi'é'6'éTE:'iiTéi't'E"

23 - Patient Amount Paid I 0.o0 30 - Balance Due I 100.00

Complete line item 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 service line.
x|

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

Line Item Detailz | Extended Details (Line 1] | Ext Details 2 (Line 1) | Ext Detail: 3[Line 1]~ MSP/COB [Line 1] |
— additional Line-level Adjudication / COE Information [&MS1-837 Use Only)

— Common Ling MSP Amounts

Approved I 0.00 Service Line Adjudication [5%WD) Information
OTAF IW VD PSS Proc. Qual / Code todifiers 1 thu 4 Paid &moaunt FPaid Urits E/L Line

O G el 2 e 2
o ————|
1 ] ] o | | | =

Line Adjustment [CAS] & Mizcellaneous Adjudication [nfo [for S%D 1 abowve]
Frocedure Code Description Line Level Adjustments [C45)]

;I Mum Group HReason Armount Uitz

=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 |
Femaining Owed I 000 E I ! ! 57

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 charges.
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 [nfo & Generall Inzured Infurmatiunl Billing Line Itemsl Ext F'atienb"GeneraII Ext Pat/Gen [2) Ext Paverdlnsured |

Primary Payerdlnsured | Secondary Payer/lnsured | Tertiay Paverdlnsured  COB Info [Prirnany] | COB Infa [Secnndary]l

— Commaon Payer MSP Information —— — Additional Adjustrent / COB Amounts Information [AMS1-837 Only)
OTAF oo Clairm Level Adjustrents RS COB / MOA Amounts
Murm Group Reaszon Arnaunt Unitz Murm  Code Arnaunt
Zero Payrnent [nd I_ 1 I I ! _ ! . ;I 1 ID I_EE.DEI ;I
2 || ! — o 2 [B6 [ s000
O — — ] —

Medicare Outpatient Adiudication [MOA] Bemarks Codes

Claim Adjudication Date |74/

Error List Save With Fatal Save LCancel

**Repeat the above steps for any additional service lines.

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

Complete COB/MOA Amounts (This is the 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.

04/08/2011 4



Example of a Professional Secondary Claim
For LOB other than Medicare
Processed at Claim Level

Please note that you will have to be signed up to transmit EDI Midwest commercial 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 line level. This would be used
when the Primary Payer processed and paid one amount for all services lines. 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 LOB 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 Clainn Form 4|

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

LOB I Billing Provider I‘I 23456 26 - Patient Control Mo, I‘I23 |

8-Pat Status Death 12 Legal

2 - Patient Last Mame Firgt Mame Ml Gen 3 - Birthdate Sex M5 ES 55 Ind  S0OF HRep.
[poE [12rE [F] | G S R O e O
5 - Patient Address 1 Patient Address 2 Patient City State  Patient Zip  Country  Patient Phone
[1234 TEST 5T | |TEST CITY IKS {12345, | -

10 - Patient Condition Related To ROl ROl Date  Other Inz. 14 - Datedlnd of Current 15 - First Date 16 - UTw! /Dizability Dates & Type

Emplogment [N accident [N [ [o/mi2004 [T [T [ [ [ e[ [

17 - Refering Phys Mame [Last/Org, First, M1, Suffig]  17a - Referring Phys ID:/Tpes 18 - Hospitalization Dates 20 - Outzide Lab/Chas

| | [ | I v| i w____ vn[ [am

19 - Reserved For Local Use 22 - Medicaid R esubmission Code & Fef Mo

25-Fed TaxID |431 234567 SSM/EIN IE_ 27 - Prowvider Accepts Aszzsighment? Iﬂ_ 33a- PIM Mo. I
31 -Provider SOF v Dats [01/01/2005 Faciiy? | Dertsl? [ COB? [¥ Frequency | | 33b-GRP Mo [17555

i Save | Claze |
Click on the Insured Information tab.

Professional Claim Form x|

Patient Info & General  Insured Information I Billing Line Itemsl Eut. Patient.-"Genelall Ext. Pat/Gen [2]| Ext. F'a_l,ler.f'lnsuredl

g
Sub  Payer D B tame Inzured's |0 P.Rel Inzured's Last Mame First Mame Ml Gen
O [HUMANA CLAIMS OFFICE [123a56723 [18” [oaE [14NE [R7]
J47163 [BLUE CROSS BLUE SHIELD 0| [%SB&31321251 ﬁ |poE [JOHN |_ |
| | | [ ] | [ ]
13
Bithdate  Sex Sig AQB Inzured's Address 1 Insured's Adddress 2 Insured's City State Zip

[ozszingez [F [p Jv [1234TEST 8T [ [TEsT CITY ks [izzas__
[os/28/1380° M [B7 [v [1234TEST 8T [ [TEsToiTY ks [1za45__
[ ] | [ [ ——

Country Inzured's Phone  ESC Employer Hame Group Mame Group Mumber

I— I[_]_'_ I_ I I I Clear F'a_l,lerl
I— I[_]_'_ I_ I I I Clear F'a_l,lerl
I_ I[_]_'_ I_ I I I Clear F'a_l,lerl

Save | LClose |
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Enter the Primary Payer information on the first line. Enter the Secondary Payer information on the
second line—this will be the payer being billed for the services.

NOTE: The check 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 x|

Patient Info & General I Inzured Information  Billing Line ltems I Ext. Patient/General I Euxt. Pat/Gen [2] I Eut. Payerflnsured I-
Line Item Details | Estended Details (Line 1] | Ext Details 2 (Line 1) | Ext Detaiks 2 (Line 1) | Ambulance |

Diagnosis Codes [1 - 8] [V&303 | | | | | | |
24a - Service Dates 24b 24c 24d  24d - Modifiers  24e 24F 24q 24h 24|
LM From Thiru PS5 EMG  Proc 1 Diagnosiz Charges Urits EFFF AT Renderng Phys.

100.00

1 [orsoszzmt [orsszant [23 [ WF]LF — oo [T =l
- vy oy o ) — | i 1 ——
s o— I ————rrrr
| |
| |
| |

4/ | |_|_ |—|—|—| — I_I_I_I—
8 _/_/___ | |_ |_ |—|—|—| — I_I_I_I— .
e[ [—— [ T T T T —Trrr =

28 - Total Charge I 100.00

29 - Patient Armount Paid I 0.00 30 - Balance Due I 100.00

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 | Insured Information | Biling Line Items | Ext. Patient/Gena . Pat/Gen [2] Est Payer/Insured |

Prirnary F'a_l,ler.f'lmuredl Secondary F'a_l,ler.-’lnsuredl Tertiary Paver/|nzured | COB Info [Secu:undar_l,l]l

— Common Payer MSP Information —— 1 Additional Adjustment / COE Amountz # MOA Information [@HS1-837 Only)
OTAF o.on Claim Level Adjustments [CAS] COB # MOA Amounts
Murn Group Reaszon Amolnt itz m Code Armount
Zero Papment [nd I_ 1 I I ! ._ ! — [~ IBE I R0 - I
2 | | | — | o 2 o | __300
|

._! — ~| 3 |F2 | 000 |

Medicare Outpatient Adjudication [MOA] Remarks Codes

| | | | |
Claim Adjudication D ate IDE.-’D'I 2008 -

Sawve LCloge
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*Complete the Claim Level Adjustments, if needed ie; patient Responsibility, Write-off/Withhold amount;
Contractual Obligation; Bundled Services, etc.

*Complete 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.

The information entered on this screen applies to 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 LOB selected will be the line of business you are submitting to for this claim.

Complete this screen as needed.

x
Fatient Info & Codes | Billing Line ltems I FPaper Info I Diagnoziz/Procedure I Diag/Proc (2] I Extended General I Ext. General [2] I Extended Payer I
LOE Im FL1 | FLZ | Patient Control Mo |1 22456 Tupe of Bil |1 11 |

Patient Lazt Mame First Marne bl Suffix Fed Tax D Staternent Covers Peniod
{DoE jJaNE IH | 456735123 j03/02/2008 |03405/2003
Patient Addresz 1 FPatient Address 2 Patient City State  Patient Zip Country Patient Phone
[1234 TEST wiay | [TEST CITY ks |12345- | 123) 4567891 FL 38 |
Bithdate  Sex M5 Admiszion  HR Tepe SEC D HR Stat Medical Record Mo, Condition Codes
[0ar3111982 [F [5 [0302/2008 [r2) J2 7 3 Jiv] [os [12345 RN
Occurence Occurence Occunence Occunence Occurrence Spat Occurence Span
Cade Date Cade Date Code Date Code Date Code Fram Thiru Code Frarm Thru

[ [~ — | |=—— I__.:’_H_ |__;_f_ |
[ |_|— [

Walue Walue Walue Walue Walue Walue
Code  Amount Code  Amount Code  Amount Code  Amount Code  Amount Code  Amount

[ — [ — [ — [ — [ — [
| S— | SN I NS— | E— ) NS— | S—

Save Caricel
Click on the Billing Line Items tab
Institutional Claim Form x|
Patient Info & Codes  Billing Line Items | Payer Info I Diaghosis/Procedure I Diag/Proc (2] I Extended General I Ext. General [2] I Extended Payer I
Line Item Details | Estended Details [Line 1] | Ext Details 2 [Line 11 | MSPACOE [Line 11 |
42 44 44 - Modlflers 44 45 - Service Date 46 47 43
LM Rew.Cd HCPCS Rate Fram Date ThruDate  Unitz/Days Tatal Charge: Mon-Cow Charges
|D120 | | | | | 400,00 |nsxnzxznua joa/oss2008 | 3 |___217000 | nno -]
2 | | T s ] | — | _ [l
3 | | | | | | | I |_H_x'_ | I | — | —
4 | | | | | | | I R | | — ] o
5 | | L R | O P | W — | — | —
6 | | T s ] | — | —
L
3 I | ) |y g | |y —ry
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 Information tab.

Institutional Claim Form x|

Patient lnfo & Codes I Billing Line lterms  Pawver lnfo I Diagnosziz/Procedure I Diags/Proc [2] I Extended General I Euxt. General [2] I Entended Payer I

Sub PayerID Payer Hame Prowider Mo. ROl AQE Prior Paymentz  Amount Due

1 [12345 [PRIM&RY INSURANCE CO [156789123 [r 000 | 000 Clear Payer |

(1 [a71e3 [BCES OF Kansas 123456 [ ] oo | Clear Payer |

-l I ! [ — | =
[lue From Patient => ! 0.00 ! 0.00

P.Rel Ingured's Lazt/Org Mame Firet MHame Suffi Ingured's 1D Group Mame Group Mumber

M1
[ Jooe [1oHN [s | [123653870 | |
[tz [ooE [12NE [F | [52123456789 | |

[ ] I [T I I

Luthorization Code £ Tupe ESC Employer Mame

[ ]
[ ]
[ ]

|1

Save | 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: The check mark in the second Sub box will automatically populate once the claim has been
saved.

Click on the Diagnosis/Procedure tab.

Institutional Claim Form |

Patignt Info & Codes I Billing Line [tems I Payer Info  Diagneosis/Procedure I Diag/Proc [2) I Ertended General I Ext. General [2] I Extended Payer I
D:/PC Principal Diag. iagnosiz Codes [1 - 17]

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

Admitting Diagnosiz Patient's Reazon For Yisit Codes (1 - 3] External Cause of Injury Codez (1 - 3] FPS/DRG
I I I I I I I
Principal Proc Code/D ate Other Procedure Codes/Dates [1 - 5) MPIl Exempt POA Tepe COB . CRE?Y
| | [ —— [ [T KA
| IV | s
FEIELE Supporting Provider Information
;I Type Last/Org Mame First Mame Ml Suifix Frovider [0z / Types
]| I I — [
oFR | I I [ |
oy o I I [ |
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Complete the Diagnosis/Procedure screen, as necessary with the appropriate information.
* Make sure that you enter a “Y” in the COB? field.
Click on the Extended Payer tab.

Institutional Claimh Form

Primary Payer I Secondan Paper | Tertiary Payer | COB Info Primary] | COE Infa [Secondan] |

— Payer Addrezz & Mizcellaneous

— Inzured Address & Miscellaneous

Addess | Addiess 1234 TEST wiay
Cin/StZip | | | - Ci/St/Zip [TEST CITY ks [12345.
C 1 I Birthdat IDE.:"EH /1963 5 il
Fayer Source Code I Frovider Accepts Assigh I_ e rests = I_
Provider SOF [ Patient 1D |
ICN/DEN |
Addl Ref Mo/Type I I — Inwestigational Device Exemption [IDE] Mumbers
Addl Ref Mo/Tupe | | IDE Mo 1 |
IDE Ma. 2 |
IDEMo. 3 |

g

Fatient Info & Codes I Eilling Line ltemsz I Fayer Info I Diagrosiz/Procedure I Dhiag/Proc [2] I Extended General I Ext General (2] Extended Paper I

Sawe

LCancel

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

Address & Miscellaneous section.

Select COB Info (Primary)

Institutional Claim Form

X|

Patient Info & Eodesl Billing Lineltemsl F'ayerlnh:ul DiagnosisfF'rocedureI Diag/Proc [2]| Extended Generall Eut General (2] Extended Payer |

Primary Payer I Secondarny F'ayerl Tertiary Payer  COB Info [Primary] | COB Info [Secondan) I

i Claim &djustrments / COB Amounts £ M4, - MO& [nfo MSI-837 Only]
Claim Level Adjustrents [CAS] COE / MIA f MOA Amounts
Mum Group FReazon Amount Units Mum  Code Amount
‘*1 IF'H [3 | 70000 | too0 - | *1 g5 | 217000 _~ |
2 | | | i | — 2 o4 1470.00
|
L)

s [ — =

Medicare Inpatient Adjudication [MIA] Remarks Codes

Medicare Outpatient Adjudication [MOA] Remarks Codes

| | | | |
Claim Adjudication Date [03/23/2003 *

—| TN | E—

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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