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Dear Medicaid Provider: 
 
Please find the enclosed Florida Medicaid Provider Reimbursement Handbook, UB-04, effective 
July 2008.  We added the time limit for submission of a claim to Chapter 1.  We also added a 
new Chapter 3, which contains additional filing requirements, such as prior authorizations, 
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certain types of services.  Please use this new handbook in place of the advance draft that was 
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http://ahca.myflorida.com.  Click on Medicaid, and then on Area Offices.  They are also listed in 
Appendix A of the Florida Medicaid Provider General Handbook.  All the Medicaid handbooks 
are available on EDS’ Web Portal at http://mymedicaid-florida.com.  Click on Public Information 
for Providers, then on Provider Support, and then on Provider Handbooks. 
 
We appreciate the services that you provide to Florida’s Medicaid recipients. 
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UPDATE LOG 
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UB-04 

 

How to Use the Update Log 

   
   
Introduction   The current Medicaid provider handbooks are posted on the Medicaid fiscal 

agent’s Web Portal at http://mymedicaid-florida.com.  Click on Public 
Information for Providers, then on Provider Support, and then on Provider 
Handbooks.  Changes to a handbook are issued as handbook updates.  An 
update can be a change, addition, or correction to policy.  An update may be 
issued as either replacement pages in an existing handbook or a completely 
revised handbook.   
 
It is very important that the provider read the updated material and if he 
maintains a paper copy, file it in the handbook.  It is the provider’s responsibility 
to follow correct policy to obtain Medicaid reimbursement. 

   
   
Explanation of the 

Update Log 
 Providers can use the update log to determine if they have received all the 

updates to the handbook. 
 
Update No. is the month and year that the update was issued. 
 
Effective Date is the date that the update is effective. 

   
   
Instructions  When a handbook is updated, the provider will be notified by a postcard or 

notice.  The notification instructs the provider to obtain the updated handbook 
from the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then 
on Provider Handbooks.   
 
Providers who are unable to obtain an updated handbook from the Web Portal 
may request a paper copy from the Medicaid fiscal agent’s Provider Support 
Contact Center at 800-289-7799. 

   
 

UPDATE NO. EFFECTIVE DATE 

May07 New Handbook May 2007 
Jul08 Revised Handbook July 2008 
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INTRODUCTION TO THE HANDBOOK 

 

Overview 
   
   
Introduction  This chapter introduces the format used for the Florida Medicaid handbooks 

and tells the reader how to use the handbooks. 
   
   
Background  There are three types of Florida Medicaid handbooks: 

 
 Provider General Handbook describes the Florida Medicaid Program. 
 Coverage and Limitations Handbooks explain covered services, their 

limits, who is eligible to receive them, and the fee schedules.   
 Reimbursement Handbooks describe how to complete and file claims for 

reimbursement from Medicaid.  
 
Exception:  For Prescribed Drugs, the coverage and limitations handbook 
and the reimbursement handbook are combined into one. 

   
   
Legal Authority  The following federal and state laws govern Florida Medicaid: 

 
 Title XIX of the Social Security Act. 
 Title 42 of the Code of Federal Regulations. 
 Chapter 409, Florida Statutes. 
 Chapter 59G, Florida Administrative Code.  

   
   
In This Chapter  This chapter contains: 
   
  TOPIC PAGE 

  Handbook Use and Format ii 
  Characteristics of the Handbook iii 
  Handbook Updates iii 
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Handbook Use and Format 
   
   
Purpose  The purpose of the Medicaid handbooks is to provide the Medicaid provider 

with the policies and procedures needed to receive reimbursement for covered 
services provided to eligible Florida Medicaid recipients. 
 
The handbooks provide descriptions and instructions on how and when to 
complete forms, letters or other documentation. 

   
   
Provider  The term “provider” is used to describe any entity, facility, person or group who 

is enrolled in the Medicaid program and provides services to Medicaid 
recipients and bills Medicaid for services. 

   
   
Recipient  The term “recipient” is used to describe an individual who is eligible for 

Medicaid. 
   
   
General Handbook  General information for providers regarding the Florida Medicaid Program, 

recipient eligibility, provider enrollment, fraud and abuse policy, and important 
resources are included in the Florida Medicaid Provider General Handbook.  
This general handbook is distributed to all enrolled Medicaid providers and is 
updated as needed. 

   
   
Coverage and 

Limitations 

Handbook 

 Each coverage and limitations handbook is named for the service it describes.  
A provider who provides more than one type of service will have more than 
one coverage and limitations handbook. 

   
   
Reimbursement 

Handbook 

 Each reimbursement handbook is named for the claim form that it describes.   

   
   
Chapter Numbers  The chapter number appears as the first digit before the page number at the 

bottom of each page. 
   
   
Page Numbers  Pages are numbered consecutively throughout the handbook.  Page numbers 

follow the chapter number at the bottom of each page.  
   
   
White Space  The "white space" found throughout a handbook enhances readability and 

allows space for writing notes.  
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Characteristics of the Handbook  
   
   
Format  The format styles used in the handbooks represent a short and regular way of 

displaying difficult, technical material. 
   
   
Information Block  Information blocks replace the traditional paragraph and may consist of one or 

more paragraphs about a portion of the subject.  Blocks are separated by 
horizontal lines. 
 
Each block is identified or named with a label. 

   
   
Label  Labels or names are located in the left margin of each information block.  They 

identify the content of the block in order to help scanning and locating 
information quickly. 

   
   
Note  Note is used most frequently to refer the user to important material located 

elsewhere in the handbook. 
 
Note also refers the user to other documents or policies contained in other 
handbooks.   

   
   
Topic Roster  Each chapter contains a list of topics on the first page, which serves as a table 

of contents for the chapter, listing the subjects and the page number where the 
subject can be found. 

   
   

Handbook Updates 
   
   
Update Log  The first page of each handbook will contain the update log.   

 
Every update will contain a new updated log page with the most recent update 
information added to the log.  The provider can use the update log to 
determine if all updates to the current handbook have been received. 
 
Each update will be designated by an “Update No.” and the “Effective Date.” 
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Handbook Updates, continued 
   
   
How Changes Are 

Updated 
 The Medicaid handbooks will be updated as needed.  Changes may be:  

 
1. Replacement pages—Lengthy changes or multiple changes that occur at 

the same time will be sent on replacement pages.  Replacement pages 
will contain an effective date that corresponds to the effective date of the 
update. 

2. Revised handbook—Major changes will result in the entire handbook 
being replaced with a new effective date throughout. 

   
   
Numbering Update 

Pages 

 Replacement pages will have the same number as the page they are 
replacing.  If additional pages are required, the new pages will carry the same 
number as the previous replacement page with a numeric character in 
ascending order.  (For example: page 1-3 may be followed by page 1-3.1 to 
avoid reprinting the entire chapter.) 

   
   
Effective Date of 

New Material 

 The month and year that the new material is effective will appear at the bottom 
of each page.  The provider can check this date to ensure that the material 
being used is the most current and up to date. 
 
If an information block has an effective date that is different from the effective 
date on the bottom of the page, the effective date will be included in the label. 

   
   
Identifying New 

Information 

 New material will be identified by vertical lines.  The following information 
blocks give examples of how new labels, new information blocks, and new or 
changed material within an information block will be indicated. 

   
   

New Label  A new label for an existing information block will be identified by a vertical line 
to the left and right of the label only.  

   
   
New Label and 

New Information 

Block 

 A new label and a new information block will be identified by a vertical line to 
the left of the label and to the right of the information block. 

   
   
New Material in  

an Existing 

Information Block 

 New or changed material within an existing information block will be identified 
by a vertical line to the left and right of the information block. 

   
   
New or Changed  

Paragraph 

 A paragraph within an information block that has new or changed material will 
be identified by a vertical line to the left and right of the paragraph. 
 
Paragraph with new material. 
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CHAPTER 1 

COMPLETING THE UB-04 CLAIM FORM 

 

Overview 
   
   
Introduction  This chapter describes how to complete and submit the UB-04 claim form for 

payment from the Florida Medicaid Program through the Medicaid fiscal agent.  
The UB-04 claim form is incorporated by reference in 59G-4.003, F.A.C. 
 
UB-04 claim forms may be ordered from the Medicaid fiscal agent by 
completing and submitting a claims order.  The order form is available on the 
Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on Forms.  
Providers may also obtain forms by calling the Provider Contact Center at 800-
289-7799 and selecting Option 7. 

   
   
In This Chapter  This chapter contains: 
   
  TOPIC PAGE 

  Providers Who Bill on the UB-04 Claim Form 1-2 
  Time Limit for Submission of a Claim 1-4 
  Basic Guidelines for Completing a Claim Form 1-9 
  How to Complete the UB-04 Claim Form 1-10 
  Samples of Completed UB-04 Claim Forms 1-49 
  Claims Submission Checklist 1-55 
  Claims Mailing Checklist 1-55 
  Where to Send Claim Forms 1-56 
  Electronic Claims Submission 1-57 
    
    
 

http://mymedicaid-florida.com/
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Providers Who Bill on the UB-04 Claim Form 
   
   
Provider 
Responsibility 

 Florida Medicaid has applied all of the requirements contained in the federal 
legislation known as the Health Insurance Portability and Accountability Act 
(HIPAA).  As trading partners with Florida Medicaid, all Medicaid providers, 
including their staff, contracted staff and volunteers, must comply with HIPAA 
privacy requirements.  Providers who meet the definition of a covered entity 
according to HIPAA must comply with HIPAA Electronic Data Interchange 
(EDI) requirements.  This handbook contains the claims processing 
requirements for Florida Medicaid, including the requirements necessary to 
comply with HIPAA.   
 
Note:  For more information regarding HIPAA privacy in Florida Medicaid, see 
Chapter 2 in the Florida Medicaid Provider General Handbook.  The Florida 
Medicaid Provider General Handbook is available on the Medicaid fiscal 
agent’s Web Portal at http://mymedicaid-florida.com.  Click on Public 
Information for Providers, then on Provider Support, and then on Provider 
Handbooks.  The handbook is incorporated by reference in 59G-5.020, 
F.A.C. 
 
Note:  For information regarding changes in EDI requirements for Florida 
Medicaid because of HIPAA, call the Medicaid fiscal agent EDI Help Desk at 
800-289-7799 and select Option 3 or call 866-586-0961. 

   
   
Providers Who Are 
Required to Bill on 
the UB-04 Claim 
Form 

 The following providers, when billing on a paper claim form must bill on a UB-
04 claim form to receive reimbursement from Medicaid: 
 
 Freestanding Dialysis Centers 
 Hospitals 
 Hospital-Based Skilled Nursing Facilities 
 Hospices 
 Intermediate Care Facilities for the Developmentally Disabled (ICF/DD) 
 Nursing Facilities 
 State Mental Hospitals 
 Rural Swing Bed Providers 
 Statewide Inpatient Psychiatric Program (SIPP) Waiver providers 
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Providers Who Bill on the UB-04 Claim Form, continued 
   
   
Provider Types 
Who Bill Crossover 
Claims on the  
UB-04 Claim Form 

 The following providers who bill Medicaid services on the CMS-1500 claim 
form must complete and submit UB-04 claim forms to receive reimbursement 
from Medicaid when billing Medicare-Medicaid crossover paper claims: 
 
 Federally Qualified Health Centers 
 Independent Therapists 
 Rural Health Clinics 

 
Note:  The CMS-1500 (08/05) claim form is incorporated by reference in 59G-
4.001, F.A.C.  It is available from the Medicaid fiscal agent by calling the 
Provider Contact Center at 800-289-7799 and selecting Option 7.   

   
   

Electronic Claim 
Submission 

 The policies in this handbook for completing a paper UB-04 claim form are 
applicable to all claim submissions. 
 
Note:  See Electronic Claims Submission in this chapter for additional 
information.   

   
 



Medicaid Provider Reimbursement Handbook, UB-04 

1-4  July 2008 

 

Time Limit for Submission of a Claim Form 
   

   

Timely Claim 
Submission 

 Medicaid providers should submit claims immediately after providing services 
so that any problems with a claim can be corrected and the claim resubmitted 
before the filing deadline.  Copied claims are allowed only for voids, 
adjustments, and exceptional claims processed through the area Medicaid 
offices. 

   

   

Clean Claim  In order for a claim to be paid, it must be a clean claim.  Per Rule 59G-1.010 
(42), F.A.C., “clean claim” means a claim that: 
 
 Has been completed properly according to Medicaid billing guidelines;  
 Is accompanied by all necessary documentation required by federal law, 

state law, or state administrative rule for payment; and  
 Can be processed and adjudicated without obtaining additional 

information from the provider or from a third party.  
 
A clean claim includes a claim with errors originating in the claim system.  It 
does not include a claim from a provider who is under investigation for fraud, 
abuse, or violation of state or federal Medicaid laws, rules, regulations, 
policies, or directives or a claim under review for medical necessity. 

   
   
12-Month Filing 
Limit 

 A clean claim for services rendered must be received by Medicaid or its fiscal 
agent no later than 12 months from the date of service. 

   
   
Out-Of-State 
Claims 

 Claims submitted by out-of-state providers must be received by the Medicaid 
office or its fiscal agent no later than 12 months from the date of service to be 
considered for payment. 
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Time Limit for Submission of a Claim Form, continued 
   
   
Out-Of-State 
Exemption 

 Because of differences in Medicaid billing practices between states, out-of-
state providers are exempt from the clean claim requirement.  Out-of-state 
providers must however, comply with all other Florida Medicaid claim filing 
regulations including adherence to claim filing time limits.   
 
If the original claim was filed within 12 months from the date of service but did 
not pay and it is now beyond 12 months, the provider must mail the claim to 
the Medicaid office for the area in which the recipient resides, instead of the 
fiscal agent. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix 
A of the Florida Medicaid Provider General Handbook.  The handbook is 
available on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  The handbook is incorporated by 
reference in 59G-5.020, F.A.C. 

   
   
Date Received 
Determined 

 The date stamped on the claim by any Medicaid office or by the Medicaid 
fiscal agent is the recorded date of receipt for a paper claim.  The fiscal agent 
date stamps the claim the date that it is received in the mailroom as part of the 
13-digit Internal Control Number (ICN) that is assigned to each claim. 
 
The date electronically coded on the provider’s electronic transmission by the 
Medicaid fiscal agent is the recorded date of receipt for an electronically 
submitted claim. 

   
   
12-Month Begin 
Date for RPICCs 

 The initial date for the 12-month filing limit for Regional Perinatal Intensive 
Care Centers (RPICC) is the date of discharge from the RPICC program. 

   
   
Third Party Payer 
or Insurance 
Claims 

 Claims for recipients who have Medicare or other insurance must be 
submitted to a third party payer prior to sending the claim to Medicaid. 
 
Claims for recipients who have third party insurance, other than Medicare, 
must be received by Medicaid or the Medicaid fiscal agent no later than 12 
months from the date of service or six months from the date of third party 
insurance payment or denial. 
 
The filing limit for Medicare claims crossing over to Medicaid is the greater of 
36 months from the date of service or 12 months from Medicare’s adjudication 
date, whichever is later. 

   
 

http://ahca.myflorida.com/
http://mymedicaid-florida.com/
http://mymedicaid-florida.com/
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Time Limit for Submission of a Claim Form, continued 
   

   

Claim Adjustment 
Requests 

 All clean claim adjustment requests must be received by the area Medicaid 
office or its fiscal agent no later than 12 months from the date of the original 
payment. 

   
   
Claim Void 
Requests 

 The 12-month filing limit does not apply to claim void requests.  Claim void 
requests may be submitted at any time. 

   

   

Exceptions to the 
12-Month Time 
Limit 

 Exceptions to the 12-month claim submission time limit may be allowed, if the 
claim meets one or more of the following conditions: 
 
 New clean claim submitted within six months of the date of the void of 

original claim payment date, 
 Court or hearing decision, 
 Delay in recipient eligibility determination by either the Department of 

Children and Families (DCF) or the Social Security Administration (SSA), 
 Medicaid delay in updating the eligibility file, 
 Court ordered or statutory action, or 
 System error or fiscal agent processing error on a claim that was originally 

submitted within 12 months from the date of service. 
 
Any claim submitted more than 12 months from the date of service that meets 
an exception must be sent to the area Medicaid office for processing, not to the 
fiscal agent.  Each of these exceptions is discussed below. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   

   
   
Original Payment Is 
Voided  

 When an original Medicaid claim is voided, the provider may submit a new claim 
and a written request for assistance to the area Medicaid office no later than six 
months from the void date. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   

   
 

http://ahca.myflorida.com/
http://mymedicaid-florida.com/
http://ahca.myflorida.com/
http://mymedicaid-florida.com/
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Time Limit for Submission of a Claim Form, continued 
   
   
Court or Hearing 
Decision  

 When a recipient is approved for Medicaid as a result of a fair hearing or court 
decision, there is no time limit for the submission of a claim. 

   
   

Delay in Recipient 
Eligibility 
Determination 

 An exception is granted when there is a delay in the determination of an 
individual’s Medicaid eligibility by DCF or SSA.  The provider must send in 
specific documentation to the area Medicaid office no later than 12 months from 
the date the recipient’s eligibility is posted to the Florida Medicaid Management 
Information System (FMMIS).  The claim submission must include: 
 
 A clean claim, 
 A copy of the recipient’s proof of eligibility, and 
 Documentation of the reason for late submission. 

   

   

Medicaid Delay In 
Updating Eligibility 
File 

 If Medicaid delays updating a recipient’s eligibility on FMMIS, an exception may 
be granted.  The provider must submit the related clean claims to the area 
Medicaid office no later than 12 months from the date the recipient’s eligibility file 
was updated. 

   

   

Court Ordered or 
Statutory Action 

 If the Medicaid office takes corrective actions due to a court order or due to final 
agency action taken under Chapter 120, Florida Statutes, there is no time limit 
for claim submission. 

   
   
System Error  If a clean claim is denied due to a system error, a fiscal agent processing error, 

or any error that is the fault of Medicaid or the fiscal agent, an exception may be 
granted if the provider submits another clean claim along with documentation of 
the denial to the area Medicaid office no later than 12 months from the date of 
the original denial. 

   
   
Evaluate the Claim  The provider must evaluate any claim that exceeds the 12-month filing limit and 

determine if the claim fits any of the conditions for an exception to the 12-month 
filing limit. 

   

   

Submit a New 
Medicaid Claim 
Form 

 The provider must complete and submit a new Medicaid claim form that meets 
the following criteria: 
 
 The new claim must be a clean claim. 
 A signed or initialed legible photocopy of the original claim is acceptable. 
 All required attachments that were necessary for processing the original 

claim must be attached to the exception claim. 
 
Corrections can be made to a photocopy of the claim, but the system will not 
accept claims with correction fluid, whiteout or highlighted areas.  
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Time Limit for Submission of a Claim Form, continued 
   
   
Supporting 
Documentation 

 The provider must send a letter explaining the circumstances of the request for 
an exception to the time limit, and attach documents that support the exception 
request.  One or more of the following items must be attached: 
 
 A copy of a hearing decision or court order, 
 A copy of the recipient’s proof of eligibility, or 
 A copy of the remittance voucher that indicates the incorrect denial from 

Medicaid. 
   
   
Where to Send 
Requests 

 All requests for an exception to the 12-month filing time limit must be sent to the 
area Medicaid office. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   

   
   
 

http://ahca.myflorida.com/
http://mymedicaid-florida.com/
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Basic Guidelines for Completing a Claim Form 
   
   
Ordering the Claim 
Forms 

 Providers may order claim forms by completing and submitting a claims order 
form to the Medicaid fiscal agent.  The order form is available on the 
Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on 
Forms.  Providers may also obtain forms by calling the Provider Contact 
Center at 800-289-7799 and selecting Option 7. 

   
   
Basic Rules  There are some basic rules to follow when completing the claim form. 

 
 Make sure the UB-04 is the right form to use for the claim. 
 Use one original claim form for each recipient. 
 Enter all information in black type or ink.  (The fiscal agent can only 

process claims with black type or ink.) 
 Be sure the information on the form is legible. 
 Enter information within the allotted spaces. 
 Do not use correction fluid (whiteout) on the claim form.  Use correction 

tape to make corrections. 
 Complete the form using the service-specific Florida Medicaid Coverage 

and Limitations Handbooks as a reference.   
 
Note:  The Florida Medicaid Coverage and Limitations Handbooks are 
available on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  The handbooks are incorporated 
by reference in the Medicaid Services Rule Chapter, 59G-4, F.A.C. 

   
 

http://mymedicaid-florida.com/
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Basic Guidelines for Completing a Claim Form, continued 
   
   
Before Completing 
the Form 

 Before filling out a claim form, please answer the following questions: 
 
 Was the recipient Medicaid eligible on the date of service? 
 Has the recipient’s eligibility been verified? 
 Was the peer review organization (PRO), MediPass, health maintenance 

organization (HMO), prepaid mental health plan (PMHP), or physician 
service network (PSN) authorization obtained and entered on the claim 
form, if applicable? 

 Was the service or item provided covered by Medicaid? 
 Was prior authorization obtained for inpatient hospitalization from the PRO, 

if applicable? 
 Does the amount of patient responsibility for long term care (skilled nursing 

facilities and ICF/DDs) and hospice services match the most current written 
documentation from the Department of Children and Families? 

 Has a claim been filed, and a response received, for all other insurance 
held by the recipient? 

 Was the procedure within the service limitations? 
 Does the claim require any medical documentation or attachments? 

 
If all of the above information is not available, review the instructions in this 
handbook. 
 
If the response to all of the above questions is “yes,” fill out the claim form 
following the step-by-step instructions for each item on the form. 

   
   

How to Complete the UB-04 Claim Form 
   
   
Introduction  This section contains an illustration of the UB-04 claim form, step-by-step 

instructions, and sample completed forms.  
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CHAPTER 1 

COMPLETING THE UB-04 CLAIM FORM 

 

Overview 
   
   
Introduction  This chapter describes how to complete and submit the UB-04 claim form for 

payment from the Florida Medicaid Program through the Medicaid fiscal agent.  
The UB-04 claim form is incorporated by reference in 59G-4.003, F.A.C. 
 
UB-04 claim forms may be ordered from the Medicaid fiscal agent by 
completing and submitting a claims order.  The order form is available on the 
Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on Forms.  
Providers may also obtain forms by calling the Provider Contact Center at 800-
289-7799 and selecting Option 7. 

   
   
In This Chapter  This chapter contains: 
   
  TOPIC PAGE 

  Providers Who Bill on the UB-04 Claim Form 1-2 
  Time Limit for Submission of a Claim 1-4 
  Basic Guidelines for Completing a Claim Form 1-9 
  How to Complete the UB-04 Claim Form 1-10 
  Samples of Completed UB-04 Claim Forms 1-49 
  Claims Submission Checklist 1-55 
  Claims Mailing Checklist 1-55 
  Where to Send Claim Forms 1-56 
  Electronic Claims Submission 1-57 
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Medicaid Provider Reimbursement Handbook, UB-04 

1-2  July 2008 

 

Providers Who Bill on the UB-04 Claim Form 
   
   
Provider 
Responsibility 

 Florida Medicaid has applied all of the requirements contained in the federal 
legislation known as the Health Insurance Portability and Accountability Act 
(HIPAA).  As trading partners with Florida Medicaid, all Medicaid providers, 
including their staff, contracted staff and volunteers, must comply with HIPAA 
privacy requirements.  Providers who meet the definition of a covered entity 
according to HIPAA must comply with HIPAA Electronic Data Interchange 
(EDI) requirements.  This handbook contains the claims processing 
requirements for Florida Medicaid, including the requirements necessary to 
comply with HIPAA.   
 
Note:  For more information regarding HIPAA privacy in Florida Medicaid, see 
Chapter 2 in the Florida Medicaid Provider General Handbook.  The Florida 
Medicaid Provider General Handbook is available on the Medicaid fiscal 
agent’s Web Portal at http://mymedicaid-florida.com.  Click on Public 
Information for Providers, then on Provider Support, and then on Provider 
Handbooks.  The handbook is incorporated by reference in 59G-5.020, 
F.A.C. 
 
Note:  For information regarding changes in EDI requirements for Florida 
Medicaid because of HIPAA, call the Medicaid fiscal agent EDI Help Desk at 
800-289-7799 and select Option 3 or call 866-586-0961. 

   
   
Providers Who Are 
Required to Bill on 
the UB-04 Claim 
Form 

 The following providers, when billing on a paper claim form must bill on a UB-
04 claim form to receive reimbursement from Medicaid: 
 
 Freestanding Dialysis Centers 
 Hospitals 
 Hospital-Based Skilled Nursing Facilities 
 Hospices 
 Intermediate Care Facilities for the Developmentally Disabled (ICF/DD) 
 Nursing Facilities 
 State Mental Hospitals 
 Rural Swing Bed Providers 
 Statewide Inpatient Psychiatric Program (SIPP) Waiver providers 
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Providers Who Bill on the UB-04 Claim Form, continued 
   
   
Provider Types 
Who Bill Crossover 
Claims on the  
UB-04 Claim Form 

 The following providers who bill Medicaid services on the CMS-1500 claim 
form must complete and submit UB-04 claim forms to receive reimbursement 
from Medicaid when billing Medicare-Medicaid crossover paper claims: 
 
 Federally Qualified Health Centers 
 Independent Therapists 
 Rural Health Clinics 

 
Note:  The CMS-1500 (08/05) claim form is incorporated by reference in 59G-
4.001, F.A.C.  It is available from the Medicaid fiscal agent by calling the 
Provider Contact Center at 800-289-7799 and selecting Option 7.   

   
   

Electronic Claim 
Submission 

 The policies in this handbook for completing a paper UB-04 claim form are 
applicable to all claim submissions. 
 
Note:  See Electronic Claims Submission in this chapter for additional 
information.   
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Time Limit for Submission of a Claim Form 
   

   

Timely Claim 
Submission 

 Medicaid providers should submit claims immediately after providing services 
so that any problems with a claim can be corrected and the claim resubmitted 
before the filing deadline.  Copied claims are allowed only for voids, 
adjustments, and exceptional claims processed through the area Medicaid 
offices. 

   

   

Clean Claim  In order for a claim to be paid, it must be a clean claim.  Per Rule 59G-1.010 
(42), F.A.C., “clean claim” means a claim that: 
 
 Has been completed properly according to Medicaid billing guidelines;  
 Is accompanied by all necessary documentation required by federal law, 

state law, or state administrative rule for payment; and  
 Can be processed and adjudicated without obtaining additional 

information from the provider or from a third party.  
 
A clean claim includes a claim with errors originating in the claim system.  It 
does not include a claim from a provider who is under investigation for fraud, 
abuse, or violation of state or federal Medicaid laws, rules, regulations, 
policies, or directives or a claim under review for medical necessity. 

   
   
12-Month Filing 
Limit 

 A clean claim for services rendered must be received by Medicaid or its fiscal 
agent no later than 12 months from the date of service. 

   
   
Out-Of-State 
Claims 

 Claims submitted by out-of-state providers must be received by the Medicaid 
office or its fiscal agent no later than 12 months from the date of service to be 
considered for payment. 
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Time Limit for Submission of a Claim Form, continued 
   
   
Out-Of-State 
Exemption 

 Because of differences in Medicaid billing practices between states, out-of-
state providers are exempt from the clean claim requirement.  Out-of-state 
providers must however, comply with all other Florida Medicaid claim filing 
regulations including adherence to claim filing time limits.   
 
If the original claim was filed within 12 months from the date of service but did 
not pay and it is now beyond 12 months, the provider must mail the claim to 
the Medicaid office for the area in which the recipient resides, instead of the 
fiscal agent. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix 
A of the Florida Medicaid Provider General Handbook.  The handbook is 
available on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  The handbook is incorporated by 
reference in 59G-5.020, F.A.C. 

   
   
Date Received 
Determined 

 The date stamped on the claim by any Medicaid office or by the Medicaid 
fiscal agent is the recorded date of receipt for a paper claim.  The fiscal agent 
date stamps the claim the date that it is received in the mailroom as part of the 
13-digit Internal Control Number (ICN) that is assigned to each claim. 
 
The date electronically coded on the provider’s electronic transmission by the 
Medicaid fiscal agent is the recorded date of receipt for an electronically 
submitted claim. 

   
   
12-Month Begin 
Date for RPICCs 

 The initial date for the 12-month filing limit for Regional Perinatal Intensive 
Care Centers (RPICC) is the date of discharge from the RPICC program. 

   
   
Third Party Payer 
or Insurance 
Claims 

 Claims for recipients who have Medicare or other insurance must be 
submitted to a third party payer prior to sending the claim to Medicaid. 
 
Claims for recipients who have third party insurance, other than Medicare, 
must be received by Medicaid or the Medicaid fiscal agent no later than 12 
months from the date of service or six months from the date of third party 
insurance payment or denial. 
 
The filing limit for Medicare claims crossing over to Medicaid is the greater of 
36 months from the date of service or 12 months from Medicare’s adjudication 
date, whichever is later. 

   
 

http://ahca.myflorida.com/
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Time Limit for Submission of a Claim Form, continued 
   

   

Claim Adjustment 
Requests 

 All clean claim adjustment requests must be received by the area Medicaid 
office or its fiscal agent no later than 12 months from the date of the original 
payment. 

   
   
Claim Void 
Requests 

 The 12-month filing limit does not apply to claim void requests.  Claim void 
requests may be submitted at any time. 

   

   

Exceptions to the 
12-Month Time 
Limit 

 Exceptions to the 12-month claim submission time limit may be allowed, if the 
claim meets one or more of the following conditions: 
 
 New clean claim submitted within six months of the date of the void of 

original claim payment date, 
 Court or hearing decision, 
 Delay in recipient eligibility determination by either the Department of 

Children and Families (DCF) or the Social Security Administration (SSA), 
 Medicaid delay in updating the eligibility file, 
 Court ordered or statutory action, or 
 System error or fiscal agent processing error on a claim that was originally 

submitted within 12 months from the date of service. 
 
Any claim submitted more than 12 months from the date of service that meets 
an exception must be sent to the area Medicaid office for processing, not to the 
fiscal agent.  Each of these exceptions is discussed below. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   

   
   
Original Payment Is 
Voided  

 When an original Medicaid claim is voided, the provider may submit a new claim 
and a written request for assistance to the area Medicaid office no later than six 
months from the void date. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   

   
 

http://ahca.myflorida.com/
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http://ahca.myflorida.com/
http://mymedicaid-florida.com/


Medicaid Provider Reimbursement Handbook, UB-04 

July 2008  1-7 

 

Time Limit for Submission of a Claim Form, continued 
   
   
Court or Hearing 
Decision  

 When a recipient is approved for Medicaid as a result of a fair hearing or court 
decision, there is no time limit for the submission of a claim. 

   
   

Delay in Recipient 
Eligibility 
Determination 

 An exception is granted when there is a delay in the determination of an 
individual’s Medicaid eligibility by DCF or SSA.  The provider must send in 
specific documentation to the area Medicaid office no later than 12 months from 
the date the recipient’s eligibility is posted to the Florida Medicaid Management 
Information System (FMMIS).  The claim submission must include: 
 
 A clean claim, 
 A copy of the recipient’s proof of eligibility, and 
 Documentation of the reason for late submission. 

   

   

Medicaid Delay In 
Updating Eligibility 
File 

 If Medicaid delays updating a recipient’s eligibility on FMMIS, an exception may 
be granted.  The provider must submit the related clean claims to the area 
Medicaid office no later than 12 months from the date the recipient’s eligibility file 
was updated. 

   

   

Court Ordered or 
Statutory Action 

 If the Medicaid office takes corrective actions due to a court order or due to final 
agency action taken under Chapter 120, Florida Statutes, there is no time limit 
for claim submission. 

   
   
System Error  If a clean claim is denied due to a system error, a fiscal agent processing error, 

or any error that is the fault of Medicaid or the fiscal agent, an exception may be 
granted if the provider submits another clean claim along with documentation of 
the denial to the area Medicaid office no later than 12 months from the date of 
the original denial. 

   
   
Evaluate the Claim  The provider must evaluate any claim that exceeds the 12-month filing limit and 

determine if the claim fits any of the conditions for an exception to the 12-month 
filing limit. 

   

   

Submit a New 
Medicaid Claim 
Form 

 The provider must complete and submit a new Medicaid claim form that meets 
the following criteria: 
 
 The new claim must be a clean claim. 
 A signed or initialed legible photocopy of the original claim is acceptable. 
 All required attachments that were necessary for processing the original 

claim must be attached to the exception claim. 
 
Corrections can be made to a photocopy of the claim, but the system will not 
accept claims with correction fluid, whiteout or highlighted areas.  
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Time Limit for Submission of a Claim Form, continued 
   
   
Supporting 
Documentation 

 The provider must send a letter explaining the circumstances of the request for 
an exception to the time limit, and attach documents that support the exception 
request.  One or more of the following items must be attached: 
 
 A copy of a hearing decision or court order, 
 A copy of the recipient’s proof of eligibility, or 
 A copy of the remittance voucher that indicates the incorrect denial from 

Medicaid. 
   
   
Where to Send 
Requests 

 All requests for an exception to the 12-month filing time limit must be sent to the 
area Medicaid office. 
 
Note:  The area Medicaid offices’ telephone numbers are available on the 
Agency for Health Care Administration’s website at http://ahca.myflorida.com.  
Click on Medicaid, and then on Area Offices.  They are also listed in Appendix A 
of the Florida Medicaid Provider General Handbook.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.   
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Basic Guidelines for Completing a Claim Form 
   
   
Ordering the Claim 
Forms 

 Providers may order claim forms by completing and submitting a claims order 
form to the Medicaid fiscal agent.  The order form is available on the 
Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on 
Forms.  Providers may also obtain forms by calling the Provider Contact 
Center at 800-289-7799 and selecting Option 7. 

   
   
Basic Rules  There are some basic rules to follow when completing the claim form. 

 
 Make sure the UB-04 is the right form to use for the claim. 
 Use one original claim form for each recipient. 
 Enter all information in black type or ink.  (The fiscal agent can only 

process claims with black type or ink.) 
 Be sure the information on the form is legible. 
 Enter information within the allotted spaces. 
 Do not use correction fluid (whiteout) on the claim form.  Use correction 

tape to make corrections. 
 Complete the form using the service-specific Florida Medicaid Coverage 

and Limitations Handbooks as a reference.   
 
Note:  The Florida Medicaid Coverage and Limitations Handbooks are 
available on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  The handbooks are incorporated 
by reference in the Medicaid Services Rule Chapter, 59G-4, F.A.C. 
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Basic Guidelines for Completing a Claim Form, continued 
   
   
Before Completing 
the Form 

 Before filling out a claim form, please answer the following questions: 
 
 Was the recipient Medicaid eligible on the date of service? 
 Has the recipient’s eligibility been verified? 
 Was the peer review organization (PRO), MediPass, health maintenance 

organization (HMO), prepaid mental health plan (PMHP), or physician 
service network (PSN) authorization obtained and entered on the claim 
form, if applicable? 

 Was the service or item provided covered by Medicaid? 
 Was prior authorization obtained for inpatient hospitalization from the PRO, 

if applicable? 
 Does the amount of patient responsibility for long term care (skilled nursing 

facilities and ICF/DDs) and hospice services match the most current written 
documentation from the Department of Children and Families? 

 Has a claim been filed, and a response received, for all other insurance 
held by the recipient? 

 Was the procedure within the service limitations? 
 Does the claim require any medical documentation or attachments? 

 
If all of the above information is not available, review the instructions in this 
handbook. 
 
If the response to all of the above questions is “yes,” fill out the claim form 
following the step-by-step instructions for each item on the form. 

   
   

How to Complete the UB-04 Claim Form 
   
   
Introduction  This section contains an illustration of the UB-04 claim form, step-by-step 

instructions, and sample completed forms.  
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Illustration 1-1.  The UB-04 Claim Form 
 

 
Incorporated by reference in rule 59G-4.003, F.A.C. 
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Illustration 1-2.  Reverse Side of the Claim Form 
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Illustration 1-2.  Reverse Side of the Claim Form 
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How to Complete the UB-04 Claim Form, continued 

 
Refer to the Form Locator Numbers on the sample claim form on page 1-5. 
 

FORM 

LOCATOR 
TITLE ACTION 

1 Provider Name, 

Address, Telephone 

Number, Fax Number, 

and Country Code 

Line 1:  Provider Name 
Line 2:  Street Address or Post Office Box 
Line 3:  City, State, and Zip Code plus 4 
Line 4:  Telephone; Fax; Country Code (if other than USA) 

2 Pay-To Name, 

Address, and ID 

Report only when pay-to name and address is different than the 
Billing Provider in Form Locator 1. 

3a Patient Control 

Number 

Enter patient’s unique (alphanumeric) number assigned by 
the provider.  Any letter or number combination up to 20 digits 
is acceptable. 

This number will be included on the payment check or 
remittance. 

3b Medical Record 

Number 

This is an optional item. 
Enter the number assigned to the patient’s medical or health 
record by the provider. 
Entries in this field will not be keyed or returned to the 
providers on remittances. 

4 Type of Bill Enter the appropriate four-digit code for the type of bill from the 
coding table below. 

Inpatient Type of Bill Codes: 

0110  Inpatient Non-Payment (Zero Claim) 
0111  Inpatient Admit through Discharge Date 
0112  Interim (First Claim) 
0113  Interim (Continuing Claim) 
0114  Interim (Last Claim) 
0117  Inpatient Replacement of Prior Claim (Adjustment) 
0118  Inpatient Void (Cancel of Prior Claim) 
0121  Inpatient Medicare B Only 
Outpatient Type of Bill Codes: 
0130  Outpatient Non-Payment (Zero Claim)  
0131  Outpatient Claim  
0137  Outpatient Replacement of Prior Claim (Adjustment) 
0138  Outpatient Void (Cancel of Prior Claim) 
0141  Outpatient Non-Patient Diagnostic Laboratory Claim 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

4 Type of Bill 

(Continued)  

Critical Access Hospitals: 

0851  Special Facility—Critical Access Hospital Original 
          Claims 
0857  Special Facility—Critical Access Hospital Replacement 
          of Prior Claim (Adjustment) 
0858  Critical Access Hospital Voids 

  Freestanding Dialysis Center Type of Bill Codes: 
0721  Freestanding Dialysis Center Original Claims 
0727  Freestanding Dialysis Center Replacement 
         of Prior Claim (Adjustment) 
0728  Freestanding Dialysis Center Voids 
Hospice Type of Bill Codes: 
0813  Hospice Original Claims 
0817  Hospice Replacement of Prior Claim (Adjustment) 
0818  Hospice Voids 

  Long Term Care (Skilled Nursing and ICF/DDs) Type of Bill 

Codes: 

0251  Skilled Nursing Facility (SNF) Level I Original Claims 
0257  Skilled Nursing Facility (SNF) Level I Replacement of  
          Prior Claim (Adjustment)  
0258  Skilled Nursing Facility (SNF) Level I Voids 
0261  Skilled Nursing Facility (SNF) Level II Original Claims 
0267  Skilled Nursing Facility (SNF) Level II Replacement of 
          Prior Claim (Adjustment)  
0268  Skilled Nursing Facility (SNF) Level II Voids 
 
0651  Intermediate Care Facility (ICF) Level I Original 
          Claims 
0657  Intermediate Care Facility (ICF) Level I Replacement of 
          Prior Claim (Adjustment) 
0658  Intermediate Care Facility (ICF) Level I Voids 
 
0661  Intermediate Care Facility (ICF) Level II Original  
          Claims 
0667  Intermediate Care Facility (ICF) Level II Replacement  
          of Prior Claim (Adjustment) 
0668  Intermediate Care Facility (ICF) Level II Voids 

5 Federal Tax Number Upper Line:  Optional federal tax sub-ID number. 
Lower Line:  Enter as NN-NNNNNNN 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

6 Statement Covers 

Period – From  

Through 

Inpatient:  Enter the beginning and ending service dates for 
this bill in month, day, and year format:  MMDDYY.   
For admission and discharge on the same day, both the 
―From‖ and ―Through‖ dates are the same. 
Inpatient medical or psychiatric claims for dates of service 
overlapping fiscal years (June into July) do not require split 
billing.  Entire hospitalizations may be submitted on one single 
claim.  Split billing is required only for interim bills and for the 
circumstances described immediately below under Inpatient 

Psychiatric Services. 
There is, however, one exception where the provider will want 
to split the bill.  For those infrequent cases where recipients 
have exhausted their benefits, a claim that spans across the 
state fiscal year must be split billed in order for the Florida 
Medicaid fiscal system to recognize the beginning of a new 
inpatient 45-day cap limit period and pay the days after June 
30.  The system judges the number of days left in a recipient's 
cap based on the "FROM" date on the UB-04 claim form (Form 
Locator 6). 
Inpatient Psychiatric Services:  Enter the beginning and 
ending service dates of the period included by this bill in 
MMDDYY format. 
Split bill when preparing inpatient claims with a primary 
diagnosis of 290-314.9 or 648.30-648.44 (psychiatric and 
substance abuse), if one or more of the following conditions 
exist: 
 Inpatient stay exceeds 30 days. 
 There is a discharge from a non-psychiatric admission and a 

readmission for psychiatric treatment or vice versa within the 
same hospital stay. 

Outpatient:  Enter the date of service in MMDDYY format.  
Only the services received in a single day can be billed on an 
outpatient claim, with the exception of outpatient Medicare 
crossover claims.  The from and through dates are the same. 
Freestanding Dialysis Center:  Enter the beginning and 
ending service dates in MMDDYY format for this bill.  Do not 
show dates before the recipient’s Medicaid eligibility began.  
For services received on a single day, the from and through 
dates must be the same. 
(Continued) 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

6 Statement Covers 

Period – From  

Through 
(Continued) 

Hospice:  Enter the beginning and ending service dates in 
MMDDYY format for this bill.  Do not show dates before the 
recipient’s Medicaid eligibility began.  For services received 
on a single day, the from and through dates must be the 
same. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the beginning and ending service dates for 
the month being billed in month, day, year format:  
MMDDYY. 

7 Unlabeled No entry required.   

8a Patient ID Report only if number is different from the insured’s ID in Form 
Locator 60. 

8b Patient Name Enter the recipient’s last name, first name, and middle initial 
exactly as it appears on the Medicaid identification card or other 
Medicaid proof of eligibility 

9 Patient Address Subfield a:  Street Address or Post Office Box 
Subfield b:  City 
Subfield c:  State 
Subfield d:  Zip Code 
Subfield e:  Country Code (no entry required) 

10 Patient Birthdate Enter the patient’s date of birth in the MMDDYYYY format.  
Example:  04212007 for April 21, 2007. 

11 Patient Sex Enter the letter ―M‖ if the patient is male, ―F‖ if the patient is 
female, or ―U‖ if unknown. 

12 Admission Date Inpatient:  Enter the patient’s date of admission in the 
MMDDYY format.  Example:  042107 for April 21, 2007. 
Outpatient:  Enter the date of service. 
Freestanding Dialysis Centers:  No entry required. 
Hospice:  Enter the patient’s date of admission in MMDDYY 
format.  This date must be the same as the effective date of 
hospice election or change of election. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the patient’s date of admission to the facility or 
to a new Level of Care in MMDDYY format.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

13 Admission Hour Inpatient:  Not required, but desirable.  Enter the code for the 
hour of admission converted to 24 hour time as shown below: 

CODE TIME AM CODE TIME PM 
00 12:00-12:59 

(Midnight) 
12 12:00-12:59 

(Noon) 
01 01:00-01:59 13 01:00-01:59 
02 02:00-02:59 14 02:00-02:59 
03 03:00-03:59 15 03:00-03:59 
04 04:00-04:59 16 04:00-04:59 
05 05:00-05:59 17 05:00-05:59 
06 06:00-06:59 18 06:00-06:59 
07 07:00-07:59 19 07:00-07:59 
08 08:00-08:59 20 08:00-08:59 
09 09:00-09:59 21 09:00-09:59 
10 10:00-10:59 22 10:00-10;59 
11 11:00-11:59 23 11:00-11:59 

Outpatient:  No entry required, but desirable. 
Hospice, Freestanding Dialysis Centers, and Long Term 

Care Facilities (Skilled Nursing Facilities and ICF/DDs):  No 
entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

14 Type of Admission or 

Visit 

Inpatient:  Enter the code indicating the priority of this 
admission: 

1. Emergency:  The patient requires immediate medical 
intervention as a result of severe, life threatening, or 
potentially disabling conditions.  Generally, the patient is 
admitted through the emergency room. 

2. Urgent:  The patient requires immediate attention for the 
care and treatment of a physical or mental disorder.  
Generally, the patient is admitted to the first available and 
suitable accommodation. 

3. Elective:  The patient’s condition permits adequate time 
to schedule the availability of a suitable accommodation. 

4. Newborn:  A baby born within this facility.  Use of this 
code necessitates the use of special Source of Admission 
codes.  See Form Locator 15. 

5. Trauma Center:  Visit to a trauma center or hospital as 
licensed or designated by the state or local government 
authority authorized to do so, or as verified by the 
American College of Surgeons and involves a trauma 
activation. 

9. Information not available. 
Outpatient:  Enter code ―1‖ for emergencies; code ―2‖ for 
urgent cases; or code ―5‖ (Trauma Center) if the patient was 
seen in a trauma center or hospital.  Otherwise, no entry is 
required.  MediPass authorization is not required if the type of 
admission is ―1‖ or ―5.‖ 
Hospice, Freestanding Dialysis Centers, and Long Term 

Care Facilities (Skilled Nursing Facilities and ICF/DDs):  
No entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

15 Source of Referral for 

Admission or Visit 

Inpatient, Hospice, and Freestanding Dialysis Centers:  
Enter the code indicating the source of the referral for this 
admission or visit. 
Newborn coding must be used when the Type of Admission 
Code in Form Locator 14 is ―4.‖  See next page for newborn 
codes. 
Admission Source Codes:  (Excluding Newborn) 

1 – Physician Referral: The patient was admitted to this 
facility upon the recommendation of his personal 
physician. 

2 – Clinic Referral: The patient was admitted to this facility 
upon recommendation of this facility’s clinic physician. 

3 – HMO Referral: The patient was admitted to this facility 
upon the recommendation of an HMO physician. 

4 – Transfer from a Hospital: The patient was admitted to 
this facility as a transfer from an acute care facility where 
he was an inpatient. 

5 – Transfer from a Skilled Nursing Facility: The patient 
was admitted to this facility as a transfer from a skilled 
nursing facility where he was a resident. 

6 – Transfer from Another Health Care Facility: The patient 
was admitted to this facility as a transfer from a health 
care facility other than an acute care facility or a skilled 
nursing facility.  This includes transfers from nursing 
homes and long-term care facilities and skilled nursing 
patients who are at a non-skilled level of care.  

7 – Emergency Room: The patient was admitted to this 
facility upon the recommendation of this facility’s 
emergency room physician. 

8 – Court or Law Enforcement:  The patient was admitted to 
this facility upon the direction of a court of law or upon the 
request of a law enforcement agency representative. 

9 – Information Not Available:  The means by which the 
patient was admitted to this facility is not known. 

A – Transfer from a Critical Access Hospital:  The patient 
was admitted to this facility as a transfer from a critical 
access hospital where he was an inpatient. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

15 
(Continued) 

Source of Referral for 

Admission or Visit 

Source Codes for Newborns: 
1 - Normal Delivery: A baby delivered without complications. 
2 - Premature Delivery: A baby delivered with time or weight 

factors qualifying it for premature status. 
3 - Sick Baby: A baby delivered with medical complications, 

other than those relating to premature status. 
4 - Extramural Birth: A newborn born in a non-sterile 

environment. 
Outpatient:  No entry required. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required. 

16 Discharge Hour Inpatient:  Enter the hour of discharge from the hospital, 
converted to 24-hour time as shown in the coding table for 
Form Locator 13. 
Outpatient:  No entry required, but desirable. 
Freestanding Dialysis Centers:  No entry required. 
Hospice:  No entry required. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

17 Patient Discharge 

Status 

Inpatient, Outpatient and Hospice:  Enter the code indicating 
patient status as of the discharge date or last date billed in the 
case of interim billing as reported in Form Locator 6–Statement 
Covers Period. 
Patient Status Codes: 

01 Discharged to home or self-care (routine discharge). 
02 Discharged or transferred to another short-term 

general hospital for inpatient care. 
03 Discharged or transferred to skilled nursing facility 

(SNF). 
04 Discharged or transferred to an intermediate care 

facility (ICF). 
05 Discharged or transferred to another Type of Health 

Care Institution not Defined Elsewhere in this Code 
List. (Discontinued on 9/30/07) 

        Discharged or transferred to a Designated Cancer 
Center or Children’s Hospital (Effective 10/1/07) 

06 Discharged or transferred to home under care of 
organized home health service organization. 

07 Left against medical advice or discontinued care. 
09 Admitted as an inpatient to this hospital. 
20 Expired. 
30 Still a patient.  (This code is typically used on interim 

bills and long term care facility claims.) 
40 Expired at home. 
41 Expired in a medical facility such as a hospital, SNF, 

ICF, or free-standing hospice. 
42 Expired – Place of death unknown. 
43 Discharged or transferred to a Federal health care 

facility. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

17 
(Continued) 

Patient Discharge 

Status 

50 Hospice – home. 
51 Hospice – medical facility. 
61 Discharged or transferred within this institution to 

hospital-based, Medicare-approved swing bed.  
(Hospital swing bed providers must use their swing bed 
provider number and the UB-04 claim form to bill swing 
bed services to Medicaid.) 

62 Discharged or transferred to inpatient rehabilitation 
facility, including rehabilitation in distinct part units of a 
hospital. 

63   Discharged or transferred to a Medicare Certified Long 
Term Care Hospital (LTCH). 

64 Discharged or transferred to a nursing facility certified 
under Medicaid but not certified under Medicare. 

65 Discharged or transferred to a psychiatric hospital or 
psychiatric distinct part unit of a hospital. 

66    Discharged or transferred to a Critical Access Hospital 
(CAH). 

70    Discharged or transferred to another Type of Health 
Care Institution not Defined Elsewhere in Code List 
(Effective 10/1/07, previously code 05). 

 
Freestanding Dialysis Centers:  No entry required. 

Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter one of the following codes indicating patient 
status as of the discharge date. 

20 – Death  
03 – Discharge or transfer to Skilled Nursing Facility  
01 – Home  
09 – Hospital 
30 – Still a patient 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

18-28 Condition Codes Inpatient, Outpatient, Freestanding Dialysis Centers, 

Hospice, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Identify any condition relating to this 
bill in numeric or alphanumeric sequence.  If none of the 
condition codes apply, leave blank.   
If all of the Condition Code fields are filled, use Form Locator 
81 Code-Code field with qualifier code A1. 
Insurance Codes: 

01 Military Service Related.  Medical condition incurred 
during military service. 

02 Condition Is Employment Related.  Patient alleges that 
medical condition is due to environment or events 
resulting from employment. 

03 Patient Covered by Insurance Not Reflected Here. 
Indicates that the recipient or the recipient’s 
representative has stated that coverage may exist 
beyond that reflected on this claim. 

04 Zero Payment – Information Only Bill.  Identifies a 
claim a provider has to submit to Medicaid but for 
which the provider expects $0.00 (zero) payment. 

05 Lien Has Been Filed. 
06 End Stage Renal Disease Patient in First 18 Months of 

Entitlement Covered by Employer Group Health 
Insurance. 

07 Treatment of a Non-Terminal Condition for Hospice 
Patient.  Code indicates the recipient is a hospice 
enrollee, but the provider is not treating recipient’s 
terminal condition and is, therefore, requesting regular 
Medicaid reimbursement. 

 Code 07 also indicates the recipient’s exemption from 
inpatient and outpatient hospital copayment 
requirement. 

08 Recipient Would Not Provide Information Concerning 
Other Insurance Coverage. 

10 Patient or Spouse Is Employed but No Employer 
Group Health Plan Exists for Either Party that Would 
Cover the Patient. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

18-28 
(Continued) 

Condition Codes Accommodation Codes: 
36 General Care Patient in a Special Unit or General Care 

Beds Temporarily Unavailable 
37 Ward Accommodation at Patient Request 
38 Semi-Private Room Not Available 
39 Private Room Medically Necessary 
40 Same Day Transfer:  Patient transferred to another 

facility before midnight on the day of admission 
44 Inpatient Admission Changed to Outpatient.  For use 

on outpatient claims only, when a physician ordered 
inpatient services, but upon internal utilization review, 
the hospital determined that the services did not meet 
its inpatient criteria. 

Skilled Nursing Facility (SNF) Codes: 
55 SNF Bed Not Available.  Code indicates the recipient’s 

SNF admission was delayed more than 30 days after 
hospital discharge because a SNF bed was not 
available. 

56 Medical Appropriateness.  Code indicates the 
recipient’s SNF admission was delayed more than 30 
days after hospital discharge because the patient’s 
condition made it inappropriate to begin active care 
within that period.   

57 SNF Readmission.  Code indicates the recipient was 
previously receiving Medicaid covered SNF care within 
30 days of this readmission.  

Renal Dialysis Setting Codes: 

71 Full Care in Unit 
Special Program Codes: 

A1 Child Health Check-Up (formerly EPSDT).  Enter 
Condition Code A1 for recipients under 21 years of 
age for whom surgery was performed if: 

 The surgery resulted from the recipient having a Child 
Health Check-Up screening no longer than one year prior 
to the date of surgery, and 

 The screening resulted in the recipient’s referral to the 
physician for treatment of the condition for which the 
surgery was performed. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

18-28 
(Continued) 

Condition Codes Special Program Codes, continued 
A4 Family Planning.  Enter Condition Code A4 if services 

included on this claim were provided for family 
planning purposes. 
This code is not applicable to hysterectomy or abortion 
services. 

 If Condition Code A4 is entered on an outpatient claim, 
it also indicates that a copayment cannot be charged to 
the recipient accessing the outpatient hospital 
emergency room, outpatient department, or clinic for 
family planning services. 

AA Abortion Performed Due to Rape 
AB Abortion Performed Due to Incest 
AD Abortion Performed Due to a Life Endangering Physical 

Condition Caused by, Arising from, or Exacerbated by 
the Pregnancy Itself. 

AI Sterilization.  (This code cannot be used for 
hysterectomies.) 

PRO Approval Indicator Series: 
C1 Approved as Billed.  The services provided for this 

billing period have been reviewed by the PRO UR, as 
appropriate, and are fully approved. 

C3 Partial Approval.  The services provided for this billing 
period have been reviewed by the PRO UR, as 
appropriate, and some days have been denied.  If Code 
C3 is entered in Form Locators 18-28, you must also 
enter M0 and the first and last dates of the approved 
days in Form Locators 35-36.  See instructions for Form 
Locators 35-36. 

C4 Admission Denied.  Enter this code to indicate that the 
patient’s need for inpatient services was reviewed and 
the PRO UR found that none of the stay was medically 
necessary. 

29 Accident State When medical services resulted from an auto accident, enter 
the state code for the state in which the accident occurred, i.e., 
FL, GA, etc.   

30 Unlabeled No entry required.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

31-34 

a—b 

Occurrence Code and 

Date 

Inpatient and Outpatient:  Enter the code and associated date 
defining a significant event relating to this bill.  If only one code 
and date are used, they must be entered in Form Locator 31a.  
If more than one code and date are used, they must be entered 
in Form Locators 31a through 34a, then 31b through 34b, in 
alphanumeric sequence.  Enter the date in MMDDYY format. 
If all of the Occurrence Code fields are filled, use available 
occurrence span code fields (35-36).  After all these fields are 
exhausted, use Form Locator 81 Code-Code field with qualifier 
A2. 
01 Auto Accident:  Code indicating the date of an auto 

accident. 
02 No Fault Insurance Involved Including Auto Accident or 

Other 
03 Accident—Tort Liability 
04 Accident—Employment Related 
05 Accident No Medical or Liability Coverage 
06 Crime Victim 
10 Pregnant Woman–No copayment.  Use this code on an 

inpatient or outpatient claim.  Code 10 signifies that a 
copayment cannot be charged to a pregnant or post-
partum woman up to two months, who is accessing 
hospital services, even if the services she needs are 
non-emergency in nature. 

11 Onset of Symptoms or Illness 
24 Date Insurance Denied 
25 Date Benefits Terminated by Primary Payer 
26 Date SNF Bed Available 
Hospice, Freestanding Dialysis Centers, and Long Term 

Care Facilities (Skilled Nursing Facilities and ICF/DDs):  
No entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

31-34 

a—b 
(Continued) 

Occurrence Code and 

Date 

Newborn Billing:  If the mother is eligible for Medicaid and the 
infant’s length of stay is within the mother’s admission and 
discharge dates, include all charges for the mother and 
newborn on the same claim.  Do not bill separately.  Bill in the 
mother’s name and Medicaid ID number.  This inpatient stay is 
referred to as a concurrent newborn stay. 
 If the mother is not eligible for Medicaid, bill in the 

newborn’s name and Medicaid ID number. 
 If the Medicaid-eligible newborn was transferred from 

another hospital, bill in the newborn’s name and Medicaid 
ID number. 

 If the birth of the newborn was extramural, bill in the 
newborn’s name and Medicaid ID number. 

 When the mother is eligible for both Medicare Part A and 
Medicaid during a concurrent stay, bill the claim in the 
newborn’s name and Medicaid ID number. 

 When the mother is eligible for Medicaid and has third party 
insurance (TPL) covering the delivery but the newborn is 
not covered by the TPL insurance, bill in the newborn’s 
name and Medicaid ID number. 

42 If the mother is eligible for Medicaid, but the newborn’s 
length of stay is longer than the mother’s, that is it exceeds 
the mother’s discharge date, enter Occurrence Code 42 
followed by the mother’s discharge date in this form locator.  
Bill in the newborn’s name and Medicaid ID number.  This 
situation is referred to as a non-concurrent newborn stay. 

A1 Birth Date - Insured A.  The birth date of the individual in 
whose name the insurance is carried. 

A2 Effective Date - Insured A Policy.  A code indicating the first 
date insurance is in force. 

A4 Medically Needy - First Day of Eligibility.  Enter this code 
and the date of the first day of eligibility for a Medically 
Needy recipient if you have received a pink CF Form 2902 
from the local Department of Children and Families.  This 
form must be kept on file in the recipient’s hospital record. 

B1 Birth Date - Insured B.  The birth date of the individual in 
whose name the insurance is carried. 

B2 Effective Date - Insured B Policy.  A code indicating the first 
date insurance is in force. 

C1 Birth Date - Insured C.  The birth date of the individual in 
whose name the insurance is carried. 

C2 Effective Date - Insured C Policy.  A code indicating the first 
date insurance is in force. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

35-36 

a—b 
Occurrence Span 

Code and Dates 

If Condition Code C3 was entered in Form Locators 18-28, 
enter the Occurrence Code ―M0‖ and the first and last days that 
were approved when not all of the stay was approved. 

37 Unlabeled No entry required.   

38 Responsible Party 

Name and Address 

No entry required. 

39-41 

a-b-c-d 

Value Codes and 

Amounts 

Inpatient and Outpatient:  Required for Medicare and 
Medicaid crossovers only if one or more of the codes below is 
applicable. 
If all of the Value Code fields are filled, then use Form Locator 
81 Code-Code field with qualifier A4.   
06 Medicare Part A or B Blood Deductible.  Total cash blood 

deductible, if appropriate.  Enter the Part A or Part B blood 
deductible amount. 

07 Medicare Cash Deductible.  Medicare cash deductible to 
be used only if 06 is used and there is a cash deductible. 

37 Pints of Blood Furnished.  Total number of pints of whole 
blood or units of packed red cells furnished to the patient.  

38 Blood Deductible Pints.  The number of unreplaced pints of 
whole blood or units of packed red cells furnished for which 
the patient is responsible. 

39 Pints of Blood Replaced.  The total number of pints of 
whole blood or units of packed red cells furnished to the 
patient that have been replaced by or on behalf of the 
patient. 

80 Covered Days.  The number of days covered by the 
primary payer as qualified by the payer. 

81 Non-Covered Days.  Days of care not covered by the 
primary payer. 

82 Co-insurance Days.  The inpatient Medicare days occurring 
after the 60th day and before the 91st day. 

83 Lifetime Reserve Days.  Under Medicare, each beneficiary 
has a lifetime reserve of 60 additional days of inpatient 
hospital services after using 90 days of inpatient hospital 
services during a spell of illness. 

Hospice: Enter the value code and amount if applicable. 
31   Patient Responsibility.  If the hospice patient has a patient 

responsibility, enter value code 31 and the amount.  The 
amount entered should be the amount for the entire month 
even when billing a partial month. The Medicaid computer 
system will do a prorated calculation for partial days. 
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FORM 

LOCATOR 
TITLE ACTION 

39-41 

a-b-c-d 

(continued) 

Value Codes and 

Amounts 

Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the value code and amount. 

31 Patient Responsibility.  If the patient has a patient 
responsibility, enter value code 31 and the amount.  The 
amount entered should be the amount for the entire month 
even when billing a partial month. The Medicaid computer 
system will do a prorated calculation for partial days. 
Medicaid reimburses the date of admission, but not the 
date of discharge, so that day is not included in the total 
number of days.  If the recipient is admitted and discharged 
on the same day, the system will count it as one day.   

 The Department of Children and Families (DCF) staff 
calculates the patient responsibility and notifies the nursing 
facility in writing of the correct amount of patient 
responsibility.  The facility must receive this notice before it 
submits its first claim for payment.  When DCF notifies a 
facility of a change in the amount of patient responsibility 
for a past month, the facility must submit an adjusted claim. 

 For Medicare crossover claims (level of care X), enter the 
patient responsibility amount unless the recipient is a QMB 
only or a QMB+.  There is no patient responsibility for QMB 
and QMB+ nursing facility residents during the Medicare 
coinsurance period.   

80  Covered Days.  The number of days covered by the 
primary payer as qualified by the payer. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

42 Revenue Code Enter the appropriate four-digit revenue codes itemizing 
accommodations, services, and items furnished to the patient 
in your facility.  

The last revenue code that all provider types billing on the UB-
04 must enter on the last page of the claim is revenue code 
―0001‖ in Line 23 of Form Locator 42 with the claim total charge 
amount in Form Locator 47. 
Inpatient:  Select from Appendix A in the Florida Medicaid 
Hospital Coverage and Limitations Handbook the appropriate 
revenue center codes that best describe the accommodations, 
services, and items applicable to this hospitalization. 
When revenue code 0471 is billed on an inpatient claim, it must 
be accompanied by one of the following hearing screening CPT 
codes in Form Locator 44:  92585, 92587, 92585-TC, 92587-
TC. 
Outpatient:  Select from Appendix B in the Florida Medicaid 
Hospital Coverage and Limitations Handbook the appropriate 
revenue center codes that best describe the services and items 
applicable to this outpatient encounter.  Each revenue center 
code, other than 0300 - 0314, will be reimbursed only once on 
the claim.  Enter the number of units in Form Locator 46. 
Laboratory and pathology revenue center codes 0300 through 
0314 may be entered more than once on the claim; however, 
these revenue codes must be accompanied by a 5-digit CPT-4 
lab code found in the Outpatient Hospital Laboratory Services 
Fee Schedule and entered in Form Locator 44 of the claim 
form.  Same revenue codes used more than once require a 
different CPT-4 lab code in Form Locator 44 each time. 
Note:  See Form Locator 44 for other CPT code entry 
requirements when certain other revenue center codes are 
billed. 
Hospice:  See Chapter 3 in the Florida Medicaid Hospice 
Coverage and Limitations Handbook for covered hospice 
revenue center codes. Use revenue center code 0657 to 
identify provider charges for services furnished to hospice 
patients by physicians employed by the hospice or receiving 
compensation from the hospice. When billing revenue code 
0657, enter the corresponding 5-digit CPT-4 procedure code in 
Form Locator 44. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

42 
(Continued) 

Revenue Code Freestanding Dialysis Centers:  Revenue center codes 0821 
and 0831 represent covered services.  Revenue Codes 0821 
and 0831 may be billed only once on the claim.  Enter the 
number of units in Form Locator 46.   

Chapter 3 of the Florida Medicaid Freestanding Dialysis Center 
Services Coverage and Limitations Handbook lists the drugs 
that are billed with revenue center codes 0634, 0635, and 0636.  
When billing for a drug, enter the corresponding five-digit 
HCPCS procedure code in Form Locator 44. 

Use revenue code 0636 when dispensing AHCA-specified 
charges for drugs and biologics that are billed under revenue 
code 0636 (with the exception of radiopharmaceuticals, which 
are reported under Revenue Codes 0343 and 0344) require 
specific identification.  If using a HCPCS to describe the drug, 
enter the corresponding five-digit HCPCS procedure code in 
Form Locator 44.  Enter the specific service units reported in 
hundreds (100s); rounded to the nearest hundred; do not use a 
decimal.  

Note:  The Florida Medicaid Freestanding Dialysis Center 
Services Coverage and Limitations Handbook is available on 
the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com  Click on Public Information for Providers, then on 
Provider Support, and then on Provider Handbooks.  It is 
incorporated by reference in 59G-4.105, F.A.C. 
 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the appropriate revenue code: 
0101 – Long Term Care days 
0185 – Hospital leave days (Bed-hold days) 
0182 – Home leave days (Therapeutic bed-hold days) 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

43 Revenue Code 

Description 

Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Enter a written description of the 
related revenue categories included on this bill. 
Line 23:  Page ___ of ___ - On multiple page claims, all 
required fields must be completed on each page of the claim.  
Enter the page number and the total number of pages on the 
bottom of each claim page.  For example, the first page would 
be numbered page 1 of 2, the second page, page 2 of 2. 
Outpatient:  Florida Medicaid is collecting NDC information on 
Centers for Medicare and Medicaid Services designated, 
physician administered drugs in the outpatient hospital setting.  
The NDC is required on claims for drugs, including Medicare-
Medicaid crossover claims for drugs.  See the instructions 
below for entering the NDC.   
Freestanding Dialysis Centers:   The NDC is required on 
claims for drugs, including Medicare-Medicaid crossover claims 
for drugs.  See the instructions below for entering the NDC.  
Florida Medicaid will reimburse freestanding dialysis centers 
only for drugs for which the manufacturer has a federal rebate 
agreement per SEC. 1927. [42 U.S.C. 1396r-8].  The current 
list of manufacturers who have drug rebate agreements is 
available on AHCA’s website at http://ahca.myflorida.com.  
Click on Medicaid, scroll down to ―What is Occurring in 
Medicaid,‖ and then click on ―Current List of Drug Rebate 
Manufacturers.‖ 

Instructions for Entering the NDC: 

When reporting a drug, enter identifier N4, the eleven-digit NDC 
code, Unit Qualifier, and number of units from the package of 
the dispensed drug in Form Locator 43 for the specified detail 
line.  Do not enter a space, hyphen, or other separator between 
N4, the NDC code, Unit Qualifier, and number of units.   
The NDC must be entered with 11 digits in a 5-4-2 digit format.  
The first five digits of the NDC are the manufacturer’s labeler 
code, the middle four digits are the product code, and the last 
two digits are the package size.  If you are given an NDC that is 
less than 11 digits, add the missing digits as follows: 

 For a 4-4-2 digit number, add a 0 to the beginning  
 For a 5-3-2 digit number, add a 0 as the sixth digit. 
 For a 5-4-1 digit number, add a 0 as the tenth digit. 

Enter the Unit Qualifier and the actual metric decimal quantity 
(units) administered to the patient.  If reporting a fraction of a 
unit, use the decimal point.  The Unit Qualifiers are: 
 F2 - International Unit 
 GR -Gram 
 ML - Milliliter 
 UN - Unit 

http://ahca.myflorida.com/
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

44 HCPCS/Rates/HIPPS 

Rate Codes 

Inpatient:  Required for inpatient newborn hearing screening 
services.  When revenue code 0471 is entered in Form Locator 
42, enter the appropriate hearing screening CPT code that best 
describes the service rendered.  They are 92585, 92587, 
92585-TC, and 92587-TC. 
For details on inpatient procedure codes required with revenue 
codes 0360, 0361, 0722, 0750, and 0790, see the instructions 
for Form Locator 74. 
Outpatient:  Enter the five-digit CPT-4 lab code from the 
Outpatient Hospital Laboratory Fee Schedule when billing for 
laboratory revenue codes (0300-0314).  Do not bill radiology 
services with CPT codes.  Radiology services performed by 
hospitals are billed by revenue code only. 
Revenue codes 0360, 0361, 0722, 0750, and 0790 require the 
entry of a HCPCS CPT procedure code. 
Revenue code 0471 requires the entry of one of the following 
newborn hearing screening codes in this form locator: 92585, 
92587, 92588, 92585-TC, 92587-TC, or 92588-TC. 
Revenue code 0451 requires the entry of CPT code 99281 
(emergency room screening and evaluation).  Bill 0451 (99281) 
when the recipient had to be screened per EMTALA but 
required no further emergency room services. 
Centers for Medicare and Medicaid Services designated, 
physician administered drugs, for which the National Drug Code 
is reported, require the entry of the appropriate HCPCS code. 
Freestanding Dialysis Centers:  Claims for the administration 
of Erythropoietin (Epogen, EPO) require the entry of the five-
digit injection HCPCS code.  When billing for drugs and 
biologicals, the 11-digit National Drug Code (NDC) is required 
in Form Locator 43 along with the five-digit HCPCS code in 
Form Locator 44.  (See Form Locator 43 for details instructions 
on entering the 11-digit NDC on the claim.)   
 
Hospice:  When billing revenue center code 0657, enter the 
corresponding five-digit CPT-4 code that is in the Florida 
Medicaid Hospice Coverage and Limitations Handbook.  No 
other codes are covered. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry is required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

45 Service Date  Required on outpatient claims. 
Lines 1 – 22:  On each line, enter the date of service. 
Line 23:  On each page, enter the date the bill was created or 
prepared for submission in MMDDYY format. 

46 Units of Service This form locator will accept up to seven characters.  Leading 
zeros are not required.   

Inpatient:  Enter the number of units of service and number of 
days for accommodations.  A late discharge may not be billed 
as an additional day. 
Outpatient:  Enter the units of service for each revenue code. 
Hospice:  Enter the number of units of service for each type of 
service.  Units are measured in days for codes 0651, 0655, 
0656 and 0659; in hours for code 0652; and in procedures for 
0657. 
Freestanding Dialysis Centers:  Enter the units of service for 
the revenue center code(s).  For revenue center codes 0821 
and 0831, units are measured in the number of dialysis 
treatments the patient received in the billing period. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the number of days associated with each 
revenue code.  Medicaid reimburses the date of admission, but 
not the date of discharge.  Include the date of admission, but do 
not include the date of discharge in the total number of days.  If 
the recipient is admitted and discharged on the same day, 
count it as one day. 

47 Total Charges Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers:  Enter the total charge for each revenue code or 
procedure code entry.  This entry must be the sum of the 
individual charges.   
Line 23:  Enter the total of all revenue code charges on the final 
page of the claim, along with revenue code 0001. 

Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter the total charge for each revenue code or 
procedure code entry.  This entry must be the sum of the 
individual charges.  Do not deduct the patient responsibility.   
Line 23:  Enter the total of all revenue code charges on the final 
page of the claim, along with revenue code 0001. 
For Medicare crossover claims (level of care X), compute the 
total charge using the Medicare rate instead of the Medicaid per 
diem.  If the Medicare rate for a recipient changed during the 
month, use the weighted average Medicare rate (weighted 
based on the number of days each rate is paid).   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

48 Non-Covered Charges Inpatient:  No entry required. 
Outpatient, Hospice, and Freestanding Dialysis Centers:  
Enter the total payment received or expected to be received 
from a primary insurance payer identified in Form Locator 50A.  
Enter each portion of the payment applicable to each code in 
Form Locator 48. 
Enter the total amount payment received or expected to be 
received from a primary insurance payer on the final page of 
the claim in Line 23. 
If the primary insurance payer other than Medicare pays a lump 
sum payment, enter a prorated amount on each line.   
If there is more than one other private payer, lump all amounts 
together in Form Locator 48 and attach each company’s 
Explanation of Benefits or remittance. 
Electronic software allows separate entries on an outpatient 
claim for primary, secondary, and tertiary payer payments.  If 
billing on a paper claim and there is more than one private 
payer, attach documentation to show how much each payer 
paid for each line item. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry is required.   

49 Unlabeled No entry required.   

50 A-C Payer Name Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Enter ―Florida Medicaid― for the 
Medicaid payer identification.  Enter the name of the third party 
payer if applicable: 
50A–Primary Payer. 
50B–Secondary Payer. 
50C–Tertiary Payer. 

51 A-C Health Plan ID For Medicaid, leave blank.  If the health plan in Form Locator 
50 has a number, report the number in 51 A, B, or C depending 
on whether the insurance is primary, secondary, or tertiary.  If 
the number is unknown, leave blank. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

52 A-C Release of 

Information 

Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs): Indicate whether the patient or 
patient’s legal representative has signed a statement permitting 
the provider to release data to other organizations. 

The Release of Information is limited to the information carried 
in this claim.  
A= Primary 
B= Secondary 
C= Tertiary 
Code Structure: 
I = Informed Consent to Release Medical Information for 
Conditions or Diagnoses Regulated by Federal Statutes. 
(Required when the provider has not collected a signature and 
state or federal laws do not supersede the HIPAA Privacy Rule 
by requiring a signature be collected.) 
Y = Yes, Provider has a Signed Statement Permitting Release 
of Medical Billing Data Related to a Claim.  (Required when 
state or federal laws do not supersede the HIPAA Privacy Rule 
by requiring a signature be collected.) 

53 A-C Assignment of 

Benefits 

No entry required. 

54 A-C Prior Payments Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Enter the amount that the provider 
has received toward payment of this bill prior to the billing date 
on this claim.  Do not put the Medicaid amount due in this form 
locator. 

Inpatient and Outpatient:  If no payment was received or if the 
service was denied, attach a copy of the EOB from the 
insurance carrier with the reason for the denial. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

55 A-C Estimated Amount 

Due 

No entry required. 

56 NPI The National Provider Identifier (NPI) is a unique HIPAA-
mandated number assigned to the provider submitting the bill.   
The provider may enter either its NPI number in Form Locator 
56 or its Medicaid provider number in Form Locator 57.  If the 
provider’s NPI is mapped to a taxonomy code that is needed to 
identify the provider in the Florida Medicaid claims processing 
system, the rendering provider must enter qualifier code B3 and 
the taxonomy code in Form Locator 81.    
Entry of the NPI on paper claims is optional.  Florida Medicaid 
prefers that the provider continue to enter Medicaid provider 
numbers on paper claims. 

57 A-C Other Provider ID Use if an identification number other than NPI is being reported.  
The provider may enter either its NPI number in Form Locator 
56 or its Medicaid provider number in Form Locator 57.   

58 A-C Insured’s Name Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Enter the insured’s last name, first 
name, and middle initial exactly as it appears on the Medicaid 
ID card or other proof of eligibility.  If the recipient is covered by 
insurance other than Medicaid, enter the name of the individual 
in whose name the insurance is carried. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

59 A-C Patient’s Relationship Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs): Enter the code indicating the 
relationship of the patient to the identified insured.   
Line A: Primary Payer, Required 
Line B: Secondary Payer, Situational 
Line C: Tertiary Payer, Situational 
Code Structure: 
01 = Spouse 
18 = Self 
19 = Child 
21 = Unknown 

60 A-C Insured’s Unique ID Inpatient, Outpatient, Hospice, Freestanding Dialysis 

Centers, and Long Term Care Facilities (Skilled Nursing 

Facilities and ICF/DDs):  Enter all of the insured’s unique 
identification numbers assigned by any payer organizations.  
The recipient’s ten-digit Medicaid ID number must be verified 
and entered.  This entry must correspond with the Medicaid 
payer entry in Form Locators 50 A, B, or C. 
If Medicaid is primary, enter the recipient’s Medicaid ID number 
in Form Locator 60A.  If Medicaid is secondary, enter the 
recipient’s Medicaid ID number in Form Locator 60B. 

61 A-C Insurance Group 

Name 

No entry required. 

62 A-C Insurance Group 

Number 

No entry required. 

63 A-C Treatment 

Authorization Code 

Inpatient - MediPass:  If a recipient under 21 is in the 
Children’s Medical Services’ (CMS) Network and the MediPass 
primary care physician authorized the services being billed, 
enter the 9-digit MediPass authorization number that was given 
to the hospital in Form Locator 63A.  This number is different 
from the 10-digit prior authorization number issued by the PRO 
for inpatient services. 
If the recipient in the CMS Network is admitted due to an 
emergency, no MediPass authorization number is required in 
this form locator.  This requires type of admission code ―1‖ or 
―5‖ in Form Locator 14. 
A MediPass authorization number is not required for any type 
of inpatient admission for any other category of recipient, 
except for children in the CMS Network. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

63 A-C 

(Continued) 

Treatment 

Authorization Code 

Inpatient Admissions:  If an inpatient admission requires an 
authorization from the PRO, enter the prior authorization 
number that covers the authorized days in Form Locator 63A, if 
Medicaid is the primary payer, or in Form Locator 63B, if 
Medicaid is the secondary payer.  
Most inpatient admissions require authorization from the PRO 
before Medicaid payment can be made.  However, there are 
several exemptions from inpatient authorization.  An exemption 
from authorization allows Medicaid to pay an inpatient claim 
without authorization from the PRO and without a prior 
authorization number on the claim form.  
Note:  See Chapter 3 in this handbook for information on the 
types of admissions and recipient categories that require 
inpatient authorization and the listing of recipient categories and 
circumstances that are exempt from authorization.   
Inpatient - Psychiatric or Substance Abuse:  When the 
admitting and primary diagnosis code is in the range of 290–
314.9 or 648.30–648.44, prior authorization by the psychiatric 
PRO is required.  Enter the prior authorization number that 
covers this hospitalization in Form Locator 63A, if Medicaid is 
the primary payer, or in 63B, if Medicaid is the secondary payer. 
Note:  See Chapter 3 in this handbook for information on 
inpatient psychiatric or substance abuse authorization 
requirements. 
Outpatient:  Outpatient services to recipients enrolled in 
MediPass require authorization from the MediPass primary 
care physician before services can be rendered, if the 
outpatient encounter is not an emergency.  Enter the MediPass 
authorization number in Form Locator 63A if Medicaid is the 
primary payer or in 63B if Medicaid is the secondary payer. 
MediPass authorization is not required for true emergencies.  
This is indicated by the code entry of ―1‖ or ―5‖ for type of 
admission in Form Locator 14.  It is also not required for 
Emergency Room Screening and Evaluation Services required 
by the Emergency Medical Treatment and Active Labor Act 
(EMTALA), billed using revenue code 0451 with HCPC (99281). 
Hospice:  No entry required. 
Freestanding Dialysis Centers:  No entry required. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

64 A-C Document Control 

Number 

No entry required.  If the claim is an adjustment or void of a 
previously paid claim, enter the 13-digit Internal Control 
Number in Form Locator 80 on Line 2.  For a claim that was 
processed prior to July 1, 2008 that has a 17-digit Transaction 
Control Number (TCN), enter the TCN. 

65 A-C Employer Name (of 

the Insured) 

Inpatient, Outpatient, Hospice, and Freestanding Dialysis 

Centers:  Enter the name of the employer who provides or 
might provide health care coverage for the patient. 

66 Diagnosis and 

Procedure Code 

Qualifier (ICD Version 

Indicator) 

Enter the qualifier that identifies the version of the International 
Classification of Diseases (ICD) reported: 
9 – Ninth Revision 
0 – Tenth Revision 

67 Principal Diagnosis This Form Locator is optional; it is not entered in the Florida 
Medicaid Management Information System.   

Inpatient and Hospice:  Enter the most specific fourth and fifth 
digit ICD code describing the principal diagnosis (i.e., the 
condition established after study to be chiefly responsible for 
causing this hospitalization or need for hospice care) that exists 
at time of admission or develops subsequently that has an 
effect on the length of stay. 
Psychiatric admissions require the entry of a diagnosis in the 
range of 290-314.9 or 648.30-648.44 in this form locator and in 
Form Locator 69.  A prior authorization number from the 
psychiatric PRO is required when the principal diagnosis is in 
the ranges noted here.  If Medicaid is primary, the psychiatric 
PRO issued PA number is entered in Form Locator 63A; if 
Medicaid is secondary, the PA number is entered in Form 
Locator 63B. 
Outpatient:  Enter only the most specific ICD code describing 
the principal diagnosis (i.e., the condition established after 
study to be chiefly responsible for causing the use of hospital 
services that exists at time of service). 
Freestanding Dialysis Centers:  Enter only the most specific 
ICD code describing the principal diagnosis for the condition 
chiefly responsible for causing the need for dialysis services.  
For example, diagnosis code 585.6 for end stage renal disease. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  Enter only the most specific ICD code describing 
the principal diagnosis for the condition chiefly responsible for 
causing the need for long term care.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

67 
(Continued) 

Principal Diagnosis This Form Locator is optional; it is not entered in the Florida 
Medicaid Management Information System. 

Inpatient and Outpatient: Present on Admission (POA) 

Indicator: 

The POA Indicator applies to diagnosis codes, not only on the 
conditions known at the time of admission, but also include 
those conditions that were clearly present, but not diagnosed, 
until after the admission took place. Present on admission is 
defined as present at the time the order for inpatient admission 
occurs.  Conditions that develop during an outpatient 
encounter, including emergency department, are considered as 
present on admission. The POA indicator is applied to the 
principal diagnosis as well as all secondary diagnoses that are 
reported.  The five reporting options for all diagnosis reporting 
are as follows: 
Y                                   = Yes 
N                                   = No 
U                                   = No Information in the Record 
W                                  = Clinically Undetermined 
(Unreported—Not Used) = Exempt from POA Reporting 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

67 A-Q Other Diagnoses Enter diagnoses that are other than the principle diagnosis. 
Inpatient:  Enter the most specific ICD diagnosis codes 
corresponding to additional conditions that co-exist at the time 
of admission, or developed subsequently and had an effect on 
the treatment received during the length of stay. 
Outpatient:  Enter the most specific ICD diagnosis codes that 
correspond to additional conditions that co-exist at the time of 
service. 
Inpatient and Outpatient: Present on Admission (POA) 

Indicator: 

The POA Indicator applies to diagnosis codes, not only on the 
conditions known at the time of admission, but also include 
those conditions that were clearly present, but not diagnosed, 
until after the admission took place. Present on admission is 
defined as present at the time the order for inpatient admission 
occurs.  Conditions that develop during an outpatient 
encounter, including emergency department, are considered as 
present on admission. The POA indicator is applied to the 
principal diagnosis as well as all secondary diagnoses that are 
reported.  The five reporting options for all diagnosis reporting 
are as follows: 
Y                                   = Yes 
N                                   = No 
U                                   = No Information in the Record 
W                                  = Clinically Undetermined 
(Unreported—Not Used) = Exempt from POA Reporting 
Hospice:  No entry required. 
Freestanding Dialysis Centers:  Enter the most specific ICD 
diagnosis codes that correspond to additional conditions that 
co-exist at the time of service. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required. 
Special Circumstances When Diagnosis Codes are NOT 

Required on Outpatient Claims:  Diagnosis codes are not 
required on outpatient claims when the type of bill is 141 
(hospital-referenced diagnostic services) or when either of the 
following: 
 The only revenue center codes on the claim are in the 

range 0300-0307. 
 The only revenue center codes on the claim are any one or 

any combination of the following (with any Type of 
Admission code):  0310, 0311, 0312, 0314, 0320, 0321, 
0322, 0323, 0324, 0340, 0341, 0400, 0401, 0402, 0460, 
0610, 0611, 0612, 0730, 0731, 0740. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

68 Unlabeled No entry required.   

69 Admitting Diagnosis Inpatient:  Required for all inpatient claims and claims with 
Type of Bills (Form Locator 4):  011X, 012X, 018X and 021X.  
The presence of an admitting diagnosis in 290–314.9, or 
648.30–648.44 range, psychiatric or substance abuse, 
indicates that the inpatient services needed authorization by the 
psychiatric PRO. 
Outpatient:  Required for outpatient to report the presenting 
symptom (diagnosis) and the reason for the patient’s visit on 
claims that contain emergency services. 
Hospice, Freestanding Dialysis, and Long Term Care 

Facilities (Skilled Nursing Facilities and ICF/DDs):  No entry 
required. 

70 a-c Patient’s Reason for 

Visit Code 

Outpatient:  Enter the diagnosis codes describing the patient’s 
reason at the time of the outpatient registration.  This is 
required for all unscheduled outpatient visits as defined when 
the following occurs: Form Locator 4, Type of Bill 013X or 
085X; Form Locator 14, Type of Admission codes 1, 2, or 5; 
and Form Locator 42, Revenue Codes 045X, 0516, 0526 or 
0762 (Observation Room). 

Inpatient, Hospice, Freestanding Dialysis, and Long Term 

Care Facilities (Skilled Nursing Facilities and ICF/DDs):  No 
entry required. 

71 PPS Code No entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

72 a-c External Cause of 

Injury Code 

No entry required. 
Inpatient and Outpatient:  Enter the ICD diagnosis code 
pertaining to external cause of injuries, poisonings, or adverse 
effect.  Required when an injury, poisoning, or adverse effect is 
the cause for seeking medical treatment or occurs during the 
medical treatment. 
Inpatient and Outpatient: Present on Admission (POA) 

Indicator: 

The POA Indicator applies to diagnosis codes, not only on the 
conditions known at the time of admission, but also include 
those conditions that were clearly present, but not diagnosed, 
until after the admission took place.  Present on admission is 
defined as present at the time the order for inpatient admission 
occurs.  Conditions that develop during an outpatient 
encounter, including emergency department, are considered as 
present on admission. The POA indicator is applied to the 
principal diagnosis as well as all secondary diagnoses that are 
reported.  The five reporting options for all diagnosis reporting 
are as follows: 
Y                                   = Yes 
N                                   = No 
U                                   = No Information in the Record 
W                                  = Clinically Undetermined 
(Unreported—Not Used) = Exempt from POA Reporting 
Hospice, Freestanding Dialysis, and Long Term Care 

Facilities (Skilled Nursing Facilities and ICF/DDs): No entry 
is required. 

73 Unlabeled No entry required.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

74 Principal Procedure 

Code and Date 

Inpatient:  Enter the code identifying the principal ICD surgical 
or obstetrical procedure and the date on which either was 
performed. 
Enter the date in MMDDYY format. 
False labor does not require a procedure code. 
A first surgical procedure code is required in this form locator 
when one of the following revenue codes is reported:  0360, 
0361, 0722, 0750, or 0790. 
Outpatient:  For details on outpatient procedure codes 
required with revenue codes 0360, 0361, 0722, 0750, or 0790, 
see the instructions for Form Locator 44. 
Hospice:  No entry required. 
Freestanding Dialysis Centers:  No entry required. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required. 

74 a-e Other Procedure 

Codes and Dates 

Inpatient:  Enter the codes identifying all significant 
procedures, other than the principal procedure, performed 
during the billing period covered by this bill and the dates on 
which the procedures were performed. 
Hospice, Freestanding Dialysis Centers, and Long Term 

Care Facilities (Skilled Nursing Facilities and ICF/DDs):  No 
entry required. 

75 Unlabeled No entry required.   

76 Attending Physician 

Name and Identifiers 

Enter the identifying information for the attending physician (the 
physician primarily responsible for the care of the patient) or the 
resident physician.  Identifying information of Advanced 
Registered Nurse Practitioners (ARNPs) may also be reported 
in this form locator if they were primarily responsible for 
services in the hospital setting. 
Entry of the NPI is optional; but the Qualifier 0B (for state 
license number) must be entered in the small field to the right 
of ―QUAL‖, and the state license number must be entered in the 
larger field.  Enter the license information in the following 
manner: ME9999999 with no spaces.  On out-of-state claims, 
enter ME7777777 for the attending physician ID number.   
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

77 Operating Physician 

Name and Identifiers 

Required when a surgical procedure code is listed on the claim. 
Enter the identifying information for the surgeon.  Entry of the 
NPI is optional, but the Qualifier 0B (for state license number) 
and the state license number must be entered.  Enter the 
license information in the following manner: ME9999999 with 
no spaces.  On out-of-state claims, enter ME7777777 for the 
attending physician ID number.   

78-79 Other Provider Name 

and Identifiers  

Enter the identifying information for the other provider.  Entry of 
the NPI is optional, but the Qualifier 0B (for state license 
number) and the state license number must be entered.  Enter 
the license information in the following manner: ME9999999 
with no spaces.  On out-of-state claims, enter ME7777777 for 
the attending physician ID number.   
Inpatient and Outpatient:  If more than one physician 
performed the principal procedure or a different individual 
performed a secondary surgical procedure, report the other 
provider.   
Outpatient:  If the referring provider is different than the 
attending physician, report the referring physician’s information. 
Hospice:  No entry required. 
Freestanding Dialysis Centers:  No entry required. 
Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):  No entry required. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

80 Remarks (Financial 

Classification Code) 

This field has four lines.  
Line 1:  Financial Classification Code. Enter ―FC‖ followed by 

the three-digit ―Financial Classification Code‖ in line 1 
of Form Locator 80.  This code identifies the 
relationship of the payers indicated in Form Locators 
50 A-C.    

The FC code is as follows: 
1st position = Form Locator 50A primary payer code 
2nd position = Form Locator 50B secondary payer code 
3rd position = Form Locator 50C tertiary payer code 
 
Payer Codes: 
0   No payer   5   Medicare Part B 
1   Medicaid   6   Other State Agency 
2   Private Insurance  8   No hospice patient resp. 
3   Blue Cross   9   Other 
4   Employer or Union   
(The FC code may be entered on the same line as ―Remarks‖ 
or the line below.) 
Example of FC codes: 
100 – Straight Medicaid claim, claim with third party insurance 

denial attached, claim to which third party insurance 
applied all the payment to the deductible, and a hospice 
claim with patient responsibility. 

180 – Claim with no hospice patient responsibility. 
210 – Claim with private insurance as the primary payer over 

Medicaid. 
310 – Claim with private Blue Cross insurance as the primary 

payer over Medicaid. 
510 – Medicare Part B-Only (Inpatient Claim). 
910 – Medicare crossover claims with other third party 

payments. 
Line 2:  If you are adjusting or voiding the claim, enter the 
Internal Control Number (ICN) in line 2.  For a claim that was 
processed prior to July 1, 2008 that has a 17-digit Transaction 
Control Number (TCN), enter the TCN.  Enter the Financial 
Classification Code that indicates that you are adjusting or 
voiding the claim in line 1.  (Be sure the correct type of bill code 
is entered in Form Locator 4.)  See Appendix A for the Internal 
Control Number (ICN) Regions Codes. 
Line 3:  Enter ―Crossover‖ on Medicare crossover claims 

without TPL payment. 
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How to Complete the UB-04 Claim Form, continued 

FORM 

LOCATOR 
TITLE ACTION 

81 a-c Code-Code Field If an NPI is entered in Form Locator 56 and the provider’s NPI 
is mapped to a taxonomy code that is needed to identify the 
provider in the Florida Medicaid claims processing system, the 
provider must enter qualifier code B3 and the taxonomy code in 
this Form Locator.   

81 d Code-Code Field Long Term Care Facilities (Skilled Nursing Facilities and 

ICF/DDs):   

In the first field, enter Qualifier Code 02.   

In the second field, enter the established level of care (LOC) 
code to indicate the type of care that the recipient has been 
determined to require: 

1 = Skilled 
2 = Intermediate I 
3 = Intermediate II 
4 = State Mental Health Hospital 
6 through 9 = ICF-DD Levels of Care 
H = AIDS Per Diem 
U = Skilled Fragile Children Under 21 
X = Medicare Part A Coinsurance Payment 

In the third field, enter the facility’s per diem.  For level of care 
X, enter the respective Medicare per diem  

 Claim Certification Because the UB-04 claim form does not have the provider’s 
signature, the provider’s endorsed signature on the back of the 
remittance check issued by the Medicaid fiscal agent takes the 
place of a signature on a paper claim form.  It acknowledges 
the submission of the claim and the receipt of the payment for 
the claim.  It certifies that the claim is in compliance with the 
conditions stated on the back of the paper claim form and with 
all federal and state laws. 

Any provider who utilizes the electronic funds transfer system is 
certifying with each use of the system that the claim(s) for 
which the provider is being paid is in compliance with the 
provisions found on the back of the paper claim form and with 
all federal and state laws. 
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Illustration 1-3.  Sample Completed Inpatient UB-04 Claim Form 
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Illustration 1-4.  Sample Completed Outpatient UB-04 Claim Form 
 

 



Medicaid Provider Reimbursement Handbook, UB-04 

July 2008  1-51 

Illustration 1-5.  Sample Completed Hospice UB-04 Claim Form 
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Illustration 1-6.  Sample Completed Freestanding Dialysis Center UB-04 Claim  
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Illustration 1-7.  Sample Completed Nursing Facility Claim Form  
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Illustration 1-8.  Sample Completed ICF/DD Claim Form  
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Claims Submission Checklist 
  
  
Introduction Use the following checklist before submitting a claim to the Medicaid fiscal agent for 

reimbursement. 
  
  
Checklist 

 Is the form typed or printed in black ink?   

 Is the copy legible? 

 Were instructions in the handbook followed?  Some fields are not self-explanatory 
or may be used for other purposes. 

 Are the provider name and number entered?  

 Are attachments required?  Claims cannot be paid without the required 
attachments. 

 Is the MediPass authorization number included for services that require the 
MediPass primary care provider’s approval?  Without this number, the claim will 
be denied.   

 Is the PRO authorization number present for inpatient admissions that require 
PRO approval?  Without this number, the claim will be denied.   

 Is the P.O. Box Number for submitting the claim correct? 
 
Note:  See Where to Send Claim Forms on the next page for a complete list of 
addresses to submit claims and other forms. 

 If your question is not answered in this handbook, call the Medicaid fiscal agent 
Provider Contact Center at 800-289-7799 and select Option 7.  The Provider 
Contact Center is open from 7:00 a.m. to 6:00 p.m. eastern time.  

 

Claims Mailing Checklist 
  
  
Introduction The following checklist may be used when mailing claims to the Medicaid fiscal agent for 

reimbursement. 
  
  
Checklist 

 Enclose only one claim type per envelope, i.e., clean UB-04, adjustment UB-04, or 
a void UB-04.  Claims and adjustment requests should be sent separately, 
because they are processed separately at the Medicaid fiscal agent. 

 The claims envelope should be addressed to the correct P.O. box and 
corresponding nine-digit zip code for each claim type being mailed.  Printed 
addresses speed up post office processing. 

 Claims mailed in a large envelope or ―flat‖ need to be marked ―First Class‖ and 
paid for as first class postage.  If first class is not specified, the post office will 
send large envelopes as third class mail.  This will delay delivery of claims to the 
Medicaid fiscal agent. 
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Where to Send Claim Forms 
 
 CLAIM TYPE ADDRESS 
   

 Original UB-04 

Resubmittal UB-04 

UB-04 Claims 
P.O. Box 7062 
Tallahassee, FL 32314-7062 
 

   

 UB-04 Crossover UB-04 Crossover Claims 
P.O. Box 7064 
Tallahassee, FL 32314-7064 
 

   
 Adjustments and Voids Adjustments and Voids 

P.O. Box 7080 
Tallahassee, FL 32314-7080 
 

   
 Exceptions to Filing 

Time Limits 

Area Medicaid Office 
 
See Appendix C in the Florida Medicaid 
Provider General Handbook for the 
address. 
 

   
 Authorization Request Prior Authorizations 

P.O. Box 7090 
Tallahassee, FL 32314-7090 
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Electronic Claim Submission 
   
   
Introduction  Submitting Medicaid claims via electronic media offers the advantage of speed 

and accuracy in processing.  Providers may submit electronic claims 
themselves or choose a billing agent that offers electronic claim submission 
services.  Billing agents must enroll as Medicaid providers.   

   
   
Benefits  The benefits of electronic claims submission include: 

 
 Increase speed of claims payments; seven days in some cases. 
 Correct data entry errors immediately, avoiding mailing time and costs. 
 Eliminate the cost and inconvenience of claims paperwork. 
 Reduce office space required for storing claim forms, envelopes, etc. 
 Decrease clerical labor costs. 
 Automate the office for a more efficient operation. 

   
   
Free Software and 

Electronic Claims 

Submissions 

Options 

 Providers can upload claims directly to the Medicaid fiscal agent through the 
fiscal agent’s secure Web Portal.  The secure Web Portal provides interactive 
claims processing for near real-time adjudication.   
 
The Medicaid fiscal agent will also provide free PC-based software, called 
Provider Electronic Solutions (PES), to enable providers to submit claims 
electronically on personal computers (PC) in their offices. 
 
The PES software, user manual and technical support is available free of 
charge to Florida Medicaid providers.   
 
Note:  For technical support or more information about obtaining the PES 
software, visit the fiscal agent’s Web Portal at http://mymedicaid-florida.com, 
click on Public Information for Providers, and then on EDI.  Information is also 
available by calling the EDI Help Desk at 800-289-7799 and selecting Option 3 
or calling 866-586-0961. 

   
   
Format 

Specifications 

 If you have a practice management system, use a billing agent, claims 
clearinghouse, or code your own submission software, the fiscal agent has 
specifications available detailing the electronic formats and the 
communications requirements. 

   
   
How to Participate 

in Electronic 

Claims Submission 

 The fiscal agent’s field representatives will assist providers with installing and 
testing PES software and provide instructions for ongoing claims submission.  
To schedule an appointment with a field representative or for answers to non-
software questions, call the fiscal agent’s Provider Contact Center (PCC) at 
800-289-7799 and select Option 7. 

   

http://mymedicaid-florida.com/
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Electronic Claim Submission, continued 
   
   
Technical Support  The Electronic Data Interchange (EDI) Support Unit assists providers who 

have questions about electronic claims submission.  The fiscal agent’s EDI 
Help Desk is available to all providers Monday through Friday from 8:00 a.m. 
to 5:00 p.m. EST at 866-586-0961 or 800-289-7799, select Option 3. 
 
EDI Support will: 
 
 Provide information on available services. 
 Assist in enrolling users for electronic claims submission and report 

retrieval. 
 Process test transmissions. 
 Provide technical assistance on transmission difficulties. 

 
Note:  Information on EDI is available on the fiscal agent’s Web Portal at 
http://mymedicaid-florida.com.  Click on Public Information for Providers, and 
then on EDI. 

   
   
Claim Certification  Because an electronic claim cannot be submitted with a signature, the 

provider’s endorsed signature on the back of the remittance check issued by 
the Medicaid fiscal agent takes the place of a signature on a paper claim form.  
It acknowledges the submission of the claim and the receipt of the payment for 
the claim.  It certifies that the claim is in compliance with the conditions stated 
on the back of the paper claim form and with all federal and state laws. 
 
Any provider who utilizes the electronic funds transfer system is certifying with 
each use of the electronic funds transfer system that the claim(s) for which the 
provider is being paid is in compliance with the provisions found on the back of 
the paper claim form and with all federal and state laws.   

   
 
 

http://mymedicaid-florida.com/
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CHAPTER 2 

CLAIMS PROCESSING  

 

Overview 
   
   
Introduction  Claims for Medicaid reimbursement are processed by the Medicaid fiscal 

agent.  This chapter describes claims processing and gives the provider 
information about remittance advice and how to obtain help with claims 
processing problems. 

   
   
In this Chapter  This chapter contains: 
   
  TOPIC PAGE 

  Claims Processing 2-1 
  Remittance Advice (RA) 2-2 
  How to Read the Remittance Advice 2-6 
  Sample Remittance Advice 2-7 
  How to Resubmit a Denied Claim 2-19 
  Resolving an Incorrect Payment 2-20 
  How to File a Void Request on a Paper Claim 2-22 
  Sample Void Request—UB-04 Claim Form 2-25 
  How To File an Adjustment Request on a Paper Claim 2-26 
  Sample Adjustment Request— UB-04 Claim Form 2-29 
  Identifying Adjustments and Voids on the Remittance Advice 2-30 
  Billing Medicaid When There is a Third Party Liability Discount 

Contract 
2-31 

   
   

Claims Processing 
   
   
Paper Claim 

Handling 

 When the Medicaid fiscal agent receives a paper claim, it is screened for 
missing information and necessary attachments.  If information or 
documentation is missing, the claim will not be entered into the Florida 
Medicaid Management Information System (FMMIS).  It will be returned to the 
provider with a Return to Provider (RTP) letter that will state the reason the 
claim is being returned.  The provider needs to correct the error, attach any 
missing documentation, and return the claim to the Medicaid fiscal agent for 
processing. 

   
   
Claim Entry  Data entry operators image and key into FMMIS each paper claim that passes 

initial screening.  Electronic claims are loaded by batch into FMMIS by the 
fiscal agent‘s data processing staff. 
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Claims Processing, continued 
   
   
Claim Adjudication  FMMIS analyzes the claim information and determines the status or disposition 

of the claim.  This process is known as claim adjudication. 
   
   
Disposition of 

Claim 

 A claim disposition can be: 
 
 Paid:  payment is approved in accordance with program criteria. 
 Suspended:  the claim is put on ―hold‖ so it can be analyzed in more detail 

by the fiscal agent or Medicaid. 
 Denied:  payment cannot be made because the information supplied 

indicates the claim does not meet program criteria, or information 
necessary for payment was either erroneous or missing. 

   
   
Processing Time 

Frames 

 Claims are processed daily.  Payments are made on a weekly basis.  Under 
normal conditions, a claim can be processed from receipt to payment within 7 
to 30 days. 

   
   

Remittance Advice (RA) 
   
   
Description  The remittance advice (RA) displays the disposition of all claims processed 

during the claims cycle for each provider service location.  If a provider has 
more than one service location, a separate remittance advice is delivered each 
week in a paper or electronic format, if the fiscal agent processed any claims or 
put any claims in ―In Process‖ status for that provider.  If the provider receives 
payment by paper check, the paper check is mailed in a separate envelope to 
the ―Pay-To‖ address. 
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Remittance Advice (RA), continued 
   
   
Role of the 

Remittance Advice 

(RA) 

 The remittance advice (RA) plays an important role in communications 
between the provider and Medicaid.  It tells what happened to the claims 
submitted for payment – whether they were paid, denied, in process, or 
adjusted.  It provides a record of transactions and assists the provider in 
resolving errors so that denied claims can be resubmitted. 
 
The remittance advice must be reconciled to the claim in order to determine if 
correct payment was received.  The date on the first line of each page is the 
date the financial cycle began, e.g., Friday.  The issue date is the date the 
check was mailed to the provider or electronic funds transfer (EFT) was sent to 
the bank for transmission.  
 
The remittance advice contains one or more of the following sections, 
depending on the type of claims filed, the disposition of those claims, and any 
new billing or policy announcements. Each section starts on a new page: 

 Remittance Advice Banner Page Message (will be available on every RA) 
 Groups of Four Different Claim Types Applicable to UB-04 Claims:   

 Outpatient 
 Inpatient 
 Long Term Care 
 Medicare A Crossover 

 Four Disposition Categories: Paid, Denied, In Process, Adjusted 
 Financial Transactions 
 Third Party Liability (TPL) Section 
 Summary Section (will be available on every RA) 
 EOB Reason Code Description 

   
   
Remittance Advice 

Banner Message 

(CRA-BANN-R) 

 When Medicaid or the fiscal agent discovers billing problems encountered by 
all or select provider types, a remittance advice banner message is printed as 
the first page of the advice.  Suggestions for avoiding problems, explanations 
of policy, and new or changed procedure codes are described.  Training 
sessions are also announced on the remittance advice banner page. 
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Remittance Advice (RA), continued 
   
   
Claim Types with 

Four Disposition 

Categories  

(CRA-XXXX-R) 

 Claims are grouped into four claim type groups applicable to UB-04 claims. 
Each of the claim types will report claims falling in any of the four disposition 
categories of paid, denied, in process, or adjusted claims: 
 
 Outpatient 
 CRA-OPPD-R, Paid 
 CRA-OPDN-R, Denied 
 CRA-OPSU-R, In Process 
 CRA-OPAD-R, Adjustments 

 Inpatient 
 CRA-IPPD-R, Paid 
 CRA-IPDN-R, Denied 
 CRA-IPSU-R, In Process 
 CRA-IPAD-R, Adjustments 

 Long Term Care (Nursing Facility and ICF/DD) 
 CRA-LTPD-R, Paid 
 CRA-LTDN-R, Denied 
 CRA-LTSU-R, In Process 
 CRA-LTAD-R, Adjustments 

 Medicare Crossover A 
 CRA-XAPD-R, Paid 
 CRA-XADN-R, Denied 
 CRA-XASU-R, In Process 
 CRA-XAAD-R, Adjustments 
 
Details display in sequence order starting with the first detail; no detail numbers 
are shown. Each section totals the amounts for each claim type group and 
disposition category.  

Claims will be sorted by recipient name within claim type group and disposition, 
e.g., Long Term Care - Denied.  All claims of the same type and status for the 
same recipient will be grouped together on the same page unless a page break 
is required in which case the claim will continue on the next page.  

All claims in the ―In Process‖ status are reported each week until processed as 
―Paid‖ or ―Denied‖.  If one line on a claim form suspends, then the entire claim 
will be ―In Process‖ until all of the claim lines can be processed.  

Adjustment claims begin with a ―5‖ in the Internal Control Number (ICN) and 
include the original claim header information only, followed by the replacement 
claim header and the details being adjusted.  

All reasons the provider was not paid the billed amount will be listed for each 
claim header and claim detail where applicable.  Some of these reasons may 
be cutback reasons. 
 
Note:  See Appendix A for the Internal Control Number (ICN) Region Codes. 
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Remittance Advice (RA), continued 
   
   
Financial 

Transactions 

(CRA-TRAN-R) 

 Financial transactions including account receivables, expenditures, and cash 
receipts are shown in this section.  The account receivables are equivalent to 
credit gross adjustments.  The expenditures are equivalent to debit gross 
adjustments. 

   
   
Third Party Liability 

Section  

(CRA-TPLP-R) 

 Third Party Liability (TPL) information for denied claims is shown in this section 
when applicable.  TPL information will be shown for any claims denied for TPL.  
These denied claims will be shown on the claim type pages, and the applicable 
TPL information will be shown for each denied claim on the TPL page. 
 
If the recipient has other insurance coverage, Medicaid payment will be denied 
unless the provider indicates receipt of a third party payment, or attaches a 
denial from the other insurance company, or documentation that the other 
insurance company will not cover the service.  
 
If the recipient has other insurance, the third party carrier information appears 
with the denied claim. 
 
The provider should record other insurance coverage information reported on 
the remittance advice in the recipient‘s file for future use. Remittance advice 
insurance information is specific to the individual recipient. 
 
Note: See Chapter 1 in the Florida Medicaid Provider General Handbook for 
information about TPL.  The Florida Medicaid Provider General Handbook is 
available on the Medicaid fiscal agent‘s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  
 
Note: A list of third party carrier codes and carrier billing information can be 
obtained from the Medicaid fiscal agent‘s Web Portal at http://mymedicaid-
florida.com.  Click on Secure Information for Providers, then on TPL.  The 
listing is also available from the Provider Contact Center (PCC) at 800-289-
7799, Option 7.   

   
   
Summary Section 

(CRA-SUMM-R) 

 The Summary Section is used to denote the total of all claims for the provider‘s 
remittance advice including Claims Data, Earnings Data, and Current 
Deductions.  The total capitation payment is included on the summary page.  
Details for capitation payments are sent separately to the provider by Managed 
Care on the MGD-0002-M Capitation Payment Listing report and the 820 
transaction. 

   
 

http://mymedicaid-florida.com/
http://mymedicaid-florida.com/
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Remittance Advice (RA), continued 
   
   
EOB Reason Code 

Description  

(CRA-EOBM-R) 

 The Explanation of Benefits (EOB) Reason Code section contains an 
explanation for all EOB codes and reason codes shown on all previous pages 
of the remittance advice. 

   
   

How to Read the Remittance Advice 
   
   
Introduction  All claims for each provider that are entered in the Florida Medicaid 

Management Information System (FMMIS) during the weekly cycle are listed 
on a remittance advice.  Following are examples of each type of RA and the 
field descriptions.   
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Illustration 2-1.  Sample Outpatient Claims Paid 
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Illustration 2-2.  Sample Outpatient Claims Denied 
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Illustration 2-3.  Sample Outpatient Claims in Process 
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Illustration 2-4.  Sample Outpatient Claim Adjustments 
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Illustration 2-5.  Sample Medicare Crossover Part A Claims Paid 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

1 RA# A unique identifier assigned to the remittance advice. 

2 REPORT A unique identifier for each of the nine claim types reporting claims in any 
of the four disposition categories of paid, denied, in process, or adjusted 
claims. 

3 SERVICE 
DATE 

The date the service was rendered; if multiple dates are billed the first date 
of service is the FROM date and the last date of service is the THRU date. 

4 RECIPIENT 
NAME 

The recipient‘s name as found on the Florida Medicaid eligibility file.  

5 BILLED 
AMOUNT 
(header) 

The total submitted claim charges from the claim. 

6 ALLOWED 
AMOUNT 
(header) 

The computed dollar amount allowable for the claim, arrived by adding up 
the individual detail allowed amounts. 

7 TPL AMOUNT 
(detail) 

The dollar amount paid by sources other than the state Medical Assistance 
Program being billed. If present, this amount is subtracted from the allowed 
amount. 

8 CO-PAY 
AMOUNT 

The dollar amount of recipient responsibility on a claim to be collected by 
the provider at the time the service is rendered. The header co-pay amount 
is arrived at by adding the detail co-pay amounts on all the detail lines from 
the claim, however, the detail co-pay does not display on the RA. 

9 PAID AMOUNT 
(header) 

The computed dollar amount paid for the claim, arrived by adding up the 
individual detail paid amounts. 

10 DATE Date the financial cycle began, e.g. Friday. 
11 PAYEE ID A unique identifier for the billing entity receiving payment or remittance 

activity. Applies to a provider or lien holder. 
12 NPI ID The National Provider ID number that is associated with the provider on the 

remittance advice. 
13 CHECK or EFT 

NUMBER 
If a check was generated, this is the check number corresponding to the 
check that was generated. If the provider is an EFT participant, this is the 
control number of the EFT transaction. 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

14 ISSUE DATE The date the payment was issued. 
15 DETAIL EOBS Explanation of Benefits (EOB) codes that apply to the claim detail lines. 

There could be a maximum of twenty EOB codes per detail line. These 
codes explain why a service was denied, payment was reduced, or why the 
claim is in process. At least one code is printed next to each claim line item 
reported on the remittance advice. A translation of these codes is included 
in the EOB Reason Code Section of the remittance advice. 

16 PAID AMOUNT 
(detail) 

The amount paid by Medicaid for the service billed by the provider. 

17 TPL AMOUNT 
(header) 

The computed TPL amount for the claim, arrived by adding up the 
individual detail TPL amounts. 

18 ALLOWED 
AMOUNT 
(detail) 

System calculated allowed amount for the service billed. 

19 BILLED 
AMOUNT 
(detail) 

The detail submitted claim charges from the claim. 

20 RENDERING 
PROVIDER 

The provider treating the patient and may or may not be part of a provider 
group practice. The three digits preceding the provider number will indicate 
if the number is NPI (National Provider Identifier) or MCD (Medicaid). 

21 PREV PAID DT When a claim is denied for duplicate reason(s), the paid date and the 
internal control number of the original paid claim are indicated for 
reference. 

22 REMITTANCE 
TOTALS 

The Summary Section is used to denote the total of all claims for the 
provider‘s remittance advice including Claims Data, Earnings Data, and 
Current Deductions 

23 DTL The number of the detail line that was a duplicate of the detail shown. This 
field is only shown when the claim detail was denied because there was a 
duplicate claim detail. If the entire claim denies, each detail number is not 
identified with this field, instead, the duplicate ICN and date will display in 
the header area of the RA. 

24 UNITS The units of service for the claim line item. This is the units of service for 
which the provider is to be paid. 

25 DUPLICATE 
ICN 

The ICN of the claim that was a duplicate of the claim shown. This field is 
only shown when the claim header or detail was denied because there was 
a duplicate claim header or detail. 

26 MODIFIERS Up to four alpha or numeric 2-digit codes added to the procedure code to 
clarify the services or procedures that are performed on the same calendar 
day. 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

27 PROC CD The procedure code for the service billed and up to four modifiers. 

28 PL SERVICE A 2-digit place of service code placed on health care professional claims to 
indicate the setting in which a service was provided. 

29 HEADER 
EOBS 

Explanation of Benefits (EOB) codes that apply to the claim or adjustment 
header. These codes are used to explain how the claim or adjustment was 
processed or priced. There could be a maximum of twenty EOB codes. 
These codes explain why a service was denied, payment was reduced, or 
why the claim is in process. At least one code is printed next to each claim 
header item reported on the remittance advice. A translation of these 
codes is included in the EOB Reason Code Section of the remittance 
advice. 

30 PATIENT 
NUMBER 

The provider assigned patient account number if entered on the claim. This 
field will contain up to 38 characters. 

31 ICN Internal control number, the unique identifying number assigned to each 
claim submitted. The ICN is the primary number used to identify the claim 
in the system. The following explains the components that the 13 digits of 
the ICN represent: 
 
RR=Region Code 
CCJJJ=Year and Julian Date 
BBB=Batch Number 
SSS=Claim Sequence 
 
Note:  See Appendix A for the Internal Control Number (ICN) Region 
Codes. 

32 MEDICAID ID The recipient‘s Medicaid identification number. 

33 ADDRESS The ‗Mail To‘ address of the Payee displayed in the upper left corner of the 
remittance advice. This address could be different from the ‗Home Office‘, 
‗Pay-To‘, or ‗Service Location‘ address. The check is sent to the ‗Pay-To‘ 
address. 

34 ADDITIONAL 
PAYMENT 

The amount paid to the provider, which is the difference between the 
original claims paid and the adjusted claims paid. 

35 NET AMOUNT 
OWED TO 
STATE 

The amount owed by the provider, which is the difference between the 
original claims paid and the adjusted claims paid. 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

36 PROVIDER 
REFUND 
AMOUNT 
APPLIED 

The refund amount received from the provider and is listed under each 
applicable ICN. 

37 ADJ RSN The 4-digit adjustment reason code indicating the reason for adjusting the 
original claim. A translation of these codes is included in the EOB Reason 
Code Section of the remittance advice. 

38 DATE SVC 
PERF 

The date the service was rendered. 

39 SURFACE A code used to identify the tooth surface ID. Up to five surface IDs will be 
displayed. 

40 TOOTH A code used to identify the tooth ID. Up to two IDs will be displayed. 

41 *V* Voided claim indicator when the adjustment claim voids the original claim. 

41 *VOID* Voided claim indicator when the adjustment claim voids the original claim. 

42 DISPENSE 
DATE 

The date the pharmacy filled the prescription or provided pharmaceutical 
care. 

44 METRIC QTY Number of metric units of medication dispensed. 

45 NDC National Drug Code: an 11-digit number assigned by the Food and Drug 
Administration (FDA), which uniquely describes a product and its 
packaging. 

46 NDC DESC The description of the drug being dispensed. 
47 RX NO. The prescription number of the drug dispensed. 
48 DUPLICATE 

HSID 
The HSID of the claim that was a duplicate of the claim shown. This field is 
only shown when the claim header or detail was denied because there was 
a duplicate claim header or detail. 

48 HSID Health Service ID (HSID) is a unique number used to identify and track a 
claim processed through the First Health system. 

49 ATTENDING 
PROVIDER 

The provider treating the patient and may or may not be part of a provider 
group practice. The three digits preceding the provider number will indicate 
if the number is NPI (National Provider Identifier) or MCD (Medicaid). 

50 REV CODE The revenue code for the service billed. 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

51 LEVEL CARE This is the level of care for Long Term Care situations where a recipient 
may need to be in an institution other than a hospital to receive certain 
services, such as skilled nursing, intermediate care, or developmentally 
disabled rehabilitation. 
1 = Skilled 
2 = Intermediate I 
3 = Intermediate II 
4 = State Mental Health Hospital 
6 through 9 = ICF-DD Levels of Care 
H = AIDS Per Diem 
U = Skilled Fragile Children Under 21 
X = Medicare Part A Coinsurance Payment 

52 DAYS Total number of days included in inpatient or long term care stay. 

53 ADMIT DATE Date of admission on inpatient claim. 
54 MEDICARE 

DEDUCT 
(header) 

The total amount paid by Medicaid on a claim applied towards the 
recipient‘s Medicare deductible. 

55 MEDICARE 
BLOOD 
DEDUCT 

The total amount of money paid towards the blood deductible on a 
Medicare Crossover claim. 

56 MEDICARE 
CO-INS (detail) 

The detail amount that the recipient should pay and is deducted from the 
allowed amount to arrive at the Medicare paid amount. 

57 MEDICARE 
ALLOWED 
AMT (header) 

The total amount allowed by Medicare for all details on the claim. 

58 MEDICARE 
PAID AMOUNT 
(header) 

The total amount paid by Medicare for the services hospitalization stay. 

59 MEDICAID TPL 
AMOUNT 
(header) 

The total payments made by sources outside of the state Medical 
assistance programs. This amount is deducted from the allowed amount to 
arrive at the paid amount.  
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

60 MEDICAID CO-
PAY AMOUNT 
(header) 

The detail dollar amount of recipient responsibility on a claim that is to be 
collected by the provider at the time the service is rendered.  

61 MEDICAID 
PAID AMOUNT 
(header) 

The total dollar amount that is payable for the services or hospitalization 
stay.  

62 MEDICAID 
BILLED 
AMOUNT 
(header) 

The total dollar amount billed by the provider for the services or 
hospitalization stay.  

63 MEDICAID 
BILLED 
AMOUNT 
(detail) 

The detail dollar amount billed by the provider for the services or 
hospitalization stay.  

64 MEDICAID 
PAID AMOUNT 
(detail) 

The detail dollar amount that is payable for the services or hospitalization 
stay.  

65 MEDICAID CO-
PAY AMOUNT 
(detail) 

The total amount that the recipient should pay and is deducted from the 
Medicare allowed amount to arrive at the Medicare paid amount.  

66 MEDICAID TPL 
AMOUNT 
(detail) 

The detail payment made by sources outside of the state Medical 
assistance programs. This amount is deducted from the allowed amount to 
arrive at the paid amount.  

67 MEDICARE 
PAID (detail) 

The detail amount paid by Medicare for the services or hospitalization 
stay.  

68 MEDICARE 
ALLOWED 
(detail) 

The detail amount allowed by Medicare. 

69 MEDICARE 
CO-INS 
(header) 

The total amount that the recipient should pay and is deducted from the 
Medicare allowed amount to arrive at the Medicare paid amount.  

71 MEDICARE 
DEDUCT 
(detail) 

The amount paid by Medicaid on a detail applied towards the recipient‘s 
Medicare deductible. 
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How to Read the Remittance Advice, continued 
  
  

 

Field 

Title ID 

 

FIELD TITLE 

 

FIELD TITLE DESCRIPTION 

72 FORM On a Medicare Crossover, the value will be ‗Inpatient‘ for Part A 
crossover claims and ‗Outpatient‘ for Part C crossover claims. 

73 PATIENT 
RESPONSIBILITY 

The patient liability amount that the recipient is responsible for paying. 
This amount is subtracted from the allowed amount to arrive at the paid 
amount. 

74 DAILY RATE The per day rate for long term care. 
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How to Resubmit a Denied Claim 
   
   
Instructions  Check the remittance advice before submitting a second request for payment.  

Claims may be resubmitted for one of the following reasons only: 
 
 The claim has not appeared on a remittance advice as paid, denied, or 

suspended for thirty days after it was submitted; or 
 The claim was denied due to incorrect or missing information or lack of a 

required attachment. 
 
Do not resubmit a claim denied because of Medicaid program limitations or 
policy regulations.  Computer edits ensure that it will be denied again.   
 
Resubmitted claims must be original claims, not copies.   

   
   
No Response 

Received 

 If the claim does not appear on a remittance advice within 30 days of the day 
the provider mailed it, the following steps should be taken: 
 
 Check recently received remittance advice dates.  Look for gaps.  A 

remittance advice may have been mailed but lost in transit.  If the provider 
believes this is the case, call the Medicaid fiscal agent, Provider Contact 
Center at 800-289-7799 and select Option 7. 

 If there is not a gap in the dates of remittance advice received, please call 
the Medicaid fiscal agent, Provider Contact Center at 800-289-7799 and 
select Option 7.  A representative will research the claim. 

 If the fiscal agent advises that the claim was never received, please 
resubmit another claim immediately.  See the Resubmission Checklist on 
the following page. 

 
Note:  See Requesting Help in Chapter 2 of the Florida Medicaid Provider 
General Handbook for additional information on obtaining assistance from the 
fiscal agent. 

   
   
Correcting a 

Denied Claim 

 If the claim has denied for incorrect or missing information, correct the errors 
prior to resubmitting the claim. 

   
   
New or 

Photocopied 

Claims 

 A, void, adjustment, and AHCA priority exception claim may be resubmitted on 
a legible photocopy.  An AHCA priority exception claim is a claim that AHCA 
sends to the Medicaid fiscal agent for processing.  New claim forms must be 
used for all other types of resubmissions.  Use correction tape to cover wrong 
information, and write the correct information on top of the tape in black ink.  
Attach requested documentation when resubmitting.  Photocopies must 
contain an original signature and date.  Do not use whiteout or highlight areas, 
as they cannot be imaged correctly.  Claims and attachments that cannot be 
clearly imaged will be returned. 

   
   



Medicaid Provider Reimbursement Handbook, UB-04 

2-20  July 2008 

 

How to Resubmit a Denied Claim, continued 
   
   
Resubmission 

Checklist 
 Use the following checklist to ensure that resubmittals are completed correctly 

before submitting. 
 

  
 Did you wait thirty days after the original submittal before resubmitting 

a missing claim? 
  

 If using a photocopy of a claim, did you make sure it was legible and 
properly aligned? 

  
 If you chose to fill out a new claim, did you type or print the form in 

black ink?  Are all multi-part copies legible? 
  

 If you have corrected or changed the original claim form, have 
strikeovers been corrected on each copy? (Do not use whiteout.) 

  
 Has the resubmitted claim been signed again and dated? 

  
 Have you included all required attachments and documentation with 

the claim form? 
  

 Is the claim clean of all highlighting and whiteout? 
  

 Do you have the correct P.O. Box Number and corresponding 
nine-digit zip code for mailing the resubmitted claim?  Resubmitted 
claims should be sent to the same P.O. Box as the original claim. 

   Do you have any questions about resubmitted claims that are not 
answered in this handbook?  If so, please contact the Medicaid fiscal 
agent, Provider Contact Center at 800-289-7799 and select Option 7.  

   
   

Resolving an Incorrect Payment 
   
   
Introduction  A provider who receives an incorrect payment for a claim or receives payment 

from a third party after Medicaid has made payment is required to submit an 
adjustment or a void to correct the payment.  

   
   
Adjustment  An adjustment is needed if the correction to the payment would result in a 

partial refund or the claim was underpaid.  Only paid claims can be adjusted. 
   
   
Void  A void is needed if the correction to the payment would result in a complete 

refund of the Medicaid payment to the fiscal agent. 
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Resolving an Incorrect Payment, continued 
   
   
All Claims Are 

Incorrect on the 

Remittance Advice 

 If a provider receives a payment for claims that the provider did not submit, the 
provider refunds the payment only when every claim payment listed on the 
remittance advice was paid to the provider in error.   
 
If the payment was made by electronic funds transfer, the provider sends the 
Medicaid fiscal agent a check for the refund amount.  Make the check payable 
to either ―Florida Medicaid‖ or ―Agency for Health Care Administration.‖  If the 
incorrect payment was made by check, the provider returns the check to the 
Medicaid fiscal agent.   

For example, none of the recipients listed on the remittance advice are the 
provider‘s patients.  In this situation, return the remittance advice and check 
with a short note of explanation to: 

Florida Medicaid  
P.O. Box 14597 
Tallahassee, Florida 32314-4597 

   
   
Partially Incorrect 

Claims on the 

Remittance Advice 

 If the remittance advice contains some correct payments and some incorrect 
payments, do not return the check to the fiscal agent.  Deposit the check and 
file a void request for each individual claim payment that should be completely 
refunded to Medicaid.  File an adjustment request for each individual claim 
payment that was partially incorrect. 
 
Voids may be performed electronically. 

   
   
Incorrectly Billed 

or Keyed Claims 

 An adjustment or void request will be processed as a replacement to the 
original, incorrectly paid claim.  All claim items on the request must be 
correctly completed.  An adjustment or void must be for the entire amount, not 
just for remaining unpaid amounts or units. 

For example, if a provider billed for and received payment for 3 units of a 
procedure and should have billed for 5 units, the provider must submit a claim 
for the full 5 units as an adjustment. 

   
   
Adjustments for 

Keying Errors 

 If the claim denial was the result of a keying error, the provider can either: 
 
 Call the fiscal agent at 800-289-7799, select Option 7, and request that the 

claim be reprocessed; or 
 If one or more lines paid, follow the normal adjustment procedures.   

The provider should check to be sure that a keying error caused the incorrect 
payment by comparing the originally billed claim to the remittance voucher.  In 
some cases, the claim payment must be reduced due to service limitations.  If 
the maximum allowable amount according to the fee schedule was not paid, 
the remittance advice in the Adjustment Reason code column will specify the 
reason.  All Adjustment Reason codes are translated at the end of the 
remittance advice just after the Summary Section. 
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Resolving an Incorrect Payment, continued 
   
   
Third Party 

Recovery After 

Medicaid’s 

Payment 

 If a provider receives payment from a third party after Medicaid paid the claim, 
the provider must submit an adjustment or void request. 
 
 A void is required if another carrier‘s payment was equal to or higher than 

Medicaid‘s maximum allowable amount. 
 An adjustment is required if the other carrier‘s payment was less than the 

Medicaid maximum allowable amount. 
 
Note:  See Chapter 4 in the Florida Medicaid Provider General Handbook for 
information on filing adjustments to Medicare crossover claims.   

   
   

How to File a Void Request on a Paper Claim 
   
   
Requirements for 

Filing a Void 

Request 

 A void request will be processed as a replacement to the original, incorrectly 
paid claim.  When a claim is voided, all the claim lines on the original claim are 
voided and the total payment for the claim is deducted. 
 
There is no time limit on submitting a void. 
 
The provider can submit a void request on the remittance advice, a legible 
photocopy of the original claim, an entirely new claim, or electronically. 

   
   
Voiding Claims on 

the Remittance 

Advice 

 A claim can be voided by photocopying the remittance advice page and in black 
ink circling the claim to be voided.  Write ―void‖ on the side of the remittance 
advice page and briefly explain why the void is requested.  Sign and date the 
remittance advice page in the margin.  Only one claim can be voided per 

copy of the remittance advice.  Additional claim voids require the submittal of 
additional photocopies of the remittance advice.  Each remittance advice page 
can only have one claim circled on it.   

   
   
Partially Incorrect 

Claim Lines on a 

Claim Form 

 On an outpatient hospital claim, if one claim line needs to be deleted from a 
claim when all other lines paid correctly, request an adjustment, not a void.  If 
the request is marked as a void, all the claim lines will be recouped.  To delete 
one line, in black ink mark the request an adjustment; cross out the line to be 
deleted; and write ―delete‖ to the side of the line.  Correct the total claim 
amount if appropriate.   
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How to File a Void Request on a Paper Claim, continued 
   
   
Voiding Claims on 

a Paper Claim Form 

 When requesting a void, the provider must:  
 
 Resubmit a photocopy of the original claim or a new claim form; 
 Enter the items listed below; 
 Initial and date the form if it is a photocopy, or sign and date the form if it is 

a new form; and 
 Mail the void request to the fiscal agent for processing at: 

 
Adjustments and Voids 
P.O. Box 7080 
Tallahassee, Florida 32314-7080 

   
   
Form 

Locator 

Title Action 

1 Provider Name and 

Address 

If using a new claim form, enter the provider‘s name and 
address. 

4 Type of Bill Enter the appropriate Type of Bill code in Form Locator 4.  Circle 
the Type of Bill code in black ink. 
 
 Inpatient Void   0118 
 Outpatient Void   0138 
 Critical Care Void   0858 
 Freestanding Dialysis 

Center Void    0728 
 Hospice Void   0818 
 Skilled Nursing – Inpatient  

(including Medicare Part A) Voids 0218 
 Skilled Nursing – Inpatient  

(including Medicare Part B) Voids 0228 
 Skilled Nursing – Outpatient Voids 0238 
 Skilled Nursing Facility (SNF)  

Level I Voids   0258 
 Skilled Nursing Facility (SNF)  

Level II Voids   0268 
 Intermediate Care Facility (ICF) 

Level I Voids   0658 
 Intermediate Care Facility (ICF) 

Level II Voids   0668 
8b Recipient’s Name If using a new claim form, enter the recipient‘s last name, first 

name, and middle initial exactly as it appears on the gold plastic 
Medicaid ID card or proof of eligibility. 
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How to File a Void Request on a Paper Claim, continued 
   
   
Form 

Locator 

Title Action 

56 NPI If using a new claim form, the provider must enter either its NPI 
in Form Locator 56 or Medicaid provider number in Form Locator 
57.   

If the provider enters its NPI and its NPI is mapped to a 
taxonomy code that is needed to identify the provider in the 
Florida Medicaid claims processing system, the provider must 
enter qualifier code B3 and the taxonomy code in Form Locator 
81. 

57 A-C Other Provider ID If using a new claim form, the provider must enter either its NPI in 
Form Locator 56 or Medicaid provider number in Form Locator 
57.   

60 A-C Insured’s Unique ID Enter the recipient‘s Medicaid identification number.  This entry 
must correspond with the Medicaid payer entry in Form Locators 
50 A, B, or C. 

If Medicaid is primary, enter the recipient‘s Medicaid ID number 
in Form Locator 60A.  If Medicaid is secondary, enter the 
recipient‘s Medicaid ID number in Form Locator 60B. 

45 

Line 23 

Creation Date If using a new claim form, it must be dated.  Use the month, day, 
year format:  MMDDYY.  Example:  082108 for August 21, 2008. 

80 Remarks Enter ―FC‖ followed by the three-digit Financial Classification 
Code in line 1 
Enter the most recently paid Internal Control Number (ICN) for 
the incorrectly paid claim on line 2.  For a legacy claim that the 
prior Medicaid fiscal agent processed that has a 17-digit 
Transaction Control Number (TCN), enter the TCN.   
Note:  See Appendix A for the Internal Control Number (ICN) 
Region Codes.   
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Illustration 2-6.  Sample Void Request--UB-04  
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How to File an Adjustment Request on a Paper Claim 
   
   
Requirements for 

Filing an 

Adjustment 

 An adjustment request is processed as a replacement to the original, 
incorrectly paid claim.  The original payment for the claim is completely 
deducted.  All claim items on the request must be correctly completed.  An 
adjustment must be for the entire amount, not just for remaining unpaid 
amounts or units. 
 
If a claim paid at ―0‖ amount, it is considered a ―paid‖ claim and must be 
adjusted.   
 
A legible photocopy of the original claim or an entirely new claim can be used 
when submitting an adjustment.  Adjustments can also be submitted 
electronically. 
 
The provider does not need to send an adjustment request for each claim line 
that paid incorrectly.  All errors can be corrected with one adjustment request. 
 
Adjustments must be received by the Medicaid fiscal agent within one year of 
the date of original payment. 

   
   
Partially Incorrect 

Claim Lines on a 

Claim Form 

 For an outpatient claim, use the following procedures when some claim lines 
on a claim form paid correctly and other lines did not pay correctly. 
 
If some claim lines paid correctly and some lines denied, do not request an 
adjustment.  Cross out the claim lines that paid correctly, change the total 
amount billed, correct the errors on the lines that denied, and resubmit the 
claim. 
 
If all the claim lines paid, but some paid incorrectly, request an adjustment.  
Make needed corrections and circle the items to be corrected in black ink.  Do 
not cross out the lines that paid correctly.  Crossed-out lines are treated as 
voids and payment for these lines will be recouped. 
 
If one claim line needs to be deleted from a claim that has other lines that paid 
correctly, request an adjustment not a void.  To delete one line, in black ink, 
mark the request an adjustment, cross out the line to be deleted, and write 
―delete‖ to the side of the line.  If the request is marked as a void, all the claim 
lines will be recouped.   
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How to File an Adjustment Request on a Paper Claim, continued 
   
   
Adjustment 

Instructions 

 When requesting an adjustment, the provider must:  
 
 Resubmit a photocopy of the original claim or a new claim form; 
 Enter the items listed below; 
 Ensure that the items on the adjusted claim match the items on the original 

claim, except for the corrections that are made and circled in black ink; 
 Initial and date the form if it is a photocopy, or sign and date the form if it is 

a new form; 
 Attach copies of the documents that were required for the original claim to 

the adjustment request; and 
 Mail the adjustment request to the fiscal agent for processing at: 

 
Adjustments and Voids 
P.O. Box 7080 
Tallahassee, Florida 32314-7080 

   
   
Form 

Locator 

Title Action 

1 Provider Name 

and Address 

If using a new claim form, enter the provider‘s name and address. 

4 Type of Bill Enter the appropriate Type of Bill code in Form Locator 4.  Circle the 
Type of Bill code in black ink.   
 
 Inpatient Adjustment   0117 
 Outpatient Adjustment   0137 
 Critical Care    0857 
 Freestanding Dialysis   0727 

Center Adjustment 
 Hospice Adjustment    0817 
 Skilled Nursing – Inpatient  

(including Medicare Part A) Adjustment 0217 
 Skilled Nursing – Inpatient  

(including Medicare Part B) Adjustment 0227 
 Skilled Nursing – Outpatient Adjustment 0237 
 Skilled Nursing Facility (SNF)  

Level I Adjustment    0257 
 Skilled Nursing Facility (SNF)  

Level II Adjustment    0267 
 Intermediate Care Facility (ICF) 

Level I Adjustment    0657 
 Intermediate Care Facility (ICF) 

Level II Adjustment    0667 

8b Recipient’s Name If using a new claim form, enter the recipient‘s last name, first name, 
and middle initial exactly as it appears on the gold plastic Medicaid ID 
card or proof of Medicaid eligibility. 
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How to File an Adjustment Request on a Paper Claim, continued 
   
   
Form 

Locator 

Title Action 

23 Totals Enter the adjusted bill amount if it is different from the original billed 
amount.   

56 NPI If using a new claim form, the provider must enter either its NPI in 
Form Locator 56 or Medicaid provider number in Form Locator 57.  If 
the provider enters its NPI and its NPI is mapped to a taxonomy code 
that is needed to identify the provider in the Florida Medicaid claims 
processing system, the provider must enter qualifier code B3 and the 
taxonomy code in Form Locator 81. 

57 A-C Other Provider ID If using a new claim form, the provider must enter either its NPI in 
Form Locator 56 or Medicaid provider number in Form Locator 57.   

60 A-C Insured’s Unique 

ID 

Enter the recipient‘s Medicaid identification number.  This entry must 
correspond with the Medicaid payer entry in Form Locators 50 A, B, or 
C. 

If Medicaid is primary, enter the recipient‘s Medicaid ID number in 
Form Locator 60A.  If Medicaid is secondary, enter the recipient‘s 
Medicaid ID number in Form Locator 60B. 

45 

Line 23 

Creation Date If using a new claim form, it must be dated.  Use the month, day, year 
format:  MMDDYY.  Example:  082108 for August 21, 2008. 

80 Remarks Enter ―FC‖ followed by the three-digit Financial Classification Code in 
line 1. 

Enter the most recently paid Internal Control Number (ICN) for the 
incorrectly paid claim on line 2.  For a legacy claim that the prior 
Medicaid fiscal agent processed that has a 17-digit Transaction Control 
Number (TCN), enter the TCN.   

Be sure the correct type of bill code is entered in Form Locator 4. 

Note:  See Appendix A for the Internal Control Number Region Codes.   

 Correcting Errors Correct any errors or add missing information that caused the incorrect 
payment, e.g., wrong number of units, incorrect billed amount, or 
wrong procedure code. 

Circle the corrected or added information in black ink.  
a. If the error was because the Medicaid fiscal agent incorrectly 

keyed the item(s) and the claim is correct, no correction is 
necessary to the original claim. However, the provider must circle 
the item that was incorrect in black ink.  (The remittance advice is 
the record of what was keyed.) 

b. Do not record previous Medicaid payments in the Paid By Primary 
Carrier column on adjustment requests. 

c. For outpatient adjustments related to third party payment 
amounts, ensure that the total of the line items in Form Locator 48 
equals the third party amount in Form Locator 54.  Circle all 
changes in black ink. 
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Illustration 2-7.  Sample Adjustment Request--UB-04  
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Identifying Adjustments and Voids on the Remittance Advice 
   
   
Adjustments on 

the Remittance 

Advice 

 Adjustment requests are printed on the remittance advice as two different 
claim entries. 
 
The incorrectly paid claim is listed exactly as it was when it was originally 
reported.  The Internal control number (ICN) for this entry is the same as the 
original claim.  The original incorrect payment is credited back to Medicaid‘s 
account.  A minus symbol ( - ) appears just to the right of the incorrectly paid 
amount.  A negative number is notated in the format (#######). 
 
The adjusted request is printed directly following the original claim entry.  
Incorrect claim information on the original now shows as corrected.  The 
difference between these two entries in the ―NET‖ amount on the remittance 
advice. 
 
An Adjustment Reason Code (ADJ-R) and the ICN of the claim being adjusted 
are listed following the two claim entries.  Adjustment reason codes are defined 
in the summary section of the remittance advice. 
 
Note:  See Appendix A for the Internal Control Number (ICN) Region Codes.   

   
   
Voids on the RA  Void requests are printed as one claim entry.  The entire claim is displayed and 

the payment amount is returned to Medicaid.  A minus symbol ( - ) appears 
next to the amount.  A negative number is notated in the format (#######). 

   
   
Payment Increase 

or Deduction Due 

to an Adjustment 

 When a claim is adjusted, the net amount of payment is added to or deducted 
from the provider‘s payment for the current claims cycle.  If the adjustment or 
void results in a deduction against a zero or insufficient balance for the current 
claims cycle, the balance will be carried over to the next claims cycle. 

   
   
Adjustment or Void 

Reason Codes 

 An Adjustment Reason Code appears with each adjustment or void shown on 
the remittance advice.  These numeric codes are explained on the remittance 
advice. 
 
Electronically submitted adjustments will always indicate adjustment code ―79.‖ 
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Billing Medicaid When There is a Third Party Liability Discount Contract 
   
   
Benefits Under 

Discounted 

Contracts 

 When the provider enters into a plan with a third party in which the provider 
agrees to accept as full payment an amount less than its customary charges, 
Medicaid will reimburse the claim only to the extent that there remains a patient 
liability under the plan, such as a copayment or deductible.  The third party 
payment plus the Medicaid payment cannot exceed the Medicaid maximum fee 
for the service.   

   
   
Procedures for 

Billing Medicaid 

When There is a 

Discount Contract 

 If the discount contract‘s allowable is less than Medicaid‘s maximum allowable 
fee and there remains a patient liability under the plan, use the following 
procedures to obtain Medicaid reimbursement: 
 
1. Compute the amount of patient responsibility (deductible, coinsurance, 

etc.). 
2. Deduct this amount from the Medicaid rate. 
3. Show the resulting amount as the third party payment in Form Locator 54 

for inpatient claims or in Form Locator 48 on each claim line item for 
outpatient claims. 

 
If the Explanation of Benefits (EOB) from the insurance company is not 
itemized, prorate the discount contract‘s allowable, third party liability payment 
and the patient responsibility for each line item. 
 
Following are examples of an inpatient claim, a prorated outpatient claim, and 
an EOB for the prorated outpatient claim. 
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Illustration 2-8.  Example of an Inpatient Claim with Contractual Third Party Payment 

When the Contracted Payment Rate is Less Than the Medicaid Maximum Fee 
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Illustration 2-9.  Example of a Prorated Outpatient Claim with Contractual Third Party 

Payment When the Contracted Payment Rate is Less Than the Medicaid Maximum  
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Illustration 2-10.  Example of the EOB for the Prorated Outpatient Claim with Contractual Third Party Payment When the 

Contracted Payment Rate is Less Than the Medicaid Maximum Fee 
 

EXPLANATION OF BENEFITS 

Stanmark 
121 TPL Street 
Everywhere, FL 99999 

NAME/ID 

FLORIDA, RESIDENT A. 
PATIENT NO. A1593237 

PARTICIPATING EMPLOYER 

YUMY SEAFOODS, INC 
GROUP NO.  19191 

 
DATE:  05/16/07 

    
  CHECK DESTINATION 
ABC Hospital 
444 Payment Street 
Anywhere, FL 33333 

 ABC HOSPITAL     1920.01 
 
              TOTAL      1920.01 

    
DATES OF SERVICE-
PROVIDER/SERVICE 

AMOUNT  
CHARGED 

AMOUNT 
INELIGIBLE 

DISCOUNT AMOUNT 
COVERED 

ENCOUNTER 
       FEE 

DEDUCTIBLE COINSURANCE BENEFIT CODE 

 
3/31—3/31/07: ABC Hospital  
 Hospital Outpatient 
3/31—3/31/07: ABC Hospital 
 Hospital Discount 
 

1 2 3 4=1 2 3 5 6 7 8=4 5 6 7   
 

2227.61 
 

742.54 

 
0.00 

 
0.00 

 
0.00 

 
742.54 

 
2227.61 

 
0.00 

 
0.00 

 
0.00 

 
94.27 

 
0.00 

 
213.33 

 
0.00 

 
1920.01 

 
0.00 

 

 
 
 

CO 

TOTALS 2970.15 0.00 742.54 2227.61 0.00 94.27 213.33 1920.01  
      OTHER COVERAGE 0.00  
      ADJUSTMENTS 0.00  
      AMOUNT OF PAYMENT 1920.01  

EXPLANATION OF CODES 
 
MS 2, 6, 6 & 7 MAY BE BILLED TO PATIENT 
0   DISCOUNTED RATE NEGOTIATED WITH THE PROVIDER 
     PATIENT IS NOT RESPONSIBLE FOR THIS AMOUNT. 
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CHAPTER 3 

ADDITIONAL FILING REQUIREMENTS 

 

Overview 
   
   
Introduction  This chapter describes prior authorization, out-of-state claims, Medically Needy 

recipient claims, and special forms. 
   
   
In This Chapter  This chapter contains: 
   
  TOPIC PAGE 

  Prior Authorization Requirements 3-2 
  Authorization for Inpatient Medical Admissions 3-3 
  Prior Authorization for Inpatient Psychiatric and Substance 

Abuse Services 
3-10 

  Authorization for Organ Transplants 3-13 
  Prior Authorization for Other Out-of-State Services 3-15 
  Prior Authorization Request Form 3-17 
  Checklist for the Prior Authorization Request Form 3-23 
  Prior Authorization for Medically Needy Recipients 3-24 
  Special Billing for Medically Needy Recipients 3-26 
  Out-of-State Claims 3-30 
  Nursing Facility Supplemental Payments for Medically Fragile 

Recipients   
3-31 

  Nursing Facility Supplement Payments for Recipients with 
AIDS 

3-33 

  Consent for Sterilization Form 3-35 
  Hysterectomy Acknowledgment Form 3-44 
  Exception to Hysterectomy Acknowledgment Requirement 

Form 
3-48 

  Abortion Certification Form 3-52 
  Florida’s Healthy Start Prenatal Risk Screening 3-55 
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Prior Authorization Requirements 
   
   
Introduction  In order to be reimbursed by Medicaid, certain services require that providers 

obtain prior authorization of the services’ medical necessity per 59G-1.010 
(166), F.A.C., before the services are performed.  The following hospital 
services require prior authorization: 
 
 Inpatient admissions for psychiatric and substance abuse. 
 Inpatient admissions for medical, surgical, delivery and rehabilitation 

services, except for the exemptions noted in this chapter. 
 Adult heart, liver, and out-of-state transplants. 
 Referrals to out-of-state facilities. 

   
   
Medicare 

Crossovers 

 Covered Medicare services that crossover to Medicaid require no prior 
authorization or MediPass authorization. 

   
   
Approved 

Requests 

 An approved authorization is not a guarantee that Medicaid will reimburse the 
service.  The provider and recipient must be eligible on the date of service, the 
service must not have exceeded any applicable service limits, and a clean 
claim must be submitted within the time limit for submitting claims. 
 
Note:  See Chapter 1 in this handbook for information on the time limit for 
submitting claims. 

   
   
Submission of a 

Prior Authorization 

Claim for Payment 

 Providers should submit a claim for payment for a prior authorized service 
immediately after the service has been approved and provided.  To receive 
reimbursement, the provider must enter the ten-digit prior authorization 
number on the UB-04 claim form, in Form Locator 63A if Medicaid is the 
primary payer, or in 63B if Medicaid is the secondary payer. 
 
Note:  See Chapter 1 in this handbook for additional information on completing 
the claim form. 

   
   
Denied Requests  If prior authorization is denied, the provider who submitted the request is 

notified; and a copy of the notification is sent to the recipient stating the reason 
for the denial and giving the recipient notice of the right to appeal the decision. 
 
The recipient may appeal the decision to the area Medicaid office.  The area 
Medicaid office will forward the request to the Department of Children and 
Families (DCF), Office of Appeal Hearings.  DCF hearing officers conduct 
appeal hearings for Medicaid recipients for authorization of services.  
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Authorization for Inpatient Hospital Admissions 
   
   
Introduction  Medicaid recipient admissions for medical, surgical, and rehabilitative services 

must be authorized by a peer review organization (PRO).  The purpose of 
authorizing inpatient admissions is to ensure that inpatient services are 
medically necessary in accordance with 59G-1.010 (166), F.A.C.   
 
Certain types of admission, i.e., emergencies, are exempt from prior 
authorization by the PRO; other types require no authorization to be admitted 
to the hospital, but the PRO must authorize the concurrent and continued 
inpatient stays.  These exemptions are listed on the following pages.   
 
Admission for certain recipients is also exempt from the prior authorization by 
the PRO.  The recipient exemptions are listed on the following page.   
 
For recipients who are retroactively Medicaid eligible and already discharged 
from the hospital, the PRO performs a retrospective prepayment review of 
their admission and inpatient stay before Medicaid payment can be made.   

   
   
Treating Provider’s 

Responsibility 

 The recipient’s treating provider is responsible for requesting authorization for 
inpatient hospitalization admission from the PRO.  The hospital may initially 
request authorization from the PRO instead of the treating provider if there is a 
mutual understanding between the provider and the hospital that the hospital 
will assume that responsibility.   
 
If the treating provider is requesting the authorization, it is the treating 
provider’s responsibility to give the PRO the hospital provider’s National 
Provider Identifier (NPI) that the hospital will use to bill the PRO-approved 
days to Medicaid.  The hospital’s zip code plus 4 or taxonomy must be 
included with the NPI if they were used to register the provider’s NPI with 
Medicaid.   
 
The provider is also responsible to give the PRO the recipient’s ten-digit 
Medicaid identification number.   
 
The hospital’s claim will be denied if it is submitted to Medicaid with an NPI 
(and zip code plus 4 or taxonomy if applicable) or recipient number that is 
different from the NPI or recipient number that was submitted to the PRO 
when requesting prior authorization.   
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Authorization for Inpatient Hospital Admissions, continued 
   
   
Recipients Exempt 

from Authorization 

 Hospital admissions for the following recipients are exempt from prior 
authorization by the PRO: 
 
 Children and adult recipients who are members of a Medicaid HMO and 

who have not used their 45 days of inpatient coverage in the Medicaid 
fiscal year.  (HMO enrollees, including recipients under 21 years old, are 
limited to 45 days of inpatient hospital care under the HMO plan.  When 
recipients under the age of 21 have exhausted their 45-day coverage 
under the HMO, they become eligible for coverage under fee-for-service.  
See prior authorization requirements for this age group in the information 
block labeled ―Elective Admissions for Recipients under age 21.‖) 

 Recipients in Provider Service Networks (PSNs). 
 Children in the Children Medical Services (CMS) Network.  (Children in 

the CMS Network are also in MediPass.  Their inpatient admissions must 
be authorized by their MediPass primary care providers.) 

 Recipients with any type of Medicare coverage; and 
 Admissions for Child Health Check-Up recipients under 21 years who 

have been screened within one year of an inpatient admission for a 
surgical procedure, and for whom the medically necessary admission was 
the direct result of the Child Health Check-Up screening performed by a 
physician. 

   
   
MediPass 

Authorization 

Number 

 A MediPass authorization number is not required on any medical inpatient 
UB-04 claim form, except on a claim submitted for a child in the Children’s 
Medical Services (CMS) Network.  Inpatient admissions for children in the 
CMS Network must be authorized by the MediPass primary care physician, 
not by the PRO. 
 
Note:  See Chapter 3 in the Florida Medicaid Provider General Handbook for 
information on the CMS Network. 

   
   
Types of 

Admission 

 Certain types of admissions to the inpatient hospital setting require 
authorization from the PRO, either prior to admission or once the recipient has 
been admitted.  The types of admission discussed in the following sections 
are: 
 
 Type of admission ―1‖ (Emergency) 
 Type of admission ―2‖ (Urgent) 
 Type of admission ―3‖ (Elective) 
 Type of admission ―4‖ (Newborn) 
 Type of admission ―5‖ (Trauma) 
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Authorization for Inpatient Hospital Admissions, continued 
   
   
Emergency or 

Trauma 

Admissions 

 Prior authorization from the PRO is not required to admit a Medicaid recipient 
of any age when the type of admission is an emergency or trauma.   
 
An authorization number is not required for one day emergency or trauma 
cases when the recipient is: 
 
 Admitted and discharged the same day, or 
 Is admitted one day and discharged the next day. 

 
If the recipient remains in the hospital more than one day, the hospital must 
request concurrent review from the PRO within 24 hours of the admission and 
obtain an authorization number to bill the approved days.   

   
   
Urgent Admission  Prior authorization is not required to admit a Medicaid recipient of any age 

when the type of admission is urgent.  Once the recipient is admitted, the 
hospital must request an admission review from the PRO within 24 hours of 
the admission.  An authorization number is required for the hospital to bill all 
approved inpatient days of an urgent admission, whether the stay was one 
day or more. 

   
   
Elective 

Admissions for 

Children Under 21 

 Prior authorization from the PRO is not required to admit a Medicaid recipient 
under the age of 21 when the type of admission is elective, except for a 
gastric bypass or a hysterectomy.  An authorization number is not required for 
a one-day elective admission when the recipient is: 
 
 Under 21 years of age.* 
 Admitted and discharged the same day. 
 Admitted one day and discharged the next day. 

 
*An exception occurs if the child is a member of an HMO and has exhausted 
his 45 days of inpatient coverage in a fiscal year under the HMO.  The child’s 
inpatient admission and continued stay must be authorized by the PRO. 
 
If any recipient under 21 remains in the hospital more than one day, the 
hospital must request a concurrent review from the PRO for days subsequent 
to the first day.  All days approved by the PRO must be billed with an 
authorization number.   
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Authorization for Inpatient Hospital Admissions, continued 
   
   
Admissions for 

Children Who Have 

Exhausted Their 

Medicaid HMO 

Coverage 

 Authorization for inpatient admissions and stays is required for children under 
21 who have exhausted all 45 days of inpatient coverage in a fiscal year under 
a health maintenance organization (HMO) while members of such a plan. 
The process of obtaining authorization for this group is the same as for all 
other types of inpatient admissions noted earlier in this chapter. 

   
   
Inpatient Services 

Exempt from 

Authorization 

 The following services are exempt from PRO authorization.   
 
 Single day inpatient treatment of an emergency admission. 
 Same day admission and discharge for a recipient who expires. 
 All inpatient days for Medicaid-eligible newborns whose mothers are not 

Medicaid eligible. 
 
The following services are exempt from PRO authorization, because they are 
prior authorized by other procedures: 
 

 Inpatient psychiatric and substance abuse services.  (See Prior 
Authorization for Inpatient Psychiatric and Substance Abuse Services in 
this chapter for the authorization procedures.) 

 Emergency inpatient services rendered in out-of-state hospitals to Florida 
recipients traveling out of state.  (See Authorization for Out-of-State 
Services in this chapter for out-of-state authorization procedures.) 

 Evaluation and heart transplantation for adult recipients 21 and older.  
(See Prior Authorization Requirements in this chapter for authorization 
procedures.) 

   
   
Elective Admission 

for Adults 21 and 

Over 

 Elective admissions for adult recipients require prior approval by the PRO 
before the recipient can be admitted.   

   
   
Admissions for 

Delivery Services 

 Effective February 1, 2008, all hospital admissions for deliveries of newborns 
must have inpatient authorization.  Claims submitted to Medicaid for 
reimbursement of the delivery event must have a coding combination of at 
least one of the diagnosis and delivery codes listed below: 
 Diagnosis codes 630.0—677, and 
 Procedure codes 72.0—74.9, 75.50—75.69. 

A prior authorization will be required for the claim to be reimbursed.   
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Authorization for Inpatient Hospital Admissions, continued 
   
   
In-State 

Admissions for 

Transplant 

Services 

 Inpatient admissions of recipients of any age for Medicaid-covered transplant 
services require authorization from the PRO before services can be rendered.    
 
Exceptions are the following organ transplants that must be prior authorized by 
the Medicaid medical consultant for reimbursement.  
 
 Organ transplants reimbursed by global payment methodology: 

 Adult heart, liver, and lung evaluations and transplants; and 
 Pediatric lung evaluations and transplants.   

 Out-of-state transplants and evaluations. 
 
Prior authorization for organ transplants reimbursed by global payment 
methodology must be requested from the Agency for Health Care 
Administration (AHCA), Bureau of Medicaid Services. 
 
Note:  For additional information, see Authorization for Organ Transplant 
Services in this chapter.   

   
   
Admissions for 

Aliens 

 Inpatient admission for non-qualified, non-citizens who are eligible for 
Medicaid under the Emergency Medicaid for Aliens category of assistance 
must be authorized by the PRO, if authorization is required for the type of 
admission.   
 
Medicaid coverage of inpatient services for non-qualified, non-citizens is 
limited to emergencies, newborn delivery services, and dialysis services.   
 
Note:  See Chapter 3 in the Provider General Handbook for additional 
information on Emergency Medicaid for Aliens. 

   
   
Admissions for 

Recipients with 

TPL Coverage 

 Inpatient admissions for recipients with third party liability (TPL) insurance 
coverage require authorization from the PRO when the hospital already knows 
the inpatient services will not be covered or paid by the third party payer, if 
authorization is required for the type of admission.   
 
The process for obtaining authorization is the same as for other types of 
admissions noted earlier in this chapter.  An authorization from the PRO 
requires the entry of an authorization number on the UB-04 claim form. 
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Non-Concurrent 

Newborn Inpatient 

Stay 

 The inpatient stay of a newborn who stays in the hospital after his Medicaid 
eligible mother is discharged is referred to as a non-concurrent newborn stay.  
This situation is coded with a type of admission ―4‖ in Form Locator 14 on the 
UB-04, and occurrence code 42 followed by the mother’s discharge date in 
Form Locator 31.  The mother’s discharge date becomes the newborn’s first 
inpatient day and is exempt from authorization from the PRO.  However, 
authorization is required from Day 2 if the newborn stays longer than one day.  
An authorization number covering the hospitalization from the day following the 
mother’s discharge date is required on the UB-04 submitted in the newborn’s 
name and Medicaid number. 

   
   
Individuals with 

Pending Medicaid 

Eligibility and 

Medically Needy 

Recipients 

 In cases of pending Medicaid eligibility for an individual who is in the hospital, 
the hospital must notify the PRO as soon as it is known that the individual 
became Medicaid eligible during the course of the inpatient stay.  The hospital 
must request the PRO to conduct a concurrent review of the stay, beginning 
with the recipient’s first day of Medicaid eligibility while an inpatient.  
 
This procedure also applies to admissions for Medically Needy recipients who 
meet their share of cost during an inpatient hospital stay.   
 
Note:  See Chapter 3 in the Florida Medicaid Provider General Handbook for a 
description of the Medically Needy Program.  The Florida Medicaid Provider 
General Handbook is incorporated by reference in 59G-5.020, F.A.C.   

   
   
Authorization for 

Facility Transfers 

 When a recipient is admitted to one facility, and subsequently needs to be 
transferred to another facility, the following procedures for facility to facility 
transfers apply: 
 
 The first hospital to receive the recipient must request authorization from 

the PRO, if authorization is required for the type of admission.  Either the 
provider or the hospital may obtain the authorization from the PRO.  If 
authorization is necessary, an authorization number is required for billing 

 The second hospital receiving the transferred recipient does not need 
PRO authorization to admit the recipient; but within 24 hours of the 
admission, must request an admission review from the PRO, and 
concurrent reviews subsequently, if necessary.  An authorization number 
is required for billing. 
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Authorization for Inpatient Hospital Admissions, continued 
   
   
PRO Prior 

Authorization 

Process 

 To request authorization, the treating provider or hospital must fax an 
admission request to the PRO prior to the admission.  The provider may 
contact the PRO at 866-889-6510 or via the Internet at www.keprosouth.com. 
 
Following the PRO’s approval of the hospital’s or treating provider’s admission 
request, the PRO issues an authorization number to the hospital receiving the 
recipient.  Should the recipient remain in the hospital longer than the number 
of days initially approved by the PRO, the hospital must request concurrent 
review of the subsequent days.   

   
   
Prior Authorization 

Number 

 The PRO issues a ten-digit prior authorization number to the hospital provider 
for each approved admission and continued stay.  The entry of the prior 
authorization number on the UB-04 claim form is required for Medicaid 
payment.  The ten-digit authorization number must be entered in Form Locator 
63A, B or C depending if Medicaid is the primary, secondary, or tertiary payer.  
 
Prior authorizations are valid for 120 days. 

   
   
PRO Denials and 

Reconsiderations 
 A hospital provider or corresponding treating provider who is dissatisfied with a 

PRO denial of an inpatient admission or stay can request a reconsideration of 
the determination.  This must be requested in accordance with the procedures 
established by the PRO for reconsideration reviews. 
 
If the PRO approves an originally denied admission or stay, the hospital will 
receive an authorization number to bill the inpatient days to Medicaid for 
reimbursement. 

   
   
Retrospective 

Prepayment 

Review 

 Retrospective prepayment review refers to the type of PRO review the hospital 
must request for individuals who were discharged from the hospital prior to 
obtaining Medicaid-eligibility confirmation or are recipients with third party 
liability (TPL) insurance coverage, who were admitted and discharged before 
the hospital knew if the TPL insurer would cover any part of the inpatient stay. 
 
The PRO performs a retrospective review of the admission and inpatient stay 
prior to Medicaid payment.  This type of review applies to inpatient services for: 
 
 Pending eligibles. 
 Medically Needy recipients. 
 Recipients with third party insurance coverage when the recipient was 

admitted and discharged before the hospital had any knowledge of 
whether the TPL insurer would cover the stay in whole, in part, or not at all. 
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Authorization for Inpatient Hospital Admissions, continued 
   
   
Where to Go for 

Assistance with 

Authorization 

Issues 

 The PRO may be contacted by phone at 866-889-6510 or on its Website at 
www.keprosouth.com.  The PRO Website also has various types of 
information relevant to the inpatient authorization process. 
 
Information is also available on AHCA’s Website at http://ahca.myflorida.com.  
Click on Medicaid, and then click on Utilization Review. 

   
   

Prior Authorization for Inpatient Psychiatric and Substance Abuse Services  
   
   
Non-Emergency 

Psychiatric and 

Substance Abuse 

Admissions 

 Authorization for non-emergency inpatient psychiatric or substance abuse 
admission must be requested from First Health 24 hours prior to the 
admission.  The telephone number to call for authorization is 800-770-3084. 

   
   
Authorization for 

Inpatient 

Psychiatric and 

Substance Abuse 

Services 

 Inpatient psychiatric and substance abuse services require authorization 
before Medicaid payment can be made.  Prior authorization must be requested 
for any admitting diagnosis in the range of ICD-9-CM codes 290-314.0 or 
648.30 – 648.44.  A physician provider must obtain prior authorization for 
these services for all Medicaid recipients, except for recipients who are: 
 
 Enrolled in a Health Maintenance Organization (HMO), or 
 Dually-eligible for Medicare and Medicaid. 

   
   
Emergency 

Psychiatric and 

Substance Abuse 

Admissions 

 Authorization for emergency inpatient psychiatric and substance abuse 
admissions must be requested from First Health within two (2) hours of 
admission.  The telephone number to call for authorization is 800-770-3084. 

   
   
Duration of 

Authorization 

 Hospital inpatient psychiatric and substance abuse admissions are authorized 
for a period not to exceed three (3) days.  If a hospitalization is anticipated to 
exceed three (3) days, the provider must contact First Health 24 hours prior to 
the last approved day and request a continued stay review. 
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Prior Authorization for Inpatient Psychiatric and Substance Abuse Services, continued  
   
   
Prior Authorization 

Number 

 First Health issues a ten-digit prior authorization number for each approved 
hospitalization.  There is no prior authorization number required for acute care 
health practitioners providing psychiatric and substance abuse services.  
However, certain requirements may apply to these providers in order for the 
hospital or facility to receive authorizations or continuation of services. 
 
The ten-digit authorization number must be entered on the UB-04 in Form 
Locator 63A, B or C depending if Medicaid is the primary, secondary, or 
tertiary payer.  See Chapter 1 of this handbook for billing instructions.   

   
   
Transfer from Non-

Psychiatric Status 

to Psychiatric and 

Substance Abuse 

Status 

 If a recipient is admitted to the hospital for a non-psychiatric diagnosis and 
during the same hospitalization is transferred to the psychiatric unit for 
treatment of psychiatric or substance abuse diagnoses, the recipient must be 
discharged from the non-psychiatric admission and re-admitted for psychiatric 
or substance abuse treatment.  The psychiatric admission must be prior 
authorized by First Health. 
 
Two separate admissions are considered in this case.  The claims for the first 
admission are considered medical in nature and follow the guidelines of all 
other medical inpatient authorizations.  The second portion of the hospital stay 
is considered a psychiatric admission authorized by First Health 
 
Note:  See Authorization for Inpatient Hospital Admissions in this chapter for 
more information on the prior authorization process for medical admissions. 

   
   
Alcohol or Drug 

Detoxification 

Services 

 Inpatient alcohol or drug detoxification services are considered medical 
services and not psychiatric services.  Inpatient admissions for such services 
are authorized by the peer review organization (PRO) contracted for medical 
inpatient services.  First Health is not responsible for such services.  An 
authorization must be obtained from the PRO for these inpatient admissions. 
 
Note:  See Authorization for Inpatient Hospital Admissions in this chapter for 
more information on the prior authorization process for medical admissions. 
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Prior Authorization for Inpatient Psychiatric and Substance Abuse Services, continued  
   
   
Psychiatric Patient 

in Medical Bed in 

Facility with CON 

for Inpatient 

Psychiatric 

Services 

 When a recipient with a psychiatric admitting diagnosis of 290-314.9 or 648.30-
648.44 is placed in a medical unit within a hospital that has a Certificate of 
Need (CON) for inpatient psychiatric services, both the psychiatric PRO and the 
medical PRO will each have to authorize a portion of the inpatient stay.  The 
authorization procedure is as follows: 
 
 The hospital must request the medical PRO review the case from 

admission to the point of medical stability or up to the point of transfer to 
the care of a psychiatrist.  This portion of the stay is billed with a medical 
PRO authorization number.  Only the days involving medical PRO 
authorization are reported on this claim. 

 At the point of transfer from medical care to psychiatric treatment by a 
psychiatrist, the hospital must discharge the recipient from medical care, 
readmit for psychiatric care, and request authorization from the psychiatric 
PRO for the psychiatric stay.  This portion of the stay is billed with the 
psychiatric PRO authorization number.  Only the days involving the 
psychiatric PRO authorization are reported on this claim. 

 
When all psychiatric beds within a hospital are occupied and there are no 
psychiatric beds available in other vicinity hospitals, and the only resort for the 
hospital is to place the recipient in a medical bed, the hospital must inform the 
psychiatric PRO when requesting authorization that all efforts to place the 
recipient in a psychiatric bed have been exhausted. 

   
   
PRO Denials and 

Reconsiderations 

 A hospital provider who is dissatisfied with a psychiatric PRO denial can 
request a reconsideration of the determination.  This must be requested in 
accordance with the procedures established by the PRO for reconsideration 
reviews. 
 
If the psychiatric PRO approves an originally denied admission or stay, the 
hospital will receive an authorization number to bill the inpatient days to 
Medicaid for reimbursement. 

   
   
Where to Go for 

Assistance with 

Authorization 

Issues 

 The psychiatric PRO may be contacted by phone at 800-770-3084.  Additional 
information on First Health may be found at https://florida.fhsc.com.  
Information is also available on AHCA’s Website at http://ahca.myflorida.com.  
Click on Medicaid, and then click on Utilization Review. 
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Authorization for Organ Transplants  
   
   
Introduction  The peer review organization (PRO) is responsible for the authorization of all 

transplant services.  Exceptions are: 
 
 Organ transplants reimbursed by global payment methodology: 

 Adult heart, liver, and lung evaluations and transplants; and 
 Pediatric lung evaluations and transplants.   

 Out-of-state transplants and evaluations. 
 
Prior authorization for organ transplants reimbursed by global payment 
methodology and for out-of-state transplants must be requested from the 
Agency for Health Care Administration (AHCA), Bureau of Medicaid Services.  
The transplant physician requests the authorization from Medicaid and obtains 
an authorization number that is shared with the hospital provider for billing 
purposes.  Authorizations for organ transplants are valid for 365 days.   

   
   
Consultations for 

Globally 

Reimbursed 

Transplants 

 Consultations by a transplant specialist at an AHCA-designated transplant 
center must be completed prior to the submission of the prior authorization 
request for the comprehensive heart, liver, or lung transplant evaluation.  A 
copy of the consultation must be attached to the prior authorization request 
with documentation stating the patient qualifies for a heart, liver, or lung 
transplant evaluation.  

   
   
Adult Heart, Liver, 

and Lung and 

Pediatric Lung 

Transplant 

Evaluation 

 The comprehensive evaluation must be performed at an AHCA-designated 
heart, liver, or lung transplant facility.  The comprehensive evaluation is 
completed by the AHCA-designated facility’s transplant team for determination 
of candidacy for a transplant surgical procedure.   
 
The comprehensive transplant evaluation may be performed in either the 
inpatient hospital setting, if the recipient requires hospitalization, or outpatient 
hospital setting.  Inpatient evaluations are not permitted solely for the 
convenience of the physician or the recipient.  
 
Reimbursement for the comprehensive transplant evaluation is not available 
until all final results of the evaluation are made available to the Medicaid 
medical consultant and the recipient is either approved and listed with the 
United Network of Organ Sharing (UNOS) or is determined a non-candidate.   
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Adult Heart, Liver, 

and Lung, and 

Pediatric Lung 

Transplant Surgery 

 If approved, accepted, and listed with UNOS, the AHCA-designated center 
must notify Medicaid headquarters.  A copy of the following documents must 
be forwarded to the transplant coordinator for global reimbursement: 
 
 A complete copy of the comprehensive transplant evaluation;  
 UNOS listing date and status; and 
 Completed prior authorization requesting authorization for transplant 

surgical services. 
   
   
Where To Submit 

Prior Authorization 

Requests 

 Submit all prior authorization requests for organ and bone marrow transplants 
to: 
 
Agency for Health Care Administration 
ATTN: Transplant Coordinator 
2727 Mahan Drive, Mail Stop 20 
Tallahassee, Florida  32308 
 
No facsimile prior authorizations are accepted. 

   
   
Authorization for 

Out-of-State 

Transplant 

Services 

 The Bureau of Medicaid Services authorizes out-of-state evaluations and 
transplants prior to an out-of-state referral.  Out-of-state transplant referrals are 
approved only when the recipient has a special medical condition requiring the 
more sophisticated treatment offered by a particular out-of-state transplant 
center, or when there is the lack of a facility in Florida to perform the transplant 
procedure. 
 
The transplant physician at the AHCA-designated transplant center in Florida 
must initiate the authorization request for the out-of-state transplant referral.  
The request is sent to the above address. 
 
An authorization number is issued for an approved out-of-state transplant 
request.  The out-of-state hospital utilizes the authorization number to bill 
Medicaid for the transplant service(s) rendered. 
 
Note:  See the Florida Medicaid Hospital Coverage and Limitations Handbook 
for the method of reimbursement for out-of-state services.  The handbook is 
available on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Provider Handbooks.  It is incorporated by reference in 
59G-4.160, F.A.C.   
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Prior Authorization for Other Out-of-State Services 
   
   
Introduction  A Florida Medicaid primary care or specialist physician may refer a Medicaid 

recipient for out-of-state care to obtain medically-necessary services that 
cannot be provided in Florida.  The Florida attending physician must request 
and obtain prior authorization before the recipient receives out-of-state 
services.   
 
This is not the same authorization as the MediPass primary care provider’s 
authorization number.  A Florida Medicaid physician may not authorize out-of-
state services; he may only request authorization for the services. 
 
If the Florida Medicaid recipient is in Children’s Medical Services, the request 
for out-of-state services must be initiated through Children’s Medical Services.   
 
Out-of-state services may not be post authorized.   
 
Note:  See Out-of-State Claims in this chapter for information on other types of 
out-of-state claims that do not require prior authorization.   

   
   
Physician 

Certification and 

Prior Authorization 

Request 

 The Florida Medicaid primary care or specialist physician must initiate the out-
of-state request, unless the recipient is in Children’s Medical Services; 
complete the Medicaid Authorization Request form, PA 01; and provide 
medical documentation to support the out-of-state request and documentation 
indicating that the requested service(s) is not available in Florida. 
 
The Medicaid primary care or specialist physician is a Florida licensed 
physician who diagnosed the illness, disease or infirmity for which the prior 
authorization is being requested from the Medicaid Program.  The physician 
can be the recipient’s primary care physician or a specialty physician.   

   
   
Required 

Documentation 

 The physician must attach documentation that justifies the need for the 
service, such as medical history, lab reports, etc., and must also include: 
 
 Name and address of the out-of-state facility, and 
 Name and telephone number of the out-of-state facility’s contact person. 

 
The request cannot be processed without the above information.   
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Prior Authorization for Other Out-of-State Services, continued 
   
   
Where to Submit 

the Request 

 The physician must send the request and required documentation to: 
 
Bureau of Medicaid Services 
Out-of-State Prior Authorization Unit 
2727 Mahan Drive, Mail Stop 20 
Tallahassee, Florida 32308 

   
   
Medicaid Prior 

Authorization Unit 

Responsibility 

 The Medicaid medical consultant will review the out-of-state request and 
approve or deny it.  The decision will be rendered within ten business days 
following the receipt of sufficient documentation.  The Prior Authorization Unit 
will notify both the referring and out-of-state providers.  If the request is 
approved, a prior authorization number will be assigned and instructions for 
filing the claim(s) will be mailed to the provider.   

   
   
Out-of-State 

Provider 

Reimbursement  

 Florida Medicaid can reimburse the out-of-state provider in one of the following 
ways: 
 
 The provider’s out-of-state Medicaid rate, if they participate in the Medicaid 

program in their state. 
 The average per diem rate paid by Florida Medicaid to in-state Florida 

general acute care hospitals that is in effect on the date(s) of service.  
Payment is applied per day and is all-inclusive. 

 The average per diem rate paid by Florida Medicaid to in-state Florida 
teaching or specialty hospitals that is in effect on the date(s) of service.  
Payment is applied per day and is all-inclusive. 

 A mutually agreed upon negotiated rate with the out-of-state provider can 
be paid by Florida Medicaid, if that is the option of choice.  The rate is 
negotiated as a percentage of the usual and customary charge.  
Negotiated rates can be made up to but not to exceed 85 percent of the 
usual and customary charge. 
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Authorization for Other Out-of-State Services, continued 
   

   
Filing Claims   Once an out-of-state provider has rendered services associated with the 

approved prior authorization, the out-of-state provider must send the claim(s) 
and a copy of the authorization approval to the Florida Medicaid fiscal agent 
for processing and reimbursement.   
 
Providers who are not currently enrolled will be sent enrollment instructions by 
the fiscal agent once their claims are received.  An out-of-state provider must 
enroll with Florida Medicaid in order to be reimbursed.  Upon completion of the 
enrollment process, appropriate reimbursement will be made.   
 
Note:  See Chapter 1 in this handbook for the addresses to send the claim 
forms.  

   
   

Prior Authorization Request Form 
   
   
PA01 Request 

Form 

 The PA01 form, Florida Medicaid Authorization Request, 07/08, must be 
submitted to the Bureau of Medicaid Services when requesting prior 
authorization for: 
 
 Organ transplants reimbursed by global payment methodology: 

 Adult heart, liver, and lung evaluations and transplants; and 
 Pediatric lung evaluations and transplants.   

 Out-of-state transplants and evaluations. 
 Other non-transplant related out-of-state services.   

 
Note:  The PA01 form, Florida Medicaid Authorization Request, is available on 
the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  Click 
on Public Information for Providers, then on Provider Support, and then on 
Forms.  It is incorporated by reference in 59G-4.001, F.A.C. 

   
   
Where to Submit 

the PA01 Request 

Form 

 To request authorization, the completed authorization request form must be 
submitted to the following address: 
 
Bureau of Medicaid Services 
Prior Authorization Unit 
2727 Mahan Drive, Mail Stop #20 
Tallahassee, Florida 32308 
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Prior Authorization Request Form, continued 
   
   
Documentation  Supporting medical documentation that explains the medical necessity of the 

service to be provided or justification of emergency treatment, if prior 
authorization was not obtained, must be attached to the PA 01 form. 
 
Medical documentation includes at a minimum: 
 
 Current history and physical; 
 Surgical and anesthesia risk factors; 
 Laboratory results, if appropriate; 
 Radiology reports, if appropriate; and 
 Any other diagnostic test results to support the medical necessity for the 

medical and surgical services requested. 
 
Note:  See Organ and Bone Marrow Transplant Services in Chapter 2 of the 
Physician Services Coverage and Limitations Handbook for required medical 
documentation for prior authorization for organ transplant services. 

   
   
Form Completion 

 
Any items left incomplete on the PA 01 form will result in the form being 
returned to the requesting provider for completion.  The prior authorization 
request cannot be completed by Medicaid staff or the Medicaid fiscal agent. 
 
Recipient identifiers such as name, date of birth, Medicaid identification 
number must match those of the supporting medical documentation supplied 
with the PA 01 request form  

   
   
Instructions  A copy of the PA 01 form, step-by-step instructions and a review checklist are 

on the following pages. 
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Illustration 3-1.  Sample Authorization Request - PA01 
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Medicaid Authorization Request Form, continued 
   

TITLE  ACTION 

Provider 

Authorization 

Type 

 Check the type of authorization required under the appropriate provider type.  
Hospital_____________   Physician________________ 
 
Chiropractic providers must mark the prior authorization block under physician, 
check the block marked ―Other,‖ and type ―Chiropractic‖ above the ―Other‖ box. 
 
Do not indicate Post Authorization unless you have already provided the service 
in an emergency situation.  Medical documentation must be attached supporting 
the emergency nature of the service provided and the reason a prior authorization 
could not be obtained prior to rendering the service. 

Post 

Authorization 

Date of Service 

 Complete this block only for a service that requires post authorization.  Enter the 
date the service was rendered in MM/DD/YY format.  (Example:  02/10/06 for 
February 10, 2006) 
 
Community mental health providers cannot obtain post authorization. 

Recip. Number  Enter the recipient’s 10-digit Medicaid identification number.   
 
Do not leave blank.  If you do not know the recipient’s Medicaid identification 
number, enter the recipient’s social security number or card control number from 
the front of the recipient’s Medicaid identification card. 

Last Name  Enter the recipient’s last name exactly as it appears on the Medicaid Identification 
Card or other eligibility document. 

First Name  Enter the recipient’s first name exactly as it appears on the Medicaid Identification 
Card or other eligibility document. 

Date of Birth  Enter the recipient’s birth date in MM/DD/YY format.    (Example: 08/21/88 for 
August 21, 1988.) 

Diagnosis  Enter the complete ICD-9-CM diagnosis code and a description of the diagnosis.   
 
If not entered, the prior authorization will be returned to the requesting provider to 
be completed. 

Procedure  

Code 

 Enter the appropriate procedure code from either of the Fee Schedule Appendix in 
the service-specific Coverage and Limitations Handbook or the Fee Schedules on 
the Medicaid fiscal agent’s Web Portal at http://mymedicaid-Florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on Fee 
Schedules.   
 
If not entered, the prior authorization will be returned to the requesting provider to 
be completed. 

 

http://mymedicaid-florida.com/
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Medicaid Authorization Request Form, continued 
   

TITLE  ACTION 

Procedure  

Description 

 Enter a description of the operation, procedure, treatment or service for which 
authorization is requested.   
 
Do not leave blank.  You may enter ―see attached medical documentation‖ only if 
attached documentation is supplied at the time of submission.  If left blank, the form 
will be returned for completion. 
 
Note:  See Medical Documentation in this section for more information. 

Quantity  Enter a number to indicate the quantity (units of service) requested, if applicable. 

Explanation of 

Necessity for 

Procedures 

 Enter a specific explanation of the necessity for the procedure.  Attach 
documentation to substantiate medical necessity, such as x-rays, lab reports, 
operative reports, and admission and discharge summaries. 
 
Community mental health providers must attach a copy of a signed and dated 
treatment plan, indicating and justifying the medical need for services in excess of 
the established limits.  The plan must be current, must cover the type of services 
requested, and must state the time period the services are needed.   

Provider Number  Enter the nine-digit Florida Medicaid provider identification number.  Do not enter 
the National Provider Identifier (NPI). 
 
If the requesting provider is not an enrolled Medicaid provider, reimbursement is not 
available to the requesting provider unless he enrolls in the Medicaid program.  All 
other providers, such as anesthesiologists, assistant surgeons or ancillary-enrolled 
Medicaid providers assisting with the services must request their own prior 
authorization for the service for reimbursement. 

Provider’s 

Signature  

and Date 

 Sign the PA 01 form and enter the date the form was signed. 

Provider Name 

and Address  

 Enter the provider’s name, address and telephone number.   
 
If the prior authorization is submitted for an out-of-state service, provide the name, 
address and telephone number of the out-of-state provider for the service 
requested. 

Contact Name 

and Contact 

Phone Number 

 Enter the name and phone number for the person who Medicaid should contact if 
there are any questions about the prior authorization request.   

Office Use Only  No entry required. 

Completed PA 01 

Request Form 

 A sample of a completed PA 01 form is on the following page. 
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Illustration 3-2.  Completed Sample Prior Authorization Request  
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Checklist for the Prior Authorization Request Form 
   
   
Introduction  The purpose of this checklist is to provide instructions for completion of the 

PA01 form, Florida Medicaid Authorization Request.  Providers should check 
each block to make sure that all items are entered correctly.  Proper 
completion of this form will help avoid unnecessary delays in the processing of 
the request. 

   
  1. Enter type of authorization required under the appropriate provider type. 

  2. For post authorization, enter date of service.  Complete if an emergency 
service was provided or for retroactive eligibility. 

  3. Enter the recipient’s Medicaid ID number. 

  4. Enter the recipient’s last name. 

  5. Enter the recipient’s first name. 

  6. Enter recipient’s date of birth:  MM/DD/YY. 

  7. Enter the diagnosis from ICD-9-CM diagnosis code book and a description 
of the diagnosis. 

  8. Enter the appropriate procedure code. 

  9. Enter a description of the procedure for which authorization is requested. 

  10. Enter number to indicate quantity (units of service) requested. 

  11. Enter specific explanation referring to the necessity for the procedure.  
Attach supportive summaries if necessary (operative reports, admission 
and discharge dates, lab reports, X-rays, treatment plans).   

  12. Enter Florida Medicaid provider number.  Do not enter the National 
Provider Identifier. 

  13. The attending physician signs and dates the authorization request. 

  14. Enter provider's name and address. 

  15. Enter the contact name and phone number. 

  16. OFFICE USE ONLY:  NO ENTRY REQUIRED. 
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Prior Authorization for Medically Needy Recipients 
   
   
Introduction  A Medically Needy recipient is an individual who would qualify for Medicaid 

except that the individual’s income or resources exceed Medicaid’s income or 
resource limits.   
 
On a month-by-month basis, the individual’s medical expenses are subtracted 
from his or her income.  If the remainder falls below Medicaid’s income limits, 
the individual may qualify for Medicaid for the full or partial month, depending 
on the date the medical expenses were incurred.  
 
Note:  For information on an individual recipient’s share of cost, please call the 
Department of Children and Families (DCF) ACCESS number 866-762-2237. 

   
   
Circumstance 

Requiring Prior 

Authorization 

 Because obtaining a decision on a prior authorization request takes more than 
one month, a Medically Needy recipient may not be eligible for Medicaid when 
the prior authorization decision is received.  
 
If the recipient is not eligible and the provider performs the procedure and bills 
the recipient, the recipient’s medical expense may make the recipient eligible 
for the month.  The provider may then be reimbursed by Medicaid for the prior 
authorized procedure.  However, the provider must obtain the prior 
authorization before rendering the service. 
 
In order to ensure that the provider may be reimbursed if the recipient is 
eligible or becomes eligible for Medicaid in the month the procedure is 
rendered, the provider must follow the steps described in the following 
information blocks 

   
   
Medical 

Documentation 

 The provider must complete a PA 01 form, Florida Medicaid Authorization 
Request Form, and attach a cover letter explaining that it is for a Medically 
Needy recipient.  The provider must send a cover letter, the PA 01 form, and 
other documents that support the need for the service, such as treatment 
plans, medical reports, office notes, and test results, to the recipient’s area 
Medicaid office. 
 
The area Medicaid office will review the information for completeness and 
forward it to the headquarters Medicaid office. 
 
Note:  The area Medicaid offices’ addresses and phone numbers are 
available on AHCA’s website at http://ahca.myflorida.com.  Click on Medicaid, 
and then on Area Offices.  They are also in Appendix A of the Florida 
Medicaid Provider General Handbook.  The handbook is available on the 
Medicaid fiscal agent’s Web Portal at http://mymedicaid-Florida.com.  Click on 
Public Information for Providers, then on Provider Support, and then on 
Provider Handbooks.  It is incorporated by reference in 59G-5.020, F.A.C.   

   
 

http://ahca.myflorida.com/
http://mymedicaid-florida.com/
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Prior Authorization for Medically Needy Recipients, continued 
   
   
State Medicaid 

Consultant Review 

 A state Medicaid consultant will review the request and approve or deny it.  
Approval of the request is based on the medical necessity of the procedure 
being performed. 
 
Approval by a state Medicaid consultant is not a guarantee of Medicaid 
reimbursement.  The provider and the recipient must be eligible on the date of 
service, and the service must not exceed applicable service limitations.   

   
   
Notification of 

Approval or Denial 

 The headquarters Medicaid office will notify the area Medicaid office by 
telephone of the consultant’s decision.  The area Medicaid office will then 
notify the provider by telephone. 

   
   
Scheduling and 

Billing the 

Procedure 

 Once the procedure is approved, the provider can schedule and perform the 
service and bill the recipient as a private paying patient.  The recipient or 
provider must send the bill to the DCF eligibility specialist to determine if the 
recipient meets his share of cost requirement and is eligible for Medicaid for 
the month in which the service was rendered. 

   
   
Establishing 

Eligibility 

 The eligibility specialist will determine if the recipient is eligible for Medicaid, 
establish the recipient’s dates of eligibility, and ensure that the state’s 
Medicaid computer system is updated. 
 
Once the recipient meets eligibility for the date the service is requested, the 
provider must contact the area Medicaid office.  The area Medicaid office will 
advise the state Medicaid office to issue a prior authorization number. 
 
The state Medicaid office and the Medicaid fiscal agent cannot issue a prior 
authorization number until the recipient has been determined eligible for the 
date of service by DCF. 

   
   
Prior Authorization 

Number 

 Once the recipient has been determined eligible by DCF, the state Medicaid 
office will advise the fiscal agent to send a letter advising the provider that the 
procedure was approved or denied.  
 
A letter advising the provider of approval will contain the prior authorization 
number needed to bill Medicaid. 
 
Note:  See Special Billing for Medically Needy Recipients in this chapter for 
information on billing the service if it was performed on the recipient’s first day 
of eligibility. 

   
   
Time Frame  The prior authorization process takes 4 to 6 weeks.  Medical bills submitted by 

the recipient to the Department of Children and Families in order to meet his 
share of cost must be acted upon by his caseworker within 10 days after 
receipt. 
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Special Billing For Medically Needy Recipients 
   
   
Introduction  A Medically Needy recipient is an individual who would qualify for Medicaid, 

except that the individual’s income or resources exceed Medicaid’s income or 
resource limits.  On a month-by-month basis, the individual’s medical 
expenses are subtracted from his income.  If the remainder falls below 
Medicaid’s income limits, the individual may qualify for Medicaid for the month 
or for part of the month.  The amount of expenses that must be deducted from 
the individual’s income to make him eligible for Medicaid is called a ―share of 
cost.‖ 

   
   
Split Billing and 

CF-ES 2902 Form 

 If a recipient incurred medical expenses from multiple providers on the date he 
met his share of cost (first day of eligibility), any medical expenses from a 
single provider that were used in full to meet the share of cost are not eligible 
for Medicaid reimbursement.  Any expenses from a single provider that were 
not used in full to meet the share of cost are eligible for reimbursement.  This 
process known as ―split billing‖ is actually split-day billing—no individual claims 
are split and no claims from a single source are split.  This process occurs 
infrequently. 
 
If not all of the recipient’s medical expenses incurred on the first day of 
eligibility are eligible for Medicaid reimbursement, the MEVS split bill indicator 
will be ―Y.‖  The public assistance specialist will mail a pink copy of the 
Medically Needy Billing Authorization, CF-ES Form 2902, June 2003, to the 
providers whose expenses are eligible for reimbursement.  Providers must 
submit the CF-ES Form 2902 with their claims so the Medicaid fiscal agent will 
know that the claims are eligible for reimbursement.   
 
If the MEVS split bill indicator is ―N,‖ then all the recipient’s expenses incurred 
on the first day of eligibility are eligible for reimbursement and a CF-ES 2902 
Form is not required.  
 
Note:  The Medically Needy Billing Authorization, CF-ES Form 2902, June 
2003, is incorporated by reference in 59G-4.001, F.A.C. 

   
   
Receiving a  

CF-ES 2902 Form 

 When a provider receives a pink copy of a CF-ES 2902 Form, the provider 
must check the bottom right-hand corner of the form, under the caption 
―Period of Eligibility,‖ and make sure that the dates of service on the claim fall 
within the recipient’s period of eligibility. 
 
If the service was performed on the first day of eligibility indicated on the CF-
ES 2902 Form, the hospital provider must enter Occurrence Code 73 followed 
by the date of the recipient’s first day of eligibility in Form Locator 31-34 of the 
UB-04 claim form.  No entry in this form locator is required if the service dates 
are after the first day of eligibility. 
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Special Billing For Medically Needy Recipients, continued 
   
   
Instructions for 

Submitting a  

CF-ES 2902 Form 

 If one or more services were provided on the first day of eligibility, follow the 
instructions below. 
 
 Enter occurrence code 73 with the first date of eligibility in Form Locators 

31-34 on the claim form.  Submittal of a hard copy of the CF-ES 2902 
Form is not required. 

 The provider must keep the pink copy of the CF-ES 2902 Form in the 
recipient’s hospital record. 

 If a claim for a Medically Needy recipient must be resubmitted or adjusted, 
an entry of occurrence code 73 followed by the first date of eligibility on the 
claim form is sufficient for resubmittal. 

 If a photocopy of CF-ES 2902 Form was submitted with the claim form, 
instead of entering occurrence code 73 to substitute for attachment of the 
form, the provider must enter the Internal control number (ICN) of the 
previous claim on the photocopy of the CF-ES 2902 Form, in the box 
labeled ―For Provider Use Only‖ in the upper right corner of the CF-ES 
2902 Form.  The photocopy will be rejected if the provider does not enter 
the previous claim’s ICN on the form. 

   
   
Illustration  A sample of the CF-ES 2902 Form is on the following page.   
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Illustration 3-3.  CF-ES Form 2902 
 

 
Incorporated by reference in 59G-4.001, F.A.C. 
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Special Billing For Medically Needy Recipients, continued 
   
   
Completing the 

Form 

 The following instructions correspond to the preceding illustration. 

   
   

ITEM  TITLE WHAT ITEM MEANS 

Upper  

Left 

Provider’s Address The provider’s name and address.  If a provider receives a form 
addressed to another provider, the provider must not use it.  
The receiving provider must return the form to the sender. 

Upper  

Right 

For Provider Use Only 

(Enter Transaction 

Control Number) 

If the first claim for services was denied, use a copy of the 
original pink form and enter the first claim’s transaction control 
number in this item.  This item does not need to be completed 
on original pink forms. 

Bottom Left Eligible Individual The name of the recipient eligible for the Medically Needy 
Program. 

Bottom Center Medicaid Identification  

Number  

The 10-digit Medicaid identification number for the recipient 
listed in the ―Eligible Individual.‖ 

Bottom  

Right 

Period of Eligibility The date Medicaid coverage begins and ends for the recipient. 
 
Medicaid coverage is through the ―Last Day‖ shown in this item. 
The form only needs to be attached to a claim for services given 
to the recipient on the ―First Day‖ shown on the form. 
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Out-of-State Claims 
   
   
Covered Services  Florida Medicaid will reimburse out-of-state services under the following 

circumstances: 
 
 An emergency arising from an accident or illness that occurred while the 

recipient is out of state; 
 The recipient’s health will be endangered if the care and services are 

postponed until returning to Florida;  
 The child is a non Title IV-E Florida foster or adoption subsidy child living 

out of state and is covered under the Florida Medicaid program; or 
 Florida Medicaid determines, on the basis of medical advice, that the 

needed medical services or necessary supplementary resources are more 
readily available in the other state and prior authorizes the out-of-state 
services.   

 
Note:  Providers located in Georgia or Alabama who regularly provide services 
to Medicaid recipients may enroll as in-state providers.  See Chapter 2 in the 
Florida Medicaid Provider General Handbook for additional information on 
providers located in Georgia or Alabama. 

   
   
Claims for 

Emergency 

Treatment 

 Documentation justifying and describing the emergency out-of-state service 
rendered must be submitted with the claim to the Florida Medicaid fiscal agent 
for payment. 
 
If the out-of-state provider is not already enrolled when a claim is submitted, 
the fiscal agent will send the provider enrollment materials. 

   
   
Claims for Foster 

Care and Adoption 

Subsidy Children 

 An out-of-state provider submits the claim according to the instructions in this 
handbook for filing the claim. 
 
Note:  See Chapter 1 in this handbook for information on filing a claim. 
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Nursing Facility Supplemental Payment for Medically-Fragile Recipients 
   
   
Introduction  Nursing facilities may receive a supplemental payment for a recipient under 

21 who is medically fragile and requires a higher level of skilled care.  The 
nursing facility must have a written recommendation from Children’s Medical 
Services, Children’s Multidisciplinary Assessment Team (CMAT), on file prior 
to the provider billing Medicaid for the supplemental payments.  The CMAT 
recommendation must state the recipient meets the criteria for medically-
fragile nursing facility care. 
 
Note:  See Appendix D, Glossary, in the Florida Medicaid Provider General 
Handbook for the definition of medically fragile.  The handbook is available 
on the Medicaid fiscal agent’s Web Portal at http://mymedicaid-florida.com.  
Click on Public Information for Providers, then on Provider Support, and then 
on Provider Handbooks.  The handbook is incorporated by reference in 59G-
5.020, F.A.C.   

   
   
Nursing Facility 

Supplemental 

Payment Rates 

 Nursing facility supplemental payment rates for medically-fragile recipients 
are calculated by Medicaid Program Analysis.  To access nursing facility 
supplemental payment rates, go to AHCA’s website at 
http://ahca.myflorida.com.  Click on Medicaid, and then on Cost 
Reimbursement.    

   
   
Criteria for the 

Medically Fragile 

Supplement 

 The nursing facility may receive the medically fragile supplemental payment 
for a recipient under age 21 who has a chronic debilitating disease or 
condition of one or more physiological or organ systems.  The recipient must 
require an intense level of professional nursing supervision on a continual 
basis in order to sustain life and prevent irreversible physiological damage.  
The recipient is usually technology or ventilator dependent. 
 
The recipients must be staffed (assessed) by the local Children’s Medical 
Services, Children’s Multidisciplinary Assessment Team (CMAT) and receive 
a written CMAT recommendation that the recipient meets the criteria for 
medically fragile nursing facility care.   

   
   
Where to Submit 

Referrals for 

Medically Fragile 

Supplement 

 Referrals must be submitted to the CMAT to obtain recommendation for 
medically-fragile nursing facility level of care.   
 
Note:  See the Children’s Medical Services website at http://www.cms-
kids.com/CMSNetwork/cmat.html for the CMAT contact information.   

   
   
How Requests Are 

Processed 

 The CMAT conducts a staffing (assessment) to determine if the recipient 
meets the medically-fragile level of care criteria.  The area Medicaid service 
authorization nurse attends the CMAT staffing and must approve the CMAT’s 
level of care recommendation. 

   
 

http://mymedicaid-florida.com/
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Nursing Facility Supplemental Payment for Medically-Fragile Recipients, continued 
   
   
Decision 

Notification 

 The CMAT documents the medically-fragile level of care in a staffing 
summary.  The CMAT sends copies of staffing summary to the nursing facility, 
the area Medicaid service authorization nurse, and notifies the recipient’s 
parent or caregiver of the decision. 

   
   
Medicaid 

Approved 

Requests 

 For medically-fragile recipients, the effective date for Medicaid approval of the 
supplemental payment is the date that the CMAT established the level of care 
or the child’s admission date to the nursing facility, whichever is later. 

   
   
Medicaid 

Denied  

Requests 

 If the CMAT staffing (assessment) determines the recipient does not meet the 
medically-fragile level of care criteria, Medicaid considers the request denied.  
The CMAT sends a letter to the recipient’s parent or caregiver that provides 
the reason for the denial and information to appeal the decision. 
 
The recipient or his legal guardian may appeal the decision to the area 
Medicaid office.  The area Medicaid office will forward the request to the 
Department of Children and Families (DCF), Office of Appeal Hearings.  DCF 
hearing officers conduct appeal hearings for Medicaid recipients for 
authorization of services. 

   
   
Medicaid Eligibility  A Medicaid approved request is not a guarantee that Medicaid will reimburse 

the supplemental payment.  The provider must be enrolled as a Medicaid 
provider, and the recipient must be eligible on the date of service for Medicaid 
institutional care services.  The provider must submit a clean claim within the 
time limit for submitting claims. 
 
Note:  See Chapter 1 for information on the time limit for submitting claims. 

   
   
Reserved Beds  When a medically fragile recipient goes to the hospital or on a home visit and 

Medicaid is paying for a reserved bed, the facility is not reimbursed the 
supplemental payment.  If the Medicaid criteria for bed hold payment are met, 
the facility is reimbursed only the regular Medicaid per diem.  The claim must 
show discharges and readmissions due to supplemental payment changes. 
 
Note:  Please see the Bed-Hold Reservations and Absences from a Nursing 
Facility in Chapter 2 of the Florida Medicaid Nursing Facility Coverage and 
Limitations Handbook.  The handbook is incorporated by reference in 59G-
4.200, F.A.C.   

   
   
Submission of a 

Claim for the 

Medically Fragile 

Supplement 

 For instructions on submitting a claim for the medically-fragile supplement, see 
Chapter 1  

   
 



Medicaid Provider Reimbursement Handbook, UB-04 

July 2008  3-33 

 

Nursing Facility Supplemental Payment for Recipients with AIDS  
   
   
Introduction  Nursing facilities may receive a supplemental payment (a dollar amount above 

the nursing facility per diem rate) for a recipient with AIDS.  Payment for 
residents with AIDS must be prior authorized by Medicaid before Medicaid will 
pay a facility the AIDS supplemental rate.   

   
   
Nursing Facility 

Supplemental 

Payment Rates 

 Nursing facility supplemental payment rates for recipients with AIDS are 
calculated by Medicaid Program Analysis.  To access nursing facility 
supplemental payment rates, go to AHCA’s website at 
http://ahca.myflorida.com.  Click on Medicaid, and then on Cost 
Reimbursement.    

   
   
Who Submits the 

Request 

 Providers requesting prior authorization for the AIDS supplemental payments 
must be Medicaid certified.   

   
   
Criteria for the 

AIDS Supplement 

 The resident must be approved for the institutional care program (ICP).  The 
AIDS supplemental payment is not available for hospice recipients residing in 
nursing facilities, residents in the Medicare Part A coinsurance period, or 
during the period a resident is in the hospital or on home leave. 
 
The nursing facility may receive the AIDS supplemental payment for a 
recipient with a diagnosis of HIV or AIDS for whom the facility has supportive 
documentation that the recipient is also receiving active treatment for a 
condition that meets the Centers for Disease Control (CDC) definition of AIDS 
related illness. 

   
   
Required 

Documentation for 

the AIDS 

Supplement 

 The prior authorization request will not be reviewed or approved until all the 
documentation is received.   
 
Prior authorization requests for the AIDS supplemental payment required the 
submission of the following information: 
 
 A letter from the facility requesting the AIDS supplemental payment, 

including the patient name and the beginning date of service for which the 
supplemental payment is being requested; 

 A copy of the admissions cover sheet; 
 A copy of a positive (the confirming) HIV test (required Western Blot or IFA 

only); 
 A copy of the Project AIDS Care Physician Referral and Request for Level 

of Care Determination, CARES Form 607, revised Aug. 01; 
 A copy of the patient’s current medication sheet;  
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Nursing Facility Supplemental Payment for Recipients with AIDS, continued 
   
   
Required 

Documentation for 

the AIDS 

Supplement, 
continued 

  A signed physician letter or statement documenting the AIDS diagnosis 
and the presence of an AIDS related illness; and  

 Supportive documentation of active treatment by a physician for a 
condition that meets the Centers for Disease Control (CDC) definition of 
an AIDS related illness.   

 
Note:  The Project AIDS Care Physician Referral and Request for Level of 
Care Determination, CARES Form 607, revised Aug 01 is available from 
Department of Elder Affairs, CARES unit.  See the Department of Elder Affairs 
website at http://elderaffairs.state.fl.us/english/cares.html for information on 
contacting CARES.  The form is incorporated by reference in 59G-13.110, 
F.A.C.   

   
   
Where to Submit 

Prior Authorization 

Requests for the 

AIDS Supplement 

 Send the prior authorization request to: 
 
Medicaid Services 
Supplemental Payment Program 
Prior Authorization 
2727 Mahan Drive, Mail Stop 20 
Tallahassee, Florida 32308 

   
   
How Requests Are 

Processed 

 Authorization requests are reviewed by Medicaid nursing and medical 
consultants to ensure medical necessity.  Requests are approved or denied in 
accordance with the above clinical requirements.   
 
Medicaid notifies nursing facility providers by letter of the decision to approve 
or deny the request.  If the request is approved, an update to the recipient’s file 
is made in the Florida Medicaid Management Information System (FMMIS) 
allowing payment of the supplement to proceed.  If there is insufficient 
documentation to make a decision, the letter will identify the additional 
information that is required.  A denial letter will state the reasons(s) for denial 
of the AIDS supplement. 

   
   
Submission of a 

Claim for the AIDS 

Supplement 

 For instructions on submitting a claim for the AIDS supplement, see Chapter 1 
in this handbook.   
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Consent For Sterilization Form 
  
  
Introduction Federal regulations require both male and female recipients to give written 

consent prior to sterilization procedures being performed.  To meet this 
requirement, the provider must submit with the claim a Consent For Sterilization 
Form, HHS-687 (11/06) that the recipient has signed. 
 
A copy of the Consent For Sterilization Form and instructions on how to 
complete it are on the following pages. 
 
Note:  English and Spanish versions of the Consent For Sterilization Form can 
be obtained from the federal Department of Health and Human Services’ 
website at http://www.hhs.gov/forms.  The forms can also be obtained from the 
Medicaid fiscal agent by calling 800-289-and selecting Option 7 or downloading 
the forms from the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
Florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Forms.  The forms are incorporated by reference in 59G-
4.001.   
 
Note:  See Surgery in Chapter 2 of the service-specific Coverage and 
Limitations Handbook for additional information on sterilizations.   

  
  
Consent Time  

Limits 

The waiting period between obtaining the recipient’s written consent and the 
sterilization procedure must be at least 30 days, but no more than 180 days. 

  
  
Premature Delivery In the event of premature delivery, the recipient’s written consent must have 

been completed and signed at least: 
 
 30 days prior to the expected date of delivery, and  
 72 hours prior to the sterilization. 

  
  
Abdominal Surgery In the event of emergency abdominal surgery, the recipient’s written consent 

must have been completed and signed at least 72 hours prior to the sterilization 
procedure. 

  
  
Non-Medicaid 

Covered Sterilization 

A Consent for Sterilization form is not required when a non-covered sterilization 
procedure is performed in conjunction with a Medicaid-covered child delivery 
(normal or Cesarean section).  The non-covered sterilization must not lengthen 
the inpatient stay for normal and Cesarean section deliveries.   
 
When billing for a delivery when the mother received a non-covered sterilization, 
all code references to a sterilization procedure must be deleted from the claim 
so it can be processed without a sterilization consent form.   

  

http://www.hhs.gov/forms
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Consent For Sterilization Form, continued 
  
  
Form Completion 

Requirements 

All blanks on the Consent For Sterilization Form must be completed and signed 
and dated on the same date by the recipient, the interpreter if one is used, and 
the person who obtained the consent. 
 
The date of the sterilization procedure in the physician’s statement on the 
Consent For Sterilization form must be identical to the date of service on the 
claim form.  The physician who performed the sterilization must sign and date 
the Consent For Sterilization form on or after the date that the sterilization 
procedure was performed. 

  
  
Form Processing 

Requirements 

The Consent For Sterilization Form must be submitted with every claim 
submitted for Medicaid reimbursement for sterilization procedures. 

  
  
Correcting Items on 

the Form 

Any item on the form may be corrected except for the signatures of the patient, 
the person who obtained consent, the interpreter, and the date(s) signed.  

  
  
Consent For 

Sterilization Form 

Instructions and 

Samples 

A copy of the Consent For Sterilization form with step-by-step instructions and a 
sample-completed form are on the following pages.   
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Illustration 3-4  Consent For Sterilization Form (Front Side) 
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Illustration 3-4.1  Consent For Sterilization Form (Back Side) 
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Illustration 3-4.1  Spanish Consent For Sterilization Form (Front Side) 
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Illustration 3-4.1  Spanish Consent For Sterilization Form (Back Side) 
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Consent For Sterilization Form, continued 
  
  
Completing The 

Consent For 

Sterilization Form 

Use the following instructions to complete the Consent For Sterilization Form. 

  
  

CONSENT TO STERILIZATION 

 Enter the name of the physician or the name of the clinic from which the recipient received 
sterilization information (no abbreviations). 

 Enter the type of operation (no abbreviations). 

 Enter the recipient’s date of birth (MM/DD/YY). 

 Enter the recipient’s name.  The recipient’s name should be the same in each section of the 
form. 

 Enter the name of the physician performing the surgery. 

 Enter the type of operation (no abbreviations), the same as in #2 above. 

 The recipient to be sterilized signs here. 

 The recipient dates signature here. 

 Check one box appropriate for recipient.  This item is requested but NOT required. 

 

INTERPRETER’S STATEMENT 

 Enter the name of the language the information was translated to, including sign language. 

 Interpreter signs name here. 

 Interpreter dates signature here. 
 

STATEMENT OF PERSON OBTAINING CONSENT  

 Enter the recipient’s name.  

 Enter the type of operation again (no abbreviations).  This must be the same as the type of 
operation that is listed under Consent to Sterilization.   

 The person obtaining consent signs here. 

 The person obtaining consent dates his signature here.  This must be the same date as the 
date that is listed under Consent to Sterilization.   

 The person obtaining consent enters the complete name of the facility or office where that 
person is employed.  If there is no facility name, enter “Office of Dr. _______.” 

 The person obtaining consent enters the complete physical address of facility above.  
Address must be complete, including state and zip code.  
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Consent For Sterilization Form, continued 
  
  
 

PHYSICIAN’S STATEMENT 

 Enter the recipient’s name.  

 Enter the date of sterilization operation. 

 Enter type of operation again (no abbreviation).  This must be the same as the type of 
operation that is listed under Consent to Sterilization.   

 Cross out the paragraph that does not apply to the recipient, either (1) or (2).  If (2) applies, 
check the appropriate boxes. 
 
If the Premature Delivery box is checked, write in the expected date of delivery in the 
following box.  If emergency abdominal surgery is checked, describe circumstances here. 

 Physician who performed sterilization signs here. 

 Physician dates his signature here. (A date prior to surgery is invalid.) 
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Illustration 3-5  Sample Completed Consent For Sterilization Form 
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Hysterectomy Acknowledgment Form 
  
  
Introduction Federal regulations require that a recipient or her representative be informed 

verbally and in writing prior to a hysterectomy that the operation will make her 
permanently incapable of reproducing.  Federal regulations further require that 
the recipient or her representative sign a written acknowledgment of receipt of 
this information. 
 
If a recipient was not eligible for Medicaid on the date the hysterectomy was 
performed but becomes retroactively eligible, the provider must have either 
obtained a Hysterectomy Acknowledgment Form, HAF 07/1999, or a consent 
form that includes the same information as the Hysterectomy Acknowledgment 
Form in order to be reimbursed by Medicaid.  If the provider did not obtain a 
Hysterectomy Acknowledgment Form or a consent form that contains the 
same information, Medicaid cannot reimburse for the service.   
 
A copy of the Hysterectomy Acknowledgment Form and instructions on how to 
complete it are on the following pages. 
 
Note:  Hysterectomy Acknowledgment Forms can be obtained from the 
Medicaid fiscal agent by calling 800-289-and selecting Option 7.  The form may 
also be downloaded from the Medicaid fiscal agent’s Web Portal at 
http://mymedicaid-Florida.com.  Click on Public Information for Providers, then 
on Provider Support, and then on Forms.  The Hysterectomy Acknowledgment 
Form is incorporated by reference in 59G-4.001, F.A.C. 

  
  
Form Completion 

Requirements 

All blanks on the Hysterectomy Acknowledgment Form must be completed. 

  
  
Form Processing 

Requirements 

The acknowledgment form must be submitted with every physician and 
hospital claim submitted for Medicaid reimbursement, unless the recipient 
meets the requirements of the Exception to Hysterectomy Acknowledgment 
Requirement Form.   
 
Note:  See Exception To Hysterectomy Acknowledgment Requirement Form 
for information on when a hysterectomy may be performed without the 
recipient’s prior acknowledgment.  
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Illustration 3-6  Hysterectomy Acknowledgment Form 
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Hysterectomy Acknowledgment Form, continued 
  
  
Completing The 

Form 

Complete the Hysterectomy Acknowledgment Form using the following 
instructions. 

  
  

 TITLE ACTION 

 Physician’s Name Enter the name of the physician performing the hysterectomy procedure. 

 Provider Number Enter the physician’s nine-digit Medicaid provider number or National 
Provider Identifier (NPI).  We recommend entering the same provider 
number that is on the claim form so that the person who opens the claim 
does not separate the form from the claim. 

 Enter Dx and Explain Enter the diagnosis that requires the hysterectomy procedure.  Provide 
further explanation, if necessary. 

 Physician’s Signature Original physician’s signature.  Signature stamps or delegated 
signatures are not allowed. 

 Date Enter the date the physician signs the form. 

 Recipient’s Name and 

Medicaid ID Number 

Enter the recipient’s name (first then last name) as it appears on the 
gold, plastic Medicaid identification card or other proof of eligibility.  
Enter the verified 10-digit Medicaid ID number, not the eight-digit card 
control number from the front of the card. 

 Patient’s Signature Original patient’s signature or mark.  If the patient makes a mark only, 
obtain the signature of her representative as a witness. 

 Date Enter the date the recipient signed the form. 

 Interpreter’s Signature If the recipient does not speak or understand English, obtain the 
signature of the person interpreting the statements on the form to the 
recipient. 

 Date Enter the date the interpreter signed the form. 
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Illustration 3-7  Completed Hysterectomy Acknowledgment Form 
 

 
 



Medicaid Provider Reimbursement Handbook, UB-04 

3-48  July 2008 

Exception To Hysterectomy Acknowledgment Requirement Form 
  
  
Introduction In specific circumstances, federal regulations allow Medicaid payment for 

hysterectomy procedures without the recipient’s prior acknowledgment.  A 
physician’s written certification statement is required for the specific 
circumstances. 
 
A copy of the Exception to Hysterectomy Acknowledgment Requirement Form, 
ETA 07/2008, and instructions for completion are on the following pages. 
 
Note:  Exception to Hysterectomy Acknowledgment Requirement Forms can 
be obtained from the Medicaid fiscal agent by calling 800-289-7799 and 
selecting Option 7.  The form may also be downloaded from the Medicaid fiscal 
agent’s Web Portal at http://floridamedicaid.acs-inc.com.  Click on Public 
Information for Providers, then on Provider Support, and then on Forms.  The 
form is incorporated by reference in 59G-4.001, F.A.C. 

  
  
Specific 

Circumstances 

Requiring Form 

An Exception to Hysterectomy Acknowledgment Form is required if the 
recipient: 
 
 Was sterile before the hysterectomy was performed; or 
 Required a hysterectomy because of a life threatening emergency situation 

in which the physician determined that prior completion of the Hysterectomy 
Acknowledgment Form was not possible. 

  
  
Hysterectomy and 

Retroactive Medicaid 

Eligibility  

Medicaid recipients may be retroactively eligible for Medicaid for up to three 
months prior to their month of application for Medicaid benefits.  A physician 
who performs a hysterectomy on a recipient who has not been determined 
eligible for Medicaid, but who is subsequently determined eligible for the month 
in which the hysterectomy was performed, must certify in writing that: 
 
 The recipient was informed before the operation that the hysterectomy 

would make her permanently incapable of reproducing; or  
 The recipient meets one of the conditions listed above.   

 
In addition to the physician’s written certification of informed consent, the 
appropriate hysterectomy form must be submitted with the claim.   
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Illustration 3-8.  Exception to Hysterectomy Acknowledgment Requirement Form 
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Exception To Hysterectomy Acknowledgment Requirement Form, continued 
  
  
Completing The 

Form 

Complete the Exception to Hysterectomy Acknowledgment Requirement Form 
using the following instructions. 

  
  

 TITLE ACTION 

 Physician’s Name Enter the certifying physician’s name. 

 Provider Number Enter the certifying physician’s nine-digit Medicaid provider number 
or National Provider Identifier (NPI).  We recommend entering the 
same provider number that is on the claim form so that the person 
who opens the claim does not separate the form from the claim. 

 Recipient’s Name Enter the recipient’s name as it appears on the gold, plastic 
Medicaid identification card or other proof of eligibility. 

 Medicaid ID Number Enter the recipient’s verified Medicaid identification number, not the 
eight-digit card control number from the front of the card. 

 A.  Was Patient 

Sterile? 

Check if patient was already sterile at the time of the procedure, 
and check and write in the specific cause of the sterility. 

 B.  Life Threatening 

Emergency 

Check if the recipient required a hysterectomy because of a life 
threatening emergency situation. 

 Physician’s 

Signature 

Obtain the signature of the certifying physician. 

 Date Enter the date the certifying physician signed the form. 

 Fiscal Agent 

Screening 

Supervisor 

Leave blank. 
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Illustration 3-9  Completed Exception to Hysterectomy Acknowledgment Requirement 

Form 
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Abortion Certification Form 
  
  
Introduction Federal regulations allow payment for abortions only for specific reasons and 

require the physician to certify the reason for the abortion. 
 
Abortions may be reimbursed by Medicaid for one of the following reasons: 
 
 The woman suffers from a physical disorder, physical injury, or physical 

illness, including a life-endangering physical condition caused or arising 
from the pregnancy itself that would place the woman in danger of death 
unless an abortion is performed. 

 The pregnancy is the result of an act of rape. 
 The pregnancy is the result of an act of incest. 

 
The physician must record the reason for the abortion in his or her medical 
records for the recipient. 

  
  
Form Completion 

Requirements 

A copy of the Abortion Certification Form, AHCA-Med Serv Form 011, August 
2001, and instructions for completion are on the following pages. 
 
All spaces on the form must be completed according to the instructions for the 
form. 
 
Note:  Abortion Certification Forms can be obtained from the Medicaid fiscal 
agent by calling 800-289-7799 and selecting Option 7.  The form may also be 
downloaded from the Medicaid fiscal agent’s Web Portal at http://mymedicaid-
Florida.com.  Click on Public Information for Providers, then on Provider 
Support, and then on Medicaid Forms.  The form is incorporated by reference 
in 59G-4.001, F.A.C. 

  
  
Form Processing 

Requirements 

The Abortion Certification Form must be submitted with every claim for 
Medicaid reimbursement for an abortion and abortion-related procedures. 
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Illustration 3-10  Abortion Certification Form 

 
 

 

 

State of Florida 

Abortion 

Certification Form 

SECTION I 
 

1. Recipient’s Name:________________________________________________ 
 
 
2. Address:________________________________________________________ 
 
 
3. Medicaid Identification Number:______________________________________ 
 
 

SECTION II 
 

4. On the basis of my professional judgment, I have performed an abortion on the 
above named recipient for the following reason: 
  The woman suffers from a physical disorder, physical injury, or physical 

illness, including a life-endangering physical condition caused or arising 
from the pregnancy itself that would place the woman in danger of death 
unless an abortion is performed.   

  Based on all the information available to me, I concluded that this pregnancy 
was the result of an act of rape. 

  Based on all the information available to me, I concluded that this pregnancy 
was the result of an act of incest. 

 
I have documented in the patient’s medical record the reason for performing the 
abortion; and I understand that Medicaid reimbursement to me for this abortion is 
subject to recoupment if medical record documentation does not reflect the reason 
for the abortion as checked above. 

 
 

5. ______________________________            6.  _________________________ 
             Physician’s Name                Physician’s Signature 
 
 
 

7. ________________________________        8.   ___________________________ 
  Physician’s Medicaid Provider Number        Date of Signature 

AHCA-Med Serv Form 011, August 2001 

Incorporated by reference in 59G-4.001, F.A.C. 
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Abortion Certification Form, continued 
  
  
Completing The 

Form 

Complete the Abortion Certification Form using the following instructions. 

  
FORM ITEM TITLE ACTION 

Section I 

1 Recipient’s Name Enter the recipient’s name as it appears on the gold, plastic 
Medicaid identification card or other proof of eligibility. 

2 Address Enter the street address of the recipient.  Include street and 
number, apartment number (if applicable), city, state and zip 
code. 

3 Medicaid Identification 
Number 

Enter the recipient’s verified 10-digit Medicaid identification 
number, not the eight-digit card control number from the front of 
the card.   

Section II 

4 Reason Identify the reason for which the abortion procedure was 
performed by placing a check mark on the appropriate line. 
Only one reason can be checked. 

5 Physician’s Name Print or type the name of the physician who performed the 
abortion procedure. 

6 Physician’s Signature Signature of the physician who performed the abortion 
procedure. (Same name as #7) 

7 Medicaid Provider 
Number 

Enter the nine-digit Medicaid provider number of the physician 
who signed the form or National Provider Identifier (NPI).  We 
recommend entering the same provider number that is on the 
claim form so that the person who opens the claim does not 
separate the form from the claim. 

8 Date Physician enters date of signature here. 
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Florida’s Healthy Start Prenatal Risk Screening Instrument  
  
  
Introduction The purpose of the Healthy Start Prenatal Risk Screening Instrument, DH 

3134, 2/01, is to identify pregnant Medicaid recipients who are at risk for poor 
birth outcomes and may need interventions to prevent or reduce complications. 
 
Note:  See Chapter 2 of the Physician, Advanced Registered Nurse Practitioner 
and Physician Assistant Coverage and Limitations Handbooks for information 
about the Healthy Start Prenatal Risk Screening. 

  
  
Where to Obtain 

Forms 

Forms can be obtained from local county health departments.  Instructions for 
completion are on the back of the form.  The form is incorporated by reference 
in 59G-4.001, F.A.C. 

  
  
Form Processing 

Requirements 

The provider files his copy of the Healthy Start Prenatal Risk Screening form in 
his medical records for the recipient.  Do not submit the Healthy Start form with 
the claim. 
 
A copy of the Healthy Start Prenatal Risk Screening Instrument is on the 
following page.   
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Illustration 2-11  Healthy Start Prenatal Risk Screening Instrument 
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APPENDIX A 

INTERNAL CONTROL NUMBER (ICN) REGION CODES 

 
Region Code Description 

00 ALL CLAIM REGIONS 

10 PAPER CLAIMS WITH NO ATTACHMENTS 

11 PAPER CLAIMS WITH ATTACHMENTS 

20 ELECTRONIC CLAIMS WITH NO ATTACHMENTS 

21 ELECTRONIC CLAIMS WITH ATTACHMENTS 

22 INTERNET CLAIMS WITH NO ATTACHMENTS 

23 INTERNET CLAIMS WITH ATTACHMENTS 

25 POINT OF SERVICE CLAIMS 

26 POINT OF SERVICE CLAIMS WITH ATTACHMENTS 

40 CLAIMS CONVERTED FROM OLD MMIS 

41 ENC CLM CONVERTED FROM OLD MMIS 

45 FFS CLM ADJ CONVERTED FROM OLD MMIS 

46 ENC CLM ADJ CONVERTED FROM OLD MMIS 

47 ENC CLM VOID CONVERTED FROM OLD MMIS 

48 FFS CLM VOID CONVERTED FROM OLD MMIS 

49 RECIPIENT LINKING CLAIMS 

50 ADJUSTMENTS - NON-CHECK RELATED 

51 ADJUSTMENTS - CHECK RELATED 

52 MASS ADJUSTMENTS - NON-CHECK RELATED 

53 MASS ADJUSTMENTS - CHECK RELATED 

54 MASS ADJUSTMENTS - VOID TRANSACTION 

55 MASS ADJUSTMENTS - PROVIDER RETRO RATES 

56 ADJUSTMENTS - VOID NON-CHECK RELATED 

57 ADJUSTMENTS - VOID CHECK RELATED 

58 ADJUSTMENTS - HISTORY ONLY CHECK RELATED 

59 POS REVERSAL ADJUSTMENT 

60 CHOW ADJUSTMENTS - HISTORY ONLY VOID 

61 CHOW ADJUSTMENTS - HISTORY ONLY 

62 CHOW ADJUSTMENTS - PROVIDER RATES 

64 ADJUSTMENTS - ENCOUNTER 

65 ADJUSTMENTS - ENCOUNTER VOID 

66 MASS ADJUSTMENTS - ENCOUNTER 

67 MASS ADJUSTMENTS - ENCOUNTER VOID 

69 POS REVERSAL/ INTERNET/ 837 – ENCOUNTER 

70 ENCOUNTERS 

80 CLAIMS REPROCESSED BY EDS SYSTEMS ENGINEERS 

90 SPECIAL PROJECTS 

91 BATCHES REQUIRING MANUAL REVIEW 

97 SINGLE RESUBMISSION 

98 MASS RESUBMISSION 
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