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Training Topics
• Prior Authorization 
• Web Claim Submission
• Web Claim Adjustments
• CMAP Addendum B
• Outlier Payments
• All Patient Refined-Diagnostic Related Group (APR DRG)
• Timely Filing Guidelines
• Frequent Claim Denials
• Hospital Modernization Page
• Questions
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Prior Authorization 
• How to determine what services were authorized on an outpatient behavioral health 

Prior Authorization (PA) on the www.ctdssmap.com Web site.

Prior Authorization 
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Prior Authorization
The prior authorization was for procedure code list 378 for authorized effective 
dates July 1, 2016 to August 1, 2016 for 15 units 
• To determine what services were authorization the hospitals can use the 

following crosswalk. 

Crosswalk – RCC/CPT/HCPCS to Procedure Code List

RCC Description Billable CPT/HCPC Code Procedure Code List
900 Psych Treatment 90791, 90792, 90785 368, 378, 390, 391
901* Electroshock Therapy 90870 N/A
905 Intensive Outpatient Program (IOP) - MH S9480 378
906 Intensive Outpatient Program (IOP) - SA H0015 378
907 Extended Day Treatment (EDT) H2012 368
913 Partial Hospitalization Program (PHP) H0035 391
914 Individual Therapy 90832 – 90838 390
915 Group Therapy 90853 390
916 Family Therapy 90846-90847, 90849 390
918 Psychiatric Testing 96101, 96116, 96118 395
919 Other BH (Med Management) 99201 - 99205, 99211 - 99215 390
919 Other BH (Autism) 0359T, H0046, H2014 1196
919 Other BH (Autism) 0372T 1203
919 Other BH (Autism) H0031 1197
919 Other BH (Autism) H0032, H0032 TS 1198
919 Other BH (Autism) H0046 1202
919 Other BH (Autism) H2014 1199
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• The prior authorization example was for Intensive Outpatient Services (IOP) – MH or 
Intensive Outpatient Services – SA based on the crosswalk. 

• If the outpatient claim denied for Explanation of Benefit (EOB) 3003 “Procedure 
Requires PA” the hospital needs to verify the procedure code list on the PA with 
the services they are billing for on the outpatient claims.  If they do not correspond 
to each other then either the hospital is billing the wrong RCC and procedure code 
or the authorization is not for the services they are billing for and the hospital 
would need to contact Beacon Health Options.  

One exception to crosswalk is when the hospital receives a prior authorization 
for RCC 901 CPT 90870 “Electroshock Therapy” it will show on the prior 
authorization under the Revenue Code list instead of procedure code list with 
Revenue Code/List 2024. 

Prior Authorization 
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Overlapping Inpatient Authorization 
• If the hospital received 2 inpatient behavioral health prior authorization for one 

inpatient stay and the hospital is billing the entire stay under one inpatient claim, 
this could cause the incorrect amount of days to be paid on the claim. 

• If the inpatient claim pays incorrectly the hospital should void the inpatient claims 
and contact Beacon Health Options to request an update to the PA to match the 
inpatient claim.  Beacon Health Options will update the PA once the units are 
decremented from the PA.     

Prior Authorization Reminder for Advanced Imaging Services
• Hospitals must confirm that a valid, approved authorization is on file for the 

appropriate Healthcare Common Procedure Coding System (HCPCS) “C” code 
instead of the Current Procedural Terminology (CPT) code.  For a list of 
corresponding codes, the providers can refer to provider bulletin 2017-27 
“Reminder About Use of “C” Codes for Certain Advanced Imaging Services.” 

• If the authorization on file does not have a “C” code, the outpatient claim will deny 
and the hospital would need to contact Community Health Network of CT (CHNCT) 
at 1-800-440-5071 to correct the PA.   

Prior Authorization 
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• Hospital should refer to the Connecticut Behavioral Health Partnership Web site at 
www.CTBHP.com -> For Providers -> Covered Services > Authorization Schedule 
and select General and Psychiatric Hospital for behavioral health PA requirements.  

• HUSKY Health Program benefits and authorization requirements for non-behavioral 
health services can be found on the HUSKY Health Web site at www.ct.gov/husky, 
under For Providers under Medical Management then select Benefit Grids. 
Hospital can also refer to the Hospital Modernization Page on the 

www.ctdssmap.com Web site for the prior authorization grid for outpatient 
services. 

Prior Authorization 

http://www.ctbhp.com/
http://www.ct.gov/husky
http://www.ctdssmap.com/
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Web Claim Submission
To submit an institutional claim using the ctdssmap.com secure site, click on 
“Claims” on the main menu and then from the drop down menu select 
“Institutional.”  Once you do that  you will need to select your claim type to start 
your claim.
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Web Claim Submission
• Diagnosis and Detail Panels on an inpatient claim. 
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Web Claim Submission
• Revenue Code – Hospitals can use the Provider Type and Specialty to Revenue 

Center Code (RCC) Crosswalk on the hospital modernization page on the 
www.ctdssmap.com Web site to view the appropriate payable RCCs as limited by 
their scope of practice and Department policy. 
 If the hospitals bill with an inappropriate RCC that detail will deny with EOB code 

4151 “Billing Provider Not Authorized to Bill for Submitted Service for Client”. 

• HCPCS – Refer to CMAP Addendum B on the hospital modernization page for a 
list of HCPCS/CPT.

• Modifiers – A list of the modifiers that could impact your payment on your claims 
has been added to the Hospital Provider Manual chapter 8 “Provider Specific 
Claims Submission Instructions” found on the www.ctdssmap.com Web site.  It is 
not a full list of modifiers that can be used on your claim, you should refer to the 
CMS Web site www.cms.gov for an entire list of modifiers.

http://www.ctdssmap.com/
http://www.ctdssmap.com/
http://www.cms.gov/
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Web Claim Submission
Once all information is entered on your claim, hit submit to submit your claim to 
DXC Technology.  Response from DXC Technology is immediate and will provide 
APC or DRG Information depending on your claim type. 
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Web Claim Submission
Explanation of Benefits (EOB) information – Explains how the claim or service pays, 
denies or suspends. 
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Web Claim Adjustments
After you submit a claim if you need to adjust a paid claim, you can perform the 
following steps to adjust your claim:

• Select Claim Inquiry
• Perform search to find your claim and click the search button.
• Once the claim is retrieved, make any necessary changes to the claim.
• Click the adjust button at the bottom of the claim page.

The following are web claim adjustment that can be submitted through the secure 
Web site www.ctdssmap.com.

• Claims that are not past timely filing. 
• Claims past timely filing that will pay the same or less than the original claim 

without the services being modified.
• Claims that do not have an ICN# that begins with a 12 or 13.  

http://www.ctdssmap.com/
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Web Claim Adjustments
In these cases the hospital should void the original claim and submit a paper claim 
with the updated RCC and the RA to DXC Technology written correspondence 
requesting the claim be resubmitted with an override of timely filing.

• Written correspondence request are submitted to:
DXC Technology
Written Correspondence
PO Box 2991 Hartford, CT 06104

Claims that begins with either ICN 12 or 13 were specially handled by DXC 
Technology.  The hospital should contact the Provider Assistance Center (PAC) 1-
800-842-8440 before attempting to adjust these claims on the Web. 
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Connecticut Medical Assistance Program (CMAP) Addendum B

• CT Medicaid’s OPPS processing is based on the CMAP version of Addendum B 
which is derived from Medicare’s Addendum B.  The differences between the CMAP 
version of Addendum B and the Medicare version of Addendum B primarily involve 
detail service coverage and pricing methodology.  

Please refer to CMAP’s Addendum B to determine which services will be paid 
based on fixed fee, fee schedule or APC assignment 

The CMAP Addendum B can be found on the “Hospital Modernization” page on the 
Web site www.ctdssmap.com under Important Messages – Connecticut Hospital 
Modenrization.

CMAP Addendum B 

http://www.ctdssmap.com/
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CMAP Addendum B April 2018 V19.1 

CMAP Addendum B 
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Payment Type - APC 

• If the payment type is APC Payment, it will be reimbursed using APC methodology

• Example: Procedure code 99283 “Emergency dept visit ”, payment type indicator 
“APC”. 

• APC Payment = (Provider Wage Adjusted Conversion Factor * units) * APC Relative 
Weight.

 If the hospital’s wage adjusted conversion factor was $85.00, the APC 
allowance would be ($85.00 x 1) x 2.7863 = $236.84.

CMAP Addendum B 
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Payment Type - APC – FS

• Example: Procedure code 36415 “Routine Venipuncture”, payment type “APC-FS” 
and status indicator “Q4”. 

• If the APC grouper returns the service as APC payable, this case will be reimbursed 
based on payment type “APC-FS” using the CT lab fee schedule. 

• If the APC grouper returns a status indicator “N” the detail will be packaged and 
zero pay (no separate reimbursement).

CMAP Addendum B 



DXC Proprietary and Confidential April 18, 2018 19DXC Proprietary and Confidential

Status indicator is “Q1, Q2, Q3 or Q4” on CT Addendum B, but the APC grouper
could return detail line with an “N” status.

• Q1 – STVX-Packaged Codes
• Q2 – T-Packaged Codes
• Q4 – Conditionally Packaged Laboratory Tests

If there is another procedure code on the outpatient claim that is APC payable, 
the APC grouper usually would return a status indicator of “N” and the detail will 
be packaged.  The detail will zero pay.

Services are only reimbursed when a non-patient and will pay off LAB fee 
schedule. 

• Q3 – Codes that that may be paid through a composite APC

When payable separately from the APC payable code on an outpatient claim
could pay a different APC code from CMAP Addendum B.

CMAP Addendum B 
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Hospital Modernization - APC
Payment Type - NP – These services are only reimbursed when non-patient and will 
pay off LAB fee schedule. 

• Example: Procedure code 80050 “General health panel” payment type “NP”.
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Composite APC codes are not found on CT Addendum B. Status Indicator “Q3”
could pay the APC code on the CMAP addendum B, but if it is billed with other
services it can be paid through a composite APC code 08005-08008 which is not
listed on CMAP Addendum B.
• Example: Procedure code 70551 “Mir brain stem w/o dye”, payment indictor “APC”

and status indicator “Q3”.

APC grouper returns SI “S” and it will pay based on APC 05523 and relative 
weight 3.0121 

CMAP Addendum B 
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• Example: Procedure code 70551 “Mir brain stem w/o dye”, billed with procedure
code 72141 and both procedures on CMAP Addendum B state payment type “APC”
and status indicator “Q3”.

The claim goes through the APC grouper and 70551 status indicator is “S” with 
composite APC 08007 and 72146 status indicator is “N” packaged.
APC payment would be based on the composite APC code. 

CMAP Addendum B 
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Comprehensive APC codes are listed on CT Addendum B. Status Indicator “J1”
could pay the APC code on the CMAP addendum B, but if it is billed with other
services it can be paid through a comprehensive APC code which might be listed on
CMAP Addendum B for another code.
• Example: Procedure code 28300 “Incision of heel bone”, payment indictor “APC”

and status indicator “J1”.

When billed by itself the APC grouper returns SI “J1” and it will pay based on 
APC 05114 and relative weight 71.2959

CMAP Addendum B 
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• Example: Procedure code 28300 “Incision of heel bone”, payment indictor “APC”
and status indicator “J1” is billed with procedure code 28238 “Revision of foot
tendon”.

The claim goes through the APC grouper and 28300 status indicator is “J1” with 
comprehensive APC 05115 and 28238 status indicator is “N” packaged.
APC payment would be based on the comprehensive APC code. 

CMAP Addendum B 
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Status Indicator and APC Relative Weights
• The relative weights used on the CMAP Addendum B are received from the Centers

for Medicare & Medicaid Services (CMS) under Addendum A and Addendum B
updates on the CMS Web site.

• The hospital can use the following link to get to the site:
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/HospitalOutpatientPPS/Addendum-A-and-Addendum-B-Updates.html

• Then select the most current Addendum A or Addendum B link April 2018, then
click on “Accept” then “Open” and then select either “2018 April Web Addendum A
03.19.18” for relative weights or “2018 April Web Addendum B 03.19.18” for the
Medicare’s status indicator in excel or text format.

• The list of status indicators are located on the on the CMS Web site under 
Addendum D1 and the hospital can use the following link to get to the site:
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-

Payment/HospitalOutpatientPPS/downloads/CMS1506FC_Addendum_D1.pdf

CMAP Addendum B 

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/Addendum-A-and-Addendum-B-Updates.html
https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HospitalOutpatientPPS/downloads/CMS1506FC_Addendum_D1.pdf


DXC Proprietary and Confidential April 18, 2018 26DXC Proprietary and Confidential

Payment Type APC-PR – Line item paid based on CMS payment rate.
• Example: Procedure code C9492 “Injection, durvalumab”, payment type “APC-PR”.
•

• Status Indicator G “Drug Biological Pass Through” and K “Non-Pass Through 
Drugs and Biologicals”
If the procedure code payment type is APC-PR with a status indicator of G or K, 

it will be reimbursed based on the payment rate on CMAP Addendum B x the 
number of units up to the detail billed charges.  We will pay lesser of billed 
charges verves the payment rate x units.

CMAP Addendum B 
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Payment Type – FS – Line item paid based on CT policy (CT fee schedule payment).
• Example: Procedure code 77062 “Breast tomosynthesis bi”, payment type “FS”.

• This procedure code would pay based on the Physician Radiology fee schedule.

Payment Type - No – Line item denied based on CT policy. 
• Example: Procedure code 61796 “Srs cranial lesion simple”, payment type “No”.

CMAP Addendum B 
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Payment Type - No – Line item denied based on CT policy. 
• Example: Procedure code 89290 “Biopsy Oocyte Polar Body”, payment type “No”.  
• Medicare does allow reimbursement for this codes and you can determine that  

based on the  grey amounts in APC and relative weight fields, but Medicaid will 
deny the service based on CT policy and payment type “No”. 

CMAP Addendum B 
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Status Indicator N – Packaged 
• Line item details that return a “N” status indicator will be packaged, because the 

reimbursement for these items and/or services are included in the APC payment for 
another detail on the same date.

• The cost of the packaged services are allocated to the APC but are not paid 
separately.  Some examples of packaged items are:
ancillary services;
implantable medical devices;
most clinical diagnostic laboratory tests; and
recovery room use.

CMAP Addendum B 
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CMAP Addendum B - Legend Tab

CMAP Addendum B 
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CMAP Addendum B - Legend Tab Cont. 

CMAP Addendum B - CT Fee Schedule Legend Tab 

CMAP Addendum B 
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CMAP Addendum B - CT Fee Schedule Legend Tab Cont.

CMAP Addendum B 
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Billing Changes Effective January 1, 2018 

• The following codes were deleted as of January 1, 2018
RCC code 401 “Diagnostic Mammography” Procedure codes G0204 and G0206 

were deleted as of January 1, 2018
The hospital can continue to bill with procedure code 77065 or 77066.

RCC code 403 “Screening Mammography” Procedure code G0202 were deleted 
as of January 1, 2018
The hospitals can continue to bill with procedure code 77067. 

CMAP Addendum B 
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Outlier Payments
In addition to services being paid via the APC methodology outpatient claim might 
be eligible for an outlier payment.

Outlier adjustments ensure that outpatient services with variable and potentially 
significant costs do not pose excessive financial risk to providers.

• Similar to Medicare, in order for an outpatient claim to qualify for an outlier 
payment, two thresholds must both be met:
Multiple Threshold – The multiple threshold is met when the cost of furnishing 

an APC service or procedure exceeds the APC payment amount based on a 
defined multiplier.

 Fixed-Dollar – The fixed-dollar threshold is met when the cost of furnishing an 
APC service or procedure exceeds the APC payment amount plus a fixed 
amount. 



DXC Proprietary and Confidential April 18, 2018 35

Outlier Payments
• The hospital outlier policy is calculated on a service basis using both fixed-dollar 

currently set for 2018 to $4,150.00 and multiplier thresholds set at 1.75 to 
determine outlier eligibility.

($3825.00 for 2017 and $2,900.00 for 2016)

• Outlier adjustment calculations will be applied to all details on the claim, even 
when the claim contains multiple dates of service.

 If the fixed-dollar threshold and multiplier threshold is less then the total line 
cost which is calculated based on the equation (Covered charges * Hospital 
Cost-to-Charge-Ratio) an outlier add-on will apply. 

((Covered charges * Hospital Cost-to-Charge-Ratio) – 1.75 * APC payment) * 50% = 
outlier add-on payment. 
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APR DRG
Inpatient Hospital claims are processed based on the Diagnostic Related Group (DRG) 
returned from the APR DRG grouper.  

• 3M Health Information Systems has made a tool available to the hospitals to 
determine the APR DRG based on input of several data elements on the inpatient 
claim to determine the DRG code that will be used to price the claim.
The tool is available on the Web site www.aprdrgassign.com. 

• In order to access this Web site, users will be required to enter a User ID and 
Password. To obtain this User ID and Password, please send a request via e-mail to 
ctxixhosppay@dxc.com. 

http://www.aprdrgassign.com/
mailto:ctxixhosppay@hpe.com
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APR DRG
• Once you receive the User ID and Password, you will need to read the terms and 

conditions, enter the User ID and Password and accept the agreement to log into the 
site.  

• Then click on the APR DRG Assignment Report.
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APR DRG
• 3M Health Information Systems

• Click on APR Calculator.
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APR DRG
3M Health Information Systems
• Data Entry Tab - Demographics
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APR DRG
3M Health Information Systems

• Data Entry Tab - Demographics
1. Grouper Version – Select from drop down “APR DRG Grouper” v35.0 (10/01/15) 

ICD-10

2. Grouping Type – There are two options for the grouping type: Discharge DRG and 
Admission/Discharge DRG. The grouping type determines if the report will 
include both Admission and Discharge information, or just Discharge information. 
 Select: Admission/Discharge DRG (Excludes non-POA Complication of Care 

codes). 

3. Sex – Select Male, Female, or Unknown. 



DXC Proprietary and Confidential April 18, 2018 41

APR DRG
4. Discharge Status – Select the patient status on the claim from the drop down 

selection. 

5. Admission Age – Enter the age of the client at the time of admission in days or 
years. 

6. Admission Date and Discharge Date – Enter the date of admission and discharge 
date of the inpatient stay. 

7. Birth Weight Option* – Select 7 “Entered or coded w/default, X-chk”. 

8. Birth Weight (Grams)* – Enter weight of newborn in grams. 

*Fields 7 and 8 only needs to be fill in if you are trying to determine the DRG code on a 
newborn claims.
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APR DRG
3M Health Information Systems - Data Entry Tab – Codes 
• Diagnoses

• Enter the diagnosis on the claim beginning with the Principal Diagnosis (PDX). 
• Enter the corresponding Present on Admission (POA) indicator for each diagnosis. 
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APR DRG
3M Health Information Systems - Data Entry Tab – Codes 
• Procedures

• Enter all the procedure codes with their corresponding dates from the inpatient 
claim. 
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APR DRG
3M Health Information Systems – Output Report

Once all information has been entered, under the “Output Report” tab, click on 
“Download Report” to get the report on your request which will include the APR DRG 
and SOI code for the inpatient stay. 
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APR DRG
Output Report – Identifying DRG and SOI code as 133-3.  The inpatient claim will 
process based on DRG code 1333 
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Hospital Modernization - DRG
Once the 3M tool sets a DRG code 1333, the hospitals can use the interactive DRG 
calculator to see what the DRG payment amount is on their inpatient claim. 

• The interactive DRG calculator is available on the hospital modernization page on the 
www.ctdssmap.com Web page.

• If the 3M tool returns with DRG code 956 “Ungroupable”, it means the DRG could not 
be determined based on the information on the inpatient claim.
The inpatient claim will deny with EOB code 0691 “DRG – Ungroupable”.

If the hospital is questioning the DRG code or payment on their inpatient claim they 
can e-mail their questions to the Hospital Modernization APR or DRG questions e-mail 
address ctxixhosppay@dxc.com with a screen shot of the results from the 3M tool or 
DRG calculator.  

http://www.ctdssmap.com/
mailto:ctxixhosppay@dxc.com
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Hospital Modernization - DRG
Interactive DRG Pricing Calculator 
• Each field is defined under the Calculator Instructions, but the fields highlighted in 

green are required to be entered by the user. 
Submitted Charges – UB-04 field locator 47. 

Non-covered Charges – UB-04 field locator 48. This would include charges for 
non-covered days. 

Length of Stay – This is used in pricing transfer stays or partial eligibility. 
 The length of stay equals discharge date minus admit date, unless the 

discharge date equals the admit date, in which case length of stay is 1. 
Inpatient stay admitted on January 11, 2018 and discharged on January 21, 

2018, the hospital would enter 10. 
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Hospital Modernization - DRG
 If the stay is for a transfer claim, the length of stay will equal discharge date 

minus admit date plus one day. 
Inpatient stay admitted on January 11, 2018 and transferred on January 21, 

2018, the hospital would enter 11. 

Client Eligible Days – Used for non-covered days adjustments.  Enter the number 
of days the client is eligible during the stay, In most cases this will equal the full 
length of stay including transfer claims. 

Was patient transferred with discharge status = 02 or 05? - Enter Yes or No from 
the drop down box.

Organ Acquisition Costs – If billing RCC 810-812, enter billed amount.

Practitioners Costs – If the hospital bills 96X, 97X, 98X on the institutional claims 
instead of CMS-1500 the service will be denied on the claim and the hospital 
needs to enter the billed amount in this field. 
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Hospital Modernization - DRG
Third Party Liability (TPL) – Enter TPL payment.

Provider AVRS ID – Select AVRS ID based on drop down list.  
 Provider Name – Auto-populated
 Hospital Base Rate – Auto-populated
 Hospital cost-to-charge ratio – Auto-populated

Once you entered all the information, the DRG pricing calculator will estimate the APR 
DRG allowed amount (E45) and payment amount (E48).
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Hospital Modernization - DRG
Example 1 – Inpatient stay admitted on January 11, 2018 and discharged on January 
21, 2018 with a discharge status 01 for a female client 34 years old. Total charges 
$25,000, APR DRG 1393, APR DRG weight 0.9564, Average Length of Stay (ALOS) of 
3.82, and DRG Outlier Threshold of $33,784.97.  The Hospital base rate is $7,505.68 and 
Hospital cost-to-charge ratio is 0.32321. 

• APR DRG weight, ALOS and DRG Outlier Threshold amounts are found under the 
DRG Table CT on the DRG Pricing Calculator. 
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Hospital Modernization - DRG
DRG Table CT - The "DRG Table CT" is the final tab under the DRG calculator that 
contains a list of the APR DRG codes and parameters used in pricing individual 
hospital inpatient stays. APR DRG codes, descriptions, national relative weights, and 
Average Lengths of Stay (ALOS) are determined by 3M Health Information Systems.  
The DRG Outlier Thresholds were developed specifically for CT through a rate setting 
process. 
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Hospital Modernization - DRG
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Hospital Modernization - DRG

Payment Amount is $7,178.43. (The hospital claim payment will not exceed the total 
billed amount of the claim) 
• EOB code 8600 “Reimbursed via DRG Pricing” will post to claims that pay at DRG 

pricing. 
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Timely Filing 
Timely Filing Limitations - For HUSKY C and D clients for medical, dental, or 
behavioral health services and HUSKY A and HUSKY B for non-behavioral health 
services 
• Timely filing guidelines are one (1) year from the date of service.

Waive Timely Filing Limit – Remittance Advice 
 Hospital have one (1) year from the date of the most recent RA indicating a 

denied to resubmit the claim, provided the denial was not for timely filing. 
 Hospital have one (1) year from the date of the most recent RA when claim was 

paid to adjust the claim. 

Waive Timely Filing Limit – Third Party Liability 
 The date of service on the claim must fall within one (1) year of the issue date 

on the other insurance denial, providing the denial was not for timely filing.

Client’s Eligibility 
 The hospital has one (1) year from the date the client’s eligibility was added to 

the eligibility file to submit the claim. 
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Timely Filing 
Timely Filing Limitations – Same rules apply for behavioral health services for 
HUSKY A and HUSKY B client, but the timely filing guidelines is 120 days. 

Providers are no longer required to submit claims on paper that exceed timely filing 
when documentation exists that waive the timely filing limit, such as an RA, other 
insurance carrier’s Explanation of Benefits (EOB), or Explanation of Medicare 
Benefits (EOMB).

• DXC Technology will validate that the condition exists to override timely filing via 
the data submitted on the claim and the provider’s past claim submission 
history.

• If the hospital needs to submit late changes, but the claim is past timely filing the 
hospital should not adjust the claim.  If the hospital adjusts the claim it will deny 
and recoup the monies in full.  In this case they need to submit the original claim 
to DXC Technology written correspondence to request for an override of timely 
filing to pay the original amount.

• For additional timely filing guidelines, hospitals can refer to  Provider Manual 
Chapter 5 “Claim Submission Information.”
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Provider Manual Chapter 12 – Claim Resolution Guide

• Explanation of Benefit (EOB) codes for hospital modernization were added to 
provider manual chapter 12. 

• The provider manual will provide a detailed description of the cause of each EOB 
and more importantly, the necessary correction to the claim, if appropriate, in order 
to resolve the error condition. 

• This guide also provides tips by identifying where providers can go to find 
additional information to assist with correcting their claims. 

Frequent Claim Denial
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EOB code 0305 “APC - Medical visit on same day as type T or S procedure w/o 
modifier 25 - significant separate E&M service"

Cause
• A clinic or emergency department visit (status indicator V-clinic or emergency 

department visit paid under OPPS) has been billed without modifier 25 (significant, 
separately identifiable evaluation and management service by the same physician 
on the same day of the procedure or other service) on the same date of service as a 
significant procedure (status indicator S or T Significant Procedure payable under 
OPPS). 

Resolution 
• Correct the claim by adding modifier 25. Re-submit the claim.  If there is already a 

modifier 27 on that detail, add the modifier 25 in the 2nd position. 

Frequent Claim Denial
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EOB code 0316 “APC - Only incidental services reported"

Cause
• The outpatient claim was submitted with only incidental services being billed. 

Resolution 
• Please verify the procedures submitted on the claim. If an outpatient claim was 

submitted without an APC payable service and just packaged services will be 
denied. 

Frequent Claim Denial
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EOB code 0337 “APC – Total Allowed Amount on APC Claim is Zero.”

Cause 
• The outpatient claim was billed with an APC payable procedure code that was 

denied with a different EOB code causing there to be no APC payable allowed 
amount on the claim.

Resolution 
• Please review the other EOB code setting on the APC payable procedure code and, 

once you resolve that EOB, it should resolve EOB 0337 at the same time. 

Example: 
Outpatient claim denies with EOB 0337, but one of the details is also denying 

with EOB 0856 “Required Operating Provider Number is Missing”.  If the hospital 
adds the operating provider number to the claim and re-submits the claim, the 
claim could process without denying for EOB 0337.   

Frequent Claim Denial



DXC Proprietary and Confidential April 18, 2018 60DXC Proprietary and Confidential

EOB code 0878 “Allowed Amount is Zero Manual Priced Outpatient APC, Provider 
Fee Schedule, if Not Outpt Contact PAC”

Cause 
• Outpatient APC claim with details with Status Indicator (SI) equal to “Q1, Q2, Q3 or 

Q4” on a manually priced claim with a detail with SI “C”, payment rate “MP” and 
payment type “Surg”. 

Resolution 
• Details with SI “Q1 - Q4” will be included in the manually priced amount and will not 

allow any additional reimbursement. Please verify detail with SI “C” for manually 
priced allowance. 

Frequent Claim Denial



DXC Proprietary and Confidential April 18, 2018 61DXC Proprietary and Confidential

EOB code 5025 “APC duplicate claim – APC Service must be on same claim for Date 
of Service” 

Cause 
• The outpatient claim denied because another claim for the same client on the same 

date of service was paid previously and it contained an APC payable code.

Resolution 
• Hospitals should bill all outpatient services for a single date of service on one claim 

to process using CMAP OPPS methodology. Exception: Multiple Outpatient 
Hospital E/M Encounters on the Same Date can be billed on a different claim.

• Hospital can use the claim inquiry on the Web site to find the duplicate outpatient 
claim.  They should not be contacting PAC or e-mailing the ctxixhosppay@dxc.com
to do a claim inquiry for the hospital. 

*When performing a claim inquiry, do not just search for the date of service of the 
denied claim, extend the FDOS and TDOS to capture all outpatient claims.    

Frequent Claim Denial

mailto:ctxixhosppay@dxc.com
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Comprehensive information on CT OPPS can be found on the “Hospital 
Modernization” page on the Web site www.ctdssmap.com.  Please refer to this page 
often, as this will be continue to be updated throughout the year.    

• Important Messages – Connecticut Hospital Modernization
Hospital Monthly Important Messages 
Current CMAP Addendum B
Prior Authorization Grid for Outpatient Hospitals
Provider Type and Specialty to Revenue Center Code Crosswalk

• DRG Calculator 
DRG Calculator (For Discharges Dates 1/1/2018 and Forward)
DRG Calculator Historical Versions 

Hospital Modernization Page

http://www.ctdssmap.com/
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• Hospital Outpatient Payment Methodology - Ambulatory Payment Classification 
(APC)
Outpatient Hospital Modernization FAQ
CMAP Addendum B PDF
CMAP Addendum B Changes and Historical Versions

• Helpful Information & Publications
Provider Bulletins and Policy Transmittals
Provider Training 

Workshop Materials
Provider Manuals 
HUSKY Health Benefit Grid

Prior Authorization
CT BHP Authorization Schedule
CT Provider Fee Schedule 

Hospital Modernization Page
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Training Session Wrap Up
• Provider Manual Chapter 5 – Claim Submission Information for information on 

timely filing guidelines, how to correct or update Third Party Liability (TPL) 
information on a client’s file and Remittance Advice (RA) information.

• Provider Manual Chapter 8 - Provider Specific Claims Submission Instructions 
is located on the www.ctdssmap.com Web site; under publications, scroll to 
provider manual chapter 8 and from the drop down select the provider type. 

• Provider Manual Chapter 12 – Claim Resolution Guide will provide a detailed 
description of the cause of each EOB and more importantly, the necessary 
correction to the claim, if appropriate, in order to resolve the error condition. 

• Hospital Modernization e-mail address (only APC or DRG questions only) 
ctxixhosppay@dxc.com.  

• Provider Assistance Center (PAC): Monday through Friday, 8 a.m. to 5 p.m. 
(EST), excluding holidays at 1-800-842-8440.

http://www.ctdssmap.com/
mailto:ctxixhosppay@dxc.com
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Time for Questions 

Questions & Answers
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•Thank you.
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