
Coordination of Benefit (COB) System Changes 
Effective 2/23/2018 

 

Remittance Advice (RA)/837 

We have added logic to ensure claims are displayed as secondary when COB information is used for 
processing. 

IMPACT:  Providers will receive the correct write off amounts on their RA/837 instead of having 
to calculate the write off manually. No change to billing practice or requirements. 

QMB-Only Members 

New processing rules have been added to ensure QMB-Only (Rate Code 68 Only) claims are processed at 
coinsurance+deductible+copay, regardless of what Idaho Medicaid’s policy is on the services rendered. 
If Medicare allowed the claim the member responsibility will be paid unless any of the following is true:  

• No Active Provider Contract 
• Member NOT enrolled on DOS 
• Submission Window Exceeded for Claim Start Date (Not submitted within 365 days) 
• Duplicate Claim 
• No COB information entered on the claim 
• COB information is entered on the claim incorrectly  

 
IMPACT:  Providers will now get appropriately paid for QMB-Only claims when the services are 
allowed by Medicare. No change to billing practice or requirements. 

FQHC/RHC/IHC Claims 

FQHC/RHC/IHC claims submitted with ancillary services but without a T1015 will pay at $0, even when 
COB information is included. 

IMPACT:  Providers will see a payment in the amount of $0 when they bill their RHC/FQHC/IHC 
claims incorrectly. No change to billing practice or requirements. 

Limitations & Accumulators: Annual Benefit Amount Exceeded 

We have updated our COB pricing processing rules to ensure that limitations and accumulators 
calculates the amount we actually paid, not the allowed amount if Medicaid would have been primary.  
This change will ensure the member’s annual limit will be reached using only paid dollars instead of 
possible allowed amounts. 



IMPACT: The system will now evaluate and either deny the claim when the limitation has truly 
already been met, allow the claim when there is still money available, or allow the claim and 
reduce the payment amount to max the limitation out.  Claims will calculate correctly without 
providers having to bill with a KX modifier.  No change to billing practice or requirements. 

Payment Validation 

The system will evaluate the final payment compared to the calculated allowed amounts and COB 
information. Claims will now PEND or DENY if the COB data is not entered correctly or added together 
correctly.  

IMPACT: This will increase the probability of paying the claim correctly vs. issuing incorrect 
payment and provider having to adjust again.  No change to billing practice or requirements. 

Critical Access Hospitals (CAH) 

Critical Access Hospitals, using Medicare’s Method II billing, will now be able to bill professional services 
on a UB form, allowing those claims billed to Medicare to cross over to Medicaid. 

IMPACT: CAH’s that bill Medicare with both facility fees and professional services on the same 
UB04 claim, will no longer have to split the services out to submit a UB04 and a CMS 1500 claim 
to Medicaid. 

 

 

 

 

 

 

 

 


