HOW TO CREATE A

SECONDARY CLAIM

Secondary claims are accepted for those payers that are indicated on our Payer List by a “Y” in the column for secondary’s
(the column header is “SEC”).

In some instances, a patient may have coverage with two insurance companies. When the secondary payer is one of the
payers indicated on our payer list as a payer able to send secondary’s electronically then you may bill these claims
electronically.

For all methods of claim submission you will need to bill the primary payer as normal. When you receive the EOB or ERA

from the primary insurance, you may then bill the secondary payer electronically.

PRINT IMAGE USERS ONLY — (IF YOU ARE NOT SUBMITTING A PRINT IMAGE, SKIP TO THE NEXT SECTION)

Upload your print image secondary claim, just as you would a primary claim, EXCEPT the payer name in the top right
of the CMS1500 form must contain the secondary payer name plus the word “secondary”. We will recognize this as a
secondary claim and send the clam to your claim fix so that you can key in the information from the primary EOB or ERA.

Example: Example:

Medicare Northern CA Secondary Blue Shield of CA Secondary
<Street Address> <Street Address>

<City>, <State> <Zip> <City>, <State> <Zip>

HOW TO SUBMIT A SECONDARY CLAIM ELECTRONICALLY

1. Create a new claim if you are an Online Entry (OLE) user, or if you are a print image user, locate the
rejected secondary claim in your claim fix.

2. Atthe top of the claim, check the box “This Is a SECONDARY Claim”

This s a SECOMNDARY Claim
(Hote: You must have EOB/ERA from Primary Insurance to complete this form)

3. Enter the information for the secondary payer (this is where the claim will be sent).

Secondary Payer []
Address | Payer ID:
2™ pddress:
City, State, Zip:
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4. Boxes 2, 3, 5 — Enter the patient demographics here

5. Boxes 4, 7,11, 11a-c — Enter the data of the policyholder of the Secondary Insurance payer (this is the
payer that the secondary claim is being sent to)

4. INSURED"S NAME {Last Name, First Mams, Middle Init)

Lz=st: First: Mi:
Copy From Patient

7. INSURED'E ADDRESE (Mo, Strest)

CITY STATE

ZIF CODE TELEPHONE

11. INSURED'E POLICY GROUF OR FECA NUMBER

3. INSURED'S DATE OF BIRTH SEX
2 W O FO

b. EMFLOYER'S NAME OR SCHOOL NAME

c. INSURANCE FLAN NAME OR FROGRAM NAME

6. Box 11d —choose YES. Since this is a Secondary claim, there must have been another health benefit plan
(the Primary).
d. IS THERE ANOTHER HEALTH BEMEFIT PLAN?
YEE (¥) NO () M yes, retum fo and complete item 8 s-d
7. Boxes 9, 9a-d — Enter the data of the policyholder of the Primary Insurance payer (this is the payer that the
primary claim has already been billed to)

3. PRIMARY INSURED'S NAME (Last Mame, First Name, Middle Init)

Last: First: Ml
PRIMARY INSURELD'S ADDRESS {MNo. Strest):

Copy From 4 & T
CITY STATE ZIF CODE

3. PRIMARY INSURED'S POLICY OR GROUP MUMBER

b. PRIMARY INSURELD'S DATE OF BIRTH SEX
HQ FO

¢. EMFLOYER'S NAME OR SCHOOL MAME

d. INSURANGE PLAN NAME OR PROGRAM MAME
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NOTE: If you are using a stored patient record from Manage HCFA Stored Information, then after checking the
“This Is a SECONDARY Claim” box, you MUST manually edit the data so they are populated in the appropriate
fields. See examples below.

e For example, this is the patient record in Manage HCFA Stored Information:

1. Medicare Medicaid Champus ChampVA Group Health Plan FECA Blk Lunb Other | 1a. Insured's L.D. Number
I dID
(@] (Medicare 8} (@] (Msdicald #) [@] (Sponsor’s SSN) (@] VA Fils 8) (@] SSN ORID) (@] SSN) @ o} nsure
2. Patient's Name (First Middle Init, Last) 3 4 Insured's Name (First, Middle Init, Last)
Insurediasi[ | [nsuredirsf [nsuredLasf[ | Insuredirs|
5. Patient's Address (No_, Street) 6. Patient Relationship to Insured: 7 Insured's Address (Mo , Street)
[INSUREDADDRESS ® sef © spouse O Child [INSUREDADDRESS
O other
City State: 8. Patient Status City State
\INSuREDCITV | |CA v| o Single © Married O Other INSUREDCITY
Full- Part-
Zip © Empl Zip Telephone
oyed ) Time () Time
11111 Student  Student |[11111
9. Other Insured's Name (First, Middle Init, Last) 10. Is Patient's Condition Related To: 1. Insured's Policy or FECA Number
Otherlnsurl:l OtherInsurg a. Employment? {Current or Previous) |In5urEdGruuDNu
a. Other Insured's Policy or Group Number O ¥es @ no a. Date of Birth Sex
[otherTnsuredGroupho ] b. Auto Accident? Place
b. Other Insured's Date of Birth Sex O ves @ no b. Employer's Name or School Name
Owm@®F . Other Accident? |In5uredEmponerName
c. Employer's Name or School Name O ves ® NO C. Insurance Plan or Program Name
|otherinsuredEmployerhame ] [Insuredplanname
d. Insurance Plan Name or Program Name 10d. Reserved For Local Use d. Is there Another Health Benefit Plan?
|otherinsuredplanhame ] @ veS O NO Ifyes, complete item 9 a-d.

e This is the claim using the stored info, after checking the “This Is a SECONDARY Claim” box (note
fields 1a, 4, 7, 11 and 9a-d are the same as the stored information):

£ puuress:
This Is a SECONDARY Claim ‘

(Hote: You must have EOB/ERA from Primary Insurance to complete this form) City, State, Zip:

HEALTH INSURANCE CLAIM FORM

. MEDICARE MEDICAID CHANFUS CHAMFUA GROUF FECA oTHER Ta. INSURED'S I.D. NUMBER

HEALTH PLAN BLKLUNG InsurediD

© (Medicare #) © Medicaid %) Q© (Spansor’s SSH) O VAR O (ssNoRID (o] ® m

2. PATIENTS NANE (Last Name, Fist Name, Viddle Inft) . PATIENTS BIRTHDATE SEX 4. INSURED'S NAME (Lest Name, First Name, Widdle In)

Lest. InsuredFirstam rist: InsuredLastNam i l:l 1 1 2001 W@ F O |LestInsuredFirsiName fist: InsuredLastame i

Copy From Patient
5. PATIENTS ADDRESS (No. Street): 8. PATIENT RELATIONSHIP TO INSURED 7. INSURED'S ADDRESS (No. Strest)
INSUREDADDRESS s (B Spouse () Cmi () omer O INSUREDADDRESS
Ty STATE 5 FATIENTS STATUS Ty
INSUREDCITY Segie O Mares O oer O INSUREDCITY
2P CODE TELEPHONE ZIP CODE TELEFHONE
FulTime FarTime
RRERE] ML L Empoyes O Srdent Euent 11111 M1
S, PRIMARY INSURED'S NANE (Last Name, First Name, Micdi Int) 10. 18 PATIENTS CONDITICH RELATED TO. 71, INSURED'S POLICY GROUF OR FECA NUMBER
Lest: OtherinsuredFirsth First. OtherinsuredLasth InsuredGroupho
[FRIVARY INSUREDS ADDRESS (No Swesti | = EMPLOYNENT? [CURRENT GR FREVIOUS)
Cooy From 487 O ve @ne
Ty STATE ZIF COBE
b AUTD ACCIDENT? PLACE (Stats)

2 PRIVARY INSURED'S FOLICY OR GROUF NUMEER | O Ve @ no 2. INSURED'S DATE CF BIRTH SEX
OtherlnsuredGroupha - OTHER ACCIDENTS? 1 1 2010 @ M ®FO
& PRIVARY INSURED'S DATE OF BIRTH E=3 b EMPLOYER'S NAIE OR SCHOOL NAVE

2 2 2000 v FE Q ve @ InsuredEmployerName
= ENPLOYER'S NAVE GR SGHOOL NAVE B PLAN NANE OR PRGGRAN NAIE
OtherinsuredEmployerName InsuredPlanName
. INEURANCE FLAN NAVE CR FROGRAN NAVE 05, RESERVED FOR LOCAL USE 4. 1% THERE ANOTHER HEALTH BENEFIT FLAN?
OtherinsuredPlanName YES () NO () Ifyes, retum fo and complete item 9 a3
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e This is what the claim should look like once data is manually edited for the appropriate fields (note
the data from fields 1a, 4, 7, 11 are now in 9a-d and vice versa)

2 AQOress:

This Is a SECONDARY Claim
‘Note: You must have EOB/ERA from Primary Insurance to complete this form) City, State, Zip:

HEALTH INSURANCE CLAIM FORM

1. MEDICARE MEDICAID CHAMPUS CHAMPVA GROUP FECA OTHER Ta. INEURED'S |.D. NUMEER

HEALTH FLAN BLK LUNG OtherinsurediD

() (Medicare 8 () Medicaid %) () (Sponsors 55N () (v File %) O [ssNorRID (o] & o

2. FATIENTS NAME (Last Name, First Name, Migde Init) T, FATIENTE BIRTHOATE EEX 4. INSURED'S NAME (L=t Name, First Name, Middle Int)

Lz=t: InsuredFirstham rirst: InsuredLastMNam wmi: |:| 1 1 2001 B M (& F (O | L=t OthernsuredFirsth fist: OtherinsuredLasth i

Copy From Patient

5. FATIENTS ADDRESS (No. Strest) &. PATIENT RELATICNSHIP TO INSURED 7. INSUREL'S ADDRESS {No. Strest)

INSUREDADDRESS sef (B Sowse (O ChK () Ot O OtherNSUREDADDRESS

Ty STATE . PATIENTS STATUS Ty STATE

INSUREDCITY Singe O Maries O otver O OtherNSUREDCITY ca v
ZIF CODE TELEFHCNE ) ZIF CODE TELEFHONE

11111 M1 a1 | Eeees O P O TR O 1111 1M1 1
5. PRIMARY INSURED'S NAME (Lst Name. First Name. Middle Inif) 10. 18 PATIENTS CONDITION RELATED TO: 11. INSURED'S FOLICY GROUF CR FECA NUMBER

Lest. InsuredFirsthame Fist InsuredLastMame wi. OtherinsuredGroupNo

PRIMARY INSURED'S ADDRESS (No. Strest): =. EMPLOYMENT? (CURRENT CR PREVIQUS)

Copy From 4 &7 O Ye @M
cITY STATE ZIF CODE
b. AUTO ACCIDENT? FLACE (State)

= PRIMARY INSURED'S FOLICY OR GROUF NUMBER QO Yes @ no . INSURED'S DATE OF BIRTH SEX

InsuredGroupMo o OTHER ACCIDENTS? 2 2 2000 F MOF®
b. FRIWARY INSURED'S CATE OF BIRTH SEX b. EMFLOYER'S NAME OR SCHOOL NAVE

01 2010 ME® FQO O v @re OthernsuredEmployertame
© EWFLOYER'S NAME OR SCHOOL NAM: = INSURANCE FLAN NAME OR FROGRAM NAME
InsuredEmplayerName OtherinsuredPlanName
4. INSURANCE FLAN NAME OR FROGRAM NAME 104, RESERVED FOR LOCAL USE 4. |5 THERE ANOTHER HEALTH BENEFIT FLANT
InsuredPlanMame YES (@ NC (O ¥ yes retum io and complete item § 2d

KEYING IN THE INFORMATION FROM THE PRIMARY EOB

You will need to key in all the information from the primary EOB or ERA for each line item. This includes keying in:
e The allowed amount
e The payment amount

e The adjustment amounts, co-insurance amount, deductible amount, co-payment amount, patient responsibility, and
any other applicable charges, credits, payments, or adjustments which relate to the CPT code.

e The adjustment reasons and group codes

The adjudication date

ALL OF THESE AMOUNTS AND REASONS MUST BE KEYED IN FOR EACH LINE ITEM!

LIME ITEMS INFORMATION
LINENO. | ALLOWED AMOUNT PRIMARY PAYER ADJUDICATION DATE REASONS (Enter exactly 25 they appear on ERA S35 report)
PATMENT AMOUNT GROUP CODE AMDUNT REASON CODE
1 j |— 10X click [+] for more adjustments...
[] . X
2 ] m o | click[+1for more adiustments ..

Office Ally | P.O. Box 872020 | Vancouver, WA 98687 Phone: 360-975-7000

www.officeally.com Fax: 360-896-2151



e Allowed Amount: In the first column, under allowed amount, enter the amount the primary insurance allowed for
the CPT code listed in line item 1 of box 24.

NOTE: IMPORTANT LINE ITEM INFORMATION - When filing out the line item information in box 24, be sure that the
CPT codes and the charges are EXACTLY the same as the primary claim. The charges should NOT be the amount that
is unpaid by the primary insurance. That information will be covered in the next few steps.

2. A, B, C. |o. PROCEDURES, SERVICES, OR SUPFLIES E. F. 5. H. I N
1 Motz Anest Start: Stop: NDC Qual: [+] NDC Cose: NDC U Price: NDC Qty:| | NDC QtyCQual [=] N [
1z | o1 | oz j| 12 o1 | 2012 | | 1 | | 50805 || | | | | 1z 125.00 | 1 | NPl | [1234567880
2 Note: Ansst Start: Stop: NDC Qual: [i=] NDE Code: NDC U Frics: NDC Qty:| | NDC QiyCual [=] |
12 |05 |[2012 E | 12 |05 |[2012 E | 11 | | 90806 IZI | | | | 12 125.00 | 1 | | NPl
3 Notz: Ansst Star: Stog: NDC Qual: [+] NDG Coge: NDC U Frics: NDC Qty:| | NDC QtyCual: [=] |
12 [0 |01z | | [12 |[10 |[2012 j‘ 1 | ‘ so80s | [ ‘ ‘ ‘ ‘ 1z 125.00 ‘ 1 ‘ ‘ NFI
T

e Primary Payer Amount: List the amount the primary payer actually paid for the CPT code in line item 1 of box 24.
e Adjudication Date: The date the primary payer processed the claim.

e Reasons: Under “Reasons” you must key in everything the primary payer did not pay for that CPT code.
0 You must also key in the reasons why they did not pay. This includes keying in any adjustments, contractual
obligations, co-pay amounts, amounts applied to the deductible, and co-insurance amounts which are listed
on the EOB.

e Group Code: The general reason for the adjustment. Click the grey box with the two dots on it to get a list of group
codes and their meanings.

e Amount: After selecting the appropriate group code enter the amount of the adjustment associated with that group
code.

e Reason Code: Select the Reason Code listed on the EOB for the adjustment amount you have entered. Click the grey
box with the 2 dots on it to get a list of Reason Codes.

A GOOD RULE OF THUMB TO FOLLOW IS:

e Everything that the insurance company paid should be typed in under PAYMENT AMOUNT

e Everything that the insurance company did not pay should be typed in under REASONS
0 This includes keying in any adjustments, contractual obligations, co-pay amounts, amounts applied to the
deductible, and co-insurance amounts which are listed on the EOB.

PAID AMOUNT + AMOUNT NOT PAID = BILLED AMOUNT

Office Ally | P.O. Box 872020 | Vancouver, WA 98687 Phone: 360-975-7000
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EXAMPLE

You are billing $425.00 for the first CPT code and the payment information from the primary EOB is as follows:

The primary insurance allowed $156.60

The primary insurance paid $156.60

Patient Responsibility (PR) S 74.40 deductible amount (1)

Contractual Obligations (CO) $176.60 charges exceed your contracted fee arrangement (45)
Patient Responsibility (PR) $17.40 co-insurance amount (2)

FIRST, TYPE IN THE ALLOWED AMOUNT, PAYMENT AMOUNT AND ADJUDICATION DATE:

LIHE ITEMS INFORMATION
LINE NO. | ALLOWYED ADLUNT PRIMARY PAYER ADJUDICATION DATE REASONS (Enter exactly as they appear on ERA 836 report)
PAYMENT AMOUNT GROUP CODE AMOLNT REASON CODE

1 156 60 145660 03 15 (2007 [ —| |— X click [+] for more
B L x
= H x

2 s | j E click [+] for more

. X

NEXT, UNDER “REASONS”, TYPE IN WHAT THE INSURANCE COMPANY DID NOT PAY

Patient Responsibility (PR) S 74.40 deductible amount (1)
Contractual Obligations (CO) $176.60 charges exceed your contracted fee arrangement (45)
Patient Responsibility (PR) S 17.40 co-insurance amount (2)

Because there are three different amounts to key in under “Reasons” for the first CPT code, click the blue plus sign
to expand the fields.

e To select the correct group codes and reason codes, click the grey box with the two dots. A list of valid
group codes and reason codes will appear on your screen.

e To search within the Reason Codes list, click on the window and press the “Ctrl” key plus “F” at the same
time. Type in part of the search criteria and click “Enter” until you find the code you are looking for.

e Click “Select” to select the appropriate code. See the picture below to see how to select the group code:

SECONDARY CLAIM: FILL IN INFORMATION FROM PRIMARY EOB/ERA HERE @ Selection List - Windows Internet Explorer =G
PRIMARY PAYER NAME PRIMARY PAYER ID:

I& https://www.officeally.com/common/Popup.aspiFieldID=GroupCor * 3 |

LINE ITEMS INFORMATION

-

LINE NO. | ALLOWED AMOUNT PRIMARY PAYER ADJUDICATION DATE ! Group Codes - [Show All] | r
| izt orourCove || | [Select |GroupCods  |Description
3 156.60 156.60 03 [15 [[2007 | [ [seect  |coO | CONTRACTUAL OBLIGATIONS .
4 CR |cORRECTION AND REVERSALS
Pl ! PAYOR INITIATED REDUCTIONS
PR iPA‘I'Em RESPONSIBILITY
1 a ) | :
-3 LA mn ¥
3 — .
| a o € Internet | Protected Mode: On H100% v
§ | a8 ™ r— Wm-r
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See the picture below to see how to select the reason code:

SECONDARY CLAIM: FILL IN INFORMATION FROM PRIMARY EOB/ERA HERE
PRIMARY PAYER NAME: | FRIMARY PAYER ID:
LINE ITEMS INFORMATION
LINE NO. | ALLOWED AMOUNT ¥ BANER | ADUDICATION NAT] cactly 35 they sppesr on ERA 538 report)
___P‘ € Selection List - Windows Internet Explorer REASON CODE
1 56, - click [+] for more adjustments. .
Ll L | € | https://www.officeally.com/common/Popup.asp?FieldID=ReasonCoc 5 [
Reason Code List - [Show All] =
2 1 |l | Select ReasonCode Description : cl|ck_[o_] “for more ndhsi;mn_!s :
4| lseect 1 DEDUCTIBLE AMOUNT.
3 17 o THE DIAGNOSIS IS INCONSISTENT WITH THE chck [+] for more adgustments.
LY | /| =etest PATIENT'S GENDER,
4 | click [+] for more adjustments.
4 PAYMENT MADE TO PATENT/INSURED/RESPONSIBLE
=5 Seloct 100 PARTY
3 | ! L — = = click [+] for more adjustments...
| 3 PREDETERMINATION: ANTICIPATED PAYMENT UPON
6 i Select 101 COMPLETION OF SERVICES OR CLAIM ADJUDICATION. cick [+] for more adpstments.._
7 ] m | » ‘ click [+] for more adjustments...
2 i @ Intemet | Protected Mode: On R100% ~ | ok 4 for more dstments
x
AFTER YOU HAVE FINISHED ENTERING THE REASONS, YOUR CLAIM SHOULD LOOK LIKE THIS:
Laeas | | r . - . . . . —
LIHE ITEMS INFORMATION
LINE NO. | ALLOWED AWMOUNT PRIMARY PAYER ADJUDICATION DATE REASONS (Enter exactly as they appear on ERAS235 report)
PAYMENT AMOUNT GROUP CODE AMOUNT REASON CODE
1 156 60 156 60 03 |15 2007 [ PR = 74.40 1 [] = click [+] for more adjustments...
co [-] | 17880 45 ] x
PR [] | 4740 2 [ =
2 e | |Z| D % click [+] for more adjustments...
B ™ ™ H click [+] for more adjustments ..

You will notice the sum of what the payer did pay (5156.60) plus what they did not pay ($74.40 + $176.60 + $17.40) equals
the billed amount for that line item ($425.00).

e When you have finished entering all the payment and adjustment amounts for the first CPT Code, you may move
onto filling in the same information for any remaining CPT codes billed on that claim.
e When you have entered all the information, click “Update” at the bottom of the form.

| = =] s x LU LT U1 IS AU L

12 | :g |—J |_| 'Y . click [+] for more adjustments...

| Update

;

After clicking update, you will see a message on your screen saying that the claim has been updated successfully. Office Ally
will automatically pick up the claim that night and process it for you. You will receive a file summary on your claim the
following day.

If you have any questions, please contact Customer Support at (360) 975-7000 opt. 1.
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