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Code Title Definition 
networks. 

72 Flat Rate Surgery Charge (For third party payer use only.)  The 
standard charge for outpatient surgery where 
the provider has such a charging structure. 

73-75 Payer Codes (For use by third party payers only.) 

76 Provider’s Interim Rate (For third party payer internal use only.)  
Provider’s percentage of billed charges 
interim rate during this billing period.  This 
applies to all outpatient hospital and skilled 
nursing facility (SNF) claims and home 
health agency (HHA) claims to which an 
interim rate is applicable.  The contractor 
reports to the left of the dollar/cents 
delimiter.  An interim rate of 50 percent is 
entered as follows: 

 
     5 0 0 0 

 

Code Title Definition 

77 Medicare New Technology Add-
On Payment 

Code indicates the amount of Medicare 
additional payment for new technology.   

78-79 Payer Codes Codes reserved for internal use only by 
third party payers.  The CMS assigns as 
needed.  Providers do not report payer 
codes. 

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 
or inpatient SNF/Swing Bed days 
occurring after the 20th and before the 
101st day in a single spell of illness. 



Code Title Definition 

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. 

84-99  Reserved for assignment by the NUBC 

A0 Special ZIP Code Reporting Five digit ZIP Code of the location from 
which the beneficiary is initially placed 
on board the ambulance. 

A1 Deductible Payer A The amount the provider assumes will be 
applied to the patient’s deductible 
amount involving the indicated payer. 

A2 Coinsurance Payer A The amount the provider assumes will be 
applied toward the patient’s coinsurance 
amount involving the indicated payer. 

For Medicare, use this code only for 
reporting Part B coinsurance amounts.  
For Part A coinsurance amounts use 
Value Codes 8-11. 

A3 Estimated Responsibility Payer A Amount the provider estimates will be 
paid by the indicated payer. 

A4 Covered Self-Administrable Drugs 
– Emergency 

The amount included in covered charges 
for self-administrable drugs administered 
to the patient in an emergency situation.  
(The only covered Medicare charges for 
an ordinarily non-covered, self-
administered drug are for insulin 
administered to a patient in a diabetic 
coma.  For use with Revenue Code 0637.  
See The Medicare Benefit Policy 
Manual).  

A5 Covered Self-Administrable Drugs 
– Not Self-Administrable in Form 
and Situation Furnished to Patient 

The amount included in covered charges 
for self-administrable drugs administered 
to the patient because the drug was not 
self-administrable in the form and 
situation in which it was furnished to the 
patient.  For use with Revenue Code 



Code Title Definition 
0637. 

A6 Covered Self-Administrable Drugs 
– Diagnostic Study and Other 

The amount included in covered charges 
for self-administrable drugs administered 
to the patient because the drug was 
necessary for diagnostic study or other 
reasons (e.g., the drug is specifically 
covered by the payer).  For use with 
Revenue Code 0637. 

A7 Co-payment A The amount assumed by the provider to 
be applied toward the patient’s co-
payment amount involving the indicated 
payer. 

A8 Patient Weight Weight of patient in kilograms.  Report 
this data only when the health plan has a 
predefined change in reimbursement that 
is affected by weight.  For newborns, use 
Value Code 54.  (Effective 1/01/05) 

A9 Patient Height Height of patient in centimeters.   Report 
this data only when the health plan has a 
predefined change in reimbursement that 
is affected by height.  (Effective 1/01/05) 

AA Regulatory Surcharges, 
Assessments, Allowances or 
Health Care Related Taxes Payer 
A 

The amount of regulatory surcharges, 
assessments, allowances or health care 
related taxes pertaining to the indicated 
payer.  Effective 10/16/2003 

AB Other Assessments or Allowances 
(e.g., Medical Education) Payer A 

The amount of other assessments or 
allowances (e.g., medical education) 
pertaining to the indicated payer.  
Effective 10/16/2003 

AC-B0  Reserved for assignment by the NUBC 

B1 Deductible Payer B The amount the provider assumes will be 
applied to the patient’s deductible 
amount involving the indicated payer. 

B2 Coinsurance Payer B The amount the provider assumes will be 
applied toward the patient’s coinsurance 
amount involving the indicated payer.  
For Part A coinsurance amounts use 



Code Title Definition 
Value Codes 8-11. 

B3 Estimated Responsibility Payer B Amount the provider estimates will be 
paid by the indicated payer. 

B4-B6  Reserved for assignment by the NUBC 

B7 Co-payment Payer B The amount the provider assumes will be 
applied toward the patient’s co-payment 
amount involving the indicated payer. 

B8-B9  Reserved for assignment by the NUBC 

BA Regulatory Surcharges, 
Assessments, Allowances or 
HealthCare Related Taxes Payer B 

The amount of regulatory surcharges, 
assessments, allowances or health care 
related taxes pertaining to the indicated 
payer.  Effective 10/16/03 

BB Other Assessments or Allowances 
(e.g., Medical Education) Payer B 

The amount of other assessments or 
allowances (e.g., medical education) 
pertaining to the indicated  

BC-C0  Reserved for assignment by the NUBC 

C1 Deductible Payer C The amount the provider assumes will be 
applied to the patient’s deductible 
amount involving the indicated payer.  
(Note:  Medicare blood deductibles 
should be reported under Value Code 6.) 

C2 Coinsurance Payer C The amount the provider assumes will be 
applied toward the patient’s coinsurance 
amount involving the indicated payer.  
For Part A coinsurance amounts use 
Value Codes 8-11. 

C3 Estimated Responsibility Payer C Amount the provider estimates will be 
paid by the indicated payer. 

C4-C6  Reserved for assignment by the NUBC 

C7 Co-payment Payer C The amount the provider assumes is 
applied to the patient’s co-payment 
amount involving the indicated payer. 

C8-C9  Reserved for assignment by the NUBC 



Code Title Definition 

CA Regulatory Surcharges, 
Assessments, Allowances or 
HealthCare Related Taxes Payer C 

The amount of regulatory surcharges, 
assessments, allowances or health care 
related taxes pertaining to the indicated 
payer.  Effective 10/16/03 

CB Other Assessments or Allowances 
(e.g., Medical Education) Payer C 

The amount of other assessments or 
allowances (e.g., medical education) 
pertaining to the indicated payer.  
Effective 10/16/2003 

CC-CZ  Reserved for assignment by the NUBC 

D0-D2  Reserved for assignment by the NUBC 

D3 Patient Estimated Responsibility The amount estimated by the provider to 
be paid by the indicated patient 

D4 Clinical Trial Number Assigned 
by NLM/NIH. 

8-digit, numeric National Library of 
Medicine/National Institute of Health 
clinical trial registry number or a default 
number of “99999999” if the trial does 
not have an 8-digit 
www.clinicaltrials.gov registry number.  
Effective 10/1/07. 

D5 Last Kt/V Reading Result of last Kt/V reading. For in-center 
hemodialysis patients, this is the last 
reading taken during the billing period. 
For peritoneal dialysis patients (and 
home hemodialysis patients), this may be 
before the current billing period but 
should be within 4 months of the date of 
service. Effective 7/1/2010. 

D6-DQ  Reserved for assignment by the NUBC 

DS-DZ  Reserved for assignment by the NUBC 

FC Patient Paid Amount The amount the provider has received 
from the patient toward payment of this 
bill. 

FD Credit Received from the 
Manufacturer for a Replaced 
Medical Device 

The amount the provider has received 
from a medical device manufacturer as 
credit for a replaced device. 

http://www.clinicaltrials.gov/�


Code Title Definition 

E0-G7  Reserved for assignment by the NUBC 

G8 Facility Where Inpatient Hospice 
Service is Delivered 

MSA or Core Based Statistical Area 
(CBSA) number (or rural state code) of 
the facility where inpatient hospice is 
delivered.  Report the dollar portion of 
the form locator right justified to the left 
of the dollar/cents delimiter.  Effective 
1/1/08. 

G9-Y0  Reserved for assignment by the NUBC 

Y1 Part A Demonstration Payment This is the portion of the payment 
designated as reimbursement for Part A 
services under the demonstration. This 
amount is instead of the traditional 
prospective DRG payment (operating and 
capital) as well as any outlier payments 
that might have been applicable in the 
absence of the demonstration. No 
deductible or coinsurance has been 
applied.  Payments for operating IME 
and DSH which are processed in the 
traditional manner are also not included 
in this amount. 

Y2 

 

Part B Demonstration Payment 

 

This is the portion of the payment 
designated as reimbursement for Part B 
services under the demonstration. No 
deductible or coinsurance has been 
applied. 

Y3 Part B Coinsurance This is the amount of Part B coinsurance 
applied by the intermediary to this claim. 
For demonstration claims this will be a 
fixed copayment unique to each hospital 
and DRG (or DRG/procedure group). 

Y4 Conventional Provider Payment 
Amount for Non-Demonstration 
Claims 

This is the amount Medicare would have 
reimbursed the provider for Part A 
services if there had been no 
demonstration. This should include the 
prospective DRG payment (both capital 
as well as operational) as well as any 
outlier payment, which would be 



Code Title Definition 
applicable. It does not include any pass 
through amounts such as that for direct 
medical education nor interim payments 
for operating IME and DSH. 

Y5-ZZ  Reserved for assignment by the NUBC 
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