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Collected 
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 Interest 
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 Pre-Pay Denial 
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Provider (Remit 
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 Post Pay 
Denial Amounts 
Due Medicare 
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 Post Pay Denial 
Refunds Due 

Provider (Remit 
PLB 72) 

 Net 
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Amount (Positive= 
Payment/Negative=Ov
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Columns H-Y will be populated by the MAC at effectuation
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