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This presentation was current at the time it was published or uploaded onto the web. Medicare policy
changes frequently so links to the source documents have been provided within the document for your
reference.

This presentation was prepared as a tool to assist providers and is not intended to grant rights or
impose obligations. Although every reasonable effort has been made to assure the accuracy of the
information within these pages, the ultimate responsibility for the correct submission of claims and
response to any remittance advice lies with the provider of services. The Centers for Medicare &
Medicaid Services (CMS) employees, agents, and staff make no representation, warranty, or
guarantee that this compilation of Medicare information is error-free and will bear no responsibility or
liability for the results or consequences of the use of this guide. This publication is a general summary
that explains certain aspects of the Medicare Program, but is not a legal document. The official
Medicare Program provisions are contained in the relevant laws, regulations, and rulings.

CPT only copyright 2011 American Medical Association. All rights reserved. CPT is a registered
trademark of the American Medical Association. Applicable FARS\DFARS Restrictions Apply to
Government Use. Fee schedules, relative value units, conversion factors and/or related components
are not assigned by the AMA, are not part of CPT, and the AMA is not recommending their use. The
AMA does not directly or indirectly practice medicine or dispense medical services. The AMA assumes
no liability for data contained or not contained herein.
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Introduction to

CLAIMS-BASED REPORTING



Benefits include:

® Readily accessible to all eligible professional as it is a
part of routine billing processes

@ No need to contact Registry or EHR for submission of
data

® Simple to select measures and begin reporting (add
respective Quality-Data Code [QDC] to claim)



@ Medicare providers submit claims (via CMS-1500) for
reimbursement on billable services rendered to Part B
beneficiaries

@ Eligible professionals use their individual National Provider
Identifier (NPI) to submit for services on Medicare Part B
beneficiaries

@ Claims follow a process so the information gets to the CMS
National Claims History File or NCH

® Standardized codes are found within each Physician Quality
Reporting measure specification and within the eRx measure
specification
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Understanding the Measure
Specification Construct

NUMERATOR

CPT Il Code or Temporary G-code
(Describes clinical action required for
performance)

DENOMINATOR

|ICD-9-CM (future ICD-10-CM)
& CPT Category | Codes
(Eligible cases for the eligible
patient population)



Physician Quality Reporting:

@ Report one-time per patient, per NPI/TIN combo per reporting
period — patient-level

® Report once for each procedure performed

@ Report for each acute episode

® Report for each visit

eRX:

@ 12-month (to earn the 2012 incentive payment and avoid the 2014
eRx payment adjustment

¢ Report the required number of denominator-eligible visits
@ 6-month (to avoid 2013 payment adjustment only)

¢ Report on each billable Medicare Part B service, claims-based

reporting is the only option for the 6-month eRx reporting period .



@ There is no registration required, simply start reporting the QDCs

listed in the measures you have selected on applicable Medicare
Part B claims

@ Below are some helpful tips to aid you in the reporting process:

¢ Report the QDC on each eligible claim that falls into the denominator
< Failure to submit a QDC on claims for these Medicare patients will result in a
“missed” reporting opportunity that can impact incentive eligibility
¢ Avoid including multiple dates of service and/or multiple rendering
providers on the same claim - this will help eliminate diagnosis codes

associated with other services being attributed to another provider’s
services

¢ For measures that require more than one QDC, please ensure that all
codes are captured on the claim
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Physician Quality Reporting and eRx

SAMPLE CMS-1500 FORM
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21. Review applicable Physician Quality
Reporting measures related to ANY
diagnosis (Dx) listed in kem 21. Up to 8

Dx may be entered electronically.

ldentifies
claim line-
item

24D.Procedures, Services, or Supplies -
CPT/HCPCS, Modifier(s) as needed

QDC codes must be submitted with a

line-item charge of $0.00 or $0.01.
Charge field cannot be blank.

< 7 For group
1. UREg@FILL R IHJU b 1, 2, 3 o 4 4o em 24E by fine) — B S L —— billing, the
k Eﬁ E)E es mﬂlf s i 1‘ | renderingNFI
v 73, PRIOR AUTHORIZATION MUK number of
: __ CAD s : the individual
ATE(S) OF SERVICE i c o FF!GCEDUFIES_. S-ElR'-'-CI:S..C-H SUFPLIES ._E. L F I E E|igib|&
MM ;rDm Y MM ;; ¥y |T:n'-;-cﬂ EMG cvrﬁc‘g‘é;‘Uriﬂumc"un:;;ﬁ;{ D:E:ESEJ;} 5 CHARGES F:Er'fjlggei";ll:?x — Professional
e —— who
1 07:09112 |07 {0912 |11 | | 9913 | e |2 | 47.00; | 0'12345ET'BQ /% \ performed
. e |2 the service
2lo7i0e 12 |07 loo 12|11 | 3048F | | | 000) | | fnm 0123456789 & will be used
o | iy e S & from each
07:00 12 |07 091211 | | 3074F | i o | e el | | [Pl 0123456789 % hcionin
4 . : ; ; . ; ; — p——- o L e e @ Physician
07i09 12 |07 {0912 11 | | 3078F | T H 1 0.00! | | NPi (0123456789 g Quality
‘( "
5 i i | | i | — — e e 5 R&pcrtmg
o7i09 12 |oziogi12| 11| | 4omE | , | | 000 | | [wei (0123456789 e it
P S S, P D L S e s e— | . LR T e e e (e T xr
o709 | 12 o7 {ogi12 |11 | | 1000F | ! 1 000 | | [wei (0123456789 o
_1'!5_ FEDERAL TAX 1D NUMBER S5N EIN 26 PATIENTS ACCOUNT NG bt AFCEF! AST GN\:E?T? 28 TOTAL CHARGE 25, AM
XK % KXKXX e B % 4700 s The NP of the billing provider is

3. SIGHATURE OF PHYSICIAN OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 eartify that the siatements on the Mvarse
apply to this bill and are made o part thersof.)

SIGNED

DATE

32, SERVICE FACILITY LOCATION INFORMATION

entered here. If a solo
practitioner, then enter the
individual NPI; if a Group is
—~ billing. enter the NPI of the group
OO0 here. Thizs is a reauired field.

33, BILLING PROV IDER INFO & PH

4”1

NUCC Instruction Manual available at- www.nucc.org

APPROYEETOMB-0938-0999 FORM CMS-1500 (08/05)
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24D.Procedures, Services, or Supplies -

CPT/HCPCS. Modifier(s) as needed
"i'iﬂl:tl's:'l 3 of d i Beww 24E Iy v 1 ol W"F
5 ; I3 PRIOR ALUT

¥ O PROCEDURES, SEFPACES, ORt SUPPLIES )

| Enplaary Lirsiiaal Cof tysmadandes | !'.-Ev!.'!f#'.'a y

CFTMCPCS | MOOMFIER i POEMTER 1 CHARGE
| 88213 | | | 12 | 4700
| L3048F 0 |0 { i ] 1| oo 21. Review applicable Physician Quality

S e - - Reporting measures related to ANY
| CwH 1 | 000 diagnosis (Dx) listed in ftem 21. Up to 8
l 3078F ] : | . 1 l 0.00' Dx may be entered E|E'¢tl’ﬂﬂl¢ﬂ“‘j'.
| EMonEs [ | 5 | [ | w2 | ne0.00! * T T T T

— Diabetes Mellitus

| 1090F | i i ! I 1 0.00! '
PATIENTS ACCOUNT el n f l::‘::iﬂrlj-f:':;:\l.:?ir.r' T 8 TOTAL CHa CAD
b X vEs MO ] 47 —

ATEEL OF SERACT I & | & Ponees
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Submit the QDC with a line-item charge
of $0.00. Charge field cannot be blank.

~ CODE ORIGMNAL REF. MO,

23. PRIOR AUTHCOREEAJON NUMBER

- F T L
NOSIE pREs: =, RENDERING
NTER 3 CHARGES UNITS | Pan | LA FROVIDER ID. #

| NE1 0123456780

If the system does not

allow a $0.00 line-item |_H_E5I_T'm e e DT
charge, a nominal amount

can be substituted. The = el

beneficiary is not liable NFI
for this nominal amount. A 1]

= [¥ei] ;
:Ec]'!'u' . TOTAL CHARGE 8. ANIOLINT PAID 30 BALANCE DUE
3 4500 s s 45.|00

14



| I N UERE EAR DPWIEES WS RN R e S

7 For group
'?Jﬁﬁéﬂmim@t e J—— billing, the
| rendering NP
1 PRICHR AUTHORIZATION NUMRER : I'II-llTIhEI' '.'l’
| the individual
RENDERING | 5 EIIQ ible
§ CHARGES - | PROVIDER ID. & ! Professional
47.00, (0123456789 1E '\ performed
_"' ———————— L s
______________________________ z the service
| l [ WP rﬂlmmﬂﬂ ] will be used
= (e from each
| | [** [0123456789 % line-item in
: o e Physician
0.00; | | | NP D123456789 g Quality
. T T - Reporting
i ! 2
000l | | [w~ [012345670 7 calculations.
e 4 &
| o000l | | w1 ]0123456789 -
=4 TOTal CHARNGE - A
i ar00] | The NP of the billing provider is
135 BALING PROADER PiFO & I entered here. If a solo
practitioner, then enter the

individual NPI; if a Group is
here. This is a reauired field.

billing, enter the NPI of the group
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21. Place the appropriate diagnosis (Dx) or
diagnoses for the encounter in ltem 21.

24D. Procedures, Services, or Supplies —
CPT/IHCPCS, Modifier(s) as needed

Submit the QDC with a line-item charge
of $0.00. Charge field cannot be blank.

31, BICMATURE OF PHYSICIAM OR SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
(| cerfify that the staternents on the reverss
apply to this kil and are made a part thersaf. )

SIGHED DATE

32. SERVICE FACILITY LOCATION INFORMATION

33. BILLING FROVIDER INFO & PH # {

T

II T
1. DIAGNOSIS OR H?J OF ILLNESS OR INJURY (Relate lhema 1, 2, 2 or 4 fo ltem 24E by Ling) s e AT
.| T14.00 Rheumatoid Arthritis (RA) |
23, PRIOR AUTHORIZA
Identifies > 250.00 Diabetes Mellitus "
claim 24 A& DATE(S)OF SERVICE il D PROCEDURES, SERVICES, OR SURPLIES E F .| J- A
line-item From T LACE (Explain Unuaual Circumstances) GMOSIS D. RENDERING =
MM OD WY M Do ¥Y |SERWVCE| E TIHCFCS MODIFIER DINTER § CHARGES, PROVIDER ID. % l&
\ 1 =|
01,10 12 |01 [ 10 12| 11| | 00202| Patientencounter during |1 | | | [ NP1\0123456780 S
reporting period %
“loti10 12 01|10 12|11 | | c8s53| Atieastoneprescription |1 | € ooo D) | [%ei 0723456788 | o
created during the S
i e e E——| L
| | | | ansmi | g =
electronically using a il n:_loes_ Lo oy
4 | | | | | | | | {:‘uﬂliﬁ&d eRx system | allow a $0.00 line-item | NPl | — E
. : . ! L L charge, a nominal amount .
can be substituted. The !
T T T i s [Xe1] o
i i i i i i i beneficiary is not liable o
6 _ for this nominal amount. \Es
i W 0T L i | e | i
EFEDERAL TaX 1.0 NUMBER S5H BN 6. PATIENT'S ACCOLINT NOr 27. ACCEPT ASSIGNMENT? 2. TOTAL CHARGE X3, AMOLNT PAID 3D. BALANCE DUE
iFor pov. dains. see hack) | |
PO-XHXKAKXK X OO X ves = s 45.:[]0 3 i 5 4500

a b.

[}

Solo practitioner -
Enter individual
NPl here

MUCC Instruction Manual available at www.nucc.org

For group
billing, the
rendering
NPI number
of the
individual
eligible
professional
who
performed
the service
will be used
from each
line-item in
the eRx
calculations.

!
0OMB-0938-0999 FORM CMS-1500 (08/03)
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Physician Quality Reporting and eRx

HELPFUL HINTS
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@ If all billable services on the claim are denied for payment by the Carrier or
A/B MAC, the QDCs will not be included in Physician Quality Reporting
analysis

¢ [f the denied claim is subsequently corrected and paid through an
adjustment, re-opening, or the appeals process by the Carrier or A/B
MAC, with accurate codes that also correspond to the measure’s
denominator, then any applicable QDCs that correspond to the
numerator should also be included on the corrected claim
¢ All claims adjustments, re-openings, or appeals processed by the Carrier or
A/B MAC must reach the national Medicare claims system data warehouse
(National Claims History [NCH] file) by February 22, 2013 to be included in
analysis

¢ Claims may not be resubmitted only to add or correct QDCs

¢ Claims with only QDCs on them with a zero total dollar amount may not
be resubmitted to the Carrier or A/B MAC
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@ The Remittance Advice (RA)/Explanation of Benefits (EOB) denial
code N365 is your indication that the Physician Quality Reporting
and/or eRx codes were received into the National Claims History

¢ N365 reads: “This procedure code is not payable. It is for
reporting/information purposes only.”

¢ The N365 denial code is just an indicator that the QDC codes
were received, it does not guarantee the QDC was correct or

that incentive quotas were met

O When a QDC is reported satisfactorily (by the individual eligible
provider), the N365 can indicate that the claim will be used for

calculating incentive eligibility
¢ Keep track of all cases reported so that you can verify QDCs
reported against the remittance advice notice sent by the Carrier
or A/B MAC
<& Each QDC line-item will be listed with the N365 denial remark
code
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@ Review all denominator codes affecting claims-based reporting, particularly

those measures that do not have an associated diagnosis (for example,
#110 Influenza Immunization, #154 Falls Risk Assessment, #47 Advance
Care Plan, #125 Adoption/Use of Electronic Prescribing, etc.)

¢ You will need to report on each eligible claim as instructed in the
measure specifications

Review all diagnoses (if applicable) and CPT service (encounter) codes for
denominator inclusion in Physician Quality Reporting/eRx (i.e., claims that
are denominator-eligible)

All denominator-eligible claims must have the appropriate QDC(s) or QDC
with the allowable CPT Il modifier along with the individual eligible
professional’s NPI

Use the measure specifications for the current program year and report as
instructed for Physician Quality Reporting and eRx
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Physician Quality Reporting and eRx

RESOURCES
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The CMS Physician Quality Reporting and eRx Incentive Program
websites are the official sources for all program materials.

Educational Resources

¢ 2012 Physician Quality Reporting System: Claims-Based Coding and
Reporting Principles
>http://www.cms.gov/PORS/Downloads/2012PORS _CodingRpgPrinc PMBR_01
-30-2012 508 2.pdf
¢ Claims-Based Reporting Principles for 2012 Electronic Prescribing
Incentive Program
<& This document can be found on the E-Prescribing page of the Electronic
Prescribing Incentive Program website at
https://www.cms.gov/ERxIncentive/06 _E-Prescribing_Measure.asp >
Downloads
¢ 2012 Physician Quality Reporting System: Claims Reporting Made
Simple
>http://www.cms.gov/PORS/Downloads/2012PQRS _ SatisfRprtng-
Claims_Final508 1-13-2012.pdf
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O QualityNet

@®QualityNet Help Desk:
866-288-8912 (TTY 877-715-6222)

7:00 a.m.—7:00 p.m. CST M-F or ghetsupport@sdps.org

¢ You will be asked to provide basic information such as
name, practice, address, phone, and e-mail
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@ Use the current Physician Quality Reporting and eRx
Incentive Program information available on the CMS website

@ Review the respective detailed measure specification(s) to
determine the appropriate code(s) to place on the eligible
claim

® QDCs must be submitted on the same claim as the billing
code(s), for the same beneficiary, for the same date of
service, by the same eligible professional who performed the
Part B covered service provided under the PFS

@ Claims may NOT be resubmitted solely to add QDCs!

@ Check your RA for the N365 code to confirm receipt of QDCs
into the National Claims History
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e Questions?
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