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SUBJECT: Correction of Remark Code Information 
 
I. SUMMARY OF CHANGES: The purpose of this Change Request (CR) is to update Chapter 30 of Pub. 
100-04 to make corrections to Remittance Advice Codes, and general punctuation and grammar corrections. 
All Remittance Advice messaging must follow a prescribed set of rules. Specifically, Claim Adjustment 
Reason Codes (CARCs) and Remittance Advice Remark Codes (RARCs) may only be used in specified 
combinations laid out by the Council for Affordable Quality Healthcare (CAQH) Committee on Operating 
Rules for Information Exchange (CORE), and the designated Standards Development Organization (SDO). 
 
 
EFFECTIVE DATE: October 17, 2016 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE: October 17, 2016 
Disclaimer for manual changes only: The revision date and transmittal number apply only to red 
italicized material. Any other material was previously published and remains unchanged. However, if this 
revision contains a table of contents, you will receive the new/revised information only, and not the entire 
table of contents. 
 
II. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated) 
R=REVISED, N=NEW, D=DELETED-Only One Per Row. 
 

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE 

R 30/ 110.3 - Preparation of Denial Notices 

R 30/ 150.8 - Processing Initial Denials 
 
III. FUNDING: 
For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
IV. ATTACHMENTS: 
 
Business Requirements 
Manual Instruction 
 
 



Attachment - Business Requirements 
 

Pub. 100-04 Transmittal: 3560 Date: July 15, 2016 Change Request: 9641 
 
 
SUBJECT: Correction of Remark Code Information 
 
EFFECTIVE DATE:  October 17, 2016 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE:  October 17, 2016 
 
I. GENERAL INFORMATION   
 
A. Background:   All Remittance Advice messaging must follow a prescribed set of rules. Specifically, 
CARCs and RARCs may only be used in specified combinations laid out by the CAQH CORE, and the 
designated SDO. 
 
B. Policy:   There are no regulatory or statutory requirements related to this CR. 
 
II. BUSINESS REQUIREMENTS TABLE 
  
"Shall" denotes a mandatory requirement, and "should" denotes an optional requirement. 
  
Number Requirement Responsibility   
  A/B MAC DME 

 
MAC 

Shared-System Maintainers Other 
A B HHH FISS MCS VMS CWF 

9641.1 Contractors and providers 
shall observe changes related 
to RARC information. 
 

X X X X     Providers, 
RRB-
SMAC 

9641.2 Contractors and providers 
shall observe correction to 
the English and Spanish 
verbiage for MSN message 
8.54 within section 150.8.A. 
 

X X X X     Providers, 
RRB-
SMAC 

 
III. PROVIDER EDUCATION TABLE 
 
Number Requirement Responsibility 

 
  A/B 

MAC 
DME 

 
MAC 

CEDI 

A B HHH 

9641.3 MLN Article: A provider education article related to this 
instruction will be available at http://www.cms.gov/Outreach-
and-Education/Medicare-Learning-Network-
MLN/MLNMattersArticles/ shortly after the CR is released. You 
will receive notification of the article release via the established 

X X  X  



Number Requirement Responsibility 
 

  A/B 
MAC 

DME 
 

MAC 

CEDI 

A B HHH 

"MLN Matters" listserv. Contractors shall post this article, or a 
direct link to this article, on their Web sites and include 
information about it in a listserv message within 5 business days 
after receipt of the notification from CMS announcing the 
availability of the article.  In addition, the provider education 
article shall be included in the contractor's next regularly 
scheduled bulletin. Contractors are free to supplement MLN 
Matters articles with localized information that would benefit 
their provider community in billing and administering the 
Medicare program correctly. 

 
IV. SUPPORTING INFORMATION 
 
 Section A:  Recommendations and supporting information associated with listed requirements:  
  
"Should" denotes a recommendation. 
 
X-Ref  
Requirement 
Number 

Recommendations or other supporting information: 

 
Section B:  All other recommendations and supporting information: N/A 
 
V. CONTACTS 
 
Pre-Implementation Contact(s): Katherine Hosna, 410-786-4993 or Katherine.hosna@cms.hhs.gov , 
Sabrina Sparkman, 410-786-3209 or Sabrina.sparkman@cms.hhs.gov  
 
Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR). 
 
VI. FUNDING  
 
Section A: For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
ATTACHMENTS: 0  
  



Medicare Claims Processing Manual 
Chapter 30 - Financial Liability Protections 

 
 

 
110.3 - Preparation of Denial Notices 
(Rev.3560, Issued: 07-15-16, Effective: 10-17-16, Implementation: 10-17-16) 
 
The provider and beneficiary notification procedures discussed in §§30 and 40 for determining liability do 
not change the instructions for the preparation and issuance of denial notices in Medicare Claims Processing 
Manual, Chapter 21, “Medicare Summary Notices.” 
 
Accordingly, in cases where the services are found to be custodial care or not reasonable and necessary, or 
in the case of HHA services, are denied for technical reasons under §1814(a)(2)(C) or §1835(a)(2)(A) of the 
Act, or in the case of hospice services, are denied for technical reasons under §1861(dd)(3)(A) of the Act: 
 
An MSN denying the service(s) is sent to the beneficiary in cases where only the beneficiary is entitled to 
limitation on liability for any part of the noncovered stay. The notice advises the beneficiary of the 
beneficiary’s entitlement to indemnification (see §100.) in the event the provider seeks payment from the 
beneficiary for the noncovered services. It uses MSN messages 50.36.2: 
 

It appears that you did not know that we would not pay for this service, so you are not liable. 
Do not pay your provider for this service. If you have paid your provider for this service, you 
should submit to this office three things: (1) a copy of this notice, (2) your provider’s bill, and 
(3) a receipt or proof that you have paid the bill. You must file your written request for 
payment within 6 months of the date of this notice. Future services of this type provided to 
you will be your responsibility. 
 

All denial notices explain any decision regarding limitation on liability for either the provider, practitioner, 
or supplier or the beneficiary. (See Chapter 21, “Medicare Summary Notices.”) 
 
All denial notices, where either the beneficiary or provider, practitioner, or supplier has been found liable, 
must state that the provider has a right to a redetermination. 
 
Providers, practitioners, and suppliers do not receive a separate written notification or copy of the MSN. 
Providers, practitioners, and suppliers must utilize the coding information (e.g., Remittance Advice Remark  
Codes) conveyed via the Remittance Advice (RA) to ascertain reasons associated with Medicare claims 
determinations affecting payment and applicable appeal rights and/or appeals information. 
 
150.8 - Processing Initial Denials 
 
(Rev.3560, Issued: 07-15-16, Effective: 10-17-16, Implementation: 10-17-16)  
 
In any unassigned claim for medical equipment and supplies furnished on or after January 1, 1995, in which 
the contractor denies payment on the basis of §1862(a)(1), §1834(a)(17)(B), §1834(j)(1), or §1834(a)(15) of 
the Act, send separate notices to both the beneficiary (a Medicare Summary Notice (MSN)) and the supplier 
(a remittance advice (RA)). 
 
NOTE: This instruction to send a remittance advice to the supplier in the case of denial of an unassigned 
claim is a specific requirement of §1834(a)(18)(C) of the Act, incorporated by reference into §1834(j)(4) and 
§1879(h) of the Act, applicable to denials of claims for medical equipment and supplies furnished on or after 
January 1, 1995. 
 

https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c21.pdf
https://www.ssa.gov/OP_Home/ssact/title18/1814.htm
https://www.ssa.gov/OP_Home/ssact/title18/1835.htm
https://www.ssa.gov/OP_Home/ssact/title18/1861.htm
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c21.pdf
https://www.ssa.gov/OP_Home/ssact/title18/1862.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1879.htm


If the beneficiary signed an ABN which satisfies the requirements in subsection II.6 and the supplier 
included a GA modifier on the claim to that effect, do not make an automatic finding that the claim should 
be denied on the basis of §1862(a)(1), §1834(a)(17)(B), §1834(j)(1), or §1834(a)(15) of the Act, merely 
because the supplier submitted a GA modifier. The fact that an ABN was given to the beneficiary will in no 
way prejudice the contractor’s determination as to whether there is or is not sufficient evidence to justify a 
denial. In the case where there is an ABN, mail a standard denial MSN notice to the beneficiary. If the 
beneficiary did not sign an ABN and the supplier included a GZ modifier on the claim to that effect, include, 
in addition to one of the denial notices in Chapter 21, “Medicare Summary Notices,” the following initial 
beneficiary notice in the MSN sent to the beneficiary. 
 
A. Initial Beneficiary Notice 
 

(MSN 8.54) 
 
If the supplier knew that Medicare wouldn’t pay and you paid, you might get a refund unless 
you signed a notice in advance. Refunds may be delayed if the provider appeals. Call your 
supplier if you don’t hear anything within 30 days. 
 

(MSN 8.54) - In Spanish 
 

Si pagó por un servicio que su proveedor sabía Medicare no iba a pagar, usted tiene derecho 
a un reembolso, a menos de que haya firmado un aviso por adelantado. Los reembolsos se 
pueden demorar si el proveedor apela la decisión. Llame a su proveedor si no escucha nada 
en 30 días. 
 

B. Initial Supplier Notice 
 
Include in the notice to the supplier the following; 
 

• The patient’s name and health insurance claim number; 
 

• A description of the item or service by procedure code, date and place of service, and amount of the 
charge; 

 
• The same denial notice included on the beneficiary’s MSN, (see Chapter 21, “Medicare Summary 

Notices”); and  
 
• If the supplier submitted a GA modifier (signed ABN obtained), include in the notice to the supplier 

the following Notice 1. However, if the supplier submitted a “-GZ” modifier (a signed ABN was not 
obtained), include in the notice to the supplier the following Notice 2. 

 
Notice 1. – Signed Advance Beneficiary Notice Obtained 
 
(Remittance Advice Remark Code N124) 
 

Payment has been (denied for the/made only for a less extensive) service/item because the 
information furnished does not substantiate the need for the (more extensive) service/item. 
The patient is liable for the charges for this service/item as you informed the patient in 
writing before the service/item was furnished that we would not pay for it, and the patient 
agreed to pay. 

 
Remittance Advice Remark Codes cannot be reported without a Claim Adjustment Reason 
Code and a Group Code. For Notice 1 where ABN has been obtained, use CARC 96 - Non-
covered charge(s), and Group Code – PR (Patient Responsibility).  

Or 

https://www.ssa.gov/OP_Home/ssact/title18/1862.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c21.pdf
https://www.cms.gov/Regulations-and-Guidance/Guidance/Manuals/downloads/clm104c21.pdf


 
Notice 2. – Signed Advance Beneficiary Notice Not Obtained 
 
(Remittance Advice Remark Code N125) 
 

Payment has been (denied for the/made only for a less extensive) service/item because the 
information furnished does not substantiate the need for the (more extensive) service/item. If 
you have collected any amount from the patient, you must refund that amount to the patient 
within 30 days of receiving this notice. The law permits exceptions to this refund requirement 
in two cases: if you did not know, and could not have reasonably been expected to know, that 
Medicare would not pay for this service/item; or if you notified the beneficiary in writing 
before providing it that Medicare likely would deny the service/item, and the beneficiary 
signed a statement agreeing to pay. 
 
Remittance Advice Remark Codes cannot be reported without a Claim Adjustment Reason 
Code and a Group Code. For Notice 2 where ABN has NOT been obtained, use CARC 96 - 
Non-covered charge(s), and Group Code – CO (Contractual obligation). 
 
If an exception applies to you, or you believe the contractor was wrong in denying payment, 
you should request an appeal of this determination by the contractor within 30 days of 
receiving this notice. Your request for appeal should include any additional information 
necessary to support your position. If you request an appeal within 30-days, you may delay 
refunding to the beneficiary until you receive the results of the appeal. If the appeal 
determination is favorable to you, you do not have to make any refund. If the appeal is 
unfavorable, you must make the refund within 15 days of receiving the unfavorable appeal 
decision. 
 
You may request an appeal of the determination at any time within 120 days of receiving this 
notice. An appeal requested after the 30-day period does not permit you to delay making the 
refund. Regardless of when an appeal is requested, the patient will be notified that you have 
requested one, and will receive a copy of the determination. 
 
The patient has received a separate notice of this denial decision. The notice advises that he 
or she may be entitled to a refund of any amounts paid, if you should have known that 
Medicare would not pay and did not tell him or her. It also instructs the patient to contact 
your office if he or she does not hear anything about a refund within 30 days. 
 
The requirements for refund are in §1834(a)(18) of the Act (and in §§1834(j)(4) and 1879(h) 
by cross-reference to §1834(a)(18)). Section 1834(a)(18)(B) specifies that suppliers which 
knowingly and willfully fail to make appropriate refunds may be subject to civil money 
penalties and/or exclusion from the Medicare program. If you have any questions about this 
notice, please contact (contractor contact, telephone number). 
 

Ensure that the telephone number puts the supplier in touch with a knowledgeable professional who can 
discuss the basis for the denial or reduction in payment. 
 
NOTE:  These procedures do not apply where the contractor automatically denies Part B services related to 
hospital inpatient services denied by the Quality Improvement Organization (QIO). In those cases, the QIO 
is responsible for notifying the beneficiary and supplier of the refund requirements of §§1834(a)(18), 
1834(j)(4), and 1879(h) of the Act and making the refund determination where appropriate. 
 
 

https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1879.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1834.htm
https://www.ssa.gov/OP_Home/ssact/title18/1879.htm
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