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1


RAD to ARC to HCRC Correlation Table

	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	200
	Documentation does not establish the medical necessity for an assistant surgeon.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	
	 

	201
	Absorptive lenses may be provided only with a diagnosis of aphakia or pseudoaphakia, or to replace prior absorptive lenses.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	202
	The primary ICD-9 diagnosis code is invalid for the age of the recipient.
	9
	The diagnosis is inconsistent with the patient’s age.
	CO
	Contractual Obligations
	
	 

	203
	The primary ICD-9 diagnosis code is invalid for the sex of the recipient.
	10
	The diagnosis is inconsistent with the patient's sex.
	CO
	Contractual Obligations
	
	 

	204
	This procedure/service is not eligible for block billing “from-thru.”
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA31
	Missing/incomplete/
invalid beginning and ending dates for the period billed.

	205
	Procedure was found in history with a conflicting modifier for the same date of service. 
	4
	The procedure code is inconsistent with the modifier used or a required modifier is missing.
	CO
	Contractual Obligations
	
	

	206
	With the information received by Medical Review, this does not qualify as an emergency admission. 
	40
	Charges do not meet qualifications for emergency/urgent care.
	CO
	Contractual Obligations
	
	 

	207
	This procedure is considered to be included in the charge for total obstetrical care.
	97
	Payment adjusted because the benefit for this service is included in the payment/
allowance for another service/procedure that has already been adjudicated.
	CO
	Contractual Obligations
	M86
	Service denied because payment already made for same/similar procedure within set time frame.

	208
	Inappropriate injection code was billed.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/
chart.

	209
	Documentation does not justify the frequency of visits billed. 
	152
	Payment adjusted because the payer deems the information submitted does not support this length of service.
	CO
	Contractual Obligations
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	210
	This level of care is not justified by Medical Review.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	211
	This procedure is payable only once per month (30 days) for the diagnosis provided.
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	
	 

	212
	This procedure is not payable when billed with an office visit. 
	B15
	Payment adjusted because this service/
procedure requires that a qualifying service/procedure be received and covered.  The qualifying other service/
procedure has not been received/
adjudicated.
	CO
	Contractual Obligations
	M80
	Not covered when performed during the same session/date as a previously processed service for the patient. 

	213
	The procedure code billed is invalid for this provider type.
	8
	The procedure code is inconsistent with the provider type.
	CO
	Contractual Obligations
	N95
	This provider type/provider specialty may not bill this service.

	214
	Documentation does not indicate that the physical therapy was performed by the M.D.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	M136
	Missing/incomplete/
invalid indication that the service was supervised or evaluated by a physician. 

	215
	Documentation does not warrant an office visit on the same day as the physical therapy.
	151
	Payment adjusted because the payer deems the information submitted does not support this many services.
	CO
	Contractual Obligations
	
	 

	216
	The office visit is included in the physical therapy procedure on the same day of service.
	97
	Payment adjusted because the benefit for this service is included in the payment/
allowance for another service/procedure that has already been adjudicated.
	CO
	Contractual Obligations
	M80
	Not covered when performed during the same session/date as a previously processed service for the patient.

	217
	This procedure is included in the radiation therapy treatment.
	97
	Payment adjusted because the benefit for this service is included in the payment/
allowance for another service/procedure that has already been adjudicated.
	CO
	Contractual Obligations
	M80
	Not covered when performed during the same session/date as a previously processed service for the patient.

	218
	This procedure falls within the follow-up period of radiation therapy and is not payable. 
	97
	Payment adjusted because the benefit for this service is included in the payment/
allowance for another service/procedure that has already been adjudicated.
	CO
	Contractual Obligations
	M15
	Separately billed services/tests have been bundled as they are considered components of the same procedure. Separate payment is not allowed.

	219
	This procedure falls within the follow-up period of surgery and is not payable.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	M15
	Separately billed services/tests have been bundled as they are considered components of the same procedure. Separate payment is not allowed.

	
	 
	
	 
	
	
	M144
	Pre-/post-operative care payment is included in the allowance for the surgery/procedure.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	220
	A hysterectomy is not payable when performed only for the purpose of rendering an individual permanently sterile.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	221
	This incidental procedure is considered to be included in the primary surgical procedure.
	97
	Payment adjusted because the benefit for this service is included in the payment/
allowance for another service/procedure that has already been adjudicated.
	CO
	Contractual Obligations
	M80
	Not covered when performed during the same session/date as a previously processed service for the patient.

	
	 
	
	 
	
	
	M15
	Separately billed services/tests have been bundled as they are considered components of the same procedure. Separate payment is not allowed.

	222
	The billed quantity for the drug claim is not within the TAR (Treatment Authorization Request) authorized range specified by the TAR quantity and/or percent variance. 
	197
	Payment denied/reduced for absence of precertification/authorization.


	CO
	Contractual Obligations
	N54
	Claim information is inconsistent with pre-certified/authorized services.

	223
	The sterilization procedure was not performed in accordance with the required time period.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	224
	This code requires an itemization of the services or supplies billed (e.g., lab tests, unlisted supplies, unlisted ambulance supplies).
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N26
	Missing itemized bill.

	
	
	
	
	
	
	N232
	Incomplete/invalid itemized bill.

	225
	This is an incorrect procedure code and/or modifier for this service. Please resubmit. 
	4
	The procedure code is inconsistent with the modifier used or a required modifier is missing.
	CO
	Contractual Obligations
	
	 

	226
	The State has determined this procedure/service is not a Medi-Cal benefit. 
	96
	Non-covered charge(s).  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA66
	Missing/incomplete/
invalid principal procedure code.

	227
	Administrative cap per contract has been exceeded.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	228
	Recipient was not an active AIDS client on the date(s) of service. 
	26
	Expenses incurred prior to coverage. 
	CO
	Contractual Obligations
	N30
	Patient ineligible for this service.

	229
	Contractor provider number on claim does not match client file. 
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N257
	Missing/incomplete/
invalid billing provider/supplier primary identifier.

	
	 
	
	 
	
	
	N77
	Missing/incomplete/
invalid designated provider number.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	230
	AIDS Waiver claims require an AIDS or ARC diagnosis for date of service; contact field services.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	M76
	Missing/incomplete/
invalid diagnosis or condition.

	231
	Recipient is not eligible for Medi-Cal benefits without complete denial of coverage letter from Aetna. 
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA04
	Secondary payment cannot be considered without the identity of or payment information from the primary payer. The information was either not reported or was illegible.

	232
	Medi-Cal frequency for service was exceeded.  Further justification is required. 
	151
	Payment adjusted because the payer deems the information submitted does not support this many services.
	CO
	Contractual Obligations
	
	 

	233
	Medi-Cal frequency for service was exceeded.  Justification is insufficient. 
	151
	Payment adjusted because the payer deems the information submitted does not support this many services.
	CO
	Contractual Obligations
	
	 

	234
	The yearly capitation for this recipient has been exceeded for Home and Community-Based Services (HCBS) Nursing Facility Level B (NF-B) waiver services (Z6716 – Z6726).
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	235
	Recipient on restricted services; Medical Review has determined the Emergency Room (ER) statement is not adequate.  Additional justification or a TAR (Treatment Authorization Request) is required.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	
	 
	
	 
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	236
	Laboratory procedure code requires proficiency testing.
	B7
	This provider was not certified/eligible to be paid for this procedure/service on this date of service.
	CO
	Contractual Obligations
	
	 

	237
	The TAR (Treatment Authorization Request) Control Number suffix submitted on the claim does not match the suffix found on the TAR.
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	238
	Denied by SCR (Special Claims Review) – required documentation was not received.  Refer to SCR provider letter for documentation requirements. Please resubmit with required documentation.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor. 


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	239
	Denied by SCR (Special Claims Review) – submitted documentation was inadequate.  Please resubmit with required documentation.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N225
	Incomplete/invalid documentation/ orders/notes/
summary/report/chart. 

	240
	Denied by SCR – documentation does not support the service billed.  Please resubmit with documentation that includes the indication for this service.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N225
	Incomplete/
invalid documentation/ orders/notes/

summary/report/chart. 

	241
	Denied by SCR – prior authorization was not received or was not valid for the date of service billed.  Please resubmit with proof of prior authorization valid for this date of service. 
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	242
	Prior authorization required for this service is not present or is invalid.  Contact DHCS (Department of Health Care Services) to request proper authorization. 
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	243
	The TAR (Treatment Authorization Request) Control Number submitted on the claim is not found on the TAR master file. 
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	244
	The State has determined that this hospitalization is not medically justified.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	
	 

	245
	Medi-Cal is not obligated to pay for HMO/PHP, HF (Healthy Families) Program or Medicare covered services when recipient chooses not to go to a plan provider.
	38
	Services not provided or authorized by designated (network/primary care) providers.
	CO
	Contractual Obligations
	
	 

	246
	General admit TAR (Treatment Authorization Request) is not found on the TAR Master File for this extension TAR.
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	247
	Procedure/modifier or drug code billed is covered in the subacute per diem rate and is not separately payable.
	B15
	Payment adjusted because this service/
procedure requires that a qualifying service/procedure be received and covered.  The qualifying other service/
procedure has not been received/
adjudicated.
	CO
	Contractual Obligations
	M97
	Not paid to practitioner when provided to patient in this Place of Service. Payment included in the reimbursement issued the facility.

	248
	Rural Health Clinics must bill per-visit codes only. 
	8
	The procedure code is inconsistent with the provider type.
	CO
	Contractual Obligations
	
	 


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	249
	Services provided to a CMSP (County Medical Services Program) aid code “50” Out of County Care recipient are not payable to providers outside a CMSP county.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	
	 

	250
	Quantity exceeds allowed for per-visit codes, or a claim with the same date of service and the same per-visit code was found in history.  Medical justification required. 
	152
	Payment adjusted because the payer deems the information submitted does not support this length of service.
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/

summary/report/chart. 

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	251
	Recipient is eligible for Medicare; EOMB (Explanation of Medicare Benefits) required. 
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N4
	Missing/incomplete/
invalid prior insurance carrier EOB.

	
	 
	
	 
	
	
	N192
	Patient is a Medicaid/Qualified Medicare Beneficiary. 

	252
	The recipient information does not match; verify claims input.  
	140
	Patient/Insured health identification number and name do not match.
	CO
	Contractual Obligations
	MA36
	Missing/incomplete/ invalid patient name.

	253
	Provider is not certified for the laboratory procedure billed or for specialty on this date of service.
	B7
	This provider was not certified/eligible to be paid for this procedure/service on this date of service.
	CO
	Contractual Obligations
	
	 

	254
	Inpatient crossover claims are not reimbursable under the HSM, HST or HSD Provider ID.
	170
	Payment is denied when performed/billed by this type of provider.
	CO
	Contractual Obligations
	N95
	This provider type/provider specialty may not bill this service.

	255
	Rendering provider is not on the Provider Master File or is not a clinical lab.
	185
	The rendering provider is not eligible to perform the service billed.
	CO
	Contractual Obligations
	
	

	256
	Denied by VCCR (Vision Care Claims Review) – prescription/visual acuity data is required. 
	A1
	Claim/service denied.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	
	 
	
	 
	
	
	N29
	Missing documentation/ orders/notes/
summary/report/chart. 

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	257
	Denied by VCCR (Vision Care Claims Review) – eye exam within 24 months requires date of prior exam/justification. 
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/

summary/report/chart. 

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	258
	Denied by VCCR (Vision Care Claims Review) – justification is not adequate.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	259
	Denied by VCCR (Vision Care Claims Review) – is not a Medi-Cal benefit.
	96
	Non-covered charge(s).  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/
chart.

	260
	Denied by VCCR (Vision Care Claims Review) – refractionist’s signature is required.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA81
	Missing/incomplete/
invalid provider/ supplier signature.

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	261
	Denied by VCCR (Vision Care Claims Review) – current/prior prescription is not present/adequate.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/summary/
report/chart. 

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	262
	Denied by VCCR (Vision Care Claims Review) – prior authorization is required.
	197
	Payment denied/reduced for absence of precertification/authorization.


	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	263
	Computer media supporting remarks are not acceptable for this procedure due to the requirement for invoice, current catalog page, or other form or signature.
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	M23
	Missing invoice.

	
	 
	
	 
	
	
	MA70
	Missing/incomplete/
invalid provider representative signature.

	264
	Denied by VCCR (Vision Care Claims Review) – visual acuity data is not present/adequate. 
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/

summary/report/chart. 

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	265
	Denied by VCCR (Vision Care Claims Review) Diagnosis does not justify service billed. 
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	M76
	 Missing/incomplete/
invalid diagnosis or condition.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	266
	Denied by VCCR (Vision Care Claims Review) – resubmitted claim requires justification/documentation.
	150
	Payment adjusted because the payer deems the information submitted does not support this level of service.
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/

summary/report/chart. 

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	267
	Provider ID on claim must match provider ID on TAR (Treatment Authorization Request) when billing for HCBS (Home and Community-Based Services).
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	N54
	Claim information is inconsistent with 
pre-certified/authorized services.

	268
	The monthly capitation for this recipient has been exceeded for HCBS (Home and Community-Based Services) Model Waiver Services (Z6730 – Z6740), or AIDS Waiver yearly services (Z5000 – Z5016 and Z5020 – Z5022). 
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	
	 

	269
	Date of service appears to be inconsistent with other claim elements.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA31
	Missing/incomplete/
invalid beginning and ending dates for the period billed.

	270
	Common day/per diem OB (obstetrics) care accommodations cannot be billed within the same period.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	M86
	Service denied because payment already made for same/similar procedure within set time frame.

	271
	Verification of need must be signed by prescribing physician and dated within six months of date of services.  Refer to SCR (Special Claims Review) Letter for documentation requirements.
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	MA70
	Missing/incomplete/
invalid provider representative signature.

	
	 
	
	 
	
	
	N29
	Missing documentation/ orders/notes/summary/
report/chart. 

	
	 
	
	 
	
	
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor.


	RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	272
	OB (obstetrics) and nursery accommodations are not payable when billed within the same billing period.  Resubmit using common day accommodation code 3998 (LA Waiver code 98). 
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	M86
	Service denied because payment already made for same/similar procedure within set time frame.

	273
	The recipient is a member of a county health initiative.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	MA92
	Missing plan information for other insurance. 

	
	
	
	
	
	
	N245
	Incomplete/invalid plan information for other insurance.

	274
	This service should be billed to Santa Barbara Health Initiative.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N245
	Incomplete/invalid plan information for other insurance.

	275
	This is a duplicate TAR (Treatment Authorization Request) Control Number.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	276
	Repair/maintenance of DME (Durable Medical Equipment) is limited to $50/month without a TAR (Treatment Authorization Request).
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	277
	Service frequency exceeds the usual; further justification is required.  
	152
	Payment adjusted because the payer deems the information submitted does not support this length of service.
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/summary/
report/chart. 

	
	
	
	
	
	
	N225
	Incomplete/invalid
documentation/orders/
notes/summary/
report/chart.

	278
	Net amount billed exceeds 20 percent of Medicare allowed plus deductible.  Rebill, attaching Medicare Remittance Advice (RA).
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N29
	Missing documentation/ orders/notes/summary/ report/chart.

	279
	Health Care Plan or Mental Health Plan provider authorization invalid. 
	15
	Payment adjusted because the submitted authorization number is missing, invalid, or does not apply to the billed services or provider.
	CO
	Contractual Obligations
	
	 


	 RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	280
	Required authorization for services to Health Care Plan/Mental Health Plan recipient was not found.  Contact the Health Care Plan recipient contractor/County Mental Health Office for clarification of requirements. 
	95
	Benefits adjusted. Plan procedures not followed.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	281
	At-risk/capitated service on date of service billed for PCCM recipient payable by PCCM.  Service is not payable by Medi-Cal Fiscal Intermediary.
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N30
	Patient ineligible for this service.

	282
	Health Care Plan is not on file.  
	109
	Claim not covered by this payer/contractor. You must send the claim to the correct payer/contractor.
	CO
	Contractual Obligations
	
	 

	283
	Administrative Days are not payable under this contract provider ID number.  Resubmit, if appropriate, under 
non-contract provider ID number.
	B7
	This provider was not certified/eligible to be paid for this procedure/service on this date of service.
	CO
	Contractual Obligations
	N293
	Missing/incomplete/
invalid service facility primary identifier.

	
	
	
	
	
	
	N95
	This provider type/ provider specialty may not bill this service.

	284
	Aid code “55” recipients are not eligible for vision care services. 
	177
	Payment denied because the patient has not met the eligibility requirements.
	CO
	Contractual Obligations
	N30
	Patient ineligible for this service.

	285
	Reimbursement for antepartum office visits is limited to eight in nine months.
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	N362
	The number of days or units of service exceeds the acceptable maximum. 

	286
	The “from” date of service must be at least 100 days from the “thru” date of service. 
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	MA31
	Missing/incomplete/
invalid beginning and ending dates for the period billed.

	287
	Contracted hospitals billing for OB (obstetrics) care must use CHFC accommodation code 3998, UB-04 accommodation code 096, or LA Waiver code 98. Correct and resubmit claim. 
	B5
	Payment adjusted because coverage/program guidelines were not met or were exceeded.
	CO
	Contractual Obligations
	M50
	Missing/incomplete/
invalid revenue code(s).

	288
	The six-month billing limit exception indicator is invalid for computer media claims; resubmit with substantiating documentation. 
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N29
	Missing ocumentation/ orders/notes/summary/report/chart.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/summary/report/chart.

	
	
	
	
	
	
	N380
	The original claim has been processed; submit a corrected claim.

	289
	Recipient is on Lock-In/Drug restriction – TAR (Treatment Authorization Request) Control Number not found or no emergency statement attached. 
	197
	Payment denied/reduced for absence of precertification/authorization.


	CO
	Contractual Obligations
	N29
	Missing documentation/orders/ notes/summary/report/chart.

	
	
	
	
	
	
	N225
	Incomplete/invalid documentation/orders/notes/summary/report/chart.


	 RAD Code
	RAD Code Description
	HIPAA ARC
	ARC Description
	HIPAA AGC
	AGC Description
	HIPAA HCRC
	HCRC Description

	290
	Recipient on Lock-in/restriction – prior authorization required.
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	291
	Ordering/prescribing provider requires prior authorization. Approved TAR is not present. 
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	292
	Denied by Special Claims Review – submitted documentation is illegible.  Please resubmit with clearer handwriting and/or better print.
	17
	Payment adjusted because requested information was not provided or was insufficient/incomplete.  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor. 

	
	
	
	
	
	
	N205
	Information provided was illegible.

	293
	Denied by Special Claims Review – documentation submitted does not support additional payment. (CIFs only.)
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N10
	Claim/service adjusted based on the findings of a review organization/
professional consult/manual adjudication/medical or dental advisor. 

	
	 
	
	 
	
	
	N225
	Incomplete/invalid documentation/
orders/notes/
summary/report/chart.

	294
	Insufficient or unavailable CCS (California Children’s Services) County or GHPP (Genetically Handicapped Persons Program) fiscal year allocations.  Contact CCS/GHPP Regional Office.
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	
	 

	295
	Contracted facility ID provider number is required. 
	16
	Claim/service lacks information needed for adjudication.  Additional information is supplied using remittance advice remarks codes whenever appropriate.  At least one remark code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	N293
	Missing/incomplete/
invalid service facility primary identifier.

	296
	Non-contract facilities in a closed HFPA (Health Facility Planning Area) require prior authorization from the date of admission. 
	62
	Payment denied/reduced for absence of, or exceeded, pre-certification/authorization.
	CO
	Contractual Obligations
	M62
	Missing/incomplete/
invalid treatment authorization code.

	297
	This service is limited to once in nine months.
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	N362
	The number of days or units of service exceeds the acceptable maximum. 

	298
	Reimbursement for initial comprehensive pregnancy-related office visit is limited to one in six months. 
	119
	Benefit maximum for this time period or occurrence has been reached.
	CO
	Contractual Obligations
	N362
	The number of days or units of service exceeds the acceptable maximum. 

	299
	This accommodation code cannot be billed with any other accommodation; please resubmit split billing. 
	125
	Payment adjusted due to a submission/billing error(s).  Additional information is supplied using the remittance advice remarks codes whenever appropriate.  At least one Remark Code must be provided (may be comprised of either the Remittance Advice Remark Code or NCPDP Reject Reason Code).
	CO
	Contractual Obligations
	M50
	Missing/incomplete/
invalid revenue code(s).
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