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The Resubmission Turnaround Document (RTD) (Form 65-1) is sent to providers when a submitted claim form has questionable or missing information.  This document, which is produced by EDS computer system, eliminates the need for providers to resubmit the entire claim form to correct a limited number of errors.  

A sample Resubmission Turnaround Document is on a following page (see Figure 1).  All information in Section A of the RTD form is completed by EDS.


Figure 1.  Sample Resubmission Turnaround Document (RTD) (Form 65-1).

Explanation of
The following item numbers and descriptions correspond to the 

Form Items
sample RTD on the previous page.  The top of the form contains the instructions to complete the form and the date the corrected RTD must be received by EDS.  


Item
Description
1. INFORMATION BLOCK.  The name of the claim form box in question.

2. SUBMITTED INFORMATION.  The information on the claim form as entered into the Medi-Cal system.

3. SERVICE CODE.  Procedure code, medical supply type code, or manufacturer billing code and drug code for the services being billed.

4. ERROR CODE.  This is an internal Medi-Cal code.  Multiple error codes may be listed on the RTD.

5. DATE OF SERVICE.  Date the service was rendered.  
RX NUMBER (Pharmacy only).  Prescription number entered.

6. CORRECTED INFORMATION.  This is for provider use.  If the information in Item 2 needs correcting, the correct information may be noted here for the provider’s records.  The actual correction of the information that is sent to EDS is entered in Section B, CORRECT INFORMATION (Item 21).

7. ERROR DESCRIPTION.  This is the full explanation of the error code that appears on the RTD (Item 4).

8. PROVIDER NAME AND ADDRESS.
9. PROVIDER NUMBER.
10. FINAL NOTICE.  This is for EDS use only.

11. DATE OF NOTICE.
12. NUMBER OF PAGES IN RTD.
13. SERVICE DATE(S)/PROVIDER REFERENCE NUMBER.

Item
Description
14. PRE-PRINTED INFORMATION.  Identifies patient, Medi-Cal ID number, Medical Records Number and Total Charges.  Also indicates the specific claim referenced (Claim Control Number).

15.
CORRESPONDENCE REFERENCE NUMBER.  Leave blank.  This is for EDS use only.

16.
PROVIDER NUMBER.
17.
PROVIDER NAME.
18. PATIENT MEDI-CAL ID NUMBER.  This is the same number entered by the provider on the original claim.


Note:
If the claim suspends for recipient eligibility verification, the recipient identifier on the RTD is the same number as entered on the original claim.

19.
PATIENT NAME.
20.
F.I. USE ONLY.
21.
CORRECT INFORMATION.  In Section B of the RTD, enter correct information in the numbered box that corresponds with the error line in the INFORMATION BLOCK (Item 1).  If the information in Section A is correct, leave the corresponding line blank.


When entering correct information, enter all characters (numbers and letters) exactly as they would be entered on the claim.  Corrected information on the RTD must be in the same alphabetic or numeric format required on the claim form.  See “Completing the RTD” on a following page.

22.
SIGNATURE.  All RTDs must be signed and dated by the provider or an authorized representative.

23.
BOXES 1 – 6.  This space is no longer used.

Completing the RTD
When submitting correct information in Section B of an RTD, enter all characters as they would be entered on the claim form (see Figure 2 on a following page).


For example, enter the 11-digit TAR Control Number (TCN) on the corresponding lines under “Correct Information” in Section B.  This number should contain all numeric characters.  Do not include letters or more digits than required on the claim; for example, both “TAR11123456789” and “011123456789” would be incorrect responses.  


Note:
For AEVS-verified recipients, do not use the 10-digit AEVS verification number under “Correct Information.”

Timeliness
Return Section B (bottom portion) to EDS by the date indicated at the top of the form, and retain Section A (top portion) with a copy of the original claim.


If the RTD is not returned by the provider before the due date specified, or if the RTD is returned without the appropriate corrections or signatures, the claim will be denied.

Where to Submit RTDs
The RTD must include an original signature of the provider or an authorized representative.  RTDs must be mailed to the following post office box number:

EDS

P.O. Box 15200

Sacramento, CA  95851-1200

Note:
Do not mail RTDs and claim forms in the same envelope.


Figure 2.  Sample Resubmission Turnaround Document (RTD) (65-1):  Completed Section B. 
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CORRESPONDENCE REFERENCE NUMBER – F. I. USE ONLY
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F.I. USE ONLY
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	CLAIM


	CCN	TYPE	PAGE	PAGES


	0170626097022	1	OF	1


	ERROR


	SUBMITTED INFORMATION	CODE	LINE	FIELD	LABEL


	A1123456789	0012	01	012








RETAIN THIS PORTION





INSTRUCTIONS:  Listed in Section “A” are error(s) found on the original claim.  To expedite payment, type the correct information in the numbered Box of Section “B” that corresponds to numbered line in Section “A”, sign and date the form, and return Section “B” (bottom portion) to F.I.   Please respond promptly as the claim cannot be paid unless your corrections are received by October 30, 1999 See your provider manual for assistance regarding the completion of this form.





DETACH AND RETURN TO APPROPRIATE F.I.





PROVIDER NUMBER


XXXXXXXXX�
FINAL NOTICE �
�
	DATE


August 30, 1999�
PAGE


1�
OF


1�
�
    SERVICE DATE(S) / PROVIDER REFERENCE NO.


	August 15, 1999�
�









  IF SPECIFICALLY REQUESTED, PLACE LABEL IN THE BOX INDICATED BELOW.    THIS SPACE MAY ALSO BE USED FOR COMMENTS.





1�
2�
3�
�
4�
5�
6�
�






ABC PROVIDER


123 ANY STREET


ANYTOWN, CA  95000





RESUBMISSION TURNAROUND DOCUMENT





F.I. USE ONLY
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TAR CONTROL NUMBER A1123456789	0012	99/08/15	Smith, Mike
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RETAIN THIS PORTION





      INFORMATION BLOCK         SUBMITTED INFORMATION    SERVICE CODE  ERROR CODE





DETACH AND RETURN TO APPROPRIATE F.I.





BEG DOS - PATIENT NAME - COR INFO





PROVIDER NUMBER


XXXXXXXXX�
FINAL NOTICE �
�
	DATE


August 30, 1999�
PAGE


1�
OF


1�
�
    SERVICE DATE(S) / PROVIDER REFERENCE NO.


	August 15, 1999�
�









  IF SPECIFICALLY REQUESTED, PLACE LABEL IN THE BOX INDICATED BELOW.    THIS SPACE MAY ALSO BE USED FOR COMMENTS.





1�
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3�
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5�
6�
�
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CORRECT INFORMATION MUST BE ENTERED ON THE SAME LINE AS THE ERROR�SHOWN IN SECTION “A”�
�
   CORRECT INFORMATION  �
�
�
�
�
1�
11123456789�
�
�
�
�
2�
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PATIENT NAME


SMITH, MIKE�
MEDI-CAL ID NUMBER


1234567899�
MEDICAL RECORDS NO.


12345�
TOTAL CHARGES


$1575.00�
CLAIM CONTROL NUMBER


0170626097022�
�






PROVIDER NUMBER�
�
  XXXXXXXXX�
FINAL NOTICE


August 30, 1999�
�
PROVIDER NAME�
�
  ABC PROVIDER�
�
�
PATIENT MEDI-CAL ID NO.�
�
  1234567899�
�
�
PATIENT NAME�
�
SMITH, MIKE�
�
�
�
�
This is to certify that the corrected information is true, accurate and complete and that the provider has read, understands, and agrees to be bound by and comply with the statements and conditions contained on the back of this form.


	�
�
Signature of provider or person authorized by pro-	DATE


vider to bind provider by above signature to statements


and conditions contained on this form.�
�






CORRECT INFORMATION MUST BE ENTERED ON THE SAME LINE AS THE ERROR�SHOWN IN SECTION “A”�
�
   CORRECT INFORMATION  �
�
�
�
�
1�
�
�
�
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�
�
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�
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�
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PATIENT NAME


SMITH, MIKE�
MEDI-CAL ID NUMBER


1234567899�
MEDICAL RECORDS NO.


12345�
TOTAL CHARGES


$1575.00�
CLAIM CONTROL NUMBER


0170626097022�
�






PROVIDER NUMBER�
�
  XXXXXXXXX�
FINAL NOTICE


August 30, 1999�
�
PROVIDER NAME�
�
  ABC PROVIDER�
�
�
PATIENT MEDI-CAL ID NO.�
�
  1234567899�
�
�
PATIENT NAME�
�
SMITH, MIKE�
�
�
�
�
This is to certify that the corrected information is true, accurate and complete and that the provider has read, understands, and agrees to be bound by and comply with the statements and conditions contained on the back of this form.


	�
�
Signature of provider or person authorized by pro-	DATE


vider to bind provider by above signature to statements


and conditions contained on this form.�
�












DO NOT STAPLE


IN BAR AREA





      INFORMATION BLOCK         SUBMITTED INFORMATION    SERVICE CODE  ERROR CODE





0012 � THE NUMBER GIVEN ON THE CLAIM AS THE TAR CONTROL NUMBER IS NOT NUMERIC OR HAS AN INCORRECT NUMBER OF DIGITS





TAR CONTROL NUMBER A1123456789	0012	99/08/01	Smith, Mike











BEG DOS - PATIENT NAME - COR INFO





ERROR DESCRIPTION






























































DO NOT STAPLE


IN BAR AREA





9/8/99





INSTRUCTIONS:  Listed in Section “A” are error(s) found on the original claim.  To expedite payment, type the correct information in the numbered Box of Section “B” that corresponds to numbered line in Section “A”, sign and date the form, and return Section “B” (bottom portion) to F.I.   Please respond promptly as the claim cannot be paid unless your correc-tions are received by October 30, 1999 	See your provider manual for assistance regarding the completion of this form.








ABC PROVIDER


123 ANY STREET


ANYTOWN, CA  95000
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2 – RTD Completion
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2 – Resubmission Turnaround Document (RTD) Completion
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