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Biller’s Webinar – COB Submission through Provider Connect 

April 15 & 17, 2009 

 

Q:  If we have an exception from the first submit of an 837 claim, can we edit/delete it and do it this 

[new] way? 

A:  Yes. 

Q:  Are box 9 and box 11 not required if the COB screen has correct information? 

A:  If box 11 is completed, it must match exactly for the system to identify it as a COB entry already on 

file.  It is best to learn to leave box 9 and box 11 blank if you are adding COB processing information.  

**This is for Provider Connect claims only** 

Q:  For a Medicare Part A Remittance Notice, how do we submit? 

A:  Becky Schuetz and Daniel Dubois have compiled a COB Tips sheet that will be helpful in learning this 

new process.  This sheet has been included at the end of this document.   

Q:  When working Exception Reports, how do we apply the deductible and copay? 

A:  On the COB screen, use ‘PR’ in the middle of the screen with the reason code listed on the EOB, then 

key in the dollar amount.  Note:  The dollar amount at the top of the screen is for Paid amount only. 

Q:  What about the third box at the bottom of the COB screen (units field) – is it required? 

A:  No, not at this time. 

Q:  What if the EOB does not have the HIPAA reason code? 

A:  You may be able to locate the code on the internet.  The website that we use frequently is 

http://www.wpc-edi.com/content/view/507/228. 

Q:  If a claim denied “EOB Missing” and box 11 has wrong information because the patient was wrong, 

how should I correct? 

A:  We recommend editing the claim. 

Q:  Where do I put the HIPAA reason code 184? 

A:  Group Code:  OA (this may vary), Reason Code:  184, enter the full claimed amount in the amount 

column. 

Q:  Is it OA/PR/CO? 

A:  It doesn’t matter.  Either way will work because the reason code is the driver. 
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Q:  What if KHS does not have the COB information? 

A:  Then, drop the claim to paper submission and submit with the EOB attached.  We will update our 

files.  Future claims can then be submitted electronically once the COB information matches the EOB 

being submitted. 

Q:  What if there is Spenddown involved on the COB screen? 

A:  As soon as the claim is inputted, it will go to the Accept status.  Please do not key COB information in 

the Spenddown amount fields. 

Q:  When submitting through Provider Connect, the upper part of the claim may be auto filled by 

searching and selecting the member from search.  The biller is required only to fill in the bottom portion, 

right? 

A:  Yes, only on Provider Connect. 

Q:  Do we need to change the social security number to the Medicaid ID in box 1a? 

A:  Yes, effective June 1, 2009.  Please reference Provider Notice 2.9, May 1, 2009. 

Q:  Member has Medicare primary, BCBS secondary, and KHS is tertiary…how do I submit? 

A:  Fill in reasons/payments from both insurances.  The system will know the amounts will be double 

versus what was submitted on the claim screen because of the two policies at the top of the COB screen. 

Q:  What if an eligibility file does not have the correct dates for COB? 

A:  Drop to paper submission, or call the Claims line to check about updating, 1-866-547-6457. 

Q:  For what dates of service may we begin using the COB online submission? 

A:  All. 

Q:  Has there been any plans made for re-authorizations beginning July 1, 2009? 

A:  Yes, please reference Provider Notice 2.9, May 1, 2009. 

Q:  When can we expect the exception batch files to be removed? 

A:  To our knowledge, all of these requests have been completed.  If you are still waiting for action on 

our part, please re-submit through TechSupport. 

Q:  What is the status of the crisis intervention, ‘units exceeded’ denial correction? 

A:  In order to update the system appropriately for the crisis codes, with pertinent modifiers, we need to 

wait for the implementation of Hotfix Q, which we expect to occur in June.  After the fix is implemented, 
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a few additional alterations will be completed in the system.  Upon completion, claims processed 

inappropriately will be re-adjudicated. 

Q:  We have a situation where Medicare paid, then KHS paid, then we received a revised payment from 

Medicare.  How do we handle? 

A:  Drop to paper submission.  (The implementation of Phase III Online Adjustments will allow online 

editing for this instance.) 

Q:  What is the status of the T2038 system fix? 

A:  The system has been corrected, and the denials being generated after April 4, 2009 should be valid.  

Claims previously processed incorrectly have been re-adjudicated. 

Q:  Can I edit for the exception error ‘AMT*D’? 

A:  Yes, you may edit online. 

Q:  Can we remove the Provider Voided claims from the RA? 

A:  This change will not occur as it is important to KHS to report to each provider every claim that is 

submitted to us for payment, even if the claim is later voided by the provider. 

Q:  Can we submit COB claims by 837? 

A:  Yes, you may. 

Q:  What if KHS lists primary insurance and the provider knows about an additional one? 

A:  Drop to paper submission. 
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Billing COB claims via ProviderConnect 

 

Once you have your claim detail built, click on “COB” on the right-hand side of the claim detail. 

 

 

 

This will bring up the “COB Details” window. Please make certain that you either do not have a pop-up 

blocker on your computer, or you have this website as allowing pop-ups. 
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In some instances, there could be multiple COB files for the beneficiary. If this is the situation, you will 

want to make certain to put the amounts and CAS/MOA segments under the correct COB file. 
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The first thing to do is to key in the paid amount by the other insurance. This is done in the “Paid 

Amount” field at the top of the window. All of the other information will be keyed in below the heading 

for the appropriate COB. 

 

 

 



  

Page 7 

 

  

The second thing to do is to (A) select your Group Codes (i.e. CO, PR, etc.) and (B) your Reason Codes 

(i.e. 122, 30, etc.) from the drop-down boxes, and then (C) key in the amounts for each code. 

 

 

 

For example, the charge billed was $100. Medicare paid $25, denied $25 as PR-122, and denied $50 as 

CO-45. In this case, the screen would be filled out as follows: 
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Important COB tips 

 

1. ALWAYS make certain that you are filling out the form under the correct COB information. 
2. ALWAYS make sure that your totals (paid amount and other CAS/MOA segment amounts) total 

up to your billed amount. 
3. ALWAYS keep your EOBs on file in case of an audit. 
4. ALWAYS enter information on the COB screen exactly as it appears on the EOB from the primary 

insurance. This will ensure proper processing of your claim(s). 
5. NEVER fill out information under the “Spenddown” segment. 
6. NEVER fill out information on the claim itself in boxes 9 or 11. 
7. If you are unable to view the “done” button on the COB module:  Place your cursor in the 
“allowed box” and then “shift/tab” 3 times.  It will take you to the “done” button. 
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REMINDER: If you need to submit a COB claim where you would normally need to submit a COB 
credentialing letter, these can be entered online by using OA-184. If you have other questions 
about this, please refer to Provider Notice 2.5. 

 

 


