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Show Me the Money! –
Avoid Rejections and 
Denials

April 2026
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Today’s Facilitator

• Mary E. Muchow
• Began working in Medicare in 1981

• Claims adjudication, prepayment medical 
review, and training in early years

• Spent over 20 years in Medicare 
Benefit Integrity

• Investigator
• Medicare Fraud Information Specialist, 

Region V

• Joined Provider Outreach and 
Education in 2003
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Objective & Agenda

Objective: Know who to fix or avoid the top rejections and 
denials and receive correct payment 
Agenda
• Top Rejections and Denials

• Data

• Actions to Consider
• Ways to fix or avoid

• Resources 
• Questions and Answers

Review the legal disclaimers at the end of the presentation.
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Rejections and Denials
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CMS Directives – Use of Data

• Medicare Contractor Beneficiary and Provider 
Communication Manual, Chapter 6 – Provider Customer 
Service Program, Section 20.3 – Data Analysis – Overall
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Rejections and Denials Playlist

• List of YouTube videos that 
reveal WPS specialty specific 
top rejections and denials

• Explains:
• Purpose of RA
• Reason and remark codes
• Ways to fix or avoid claim 

submission errors

• Provide resources
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The Data
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Dashboard – Use of Data 
Slicers for Data Analysis
• Kansas Part B claim submission dates 12/01/25 –

02/28/26
• Data last refreshed 03/12/26

• All specialties

• All codes
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Most Common Rejections
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Top Reasons for Rejections and 
Number of Claim Lines
1. Claim must be submitted to RRB (10,663)
2. Rendering physician # invalid/missing (7,017)

3. Incomplete/invalid plan information for other insurance 
(5,631)

4. Missing/incomplete/invalid ordering primary identifier 
(3,440)

5. Invalid/missing modifier (3,352)
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More – Top Reasons for Rejections 
and Number of Claim Lines

6. Procedure inconsistent with modifier used or required 
(2,640)

7. Missing/incomplete/invalid billing provider primary

identifier (1,837)

8. Missing/incomplete/invalid provider identifier (1,789)
9. Patient/insurance HICN and name do not match 

(1,643)

10. PA, NP, or CNS not internally associated with billing 
provider (1,075)

12

Top Rejected Codes, Number of Claim 
Lines and Top Reasons
• 36415 (2,515)

• Claim must be submitted to RRB
• Missing/incomplete/invalid ordering primary identifier
• Incomplete/invalid plan information for other insurance

• 98941 (1,973)
• Initial date “actual” treatment began required for payment 

(436)
• Rendering physician # invalid/missing (121)
• Field 11 of claim must be completed (104)

CPT only copyright 2025 American Medical Association. All rights reserved.
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More – Top Rejected Code, Number 
of Claim Lines and Top Reasons

• 97110 (1,960)
• Rendering physician # 

invalid/missing
• Incomplete/invalid plan 

information for other 
insurance

• Missing/incomplete/invalid 
provider identifier

CPT only copyright 2025 American Medical Association. All rights reserved.
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Another Top Rejected Code, Number 
of Claim Lines and Top Reasons

• 99214 (1,914)
• Incomplete/invalid plan 

information for other insurance
• Claim must be submitted to RRB
• PA, NP, or CNS not internally 

associated with billing provider

CPT only copyright 2025 American Medical Association. All rights reserved.
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One More Top Rejected Code, 
Number of Claim Lines, and Top 
Reasons

• 80053 (1,913)
• Claim must be submitted 

to RRB
• CLIA number is invalid or 

missing
• Incomplete/invalid plan 

information for other 
insurance

CPT only copyright 2025 American Medical Association. All rights reserved.
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Most Common Denials
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Top Reasons for Denials and 
Number of Claim Lines Denied
1. Duplicate charge paid DATE on ICN (53,801)
2. Duplicate charge of claim ICN now being processed 

(49,781)

3. Collection of fee-for-service during periods of 
managed care (43,870)

4. The procedure submitted is a non-covered service 
(30,074)

5. Claim must be sent to EGHP first (17,000)

18

More – Top Reasons for Denials

6. Medicare will not pay for this service for this condition 
(16,562) 

7. This service by a chiropractor is not covered by 
Medicare (12,137)

8. This physician is not eligible to receive payment 
(11,982)

9. Units of service are exceeded (10,592)
10. Separate payment not made for this service (10,244)
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Top Denied Codes, Total Number of 
Denials and Top Reason(s)
• 92015 (25,432)

• Procedure code submitted is a 
non-covered service day

• 99214 (25,195)
• Duplicate charge paid DATE on 

claim ICN
• Duplicate charge of claim ICN 

now being processed
• Collection of fee-for-service 

during periods of managed 
care

CPT only copyright 2025 American Medical Association. All rights reserved.
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Top Denied Code, Total Number 
of Denials and Top Reasons
• G2211 (18,428)

• Duplicate charge paid DATE on 
ICN

• Duplicate charge of claim ICN 
now being processed

• Service not payable with other 
services rendered

• Procedure must be billed with 
primary service
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Top Denied Code, Number of 
Denials, and Top Reasons
• 99213 (11,784)

• Same as 99214 on slide 20
• Duplicate
• Patient is enrolled in Medicare 

Advantage

CPT only copyright 2025 American Medical Association. All rights reserved.
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Another Top Denied Code, Total 
Number of Denials and Top Reason

• 83036 (11,385)
• Medicare will not pay for this service 

for this condition
• Collection of fee-for-service during 

periods managed care 
• Not medically necessary
• Duplicate charge paid DATE on ICN
• Duplicate charge of claim ICN now 

being processed

CPT only copyright 2025 American Medical Association. All rights reserved.
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Sixth Most Commonly Denied 
Code, Total Number of Denials and 
Top Reasons
• 98941 (9,706)

• Duplicate charge paid DATE on claim ICN
• Duplicate charge of claim ICN now being 

processed
• Collection of fee-for-service during periods 

managed care
• Medicare will not pay for this service for 

this condition 

CPT only copyright 2025 American Medical Association. All rights reserved.
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Actions to Consider
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Potential Actions to Choose

• Rejection (CMS calls these 
“unprocessable”)

• Fix the error, resubmit the service

• Denial
• Fix the error, resubmit the service, if 

able
• CER process

• Use of SNAP is fastest

• Request an appeal
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Requirements for Medicare Claims

• Medicare Claims Processing Manual
• Chapter 24 – General EDI and EDI Support Requirements, 

Electronic Claims, Coordination of Benefits Requirements, 
Mandatory Electronic Filing of Medicare Claims

• Chapter 25 – Completing and Processing the Form CMS-
1450 Data Set

• Chapter 26 – Completing and Processing Form CMS-1500 
Data Set
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CMS 1500 to ANSI 837 5010 Crosswalk

• Crosswalks from paper claim to electronic claim
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Rejection Resources

• How to Correct a Rejected 
Claim

• See Remark Codes and tips for 
correcting the claim

• Rejections and Denials 
YouTube Playlist
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Review Contractor Directory – Interactive 
Map
• Select state to view sate-

specific contractor contact 
information, including

• MAC
• RRB Specialty Contractor
• CERT Contractor
• More
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Provider Eligibility

• Verify
• Provider identifiers reported on 

claim when required
• Includes rendering, ordering or 

referring

• Identifiers keyed correctly
• Eligibility dates

• Check provider enrollment records
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Provider Eligibility Help

• Call Customer Service to speak with a Provider 
Enrollment Specialist

• Refer to Electronic Provider Enrollment (Internet-Based 
PECOS) for help and to determine provider status

• Medicare Provider Enrollment Guides and Resources

32

Order and Referring List

• CMS maintains a searchable list of all physicians and 
non-physician practitioners legally eligible to order and 
refer in the Medicare program and who have current 
enrollment records in Medicare
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Patient Eligibility

• Verify
• Patient name and MBI exact match
• If patient enrolled in hospice 
• Submit to correct payer

• Railroad Retirement Board
• Managed Care Plan if patient has 

elected Part C (Medicare Advantage)

34

Patient Eligibility Help

• Use WPS 
• Portal User Manual

• Checking Medicare Eligibility
MLN8816413
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Modifier Issues

• Verify
• Required modifier present
• Modifier matches procedure code
• Modifier valid for date of service

36

Modifier Help

• WPS Modifiers webpage includes links to Modifier Fact 
Sheets

• WPS YouTube channel Modifiers playlist
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PA/NP/CNS Not Internally Associated 
With Billing Provider
• A PA, NP, or CNS must associate to 

the billing provider
• In the enrollment application, the PA, NP, 

or CNS must reassign the practitioner’s 
benefits to the group practice or hospital 
that will bill for their services

• Reassigning Medicare Benefits
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Common Claim Denials

• Arranged by denial category
• Bundling
• Duplicate Claim/Service
• Entitlement
• Payer/Contractor
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Avoid Duplicate Denials

• Verify
• No auto resubmitting prior 

to establishing status
• Appropriate billing
• Appropriate modifiers

• Consider use of
• Interactive Voice 

Response System (IVR)
• Part B IVR Operating Guide

• SNAP
• Portal User Manual
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Avoid Medicare Advantage 
Denials
• Verify patient eligibility
• View Medicare Advantage Plan Denials on the 

WPS YouTube channel
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Billing for Non-Covered 
Services
• No need to submit unless beneficiary:

• Believes a service may be covered 
• Requires Medicare denial for supplemental 

insurance 

• See Mandatory Claim Submission
• Claim must indicate the service is non-

covered and submitted at beneficiary’s 
request

• Refer to GY Modifier Fact Sheet
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Avoid MSP Denials

• Medicare Secondary Payer (MSP) Fact Sheet
• MSP Questionnaire

• CMS Medicare Secondary Payer web page

• WPS YouTube Channel
• MSP Playlist
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Avoid CLIA Denials

• Clinical labs are generally required to 
have the appropriate certificate 
before they can accept human 
samples for testing

• CMS now uses a paperless 
certification process, including online 
payment

• Report CLIA number on claim

44

Coverage for 83036 (Diabetes 
Screening)
• Refer to Diabetes Screening MLN 

Educational Tool for:
• CPT codes
• ICD-10 codes
• Coverage details
• Frequency
• More

CPT only copyright 2025 American Medical Association. All rights reserved.
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Chiropractic Services

• Refer to CMS Chiropractic Services Training & 
Education

46

WPS Chiropractic Playlist
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G2211 Add on Complexity Code

• Evaluation and Management (E/M) service is the 
primary service

• Add-on G2211 captures inherent complexity of visit that’s 
derived from the longitudinal nature of the practitioner and 
patient relationship for single, serious condition or  complex 
condition

• G2211 not payable when the primary E/M service is 
reported with modifier 25, except when the service or 
other procedure requiring reporting of modifier 25 is on 
the list of allowed Part B preventive services
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G2211 Help

• MLN Matters MM13272 Edits to Prevent Payment of 
G2211 with Office/Outpatient Evaluation and 
Management Visit and Modifier 25

• MLN Matters MM13472 How to Use the Office & 
Outpatient Evaluation and Management Visit 
Complexity Add-on Code G2211

• G2211 Made Easy: What You Need to Know YouTube 
Video
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Bundling

Separate payment may not be made for items or services 
with a B or P status code on the PFS Relative Value Files
• Status code B = BUNDLED SERVICE

• Payment for this service is always bundled into payment for 
other services not specified

• Status code P = BUNDLED / EXCLUDED CODES
• No separate payment may be made for these services under 

the PFS

• Do not bill the patient for these services

50

Avoid Home Health Certification Denials

• Physician Services for 
Certification and 
Recertification of 
Medicare Covered Home 
Health Services

• Includes:
• Coding and claim 

submission guidelines
• Links to certification 

instructions and other 
resources

• For Medicare covered 
home health services 
under a home health plan 
of care

• Report G0180 for 
physician certification

• Report G0179 for 
physician recertification 
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Data – Top Denial Reasons for KS Part B

• G0180
• Missing/incomplete/invalid 

HHC period
• Payment included in 

another service received 
on same day

• Duplicate charge paid 
DATE on ICN

• Collection of fee-for-
service during periods of 
managed care

• G0179
• Missing/incomplete/invalid 

HHC period
• Duplicate charge paid 

DATE on ICN
• Duplicate charge on claim 

ICN now being processed
• Medicare does not pay for 

this service in this facility

52

CER and Appeals
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How to Request a Clerical Error 
Reopening (CER)
• Includes

• Definition of CER
• Corrections/situations that 

can/cannot be processed as 
a CER

• Time limit for requesting a 
CER (one year from initial RA 
notice)

• How to submit
• SNAP
• More

54

Appeal Levels

• Five levels in Part A and B appeals process
1. Redetermination by a MAC
2. Reconsideration by a Qualified Independent 

Contractor (QIC)
3. Decision by the Office of Medicare Hearings 

and Appeals (OMHA)
• Also known as Administrative Law Judge (ALJ) 

hearing

4. Review by the Medicare Appeals Council
5. Judicial Review in Federal District Court
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Fee-for-Service Appeals 
Process Flowchart

• Includes all five appeal levels and 
the entity that renders each

• Days to file the request

• Time limit to render and send 
notice of decision, if any

• Letter and new RA

• AIC for levels three and five
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Appeals Tips

Be Detailed

• Claim versus overpayment
• Medical necessity

• Missing documentation

• Allowed amount

Duplicate Requests

• Medicare can only perform 
each level of appeal on the 
same service once

• When you disagree with the 
outcome of a level, sent to 
next level
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Submit All Supporting Documentation

Submit at the lowest level 
possible
• For level 3, 4, and 5, 

justify why it was not 
previously sent

Do not include 
documentation:
• Sent previously
• Which is unnecessary
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That’s a Wrap

• What we advertised
• Top Rejections and 

Denials
• Data

• Actions to Consider
• Ways to fix or avoid

• Resources 
• Questions and Answers

• Your questions answered
• What do you want to know 

about rejections and denials?
• Everything
• The general denials guidelines
• Most common denials and 

rejections and how to 
avoid them

• Home health 
certification denials

• What specific codes are getting 
denied the most
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Questions and Answers

60

Survey Dashboard

59

60



4/10/2026

31

61

Follow-up Questions

Send your questions for up to seven 
days following the training
• Email 

wps.gha.education@wpsic.com

• Subject Line: AAPC of KC MM

Send claim specific questions to 
Customer Service 
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Up next…
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Disclaimers

This material is a tool to assist the provider community.
Medicare rules change often. Access CMS’ website for 
current coverage, regulations and rulings. 

The basis for answers given today rely on facts given in 
the question. Medicare rules determine final coverage.

Do not record the event as CMS does not allow this for 
profit making purposes.   
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CPT Copyright Notice

CPT codes, descriptions, and other data only are 
copyright 2025 American Medical Association. All Rights 
Reserved. Applicable FARS/HHSARS apply. 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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